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 THE ONE HUNDRED AND EIGHTH DAY 

_____________ 

CARSON CITY (Wednesday), May 24, 2017 

 Senate called to order at 12:35 p.m. 

 President Hutchison presiding. 

 Roll called. 

 All present. 

 Prayer by the Chaplain, Pastor Don Baumann. 
 Almighty God, as the Senate convenes this morning, we ask for Your blessing and protection, 

not only on each member of this body, but also on their families and loved ones, the people who 
depend on them and on whom they depend. While their family members may not be present in 

this hall now, they are nonetheless serving along with each Senator, foregoing time together in 

order for the work of this body to proceed. We thank You for their sacrifice and support. 
 Help each Senator to maintain and draw strength from their family relationships, especially in 

the last days of this very hectic Legislative Season. Strengthen each person who serves here, that 

their work as our representatives may be accomplished well. 
 We ask this in the name of the Maker and Preserver of families, the Lord Jesus. 

AMEN. 

 Pledge of Allegiance to the Flag. 

 By previous order of the Senate, the reading of the Journal is dispensed 

with, and the President and Secretary are authorized to make the necessary 

corrections and additions. 

REPORTS OF COMMITTEES 

Mr. President: 
 Your Committee on Finance, to which were referred Assembly Bills Nos. 495, 496, has had 

the same under consideration, and begs leave to report the same back with the recommendation: 

Do pass. 
 Also, your Committee on Finance, to which was re-referred Senate Bill No. 414, has had the 

same under consideration, and begs leave to report the same back with the recommendation: Do 

pass as amended. 

JOYCE WOODHOUSE, Chair 

Mr. President: 

 Your Committee on Government Affairs, to which was referred Assembly Bill No. 379, 
has had the same under consideration, and begs leave to report the same back with the 

recommendation: Amend, and do pass as amended. 

DAVID R. PARKS, Chair 

Mr. President: 

 Your Committee on Judiciary, to which were referred Assembly Bills Nos. 286, 288, 377, 

380, 420, has had the same under consideration, and begs leave to report the same back with 
the recommendation: Amend, and do pass as amended. 

TICK SEGERBLOM, Chair 

Mr. President: 
 Your Committee on Legislative Operations and Elections, to which was referred Assembly 

Bill No. 403, has had the same under consideration, and begs leave to report the same back 

with the recommendation: Amend, and do pass as amended. 

NICOLE J. CANNIZZARO, Chair 
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MESSAGES FROM THE ASSEMBLY 
ASSEMBLY CHAMBER, Carson City, May 23, 2017 

To the Honorable the Senate: 

 I have the honor to inform your honorable body that the Assembly on this day passed Senate 
Bills Nos. 37, 308, 311, 396, 416, 422, 429, 434, 447, 454, 462, 466, 469, 473, 476, 480, 493, 

499, 510, 513, 515. 

 Also, I have the honor to inform your honorable body that the Assembly on this day passed, 
as amended, Assembly Bill No. 471. 

 Also, I have the honor to inform your honorable body that the Assembly amended, and on 

this day passed, as amended, Senate Bill No. 81, Amendment No. 724; Senate Bill No. 165, 
Amendment No. 746; Senate Bill No. 171, Amendment No. 726; Senate Bill No. 376, 

Amendment No. 682; Senate Bill No. 437, Amendment No. 732, and respectfully requests your 
honorable body to concur in said amendments. 

 Also, I have the honor to inform your honorable body that the Assembly on this day 

concurred in the Senate Amendment No. 672 to Assembly Bill No. 142; Senate Amendment 
No. 704 to Assembly Bill No. 254; Senate Amendment No. 653 to Assembly Bill No. 350. 

 CAROL AIELLO-SALA 
 Assistant Chief Clerk of the Assembly 

INTRODUCTION, FIRST READING AND REFERENCE 

 Assembly Bill No. 471. 

 Senator Atkinson moved that the bill be referred to the Committee on 

Transportation. 

 Motion carried. 

SECOND READING AND AMENDMENT 
 Assembly Bill No. 485. 

 Bill read second time. 

 The following amendment was proposed by the Committee on 

Transportation: 

 Amendment No. 812. 

 SUMMARY—Makes various changes relating to school [buses.] vehicles. 

(BDR 43-36) 

 AN ACT relating to school [buses;] vehicles; revising the definition of a 

school bus for certain purposes; authorizing a school district to lease school 

buses or vehicles belonging to the school district in certain circumstances; 

revising provisions relating to the inspection of school buses; requiring new 

school buses purchased on or after a certain date be equipped with safety 

belts; and providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

 Existing law provides a definition of a school bus for the purposes of 

certain laws regarding traffic laws and rules of the road. (NRS 484A.230) 

Section 1 of this bill revises the definition of school bus to specify that such a 

vehicle must be "designed or used to carry more than 10 passengers in 

addition to the driver." This definition more closely comports with the 

definition of a school bus in the Federal Motor Carrier Safety Regulations. 

(49 C.F.R. § 390.5) 

 Existing law provides various restrictions on and requirements for a school 

bus, including required evacuation drills, adoption of a safety program, driver 

qualifications and training, and standards for how a school bus used to 
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transport pupils must be equipped. (NRS 386.790-386.845) Section 2 of this 

bill provides that the revised definition of school bus in section 1 applies to 

all such existing laws. The revised definition of school bus in section 1 also 

applies to various other uses of the term throughout title 34 of NRS, 

regarding such topics as the use of transportation funds by a school district to 

purchase school buses, the extension of the safe and respectful learning 

environment to include school buses, the prohibition on bullying and 

cyber-bullying on school buses, the authorization procedures for a pupil to 

self-administer certain medications on a school bus and the provision for 

suspension or expulsion of a pupil for certain behaviors committed on a 

school bus. (NRS 386.795, 388.132, 388.135, 392.425, 392.466) 

 Sections [3] 3.2 and 4 of this bill require that any new school bus which is 

purchased by a school district on or after July 1, 2019, must be equipped with 

a shoulder-harness-type safety belt assembly for each permanent seating 

position for passengers. The safety belts must meet certain federal standards 

and specifications. Section 6 of this bill imposes those same requirements on 

a private school which purchases a new school bus to transport pupils. 

 Existing law authorizes the board of trustees of a school district to allow 

school buses or vehicles belonging to the school district to be used for the 

transportation of public school pupils and children in certain circumstances. 

(NRS 386.790, 386.815) Sections 3.4 and 3.6 of this bill authorize a board of 

trustees to enter into a written agreement to lease school buses or vehicles 

belonging to the school district for special events taking place within the 

county in which the school district is located when a commercial bus is not 

reasonably available under certain circumstances. Section 3.4 also requires 

that any such agreement include provisions requiring the lessee to: (1) 

provide a security deposit; (2) pay a fee for the use of the school bus or 

vehicle; (3) accept responsibility for any damage to the bus or vehicle; (4) 

provide indemnification to the lessor school district and the school district's 

bus driver against any claim; (5) provide proof that each driver is licensed 

under the laws of this State and proof of insurance; (6) provide proof of a 

permit or other approval for the special event, if required by a governmental 

entity; (7) give preference to hiring a driver who is employed by the school 

district; and (8) acknowledge that the lessee is not entitled to the limitation 

on damages that applies to government employees and entities. (NRS 41.035) 

Additionally, section 3.4 limits the number of school buses and vehicles a 

school district may lease during any period of time to not more than 

8.5 percent of the total number of school buses and vehicles belonging to that 

school district. 

 Under existing law, agents and employees of the Department of Motor 

Vehicles are required to inspect school buses to determine if the school buses 

comply with various equipment and identification requirements, and must 

report any violations to the superintendent of schools of the school district 

wherein the school buses are operating. (NRS 386.840) Section 5 of this bill 

transfers those requirements to the Department of Public Safety.  
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 Existing law provides that certain laws relating to the condition, equipment 

and identification of vehicles used for the transportation of pupils, including 

school buses, apply to private schools. (NRS 394.190) All such vehicles are 

subject to inspection at all times by the Department of Motor Vehicles, which 

is required to report any violation to the executive head of the private school. 

Section 6 of this bill transfers those requirements to the Department of Public 

Safety. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  NRS 484A.230 is hereby amended to read as follows: 

 484A.230  1.  "School bus" means every motor vehicle [owned] which is 

designed or used to carry more than 10 passengers in addition to the driver 

and which is: 

 (a) Owned by or under the control of a public or governmental agency or a 

private school and regularly operated for the transportation of children to or 

from school or a school activity ; or [privately]  

 (b) Privately owned and regularly operated for compensation for the 

transportation of children to or from school or a school activity. 

 2.  "School bus" does not include [a] : 

 (a) A passenger car operated under a contract to transport children to and 

from school [, a] ; 

 (b) A common carrier or commercial vehicle under the jurisdiction of the 

Surface Transportation Board or the Nevada Transportation Authority when 

such vehicle is operated in the regular conduct of its business in interstate or 

intrastate commerce within the State of Nevada [.] ; or 

 (c) A multifunction school activity bus whose purposes do not include 

transporting students to and from home or school bus stops. 

 Sec. 2.  NRS 385.007 is hereby amended to read as follows: 

 385.007  As used in this title, unless the context otherwise requires: 

 1.  "Achievement charter school" means a public school operated by a 

charter management organization, as defined in NRS 388B.020, an 

educational management organization, as defined in NRS 388B.030, or other 

person pursuant to a contract with the Achievement School District pursuant 

to NRS 388B.210 and subject to the provisions of chapter 388B of NRS. 

 2.  "Department" means the Department of Education. 

 3.  "English learner" has the meaning ascribed to it in 20 U.S.C. 

§ 7801(20). 

 4.  "Homeschooled child" means a child who receives instruction at home 

and who is exempt from compulsory attendance pursuant to NRS 392.070, 

but does not include an opt-in child. 

 [4.  "Limited English proficient" has the meaning ascribed to it "English 

learner" in 20 U.S.C. § 7801(25). 7801(20).] 

 5.  "Opt-in child" means a child for whom an education savings account 

has been established pursuant to NRS 353B.850, who is not enrolled 
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full-time in a public or private school and who receives all or a portion of his 

or her instruction from a participating entity, as defined in NRS 353B.750. 

 6.  "Public schools" means all kindergartens and elementary schools, 

junior high schools and middle schools, high schools, charter schools and any 

other schools, classes and educational programs which receive their support 

through public taxation and, except for charter schools, whose textbooks and 

courses of study are under the control of the State Board. 

 7.  "School bus" has the meaning ascribed to it in NRS 484A.230. 

 8.  "State Board" means the State Board of Education. 

 [8.] 9.  "University school for profoundly gifted pupils" has the meaning 

ascribed to it in NRS 388C.040. 

 Sec. 3.  Chapter 386 of NRS is hereby amended by adding thereto [a new 

section to read as follows:] the provisions set forth as sections 3.2 and 3.4 of 

this act. 

 Sec. 3.2.  1.  On and after July 1, 2019, with respect to any new school 

bus which is purchased by a school district to transport pupils, the school 

bus must be equipped with a shoulder-harness-type safety belt assembly for 

use in each permanent seating position for passengers on the school bus. 

 2.  Each shoulder-harness-type safety belt assembly required by 

subsection 1 must meet the applicable minimum standards and specifications 

which are set forth in the Federal Motor Vehicle Safety Standards of the 

National Highway Traffic Safety Administration of the United States 

Department of Transportation and which are in effect on the date the school 

district purchases the school bus. 

 Sec. 3.4.  1.  The board of trustees of a school district may, except as 

otherwise provided in subsections 5 and 6, authorize the school district to 

enter into a written agreement to lease school buses or vehicles belonging to 

the school district for special events that take place within the county in 

which the school district is located, provided that such an agreement will not 

interfere with or prevent the school district from furnishing transportation 

for pupils for the purposes described in NRS 386.790 and 386.815.  

 2.  If a school district enters into an agreement pursuant to this section, 

the agreement must include, without limitation, a provision requiring the 

lessee to: 

 (a) Provide a security deposit in an amount which is not less than 

20 percent of the estimated total amount of the fee set forth in the agreement; 

 (b) Pay a fee in an amount which is not less than the total cost per mile for 

the use of a school bus or vehicle to the school district, as determined by the 

transportation department of the school district, if the school district has 

such a department, or by the board of trustees, if the school district does not 

have such a department, and any additional costs or expenses related to the 

use of the school bus or vehicle, including, without limitation, fuel, wear and 

tear, maintenance, appropriate staffing, administrative costs and an 

additional rental service fee;  
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 (c) Indemnify and hold the school district harmless against any claim, 

demand, judgment or legal action, whatsoever, including, without limitation, 

any losses, damages, legal costs or expenses incident thereto; 

 (d) Indemnify and hold the driver of a school bus or vehicle harmless 

against any claim, demand, judgment or legal action, whatsoever, including, 

without limitation, any losses, damages, legal costs or expenses incident 

thereto incurred when acting in the scope of his or her employment;  

 (e) Accept responsibility for any damage to the school bus or vehicle 

while leased as determined by the transportation department of the school 

district, if the school district has such a department, or by the board of 

trustees, if the school district does not have such a department; 

 (f) Provide proof that the school bus or vehicle leased will be operated by 

a person licensed under the laws of this State to operate the particular type 

of bus or vehicle leased; 

 (g) Provide proof of insurance which covers the school bus or vehicle 

while operated by the lessee up to an amount determined by the 

transportation department of the school district, if the school district has 

such a department, or by the board of trustees, if the school district does not 

have such a department;  

 (h) Provide proof of a permit or other approval for the special event, if 

required by a governmental entity; 

 (i) Give preference to a driver of a school bus or vehicle who is employed 

by the school district before hiring another driver who is not employed by the 

school district; and 

 (j) Acknowledge that by entering into such an agreement, the lessee does 

not become an agent or employee of the school district and is not entitled to 

the limitation on damages set forth in NRS 41.032 to 41.038, inclusive, for 

any act or failure to act by the lessee or an agent or employee of the lessee. 

 3.  Except as otherwise provided in this subsection, whenever any school 

bus or vehicle belonging to a school district is leased, any lettering on the 

school bus or vehicle designating the vehicle as a school bus or vehicle must 

be covered and concealed, no signs or wording may be affixed to the school 

bus or vehicle and any system of flashing red lights or a mechanical device 

attached to the front of the school bus or vehicle must not be used in the 

operation of the school bus or vehicle by the lessee except in the case of an 

emergency. A system of flashing red lights or a mechanical device attached 

to the front of the school bus or vehicle may be used in the operation of a 

school bus or vehicle only during an emergency. 

 4.  A school district shall separately account for any money collected as a 

result of an agreement to lease a school bus or vehicle which exceeds the 

actual cost to the school district and, except as otherwise provided in this 

subsection, such money may be used at the discretion of the school district. A 

school district may not use any money collected as a result of an agreement 

to lease a school bus or vehicle to: 
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 (a) Settle or arbitrate disputes between a recognized organization 

representing employees of the school district and the school district, or to 

settle any negotiations; or 

 (b) Adjust the district-wide schedules of salaries and benefits of the 

employees of the school district. 

 5.  A school district may not enter into an agreement pursuant to this 

section: 

 (a) For special events that take place outside the county in which the 

school district is located. 

 (b) If the school district determines that transportation by a commercial 

bus is reasonably available for a special event. 

 6.  A school district may not lease during any period of time more than 

8.5 percent of the total number of school buses and vehicles belonging to the 

school district. 

 7.  For the purposes of this section, "special event" means an event or 

series of events that does not take place during the regular school day and is 

not an interscholastic contest, school festival or other activity properly a part 

of a school program. 

 Sec. 3.6.  NRS 386.815 is hereby amended to read as follows: 

 386.815  1.  A board of trustees of a school district may permit school 

buses or vehicles belonging to the school district to be used for the 

transportation of public school pupils to and from: 

 (a) Interscholastic contests; 

 (b) School festivals; or 

 (c) Other activities properly a part of a school program. 

 2.  In addition to the use of school buses and vehicles authorized pursuant 

to subsection 1, the board of trustees of a school district may permit school 

buses and vehicles belonging to the school district to be used for the 

transportation of children to and from: 

 (a) Programs for the supervision of children before and after school; and 

 (b) Other programs or activities that the board of trustees deems 

appropriate, 

 regardless of whether such programs or activities are part of a school 

program. 

 3.  The use of school buses or vehicles belonging to the school district for 

the purposes enumerated in subsections 1 and 2 is governed by regulations 

made by the board of trustees, which must not conflict with regulations of the 

State Board. Proper supervision for each vehicle so used must be furnished 

by school authorities, and each school bus must be operated by a driver 

qualified under the provisions of NRS 386.790 to 386.840, inclusive [.] , and 

section 3.4 of this act. 

 4.  A driver shall not operate a vehicle for the purposes enumerated in 

subsections 1 and 2 for more than 10 hours in a 15-hour period. The time 

spent operating, inspecting, loading, unloading, repairing and servicing the 

vehicle and waiting for passengers must be included in determining the 
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15-hour period. After 10 hours of operating a vehicle, the driver must rest for 

10 hours before he or she again operates a vehicle for such purposes. 

 5.  Before January 1, 1984, the State Board shall adopt regulations to 

carry out the provisions of subsection 4. 

 Sec. 4.  NRS 386.830 is hereby amended to read as follows: 

 386.830  1.  All vehicles used in the transportation of pupils must be: 

 (a) In good condition and state of repair. 

 (b) Well equipped, and must contain sufficient room and seats so that the 

driver and each pupil being transported have a seat inside the vehicle. Each 

pupil shall remain seated when the vehicle is in motion. 

 [(c) Inspected]  

 2.  Each school bus must be inspected semiannually by the Department of 

Public Safety to ensure that the vehicles are mechanically safe and meet the 

minimum specifications established by the State Board. The Department of 

Public Safety shall make written recommendations to the superintendent of 

schools of the school district wherein any such vehicle is operating for the 

correction of any defects discovered thereby. 

 [2.] 3.  If the superintendent of schools fails or refuses to take appropriate 

action to have the defects corrected within 10 days after receiving notice of 

them from the Department of Public Safety, the superintendent is guilty of a 

misdemeanor, and upon conviction thereof may be removed from office. 

 [3.] 4.  Except as otherwise provided in subsection [4,] 5, all vehicles 

used for transporting pupils must meet the specifications established by 

regulation of the State Board. 

 [4.] 5.  Except as otherwise provided in subsection [5,] 6, any bus which 

is purchased and used by a school district to transport pupils to and from 

extracurricular activities is exempt from the specifications adopted by the 

State Board if the bus meets the federal safety standards for motor vehicles 

which were applicable at the time the bus was manufactured and delivered 

for introduction in interstate commerce.  

 [5.] 6.  Any new school bus which is purchased by a school district to 

transport pupils must meet the standards set forth in: 

 (a) Subsection 1 of NRS 386.835 if the school bus is purchased on or after 

January 1, 2016; [and] 

 (b) Subsection 2 or 3 of NRS 386.835 if the school bus is purchased on or 

after July 1, 2016 [.] ; and 

 (c) Section [3] 3.2 of this act if the school bus is purchased on or after 

July 1, 2019. 

 [6.] 7.  Any person violating any of the requirements of this section is 

guilty of a misdemeanor. 

 Sec. 5.  NRS 386.840 is hereby amended to read as follows: 

 386.840  1.  Except as otherwise provided in this subsection, every 

school bus operated for the transportation of pupils to or from school must be 

equipped with: 
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 (a) A system of flashing red lights of a type approved by the State Board 

and installed at the expense of the school district or operator. Except as 

otherwise provided in subsection 2, the driver shall operate this signal: 

  (1) When the bus is stopped to unload pupils. 

  (2) When the bus is stopped to load pupils. 

  (3) In times of emergency, accident or motor vehicle crash, when 

appropriate. 

 (b) A mechanical device, attached to the front of the bus which, when 

extended, causes persons to walk around the device. The device must be 

approved by the State Board and installed at the expense of the school district 

or operator. The driver shall operate the device when the bus is stopped to 

load or unload pupils. The installation of such a mechanical device is not 

required for a school bus which is used solely to transport pupils with special 

needs who are individually loaded and unloaded in a manner which does not 

require them to walk in front of the bus. The provisions of this paragraph do 

not prohibit a school district from upgrading or replacing such a mechanical 

device with a more efficient and effective device that is approved by the 

State Board. 

 2.  A driver may stop to load and unload pupils in a designated area 

without operating the system of flashing red lights required by subsection 1 if 

the designated area: 

 (a) Has been designated by a school district and approved by the 

Department; 

 (b) Is of sufficient depth and length to provide space for the bus to park at 

least 8 feet off the traveled portion of the roadway; 

 (c) Is not within an intersection of roadways; 

 (d) Contains ample space between the exit door of the bus and the parking 

area to allow safe exit from the bus; 

 (e) Is located so as to allow the bus to reenter the traffic from its parked 

position without creating a traffic hazard; and 

 (f) Is located so as to allow pupils to enter and exit the bus without 

crossing the roadway. 

 3.  In addition to the equipment required by subsection 1 and except as 

otherwise provided in subsection [4] 5 of NRS 386.830, each school bus 

must: 

 (a) Be equipped and identified as required by the regulations of the State 

Board; and 

 (b) If the bus is a new bus purchased by a school district to transport 

pupils, meet the standards set forth in: 

  (1) Subsection 1 of NRS 386.835 if the bus is purchased on or after 

January 1, 2016; [and] 

  (2) Subsection 2 or 3 of NRS 386.835 if the bus is purchased on or after 

July 1, 2016 [.] ; and 

  (3) Section [3] 3.2 of this act if the bus is purchased on or after July 1, 

2019. 
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 4.  The [agents and employees of the] Department of [Motor Vehicles] 

Public Safety shall inspect school buses to determine whether the provisions 

of this section concerning equipment and identification of the school buses 

have been complied with, and shall report any violations discovered to the 

superintendent of schools of the school district wherein the vehicles are 

operating. 

 5.  If the superintendent of schools fails or refuses to take appropriate 

action to correct any such violation within 10 days after receiving notice of it 

from the Department of [Motor Vehicles,] Public Safety, the superintendent 

is guilty of a misdemeanor, and upon conviction must be removed from 

office. 

 6.  Any person who violates any of the provisions of this section is guilty 

of a misdemeanor. 

 Sec. 6.  NRS 394.190 is hereby amended to read as follows: 

 394.190  1.  The provisions of NRS 386.830 and 386.840 relating to the 

condition, equipment and identification of vehicles used for the 

transportation of pupils apply to private schools. 

 2.  On and after January 1, 2016, [or] July 1, 2016, or July 1, 2019, as 

applicable, with respect to any new school bus purchased to transport pupils, 

the standards for school buses set forth in: 

 (a) Subsection 1 of NRS 386.835; [and] 

 (b) Subsection 2 or 3 of NRS 386.835 [,] ; and 

 (c) Section [3] 3.2 of this act, 

 apply to private schools. 

 3.  All such vehicles are subject to inspection at all times by [agents and 

employees of] the Department of [Motor Vehicles,] Public Safety, who shall 

report any violations discovered thereby to the executive head of the private 

school. 

 4.  If the executive head of the private school fails or refuses to take 

appropriate action to correct any such violation within 10 days after receiving 

the report from the Department of [Motor Vehicles,] Public Safety, the 

executive head is guilty of a misdemeanor. 

 Sec. 7.  This act becomes effective [on July 1, 2017.] upon passage and 

approval. 

 Senator Farley moved the adoption of the amendment. 

 Remarks by Senator Farley. 
 Amendment No. 812 to Assembly Bill No. 485 makes a minor change to reference "English 

learner," rather than "limited English proficient," to avoid a conflict during the codification 

process of this definition in NRS 385.007 and incorporates the provisions of Senate Bill 
No. 164, from this Session, which allows a school district to enter into written agreements to 

lease school buses or vehicles for special events taking place within the school district that are 

not part of any school program as long as the agreements do not interfere with or prevent the 
regular transport of a district's students. The amendment also revises the distribution of proceeds 

of the leases discussed in the bill and prohibits use of proceeds for purposes of salaries or 

benefits. 
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 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

MOTIONS, RESOLUTIONS AND NOTICES 

 Senator Ford moved that Senate Bill No. 487 be taken from the General 

File and placed on the General File for Friday, May 26, 2017. 

 Motion carried. 

 Senator Ford moved that Senate Joint Resolution No. 6 be taken from the 

General File and placed on the General File for the next legislative day. 

Motion carried. 

 Senator Ford moved that Assembly Bill No. 25 be taken from the General 

File and placed on the General File for the next legislative day. 

 Motion carried. 

 Senator Cannizzaro moved that Assembly Bill No. 138 be taken from the 

Secretary's desk and placed at the bottom of the General File. 

 Motion carried. 

 Senator Spearman moved that Senate Bill No. 346 be taken from the 

Secretary's desk and placed at the bottom of the General File, second 

Agenda. 

 Motion carried. 

 Senator Atkinson moved that Assembly Bill No. 449 be taken from the 

Secretary's desk and placed at the bottom of the General File. 

 Motion carried. 

 Senator Cannizzaro moved that Senate Bill No. 507 be taken from the 

General File and placed on the Secretary's desk. 

 Motion carried. 

GENERAL FILE AND THIRD READING 
 Assembly Bill No. 427. 

 Bill read third time. 

 Remarks by Senators Hammond and Kieckhefer. 

 SENATOR HAMMOND: 

 Assembly Bill No. 427 removes the requirement that a person who has been convicted of 
certain felony drug offenses complete a drug-treatment program before becoming eligible for 

Temporary Assistance for Needy Families (TANF) or Supplemental Nutrition Assistance 

Program (SNAP) benefits. Instead, to be eligible for TANF or SNAP benefits, the measure 
requires a person convicted of such an offense to demonstrate that he or she is not currently 

possessing, using or distributing controlled substances in a manner that is prohibited by law.   

 SENATOR KIECKHEFER: 
 I will be voting against Assembly Bill No. 427 as it creates confusion as to whether "against 

applicable law" means State law or federal law. The bill, if interpreted under State law, allows 

people who purchase and use marijuana to still receive SNAP and welfare benefits. There is a 

better use for those funds.  
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 Roll call on Assembly Bill No. 427: 
 YEAS—13. 

 NAYS—Gansert, Goicoechea, Gustavson, Hardy, Harris, Kieckhefer, Roberson, 

Settelmeyer—8. 

 Assembly Bill No. 427 having received a constitutional majority, 

Mr. President declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 

 Senate Bill No. 457. 

 Bill read third time. 

 Remarks by Senator Parks. 
 Senate Bill No. 457 requires the Board of Regents of the University of Nevada, or its 

designee, to consult with Nevada's "State approving agency" designated pursuant to 

USC Title 38 and the American Council on Education to establish Statewide standards for 
awarding credit for military education, training or occupational experience. Such credit must be 

applicable toward the coursework required of a student for the award of an associate's degree, 

baccalaureate degree or certificate at any university, state college or community college within 

the Nevada System of Higher Education. 

 Roll call on Senate Bill No. 457: 
 YEAS—21. 

 NAYS—None. 

 Senate Bill No. 457 having received a constitutional majority, 

Mr. President declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 

 Senate Bill No. 496. 

 Bill read third time. 

 Remarks by Senator Woodhouse. 
 Senate Bill No. 496 authorizes the Board of Regents to issue revenue bonds and other 

securities in a total principal amount not to exceed $58.7 million to finance the construction of 
an engineering building and resident hall at the University of Nevada, Reno, and in a total 

principal amount not to exceed $22 million to finance the construction of a fitness complex at 

Truckee Meadows Community College. The bill also increases, from $45 million to $81 million, 
the bonding authority to finance the construction of student union buildings at the Charleston, 

Henderson and North Las Vegas campuses of the College of Southern Nevada. 

 Roll call on Senate Bill No. 496: 
 YEAS—21. 

 NAYS—None. 

 Senate Bill No. 496 having received a constitutional majority, 

Mr. President declared it passed. 

 Bill ordered transmitted to the Assembly. 

 Senate Bill No. 524. 

 Bill read third time. 

 Remarks by Senator Woodhouse. 
 Senate Bill No. 524 appropriates from the State General Fund to the Division of Forestry of 
the State Department of Conservation and Natural Resources the revised sum of $6,063,934 for a 

projected shortfall related to higher than anticipated costs for fire suppression and emergency 
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response. In addition, section 2 of Senate Bill No. 524 adds an appropriation from the State 
General Fund to the Forestry Conservation Camp budget of $182,032 for a projected shortfall in 

project revenues as a result of inmate crews working on flood-related projects that are 

non-reimbursable. 

 Roll call on Senate Bill No. 524: 
 YEAS—21. 

 NAYS—None. 

 Senate Bill No. 524 having received a constitutional majority, 

Mr. President declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 

 Assembly Bill No. 83. 

 Bill read third time. 

 Remarks by Senator Settelmeyer. 
 Assembly Bill No. 83 is the omnibus bill of the Division of Insurance, Department of 

Business and Industry. The bill makes numerous changes to provisions governing insurance 

including establishing provisions concerning the administrative supervision of insurers whose 
financial condition may be hazardous to insureds or creditors of the insurer or to the general 

public; providing for the regulation of network plans under which the financing and delivery of 

health-care services are provided through a defined set of providers of health care under contract 
with a health carrier; revising various provisions related to insurance producers; revising various 

provisions concerning the discontinuation of certain insurance products; providing for certain 

consumer protections to purchasers of service contracts; revising minimum net worth and surety 
bond requirements for dental-care organizations and prepaid limited health-service 

organizations, and making various other technical changes affecting the regulation of insurance. 

 Roll call on Assembly Bill No. 83: 
 YEAS—21. 

 NAYS—None. 

 Assembly Bill No. 83 having received a two-thirds majority, Mr. President 

declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 

 Assembly Bill No. 160. 

 Bill read third time. 

 Remarks by Senator Gansert. 
 Assembly Bill No. 160 requires the State Public Works Board, State Public Works Division, 
Department of Administration, to conduct a cost-savings evaluation on the feasibility of using 

alternatives to window replacement when planning to replace windows in a building under the 

purview of the Division and to consult with the Office of Historic Preservation, State 
Department of Conservation and Natural Resources, when making such an evaluation of a public 

building that is at least 50 years old. The bill requires the use of a window-replacement 

alternative if the potential savings exceeds the cost of the use of a window-replacement 
alternative, except if otherwise recommended by the Office of Historic Preservation as to a 

public building that is at least 50 years old. The bill also increases the maximum length of the 

terms of performance, installment-purchase and lease-purchase contracts entered into by 
authorized State agencies from 15 years to 20 years after the date on which the work required by 

the contract is completed. 

 Roll call on Assembly Bill No. 160: 
 YEAS—21. 

 NAYS—None. 
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 Assembly Bill No. 160 having received a constitutional majority, 

Mr. President declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 

 Assembly Bill No. 163. 

 Bill read third time. 

 Remarks by Senator Settelmeyer. 
 Assembly Bill No. 163 requires a deferred deposit, high-interest or title lender to determine 
whether a person has the ability to repay a loan before the loan is made and establishes the 

factors that the lender must use to make that determination. The bill also specifies that a lender, 

with certain exceptions, may not consider the income of any other person who is not the person 
taking out the loan when making a determination of the person's ability to repay a loan. In 

addition, it prohibits a title lender from making a loan to a person who does not legally own the 

vehicle being used to secure the loan. 

 The bill also modifies the definition of "default," clarifies the difference between a grace 

period and a loan extension and limits the actions a lender can take with regard to a grace period. 
 Additionally, Assembly Bill No. 163 allows a customer to enter into an extended repayment 

plan if the customer has not entered into an extended payment plan for the original loan during 

the immediately preceding 12-month period, and requests an extended repayment plan prior to 
the time the original loan is due. 

 The measure includes a contract for the lease of an animal for a purpose other than a business, 

commercial, or agricultural purpose in the definition of a "high-interest loan." Finally, this bill 

imposes notice requirements related to collection actions and the filing of complaints. 

 Roll call on Assembly Bill No. 163: 

 Yeas—21. 

 Nays—None. 

 Assembly Bill No. 163 having received a constitutional majority, 

Mr. President declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 

 Assembly Bill No. 244. 

 Bill read third time. 

 Remarks by Senator Spearman. 
 Assembly Bill No. 244 allows certain insurance companies and their employees and agents to 
provide goods, prizes, gifts and other items not to exceed $100 in value per customer or 

prospective customer in any one year. 

 Roll call on Assembly Bill No. 244: 
 YEAS—17. 

 NAYS—Gansert, Harris, Kieckhefer, Roberson—4. 

 Assembly Bill No. 244 having received a constitutional majority, 

Mr. President declared it passed. 

 Bill ordered transmitted to the Assembly. 

 Assembly Bill No. 457. 

 Bill read third time. 

 Remarks by Senator Hardy. 
 Assembly Bill No. 457 requires the Board of Psychological Examiners, Board of Examiners 
for Marriage and Family Therapists and Clinical Professional Counselors, Board of Examiners 

for Social Workers and the Board of Examiners for Alcohol, Drug and Gambling Counselors to 
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submit certain reports to the Legislative Committee on Health Care. The bill also requires each 
new member of these behavioral health-care Boards to complete an orientation and requires 

these Boards to establish policies concerning compensation and reviewing staff performance. 

Further, Assembly Bill No. 457 allows these Boards to enter into agreements with the 
Department of Health and Human Services to carry out or improve the performance of their 

duties.   

 These behavioral health-care Boards are also required to adopt online application forms for 
the issuance or renewal of a license or certificate, and the bill provides an appeals process for 

persons aggrieved by a determination of a Board in refusing to issue or renew a license or 

certificate or imposing discipline. Additionally, Assembly Bill No. 457 requires these Boards to 
adopt certain regulations and further requires the Commission on Behavioral Health to review 

the regulations before they are submitted to the Legislative Commission for approval. Finally, 

the bill alters the composition of the Commission on Behavioral Health. 

 Roll call on Assembly Bill No. 457: 
 YEAS—21. 

 NAYS—None. 

 Assembly Bill No. 457 having received a constitutional majority, 

Mr. President declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 

 Assembly Bill No. 138. 

 Bill read third time. 

 The following amendment was proposed by Senator Goicoechea: 

 Amendment No. 898. 

 SUMMARY—Authorizes the de minimus collection of precipitation under 

certain circumstances. (BDR 48-445) 

 AN ACT relating to water; authorizing the de minimus collection of 

precipitation for nonpotable domestic use and, under certain circumstances, 

to provide water to wildlife; and providing other matters properly relating 

thereto. 

Legislative Counsel's Digest: 

 Existing law requires that, subject to existing rights, the appropriation of 

any water in this State is subject to the provisions of chapter 533 of NRS, 

which, among other things, require any person seeking to appropriate water 

to obtain a permit to do so. (NRS 533.030, 533.325) Section 1 of this bill 

provides that the de minimus collection of precipitation from the rooftop of a 

single-family dwelling for nonpotable domestic use or, under certain 

circumstances, in a guzzler to provide water to wildlife is exempted from the 

requirements of chapter 533 of NRS and thus may be collected without a 

water right or permit to appropriate water. Sections 2-5 of this bill make 

conforming changes.  

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  Chapter 533 of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  The provisions of this chapter do not apply to the de minimus 

collection of precipitation:  
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 (a) From the rooftop of a single-family dwelling for nonpotable domestic 

use; or 

 (b) If the collection does not conflict with any existing water rights as 

determined by the State Engineer, in a guzzler to provide water for use by 

wildlife. [Such a] The guzzler must: 

  (1) Have a capacity of 20,000 gallons or less; [and] 

  (2) Have a capture area of 1 acre of less; 

  (3) Have a pipe length of 1/4 mile or less; 

  (4) Be developed by a state or federal agency responsible for wildlife 

management or by any other person in consultation with the Department of 

Wildlife [.] ; and 

  (5) Be approved for use by the Department of Wildlife. 

 2.  As used in this section [, "guzzler"] : 

 (a) "Domestic use" has the meaning ascribed to it in NRS 534.013; and 

 (b) "Guzzler" has the meaning ascribed to it in NRS 501.121. 

 Sec. 2.  NRS 533.030 is hereby amended to read as follows: 

 533.030  1.  Subject to existing rights, and except as otherwise provided 

in this section [,] and section 1 of this act, all water may be appropriated for 

beneficial use as provided in this chapter and not otherwise. 

 2.  The use of water, from any stream system as provided in this chapter 

and from underground water as provided in NRS 534.080, for any 

recreational purpose, or the use of water from the Muddy River or the Virgin 

River to create any developed shortage supply or intentionally created 

surplus, is hereby declared to be a beneficial use. As used in this subsection: 

 (a) "Developed shortage supply" has the meaning ascribed to it in 

Volume 73 of the Federal Register at page 19884, April 11, 2008, and any 

subsequent amendment thereto. 

 (b) "Intentionally created surplus" has the meaning ascribed to it in 

Volume 73 of the Federal Register at page 19884, April 11, 2008, and any 

subsequent amendment thereto. 

 3.  Except as otherwise provided in subsection 4, in any county whose 

population is 700,000 or more: 

 (a) The board of county commissioners may prohibit or restrict by 

ordinance the use of water and effluent for recreational purposes in any 

artificially created lake or stream located within the unincorporated areas of 

the county. 

 (b) The governing body of a city may prohibit or restrict by ordinance the 

use of water and effluent for recreational purposes in any artificially created 

lake or stream located within the boundaries of the city. 

 4.  In any county whose population is 700,000 or more, the provisions of 

subsection 1 and of any ordinance adopted pursuant to subsection 3 do not 

apply to: 

 (a) Water stored in an artificially created reservoir for use in flood control, 

in meeting peak water demands or for purposes relating to the treatment of 

sewage; 
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 (b) Water used in a mining reclamation project; or 

 (c) A body of water located in a recreational facility that is open to the 

public and owned or operated by the United States or the State of Nevada. 

 Sec. 3.  NRS 533.325 is hereby amended to read as follows: 

 533.325  [Any] Except as otherwise provided in section 1 of this act, any 

person who wishes to appropriate any of the public waters, or to change the 

place of diversion, manner of use or place of use of water already 

appropriated, shall, before performing any work in connection with such 

appropriation, change in place of diversion or change in manner or place of 

use, apply to the State Engineer for a permit to do so. 

 Sec. 4.  NRS 533.475 is hereby amended to read as follows: 

 533.475  The State Engineer and the assistants of the State Engineer shall 

have power to arrest any person violating any of the provisions of 

NRS 533.005 to 533.470, inclusive, and section 1 of this act, and to turn that 

person over to the sheriff or other competent police officer within the county. 

Immediately on delivering any such person so arrested into the custody of the 

sheriff, the State Engineer or assistant making such arrest shall immediately, 

in writing, and upon oath, make a complaint before the justice of the peace 

against the person so arrested. 

 Sec. 5.  NRS 533.480 is hereby amended to read as follows: 

 533.480  Any person violating any of the provisions of NRS 533.005 to 

533.475, inclusive, and section 1 of this act shall be guilty of a misdemeanor. 

 Sec. 6.  This act becomes effective on July 1, 2017. 

 Senator Goicoechea moved the adoption of the amendment. 

 Remarks by Senator Goicoechea. 
 Amendment No. 898 to Assembly Bill No. 138 provides that a guzzler to provide water for 

wildlife must have a capture area of 1 acre or less and a pipe length of ¼ mile or less. The 

amendment also provides that the guzzler must be approved for use by the Department of 

Wildlife. 

 Amendment adopted. 

 Read third time. 

 Remarks by Senator Goicoechea. 
 Assembly Bill No. 138 allows for the capture of rainwater from the roof of a single-family 

dwelling for nonpotable domestic use. Provided there is no conflict with existing water rights 

and other conditions are met, the measure also allows for the capture of rainwater in a guzzler 

for use by wildlife. De minimus collection of rainwater under these circumstances does not 

require a water-right permit. 

 Roll call on Assembly Bill No. 138: 
 YEAS—20. 

 NAYS—None. 

 EXCUSED—Segerblom. 

 Assembly Bill No. 138 having received a constitutional majority, 

Mr. President declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 
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 Assembly Bill No. 449. 

 Bill read third time. 

 Remarks by Senator Hardy. 
 Assembly Bill No. 449 declares the last Saturday each September to be "Public Lands Day" 

and requests the Governor to issue a proclamation every year promoting Public Lands Day. The 
bill directs the Division of State Parks to waive entry, camping and boating fees in State parks 

and recreational areas on Public Lands Day. 

 Roll call on Assembly Bill No. 449: 
 YEAS—20. 
 NAYS—None. 

 EXCUSED—Segerblom. 

 Assembly Bill No. 449 having received a constitutional majority, 

Mr. President declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 

 Senator Ford moved that the Senate recess until 1:35 p.m. 

 Motion carried. 

 Senate in recess at 1:07 p.m. 

SENATE IN SESSION 

 At 1:39 p.m. 

 President Hutchison presiding. 

 Quorum present. 
REPORTS OF COMMITTEES 

Mr. President: 

 Your Committee on Commerce, Labor and Energy, to which was referred Assembly Bill 

No. 276, has had the same under consideration, and begs leave to report the same back with the 
recommendation: Do pass. 

 Also, your Committee on Commerce, Labor and Energy, to which was referred Assembly 

Bill No. 161, has had the same under consideration, and begs leave to report the same back with 
the recommendation: Amend, and do pass as amended. 

KELVIN ATKINSON, Chair 

Mr. President: 
 Your Committee on Education, to which were referred Assembly Bills Nos. 77, 110, 447, has 

had the same under consideration, and begs leave to report the same back with the 

recommendation: Amend, and do pass as amended. 

MOISES DENIS, Chair 

Mr. President: 

 Your Committee on Health and Human Services, to which was referred Assembly Bill 
No. 205, has had the same under consideration, and begs leave to report the same back with the 

recommendation: Amend, and do pass as amended. 

PAT SPEARMAN, Chair 

Mr. President: 

 Your Committee on Legislative Operations and Elections, to which was referred Assembly 

Joint Resolution No. 5, has had the same under consideration, and begs leave to report the same 
back with the recommendation: Amend, and do pass as amended. 

NICOLE J. CANNIZZARO, Chair 
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Mr. President: 
 Your Committee on Revenue and Economic Development, to which was referred Assembly 

Bill No. 294, has had the same under consideration, and begs leave to report the same back with 

the recommendation: Amend, and do pass as amended. 

JULIA RATTI, Chair 

Mr. President: 

 Your Committee on Senate Parliamentary Rules and Procedures has approved the 
consideration of: Amendment No. 908 to Assembly Bill No. 346 and Amendment No. 907 to 

Assembly Bill No. 418. 

KELVIN ATKINSON, Chair 

MOTIONS, RESOLUTIONS AND NOTICES 

 Senator Cannizzaro moved that Assembly Bill No. 418 be taken from the 

Secretary's desk and placed on the General File, third Agenda. 

 Motion carried. 

SECOND READING AND AMENDMENT 

 Assembly Bill No. 286. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Judiciary: 

 Amendment No. 872. 

 SUMMARY—Revises provisions relating to court programs for the 

treatment of veterans and members of the military. (BDR 14-872) 

 AN ACT relating to criminal procedure; revising provisions concerning 

the eligibility of a defendant for assignment to a program for the treatment of 

veterans and members of the military; authorizing a district court, justice 

court or municipal court to establish such a program; making various other 

changes relating to such a program; and providing other matters properly 

relating thereto. 

Legislative Counsel's Digest: 

 Existing law authorizes a district court to establish an appropriate program 

for the treatment of veterans and members of the military to which it may 

assign an eligible defendant. A justice court or municipal court is authorized, 

upon approval of the district court, to transfer original jurisdiction of a case 

involving such an eligible defendant to the district court. (NRS 176A.280, 

176A.285) Section 3 of this bill additionally authorizes a justice court or 

municipal court to establish such a program and revises the provisions 

concerning the eligibility of a defendant for assignment to such a program. 

Section 3 also provides that the assignment of a defendant to such a program 

must be for a period of not less than 12 months. 

 Section 2 of this bill provides that a defendant is ineligible for assignment 

to such a program if he or she: (1) has previously been assigned to such a 

program; or (2) was discharged or released from the Armed Forces of the 

United States, a reserve component thereof or the National Guard under 

dishonorable conditions. Section 2 also provides that a defendant who was 

discharged or released from the Armed Forces of the United States, a reserve 

component thereof or the National Guard under dishonorable conditions may 
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be assigned to such a program if a court determines that extraordinary 

circumstances exist to warrant the assignment. 

 Existing law provides that upon violation of a term or condition of such a 

program, the court may: (1) enter a judgment of conviction and proceed as 

provided in the section pursuant to which the defendant was charged; and (2) 

order the defendant to the custody of the Department of Corrections if the 

offense is punishable by imprisonment in the state prison. (NRS 176A.290) 

Section 5 of this bill authorizes the imposition of certain sanctions against a 

defendant for such a violation. 

 Existing law provides that upon fulfillment of the terms and conditions of 

such a program, the court shall discharge the defendant and dismiss the 

proceedings. (NRS 176A.290) Section 5 provides that for defendants in the 

program who were charged with battery constituting domestic violence or 

driving under the influence, the court may conditionally dismiss the charges. 

Under section 6 of this bill, if the charges are conditionally dismissed, then 

not sooner than 7 years after such a conditional dismissal and upon the filing 

of a petition by the defendant, the court must order that all records relating to 

the charges be sealed.  

 Under existing law, before accepting a plea from a defendant or 

proceeding to trial, a justice of the peace or municipal judge must address the 

defendant personally and ask the defendant if he or she is a veteran or a 

member of the military. (NRS 4.374, 5.057) Sections 9 and 10 of this bill 

require that the justice of the peace or municipal judge must, as soon as 

possible after a defendant is arrested or cited, attempt to determine whether 

the defendant is a veteran or a member of the military and, if so, whether the 

defendant qualifies for a program for the treatment of veterans and members 

of the military. 

 Sections 11 and 12 of this bill provide that: (1) persons who are charged 

with first misdemeanor offenses of battery constituting domestic violence or 

driving under the influence are eligible to be assigned to a program for the 

treatment of veterans and members of the military; and (2) offenses that are 

conditionally dismissed in connection with successful completion of such a 

program or a diversionary or specialty court program constitute prior 

offenses for the purpose of determining whether the person is subject to an 

enhanced penalty with respect to a subsequent offense. 

 The remaining sections of this bill make conforming changes. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  NRS 176.015 is hereby amended to read as follows: 

 176.015  1.  Sentence must be imposed without unreasonable delay. 

Pending sentence, the court may commit the defendant or continue or alter 

the bail. 

 2.  Before imposing sentence, the court shall: 

 (a) Afford counsel an opportunity to speak on behalf of the defendant; and 

 (b) Address the defendant personally and ask the defendant if: 
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  (1) The defendant wishes to make a statement in his or her own behalf 

and to present any information in mitigation of punishment; and 

  (2) The defendant is a veteran or a member of the military. If the 

defendant [is a veteran or a member of the military and] meets the 

qualifications of [paragraphs (b) and (c) of] subsection [2] 1 of 

NRS [176A.285,] 176A.280, the court may, if appropriate, assign the 

defendant to: 

   (I) A program of treatment established pursuant to NRS 176A.280; or 

   (II) If a program of treatment established pursuant to NRS 176A.280 

is not available for the defendant, a program of treatment established 

pursuant to NRS 176A.250 or 453.580. 

 3.  After hearing any statements presented pursuant to subsection 2 and 

before imposing sentence, the court shall afford the victim an opportunity to: 

 (a) Appear personally, by counsel or by personal representative; and 

 (b) Reasonably express any views concerning the crime, the person 

responsible, the impact of the crime on the victim and the need for 

restitution. 

 4.  The prosecutor shall give reasonable notice of the hearing to impose 

sentence to: 

 (a) The person against whom the crime was committed; 

 (b) A person who was injured as a direct result of the commission of the 

crime; 

 (c) The surviving spouse, parents or children of a person who was killed 

as a direct result of the commission of the crime; and 

 (d) Any other relative or victim who requests in writing to be notified of 

the hearing. 

 Any defect in notice or failure of such persons to appear are not grounds 

for an appeal or the granting of a writ of habeas corpus. All personal 

information, including, but not limited to, a current or former address, which 

pertains to a victim or relative and which is received by the prosecutor 

pursuant to this subsection is confidential. 

 5.  For the purposes of this section: 

 (a) "Member of the military" has the meaning ascribed to it in 

NRS 176A.043. 

 (b) "Relative" of a person includes: 

  (1) A spouse, parent, grandparent or stepparent; 

  (2) A natural born child, stepchild or adopted child; 

  (3) A grandchild, brother, sister, half brother or half sister; or 

  (4) A parent of a spouse. 

 (c) "Veteran" has the meaning ascribed to it in NRS 176A.090. 

 (d) "Victim" includes: 

  (1) A person, including a governmental entity, against whom a crime 

has been committed; 

  (2) A person who has been injured or killed as a direct result of the 

commission of a crime; and 
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  (3) A relative of a person described in subparagraph (1) or (2). 

 6.  This section does not restrict the authority of the court to consider any 

reliable and relevant evidence at the time of sentencing. 

 Sec. 2.  Chapter 176A of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Except as otherwise provided in subsection 2, a defendant is not 

eligible for assignment to a program of treatment established pursuant to 

NRS 176A.280 if the defendant: 

 (a) Has previously been assigned to such a program; or 

 (b) Was discharged or released from the Armed Forces of the United 

States, a reserve component thereof or the National Guard under 

dishonorable conditions.  

 2.  A defendant described in paragraph (b) of subsection 1 may be 

assigned to a program of treatment established pursuant to NRS 176A.280 if 

a justice court, municipal court or district court, as applicable, determines 

that extraordinary circumstances exist which warrant the assignment of the 

defendant to the program. 

 Sec. 3.  NRS 176A.280 is hereby amended to read as follows: 

 176A.280  [A]  

 1.  A district court, justice court or municipal court may establish an 

appropriate program for the treatment of veterans and members of the 

military to which it may assign a defendant pursuant to NRS 176A.290 [.] if 

the defendant is a veteran or member of the military and: 

 (a) [Appears] Is the victim of a military sexual assault or appears to suffer 

from mental illness, alcohol or drug abuse , [or] posttraumatic stress 

disorder [,] or a traumatic brain injury, any of which appear to be related to 

military service, including, without limitation, any readjustment to civilian 

life which is necessary after combat service; 

 (b) Would benefit from assignment to the program; and 

 (c) Is not ineligible for assignment to the program pursuant to section 2 of 

this act or any other provision of law. 

 2.  The assignment of a defendant to a program pursuant to this section 

must [include] : 

 (a) Include the terms and conditions for successful completion of the 

program [and provide] ; 

 (b) Provide for progress reports at intervals set by the court to ensure that 

the defendant is making satisfactory progress towards completion of the 

program [.] ; and 

 (c) Be for a period of not less than 12 months. 

 3.  As used in this section, "military sexual assault" means an act of 

sexual assault that occurred while the veteran or member of the military was 

serving on active duty, active duty for training, or inactive duty training. 

 Sec. 4.  NRS 176A.285 is hereby amended to read as follows: 

 176A.285  [1.  A] If a justice court or [a] municipal court has not 

established a program pursuant to NRS 176A.280, the justice court or 
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municipal court, as applicable, may, upon approval of the district court, 

transfer original jurisdiction to the district court of a case involving [an 

eligible] a defendant [. 

 2.  As used in this section, "eligible defendant" means a veteran or a 

member of the military who: 

 (a) Has] who meets the qualifications of subsection 1 of NRS 176A.280 

and has not tendered a plea of guilty, guilty but mentally ill or 

nolo contendere to, or been found guilty or guilty but mentally ill of, an 

offense that is a misdemeanor . [; 

 (b) Appears to suffer from mental illness, alcohol or drug abuse or 

posttraumatic stress disorder, any of which appear to be related to military 

service, including, without limitation, any readjustment to civilian life which 

is necessary after combat service; and 

 (c) Would benefit from assignment to a program established pursuant to 

NRS 176A.280.] 

 Sec. 5.  NRS 176A.290 is hereby amended to read as follows: 

 176A.290  1.  Except as otherwise provided in subsection 2 [,] and 

section 2 of this act, if a defendant [who is a veteran or a member of the 

military and who suffers from mental illness, alcohol or drug abuse or 

posttraumatic stress disorder as] described in NRS [176A.285] 176A.280 

tenders a plea of guilty, guilty but mentally ill or nolo contendere to, or is 

found guilty or guilty but mentally ill of, any offense for which the 

suspension of sentence or the granting of probation is not prohibited by 

statute, the district court, justice court or municipal court , as applicable, 

may, without entering a judgment of conviction and with the consent of the 

defendant, suspend further proceedings and place the defendant on probation 

upon terms and conditions that must include attendance and successful 

completion of a program established pursuant to NRS 176A.280. 

 2.  If the offense committed by the defendant involved the use or 

threatened use of force or violence or if the defendant was previously 

convicted in this State or in any other jurisdiction of a felony that involved 

the use or threatened use of force or violence, the district court, justice court 

or municipal court , as applicable, may not assign the defendant to the 

program unless the prosecuting attorney stipulates to the assignment. For the 

purposes of this subsection, in determining whether an offense involved the 

use or threatened use of force or violence, the district court, justice court or 

municipal court , as applicable, shall consider the facts and circumstances 

surrounding the offense, including, without limitation, whether the defendant 

intended to place another person in reasonable apprehension of bodily harm. 

 3.  Upon violation of a term or condition: 

 (a) The district court, justice court or municipal court, as applicable, may 

impose sanctions against the defendant for the violation, but allow the 

defendant to remain in the program. Before imposing a sanction, the court 

shall notify the defendant of the violation and provide the defendant an 

opportunity to respond. Any sanction imposed pursuant to this paragraph: 
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  (1) Must be in accordance with any applicable guidelines for sanctions 

established by the National Association of Drug Court Professionals or any 

successor organization; and 

  (2) May include, without limitation, imprisonment in a county or city 

jail or detention facility for a term set by the court, which must not exceed 

25 days. 

 (b) The district court, justice court or municipal court , as applicable, may 

enter a judgment of conviction and proceed as provided in the section 

pursuant to which the defendant was charged. 

 [(b)] (c) Notwithstanding the provisions of paragraph (e) of subsection 2 

of NRS 193.130, the district court may order the defendant to the custody of 

the Department of Corrections if the offense is punishable by imprisonment 

in the state prison. 

 4.  [Upon] Except as otherwise provided in subsection 5, upon fulfillment 

of the terms and conditions, the district court, justice court or municipal 

court , as applicable, shall discharge the defendant and dismiss the 

proceedings. Discharge and dismissal pursuant to this section is without 

adjudication of guilt and is not a conviction for purposes of this section or for 

purposes of employment, civil rights or any statute or regulation or license or 

questionnaire or for any other public or private purpose, but is a conviction 

for the purpose of additional penalties imposed for second or subsequent 

convictions or the setting of bail. Discharge and dismissal restores the 

defendant, in the contemplation of the law, to the status occupied before the 

arrest, complaint, indictment or information. The defendant may not be held 

thereafter under any law to be guilty of perjury or otherwise giving a false 

statement by reason of failure to recite or acknowledge that arrest, complaint, 

indictment, information or trial in response to an inquiry made of the 

defendant for any purpose. 

 5.  If the defendant was charged with a violation of NRS 200.485, 

484C.110 or 484C.120, upon fulfillment of the terms and conditions, the 

district court, justice court or municipal court, as applicable, may 

conditionally dismiss the charges. If a court conditionally dismisses the 

charges, the court shall notify the defendant that the conditionally dismissed 

charges are a conviction for the purpose of additional penalties imposed for 

second or subsequent convictions or the setting of bail in a future case, but 

are not a conviction for purposes of employment, civil rights or any statute 

or regulation or license or questionnaire or for any other public or private 

purpose. Conditional dismissal restores the defendant, in the contemplation 

of the law, to the status occupied before the arrest, complaint, indictment or 

information. The defendant may not be held thereafter under any law to be 

guilty of perjury or otherwise giving a false statement by reason of failure to 

recite or acknowledge that arrest, complaint, indictment, information or trial 

in response to an inquiry made of the defendant for any purpose. 
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 Sec. 6.  NRS 176A.295 is hereby amended to read as follows: 

 176A.295  1.  [After] Except as otherwise provided in subsection 2, 

after a defendant is discharged from probation pursuant to NRS 176A.290, 

the justice court, municipal court or district court , as applicable, shall order 

sealed all documents, papers and exhibits in the defendant's record, minute 

book entries and entries on dockets, and other documents relating to the case 

in the custody of such other agencies and officers as are named in the court's 

order if the defendant fulfills the terms and conditions imposed by the court 

and the Division. The justice court, municipal court or district court , as 

applicable, shall order those records sealed without a hearing unless the 

Division petitions the court, for good cause shown, not to seal the records 

and requests a hearing thereon. 

 2.  If the defendant is charged with a violation of NRS 200.485, 484C.110 

or 484C.120 and the charges are conditionally dismissed as provided in 

subsection 5 of NRS 176A.290, not sooner than 7 years after such a 

conditional dismissal and upon the filing of a petition by the defendant, the 

justice court, municipal court or district court, as applicable, shall order that 

all documents, papers and exhibits in the defendant's record, minute book 

entries and entries on dockets, and other documents relating to the case in 

the custody of such other agencies and officers as are named in the court's 

order be sealed. The justice court, municipal court or district court, as 

applicable, shall order those records sealed without a hearing unless the 

Division petitions the court, for good cause shown, not to seal the records 

and requests a hearing thereon. 

 3.  If the justice court, municipal court or district court , as applicable, 

orders sealed the record of a defendant discharged or whose charges were 

conditionally dismissed pursuant to NRS 176A.290, the court shall send a 

copy of the order to each agency or officer named in the order. Each such 

agency or officer shall notify the justice court, municipal court or district 

court , as applicable, in writing of its compliance with the order. 

 Sec. 7.  NRS 4.370 is hereby amended to read as follows: 

 4.370  1.  Except as otherwise provided in subsection 2, justice courts 

have jurisdiction of the following civil actions and proceedings and no others 

except as otherwise provided by specific statute: 

 (a) In actions arising on contract for the recovery of money only, if the 

sum claimed, exclusive of interest, does not exceed $15,000. 

 (b) In actions for damages for injury to the person, or for taking, detaining 

or injuring personal property, or for injury to real property where no issue is 

raised by the verified answer of the defendant involving the title to or 

boundaries of the real property, if the damage claimed does not exceed 

$15,000. 

 (c) Except as otherwise provided in paragraph (l), in actions for a fine, 

penalty or forfeiture not exceeding $15,000, given by statute or the ordinance 

of a county, city or town, where no issue is raised by the answer involving 

the legality of any tax, impost, assessment, toll or municipal fine. 
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 (d) In actions upon bonds or undertakings conditioned for the payment of 

money, if the sum claimed does not exceed $15,000, though the penalty may 

exceed that sum. Bail bonds and other undertakings posted in criminal 

matters may be forfeited regardless of amount. 

 (e) In actions to recover the possession of personal property, if the value 

of the property does not exceed $15,000. 

 (f) To take and enter judgment on the confession of a defendant, when the 

amount confessed, exclusive of interest, does not exceed $15,000. 

 (g) Of actions for the possession of lands and tenements where the relation 

of landlord and tenant exists, when damages claimed do not exceed $15,000 

or when no damages are claimed. 

 (h) Of actions when the possession of lands and tenements has been 

unlawfully or fraudulently obtained or withheld, when damages claimed do 

not exceed $15,000 or when no damages are claimed. 

 (i) Of suits for the collection of taxes, where the amount of the tax sued 

for does not exceed $15,000. 

 (j) Of actions for the enforcement of mechanics' liens, where the amount 

of the lien sought to be enforced, exclusive of interest, does not exceed 

$15,000. 

 (k) Of actions for the enforcement of liens of owners of facilities for 

storage, where the amount of the lien sought to be enforced, exclusive of 

interest, does not exceed $15,000. 

 (l) In actions for a fine imposed for a violation of NRS 484D.680. 

 (m) Except as otherwise provided in this paragraph, in any action for the 

issuance of a temporary or extended order for protection against domestic 

violence. A justice court does not have jurisdiction in an action for the 

issuance of a temporary or extended order for protection against domestic 

violence: 

  (1) In a county whose population is 100,000 or more and less than 

700,000; 

  (2) In any township whose population is 100,000 or more located within 

a county whose population is 700,000 or more; or 

  (3) If a district court issues a written order to the justice court requiring 

that further proceedings relating to the action for the issuance of the order for 

protection be conducted before the district court. 

 (n) In an action for the issuance of a temporary or extended order for 

protection against harassment in the workplace pursuant to NRS 33.200 to 

33.360, inclusive. 

 (o) In small claims actions under the provisions of chapter 73 of NRS. 

 (p) In actions to contest the validity of liens on mobile homes or 

manufactured homes. 

 (q) In any action pursuant to NRS 200.591 for the issuance of a protective 

order against a person alleged to be committing the crime of stalking, 

aggravated stalking or harassment. 
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 (r) In any action pursuant to NRS 200.378 for the issuance of a protective 

order against a person alleged to have committed the crime of sexual assault. 

 (s) In actions transferred from the district court pursuant to NRS 3.221. 

 (t) In any action for the issuance of a temporary or extended order 

pursuant to NRS 33.400. 

 (u) In any action seeking an order pursuant to NRS 441A.195. 

 2.  The jurisdiction conferred by this section does not extend to civil 

actions, other than for forcible entry or detainer, in which the title of real 

property or mining claims or questions affecting the boundaries of land are 

involved. 

 3.  Justice courts have jurisdiction of all misdemeanors and no other 

criminal offenses except as otherwise provided by specific statute. Upon 

approval of the district court, a justice court may transfer original jurisdiction 

of a misdemeanor to the district court for the purpose of assigning an 

offender to a program established pursuant to NRS 176A.250 or , if the 

justice court has not established a program pursuant to NRS 176A.280 [.] , 

to a program established pursuant to that section. 

 4.  Except as otherwise provided in subsections 5 and 6, in criminal cases 

the jurisdiction of justices of the peace extends to the limits of their 

respective counties. 

 5.  In the case of any arrest made by a member of the Nevada Highway 

Patrol, the jurisdiction of the justices of the peace extends to the limits of 

their respective counties and to the limits of all counties which have common 

boundaries with their respective counties. 

 6.  Each justice court has jurisdiction of any violation of a regulation 

governing vehicular traffic on an airport within the township in which the 

court is established. 

 Sec. 8.  NRS 4.374 is hereby amended to read as follows: 

 4.374  1.  As soon as possible after a defendant is arrested or cited, the 

justice of the peace shall attempt to determine whether the defendant is a 

veteran or a member of the military and, if so, whether the defendant meets 

the qualifications of subsection 1 of NRS 176A.280. 

 2.  Before accepting a plea from a defendant or proceeding to trial, the 

justice of the peace shall [address] : 

 (a) Address the defendant personally and ask the defendant if he or she is 

a veteran or a member of the military [.] ; and 

 (b) Determine whether the defendant meets the qualifications of 

subsection 1 of NRS 176A.280. 

 [2.] 3.  If the defendant [is a veteran or a member of the military and] 

meets the qualifications of subsection 1 of NRS [176A.285,] 176A.280, the 

justice court may, if the justice court has not established a program pursuant 

to NRS 176A.280 and, if appropriate, take any action authorized by law for 

the purpose of having the defendant assigned to: 

 (a) A program of treatment established pursuant to NRS 176A.280; or 



MAY 24, 2017 — DAY 108 5101 

 (b) If a program of treatment established pursuant to NRS 176A.280 is not 

available for the defendant, a program of treatment established pursuant to 

NRS 176A.250 or 453.580. 

 [3.] 4.  As used in this section: 

 (a) "Member of the military" has the meaning ascribed to it in 

NRS 176A.043. 

 (b) "Veteran" has the meaning ascribed to it in NRS 176A.090. 

 Sec. 9.  NRS 5.050 is hereby amended to read as follows: 

 5.050  1.  Municipal courts have jurisdiction of civil actions or 

proceedings: 

 (a) For the violation of any ordinance of their respective cities. 

 (b) To prevent or abate a nuisance within the limits of their respective 

cities. 

 2.  The municipal courts have jurisdiction of all misdemeanors committed 

in violation of the ordinances of their respective cities. Upon approval of the 

district court, a municipal court may transfer original jurisdiction of a 

misdemeanor to the district court for the purpose of assigning an offender to 

a program established pursuant to NRS 176A.250 or , if the municipal court 

has not established a program pursuant to NRS 176A.280 [.] , to a program 

established pursuant to that section. 

 3.  The municipal courts have jurisdiction of: 

 (a) Any action for the collection of taxes or assessments levied for city 

purposes, when the principal sum thereof does not exceed $2,500. 

 (b) Actions to foreclose liens in the name of the city for the nonpayment 

of those taxes or assessments when the principal sum claimed does not 

exceed $2,500. 

 (c) Actions for the breach of any bond given by any officer or person to or 

for the use or benefit of the city, and of any action for damages to which the 

city is a party, and upon all forfeited recognizances given to or for the use or 

benefit of the city, and upon all bonds given on appeals from the municipal 

court in any of the cases named in this section, when the principal sum 

claimed does not exceed $2,500. 

 (d) Actions for the recovery of personal property belonging to the city, 

when the value thereof does not exceed $2,500. 

 (e) Actions by the city for the collection of any damages, debts or other 

obligations when the amount claimed, exclusive of costs or attorney's fees, or 

both if allowed, does not exceed $2,500. 

 (f) Actions seeking an order pursuant to NRS 441A.195. 

 4.  Nothing contained in subsection 3 gives the municipal court 

jurisdiction to determine any such cause when it appears from the pleadings 

that the validity of any tax, assessment or levy, or title to real property, is 

necessarily an issue in the cause, in which case the court shall certify the 

cause to the district court in like manner and with the same effect as provided 

by law for certification of causes by justice courts. 



5102 JOURNAL OF THE SENATE 

 Sec. 10.  NRS 5.057 is hereby amended to read as follows: 

 5.057  1.  As soon as possible after a defendant is arrested or cited, the 

municipal judge shall attempt to determine whether the defendant is a 

veteran or a member of the military and, if so, whether the defendant meets 

the qualifications of subsection 1 of NRS 176A.280. Before accepting a plea 

from a defendant or proceeding to trial, the municipal judge shall [address] : 

 (a) Address the defendant personally and ask the defendant if he or she is 

a veteran or a member of the military [.] ; and 

 (b) Determine whether the defendant meets the qualifications of 

subsection 1 of NRS 176A.280. 

 2.  If the defendant [is a veteran or a member of the military and] meets 

the qualifications of subsection 1 of NRS [176A.285,] 176A.280, the 

municipal court may, if the municipal court has not established a program 

pursuant to NRS 176A.280 and, if appropriate, take any action authorized by 

law for the purpose of having the defendant assigned to: 

 (a) A program of treatment established pursuant to NRS 176A.280; or 

 (b) If a program of treatment established pursuant to NRS 176A.280 is not 

available for the defendant, a program of treatment established pursuant to 

NRS 176A.250 or 453.580. 

 3.  As used in this section: 

 (a) "Member of the military" has the meaning ascribed to it in 

NRS 176A.043. 

 (b) "Veteran" has the meaning ascribed to it in NRS 176A.090. 

 Sec. 11.  NRS 200.485 is hereby amended to read as follows: 

 200.485  1.  Unless a greater penalty is provided pursuant to 

subsection 2 or NRS 200.481, a person convicted of a battery which 

constitutes domestic violence pursuant to NRS 33.018: 

 (a) For the first offense within 7 years, is guilty of a misdemeanor and 

shall be sentenced to: 

  (1) Imprisonment in the city or county jail or detention facility for not 

less than 2 days, but not more than 6 months; and 

  (2) Perform not less than 48 hours, but not more than 120 hours, of 

community service. 

 The person shall be further punished by a fine of not less than $200, but 

not more than $1,000. A term of imprisonment imposed pursuant to this 

paragraph may be served intermittently at the discretion of the judge or 

justice of the peace, except that each period of confinement must be not less 

than 4 consecutive hours and must occur at a time when the person is not 

required to be at his or her place of employment or on a weekend. 

 (b) For the second offense within 7 years, is guilty of a misdemeanor and 

shall be sentenced to: 

  (1) Imprisonment in the city or county jail or detention facility for not 

less than 10 days, but not more than 6 months; and 

  (2) Perform not less than 100 hours, but not more than 200 hours, of 

community service. 



MAY 24, 2017 — DAY 108 5103 

 The person shall be further punished by a fine of not less than $500, but 

not more than $1,000. 

 (c) For the third and any subsequent offense within 7 years, is guilty of a 

category C felony and shall be punished as provided in NRS 193.130. 

 2.  Unless a greater penalty is provided pursuant to NRS 200.481, a 

person convicted of a battery which constitutes domestic violence pursuant to 

NRS 33.018, if the battery is committed by strangulation as described in 

NRS 200.481, is guilty of a category C felony and shall be punished as 

provided in NRS 193.130 and by a fine of not more than $15,000. 

 3.  In addition to any other penalty, if a person is convicted of a battery 

which constitutes domestic violence pursuant to NRS 33.018, the court shall: 

 (a) For the first offense within 7 years, require the person to participate in 

weekly counseling sessions of not less than 1 1/2 hours per week for not less 

than 6 months, but not more than 12 months, at his or her expense, in a 

program for the treatment of persons who commit domestic violence that has 

been certified pursuant to NRS 228.470. 

 (b) For the second offense within 7 years, require the person to participate 

in weekly counseling sessions of not less than 1 1/2 hours per week for 

12 months, at his or her expense, in a program for the treatment of persons 

who commit domestic violence that has been certified pursuant to 

NRS 228.470. 

 If the person resides in this State but the nearest location at which 

counseling services are available is in another state, the court may allow the 

person to participate in counseling in the other state in a program for the 

treatment of persons who commit domestic violence that has been certified 

pursuant to NRS 228.470. 

 4.  An offense that occurred within 7 years immediately preceding the 

date of the principal offense or after the principal offense constitutes a prior 

offense for the purposes of this section [when] : 

 (a) When evidenced by a conviction [,] ; or 

 (b) If the offense is conditionally dismissed pursuant to NRS 176A.290 or 

dismissed in connection with successful completion of a diversionary 

program or specialty court program, 

 without regard to the sequence of the offenses and convictions. The facts 

concerning a prior offense must be alleged in the complaint, indictment or 

information, must not be read to the jury or proved at trial but must be proved 

at the time of sentencing and, if the principal offense is alleged to be a 

felony, must also be shown at the preliminary examination or presented to 

the grand jury. 

 5.  In addition to any other fine or penalty, the court shall order such a 

person to pay an administrative assessment of $35. Any money so collected 

must be paid by the clerk of the court to the State Controller on or before the 

fifth day of each month for the preceding month for credit to the Account for 

Programs Related to Domestic Violence established pursuant to 

NRS 228.460. 
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 6.  In addition to any other penalty, the court may require such a person to 

participate, at his or her expense, in a program of treatment for the abuse of 

alcohol or drugs that has been certified by the Division of Public and 

Behavioral Health of the Department of Health and Human Services. 

 7.  If it appears from information presented to the court that a child under 

the age of 18 years may need counseling as a result of the commission of a 

battery which constitutes domestic violence pursuant to NRS 33.018, the 

court may refer the child to an agency which provides child welfare services. 

If the court refers a child to an agency which provides child welfare services, 

the court shall require the person convicted of a battery which constitutes 

domestic violence pursuant to NRS 33.018 to reimburse the agency for the 

costs of any services provided, to the extent of the convicted person's ability 

to pay. 

 8.  If a person is charged with committing a battery which constitutes 

domestic violence pursuant to NRS 33.018, a prosecuting attorney shall not 

dismiss such a charge in exchange for a plea of guilty, guilty but mentally ill 

or nolo contendere to a lesser charge or for any other reason unless the 

prosecuting attorney knows, or it is obvious, that the charge is not supported 

by probable cause or cannot be proved at the time of trial. [A court shall not 

grant probation to and, except] Except as otherwise provided in [NRS 4.373 

and 5.055,] this subsection, a court shall not grant probation to or suspend 

the sentence of such a person. A court may grant probation to or suspend the 

sentence of such a person: 

 (a) As set forth in NRS 4.373 and 5.055; or 

 (b) To assign the person to a program for the treatment of veterans and 

members of the military pursuant to NRS 176A.290 if the charge is for a first 

offense punishable as a misdemeanor. 

 9.  As used in this section: 

 (a) "Agency which provides child welfare services" has the meaning 

ascribed to it in NRS 432B.030. 

 (b) "Battery" has the meaning ascribed to it in paragraph (a) of 

subsection 1 of NRS 200.481. 

 (c) "Offense" includes a battery which constitutes domestic violence 

pursuant to NRS 33.018 or a violation of the law of any other jurisdiction 

that prohibits the same or similar conduct. 

 Sec. 11.5.  NRS 484C.400 is hereby amended to read as follows: 

 484C.400  1.  Unless a greater penalty is provided pursuant to 

NRS 484C.430 or 484C.440, and except as otherwise provided in 

NRS 484C.410, a person who violates the provisions of NRS 484C.110 or 

484C.120: 

 (a) For the first offense within 7 years, is guilty of a misdemeanor. Unless 

the person is allowed to undergo treatment as provided in NRS 484C.320, the 

court shall: 

  (1) Except as otherwise provided in subparagraph (4) of this paragraph 

or subsection 2 of NRS 484C.420, order the person to pay tuition for an 
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educational course on the abuse of alcohol and controlled substances 

approved by the Department and complete the course within the time 

specified in the order, and the court shall notify the Department if the person 

fails to complete the course within the specified time; 

  (2) Unless the sentence is reduced pursuant to NRS 484C.320, sentence 

the person to imprisonment for not less than 2 days nor more than 6 months 

in jail, or to perform not less than 48 hours, but not more than 96 hours, of 

community service while dressed in distinctive garb that identifies the person 

as having violated the provisions of NRS 484C.110 or 484C.120; 

  (3) Fine the person not less than $400 nor more than $1,000; and 

  (4) If the person is found to have a concentration of alcohol of 0.18 or 

more in his or her blood or breath, order the person to attend a program of 

treatment for the abuse of alcohol or drugs pursuant to the provisions of 

NRS 484C.360. 

 (b) For a second offense within 7 years, is guilty of a misdemeanor. 

Unless the sentence is reduced pursuant to NRS 484C.330, the court shall: 

  (1) Sentence the person to: 

   (I) Imprisonment for not less than 10 days nor more than 6 months in 

jail; or 

   (II) Residential confinement for not less than 10 days nor more than 

6 months, in the manner provided in NRS 4.376 to 4.3766, inclusive, or 

5.0755 to 5.078, inclusive; 

  (2) Fine the person not less than $750 nor more than $1,000, or order 

the person to perform an equivalent number of hours of community service 

while dressed in distinctive garb that identifies the person as having violated 

the provisions of NRS 484C.110 or 484C.120; and 

  (3) Order the person to attend a program of treatment for the abuse of 

alcohol or drugs pursuant to the provisions of NRS 484C.360. 

 A person who willfully fails or refuses to complete successfully a term of 

residential confinement or a program of treatment ordered pursuant to this 

paragraph is guilty of a misdemeanor. 

 (c) Except as otherwise provided in NRS 484C.340, for a third offense 

within 7 years, is guilty of a category B felony and shall be punished by 

imprisonment in the state prison for a minimum term of not less than 1 year 

and a maximum term of not more than 6 years, and shall be further punished 

by a fine of not less than $2,000 nor more than $5,000. An offender who is 

imprisoned pursuant to the provisions of this paragraph must, insofar as 

practicable, be segregated from offenders whose crimes were violent and, 

insofar as practicable, be assigned to an institution or facility of minimum 

security. 

 2.  An offense that occurred within 7 years immediately preceding the 

date of the principal offense or after the principal offense constitutes a prior 

offense for the purposes of this section [when] : 

 (a) When evidenced by a conviction [,] ; or 
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 (b) If the offense is conditionally dismissed pursuant to NRS 176A.290 or 

dismissed in connection with successful completion of a diversionary 

program or specialty court program, 

 without regard to the sequence of the offenses and convictions. The facts 

concerning a prior offense must be alleged in the complaint, indictment or 

information, must not be read to the jury or proved at trial but must be proved 

at the time of sentencing and, if the principal offense is alleged to be a 

felony, must also be shown at the preliminary examination or presented to 

the grand jury. 

 3.  A term of confinement imposed pursuant to the provisions of this 

section may be served intermittently at the discretion of the judge or justice 

of the peace, except that a person who is convicted of a second or subsequent 

offense within 7 years must be confined for at least one segment of not less 

than 48 consecutive hours. This discretion must be exercised after 

considering all the circumstances surrounding the offense, and the family and 

employment of the offender, but any sentence of 30 days or less must be 

served within 6 months after the date of conviction or, if the offender was 

sentenced pursuant to NRS 484C.320 or 484C.330 and the suspension of his 

or her sentence was revoked, within 6 months after the date of revocation. 

Any time for which the offender is confined must consist of not less than 

24 consecutive hours. 

 4.  Jail sentences simultaneously imposed pursuant to this section and 

NRS 482.456, 483.560, 484C.410 or 485.330 must run consecutively. 

 5.  If the defendant was transporting a person who is less than 15 years of 

age in the motor vehicle at the time of the violation, the court shall consider 

that fact as an aggravating factor in determining the sentence of the 

defendant. 

 6.  For the purpose of determining whether one offense occurs within 

7 years of another offense, any period of time between the two offenses 

during which, for any such offense, the offender is imprisoned, serving a 

term of residential confinement, placed under the supervision of a treatment 

provider, on parole or on probation must be excluded. 

 7.  As used in this section, unless the context otherwise requires, 

"offense" means: 

 (a) A violation of NRS 484C.110, 484C.120 or 484C.430; 

 (b) A homicide resulting from driving or being in actual physical control 

of a vehicle while under the influence of intoxicating liquor or a controlled 

substance or resulting from any other conduct prohibited by NRS 484C.110, 

484C.130 or 484C.430; or 

 (c) A violation of a law of any other jurisdiction that prohibits the same or 

similar conduct as set forth in paragraph (a) or (b). 

 Sec. 12.  NRS 484C.420 is hereby amended to read as follows: 

 484C.420  1.  [A] Except as otherwise provided in subsection 2, a 

person convicted of violating the provisions of NRS 484C.110 or 484C.120 

must not be released on probation, and a sentence imposed for violating those 
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provisions must not be suspended except, as provided in NRS 4.373, 5.055, 

484C.320, 484C.330 and 484C.340, that portion of the sentence imposed that 

exceeds the mandatory minimum. A prosecuting attorney shall not dismiss a 

charge of violating the provisions of NRS 484C.110 or 484C.120 in 

exchange for a plea of guilty, guilty but mentally ill or nolo contendere to a 

lesser charge or for any other reason unless the attorney knows or it is 

obvious that the charge is not supported by probable cause or cannot be 

proved at the time of trial. 

 2.  The court may grant probation to or suspend the sentence of a person 

to assign the person to a program for the treatment of veterans and members 

of the military pursuant to NRS 176A.290 if the charge is for a first violation 

of the provisions of NRS 484C.110 or 484C.120 that is punishable as a 

misdemeanor. 

 3.  If the person who violated the provisions of NRS 484C.110 or 

484C.120 possesses a driver's license issued by a state other than the State of 

Nevada and does not reside in the State of Nevada, in carrying out the 

provisions of subparagraph (1) of paragraph (a) of subsection 1 of 

NRS 484C.400, the court shall: 

 (a) Order the person to pay tuition for and submit evidence of completion 

of an educational course on the abuse of alcohol and controlled substances 

approved by a governmental agency of the state of the person's residence 

within the time specified in the order; or 

 (b) Order the person to complete an educational course by correspondence 

on the abuse of alcohol and controlled substances approved by the 

Department within the time specified in the order, 

 and the court shall notify the Department if the person fails to complete 

the assigned course within the specified time. 

 Sec. 13.  This act becomes effective upon passage and approval. 

 Senator Segerblom moved the adoption of the amendment. 

 Remarks by Senator Segerblom. 
 Amendment No. 872 to Assembly Bill No. 286 adds military sexual assault and traumatic 

brain injury to the list of conditions that qualify a person to enter a treatment program; adds 

Senator Cannizzaro as a joint sponsor of the bill and makes the bill effective upon passage and 

approval. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 288. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Judiciary: 

 Amendment No. 873. 

 SUMMARY—Revises provisions relating to the protection of older 

persons and vulnerable persons. (BDR 15-724) 

 AN ACT relating to the protection of certain persons; revising provisions 

governing the additional penalty that must be imposed for certain crimes of 
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criminal violations of law committed against an older person or a vulnerable 

person; revising provisions relating to immunity from civil or criminal 

liability for certain acts; increasing the maximum term of imprisonment for a 

person who commits certain acts against an older person or a vulnerable 

person that result in substantial bodily or mental harm to or the death of the 

person; revising the penalties for committing certain acts against an older 

person or a vulnerable person or conspiring to commit certain acts against an 

older person or a vulnerable person; establishing provisions relating to 

certain arbitration clauses included in contracts used by facilities for 

long-term care; providing penalties; and providing other matters properly 

relating thereto. 

Legislative Counsel's Digest: 

 Existing law provides for the imposition of an additional penalty upon a 

person who commits certain crimes or criminal violations of law against a 

person 60 years of age or older or a vulnerable person, and provides that the 

sentence prescribed runs consecutively with the sentence prescribed by 

statute for the crime or criminal violation. (NRS 193.167) Section 1 of this 

bill provides that the additional sentence prescribed must not exceed the 

sentence imposed for the crime or criminal violation. 

 Existing law extends immunity from civil or criminal liability to every 

person who, in good faith: (1) participates in the making of a report 

concerning the abuse, neglect, exploitation, isolation or abandonment of an 

older person or a vulnerable person; (2) submits information contained in 

such a report to a licensing board; or (3) causes or conducts an investigation 

of alleged abuse, neglect, exploitation, isolation or abandonment of an older 

person or a vulnerable person. (NRS 200.5096) Section [1] 1.5 of this bill 

provides that such immunity does not extend to any person who abused, 

neglected, exploited, isolated or abandoned the older person or vulnerable 

person who is the subject of the report or investigation or any person who 

committed certain other acts relating to the abuse, neglect, exploitation, 

isolation or abandonment of the older person or vulnerable person. 

 Existing law establishes the penalties to be imposed upon a person who 

abuses, neglects, exploits, isolates or abandons an older person or a 

vulnerable person. Any person who has assumed responsibility to care for an 

older person or a vulnerable person and who neglects the older person or 

vulnerable person or commits certain other related acts, thereby causing 

substantial bodily or mental harm to or the death of the older person or 

vulnerable person, is guilty of a category B felony and is punished by 

imprisonment in the state prison for a minimum term of not less than 2 years 

and a maximum term of not more than 6 years. (NRS 200.5099) Section 2 of 

this bill increases the maximum term of imprisonment for the commission of 

such acts from 6 years to 20 years. Section 2 also revises the penalties for 

certain offenses relating to the abuse, neglect, exploitation, isolation or 

abandonment of an older person or a vulnerable person and provides that a 

person who commits any such offense is guilty of: (1) either a category C 
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felony or gross misdemeanor , as determined by the court, for the first 

offense or, if the offense is exploitation, the monetary value involved is less 

than $650 or cannot be determined; or (2) a category B felony for the second 

and all subsequent offenses or, if the offense is exploitation, if the monetary 

value involved is $650 or more. 

 Existing law provides that a person who conspires with another to commit 

abuse, exploitation or isolation of an older person or a vulnerable person is 

punished: (1) for the first offense, for a gross misdemeanor; or (2) for the 

second and all subsequent offenses, for a category C felony. 

(NRS 200.50995) Section 3 of this bill [revises] increases the penalty [for all 

such offenses and provides that a person is punished: (1) for the first offense, 

for a category C felony or gross misdemeanor; or (2)] for the commission of 

a second [and all] or subsequent offenses [, for] to a category B felony 

punishable by imprisonment in the state prison for a minimum term of not 

less than 2 years and a maximum term of not more than 20 years. 

 Section 4 of this bill: (1) provides that if a facility for long-term care 

wishes to include as part of any contract relating to the provision of care a 

clause providing that the parties to the contract agree to resolve any dispute 

through arbitration, the clause must be included as an addendum to the 

contract; and (2) establishes requirements pertaining to the form and content 

of such an addendum. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  NRS 193.167 is hereby amended to read as follows: 

 193.167  1.  Except as otherwise provided in NRS 193.169, any person 

who commits the crime of: 

 (a) Murder; 

 (b) Attempted murder; 

 (c) Assault; 

 (d) Battery; 

 (e) Kidnapping; 

 (f) Robbery; 

 (g) Sexual assault; 

 (h) Embezzlement of, or attempting or conspiring to embezzle, money or 

property of a value of $650 or more; 

 (i) Obtaining, or attempting or conspiring to obtain, money or property of 

a value of $650 or more by false pretenses; or 

 (j) Taking money or property from the person of another, 

 against any person who is 60 years of age or older or against a vulnerable 

person shall, in addition to the term of imprisonment prescribed by statute for 

the crime, be punished, if the crime is a misdemeanor or gross misdemeanor, 

by imprisonment in  

the county jail for a term equal to the term of imprisonment prescribed by 

statute for the crime, and, if the crime is a felony, by imprisonment in the 
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state prison for a minimum term of not less than 1 year and a maximum term 

of not more than 20 years. 

 2.  Except as otherwise provided in NRS 193.169, any person who 

commits a criminal violation of the provisions of chapter 90 or 91 of NRS 

against any person who is 60 years of age or older or against a vulnerable 

person shall, in addition to the term of imprisonment prescribed by statute for 

the criminal violation, be punished, if the criminal violation is a 

misdemeanor or gross misdemeanor, by imprisonment in the county jail for a 

term equal to the term of imprisonment prescribed by statute for the criminal 

violation, and, if the criminal violation is a felony, by imprisonment in the 

state prison for a minimum term of not less than 1 year and a maximum term 

of not more than 20 years. 

 3.  In determining the length of the additional penalty imposed pursuant 

to this section, the court shall consider the following information: 

 (a) The facts and circumstances of the crime or criminal violation; 

 (b) The criminal history of the person; 

 (c) The impact of the crime or criminal violation on any victim; 

 (d) Any mitigating factors presented by the person; and 

 (e) Any other relevant information. 

 The court shall state on the record that it has considered the information 

described in paragraphs (a) to (e), inclusive, in determining the length of the 

additional penalty imposed. 

 4.  The sentence prescribed by this section [must run] :  

 (a) Must not exceed the sentence imposed for the crime or criminal 

violation; and 

 (b) Must run consecutively with the sentence prescribed by statute for the 

crime or criminal violation. 

 5.  This section does not create any separate offense but provides an 

additional penalty for the primary offense, whose imposition is contingent 

upon the finding of the prescribed fact. 

 6.  As used in this section, "vulnerable person" has the meaning ascribed 

to it in NRS 200.5092. 

 [Section 1.]  Sec. 1.5.  NRS 200.5096 is hereby amended to read as 

follows: 

 200.5096  [Immunity]  

 1.  Except as otherwise provided in subsection 2, immunity from civil or 

criminal liability extends to every person who, pursuant to NRS 200.5091 to 

200.50995, inclusive, in good faith: 

 [1.] (a) Participates in the making of a report; 

 [2.] (b) Causes or conducts an investigation of alleged abuse, neglect, 

exploitation, isolation or abandonment of an older person or a vulnerable 

person; or 

 [3.] (c) Submits information contained in a report to a licensing board 

pursuant to subsection 4 of NRS 200.5095. 
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 2.  The immunity provided in subsection 1 does not extend to any person 

who has: 

 (a) Abused, neglected, exploited, isolated or abandoned the older person 

or vulnerable person who is the subject of the report or investigation as 

prohibited by NRS 200.5099; 

 (b) Conspired with another to commit abuse, exploitation or isolation of 

the older person or vulnerable person who is the subject of the report or 

investigation as prohibited by NRS 200.50995; or 

 (c) Aided and abetted in or was an accessory to the abuse, neglect, 

exploitation, isolation or abandonment of the older person or vulnerable 

person who is the subject of the report or investigation or the conspiracy to 

commit abuse, exploitation or isolation of the older person or vulnerable 

person. 

 Sec. 2.  NRS 200.5099 is hereby amended to read as follows: 

 200.5099  1.  Except as otherwise provided in subsection 6, any person 

who abuses an older person or a vulnerable person is guilty: 

 (a) For the first offense, of [a gross :] either of the following, as 

determined by the court: 

  (1) [Category] A category C felony and shall be punished as provided 

in NRS 193.130; or 

  (2) [Gross] A gross misdemeanor [;] and shall be punished by 

imprisonment in the county jail for not more than 364 days, or by a fine of 

not more than $2,000, or by both fine and imprisonment; or 

 (b) For [any] the second and all subsequent [offense] offenses or if the 

person has been previously convicted of violating a law of any other 

jurisdiction that prohibits the same or similar conduct, [offenses,] of a 

category B felony and shall be punished by imprisonment in the state prison 

for a minimum term of not less than 2 years and a maximum term of not 

more than 6 years,  

 unless a more severe penalty is prescribed by law for the act or omission 

which brings about the abuse. 

 2.  Except as otherwise provided in subsection 7, any person who has 

assumed responsibility, legally, voluntarily or pursuant to a contract, to care 

for an older person or a vulnerable person and who [: 

 (a) Neglects] neglects the older person or vulnerable person, causing 

the older person or vulnerable person to suffer physical pain or mental 

suffering [; 

 (b) Permits] , permits or allows the older person or vulnerable person to 

suffer unjustifiable physical pain or mental suffering [;] or 

 [(c) Permits] permits or allows the older person or vulnerable person to be 

placed in a situation where the older person or vulnerable person may suffer 

physical pain or mental suffering as the result of abuse or neglect [, 

] is guilty : 

 (a) For the first offense, of [a gross :] either of the following, as 

determined by the court: 
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  (1) [Category] A category C felony and shall be punished as provided 

in NRS 193.130; or 

  (2) [Gross] A gross misdemeanor and shall be punished by 

imprisonment in the county jail for not more than 364 days, or by a fine of 

not more than $2,000, or by both fine and imprisonment; or 

 (b) For the second and all subsequent offenses, of a category B felony and 

shall be punished by imprisonment in the state prison for a minimum term of 

not less than 2 years and a maximum term of not more than 6 years,  

 unless a more severe penalty is prescribed by law for the act or omission 

which brings about the abuse or neglect. 

 3.  Except as otherwise provided in subsection 4, any person who exploits 

an older person or a vulnerable person shall be punished [,] : 

 (a) For the first offense, if the value of any money, assets and property 

obtained or used: 

 [(a)] (1) Is less than $650, [for a gross : 

  (1) Category] of either of the following, as determined by the court: 

   (I) A category C felony as provided in NRS 193.130; or 

[  (2) Gross]  

   (II) A gross misdemeanor by imprisonment in the county jail for not 

more than 364 days, or by a fine of not more than $2,000, or by both fine and 

imprisonment; 

 [(b)] (2) Is at least $650, but less than $5,000, for a category B felony by 

imprisonment in the state prison for a minimum term of not less than 2 years 

and a maximum term of not more than 10 years, or by a fine of not more than 

$10,000, or by both fine and imprisonment; or 

 [(c)] (3) Is $5,000 or more, for a category B felony by imprisonment in 

the state prison for a minimum term of not less than 2 years and a maximum 

term of not more than 20 years, or by a fine of not more than $25,000, or by 

both fine and imprisonment [,] ; or 

 (b) For the second and all subsequent offenses, regardless of the value of 

any money, assets and property obtained or used, for a category B felony by 

imprisonment in the state prison for a minimum term of not less than 2 years 

and a maximum term of not more than 20 years, or by a fine of not more than 

$25,000, or by both fine and imprisonment, 

 unless a more severe penalty is prescribed by law for the act which 

brought about the exploitation. The monetary value of all of the money, 

assets and property of the older person or vulnerable person which have been 

obtained or used, or both, may be combined for the purpose of imposing 

punishment for an offense charged pursuant to this subsection. 

 4.  If a person exploits an older person or a vulnerable person and the 

monetary value of any money, assets and property obtained cannot be 

determined, the person shall be punished [for a gross] : 

 (a) [Category] For the first offense, of either of the following, as 

determined by the court: 

  (1) A category C felony as provided in NRS 193.130; or 
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[ (b) Gross]  

  (2) A gross misdemeanor by imprisonment in the county jail for not 

more than 364 days, or by a fine of not more than $2,000, or by both fine and 

imprisonment [. ,] ; or 

 (b) For the second and all subsequent offenses, for a category B felony by 

imprisonment in the state prison for a minimum term of not less than 2 years 

and a maximum term of not more than 20 years, or by a fine of not more than 

$25,000, or by both fine and imprisonment, 

 unless a more severe penalty is prescribed by law for the act which 

brought about the exploitation. 

 5.  Any person who isolates or abandons an older person or a vulnerable 

person is guilty: 

 (a) For the first offense, of [a gross :] either of the following, as 

determined by the court: 

  (1) [Category] A category C felony and shall be punished as provided 

in NRS 193.130; or 

  (2) [Gross] A gross misdemeanor [;] and shall be punished by 

imprisonment in the county jail for not more than 364 days, or by a fine of 

not more than $2,000, or by both fine and imprisonment; or 

 (b) For [any] the second and all subsequent [offense,] offenses, of a 

category B felony and shall be punished by imprisonment in the state prison 

for a minimum term of not less than 2 years and a maximum term of not 

more than 10 years, and may be further punished by a fine of not more than 

$5,000 [.] ,  

 unless a more severe penalty is prescribed by law for the act or omission 

which brings about the isolation or abandonment. 

 6.  A person who violates any provision of subsection 1, if substantial 

bodily or mental harm or death results to the older person or vulnerable 

person, is guilty of a category B felony and shall be punished by 

imprisonment in the state prison for a minimum term of not less than 2 years 

and a maximum term of not more than 20 years, unless a more severe penalty 

is prescribed by law for the act or omission which brings about the abuse. 

 7.  A person who violates any provision of subsection 2, if substantial 

bodily or mental harm or death results to the older person or vulnerable 

person, shall be punished for a category B felony by imprisonment in the 

state prison for a minimum term of not less than 2 years and a maximum 

term of not more than [6] 20 years, unless a more severe penalty is prescribed 

by law for the act or omission which brings about the abuse or neglect. 

 8.  In addition to any other penalty imposed against a person for a 

violation of any provision of NRS 200.5091 to 200.50995, inclusive, the 

court shall order the person to pay restitution. 

 9.  As used in this section: 

 (a) "Allow" means to take no action to prevent or stop the abuse or neglect 

of an older person or a vulnerable person if the person knows or has reason to 

know that the older person or vulnerable person is being abused or neglected. 



5114 JOURNAL OF THE SENATE 

 (b) "Permit" means permission that a reasonable person would not grant 

and which amounts to a neglect of responsibility attending the care and 

custody of an older person or a vulnerable person. 

 (c) "Substantial mental harm" means an injury to the intellectual or 

psychological capacity or the emotional condition of an older person or a 

vulnerable person as evidenced by an observable and substantial impairment 

of the ability of the older person or vulnerable person to function within his 

or her normal range of performance or behavior. 

 Sec. 3.  NRS 200.50995 is hereby amended to read as follows: 

 200.50995  1.  A person who conspires with another to commit abuse, 

exploitation or isolation of an older person or a vulnerable person as 

prohibited by NRS 200.5099 shall be punished: 

 [1.] (a) For the first offense, for a gross [: 

  (1) Category C felony as provided in NRS 193.130; or 

  (2) Gross] misdemeanor [. 

 2.] by imprisonment in the county jail for not more than 364 days, or by a 

fine of not more than $2,000, or by both fine and imprisonment; or 

 (b) For the second and all subsequent offenses, for a category [C] B felony 

[as provided in NRS 193.130. 

] by imprisonment in the state prison for a minimum term of not less than 

2 years and a maximum term of not more than 20 years. 

 2.  Each person found guilty of such a conspiracy is jointly and severally 

liable for the restitution ordered by the court pursuant to NRS 200.5099 with 

each other person found guilty of the conspiracy. 

 Sec. 4.  Chapter 449 of NRS is hereby amended by adding thereto a new 

section to read as follows: 

 1.  If a facility for long-term care wishes to include as part of any 

contract relating to the provision of care a clause providing that the parties 

to the contract agree to resolve any dispute through arbitration, the clause 

must be included as an addendum to the contract and: 

 (a) Be printed in large font on a separate page with a separate signature 

line; 

 (b) Fully explain the effect of signing the addendum, including, without 

limitation, that any dispute will be resolved through the arbitration process 

instead of in court; and 

 (c) Clearly state that the person signing the contract is not required to 

sign the addendum. 

 2.  As used in this section, "facility for long-term care" means: 

 (a) A residential facility for groups; 

 (b) A facility for intermediate care; 

 (c) A facility for skilled nursing; 

 (d) A home for individual residential care; and 

 (e) Any unlicensed establishment that provides food, shelter, assistance 

and limited supervision to a resident. 

 Senator Segerblom moved the adoption of the amendment. 



MAY 24, 2017 — DAY 108 5115 

 Remarks by Senator Segerblom. 
 Amendment No. 873 to Assembly Bill No. 288 provides that an additional penalty imposed 

upon a person for a crime committed against an elderly or vulnerable person must not exceed the 

penalty for the initial crime that was committed and that the sentences must run consecutively. It 
further grants the court authority to determine whether a first offense under the provisions of this 

bill is a gross misdemeanor or a category C felony; increases the penalty for a second or 

subsequent offense of conspiracy to commit abuse, exploitation or isolation to a category B 

felony, and adds Assemblywoman Spiegel as a cosponsor of the bill. 

 Amendment adopted. 

 Bill ordered reprinted, engrossed and to third reading. 

 Assembly Bill No. 377. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Judiciary: 

 Amendment No. 895. 

 SUMMARY—Revises provisions relating to the competency of a 

defendant in a criminal case. (BDR 14-1074) 

 AN ACT relating to criminal procedure; prohibiting a prosecuting attorney 

from seeking an indictment while competency proceedings are pending 

except with leave of the court; prohibiting a prosecuting attorney from 

refiling charges against a defendant who has been found incompetent except 

with leave of the court; authorizing the extension of the commitment of a 

person in a forensic facility under certain circumstances; and providing other 

matters properly relating thereto. 

Legislative Counsel's Digest: 

 Existing law provides that: (1) a person may not be tried or adjudged to 

punishment for a public offense while incompetent; and (2) any time after the 

arrest of a defendant, if doubt arises as to the competence of the defendant, 

the court must suspend the proceedings, the trial or the pronouncing of the 

judgment until the question of competence is determined. (NRS 178.400, 

178.405) Section 1 of this bill provides that a prosecuting attorney may not 

seek an indictment of the defendant for any offense during the period in 

which the court is considering whether the defendant is competent or 

incompetent except upon the prosecuting attorney's application for leave of 

the court. Section 1 requires the prosecuting attorney to: (1) demonstrate that 

an objective factor significantly impacts the ability of the State to prosecute 

the matter in the absence of such leave of the court; and (2) give at least 

24 hours' notice of the application to the defendant's attorney. 

 Existing law provides that, under certain circumstances, when a criminal 

defendant has been found incompetent, the proceedings against the defendant 

must be dismissed. (NRS 178.425) Section 2 of this bill provides for the 

refiling of charges arising out of the same circumstances in cases in which 

the prosecuting attorney applies for, and is granted, leave of the court where: 

(1) the State has a good faith belief, based on articulable facts, that the 

defendant has regained competency; (2) the State has a compelling interest in 

bringing charges again; and (3) the period for commencing the criminal 
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action has not lapsed. Section 2 requires the prosecuting attorney to give at 

least 24 hours' notice of the application to the defendant's attorney. 

 Existing law provides that if a court dismisses the proceedings against a 

defendant who is charged with a category A or certain category B felonies 

because the court finds that the defendant is incompetent with no substantial 

probability of attaining competence in the foreseeable future, the prosecuting 

attorney is authorized to file a motion with the court for a hearing to 

determine whether to commit the person to the custody of the Administrator 

of the Division of Public and Behavioral Health of the Department of Health 

and Human Services. The maximum length of such commitment is 10 years. 

(NRS 178.461) Section 4 of this bill revises these provisions to: (1) authorize 

the Administrator to file a motion to request an extension of the length of 

commitment for not more than 5 additional years of a person charged with 

murder or sexual assault under certain circumstances; (2) authorize a court to 

grant the motion for an extension of commitment after a hearing to determine 

whether the person meets certain criteria requiring placement at a forensic 

facility; and (3) provide that a person committed has the right to be 

represented by counsel at such a hearing and the right to have an attorney 

appointed for him or her if the person does not have counsel. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  NRS 178.415 is hereby amended to read as follows: 

 178.415  1.  Except as otherwise provided in this subsection, the court 

shall appoint two psychiatrists, two psychologists, or one psychiatrist and 

one psychologist, to examine the defendant. If the defendant is accused of a 

misdemeanor, the court of jurisdiction shall appoint a psychiatric social 

worker, or other person who is especially qualified by the Division, to 

examine the defendant. 

 2.  Except as otherwise provided in this subsection, at a hearing in open 

court, the court that orders the examination must receive the report of the 

examination. If a justice court orders the examination of a defendant who is 

charged with a gross misdemeanor or felony, the district court must receive 

the report of the examination. 

 3.  The court that receives the report of the examination shall permit 

counsel for both sides to examine the person or persons appointed to examine 

the defendant. The prosecuting attorney and the defendant may: 

 (a) Introduce other evidence including, without limitation, evidence 

related to treatment to competency and the possibility of ordering the 

involuntary administration of medication; and  

 (b) Cross-examine one another's witnesses. 

 4.  A prosecuting attorney may not seek an indictment of the defendant for 

any offense during the period in which the court is considering whether the 

defendant is competent or incompetent except upon application by the 

prosecuting attorney to the chief judge of the district court, or his or her 

designee, and with leave of the court. The prosecuting attorney must 
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demonstrate that adequate cause exists for the court to grant leave to seek an 

indictment on the grounds that the availability or unavailability of a witness, 

or any other objective factor, significantly impacts the ability of the State to 

prosecute the matter in the absence of such leave. The prosecuting attorney 

must give notice of an application made pursuant to this subsection to the 

attorney for the defendant not less than 24 hours before the hearing on the 

application. 

 5.  The court that receives the report of the examination shall then make 

and enter its finding of competence or incompetence. 

 [5.] 6.  The court shall not appoint a person to provide a report or an 

evaluation pursuant to this section, unless the person is certified by the 

Division pursuant to NRS 178.417. 

 Sec. 2.  NRS 178.425 is hereby amended to read as follows: 

 178.425  1.  If the court finds the defendant incompetent, and dangerous 

to himself or herself or to society and that commitment is required for a 

determination of the defendant's ability to receive treatment to competency 

and to attain competence, the judge shall order the sheriff to convey the 

defendant forthwith, together with a copy of the complaint, the commitment 

and the physicians' certificate, if any, into the custody of the Administrator or 

the Administrator's designee for detention and treatment at a division facility 

that is secure. The order may include the involuntary administration of 

medication if appropriate for treatment to competency.  

 2.  The defendant must be held in such custody until a court orders the 

defendant's release or until the defendant is returned for trial or judgment as 

provided in NRS 178.450, 178.455 and 178.460. 

 3.  If the court finds the defendant incompetent but not dangerous to 

himself or herself or to society, and finds that commitment is not required for 

a determination of the defendant's ability to receive treatment to competency 

and to attain competence, the judge shall order the defendant to report to the 

Administrator or the Administrator's designee as an outpatient for treatment, 

if it might be beneficial, and for a determination of the defendant's ability to 

receive treatment to competency and to attain competence. The court may 

require the defendant to give bail for any periodic appearances before the 

Administrator or the Administrator's designee. 

 4.  Except as otherwise provided in subsection 5, proceedings against the 

defendant must be suspended until the Administrator or the Administrator's 

designee or, if the defendant is charged with a misdemeanor, the judge finds 

the defendant capable of standing trial or opposing pronouncement of 

judgment as provided in NRS 178.400. 

 5.  Whenever the defendant has been found incompetent, with no 

substantial probability of attaining competency in the foreseeable future, and 

released from custody or from obligations as an outpatient pursuant to 

paragraph (d) of subsection 4 of NRS 178.460, the proceedings against the 

defendant which were suspended must be dismissed. No new charge arising 

out of the same circumstances may be brought [after a] except upon 
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application by the prosecuting attorney to the chief judge of the district 

court, or his or her designee, and with leave of the court where: 

 (a) The State has a good faith belief, based on articulable facts, that the 

defendant has attained competency; 

 (b) The State has a compelling interest in bringing charges again; and 

 (c) The period, equal to the maximum time allowed by law for 

commencing a criminal action for the crime with which the defendant was 

charged, has not lapsed since the date of the alleged offense. 

 The prosecuting attorney must give notice of an application made 

pursuant to this subsection to the attorney for the defendant not less than 

24 hours before the hearing on the application. 

 6.  If a defendant is found incompetent pursuant to this section, the court 

shall cause, within 5 business days after the finding, on a form prescribed by 

the Department of Public Safety, a record of that finding to be transmitted to 

the Central Repository for Nevada Records of Criminal History, along with a 

statement indicating that the record is being transmitted for inclusion in each 

appropriate database of the National Instant Criminal Background Check 

System. 

 7.  As used in this section, "National Instant Criminal Background Check 

System" has the meaning ascribed to it in NRS 179A.062. 

 Sec. 3.  NRS 178.460 is hereby amended to read as follows: 

 178.460  1.  If requested by the district attorney or counsel for the 

defendant within 10 days after the report by the Administrator or the 

Administrator's designee is sent to them, the judge shall hold a hearing within 

10 days after the request at which the district attorney and the defense 

counsel may examine the members of the treatment team on their report. 

 2.  If the judge orders the appointment of a licensed psychiatrist or 

psychologist who is not employed by the Division to perform an additional 

evaluation and report concerning the defendant, the cost of the additional 

evaluation and report is a charge against the county. 

 3.  Within 10 days after the hearing or 10 days after the report is sent, if 

no hearing is requested, the judge shall make and enter a finding of 

competence or incompetence, and if the judge finds the defendant to be 

incompetent: 

 (a) Whether there is substantial probability that the defendant can receive 

treatment to competency and will attain competency to stand trial or receive 

pronouncement of judgment in the foreseeable future; and 

 (b) Whether the defendant is at that time a danger to himself or herself or 

to society. 

 4.  If the judge finds the defendant: 

 (a) Competent, the judge shall, within 10 days, forward the finding to the 

prosecuting attorney and counsel for the defendant. Upon receipt thereof, the 

prosecuting attorney shall notify the sheriff of the county or chief of police of 

the city that the defendant has been found competent and prearrange with the 
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facility for the return of the defendant to that county or city for trial upon the 

offense there charged or the pronouncement of judgment, as the case may be. 

 (b) Incompetent, but there is a substantial probability that the defendant 

can receive treatment to competency and will attain competency to stand trial 

or receive pronouncement of judgment in the foreseeable future and finds 

that the defendant is dangerous to himself or herself or to society, the judge 

shall recommit the defendant and may order the involuntary administration of 

medication for the purpose of treatment to competency. 

 (c) Incompetent, but there is a substantial probability that the defendant 

can receive treatment to competency and will attain competency to stand trial 

or receive pronouncement of judgment in the foreseeable future and finds 

that the defendant is not dangerous to himself or herself or to society, the 

judge shall order that the defendant remain an outpatient or be transferred to 

the status of an outpatient under the provisions of NRS 178.425. 

 (d) Incompetent, with no substantial probability of attaining competency 

in the foreseeable future, the judge shall order the defendant released from 

custody or, if the defendant is an outpatient, released from any obligations as 

an outpatient if, within 10 judicial days, the prosecuting attorney has not filed 

a motion pursuant to NRS 178.461 or if, within 10 judicial days, a petition is 

not filed to commit the person pursuant to NRS 433A.200. After the initial 

10 judicial days, the person may remain an outpatient or in custody under the 

provisions of this chapter only as long as the motion or petition is pending 

unless the person is committed to the custody of the Administrator pursuant 

to NRS 178.461 or involuntarily committed pursuant to chapter 433A of 

NRS. 

 5.  Except as otherwise provided in [subsection] subsections 4 and 7 of 

NRS 178.461, no person who is committed under the provisions of this 

chapter may be held in the custody of the Administrator or the 

Administrator's designee longer than the longest period of incarceration 

provided for the crime or crimes with which the person is charged or 

10 years, whichever period is shorter. Upon expiration of the applicable 

period provided in this section, subsection 4 or 7 of NRS 178.461 or 

subsection 4 of NRS 178.463, the person must be returned to the committing 

court for a determination as to whether or not involuntary commitment 

pursuant to chapter 433A of NRS is required. 

 Sec. 4.  NRS 178.461 is hereby amended to read as follows: 

 178.461  1.  If the proceedings against a defendant who is charged with 

any category A felony or a category B felony listed in subsection 6 are 

dismissed pursuant to subsection 5 of NRS 178.425, the prosecuting attorney 

may, within 10 judicial days after the dismissal, file a motion with the court 

for a hearing to determine whether to commit the person to the custody of the 

Administrator pursuant to subsection 3. Except as otherwise provided in 

subsection 2, the court shall hold the hearing within 10 judicial days after the 

motion is filed with the court. 
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 2.  If the prosecuting attorney files a motion pursuant to subsection 1, the 

prosecuting attorney shall, not later than the date on which the prosecuting 

attorney files the motion, request from the Division a comprehensive risk 

assessment which indicates whether the person requires the level of security 

provided by a forensic facility. The Division shall provide the requested 

comprehensive risk assessment to the court, the prosecuting attorney and 

counsel for the person not later than three judicial days before the hearing. If 

the person was charged with any category A felony other than murder or 

sexual assault or a category B felony listed in subsection 6 and the 

comprehensive risk assessment indicates that the person does not require the 

level of security provided by a forensic facility, the court shall dismiss the 

motion. 

 3.  At a hearing held pursuant to subsection 1, if the court finds by clear 

and convincing evidence that the person has a mental disorder, that the 

person is a danger to himself or herself or others and that the person's 

dangerousness is such that the person requires placement at a forensic 

facility, the court may order: 

 (a) The sheriff to take the person into protective custody and transport the 

person to a forensic facility; and 

 (b) That the person be committed to the custody of the Administrator and 

kept under observation until the person is eligible for conditional release 

pursuant to NRS 178.463 or until the maximum length of commitment 

described in subsection 4 or 7 has expired. 

 4.  [The] Except as otherwise provided in subsection 7, the length of 

commitment of a person pursuant to subsection 3 must not exceed 10 years, 

including any time that the person has been on conditional release pursuant to 

NRS 178.463. 

 5.  At least once every 12 months, the court shall review the eligibility of 

the defendant for conditional release. 

 6.  The provisions of subsection 1 apply to any of the following 

category B felonies: 

 (a) Voluntary manslaughter pursuant to NRS 200.050; 

 (b) Mayhem pursuant to NRS 200.280; 

 (c) Kidnapping in the second degree pursuant to NRS 200.330; 

 (d) Assault with a deadly weapon pursuant to NRS 200.471; 

 (e) Battery with a deadly weapon pursuant to NRS 200.481; 

 (f) Aggravated stalking pursuant to NRS 200.575; 

 (g) First degree arson pursuant to NRS 205.010; 

 (h) Burglary with a deadly weapon pursuant to NRS 205.060; 

 (i) Invasion of the home with a deadly weapon pursuant to NRS 205.067; 

 (j) Any category B felony involving the use of a firearm; and 

 (k) Any attempt to commit a category A felony. 

 7.  If a person is within 6 months of the maximum length of commitment 

set forth in this subsection or subsection 4, as applicable, and: 

 (a) Was charged with murder or sexual assault; and 
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 (b) Was committed to the custody of the Administrator pursuant to this 

subsection or subsection 3, 

 the Administrator may file a motion to request an extension of the length 

of commitment for not more than 5 additional years. 

 8.  The court may grant a motion for an extension of the length of 

commitment pursuant to subsection 7 if, at a hearing conducted on the 

motion, the court finds by clear and convincing evidence that the person is a 

danger to himself or herself or others and that the person's dangerousness is 

such that the person requires placement at a forensic facility. 

 9.  At a hearing conducted pursuant to subsection 8, a person who is 

committed has the right to be represented by counsel. If the person does not 

have counsel, the court shall appoint an attorney to represent the person. 

 Sec. 5.  NRS 178.463 is hereby amended to read as follows: 

 178.463  1.  The Division or a person who is committed to the custody 

of the Administrator pursuant to NRS 178.461 may petition the court which 

committed the person for conditional release. 

 2.  A person who is committed to the custody of the Administrator 

pursuant to NRS 178.461 is eligible for conditional release only after: 

 (a) The Division has completed a comprehensive risk assessment 

concerning the person; 

 (b) A decision to release the person from commitment with conditions 

imposed by the court in consultation with the Division has been made based 

on input from the person's treatment team, the prosecuting attorney, the 

counsel for the person and the team that will supervise the person in the 

community; and 

 (c) The court which committed the person has approved the conditional 

release. 

 3.  If a person is serving a period of conditional release pursuant to this 

section, the court must, at least once every 12 months, review the eligibility 

of the defendant for discharge from conditional release. If, at the conclusion 

of the review required by this subsection, the court finds by clear and 

convincing evidence that the person is not a danger to himself or herself or 

others, the court must discharge the person from conditional release. 

 4.  The length of the period of conditional release must not exceed 

10 years, including any time that the person has been committed to the 

custody of the Administrator pursuant to NRS 178.461 and 178.464 [.] , 

except that the length of the period of conditional release may be extended 

for not more than 5 additional years if the length of the period of 

commitment has been extended pursuant to subsection 7 of NRS 178.461. 

 Senator Segerblom moved the adoption of the amendment. 

 Remarks by Senator Segerblom. 
 Amendment No. 895 to Assembly Bill No. 377 authorizes the Administrator of the Division 

of Public and Behavioral Health to file a motion to request an extension of the length of 

commitment to a forensic facility for not more than five additional years for a defendant who has 
been found incompetent, and who has been charged with murder or sexual assault. It authorizes 

a court to grant the motion for an extension of commitment after a hearing to determine whether 
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the person meets certain criteria requiring placement at a forensic facility, and provides that a 
committed person has the right to be represented by counsel at such a hearing and the right to 

have an attorney appointed for him or her if the person does not have counsel. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 379. 

 Bill read second time. 

 The following amendment was proposed by the Committee on 

Government Affairs: 

 Amendment No. 795. 

 SUMMARY—Authorizes certain local governments to create a parks, 

trails and open space district. (BDR 25-211) 

 AN ACT relating to local governments; authorizing, under certain 

circumstances, the governing body of a county [,] or city [or town] to create a 

parks, trails and open space district; setting forth the duties and authority of 

the board of trustees of such a district; providing penalties; and providing 

other matters properly relating thereto. 

Legislative Counsel's Digest: 

 This bill authorizes, under certain circumstances, the governing body of a 

county [,] or city [or town] to create a parks, trails and open space district.  

 Sections 7-12 of this bill set forth the process for such a governing body to 

create such a district. Section 7 provides general authority for the creation of 

such a district. Section 8 provides that the creation of a district is initiated by: 

(1) a resolution adopted by the governing body; or (2) a petition to a 

governing body by an owner of property within the proposed boundaries of 

the district.  

 Section 8.3 of this bill requires the governing body of a county or city to 

create a service plan for a proposed district before creating the district. 

Section 8.4 of this bill requires the governing body to hold a public hearing 

to consider the service plan of the proposed district. Section 8.5 of this bill 

authorizes the governing body to approve the service plan, disapprove the 

service plan or conditionally approve the service plan. Section 8.6 of this bill 

sets forth certain circumstances where a governing body must disapprove the 

service plan of a proposed district. Section 8.7 of this bill requires an 

ordinance creating a district to incorporate the approved service plan. 

Section 8.7 also requires material modifications to the service plan to be 

made by the governing body in the same manner as the original approval of 

the service plan.  

 Section 9 provides that after the creation of a district is initiated [,] and the 

service plan is approved, the relevant county or city clerk must mail written 

notice to all property owners within the proposed district. Section 10 

authorizes any owner of property within the proposed district to protest the 

creation of the district. Section 11 sets forth certain circumstances where the 

creation of a district is prohibited. 
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 Section 13 of this bill provides for the appointment of initial members of 

the board of trustees of a district. Sections 16 and 17 of this bill set forth how 

members of the board of trustees will be elected after the initial appointment 

of members. 

 Sections 19 and 20 of this bill prohibit members of the board of trustees of 

a district from being interested in the purchase or sale of property belonging 

to the district or entering into certain contracts. 

 Sections 25-29 of this bill set forth the various powers of a board in 

relation to parks, trails and open space.  

 Section 29.5 of this bill authorizes any local government within the 

boundaries of a district to contribute part of its revenue to support the 

facilities, improvements or projects of the district.  

 Section 30 of this bill authorizes a board , under certain circumstances, to 

establish fees or special assessments for facilities, improvements or projects 

of the district. Section 30.5 of this bill sets forth the procedure in certain 

counties to follow when a potential dwelling unit within the district is not 

being charged for the services provided by the district. Sections 34 and 35 of 

this bill authorize , under certain circumstances, a board to impose 

ad valorem taxes. Sections 30, 31 and 34-38 of this bill set forth the process 

for imposing and collecting any such fees, special assessments or ad valorem 

taxes. 

 Sections 40-42 of this bill set forth the procedure for changing the 

boundaries of a district. 

 Sections 43-47 of this bill authorize a board, under certain circumstances, 

to issue bonds and borrow money. 

 Sections 32 and 49-51 of this bill set forth the requirements for the 

dissolution, merger or consolidation of a district. 

 WHEREAS, Parks, trails and open spaces are essential to the health, 

quality of life and economic prosperity of the residents of this State; and 

 WHEREAS, Well-maintained parks, trails and open spaces stimulate 

economic growth and enhance the vitality of local and regional communities; 

and 

 WHEREAS, Protecting water quality and wildlife habitat and ensuring 

safety in parks, trails and open spaces encourage participation in healthy 

outdoor activities; and 

 WHEREAS, It is necessary to provide sustainable and reliable funding for 

the creation and maintenance of parks, trails and open spaces; now, therefore, 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  Title 25 of NRS is hereby amended by adding thereto a new 

chapter to consist of the provisions set forth as sections 2 to 53, inclusive, of 

this act. 

 Sec. 2.  This chapter [shall be known and] may be cited as the Nevada 

Parks, Trails and Open Space District Act. 



5124 JOURNAL OF THE SENATE 

 Sec. 3.  1.  It is hereby declared as a matter of legislative determination 

that: 

 (a) The organization of parks, trails and open space districts having the 

purposes, powers, rights, privileges and immunities provided in this chapter 

will serve a public use and will promote the health, safety, prosperity, 

security and general welfare of the inhabitants thereof and of the State of 

Nevada;  

 (b) The acquisition, construction, reconstruction, restoration, 

improvement, maintenance and operation of any facility, improvement or 

project authorized in this chapter is in the public interest and constitutes a 

part of the established and permanent policy of the State of Nevada; and  

 (c) Each district organized pursuant to the provisions of this chapter shall 

be a body corporate and politic and a quasi-municipal corporation. For the 

accomplishment of these purposes the provisions of this chapter shall be 

broadly construed. 

 2.  It is hereby further declared that the provisions of this chapter are not 

intended to provide a method for financing the costs of developing private 

property. 

 3.  It is hereby further declared as a matter of legislative determination 

that the notice provided for in this chapter for each hearing and action to be 

taken is reasonably calculated to inform the parties of all proceedings which 

may directly and adversely affect their legally protected interests. 

 Sec. 4.  As used in this chapter, unless the context otherwise requires: 

 1.  "Board of trustees" and "board" alone each means the board of 

trustees of a district. 

 2.  "Clerk" means: 

 (a) If a district is created or proposed to be created by a county , [or 

town,] the county clerk. 

 (b) If a district is created or proposed to be created by a city, the city 

clerk. 

 3.  "Facility," "improvement" and "project" includes, without limitation, 

any structure, undertaking or system which a district is authorized to 

acquire, improve, equip, maintain or operate. A project may consist of all 

kinds of personal and real property, including, without limitation, land, 

elements, improvements and fixtures thereon, property of any nature 

appurtenant thereto or used in connection therewith, and every estate, 

interest and right therein, legal or equitable, including terms for years, or 

any combination thereof. 

 4.  "Governing body" means the governing body of [the] a county [,] or 

city [and town] that proposes to create or creates a district pursuant to this 

chapter.  

 5.  "Interested party" includes, without limitation, a member of the public, 

an owner of property within a proposed district or a district, each county, 

city, town and special district with territory proposed to be located or 

located within the boundaries of a proposed district or district. 
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 6.  "Mail" means a single mailing first class or its equivalent, postage 

prepaid, by deposit in the United States mail, at least 15 days before the 

designated time or event. 

 [6.] 7.  "Parks, trails and open space district" and "district" each means 

any parks, trails and open space district organized or, in the case of 

organizational provisions, proposed to be organized pursuant to this chapter. 

 [7.] 8.  "Special district" means any water district, sanitation district, 

water and sanitation district, municipal power district, mosquito abatement 

district, public cemetery district, swimming pool district, television 

maintenance district, weed control district, general improvement district or 

any other quasi-municipal corporation organized under the local 

improvement and service district laws of this State as enumerated in title 25 

of NRS. The term does not include a local improvement district created 

pursuant to chapter 309 of NRS or a housing authority. 

 9.  "Trustee" means a member of a board of trustees. 

 Sec. 5.  For the purpose of computing any period of time prescribed in 

this chapter, the first day of the designated action or time must be excluded 

and the last day of the designated action or time must be included. 

 Sec. 6.  1.  This chapter being necessary to secure the public health, 

safety, convenience and welfare, it shall be liberally construed to effect its 

purposes. 

 2.  This chapter, without reference to other statutes of the State, except as 

specifically provided in this chapter, shall constitute full authority for the 

authorization and issuance of bonds hereunder. No other law with regard to 

the authorization or issuance of bonds that provides for an election, requires 

an approval, or in any way impedes or restricts the carrying out of the acts 

authorized by this chapter to be done shall be construed as applying to any 

proceedings taken under this chapter or acts done pursuant thereto, it being 

intended that this chapter shall provide a separate method of accomplishing 

its objectives, and not an exclusive one. This chapter must not be construed 

as repealing, amending or changing any such other law. 

 Sec. 7.  1.  Except as otherwise provided in this chapter, the governing 

body of any county [,] or city [or town] within this State is hereby vested 

with jurisdiction, power and authority to create one or more districts within 

the county [,] or city [or town] which it serves. 

 2.  No member of a governing body shall be disqualified to perform any 

duty imposed by this chapter by reason of ownership of property within any 

proposed district. 

 Sec. 8.  1.  The creation of a district may be initiated by: 

 (a) A resolution adopted by the governing body of any county [,] or city ; 

[or town;] or 

 (b) Except as otherwise provided in subsection 2, a petition submitted by 

any owner of property proposed to be located in the district to the governing 

body of a county [,] or city . [or town.] A governing body that receives a 
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petition pursuant to this paragraph is not required to create a district or take 

any action in relation to the petition.  

 2.  If the proposed boundaries of a district include areas within more than 

one county [,] or city [or town] and the creation of the district is initiated by 

petition pursuant to paragraph (b) of subsection 1, the petition must be 

submitted to the governing body of the county [,] or city [or town] in which 

is located the largest proportion of the geographic area of the proposed 

district. 

 3.  A resolution adopted pursuant to paragraph (a) of subsection 1 or a 

petition submitted pursuant to paragraph (b) of subsection 1 must set forth 

the proposed name, powers, purpose and boundaries of the district. 

 4.  A district may be entirely within or entirely without, or partly within 

or partly without, one or more counties [,] and cities [and towns] and the 

district may consist of noncontiguous tracts or parcels of property. 

 Sec. 8.2.  1.  The Legislature hereby determines and declares that the 

procedures contained in sections 8.3 to 8.7, inclusive, of this act are 

necessary for the coordinated and orderly creation of districts and for the 

logical extension of services for parks, trails and open space throughout the 

State. 

 2.  It is the purpose of sections 8.3 to 8.7, inclusive, of this act to prevent 

unnecessary proliferation and fragmentation of services for parks, trails and 

open space, to encourage the extension of existing districts rather than the 

creation of new districts and to avoid excessive diffusion of local tax sources. 

 Sec. 8.3.  1.  If a resolution is adopted pursuant to paragraph (a) of 

subsection 1 of section 8 of this act or if the governing body of a county or 

city considers the creation of a district after receiving a petition pursuant to 

paragraph (b) of subsection 1 of section 8 of this act, the governing body 

must create a service plan for the proposed district before the governing 

body may determine whether to create the district.  

 2.  The service plan must: 

 (a) Consist of a financial survey and, if applicable, a preliminary 

engineering or architectural survey showing how the proposed services are 

to be provided and financed. 

 (b) Include a map of the boundaries of the proposed district and an 

estimate of the population and assessed valuation of the proposed district. 

 (c) Describe the facilities, improvements or projects to be constructed, the 

standards of such construction, the services to be provided by the district, an 

estimate of costs, including, without limitation, the cost of acquiring land, 

engineering services, legal services, proposed indebtedness, including, 

without limitation, proposed maximum interest rates and any discounts, any 

other proposed bonds and any other securities to be issued and their type or 

character, annual operation and maintenance expenses and other major 

expenses related to the formation and operation of the district. 

 (d) Outline the details of any arrangement or proposed agreement with 

any county or city for the performance of any services between the proposed 



MAY 24, 2017 — DAY 108 5127 

district and such county or city. The form of any such contract to be used, if 

available, must be attached to the service plan. 

 3.  If the boundaries of a proposed district include territory within more 

than one county or city, the service plan must be filed with the governing 

body of each such county or city. 

 Sec. 8.4.  1.  At any regular meeting of the governing body that is 

considering whether to create a district, the governing body must set a date 

for a public hearing where the governing body will consider the service plan 

for the proposed district. The date for the public hearing to consider such a 

service plan must be not later than 30 days after the date of the regular 

meeting. 

 2.  The governing body that is considering whether to create a district 

must provide written notice of the date, time and location of the public 

hearing on the service plan to: 

 (a) The county clerk of each county in which the district is to be located;  

 (b) The governing body of each county or city that has territory within the 

boundaries of the proposed district;  

 (c) The governing body of any special district which has levied an 

ad valorem property tax within the next preceding tax year and has 

boundaries within a county in which the district is located; and 

 (d) If the district was initiated by a petition submitted pursuant to 

paragraph (b) of subsection 1 of section 8 of this act, the persons who 

submitted the petition. 

 3.  The governing body that is considering whether to create a district 

must publish legal notice of the date, time, location and purpose of the public 

hearing on the service plan in a newspaper of general circulation within the 

county once each week for a period of 3 successive weeks by three 

publications, the first of which must be at least 20 days before the hearing 

date. Such publications shall constitute constructive notice to the residents 

and property owners within the proposed district. 

 4.  If there is a county planning commission or a regional county 

planning commission, the service plan must be delivered to each such 

planning commission. Each such county planning commission or regional 

county planning commission must study the service plan and a representative 

thereof must present its recommendations to the governing body at the public 

hearing. 

 5.  At the public hearing of the governing body to consider the service 

plan, all interested parties must be afforded an opportunity to be heard under 

such rules of procedure as may be established by the governing body. Any 

testimony or evidence which in the discretion of the governing body is 

relevant to the formation of the proposed district must be considered.  

 Sec. 8.5.  1.  Subject to the provisions of section 8.6 of this act, with 

reference to the review of any service plan for the proposed district, the 

governing body may: 

 (a) Approve the service plan without condition or modification; 
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 (b) Disapprove the service plan for any of the reasons listed in section 8.6 

of this act; or 

 (c) Conditionally approve the service plan subject to the submission of 

additional information relating to or modifying the plan. 

 2.  Within 20 days after the completion of the public hearing, the 

governing body shall advise all interested parties in writing of its action on 

the service plan. If the service plan is approved as submitted, a resolution of 

approval must be issued. If the service plan is disapproved, the specific 

detailed reasons for such disapproval must be set forth in writing. If the 

service plan is conditionally approved, the changes or modifications to be 

made in, or additional information relating to, the service plan together with 

the reasons for such changes, modifications or additional information shall 

also be set forth in writing. Upon the incorporation of such changes, 

modifications or additional information in the service plan for the proposed 

district, the governing body must issue a resolution of approval. 

 Sec. 8.6.  1.  A governing body shall not approve the service plan for a 

proposed district if: 

 (a) There is insufficient existing and projected need for service in the area 

to be serviced by the proposed district; 

 (b) The existing service in the area to be served by the proposed district is 

adequate for present and projected needs; 

 (c) Adequate service is, or will be, available to the area by other existing 

municipal or quasi-municipal corporations within a reasonable time and on 

a comparable basis; 

 (d) The proposed district is incapable of providing economic and 

sufficient service to the area within its proposed boundaries; 

 (e) The area to be included in the proposed district does not have or will 

not have the financial ability to discharge the proposed indebtedness, other 

securities, or other obligations to be incurred on a reasonable basis; 

 (f) The facility, improvement, project and service standards of the 

proposed district are incompatible with the facility, improvement, project 

and service standards of adjacent municipalities and special districts; 

 (g) The proposed district is being formed for the primary purpose of 

financing the cost of developing private property; or 

 (h) The governing body determines that the service plan for the proposed 

district is not in the public interest. 

 2.  If the governing body requests changes or additional information, 

final approval of the service plan must be contingent upon modification of 

the service plan to include such changes or additional information. 

 3.  The determinations and findings of the governing body must be based 

solely upon the service plan and evidence presented at the hearing held 

pursuant to section 8.4 of this act. 

 Sec. 8.7.  1.  The creation of a district must not be approved before the 

resolution of approval of the service plan. The approved service plan and the 

resolution of approval must be incorporated by reference in the ordinance 
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creating the district after there has been a compliance with all other legal 

procedures for the formation of the proposed district.  

 2.  If the service plan is approved, any interested party is entitled to 

appear and be heard at the hearing of the governing body held to consider 

the creation of the district pursuant to section 10 of this act. 

 3.  Upon final approval by a governing body for the formation of the 

district, the facilities, improvements, projects, services and financial 

arrangements of the district must conform to the approved service plan. 

 4.  After the organization of a district pursuant to the provisions of this 

chapter material modifications of the service plan as originally approved 

may be made by the board of trustees of the district only by petition to and 

approval by the governing body that formed the district in substantially the 

same manner as is provided for the approval of an original service plan. 

Such modifications are required only with regard to changes of a basic or 

essential nature and are not required for changes of a mechanical type 

necessary only for the execution of the original service plan. 

 5.  Any unreasonable departure from the service plan as originally 

approved, or, if the same has been modified, then from the service plan as 

modified, may be enjoined at any time by a district court upon motion of the 

governing body or any interested party. 

 Sec. 9.  After the [creation of] service plan for a proposed district is 

[initiated] approved pursuant to [section 8] sections 8.2 to 8.7, inclusive, of 

this act, and before taking final action to create the district, the governing 

body shall cause the clerk [shall] to mail written notice to all property 

owners within the proposed area of the district informing the property 

owners of the proposed creation of a district. The notice must set forth the 

proposed name, powers, purpose and boundaries of the district and the time 

and place of the hearing that will be held by the governing body to determine 

whether to create the district and where the person may protest its creation. 

 Sec. 10.  1.  Any person who owns property which is located within the 

proposed area of the district may, on or before the date of the hearing, 

submit a written protest to the creation of the district. 

 2.  The governing body shall give full consideration to all protests which 

have been submitted and hear all persons desiring to be heard and, 

thereafter, adopt an ordinance creating the district or determining that the 

district must not be created. 

 3.  Except as otherwise provided in section 11 of this act, at the hearing 

to consider the creation of the district or at a subsequent hearing to which 

the hearing is adjourned, the governing body may create the district by 

ordinance if the governing body makes findings that the creation of the 

district is economically sound and feasible. 

 4.  Any ordinance creating a district may [contain] : 

 (a) Contain changes to the proposed name, powers, purpose or 

boundaries of the district as may be considered by the governing body to be 

equitable and necessary. 
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 (b) Require that the creation of the district is only effective upon approval 

by a majority of voters who live within the boundaries of the district at the 

next general election. 

 Sec. 11.  A governing body shall not create a district pursuant to the 

provisions of this chapter: 

 1.  If a service plan for the district has not been approved pursuant to 

sections 8.2 to 8.7, inclusive, of this act. 

 2.  If, at or before the hearing held pursuant to section 10 of this act, a 

majority of property owners within the proposed area of the district submit 

written protests to the creation of the district pursuant to that section . [; 

 2.] 3.  If the proposed boundaries of [a] the district include areas within 

more than one county [,] or city [or town] and the governing bodies of all 

such counties [,] and cities [and towns] have not entered into an interlocal 

agreement that includes, without limitation, the consent of each governing 

body to the creation of the district . [; or 

 3.] Such an interlocal agreement may include any provision relating to 

the district, including, without limitation, provisions related to the: 

 (a) Formation, operation or funding of the district; or 

 (b) Selection and membership of the board of trustees of the district. 

 4.  If the proposed boundaries of a district overlap with the boundaries of 

one or more general improvement districts created pursuant to chapter 318 

of NRS and the board of trustees of each such general improvement district 

has not by resolution consented to the creation of the district. 

 5.  If the governing body determines that the creation of the district is not 

in the public interest. 

 Sec. 12.  1.  Except as otherwise provided in subsection 2, the adoption 

of an ordinance creating a district establishes the regular organization of the 

district, which is a governmental subdivision of this State, a body corporate 

and politic and a quasi-municipal corporation. 

 2.  Within 30 days immediately following the effective date of such 

ordinance any person who has filed a written protest, as provided in 

section 10 of this act, shall have the right to commence an action in any 

court of competent jurisdiction to set aside such determination. Thereafter all 

actions or suits attacking the regularity, validity and correctness of that 

ordinance and all proceedings, determinations and instruments taken, 

adopted or made before such ordinance's final passage, shall be perpetually 

barred. 

 3.  Within 30 days immediately following the effective date of the 

ordinance creating the district, the governing body shall cause to be filed a 

copy of the ordinance in the office of the clerk and shall cause to be filed an 

additional copy of the ordinance in the Office of the Secretary of State, which 

filings shall be without fee and be otherwise in the same manner as articles 

of incorporation are required to be filed under chapter 78 of NRS. 

 Sec. 13.  1.  [After] Except as otherwise may be provided in an 

interlocal agreement entered into pursuant to section 11 of this act, after 
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adopting an ordinance creating a [district and before appointing the 

first board of trustees for the] district, the governing body [is, ex officio, the 

board of trustees for the district. 

 2.  While acting as the board of trustees, the governing body shall] must 

establish: 

 (a) Accounting practices and procedures for the district; 

 (b) Auditing practices and procedures to be used by the district; 

 (c) A budget for the district; and 

 (d) Management standards for the district. 

 [3.] 2.  After the [governing body has performed the] duties required by 

subsection [2, it must appoint five persons to serve as] 1 have been 

performed, the first board of trustees of the district [.] , consisting of 

5 members, must be appointed. Except as otherwise provided in this 

subsection, each governing body of a county or city with territory included 

within the district that has entered into an interlocal agreement pursuant to 

section 11 of this act must each appoint one member to the first board of 

trustees. If: 

 (a) More than five counties or cities have territory within the district, the 

interlocal agreement entered into pursuant to section 11 of this act must 

determine which governing bodies may appoint the five members of the first 

board of trustees of the district. 

 (b) Less than five counties or cities have territory within the district, the 

governing body of each county or city must appoint one member and the 

remaining members of the first board of trustees must be appointed as 

determined pursuant to the terms of the interlocal agreement entered into 

pursuant to section 11 of this act.  

 3.  The [persons appointed to] members of the first board of trustees 

[pursuant to this section] must be qualified electors of the district. The 

[appointed] trustees must determine by lot which three [appointed] trustees 

serve 4 year terms and which two [appointed] trustees serve 2 year terms.  

 4.  The governing body may remove any [appointed trustee] member of 

the first board of trustees for cause shown [. 

 5.  The] unless an interlocal agreement entered into pursuant to 

section 11 of this act otherwise prohibits such removal. 

 5.  All members of the board of trustees must file with the clerk their 

oaths of office and corporate surety bonds, at the expense of the district, the 

bonds to be in an amount not more than $10,000 each, the form and exact 

amount thereof to be approved and determined, respectively, by the 

governing body, conditioned for the faithful performance of their duties as 

trustees. The governing body may from time to time, upon good cause shown, 

increase or decrease the amount of the bond. 

 Sec. 14.  1.  The board shall choose one of its members as chair of the 

board and president of the district, and shall elect a secretary and a 

treasurer of the board and of the district, who may or may not be members of 

the board. The secretary and the treasurer may be one person. 
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 2.  The board shall adopt a seal. 

 3.  The secretary shall keep a record of all of the board's proceedings, 

minutes of all meetings, any certificates, contracts, bonds given by employees 

and all corporate acts. Except as otherwise provided in NRS 241.035, the 

records must be open to inspection of all owners of real property in the 

district as well as to all other interested persons. A copy of the minutes or 

audio recordings, if any, must be made available to a member of the public 

upon request at no charge pursuant to NRS 241.035. 

 4.  The treasurer shall keep strict and accurate accounts of all money 

received by and disbursed for and on behalf of the district in permanent 

records. The treasurer shall file with the clerk, at the expense of the district, 

a corporate surety bond in an amount not more than $50,000, the form and 

exact amount thereof to be approved and determined, respectively, by the 

governing body, conditioned for the faithful performance of the duties of his 

or her office. Any other officer or trustee who actually receives or disburses 

money of the district shall furnish a bond as provided in this subsection. The 

governing body may, upon good cause shown, increase or decrease the 

amount of that bond. 

 5.  Except as otherwise provided in this subsection, each member of a 

board of trustees of a district organized pursuant to this chapter may receive 

as compensation for his or her service not more than $6,000 per year. The 

compensation of the members of a board is payable monthly, if the budget is 

adequate and a majority of the members of the board vote in favor of such 

compensation, but no member of the board may receive any other 

compensation for his or her service to the district as an employee or 

otherwise. Each member of the board must receive the same amount of 

compensation. If a majority of the members of the board vote in favor of an 

increase in the compensation of the trustees, the increase may not become 

effective until January 1 of the calendar year immediately following the next 

biennial election of the district as set forth in section 16 of this act. 

 Sec. 15.  1.  The board shall, by resolution, designate the place where 

the office or principal place of the district is to be located, which must be 

within the corporate limits of the district and which may be changed by 

resolution of the board. Copies of all those resolutions must be filed with the 

clerk within 5 days after their adoption. The official records and files of the 

district must be kept at that office and must be open to public inspection as 

provided in NRS 239.010. 

 2.  The board of trustees shall meet regularly at least once each year, and 

at such other times at the office or principal place of the district as provided 

in the bylaws. 

 3.  Special meetings may be held on notice to each member of the board 

as often as, and at such places within the district as, the needs of the district 

require. 

 4.  Three members of the board constitute a quorum at any meeting. 
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 5.  [A] Unless an interlocal agreement entered into pursuant to 

section 11 of this act provides otherwise, a vacancy on the board must be 

filled by a qualified elector of the district chosen by the remaining members 

of the board. 

 Sec. 16.  1.  Except as otherwise provided in this section, the general 

election for trustees of the district must be conducted by the county clerk and 

held simultaneously with the general election of the county in which the 

district is located.  

 2.  If a district is located: 

 (a) In more than one county, the general election for trustees of the 

district must be conducted by the county clerk of the county in which is 

located the largest proportion of the geographic area of the district 

simultaneously with the general election of that county. 

 (b) Wholly within the boundaries of a city, the general election for trustees 

of the district must be conducted by the city clerk and held simultaneously 

with the general city election of the city.  

 3.  The first biennial election of the district must be held simultaneously 

with the first general election described in subsection 1 that is held after the 

creation of the district.  

 4.  At the first biennial election, there must be elected by the qualified 

electors of the district three qualified electors to serve as trustees of the 

board. At the second biennial election, there must be elected by the qualified 

electors of the district two qualified electors.  

 5.  The term of office of an elected trustees is 4 years and begins on the 

first Monday in January next following the biennial election.  

 6.  The office of trustee is a nonpartisan office.  

 7.  The general election laws of this State govern the candidacy, 

nominations and election of a trustee of the board.  

 8.  The provisions of this section that require the election of the board of 

trustees do not apply if an interlocal agreement entered into pursuant to 

section 11 of this act provides another method for the selection of the board 

of trustees. 

 Sec. 17.  1.  Except as otherwise provided in subsection 2: 

 (a) If there are two regular terms which end on the first Monday in 

January next following the biennial election, the two qualified electors 

receiving the highest and next highest number of votes must be elected. If 

there are three regular terms so ending, the three qualified electors receiving 

the highest, next highest and third highest number of votes must be elected. 

 [2.] (b) If there is a vacancy in an unexpired regular term to be filled at 

the biennial election, the candidate who receives the highest number of votes, 

after there are chosen the successful candidates to fill the vacancies in 

expired regular terms as provided in [subsection 1,] paragraph (a), must be 

elected. 
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 2.  The provisions of subsection 1 do not apply if an interlocal agreement 

entered into pursuant to section 11 of this act provides another method for 

the selection of the board of trustees. 

 Sec. 18.  Members of the board of trustees are subject to recall from 

office pursuant to the provisions of the Constitution and statutes of this State. 

 Sec. 19.  1.  No trustee may be interested, directly or indirectly, in any 

property purchased for the use of the district, or in any purchase or sale of 

property belonging to the district. 

 2.  Any contract made in violation of the provisions of subsection 1 may 

be declared void. 

 3.  A trustee who violates the provisions of subsection 1 is guilty of a 

gross misdemeanor and shall be further punished as provided in 

NRS 197.230. 

 Sec. 20.  1.  Except as otherwise provided in subsection 2, no trustee 

may: 

 (a) Become a contractor under any contract or order for supplies or any 

other kind of contract authorized by the board, or to be in any manner 

interested, directly or indirectly, as principal, in any kind of contract so 

authorized. 

 (b) Be interested in any contract made by the board or to be a purchaser 

or to be interested in any purchase or sale made by the board. 

 2.  The board may purchase supplies or contract for services for the 

district from one of its members, when not to do so would be a great 

inconvenience, but the member from whom the supplies are to be bought or 

with whom the contract for services is to be made shall not vote upon the 

allowance of the purchase or contract. If the purchase is made or contract let 

by competitive bidding, the bid of a member of the board may be accepted 

only if the member is the lowest responsible bidder. 

 3.  Any contract made in violation of the provisions of subsection 1 may 

be declared void. 

 4.  A trustee who violates the provisions of subsection 1, directly or 

indirectly, is guilty of a gross misdemeanor and shall be further punished as 

provided in NRS 197.230. 

 Sec. 21.  1.  A board may request, in writing, assistance from any 

elected or appointed officer of any county [,] or city [or town] in which all or 

a part of the district is located. 

 2.  The officer shall furnish the requested assistance, after an agreement 

has been reached concerning the amount of money which the board must pay 

for the assistance. The cost shall not be more than the actual additional 

expense necessitated by the request. 

 Sec. 22.  A board has each of the basic powers enumerated in this 

chapter and designated in the organizational proceedings of the district and 

other provisions supplemental thereto in this chapter, or otherwise 

authorized by law.  
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 Sec. 23.  1.  In any region of this State for which there has been 

established by interstate compact a regional planning agency, the powers of 

any district created pursuant to this chapter with respect to the location and 

construction of all facilities, improvements or projects are subordinate to the 

powers of such regional planning agency. 

 2.  If the boundaries of a district overlap with the boundaries of a 

conservation district formed pursuant to chapter 548 of NRS, the board of 

the district must coordinate and consult with the board of supervisors of the 

conservation district on matters that may impact the conservation district. 

 Sec. 24.  1.  Subject to the limitations of this chapter, the board shall 

have perpetual existence. 

 2.  The board shall have the power to have and use a corporate seal. 

 3.  The board shall have the power to sue and be sued, and be a party to 

suits, actions and proceedings. 

 Sec. 25.  1.  Subject to the provisions of subsection 2, a board may: 

 (a) Acquire, construct, reconstruct, improve, operate, maintain, manage, 

restore, extend and better lands, works, systems and facilities, improvements 

and projects for parks, trails and open space. 

 (b) Design, compile or administer environmental or cultural reports 

related to parks, trails and open space. 

 (c) Take measures to reduce wildfire, restore native vegetation and 

conserve and manage natural resources. 

 (d) Establish or fund the establishment of educational programs related to 

recreation at facilities, improvements and projects for parks, trails and open 

space, including, without limitation, granting funding for personnel who 

provide such educational programs. 

 (e) Enter into an agreement with a federal or state agency or a nonprofit 

corporation to take one or more of the actions described in paragraph (a), 

(b), (c) or (d). 

 (f) Establish a fund consisting of contributions from private sources, the 

State or the county [,] and cities [and towns] in which the district is located 

for the purpose of matching federal money from any federal source. 

 (g) Accept gifts, grants and donations for deposit in any fund established 

pursuant to paragraph (f). 

 2.  Such parks, trails and open space facilities, improvements and 

projects may include, without limitation, playgrounds, bowling greens, ball 

parks, public parks, promenades, beaches, marinas, levees, piers, docks, 

wharves, boat basins, boathouses, harborages, anchorages, gymnasiums, 

appurtenant shower, locker and other bathhouse facilities, concert halls, 

theaters, auditoriums, aviaries, aquariums, zoological gardens, biological 

gardens, vivariums, watersheds, trails, open spaces, lakes, ponds and rivers. 

 Sec. 26.  1.  A board may operate, maintain and repair the facilities, 

improvements and projects acquired by the district. 
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 2.  The board shall have the power to acquire, dispose of and encumber 

real and personal property, and any interest therein, including leases, 

easements and revenues derived from the operation thereof.  

[ 3.  The board may enter on any lands, waters and premises for the 

purposes of making surveys, soundings, examinations, tests and inspections.] 

 Sec. 27.  A board may: 

 1.  Manage, control and supervise all the business and affairs of the 

district. 

 2.  Acquire, improve, equip, operate and maintain any district project. 

 3.  Hire and retain agents, employees, servants, engineers and attorneys, 

and any other persons necessary or desirable to effect the purposes of this 

chapter. 

 4.  Adopt and amend bylaws: 

 (a) For carrying on the business, objects and affairs of the board and of 

the district. 

 (b) Regulating the use or right of use of any facility, improvement or 

project. 

 5.  Exercise all rights and powers necessary or incidental to or implied 

from the specific powers granted in this chapter. 

 Sec. 28.  [The board may exercise the power of eminent domain in the 

manner provided by law for the condemnation by a city of private property 

for public use to take any property necessary to the exercise of the powers 

granted within the district.] (Deleted by amendment.) 

 Sec. 29.  1.  [A] With the approval of the appropriate state or local 

agency, a board may construct and maintain works and establish and 

maintain facilities, improvements or projects across or along any public 

street or highway, and in, upon or over any vacant public lands, which 

public lands are, or may become, the property of this State, and to construct 

works and establish and maintain facilities, improvements or projects across 

any stream of water or watercourse. 

 2.  The board shall promptly restore any such street or highway to its 

former state of usefulness as nearly as may be, and shall not use the same in 

such manner as to impair completely or unnecessarily the usefulness thereof. 

 Sec. 29.5.  Any local government located within the boundaries of a 

district may contribute any part of its revenues for the support of the 

facilities, improvements or projects of the district. 

 Sec. 30.  1.  A board may , after a public hearing, establish, and from 

time to time increase or decrease, fees or special assessments for facilities, 

improvements or projects and pledge the revenue for the payment of any 

indebtedness or special obligations of the district. A board may not impose 

any fee or special assessment upon property owned by a governmental entity. 

 2.  All fees or special assessments constitute a perpetual lien on and 

against the property located within the district. A perpetual lien is prior and 

superior to all liens, claims and titles other than liens of general taxes and 

other special assessments and is not subject to extinguishment by the sale of 
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any property on account of nonpayment of any liens, claims and titles 

including the liens of general taxes and other special assessments. A 

perpetual lien must be foreclosed in the same manner as provided by the 

laws of this State for the foreclosure of mechanics' liens. Before any lien is 

foreclosed, the board shall hold a hearing thereon after providing notice 

thereof by publication and by registered or certified first-class mail, postage 

prepaid, addressed to the last known owner at his or her last known address 

according to the records of the district and the real property assessment roll 

in the county in which the property is located. 

 3.  The board may provide for a basic penalty for nonpayment of the 

charges within the time and in the manner prescribed by it. The basic penalty 

must not be more than 10 percent of each month's charges for the first month 

delinquent. In addition to the basic penalty, the board may provide for a 

penalty of not more than 1.5 percent per month for nonpayment of the 

charges and basic penalty. The board may prescribe and enforce regulations 

that set forth the date on which a charge becomes delinquent. The board may 

provide for collection of the penalties provided for in this section. 

 4.  A lien against the property served is not effective until a notice of the 

lien, separately prepared for each lot affected, is: 

 (a) Mailed to the last known owner at his or her last known address 

according to the records of the district and the real property assessment roll 

of the county in which the property is located; 

 (b) Delivered by the board to the office of the county recorder of the 

county within which the property subject to such lien is located; 

 (c) Recorded by the county recorder in a book kept by the county recorder 

for the purpose of recording instruments encumbering land; and 

 (d) Indexed in the real estate index as deeds and other conveyances are 

required by law to be indexed. 

 Sec. 30.5.  1.  If an employee of a district or other person has a 

reasonable belief that a dwelling unit exists that is not currently being 

charged for services provided by a district in a county whose population is 

less than 700,000, the employee or other person may submit an affidavit to 

the board of trustees of the district, setting forth the facts upon which the 

employee or other person bases his or her belief, including, without 

limitation, personal knowledge and visible indications of use of the property 

as a dwelling unit.  

 2.  If a board of trustees receives an affidavit described in subsection 1, 

the board may set a date for a hearing to determine whether the unit 

referenced in the affidavit is being used as a dwelling unit. At least 30 days 

before the date of such a hearing, the board shall send a notice by certified 

mail, return receipt requested, to the owner of the property where the unit 

referenced in the affidavit is located at the address listed in the real property 

assessment roll in the county in which the property is located. The notice 

must specify the purpose, date, time and location of the hearing. 
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 3.  Except as otherwise provided in this subsection, if, after the hearing, 

the board determines that the unit referenced in the affidavit submitted 

pursuant to subsection 1 is being used as a dwelling unit, the board may 

adopt a resolution by the affirmative votes of not less than two-thirds of the 

total membership of the board to charge the owner pursuant to section 30 of 

this act for the services provided by the district to the dwelling unit. The 

board shall not adopt such a resolution if the owner provides evidence 

satisfactory to the board that the unit referenced in the affidavit is not being 

used as a dwelling unit. 

 4.  As used in this section: 

 (a) "Dwelling unit" means a structure that is designed for residential 

occupancy by one or more persons for living and sleeping purposes, 

consisting of one or more rooms, including a bathroom and kitchen. The 

term does not include a hotel or a motel. 

 (b) "Kitchen" means a room, all or part of which is designed or used for 

storage, refrigeration, cooking and preparation of food. 

 (c) "Owner" means a person to whom the parcel of real property upon 

which the unit referenced in an affidavit submitted pursuant to subsection 1 

is located is assessed in the most recent assessment roll available. 

 Sec. 31.  1.  Any board which has adopted fees or special assessments 

pursuant to this chapter may, by resolution or by separate resolutions, elect 

to have such charges for the forthcoming fiscal year collected on the tax roll 

in the same manner, by the same persons, and at the same time as, together 

with and not separately from, the county's general taxes. In such event, it 

shall cause a written report to be prepared and filed with the secretary, 

which shall contain a description of each parcel of real property in the 

district and the amount of the charge for each parcel for such year, 

computed in conformity with the charges prescribed by the resolution.  

 2.  The powers authorized by this section are alternative to all other 

powers of the district, and alternative to other procedures adopted by the 

board for the collection of such charges. 

 3.  The real property may be described by reference to maps prepared by 

and on file in the office of the county assessor or by descriptions used by the 

county assessor, or by reference to plats or maps on file in the office of the 

secretary. 

 [3.] 4.  The board may make the election specified in subsection 1 with 

respect only to delinquent charges and may do so by preparing and filing the 

written report, giving notice and holding the hearing therein required only as 

to such delinquencies. 

 5.  The secretary shall cause notice of the filing of the report and of a 

time and place of hearing thereon to be published once a week for 2 weeks 

prior to the date set for hearing, in a newspaper of general circulation 

printed and published within the district if there is one and if not then in such 

paper printed and published in a county within which the district is located. 
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 [4.] 6.  Before the board may have such charges collected on the tax roll, 

the secretary shall cause a notice in writing of the filing of the report 

proposing to have such charges for the forthcoming fiscal year collected on 

the tax roll and of the time and place of hearing thereon, to be mailed to each 

person to whom any parcel or parcels of real property described in the 

report is assessed in the last equalized assessment roll available on the date 

the report is prepared, at the address shown on the assessment roll or as 

known to the secretary. If the board adopts the report, then the requirements 

for notice in writing to the persons to whom parcels of real property are 

assessed does not apply to hearings on reports prepared in subsequent fiscal 

years but notice by publication as provided in this section is adequate. 

 [5.] 7.  At the time stated in the notice, the board shall hear and consider 

all objections or protests, if any, to the report referred to in the notice and 

may continue the hearing from time to time. If the board finds that protest is 

made by the owners of a majority of separate parcels of property described 

in the report, then the report must not be adopted and the charges must be 

collected separately from the tax roll and must not constitute a lien against 

any parcel or parcels of land. 

 [6.] 8.  Upon the conclusion of the hearing, the board may adopt, revise, 

change, reduce or modify any charge or overrule any or all objections and 

shall make its determination upon each charge as described in the report, 

which determination is final. 

 [7.] 9.  After the hearing, when the board has made a final decision on a 

fee or special assessment to be collected on the county tax roll, not later than 

June 1, the secretary shall prepare and file a final report, which shall 

contain a description of each parcel in the district and the amount of the 

charge, with the county assessor for inclusion on the assessment roll. If a 

report is filed after the closing of the assessment roll but before the extension 

of the tax roll, the auditor shall insert the charges in such extension. 

 [8.] 10.  The amount of the charges shall constitute a lien against the lot 

or parcel of land against which the charge has been imposed as of the time 

when the lien of taxes on the roll attach. 

 [9.] 11.  The county treasurer shall include the amount of the charges on 

bills for taxes levied against the respective lots and parcels of land. 

Thereafter the amount of the charges shall be collected at the same time and 

in the same manner and by the same persons as, together with and not 

separately from, the general taxes for the county. The charges shall become 

delinquent at the same time as such taxes and are subject to the same 

delinquency penalties. 

 [10.] 12.  All laws applicable to the levy, collection and enforcement of 

general taxes of the county, including, without limitation, those pertaining to 

the matters of delinquency, correction, cancellation, refund, redemption and 

sale, are applicable to such charges. 

 [11.] 13.  The county treasurer may issue separate bills for such charges 

and separate receipts for collection on account of such charges. 
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 14.  At the request of a county treasurer or county assessor, the board 

must pay the county treasurer or county assessor for the cost of services 

provided to the district by the county treasurer or county assessor, as 

applicable. The cost shall not be more than the actual additional expense to 

the county treasurer or county assessor, as applicable, for performing such 

services.  

 Sec. 32.  1.  When a district is contained wholly within a city , [or 

town,] the board may convey to such city , [or town,] at the discretion of the 

district and with the consent of the governing body of the city , [or town,] all 

of the property of the district upon the condition that such city : [or town:] 

 (a) Will operate and maintain such property; and 

 (b) Assumes all of the indebtedness of such district upon such conditions 

as the governing body of the city [or town] and the board of the district may 

agree. 

 2.  Upon such conveyance and assumption of indebtedness, the district 

shall be dissolved and a certificate to such effect shall be signed by the 

clerical officer of the city [or town] and filed with the Secretary of State and 

clerk of the county or city in which the ordinance creating the district was 

filed. 

 Sec. 33.  1.  Any county, city, [town,] special district or owner may sell, 

lease, grant, convey, transfer or pay over to any district, with or without 

consideration, any facility, improvement or project, or any part thereof, or 

any interest in real or personal property or any money available for the 

construction, improvement, maintenance or operation of any facility, 

improvement or project. 

 2.  Any county, city [, town] or special district may transfer, assign and 

set over to any district any contracts which may have been awarded by the 

county, city [, town] or special district for the construction of facilities, 

improvements or projects not begun or completed. 

 Sec. 34.  [In]  

 1.  Except as otherwise provided in this section, in addition to the other 

means for providing revenue for the district, a board may levy and collect 

ad valorem taxes on and against all taxable property within the district.  

 2.  A board shall not levy or collect ad valorem taxes on and against any 

taxable property within the district unless the board has entered into an 

interlocal agreement with each county in which the district is located. Any 

such interlocal agreement must include, without limitation, the consent of 

each board of county commissioners of a county where the district is located 

for the board of trustees to levy and collect ad valorem taxes on and against 

all taxable property within the district. 

 3.  The provisions of this section do not authorize a board of trustees to 

levy and collect ad valorem taxes on property owned by a governmental 

entity. 

 Sec. 35.  1.  To levy and collect ad valorem taxes [,] pursuant to 

section 34 of this act, a board shall determine, in each year, the amount of 
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money necessary to be raised by taxation, taking into consideration other 

sources of revenue of the district, and shall fix a rate of levy which, when 

levied upon every dollar of assessed valuation of taxable property within the 

district, and together with other revenues, will raise the amount required by 

the district annually to supply money for paying: 

 (a) The expenses of organization and the costs of operating and 

maintaining the facilities, improvements and projects of the district; and 

 (b) The costs of facilities, improvements and projects of the district and, 

when due, all interest on and principal of general obligation bonds and other 

general obligations of the district. 

 In the event of accruing defaults or deficiencies, an additional levy may be 

made as provided in section 36 of this act. The board shall identify 

separately the rate of tax which is levied pursuant to paragraph (a) and the 

rate which is levied pursuant to paragraph (b) and shall make such 

information available to the public upon request. The board shall not 

continue to levy a rate of tax pursuant to paragraph (b) after the cost to the 

district of acquiring the particular facility, improvement or project for which 

the rate was levied has been recovered in full. 

 2.  The board shall certify to the board of county commissioners, at the 

same time as fixed by law for certifying thereto tax levies of incorporated 

cities, the rate so fixed with directions that at the time and in the manner 

required by law for levying taxes for county purposes such board of county 

commissioners shall levy such tax upon the assessed valuation of all taxable 

property within the district, in addition to such other taxes as may be levied 

by such board of county commissioners at the rate so fixed and determined. 

 Sec. 36.  1.  A board, in certifying annual levies, must take into account 

the maturing general obligation indebtedness for the ensuing year as 

provided in its contracts, maturing general obligation bonds and interest on 

such bonds, and deficiencies and defaults of prior years, and make ample 

provision for the payment thereof. 

 2.  If the money produced from such levies, together with other revenues 

of the district, is not sufficient punctually to pay the annual installments on 

such obligations, and interest thereon, and to pay defaults and deficiencies, 

the board shall make such additional levies of taxes as may be necessary for 

such purposes, and such taxes must be made and continue to be levied until 

the general obligation indebtedness of the district is fully paid but must not 

continue after that date. 

 Sec. 37.  1.  The body having authority to levy taxes within each county 

shall levy the taxes provided in this chapter. 

 2.  All officials charged with the duty of collecting taxes shall collect such 

taxes at the time and in the same form and manner, and with like interest and 

penalties, as other taxes are collected and when collected shall pay the same 

to the district ordering its levy and collection. The payment of such 

collections shall be made monthly to the treasurer of the district and paid 

into the depository thereof to the credit of the district. 
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 3.  All taxes levied under this chapter, together with interest thereon and 

penalties for default in payment thereof, and all costs of collecting the same, 

shall constitute, until paid, a perpetual lien on and against the property 

taxed; and such lien shall be on a parity with the tax lien of other general 

taxes. 

 Sec. 38.  If the taxes levied are not paid as provided in this chapter, the 

property subject to the tax lien shall be sold and the proceeds thereof shall 

be paid over to the district according to the provisions of the laws applicable 

to tax sales and redemptions. 

 Sec. 39.  [Whenever] Subject to the provisions of subsection 2 of 

section 34 of this act, whenever any indebtedness or other obligations have 

been incurred by a district, it shall be lawful for the board to levy taxes and 

collect revenue for the purpose of creating funds in such amount as the board 

may determine, which may be used to meet the obligations of the district, for 

maintenance and operating charges and depreciation, and provide extension 

of and betterments to the improvements of the district. 

 Sec. 40.  1.  The boundary of any district organized under the 

provisions of this chapter may be changed in the manner prescribed in 

sections 41 and 42 of this act, but the change of boundaries of the district 

must not impair nor affect its organization, nor shall it affect, impair or 

discharge any contract, obligation, lien or charge on which it or the property 

therein might be liable or chargeable had such change of boundaries not 

been made. 

 2.  Property included within or annexed to a district shall be subject to 

the payment of taxes, assessments and charges, as provided in section 42 of 

this act. Real property excluded from a district shall thereafter be subject to 

the levy of taxes for the payment of its proportionate share of any 

indebtedness of the district outstanding at the time of such exclusion, and 

shall be subject to any outstanding special assessment lien thereon. Personal 

property may be excluded from a district on such terms and conditions as 

may be prescribed by the board of the district involved. 

 Sec. 41.  1.  A fee owner of real property located in the district, or the 

fee owners of any real properties which are contiguous to each other and 

which constitute a portion of the district may file with the board a petition 

requesting that such lands be excluded from the district. 

 2.  Petitions must: 

 (a) Describe the property which the petitioners desire to have excluded. 

 (b) State that the property is not capable of being served with facilities, 

improvements or projects of the district, or would not be benefited by 

remaining in the district. 

 (c) Be acknowledged in the same manner and form as required in case of 

a conveyance of land. 

 (d) Be accompanied by a deposit of money sufficient to pay all costs of the 

exclusion proceedings. 
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 3.  The secretary of the board shall cause a notice of filing of such 

petition to be published, which notice must: 

 (a) State the filing of such petition. 

 (b) State the names of the petitioners. 

 (c) Describe the property mentioned in the petition. 

 (d) State the request of the petitioners. 

 (e) Notify all persons interested to appear at the office of the board at the 

time named in the notice, showing cause in writing, if any they have, why the 

petition should not be granted. 

 4.  The board at the time and place mentioned in the notice, or at the 

times to which the hearing of the petition may be adjourned, shall proceed to 

hear the petition and all objections thereto, presented in writing by any 

person showing cause why the request of the petition should not be granted. 

 5.  The filing of such petition shall be deemed and taken as an assent by 

each and all such petitioners to the exclusion from the district of the property 

mentioned in the petition, or any part thereof. 

 6.  The board, if it deems it not for the best interest of the district that the 

property mentioned in the petition, or portion thereof, be excluded from the 

district, must order that the petition be denied in whole or in part, as the case 

may be. 

 7.  If the board deems it for the best interest of the district that the 

property mentioned in the petition, or some portion thereof be excluded from 

the district, the board must order that the petition be granted in whole or in 

part, as the case may be. 

 8.  There shall be no withdrawal from a petition after consideration by 

the board nor shall further objection be filed except in case of fraud or 

misrepresentation. 

 9.  Upon allowance of such petition, the board shall file for record a 

certified copy of its resolution making such change, as provided in section 12 

of this act. 

 Sec. 42.  The boundaries of a district may be enlarged by the inclusion of 

additional real property therein in the following manner: 

 1.  The fee owner or owners of any real property capable of being served 

with facilities, improvements or projects of the district may file with the 

board a petition in writing requesting that such property be included in the 

district. 

 2.  The petition must: 

 (a) Set forth an accurate legal description of the property owned by the 

petitioners. 

 (b) State that assent to the inclusion of such property in the district is 

given by the signers thereto, constituting all the fee owners of such property. 

 (c) Be acknowledged in the same manner required for a conveyance of 

land. 



5144 JOURNAL OF THE SENATE 

 3.  There shall be no withdrawal from a petition after consideration by 

the board nor shall further objections be filed except in case of fraud or 

misrepresentation. 

 4.  The board shall hear the petition at an open meeting after publishing 

the notice of the filing of such petition, and of the place, time and date of 

such meeting, and the names and addresses of the petitioners. The board 

shall grant or deny the petition and the action of the board is final and 

conclusive. If the petition is granted as to all or any of the real property 

therein described, the board must make an order to that effect, and file it for 

record as provided in section 12 of this act. 

 5.  If the costs of extending the facilities, improvements or projects of the 

district are paid by the property owners of the area to be included within the 

district, these property owners are entitled to receive any money charged and 

collected by the district when additional property owners utilize the facilities, 

improvements or projects which were extended. 

 6.  The board of trustees of the district shall pay to the property owners 

pro rata shares of the money charged and collected. 

 7.  After the date of its inclusion in such district, such property is subject 

to all of the taxes and charges imposed by the district, and is liable for its 

proportionate share of existing general obligation bonded indebtedness of 

the district but it is not liable for any taxes or charges levied or assessed 

prior to its inclusion in the district, nor shall its entry into the district be 

made subject to or contingent upon the payment or assumption of any 

penalty, toll or charge, other than any reasonable annexation charge which 

the board may fix and uniformly assess and the tolls and charges which are 

uniformly made, assessed or levied for the entire district. Such charges shall 

be computed in such a manner as not to place a new charge against the 

district members nor penalize the area annexed. 

 Sec. 43.  1.  Upon the conditions and under the circumstances set forth 

in this chapter, a district may borrow money and issue the following 

securities to evidence such borrowing: 

 (a) Short-term notes, warrants and interim debentures. 

 (b) General obligation bonds. 

 (c) Revenue bonds. 

 (d) Special assessment bonds. 

 2.  The board of trustees of a district whose population within its 

boundaries is less than 5,000, shall not borrow money or issue securities to 

evidence such borrowing unless the board has obtained the approval of the 

debt management commission of the county in which the district is located. 

 3.  The board of trustees of a district whose population within its 

boundaries is less than 5,000, shall not forward a resolution authorizing 

medium-term obligations to the Executive Director of the Department of 

Taxation unless such financing is approved by the debt management 

commission pursuant to subsection 2. 
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 Sec. 44.  A district may borrow money and incur or assume indebtedness 

therefor, as provided in this chapter, so long as the total of all such 

indebtedness, excluding revenue bonds, special assessment bonds and other 

securities constituting special obligations which are not debts, does not 

exceed an amount equal to 50 percent of the total of the last assessed 

valuation of taxable property, excluding motor vehicles, situated within such 

district. 

 Sec. 45.  1.  A district, upon the affirmative vote of four trustees, is 

authorized to borrow money without an election in anticipation of the 

collection of taxes or other revenues, excluding special assessments, and to 

issue short-term notes, warrants and interim debentures to evidence the 

amount so borrowed. 

 2.  Such short-term notes, warrants and interim debentures: 

 (a) Shall be payable from the fund for which the money was borrowed. 

 (b) Shall mature before the close of the fiscal year in which the money is 

so borrowed, except for interim debentures. 

 (c) Shall not be extended or funded except in compliance with the Local 

Government Securities Law. 

 Sec. 46.  A district with revenues from the operation of facilities, 

improvements or projects of the district may issue bonds without the 

necessity of holding an election and as an alternative or in addition to other 

forms of borrowing authorized in this chapter, for the purpose of acquiring 

or improving the facilities, improvements or projects and such bonds must be 

made payable solely out of the net revenues derived from the operation of 

such facilities, improvements or projects. A single bond issue may be had for 

more than one of such facilities, improvements or projects and the revenues 

for any and all of the income-producing facilities, improvements and projects 

may be pledged to pay for any other such facilities, improvements or 

projects. To that end, a single fund may be established and maintained. 

 Sec. 47.  1.  Subject to the limitations and other provisions in this 

chapter, a board may issue on its behalf and in its name at any time or from 

time to time, as the board may determine, the following types of securities in 

accordance with the provisions of the Local Government Securities Law, 

except as otherwise provided in subsection 2: 

 (a) General obligation bonds and other general obligation securities 

payable from ad valorem taxes; 

 (b) General obligation bonds and other general obligation securities 

payable from ad valorem taxes, the payment of which securities is 

additionally secured by a pledge of and lien on net revenues; 

 (c) Revenue bonds and other securities constituting special obligations 

and payable from net revenues, but excluding the proceeds of any ad valorem 

taxes or any special assessments, which payment is secured by a pledge of 

and lien on such net revenues; or 

 (d) Any combination of such securities. 
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 2.  General obligation or revenue bonds may be sold at a discount only if 

the amount of discount permitted by the board has been capitalized as a cost 

of the project. 

 Sec. 48.  1.  Except as otherwise provided in subsection 2, such part of 

the expenses of making any public improvement, as the board determines by 

an affirmative vote of at least two-thirds of its members, may be defrayed by 

special assessments upon lands and premises located within the district and 

abutting upon that part of the street or alley so improved or proposed so to 

be, or the lands located within the district and abutting upon the 

improvement and the other lands as in the opinion of the board may be 

specially benefited by the improvement. 

 2.  All property owned and used by a school district is exempt from any 

assessment made pursuant to the provisions of this chapter. 

 Sec. 49.  1.  Except as otherwise provided in section 32 of this act, the 

dissolution, merger or consolidation of a district may be initiated by 

resolution of a majority of the members of the governing body that created 

the district upon a finding that the dissolution, merger or consolidation is in 

the best interests of the district. Upon adoption of the resolution, the 

governing body must mail written notice to all property owners within the 

district setting forth the time and place for the hearing on the proposed 

dissolution, merger or consolidation. 

 2.  Any person who owns property which is located within the district 

may, on or before the date of the hearing, protest against the dissolution of 

such district, in writing. 

 3.  If, at or before the hearing, written protest is filed signed by a majority 

of the owners of property within the district, the district may not be dissolved, 

merged or consolidated.  

 Sec. 50.  1.  At the place, date and hour specified for the hearing in the 

notice or at any subsequent time to which the hearing may be adjourned, the 

governing body must give full consideration to all protests which may have 

been filed, hear all persons desiring to be heard and, except as otherwise 

provided in subsection 2, thereafter approve the dissolution, merger or 

consolidation or make a determination that district may not be dissolved, 

merged or consolidated. 

 2.  Before a district that includes areas within more than one county [,] 

or city [or town] may be dissolved, merged or consolidated, the governing 

bodies of the counties [,] and cities [and towns] must approve the 

dissolution, merger or consolidation and negotiate the distribution of 

property and funds of the district upon dissolution, merger or consolidation. 

 3.  Within 30 days after the effective date of the dissolution, merger or 

consolidation of a district, the clerk must file a copy of the action of the 

governing body in the clerk's office and the Office of the Secretary of State, 

which filings shall be without fee and be otherwise in the same manner as 

articles of incorporation are required to be filed under chapter 78 of NRS. 
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 Sec. 51.  If a district located wholly within a county [,] or city [or town] 

is dissolved or merged into or consolidated with another district, all property 

and all funds remaining in the treasury of any district must be: 

 1.  Surrendered and transferred to the governing body of the county [,] or 

city [or town] in which the district exists and become a part of the general 

fund of the county [,] or city , [or town,] as applicable, if the district is 

dissolved; 

 2.  Transferred to the district which assumes its obligations and 

functions, if the district is merged; or 

 3.  Transferred to the consolidated district, if the district is consolidated. 

 Sec. 52.  1.  If, at the time of the dissolution, merger or consolidation of 

a district there are any outstanding loans or bonded indebtedness of the 

district, the taxes, fees or special assessments for the payment of the bonds or 

other indebtedness must continue to be levied and collected in the same 

manner as if the district had not been dissolved, merged or consolidated until 

all outstanding indebtedness is repaid.  

 2.  All outstanding and unpaid tax sales and levies and all special 

assessment liens of a dissolved district are valid and remain a lien against 

the property against which they are assessed or levied until paid, subject to 

the limitations of liens provided by general law. Taxes and special 

assessments paid after dissolution must be placed in the general fund of the 

county in which the property was assessed. 

 3.  The governing body of the county [,] or city , [or town,] as applicable, 

has the same power to enforce the collection of all special assessments and 

outstanding tax sales of the district as the district had if it had not been 

dissolved, merged or consolidated. 

 Sec. 53.  1.  Upon notification by the Department of Taxation or upon 

receipt of a petition signed by 20 percent of the qualified electors of the 

district, that: 

 (a) A district is not being properly managed by the board of trustees; or 

 (b) The board of trustees is not complying with the provisions of this 

chapter or with any other law, 

 the governing body that created the district must hold a hearing to 

consider the notification or petition. 

 2.  The clerk shall mail written notice to all persons who own property 

within the district and to all qualified electors of the district, which notice 

shall set forth the substance of the notification or petition and the time and 

place of the hearing. 

 3.  At the place, date and hour specified for the hearing, or at any 

subsequent time to which the hearing may be adjourned, the governing body 

must give full consideration to all persons desiring to be heard and shall 

thereafter: 

 (a) Adopt an ordinance constituting the governing body, ex officio, as the 

board of trustees of the district; 
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 (b) Adopt an ordinance providing for the merger, consolidation or 

dissolution of the district pursuant to sections 49 to 52, inclusive, of this act; 

 (c) File a petition in the district court for the county in which the district is 

located for the appointment of a receiver for the district; or 

 (d) Determine by resolution that management and organization of the 

district will remain unchanged. 

 4.  The Department of Taxation or any interested person may, within 

30 days immediately following the effective date of the ordinance adopted 

under paragraph (a) of subsection 3 or resolution adopted under 

paragraph (d) of subsection 3, commence an action in any court of 

competent jurisdiction to set aside the ordinance or resolution. After the 

expiration of 30 days, all actions attacking the regularity, validity and 

correctness of that ordinance or resolution are barred. 

 Sec. 54.  NRS 308.020 is hereby amended to read as follows: 

 308.020  1.  The Special District Control Law applies to: 

 (a) Any special district whose formation is initiated by a board of county 

commissioners; and 

 (b) Any petition for the formation of any proposed special district filed 

with any board of county commissioners. 

 2.  As used in this chapter "special district" means any water district, 

sanitation district, water and sanitation district, municipal power district, 

mosquito abatement district, public cemetery district, swimming pool district, 

television maintenance district, weed control district, general improvement 

district, or any other quasi-municipal corporation organized under the local 

improvement and service district laws of this state as enumerated in title 25 

of NRS, but excludes: 

 (a) All local improvement districts created pursuant to chapter 309 of 

NRS; [and] 

 (b) All parks, trails and open space districts created pursuant to sections 2 

to 53, inclusive, of this act; and 

 (c) All housing authorities. 

 Sec. 55.  NRS 318.0954 is hereby amended to read as follows: 

 318.0954  1.  The governing body of any district organized or 

reorganized under and operating as provided in any chapter in title 25 of 

NRS, excluding chapters 309, 315 and 318 of NRS, and sections 2 to 53, 

inclusive, of this act, must be designated a board of trustees and shall 

reorganize as provided in this section so that after the transitional period the 

board consists of five qualified electors from time to time chosen as provided 

in NRS 318.095 and other provisions of this chapter supplemental thereto. 

 2.  No existing member of any such governing body may be required to 

resign from the board before the termination of his or her current term of 

office in the absence of any disqualification as a member of the governing 

body under such chapter in title 25 of NRS, excluding chapters 309, 315 and 

318 of NRS [.] and sections 2 to 53, inclusive, of this act. If a regular term of 

office of any member of any such governing body would terminate on other 



MAY 24, 2017 — DAY 108 5149 

than the first Monday of January next following a biennial election in the 

absence of the adoption of this law, the term must be extended to and 

terminate on the first Monday in January next following a biennial election 

and following the date on which the term would have ended. 

 3.  If the members of any such governing body at any time number less 

than five, the number of trustees must be increased to five by appointment, or 

by both appointment and election, as provided in NRS 318.090, 318.095 and 

318.0951. 

 4.  In no event may any successor trustee be elected or appointed to fill 

any purported vacancy in any unexpired term or in any regular term which 

successor will increase the trustees on a board to a number exceeding 

five nor which will result in less than two regular terms of office or more 

than three regular terms of office ending on the first Monday in January next 

following any biennial election. 

 5.  Nothing in this section: 

 (a) Prevents the reorganization of a board by division of the district into 

district trustee election districts pursuant to NRS 318.0952. 

 (b) Supersedes the provisions of NRS 318.0953 or 318.09533. 

 Sec. 56.  NRS 332.015 is hereby amended to read as follows: 

 332.015  1.  For the purpose of this chapter, unless the context otherwise 

requires, "local government" means: 

 (a) Every political subdivision or other entity which has the right to levy 

or receive money from ad valorem taxes or other taxes or from any 

mandatory assessments, including counties, cities, towns, school districts and 

other districts organized pursuant to chapters 244, 309, 318, 379, 450, 474, 

539, 541, 543 and 555 of NRS [.] and sections 2 to 53, inclusive, of this act. 

 (b) The Las Vegas Valley Water District created pursuant to the 

provisions of chapter 167, Statutes of Nevada 1947, as amended. 

 (c) County fair and recreation boards and convention authorities created 

pursuant to the provisions of NRS 244A.597 to 244A.655, inclusive. 

 (d) District boards of health created pursuant to the provisions of 

NRS 439.362 or 439.370. 

 2.  The term does not include the Nevada Rural Housing Authority. 

 Sec. 57.  NRS 338.010 is hereby amended to read as follows: 

 338.010  As used in this chapter: 

 1.  "Authorized representative" means a person designated by a public 

body to be responsible for the development, solicitation, award or 

administration of contracts for public works pursuant to this chapter. 

 2.  "Contract" means a written contract entered into between a contractor 

and a public body for the provision of labor, materials, equipment or supplies 

for a public work. 

 3.  "Contractor" means: 

 (a) A person who is licensed pursuant to the provisions of chapter 624 of 

NRS. 

 (b) A design-build team. 
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 4.  "Day labor" means all cases where public bodies, their officers, agents 

or employees, hire, supervise and pay the wages thereof directly to a worker 

or workers employed by them on public works by the day and not under a 

contract in writing. 

 5.  "Design-build contract" means a contract between a public body and a 

design-build team in which the design-build team agrees to design and 

construct a public work. 

 6.  "Design-build team" means an entity that consists of: 

 (a) At least one person who is licensed as a general engineering contractor 

or a general building contractor pursuant to chapter 624 of NRS; and 

 (b) For a public work that consists of: 

  (1) A building and its site, at least one person who holds a certificate of 

registration to practice architecture pursuant to chapter 623 of NRS. 

  (2) Anything other than a building and its site, at least one person who 

holds a certificate of registration to practice architecture pursuant to 

chapter 623 of NRS or landscape architecture pursuant to chapter 623A of 

NRS or who is licensed as a professional engineer pursuant to chapter 625 of 

NRS. 

 7.  "Design professional" means: 

 (a) A person who is licensed as a professional engineer pursuant to 

chapter 625 of NRS; 

 (b) A person who is licensed as a professional land surveyor pursuant to 

chapter 625 of NRS; 

 (c) A person who holds a certificate of registration to engage in the 

practice of architecture, interior design or residential design pursuant to 

chapter 623 of NRS; 

 (d) A person who holds a certificate of registration to engage in the 

practice of landscape architecture pursuant to chapter 623A of NRS; or 

 (e) A business entity that engages in the practice of professional 

engineering, land surveying, architecture or landscape architecture. 

 8.  "Division" means the State Public Works Division of the Department 

of Administration. 

 9.  "Eligible bidder" means a person who is: 

 (a) Found to be a responsible and responsive contractor by a local 

government or its authorized representative which requests bids for a public 

work in accordance with paragraph (b) of subsection 1 of NRS 338.1373; or 

 (b) Determined by a public body or its authorized representative which 

awarded a contract for a public work pursuant to NRS 338.1375 to 338.139, 

inclusive, to be qualified to bid on that contract pursuant to NRS 338.1379 or 

338.1382. 

 10.  "General contractor" means a person who is licensed to conduct 

business in one, or both, of the following branches of the contracting 

business: 

 (a) General engineering contracting, as described in subsection 2 of 

NRS 624.215. 



MAY 24, 2017 — DAY 108 5151 

 (b) General building contracting, as described in subsection 3 of 

NRS 624.215. 

 11.  "Governing body" means the board, council, commission or other 

body in which the general legislative and fiscal powers of a local government 

are vested. 

 12.  "Local government" means every political subdivision or other entity 

which has the right to levy or receive money from ad valorem or other taxes 

or any mandatory assessments, and includes, without limitation, counties, 

cities, towns, boards, school districts and other districts organized pursuant to 

chapters 244A, 309, 318, 379, 474, 538, 541, 543 and 555 of NRS, 

NRS 450.550 to 450.750, inclusive, and sections 2 to 53, inclusive, of this act 

and any agency or department of a county or city which prepares a budget 

separate from that of the parent political subdivision. The term includes a 

person who has been designated by the governing body of a local 

government to serve as its authorized representative. 

 13.  "Offense" means failing to: 

 (a) Pay the prevailing wage required pursuant to this chapter; 

 (b) Pay the contributions for unemployment compensation required 

pursuant to chapter 612 of NRS; 

 (c) Provide and secure compensation for employees required pursuant to 

chapters 616A to 617, inclusive, of NRS; or 

 (d) Comply with subsection 5 or 6 of NRS 338.070. 

 14.  "Prime contractor" means a contractor who: 

 (a) Contracts to construct an entire project; 

 (b) Coordinates all work performed on the entire project; 

 (c) Uses his or her own workforce to perform all or a part of the public 

work; and 

 (d) Contracts for the services of any subcontractor or independent 

contractor or is responsible for payment to any contracted subcontractors or 

independent contractors. 

 The term includes, without limitation, a general contractor or a specialty 

contractor who is authorized to bid on a project pursuant to NRS 338.139 or 

338.148. 

 15.  "Public body" means the State, county, city, town, school district or 

any public agency of this State or its political subdivisions sponsoring or 

financing a public work. 

 16.  "Public work" means any project for the new construction, repair or 

reconstruction of a project financed in whole or in part from public money 

for: 

 (a) Public buildings; 

 (b) Jails and prisons; 

 (c) Public roads; 

 (d) Public highways; 

 (e) Public streets and alleys; 

 (f) Public utilities; 
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 (g) Publicly owned water mains and sewers; 

 (h) Public parks and playgrounds; 

 (i) Public convention facilities which are financed at least in part with 

public money; and 

 (j) All other publicly owned works and property. 

 17.  "Specialty contractor" means a person who is licensed to conduct 

business as described in subsection 4 of NRS 624.215. 

 18.  "Stand-alone underground utility project" means an underground 

utility project that is not integrated into a larger project, including, without 

limitation: 

 (a) An underground sewer line or an underground pipeline for the 

conveyance of water, including facilities appurtenant thereto; and 

 (b) A project for the construction or installation of a storm drain, including 

facilities appurtenant thereto, 

 that is not located at the site of a public work for the design 

and construction of which a public body is authorized to contract with a 

design-build team pursuant to subsection 2 of NRS 338.1711. 

 19.  "Subcontract" means a written contract entered into between: 

 (a) A contractor and a subcontractor or supplier; or 

 (b) A subcontractor and another subcontractor or supplier, 

 for the provision of labor, materials, equipment or supplies for a 

construction project. 

 20.  "Subcontractor" means a person who: 

 (a) Is licensed pursuant to the provisions of chapter 624 of NRS or 

performs such work that the person is not required to be licensed pursuant to 

chapter 624 of NRS; and 

 (b) Contracts with a contractor, another subcontractor or a supplier to 

provide labor, materials or services for a construction project. 

 21.  "Supplier" means a person who provides materials, equipment or 

supplies for a construction project. 

 22.  "Wages" means: 

 (a) The basic hourly rate of pay; and 

 (b) The amount of pension, health and welfare, vacation and holiday pay, 

the cost of apprenticeship training or other similar programs or other 

bona fide fringe benefits which are a benefit to the worker. 

 23.  "Worker" means a skilled mechanic, skilled worker, semiskilled 

mechanic, semiskilled worker or unskilled worker in the service of a 

contractor or subcontractor under any appointment or contract of hire or 

apprenticeship, express or implied, oral or written, whether lawfully or 

unlawfully employed. The term does not include a design professional. 

 Sec. 58.  NRS 350.115 is hereby amended to read as follows: 

 350.115  "Bond" means any evidence of borrowing by a municipality that 

is issued pursuant to the provisions of this chapter or chapter 244, 244A, 268, 

269, 271, 318 or 387 of NRS, and sections 2 to 53, inclusive, of this act, 
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whether general or special obligations, including, without limitation, bonds, 

notes, debentures, warrants and certificates. 

 Sec. 59.  NRS 354.474 is hereby amended to read as follows: 

 354.474  1.  Except as otherwise provided in subsections 2 and 3, the 

provisions of NRS 354.470 to 354.626, inclusive, apply to all local 

governments. For the purpose of NRS 354.470 to 354.626, inclusive: 

 (a) "Local government" means every political subdivision or other entity 

which has the right to levy or receive money from ad valorem or other taxes 

or any mandatory assessments, and includes, without limitation, counties, 

cities, towns, boards, school districts and other districts organized pursuant to 

chapters 244A, 309, 318 and 379 of NRS, NRS 450.550 to 450.750, 

inclusive, and chapters 474, 541, 543 and 555 of NRS, and sections 2 to 53, 

inclusive, of this act, and any agency or department of a county or city which 

prepares a budget separate from that of the parent political subdivision. 

 (b) "Local government" includes the Nevada Rural Housing Authority for 

the purpose of loans of money from a local government in a county whose 

population is less than 100,000 to the Nevada Rural Housing Authority in 

accordance with NRS 354.6118. The term does not include the Nevada Rural 

Housing Authority for any other purpose. 

 2.  An irrigation district organized pursuant to chapter 539 of NRS shall 

fix rates and levy assessments as provided in NRS 539.667 to 539.683, 

inclusive. The levy of such assessments and the posting and publication of 

claims and annual financial statements as required by chapter 539 of NRS 

shall be deemed compliance with the budgeting, filing and publication 

requirements of NRS 354.470 to 354.626, inclusive, but any such irrigation 

district which levies an ad valorem tax shall comply with the filing and 

publication requirements of NRS 354.470 to 354.626, inclusive, in addition 

to the requirements of chapter 539 of NRS. 

 3.  An electric light and power district created pursuant to chapter 318 of 

NRS shall be deemed to have fulfilled the requirements of NRS 354.470 to 

354.626, inclusive, for a year in which the district does not issue bonds or 

levy an assessment if the district files with the Department of Taxation a 

copy of all documents relating to its budget for that year which the district 

submitted to the Rural Utilities Service of the United States Department of 

Agriculture. 

 Sec. 60.  NRS 354.760 is hereby amended to read as follows: 

 354.760  1.  All invoices or other notices issued by a local government 

to collect an account receivable must state that if the debtor wishes to pay by 

check or other negotiable instrument, such negotiable instrument must name 

as payee: 

 (a) The local government; or 

 (b) The title of the governmental official charged by law with the 

collection of such accounts. 

 In no event may the invoice or other notice state that a check or other 

negotiable instrument may name a natural person as payee. 
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 2.  Notwithstanding the provisions of subsection 1, a local government 

may deposit into the appropriate account a check or other negotiable 

instrument which it determines is intended as payment for an account 

receivable. 

 3.  As used in this section, "local government" means every political 

subdivision or other entity which has the right to levy or receive money from 

ad valorem taxes or other taxes or from any mandatory assessments, 

including, without limitation, counties, cities, towns, boards, authorities, 

school districts and other districts organized pursuant to chapters 244, 244A, 

309, 318, 379, 439, 450, 474, 539, 541, 543 and 555 of NRS [.] and 

sections 2 to 53, inclusive, of this act. 

 Sec. 61.  NRS 378.160 is hereby amended to read as follows: 

 378.160  As used in NRS 378.150 to 378.210, inclusive: 

 1.  "Center" means the State Publications Distribution Center created by 

NRS 378.170. 

 2.  "Depository library" means a library with which the Center has 

entered into an agreement pursuant to NRS 378.190. 

 3.  "Local government" means every political subdivision or other entity 

which has the right to levy or receive money from ad valorem or other taxes 

or any mandatory assessments, and includes, without limitation, counties, 

cities, towns, boards, school districts and other districts organized pursuant to 

chapters 244A, 309, 318, 379, 474, 541, 543 and 555 of NRS, NRS 450.550 

to 450.750, inclusive, and sections 2 to 53, inclusive, of this act and any 

agency or department of a county or city which prepares a budget separate 

from that of the parent political subdivision. The term includes the Nevada 

Rural Housing Authority. 

 4.  "Publication" includes any information in any format or medium that 

is produced pursuant to the authority of or at the total or partial expense of a 

state agency or local government, is required by law to be distributed by a 

state agency or local government, or is distributed publicly by a state agency 

or local government outside that state agency or local government. The term 

does not include: 

 (a) Nevada Revised Statutes with annotations; 

 (b) Nevada Reports; 

 (c) Bound volumes of the Statutes of Nevada; 

 (d) Items published by the University of Nevada Press and other 

information disseminated by the Nevada System of Higher Education which 

is not designed for public distribution; 

 (e) Official state records scheduled for retention and disposition pursuant 

to NRS 239.080; or 

 (f) Records of a local government which have been scheduled for 

disposition pursuant to NRS 239.124 or retention pursuant to NRS 239.125. 

 5.  "State agency" includes the Legislature, constitutional officers or any 

department, division, bureau, board, commission or agency of the State of 

Nevada. 
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 Sec. 62.  This act becomes effective on July 1, 2017. 

 Senator Ford moved the adoption of the amendment. 

 Remarks by Senator Ford. 
 Amendment No. 795 to Assembly Bill No. 379 addresses concerns brought forward by local 

governments. Specifically, the amendment makes the bill completely enabling. A governing 
body that receives a petition is not required to create a district or take any action in relation to 

the petition. It adds provisions providing for public notices and service plans; removes 

provisions relevant to eminent domain and private property; and requires that a board shall not 
levy or collect ad valorem taxes related to the district unless the board has entered into an 

interlocal agreement with each county in which the district is located. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 380. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Judiciary: 

 Amendment No. 875. 

 SUMMARY—Revises provisions relating to real property. (BDR 10-340) 

 AN ACT relating to real property; authorizing the recording of certain 

documents relating to real property; limiting an action constituting an 

easement by prescription under certain circumstances; authorizing the 

governing body of a city or county to adopt certain ordinances governing a 

sign posted by an owner of land; and providing other matters properly 

relating thereto. 

Legislative Counsel's Digest: 

 Existing law provides for the recording of certain documents relating to 

real property. (Chapter 111 of NRS) Section 1 of this bill authorizes an 

owner of real property to record a notice in the office of any county recorder, 

wherein the subject property is located, which provides that [any] public use 

for pedestrian access of the owner's real property is with the permission of 

and subject to the control of the owner. 

 Existing law limits certain actions for the recovery of real property. 

(NRS 11.030-11.180) Section 3 of this bill: (1) authorizes an owner of land 

to post certain notice stating that the right to pass over such land is by 

permission and subject to the control of the owner; and (2) prohibits a person 

from maintaining an action constituting an easement by prescription 

regardless of whether the owner posts certain notice on the property or 

records a notice pursuant to section 1. Section 3 also authorizes a governing 

body of a city or county to adopt ordinances governing a sign posted by an 

owner of land under certain circumstances. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  Chapter 111 of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Any owner of real property, who opens any part of his or her real 

property for use by the public [,] for pedestrian access and has improved 
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such real property for that specific purpose, may record in the office of the 

county recorder of the county or counties in which any part of the real 

property is situated, a description of the real property and notice in 

substantially the following form: 

  The right of the public or any person to make [any] use 

[whatsoever] of the real property described or any portion thereof, for 

pedestrian access, other than any use expressly allowed by a written 

or recorded map, agreement, grant of easement, deed or dedication, is 

by permission, and subject to control, of owner pursuant to section 1 

of this act. 

 2.  The recording of a notice pursuant to this section is conclusive 

evidence that subsequent use of the real property during the time such notice 

is in effect by the public or any person for [any purpose,] pedestrian access, 

other than any use in accordance with a right granted by a written or 

recorded map, agreement, grant of easement, deed or dedication, is 

permissive and with consent in any judicial proceeding involving the issue as 

to whether all or any portion of such real property has been dedicated to 

public use or whether any person has a prescriptive right in such real 

property or any portion thereof. The notice may be revoked by the owner of 

the real property by recording a notice of revocation in the office of the 

county recorder where the notice is recorded. After recording the notice, and 

before any revocation of such notice, the owner of the real property shall not 

prevent any appropriate [public use] pedestrian access by physical 

obstruction, notice or otherwise. 

 3.  The notice pursuant to this section shall not be deemed to affect rights 

vested at the time of recording. 

 4.  Permission for the use of real property by the public or any person, 

for pedestrian access, other than any use expressly allowed by a written or 

recorded map, agreement, grant of easement, deed or dedication described 

in the notice recorded pursuant to subsection 1 , may be conditioned upon 

reasonable restrictions on the time, place and manner of such use. Any use of 

the real property in violation of such restrictions may not be considered 

public use for the purposes of a finding of implied dedication. 

 Sec. 2.  NRS 111.312 is hereby amended to read as follows: 

 111.312  1.  The county recorder shall not record with respect to real 

property, a notice of completion, a declaration of homestead, a lien or notice 

of lien, an affidavit of death, a mortgage or deed of trust, [or] any 

conveyance of real property or instrument in writing setting forth an 

agreement to convey real property or a notice pursuant to section 1 of this 

act unless the document being recorded contains: 

 (a) The mailing address of the grantee or, if there is no grantee, the 

mailing address of the person who is requesting the recording of the 

document; and 

 (b) Except as otherwise provided in subsection 2, the assessor's parcel 

number of the property at the top left corner of the first page of the 
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document, if the county assessor has assigned a parcel number to the 

property. The parcel number must comply with the current system for 

numbering parcels used by the county assessor's office. The county recorder 

is not required to verify that the assessor's parcel number is correct. 

 2.  Any document relating exclusively to the transfer of water rights may 

be recorded without containing the assessor's parcel number of the property. 

 3.  The county recorder shall not record with respect to real property any 

deed, including, without limitation: 

 (a) A grant, bargain or deed of sale; 

 (b) Quitclaim deed; 

 (c) Warranty deed; or 

 (d) Trustee's deed upon sale, 

 unless the document being recorded contains the name and address of the 

person to whom a statement of the taxes assessed on the real property is to be 

mailed. 

 4.  The assessor's parcel number shall not be deemed to be a complete 

legal description of the real property conveyed. 

 5.  Except as otherwise provided in subsection 6, if a document that is 

being recorded includes a legal description of real property that is provided in 

metes and bounds, the document must include the name and mailing address 

of the person who prepared the legal description. The county recorder is not 

required to verify the accuracy of the name and mailing address of such a 

person. 

 6.  If a document including the same legal description described in 

subsection 5 previously has been recorded, the document must include all 

information necessary to identify and locate the previous recording, but the 

name and mailing address of the person who prepared the legal description is 

not required for the document to be recorded. The county recorder is not 

required to verify the accuracy of the information concerning the previous 

recording. 

 Sec. 3.  Chapter 11 of NRS is hereby amended by adding thereto a new 

section to read as follows: 

 1.  If an owner of land opens his or her land for use by the public [,] for 

pedestrian access and has improved such land for that specific purpose, no 

such use by any person or the public, no matter for how long of a period, of 

any land shall ever ripen into an easement by prescription, if the owner of 

the land posts at each entrance to the land or at intervals of not more than 

200 feet along the boundary of such land a sign reading substantially as 

follows: 

  Right to pass by permission, and subject to control, of owner: 

section 3 of this act. 

 2.  Regardless of whether an owner of land has recorded a notice 

pursuant to section 1 of this act or has posted signs on such land pursuant to 

subsection 1, [and except as otherwise provided in subsection 3,] if an owner 

of land opens his or her land for use by the public [,] for pedestrian access 
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and has improved such land for that specific purpose, no such use of such 

land by any person or the public on or after October 1, 2017, shall ever ripen 

to confer upon the public or any governmental entity a vested right to 

continue to make such use permanently, in the absence of an express written 

grant of easement or other conveyance of such land for such use, or 

irrevocable offer of dedication of such property for such use, made by the 

owner, which has been accepted by the governmental entity to which the 

offer of dedication was made. 

 3.  [Where a governmental entity is using private land by an expenditure 

of public money on visible improvements on or across such lands or on the 

cleaning or maintenance related to the public use of such land in such a 

manner so that the owner knows or should have known that the public is 

making such use of his or her land, such use, including any public use 

reasonably related to the purposes of such improvement, in the absence of 

either express permission by the owner to continue such use or the taking by 

the owner of reasonable steps to enjoin, remove or prohibit such use, shall 

after 5 years ripen to confer upon the governmental entity a vested right to 

continue such use if the owner of land opens his or her land for use by the 

public. 

 4.]  The governing body of any city or county pursuant to the powers 

granted in NRS 278.010 to 278.630, inclusive, may by ordinance establish 

provisions governing the size, placement and [contents] composition of a 

sign posted by an owner of land pursuant to subsection 1. 

 [5.] 4.  As used in this section, "governmental entity" has the meaning 

ascribed to it in NRS 363C.040. 

 Sec. 4.  NRS 107A.200 is hereby amended to read as follows: 

 107A.200  "Submit for recording" means to submit a document 

complying with applicable legal standards, with required fees and taxes, to 

the appropriate governmental office pursuant to NRS 111.310 to 111.365, 

inclusive [.] , and section 1 of this act. 

 Senator Segerblom moved the adoption of the amendment. 

 Remarks by Senator Segerblom. 
 Amendment No. 875 to Assembly Bill No. 380 revises provisions of the bill concerning 

private control over real property that has been opened for public use to apply only to property 
that has been improved for and opened specifically to pedestrian access; deletes section 3.3 from 

the bill which addressed governmental entities using private land, and changes the word 

"contents" to "composition" regarding signage posted by a land owner in order to avoid potential 

First Amendment concerns. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 403. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Legislative 

Operations and Elections: 

 Amendment No. 805. 
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 SUMMARY—Revises various provisions relating to governmental 

administration. (BDR 18-573) 

 AN ACT relating to governmental administration; authorizing the 

Legislative Commission to suspend or nullify certain administrative 

regulations; abolishing the Subcommittee to Review Regulations of the 

Legislative Commission; revising provisions relating to administrative 

regulations; and providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

  [The] Under the separation-of-powers provision of the Nevada 

Constitution , one branch of the State Government may not exercise powers 

properly belonging to another branch of the State Government "except in the 

cases expressly directed or permitted in this constitution." (Nev. Const. 

Art. 3, § 1) As a general rule under the separation-of-powers doctrine, 

because the question of whether a regulation adopted by an executive agency 

exceeds its statutory authority or is inconsistent with legislative intent 

presents a question of statutory interpretation, the power to resolve that 

question of statutory interpretation and determine whether to invalidate or 

nullify the regulation is usually regarded as judicial power because "it is 

emphatically the province and duty of the judicial department to say what the 

law is." (Nevadans for Nev. v. Beers, 122 Nev. 930, 943 n.20 (2006) (quoting 

Marbury v. Madison, 5 U.S. 137, 177-78 (1803)); Berkson v. LePome, 

126 Nev. 492, 499 (2010) (explaining that "[t]o declare what the law is or has 

been is judicial power; to declare what the law shall be is legislative." 

(quoting 1 Thomas M. Cooley, Constitutional Limitations 191 (8th ed. 

1927)); Silver State Elec. Supply Co. v. State ex rel. Dep't of Tax'n, 123 Nev. 

80, 84 (2007) ("Appeals involving interpretation of a statute or regulation 

present questions of law subject to our independent review.")) 

 For example, in applying the separation-of-powers doctrine to the Federal 

Government and other state governments, courts have found that the 

separation-of-powers doctrine ordinarily prohibits legislative committees or 

other legislative bodies from exercising the power to nullify a regulation 

adopted by an executive agency on the basis that the regulation exceeds the 

statutory authority of the agency or is inconsistent with legislative intent, 

unless Congress or the state legislature passes a law that expressly nullifies 

the regulation or revises or repeals the agency's statutory authority. (I.N.S. v. 

Chadha, 462 U.S. 919, 953 n.16 (1983); State v. A.L.I.V.E. Voluntary, 606 

P.2d 769, 772-79 (Alaska 1980); Legis. Research Comm'n v. Brown, 664 

S.W.2d 907, 917-20 (Ky. 1984); Blank v. Dep't of Corr., 611 N.W.2d 530, 

537-39 (Mich. 2000); General Assembly of N.J. v. Byrne, 448 A.2d 438, 

443-49 (N.J. 1982); State ex rel. Barker v. Manchin, 279 S.E.2d 622, 630-36 

(W. Va. 1981)) 

 However, in Nevada, the voters in 1996 approved a constitutional 

amendment to Nevada's separation-of-powers provision which expressly 

empowers the Legislature to provide by law for legislative agencies and 

legislative bodies composed of members of the Senate and Assembly to 
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suspend or nullify regulations adopted by executive agencies on the basis that 

the regulations exceed the statutory authority of the agencies or are 

inconsistent with legislative intent. The constitutional amendment provides 

that if the Legislature authorizes the adoption of regulations by [an agency of 

the Executive Department of the State Government] executive agencies 

which bind persons outside the [agency,] agencies, the Legislature is 

authorized to enact laws providing for: (1) the review of such regulations by 

a legislative agency before their effective date to determine whether each 

such regulation is within the statutory authority for its adoption; (2) the 

suspension by a legislative [body] agency of any such regulation which 

appears to exceed the statutory authority for its adoption until the regulation 

is reviewed by a legislative body composed of members of the Senate and 

Assembly; and (3) the nullification of any such regulation by a majority vote 

of a legislative body composed of members of the Senate and Assembly. 

(Nev. Const. Art. 3, § 1) [The] When the constitutional amendment was 

presented to the voters, the ballot materials explained that its purpose was to 

ensure that the Legislative Branch had the specific constitutional power to 

suspend or nullify regulations adopted by executive agencies which exceed 

the statutory authority granted by the Legislature when it passed the laws that 

authorized the agencies to adopt the regulations. (State of Nevada Ballot 

Questions 1996, Question No. 5, at pp. 1-2 (Nev. Sec'y of State 1996) 

 When the Nevada Constitution expressly grants specific powers to the 

Legislative Branch, the other branches may not infringe upon the exercise of 

those powers out of respect for an equal and coordinate branch of 

government. (Heller v. Legislature, 120 Nev. 456, 466-72 (2004); Comm'n 

on Ethics v. Hardy, 125 Nev. 285, 291-94 (2009)) For example, the Nevada 

Supreme Court has determined that because the Nevada Constitution 

expressly grants to each legislative House the specific power to "judge" the 

qualifications, returns and elections of its own members, the constitutional 

assignment of that power to the Legislative Branch "insulates a legislator's 

qualifications to hold office from judicial review. In other words, a 

legislative body's decision to admit or expel a member is almost 

unreviewable in the courts." (Heller v. Legislature, 120 Nev. 456, 466-67 

(2004)) Because Nevada's voters expressly granted specific constitutional 

power to the Legislature to provide by law for legislative agencies and 

legislative bodies composed of members of the Senate and Assembly to 

suspend or nullify regulations adopted by executive agencies, the other 

branches may not infringe upon the exercise of that power out of respect for 

an equal and coordinate branch of government. 

 In exercising its expressly granted and specific constitutional power 

regarding regulations, the Legislature has enacted provisions of the Nevada 

Administrative Procedure Act [sets] which set forth the procedures for the 

adoption of emergency, temporary and permanent regulations by [nonexempt 

state] certain executive agencies. (NRS 233B.0395-233B.120) [With] Under 

existing law, with limited exceptions, the Legislative Commission or the 
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Subcommittee to Review Regulations of the Legislative Commission [is 

required under existing law] has the authority to review and to approve or 

object to certain temporary or permanent regulations before those regulations 

become effective. (NRS 233B.0633, 233B.067-233B.070) 

 Section 10 of this bill authorizes the Legislative Commission to suspend or 

nullify a regulation adopted pursuant to the Nevada Administrative 

Procedure Act if the regulation: (1) exceeds the statutory authority for its 

adoption; (2) is inconsistent with the intent of the Legislature in granting the 

statutory authority for its adoption; or (3) is no longer being administered or 

interpreted in a manner that is consistent with the agency's stated intention 

when adopting the regulation or the agency's stated intention during the 

review and approval of the regulation by the Legislative Commission. 

Section 10 also [precludes] establishes procedures that the Legislative 

Commission must follow before and after it takes action to suspend or nullify 

a regulation. 

 Additionally, sections 10 and 12 of this bill preclude judicial review of [a 

decision of] any action taken or determination made by the Legislative 

Commission in exercising its powers to review, object to, suspend or nullify 

a regulation , and [authorizes] sections 10 and 13 of this bill allow the 

Legislative Commission to determine [what] whether an agency rule, 

standard, directive or statement constitutes a regulation for the purposes of 

exercising [the Legislative Commission's power to suspend or nullify a 

regulation. Sections 12,] those powers. Sections 17.5, 26 and 28 of this bill 

make conforming changes. 

 Section 22 of this bill abolishes the Subcommittee to Review Regulations 

of the Legislative Commission and [, with limited exceptions, requires] 

provides only the Legislative Commission [to review and approve] with the 

powers of reviewing and approving or objecting to certain temporary or 

permanent regulations before those regulations become effective. 

Sections 16, 19, 21-24, 27 and 29 of this bill make conforming changes. 

 Section 11 of this bill [authorizes] directs the Legislative Commission to 

adopt such regulations as are necessary to carry out the provisions of the 

Nevada Administrative Procedure Act governing administrative regulations. 

Section 11 also requires the regulations to establish certain procedural rights 

and standards for proceedings of the Legislative Commission concerning the 

suspension or nullification of a regulation, including: (1) procedural rights 

that provide regulated persons and other interested persons with an 

opportunity to comment on whether the regulation should be suspended or 

nullified; and (2) standards and requirements for making a determination that 

the immediate suspension or nullification of the regulation is necessary to 

protect public health or safety. 

 Existing law excludes the application of certain agency policies as applied 

to a person with sufficient prior actual notice of the policy from the definition 

of "regulation" for the purposes of the Nevada Administrative Procedure Act. 

(NRS 233B.038) Section 13 of this bill removes this exception. 
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 Existing law ratifies the Nevada Administrative Code as revised or 

supplemented before May 15, 1987. (NRS 233B.0395) Section 14 of this bill 

ratifies the Code as revised or supplemented before February 6, 2017. 

 Existing law requires an agency to adopt a proposed regulation not later 

than 2 years after the proposed regulation is submitted to the Legislative 

Counsel. (NRS 233B.040) Section 15 of this bill requires an agency to also 

submit the proposed regulation to the Legislative Commission for review 

within the same 2-year period. 

 Existing law requires an agency to hold an oral public hearing on a 

proposed regulation if an oral hearing is requested by certain persons and the 

proposed regulation is substantive. (NRS 233B.061) Section 17 of this bill 

eliminates the requirement regarding the substantiveness of the regulation. 

 Under existing law, the Legislative Counsel is required to prepare and 

publish a Register of Administrative Regulations, which includes information 

relating to adopted permanent regulations. (NRS 233B.0653) Section 20 of 

this bill eliminates the requirement that the Legislative Counsel publish paper 

copies of the Register and instead requires the Legislative Counsel to publish 

the Register electronically on the public website of the Legislature on the 

Internet. 

 An emergency regulation becomes effective when certain documents are 

filed with the Secretary of State. (NRS 233B.070) Section 25 of this bill 

requires that a copy of the written statement of the emergency endorsed by 

the Governor is included with the information that must be filed with the 

Secretary of State before an emergency regulation becomes effective. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  (Deleted by amendment.) 

 Sec. 2.  (Deleted by amendment.) 

 Sec. 3.  (Deleted by amendment.) 

 Sec. 4.  (Deleted by amendment.) 

 Sec. 5.  (Deleted by amendment.) 

 Sec. 6.  (Deleted by amendment.) 

 Sec. 7.  (Deleted by amendment.) 

 Sec. 8.  (Deleted by amendment.) 

 Sec. 8.5.  1.  The Legislature hereby finds that: 

 (a) Under the separation-of-powers provision of Section 1 of Article 3 of 

the Nevada Constitution, one branch of the State Government may not 

exercise powers properly belonging to another branch of the State 

Government except in the cases expressly directed or permitted in the 

Nevada Constitution. 

 (b) In 1996, Nevada's voters approved a constitutional amendment to the 

separation-of-powers provision which expressly empowers the Legislature to 

provide by law for legislative agencies and legislative bodies composed of 

members of the Senate and Assembly to suspend or nullify regulations 
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adopted by executive agencies on the basis that the regulations exceed the 

statutory authority of the agencies or are inconsistent with legislative intent. 

 (c) When the constitutional amendment was presented to the voters, the 

ballot materials explained that its purpose was to ensure that the Legislative 

Branch had the specific constitutional power to suspend or nullify regulations 

adopted by executive agencies which exceed the statutory authority granted 

by the Legislature when it passed the laws that authorized the agencies to 

adopt the regulations. 

 (d) Because Nevada's voters expressly granted specific constitutional 

power to the Legislature to provide by law for legislative agencies and 

legislative bodies composed of members of the Senate and Assembly to 

suspend or nullify regulations adopted by executive agencies, the other 

branches may not infringe upon the exercise of that power out of respect for 

an equal and coordinate branch of government. 

 (e) When executive agencies adopt regulations which exceed their 

statutory authority or are inconsistent with legislative intent, the regulations 

thwart and undermine the will of the people who, through their elected 

representatives in the Legislature, determine by properly enacted laws the 

scope and extent of the authority granted to executive agencies to adopt the 

regulations. 

 2.  The Legislature hereby declares that there is a legitimate and 

compelling need to exercise its expressly granted and specific constitutional 

power under Section 1 of Article 3 of the Nevada Constitution, in the manner 

set forth in the provisions of this act, in order to: 

 (a) Provide by law for legislative agencies and legislative bodies 

composed of members of the Senate and Assembly to suspend or nullify 

regulations adopted by executive agencies which exceed their statutory 

authority or are inconsistent with legislative intent; and 

 (b) Protect and safeguard the rights of the people against such unlawful 

and invalid regulations. 

 Sec. 9.  Chapter 233B of NRS is hereby amended by adding thereto the 

provisions set forth as sections 10 and 11 of this act. 

 Sec. 10.  1.  Upon its own initiative, the Legislative Commission may 

suspend or nullify a regulation , in whole or in part, adopted pursuant to this 

chapter if, in the opinion of the Legislative Commission, the regulation: 

 (a) Exceeds the statutory authority for the adoption of the regulation; 

 (b) Is inconsistent with the intent of the Legislature in granting the 

statutory authority for the adoption of the regulation; or 

 (c) Is no longer being administered or interpreted by the adopting agency 

in a manner consistent with the stated intent of the agency when adopting the 

regulation or during the review and approval of the regulation by the 

Legislative Commission. 

 2.  Before holding the initial meeting to consider the suspension or 

nullification of a regulation, the Legislative Commission shall, at least 
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30 days before the meeting, provide the adopting agency with written notice 

of the meeting which informs the agency of: 

 (a) The specific regulation that will be considered at the meeting; and 

 (b) The potential reasons for the suspension or nullification of the 

regulation. The potential reasons provided in the written notice: 

  (1) Must include sufficient information to allow the agency to prepare 

for the meeting. 

  (2) Do not preclude the Legislative Commission from considering other 

reasons at the initial meeting or any subsequent meeting held to consider the 

suspension or nullification of the regulation. 

 3.  At the initial meeting to consider the suspension or nullification of a 

regulation, the Legislative Commission: 

 (a) Shall provide the adopting agency with an opportunity to comment on 

whether the regulation should be suspended or nullified. 

 (b) May not take action to suspend or nullify the regulation unless the 

Legislative Commission makes a specific determination that the immediate 

suspension or nullification of the regulation is necessary to protect public 

health or safety. If the Legislative Commission does not make such a specific 

determination, the Legislative Commission may not take action to suspend or 

nullify the regulation unless such action is taken at a subsequent meeting 

held at least 30 days after the date of the initial meeting to consider the 

suspension or nullification of the regulation. 

 4.  If the Legislative Commission [exercises its authority] takes action to 

suspend or nullify a regulation pursuant to this section, the Legislative 

Commission shall [: 

 (a) Notify] , as soon as practicable after taking such action, provide the 

Secretary of State and the adopting agency [that] with written notice of: 

 (a) The suspension of the regulation [has been suspended or nullified;  

and 

 (b) Within 120 days after] and when the suspension [or nullification] 

becomes effective [, provide the reason for the suspension or nullification to 

the agency. 

 3.] and when it expires; or 

 (b) The nullification of the regulation and when the nullification becomes 

effective. 

 5.  Any [decision of] action taken or determination made by the 

Legislative Commission pursuant to this section, including, without 

limitation, any action to suspend or nullify a regulation , is final and not 

subject to judicial review. 

 [4.] 6.  In exercising the powers granted in this section, the Legislative 

Commission [shall have] : 

 (a) Has the authority to determine [if] whether an agency rule, standard, 

directive or statement is a regulation [pursuant to] as defined in 

NRS 233B.038 [.] ; and 
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 (b) After making such a determination, may take action to suspend or 

nullify the regulation pursuant to this section. 

 7.  Any [agency rule, standard, directive or statement] regulation which 

is nullified by the Legislative Commission pursuant to this section must be 

removed from the Nevada Administrative Code and from any agency 

publications and notices. 

 8.  As used in this section, "adopting agency" or "agency" means the 

agency that adopted the regulation or any successor agency that administers 

the regulation. 

 Sec. 11.  1.  The Legislative Commission [may] shall adopt such 

regulations as are necessary to carry out the provisions of this section and 

NRS 233B.0395 to 233B.120, inclusive, and section 10 of this act. 

 2.  The regulations adopted by the Legislative Commission must establish 

for proceedings of the Legislative Commission concerning the suspension or 

nullification of a regulation pursuant to section 10 of this act: 

 (a) Procedural rights that provide persons who are regulated by or 

otherwise interested in the regulation with an opportunity to comment on 

whether the regulation should be suspended or nullified. 

 (b) Standards and requirements for making a specific determination that 

the immediate suspension or nullification of the regulation is necessary to 

protect public health or safety. 

 Sec. 12.  NRS 233B.020 is hereby amended to read as follows: 

 233B.020  1.  By this chapter, the Legislature intends to establish 

[minimum] procedural requirements for : 

 (a) Except as otherwise provided in paragraph (b), the regulation-making 

and [adoption, review, suspension or nullification of regulations, for the] 

adjudication procedure of all agencies of the Executive Department of the 

State Government and for judicial review of both functions, [contested 

cases,] except as to those agencies expressly exempted pursuant to the 

provisions of this chapter.  

 (b) The exercise by the Legislative Commission of the power to review, 

object to, suspend or nullify a regulation as authorized by Section 1 of 

Article 3 of the Nevada Constitution and NRS 233B.0395 to 233B.120, 

inclusive, and sections 10 and 11 of this act, except that the exercise of such 

a power by the Legislative Commission is final and not subject to judicial 

review. 

 2.  This chapter confers no additional regulation-making authority upon 

any agency except to the extent provided in subsection 1 of NRS 233B.050. 

 [2.] 3.  The provisions of this chapter are intended to supplement statutes 

applicable to specific agencies. This chapter does not abrogate or limit 

additional requirements imposed on such agencies by statute or otherwise 

recognized by law. 

 Sec. 13.  NRS 233B.038 is hereby amended to read as follows: 

 233B.038  1.  "Regulation" means: 
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 (a) An agency rule, standard, directive or statement of general 

applicability which effectuates or interprets law or policy, or describes the 

organization, procedure or practice requirements of any agency [;] , 

including, without limitation, an agency rule, standard, directive or 

statement that the Legislative Commission determines is a regulation 

pursuant to section 10 of this act; 

 (b) A proposed regulation; 

 (c) The amendment or repeal of a prior regulation; and 

 (d) The general application by an agency of a written policy, 

interpretation, process or procedure to determine whether a person is in 

compliance with a federal or state statute or regulation in order to assess a 

fine, monetary penalty or monetary interest. 

 2.  The term does not include: 

 (a) A statement concerning only the internal management of an agency 

and not affecting private rights or procedures available to the public; 

 (b) A declaratory ruling; 

 (c) An intraagency memorandum; 

 (d) A manual of internal policies and procedures or audit procedures of an 

agency which is used solely to train or provide guidance to employees of the 

agency and which is not used as authority in a contested case to determine 

whether a person is in compliance with a federal or state statute or regulation; 

 (e) An agency decision or finding in a contested case; 

 (f) An advisory opinion issued by an agency that is not of general 

applicability; 

 (g) A published opinion of the Attorney General; 

 (h) An interpretation of an agency that has statutory authority to issue 

interpretations; 

 (i) Letters of approval, concurrence or disapproval issued in relation to a 

permit for a specific project or activity; 

 (j) A contract or agreement into which an agency has entered; 

 (k) The provisions of a federal law, regulation or guideline; 

 (l) An emergency action taken by an agency that is necessary to protect 

public health and safety; 

 (m) [The application by an agency of a policy, interpretation, process or 

procedure to a person who has sufficient prior actual notice of the policy, 

interpretation, process or procedure to determine whether the person is in 

compliance with a federal or state statute or regulation in order to assess a 

fine, monetary penalty or monetary interest; 

 (n)] A regulation concerning the use of public roads or facilities which is 

indicated to the public by means of signs, signals and other traffic-control 

devices that conform with the manual and specifications for a uniform 

system of official traffic-control devices adopted pursuant to NRS 484A.430; 

 [(o)] (n) The classification of wildlife or the designation of seasons for 

hunting, fishing or trapping by regulation of the Board of Wildlife 

Commissioners pursuant to the provisions of title 45 of NRS; or 
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 [(p)] (o) A technical bulletin prepared pursuant to NRS 360.133. 

 Sec. 14.  NRS 233B.0395 is hereby amended to read as follows: 

 233B.0395  The Nevada Administrative Code as most recently revised or 

supplemented before [May 15, 1987,] February 6, 2017, and the text of those 

regulations which have been prepared by the Legislative Counsel for 

inclusion in the Nevada Administrative Code on or before [May 15, 1987,] 

February 6, 2017, but have not been included, are hereby ratified. 

 Sec. 15.  NRS 233B.040 is hereby amended to read as follows: 

 233B.040  1.  To the extent authorized by the statutes applicable to it, 

each agency may adopt reasonable regulations to aid it in carrying out the 

functions assigned to it by law and shall adopt such regulations as are 

necessary to the proper execution of those functions. If adopted and filed in 

accordance with the provisions of this chapter, the following regulations have 

the force of law and must be enforced by all peace officers: 

 (a) The Nevada Administrative Code; and 

 (b) Temporary and emergency regulations. 

 In every instance, the power to adopt regulations to carry out a particular 

function is limited by the terms of the grant of authority pursuant to which 

the function was assigned. 

 2.  Every regulation adopted by an agency must include: 

 (a) A citation of the authority pursuant to which it, or any part of it, was 

adopted; and 

 (b) The address of the agency and, to the extent not elsewhere provided in 

the regulation, a brief explanation of the procedures for obtaining 

clarification of the regulation or relief from the strict application of any of its 

terms, if the agency is authorized by a specific statute to grant such relief, or 

otherwise dealing with the agency in connection with the regulation. 

 3.  An agency may adopt by reference in a regulation material published 

by another authority in book or pamphlet form if: 

 (a) It files one copy of the publication with the Secretary of State and one 

copy with the State Library, Archives and Public Records Administrator, and 

makes at least one copy available for public inspection with its regulations; 

and 

 (b) The reference discloses the source and price for purchase of the 

publication. 

 An agency shall not attempt to incorporate any other material in a 

regulation by reference. 

 4.  An agency shall adopt and submit a proposed regulation to the 

Legislative Commission for review not later than 2 years after the date on 

which the proposed regulation is submitted to the Legislative Counsel 

pursuant to subsection 1 of NRS 233B.063. If an agency does not adopt and 

submit a proposed regulation to the Legislative Commission for review within 

the time prescribed by this subsection, the executive head of the agency shall 

appear personally before the Legislative Commission and explain why the 
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proposed regulation has not been adopted [.] and submitted to the Legislative 

Commission for review. 

 Sec. 16.  NRS 233B.060 is hereby amended to read as follows: 

 233B.060  1.  Except as otherwise provided in subsection 2 and 

NRS 233B.061, before adopting, amending or repealing: 

 (a) A permanent regulation, the agency must, after receiving the approved 

or revised text of the proposed regulation prepared by the Legislative 

Counsel pursuant to NRS 233B.063, give at least 30 days' notice of its 

intended action, unless a shorter period of notice is specifically permitted by 

statute. 

 (b) A temporary regulation, the agency must give at least 30 days' notice 

of its intended action, unless a shorter period of notice is specifically 

permitted by statute. 

 2.  Except as otherwise provided in subsection 3, if an agency has 

adopted a temporary regulation after notice and the opportunity for a hearing 

as provided in this chapter, it may adopt, after providing a second notice and 

the opportunity for a hearing, a permanent regulation, but the language of the 

permanent regulation must first be approved or revised by the Legislative 

Counsel and the adopted regulation must be approved by the Legislative 

Commission . [or the Subcommittee to Review Regulations appointed 

pursuant to subsection 6 of NRS 233B.067.] 

 3.  If the Public Utilities Commission of Nevada has adopted a temporary 

regulation after notice and the opportunity for a hearing as provided in this 

chapter, it may adopt a substantively equivalent permanent regulation 

without further notice or hearing, but the language of the permanent 

regulation must first be approved or revised by the Legislative Counsel and 

the adopted regulation must be approved by the Legislative Commission . [or 

the Subcommittee to Review Regulations.] 

 Sec. 17.  NRS 233B.061 is hereby amended to read as follows: 

 233B.061  1.  All interested persons must be afforded a reasonable 

opportunity to submit data, views or arguments upon a proposed regulation, 

orally or in writing. 

 2.  Before holding the public hearing required pursuant to subsection 3, 

an agency shall conduct at least one workshop to solicit comments from 

interested persons on one or more general topics to be addressed in a 

proposed regulation. Not less than 15 days before the workshop, the agency 

shall provide notice of the time and place set for the workshop: 

 (a) In writing to each person who has requested to be placed on a mailing 

list; and 

 (b) In any other manner reasonably calculated to provide such notice to 

the general public and any business that may be affected by a proposed 

regulation which addresses the general topics to be considered at the 

workshop. 

 3.  [With respect to substantive regulations, the] The agency shall set a 

time and place for an oral public hearing, but if no one appears who will be 
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directly affected by the proposed regulation and requests an oral hearing, the 

agency may proceed immediately to act upon any written submissions. The 

agency shall consider fully all written and oral submissions respecting the 

proposed regulation. 

 4.  An agency shall not hold the public hearing required pursuant to 

subsection 3 on the same day that the agency holds the workshop required 

pursuant to subsection 2. 

 5.  Each workshop and public hearing required pursuant to subsections 2 

and 3 must be conducted in accordance with the provisions of chapter 241 of 

NRS. 

 Sec. 17.5.  NRS 233B.0613 is hereby amended to read as follows: 

 233B.0613  1.  If an agency determines that an emergency exists [,] and 

wants to adopt an emergency regulation, it shall submit to the Governor the 

original copy of the proposed emergency regulation with a written statement 

of the emergency which sets forth the reasons for [the] its determination [. If] 

that an emergency exists. 

 2.  Except as otherwise provided in this section, if the Governor endorses 

the statement of the emergency by written endorsement at the end of the full 

text of the statement of the emergency on the original copy of [a] the 

proposed emergency regulation, the emergency regulation may be adopted 

and become effective immediately upon its being filed in the Office of the 

Secretary of State pursuant to subsection 3 of NRS 233B.070. The statement 

of the emergency endorsed by the Governor must be included as a part of the 

emergency regulation for all purposes. 

 [2.] 3.  If practicable, the agency shall, not later than 9 a.m. on the first 

working day before the date on which the emergency regulation is filed in the 

Office of the Secretary of State pursuant to subsection 3 of NRS 233B.070, 

make the emergency regulation available to the public by: 

 (a) Providing a copy of the emergency regulation to a member of the 

public upon request; and 

 (b) Making a copy of the emergency regulation available on its website on 

the Internet, if any. 

 [3.] 4.  If practicable, the agency shall, not later than 9 a.m. on the 

first working day before the date of any hearing at which the agency 

considers the emergency regulation, make the version of the proposed 

emergency regulation that will be considered at the hearing available to the 

public by: 

 (a) Providing a copy of the proposed emergency regulation to a member 

of the public upon request; and 

 (b) Making a copy of the proposed emergency regulation available on its 

website on the Internet, if any. 

 [4.  A]  

 5.  An emergency regulation adopted pursuant to this section may not be 

[effective] : 
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 (a) Effective for a period [of not] longer than 120 days . [. A regulation 

may be adopted]  

 (b) Adopted by this emergency procedure [only once. 

 5.] more than once. 

 (c) Substantially identical, in whole or in part, to a regulation suspended 

or nullified by the Legislative Commission pursuant to Section 1 of Article 3 

of the Nevada Constitution and NRS 233B.0395 to 233B.120, inclusive, and 

sections 10 and 11 of this act. 

 6.  If an agency adopts, after providing notice and the opportunity for a 

hearing as required in this chapter, a permanent or temporary regulation 

which becomes effective and is substantially identical to its effective 

emergency regulation, the emergency regulation expires automatically on the 

effective date of the temporary or permanent regulation. 

 Sec. 18.  NRS 233B.0617 is hereby amended to read as follows: 

 233B.0617  No regulation adopted after July 1, 1965, is valid unless 

adopted in substantial compliance with this chapter but no objection to any 

regulation on the ground of noncompliance with the procedural requirements 

of NRS 233B.060 to 233B.0617, inclusive, may be made more than 2 years 

after its effective date. Nothing in this section shall be construed to preclude 

the making of an objection to a regulation on a ground other than 

noncompliance with the procedural requirements of NRS 233B.060 to 

233B.0617, inclusive. Regulations in effect on July 1, 1965, continue in 

effect until amended , suspended, nullified or repealed in accordance with the 

provisions of this chapter, if an original and two copies were deposited with 

the Secretary of State on or before July 1, 1965. 

 Sec. 19.  NRS 233B.0633 is hereby amended to read as follows: 

 233B.0633  1.  Upon the request of a Legislator, the Legislative 

Commission may examine a temporary regulation adopted by an agency that 

is not yet effective pursuant to subsection 2 of NRS 233B.070 to determine 

whether the temporary regulation conforms to the statutory authority 

pursuant to which it was adopted and whether the temporary regulation 

carries out the intent of the Legislature in granting that authority.  

 2.  If a temporary regulation that the Legislative Commission is requested 

to examine pursuant to subsection 1 was required to be adopted by the 

agency pursuant to a federal statute or regulation and the temporary 

regulation exceeds the specific statutory authority of the agency or sets forth 

requirements that are more stringent than a statute of this State, the agency 

shall submit a statement to the Legislative Commission that adoption of the 

temporary regulation was required by a federal statute or regulation. The 

statement must include the specific citation of the federal statute or 

regulation requiring such adoption. 

 3.  [Except as otherwise provided in subsection 4, the] The Legislative 

Commission shall [: 
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 (a) Review] review the temporary regulation at its next regularly 

scheduled meeting if the request for examination of the temporary regulation 

is received more than 10 working days before the meeting . [; or 

 (b) Refer the temporary regulation for review to the Subcommittee to 

Review Regulations appointed pursuant to subsection 6 of NRS 233B.067. 

 4.  If an agency determines that an emergency exists which requires a 

temporary regulation of the agency for which a Legislator requested an 

examination pursuant to subsection 1 to become effective before the next 

meeting of the Legislative Commission is scheduled to be held, the agency 

may notify the Legislative Counsel in writing of the emergency. Upon receipt 

of such a notice, the Legislative Counsel shall refer the temporary regulation 

for review by the Subcommittee to Review Regulations as soon as 

practicable. 

 5.] 4.  If the Legislative Commission [, or the Subcommittee to Review 

Regulations if the temporary regulation was referred,] approves the 

temporary regulation, the Legislative Counsel shall notify the agency that the 

agency may file the temporary regulation with the Secretary of State. If the 

Commission [or the Subcommittee] objects to the temporary regulation after 

determining that:  

 (a) If subsection 2 is applicable, the temporary regulation is not required 

pursuant to a federal statute or regulation; 

 (b) The temporary regulation does not conform to statutory authority; or 

 (c) The temporary regulation does not carry out legislative intent, 

 the Legislative Counsel shall attach to the temporary regulation a written 

notice of the objection, including, if practicable, a statement of the reasons 

for the objection, and shall promptly return the temporary regulation to the 

agency. 

 [6.] 5.  If the Legislative Commission [or the Subcommittee to Review 

Regulations] has objected to a temporary regulation, the agency that adopted 

the temporary regulation shall revise the temporary regulation to conform to 

the statutory authority pursuant to which it was adopted and to carry out the 

intent of the Legislature in granting that authority and return it to the 

Legislative Counsel within 60 days after the agency received the written 

notice of the objection to the temporary regulation pursuant to subsection [5.] 

4. Upon receipt of the revised temporary regulation, the Legislative Counsel 

shall resubmit the temporary regulation to the Legislative Commission . [or 

the Subcommittee for review.] If the Legislative Commission [or the 

Subcommittee] approves the revised temporary regulation, the Legislative 

Counsel shall notify the agency that the agency may file the revised 

temporary regulation with the Secretary of State. 

 [7.] 6.  If the Legislative Commission [or the Subcommittee to Review 

Regulations] objects to the revised temporary regulation, the Legislative 

Counsel shall attach to the revised temporary regulation a written notice of 

the objection, including, if practicable, a statement of the reasons for the 

objection, and shall promptly return the revised temporary regulation to the 
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agency. The agency shall continue to revise it and resubmit it to the 

Legislative Commission [or the Subcommittee] within 30 days after the 

agency received the written notice of the objection to the revised temporary 

regulation. 

 Sec. 20.  NRS 233B.0653 is hereby amended to read as follows: 

 233B.0653  1.  The Legislative Counsel shall periodically prepare and 

publish [or cause to be prepared and published] electronically a Register of 

Administrative Regulations [.] on the public website of the Legislature on the 

Internet. The Register must include the following information regarding each 

permanent regulation adopted by an agency: 

 (a) The proposed and adopted text of the regulation and any revised 

version of the regulation; 

 (b) The notice of intent to act upon the regulation set forth in 

NRS 233B.0603;  

 (c) The written notice of adoption of the regulation required pursuant to 

NRS 233B.064; 

 (d) The informational statement required pursuant to NRS 233B.066; and 

 (e) The effective date of the regulation, as determined pursuant to 

NRS 233B.070. 

[ In carrying out the duties set forth in this subsection, the Legislative 

Counsel may use the services of the State Printing Office. 

 2.  The Legislative Counsel shall publish the Register not less than 

10 times per year but not more than once every 2 weeks. 

 3.  The Register must be provided to and maintained by: 

 (a) The Secretary of State; 

 (b) The Attorney General; 

 (c) The Supreme Court Law Library; 

 (d) The State Library, Archives and Public Records; 

 (e) Each county clerk; 

 (f) Each county library; and 

 (g) The Legislative Counsel Bureau. 

 4.  The Legislative Counsel may sell an additional copy of the Register to 

any person or governmental entity that requests a copy, at a price which does 

not exceed the cost of publishing the additional copy. 

 5.] 2.  The Legislative Counsel is immune from civil liability which may 

result from failure to include any information in the Register. 

 Sec. 21.  NRS 233B.0665 is hereby amended to read as follows: 

 233B.0665  If a regulation submitted to the Legislative Counsel Bureau 

pursuant to NRS 233B.067 is not accompanied by an informational statement 

which complies with the requirements of NRS 233B.066 or a small business 

impact statement which complies with the requirements of NRS 233B.0608 

and 233B.0609, the Legislative Counsel shall return the regulation to the 

agency with a note indicating the statement which is missing. Unless the 

missing statement is supplied, the Legislative Counsel shall not submit the 
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regulation to the Legislative Commission [or the Subcommittee to Review 

Regulations, as applicable,] and the regulation never becomes effective. 

 Sec. 22.  NRS 233B.067 is hereby amended to read as follows: 

 233B.067  1.  After adopting a permanent regulation, the agency shall 

submit the informational statement prepared pursuant to NRS 233B.066 and 

one copy of each regulation adopted to the Legislative Counsel for review by 

the Legislative Commission to determine whether to approve the regulation. 

The Legislative Counsel shall endorse on the original and the copy of each 

adopted regulation the date of their receipt. The Legislative Counsel shall 

maintain the copy of the regulation in a file and make the copy available for 

public inspection for 2 years. 

 2.  If an agency submits an adopted regulation to the Legislative Counsel 

pursuant to subsection 1 that: 

 (a) The agency is required to adopt pursuant to a federal statute or 

regulation; and 

 (b) Exceeds the specific statutory authority of the agency or sets forth 

requirements that are more stringent than a statute of this State, 

 it shall include a statement that adoption of the regulation is required by a 

federal statute or regulation. The statement must include the specific citation 

of the federal statute or regulation requiring such adoption. 

 3.  [Except as otherwise provided in subsection 4, the] The Legislative 

Commission shall [: 

 (a) Review] review the regulation at its next regularly scheduled meeting 

if the regulation is received more than 10 working days before the meeting . 

[; or 

 (b) Refer the regulation for review to the Subcommittee to Review 

Regulations appointed pursuant to subsection 6. 

 4.  If an agency determines that an emergency exists which requires a 

regulation of the agency submitted pursuant to subsection 1 to become 

effective before the next meeting of the Legislative Commission is scheduled 

to be held, the agency may notify the Legislative Counsel in writing of the 

emergency. Upon receipt of such a notice, the Legislative Counsel shall refer 

the regulation for review by the Subcommittee to Review Regulations. The 

Subcommittee shall meet to review the regulation as soon as practicable.  

 5.] 4.  If the Legislative Commission [, or the Subcommittee to Review 

Regulations if the regulation was referred,] approves the regulation, the 

Legislative Counsel shall promptly file the regulation with the Secretary of 

State and notify the agency of the filing. If the Commission [or 

Subcommittee] objects to the regulation after determining that:  

 (a) If subsection 2 is applicable, the regulation is not required pursuant to 

a federal statute or regulation; 

 (b) The regulation does not conform to statutory authority; 

 (c) The regulation does not carry out legislative intent; 
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 (d) The small business impact statement is inaccurate, incomplete or did 

not adequately consider or significantly underestimated the economic effect 

of the regulation on small businesses; or 

 (e) The agency has not provided a satisfactory explanation of the need for 

the regulation in its informational statement as required pursuant to 

NRS 233B.066, or the informational statement is insufficient or incomplete, 

 the Legislative Counsel shall attach to the regulation a written notice of 

the objection, including, if practicable, a statement of the reasons for the 

objection, and shall promptly return the regulation to the agency. 

 [6.  As soon as practicable after each regular legislative session, the 

Legislative Commission shall appoint a Subcommittee to Review 

Regulations consisting of at least three members or alternate members of the 

Legislative Commission.] 

 Sec. 23.  NRS 233B.0675 is hereby amended to read as follows: 

 233B.0675  1.  If the Legislative Commission [, or the Subcommittee to 

Review Regulations appointed pursuant to subsection 6 of NRS 233B.067,] 

has objected to a regulation, the agency shall revise the regulation to conform 

to the statutory authority pursuant to which it was adopted and to carry out 

the intent of the Legislature in granting that authority and return it to the 

Legislative Counsel within 60 days after the agency received the written 

notice of the objection to the regulation pursuant to NRS 233B.067. Upon 

receipt of the revised regulation, the Legislative Counsel shall resubmit the 

regulation to the Commission [or Subcommittee] for review. If the 

Commission [or Subcommittee] approves the revised regulation, the 

Legislative Counsel shall promptly file the revised regulation with the 

Secretary of State and notify the agency of the filing. 

 2.  If the Legislative Commission [or Subcommittee] objects to the 

revised regulation, the Legislative Counsel shall attach to the revised 

regulation a written notice of the objection, including, if practicable, a 

statement of the reasons for the objection, and shall promptly return the 

revised regulation to the agency. The agency shall continue to revise it and 

resubmit it to the Commission [or Subcommittee] within 30 days after the 

agency received the written notice of the objection to the revised regulation. 

 Sec. 24.  NRS 233B.0677 is hereby amended to read as follows: 

 233B.0677  1.  Before holding a meeting to review temporary 

regulations pursuant to NRS 233B.0633 or adopted regulations pursuant to 

NRS 233B.067 or 233B.0675, the Legislative Commission [or the 

Subcommittee to Review Regulations appointed pursuant to subsection 6 of 

NRS 233B.067, as applicable,] shall provide written notice of the meeting at 

least 3 working days before the meeting. The notice must include, without 

limitation: 

 (a) A list of the regulations that the Legislative Commission [or the 

Subcommittee to Review Regulations] will review at the meeting; and 
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 (b) An explanation of the manner in which a person may obtain a copy of 

a regulation that the Legislative Commission [or Subcommittee to Review 

Regulations] will review at the meeting. 

 2.  If the Legislative Counsel Bureau maintains a website on the Internet 

or its successor, the Legislative Counsel Bureau shall, at least 3 working days 

before the Legislative Commission [or the Subcommittee to Review 

Regulations] holds a meeting to review temporary regulations pursuant to 

NRS 233B.0633 or adopted regulations pursuant to NRS 233B.067 or 

233B.0675, post on its website a list of the regulations that the Legislative 

Commission [or the Subcommittee to Review Regulations] will review at the 

meeting, unless the Legislative Counsel Bureau is unable to do so because of 

technical problems relating to the operation or maintenance of its website. 

 Sec. 25.  NRS 233B.070 is hereby amended to read as follows: 

 233B.070  1.  A permanent regulation becomes effective when the 

Legislative Counsel files with the Secretary of State the original of the final 

draft or revision of a regulation, except as otherwise provided in 

NRS 293.247 or where a later date is specified in the regulation. 

 2.  Except as otherwise provided in NRS 233B.0633, an agency that has 

adopted a temporary regulation may not file the temporary regulation with 

the Secretary of State until 35 days after the date on which the temporary 

regulation was adopted by the agency. A temporary regulation becomes 

effective when the agency files with the Secretary of State the original of the 

final draft or revision of the regulation, together with the informational 

statement prepared pursuant to NRS 233B.066. The agency shall also file a 

copy of the temporary regulation with the Legislative Counsel, together with 

the informational statement prepared pursuant to NRS 233B.066. 

 3.  An emergency regulation becomes effective when the agency files 

with the Secretary of State the original of the final draft or revision of an 

emergency regulation, together with the informational statement prepared 

pursuant to NRS 233B.066 [.] and a copy of the written statement of the 

emergency endorsed by the Governor pursuant to NRS 233B.0613. The 

agency shall also file a copy of the emergency regulation with the Legislative 

Counsel, together with the informational statement prepared pursuant to 

NRS 233B.066 [.] and a copy of the written statement of the emergency 

endorsed by the Governor pursuant to NRS 233B.0613. 

 4.  The Secretary of State shall maintain the original of the final draft or 

revision of each regulation in a permanent file to be used only for the 

preparation of official copies. 

 5.  The Secretary of State shall file, with the original of each agency's 

rules of practice, the current statement of the agency concerning the date and 

results of its most recent review of those rules. 

 6.  Immediately after each permanent or temporary regulation is filed, the 

agency shall deliver one copy of the final draft or revision, bearing the stamp 

of the Secretary of State indicating that it has been filed, including material 

adopted by reference which is not already filed with the State Library, 
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Archives and Public Records Administrator, to the State Library, Archives 

and Public Records Administrator for use by the public. If the agency is a 

licensing board as defined in NRS 439B.225 and it has adopted a permanent 

regulation relating to standards for the issuance or renewal of licenses, 

permits or certificates of registration issued to a person or facility regulated 

by the agency, the agency shall also deliver one copy of the regulation, 

bearing the stamp of the Secretary of State, to the Legislative Committee on 

Health Care within 10 days after the regulation is filed with the Secretary of 

State. 

 7.  Each agency shall furnish a copy of all or part of that part of the 

Nevada Administrative Code which contains its regulations, to any person 

who requests a copy, and may charge a reasonable fee for the copy based on 

the cost of reproduction if it does not have money appropriated or authorized 

for that purpose. 

 8.  An agency which publishes any regulations included in the Nevada 

Administrative Code shall use the exact text of the regulation as it appears in 

the Nevada Administrative Code, including the leadlines and numbers of the 

sections. Any other material which an agency includes in a publication with 

its regulations must be presented in a form which clearly distinguishes that 

material from the regulations. 

 Sec. 26.  NRS 233B.100 is hereby amended to read as follows: 

 233B.100  1.  Any interested person may petition an agency requesting 

the adoption, filing, amendment or repeal of any regulation and shall 

accompany the petition with relevant data, views and arguments. Each 

agency shall prescribe by regulation the form for such petitions and the 

procedure for their submission, consideration and disposition. Upon 

submission of such a petition, the agency shall within 30 days either deny the 

petition in writing, stating its reasons, or initiate regulation-making 

proceedings. 

 2.  Any regulation of any agency is subject to [amendment] : 

 (a) Amendment or suspension by the Governor pursuant to the provisions 

of NRS 416.060. 

 (b) Suspension or nullification by the Legislative Commission pursuant to 

[section 10 of this act.] Section 1 of Article 3 of the Nevada Constitution and 

NRS 233B.0395 to 233B.120, inclusive, and sections 10 and 11 of this act. 

 Sec. 27.  NRS 233B.105 is hereby amended to read as follows: 

 233B.105  1.  A small business that is aggrieved by a regulation adopted 

by an agency on or after January 1, 2000, may object to all or a part of the 

regulation by filing a petition with the agency that adopted the regulation 

within 90 days after the date on which the regulation was adopted. An agency 

which receives such a petition shall transmit a copy of the petition to the 

Legislative Counsel for submission to the Legislative Commission . [or the 

Subcommittee to Review Regulations appointed pursuant to subsection 6 of 

NRS 233B.067.] 
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 2.  A petition filed pursuant to subsection 1 may be based on the 

following grounds: 

 (a) The agency failed to prepare a small business impact statement as 

required pursuant to NRS 233B.0608 and 233B.0609; or 

 (b) The small business impact statement prepared by the agency pursuant 

to NRS 233B.0608 and 233B.0609 is inaccurate, incomplete or did not 

adequately consider or significantly underestimated the economic effect of 

the regulation on small businesses. 

 3.  After receiving a petition pursuant to subsection 1, an agency shall 

determine whether the petition has merit. If the agency determines that the 

petition has merit, the agency may, pursuant to this chapter, take action to 

amend the regulation to which the small business objected. 

 Sec. 28.  NRS 233B.110 is hereby amended to read as follows: 

 233B.110  1.  The validity or applicability of any regulation may be 

determined in a proceeding for a declaratory judgment in the district court in 

and for Carson City, or in and for the county where the plaintiff resides, 

when it is alleged that the regulation, or its proposed application, interferes 

with or impairs, or threatens to interfere with or impair, the legal rights or 

privileges of the plaintiff. A declaratory judgment may be rendered after the 

plaintiff has first requested the agency to pass upon the validity of the 

regulation in question. The court shall declare the regulation invalid if it finds 

that it violates constitutional or statutory provisions or exceeds the statutory 

authority of the agency. The agency whose regulation is made the subject of 

the declaratory action shall be made a party to the action. 

 2.  An agency may institute an action for declaratory judgment to 

establish the validity of any one or more of its own regulations. 

 3.  Actions for declaratory judgment provided for in subsections 1 and 2 

shall be in accordance with the Uniform Declaratory Judgments Act 

(chapter 30 of NRS), and the Nevada Rules of Civil Procedure. In all actions 

under subsections 1 and 2, the plaintiff shall serve a copy of the complaint 

upon the Attorney General, who is also entitled to be heard. 

 4.  Nothing in this section shall be construed to limit the authority of the 

Legislative Commission to suspend or nullify a regulation [as provided in 

this chapter.] pursuant to Section 1 of Article 3 of the Nevada Constitution 

and NRS 233B.0395 to 233B.120, inclusive, and sections 10 and 11 of this 

act. 

 Sec. 29.  NRS 514A.110 is hereby amended to read as follows: 

 514A.110  A permanent regulation adopted by the: 

 1.  Nevada Tax Commission, pursuant to NRS 360.090, concerning any 

taxation related to the extraction of any mineral in this State, including, 

without limitation, the taxation of the net proceeds pursuant to chapter 362 of 

NRS and Section 5 of Article 10 of the Nevada Constitution; 

 2.  Administrator of the Division of Industrial Relations of the 

Department of Business and Industry for mine health and safety pursuant to 

NRS 512.131; 
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 3.  Commission on Mineral Resources pursuant to NRS 513.063, 513.094 

or 519A.290; and 

 4.  State Environmental Commission pursuant to NRS 519A.160, 

 is not effective unless it is reviewed by the Mining Oversight and 

Accountability Commission before it is approved pursuant to chapter 233B 

of NRS by the Legislative Commission . [or the Subcommittee to Review 

Regulations appointed pursuant to subsection 6 of NRS 233B.067.] After 

conducting its review of the regulation, the Mining Oversight and 

Accountability Commission shall provide a report of its findings and 

recommendations regarding the regulation to the Legislative Counsel for 

submission to the Legislative Commission . [or the Subcommittee to Review 

Regulations, as appropriate.] 

 Sec. 29.5.  Section 1 of Senate Bill No. 160 of this session is hereby 

amended to read as follows: 

 Section 1.  NRS 233B.060 is hereby amended to read as 

follows: 

 233B.060  1.  Except as otherwise provided in subsection 2 and 

NRS 233B.061, before adopting, amending or repealing: 

 (a) A permanent regulation, the agency must, after receiving the 

approved or revised text of the proposed regulation prepared by the 

Legislative Counsel pursuant to NRS 233B.063: 

  (1) If it is the first hearing on the regulation, give at least 

30 days' notice of its intended action, unless a shorter period of 

notice is specifically permitted by statute. When posted, the agency 

must include notice that the regulation that is posted on the Internet 

website of the agency 3 working days before the hearing will be the 

regulation considered. The agency shall ensure that the regulation to 

be considered at the hearing is posted on the Internet website of the 

agency 3 working days before the hearing. 

  (2) If it is the second or subsequent hearing on the regulation, 

including, without limitation, a subsequent hearing on an adopted 

regulation that has not been approved by the Legislative 

Commission [or the Subcommittee to Review Regulations] pursuant 

to NRS 233B.067, in order to approve a revision to the regulation, 

give at least 3 working days' notice of its intended action. 

 (b) A temporary regulation, the agency must give at least 30 days' 

notice of its intended action, unless a shorter period of notice is 

specifically permitted by statute. 

 2.  Except as otherwise provided in subsection 3, if an agency 

has adopted a temporary regulation after notice and the opportunity 

for a hearing as provided in this chapter, it may adopt, after 

providing a second notice and the opportunity for a hearing, a 

permanent regulation, but the language of the permanent regulation 

must first be approved or revised by the Legislative Counsel and the 

adopted regulation must be approved by the Legislative 
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Commission . [or the Subcommittee to Review Regulations 

appointed pursuant to subsection 6 of NRS 233B.067.] 

 3.  If the Public Utilities Commission of Nevada has adopted a 

temporary regulation after notice and the opportunity for a hearing 

as provided in this chapter, it may adopt a substantively equivalent 

permanent regulation without further notice or hearing, but the 

language of the permanent regulation must first be approved or 

revised by the Legislative Counsel and the adopted regulation must 

be approved by the Legislative Commission . [or the Subcommittee 

to Review Regulations.] 

 Sec. 30.  This act becomes effective on July 1, 2017. 

 Senator Cannizzaro moved the adoption of the amendment. 

 Remarks by Senator Cannizzaro. 
 Amendment No. 805 to Assembly Bill No. 403 clarifies that the Legislative Commission may 

suspend or nullify a regulation in its entirety or a portion thereof and sets forth agency 

notification requirements prior to such suspension or nullification. It provides an opportunity for 
the agency to comment on whether the regulation should be nullified or suspended; sets limits on 

the time frame by which a regulation may be suspended or nullified. It specifies that an adopted 

emergency regulation may not be substantially identical to a regulation suspended or nullified by 
the Commission, and declares that the Legislature intends to establish procedural requirements 

for the Legislative Commission to review, object to, suspend or nullify a regulation as authorized 

by law and adds related "legislative findings." 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 420. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Judiciary: 

 Amendment No. 827. 

 SUMMARY—Revises provisions governing the use of electronic devices 

by offenders. (BDR 16-1073) 

 AN ACT relating to corrections; authorizing the Director of the 

Department of Corrections to establish by regulation a charge on the use of 

videoconference equipment by offenders to conduct certain visits; [revising 

provisions governing the use of electronic devices by offenders for certain 

purposes;] and providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

 Existing law requires that money received for the benefit of offenders 

through contributions, that is not required to be deposited elsewhere, be 

placed in the Offenders' Store Fund and expended for the welfare and benefit 

of all offenders sentenced to imprisonment in the state prison. (NRS 209.221) 

Existing law additionally requires the Department of Corrections, under 

certain circumstances, to allow a prisoner to videoconference with his or her 

child if such equipment is available. (NRS 209.42305) Section 1 of this bill 

authorizes the Director of the Department , [of Corrections,] with approval of 

the Board of State Prison Commissioners, to establish by regulation a charge 
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on the use by offenders of videoconferencing equipment for conducting visits 

and correspondence to defray the costs of operating and maintaining such 

equipment. Section 1 also prohibits such a charge on the use of 

videoconference equipment for an offender to conduct a visit or 

correspondence with his or her child.  

[ Existing law prohibits offenders from having access to telecommunications 

devices except under certain circumstances. (NRS 209.417) Section 2 of this 

bill authorizes an offender to use an approved telecommunications device to 

conduct certain visits and correspondence. Section 2 also authorizes the 

Department to enter into an agreement with an offender allowing the 

offender to use a telecommunications device for certain purposes related to 

correctional activities and educational, vocational and legal research.] 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  NRS 209.221 is hereby amended to read as follows: 

 209.221  1.  The Offenders' Store Fund is hereby created as a special 

revenue fund. All money received for the benefit of offenders through 

contributions, and from other sources not otherwise required to be deposited 

in another fund, must be deposited in the Offenders' Store Fund. 

 2.  The Director shall: 

 (a) Keep, or cause to be kept, a full and accurate account of the Fund; 

 (b) Submit reports to the Board relative to money in the Fund as may be 

required from time to time; and 

 (c) Submit a monthly report to the offenders of the amount of money in 

the Fund by posting copies of the report at locations accessible to offenders 

generally or by delivery of copies to the appropriate representatives of the 

offenders if any are selected. 

 3.  Except as otherwise provided in subsections 4 to [9,] 10, inclusive, 

money in the Offenders' Store Fund, except interest earned upon it, must be 

expended for the welfare and benefit of all offenders. 

 4.  If necessary to cover a shortfall of money in the Prisoners' Personal 

Property Fund, the Director may, after obtaining the approval of the Interim 

Finance Committee, authorize the State Controller to transfer money from 

the Offenders' Store Fund to the Prisoners' Personal Property Fund, and the 

State Controller shall make the transfer. 

 5.  If an offender has insufficient money in his or her individual account 

in the Prisoners' Personal Property Fund to repay or defray costs assessed to 

the offender pursuant to NRS 209.246, the Director shall authorize the State 

Controller to transfer sufficient money from the Offenders' Store Fund to the 

appropriate account in the State General Fund to pay costs remaining unpaid, 

and the State Controller shall make the transfer. Any money so transferred 

must be accounted for separately. The Director shall cause the Offenders' 

Store Fund to be reimbursed from the offender's individual account in the 

Prisoners' Personal Property Fund, as money becomes available. 
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 6.  If the Department incurs costs related to state property that has been 

willfully damaged, destroyed or lost or incurs costs related to medical 

examination, diagnosis or treatment for an injury to an offender, the Director 

may authorize the State Controller to transfer money from the Offenders' 

Store Fund to the appropriate account in the State General Fund to repay or 

defray those costs if: 

 (a) The Director has reason to believe that an offender caused the damage, 

destruction, loss or injury; and 

 (b) The identity of the offender is unknown or cannot be determined by 

the Director with reasonable certainty. 

 The State Controller shall make the transfer if authorized by the Director. 

Any money transferred must be accounted for separately. If the identity of 

the offender is determined after money has been transferred, the Director 

shall cause the Offenders' Store Fund to be reimbursed from the offender's 

individual account in the Prisoners' Personal Property Fund, as money 

becomes available. 

 7.  The Director may, with approval of the Board, establish by regulation 

criteria for a reasonable deduction from money credited to the Offenders' 

Store Fund to repay or defray the costs relating to the operation and 

maintenance of the offenders' store, coffee shop, gymnasium and correctional 

officers' salaries for visitation posts where they exist in each facility. Any 

regulations adopted pursuant to this subsection must be adopted in 

accordance with the provisions of chapter 233B of NRS. 

 8.  The Director may, with approval of the Board, establish by regulation 

a charge on the purchase of electronic devices by offenders to defray the 

costs relating to the operation of the devices. The Director shall utilize the 

proceeds collected from the charge established for operation of the devices to 

offset the energy costs of the facilities within the Department. Any 

regulations adopted pursuant to this subsection must be adopted in 

accordance with the provisions of chapter 233B of NRS. 

 9.  The Director may, with approval of the Board, establish by regulation 

a charge on the use by offenders of videoconferencing equipment for 

conducting visits or correspondence which is authorized pursuant to 

NRS 209.423 and subject to the limitations set forth in NRS 209.419, to 

defray the costs relating to the operation and maintenance of the equipment. 

Such charges must not include a charge on the use by an offender of 

videoconferencing equipment for conducting visits or correspondence with 

his or her child pursuant to NRS 209.42305. The Director shall utilize the 

proceeds collected from the charge established for the operation and 

maintenance of the equipment to offset the costs of operating and 

maintaining the videoconferencing equipment and correctional officers' 

salaries for posts for conducting visits by videoconference where the posts 

exist in each facility.  

 10.  If an offender who has been assigned to a center for the purpose of 

making restitution is returned to an institution for committing an infraction of 
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the regulations of the Department and the center has not been fully 

compensated for the cost of providing the offender with housing, 

transportation, meals, or medical or dental services at the center, the Director 

may authorize the State Controller to transfer money from the Offenders' 

Store Fund to the appropriate account in the State General Fund to repay or 

defray those costs. The State Controller shall make the transfer if authorized 

by the Director. Any money transferred must be accounted for separately. 

The Director shall cause the Offenders' Store Fund to be reimbursed from the 

offender's individual account in the Prisoners' Personal Property Fund, as 

money becomes available. 

 [10.] 11.  If an offender has insufficient money in his or her individual 

account in the Prisoners' Personal Property Fund to repay or defray costs 

assessed to the offender pursuant to NRS 209.246, the offender shall sign a 

statement under penalty of perjury concerning his or her financial situation. 

Such a statement must include, but is not limited to, the following 

information: 

 (a) The value of any interest the offender has in real estate; 

 (b) The value of the personal property of the offender; 

 (c) The assets in any bank account of the offender; and 

 (d) The employment status of the offender. 

 [11.] 12.  The statement required by subsection [10] 11 must also 

authorize the Department to access any relevant document, for the purpose of 

verifying the accuracy of the information provided by the offender pursuant 

to this section, including, but not limited to, information regarding any bank 

account of the offender, information regarding any bank account held in trust 

for the offender and any federal income tax return, report or withholding 

form of the offender. 

 [12.] 13.  An offender who conceals assets from the Department or 

provides false or misleading information on a statement prepared pursuant to 

this section is guilty of a gross misdemeanor. 

 [13.] 14.  A person who aids or encourages an offender to conceal assets 

from the Department or to provide false or misleading information on a 

statement prepared pursuant to this section is guilty of a gross misdemeanor. 

 Sec. 2.  [NRS 209.417 is hereby amended to read as follows: 

 209.417  1.  Except as otherwise provided in this section, the warden or 

manager of an institution or facility shall ensure that no offender in the 

institution or facility, or in a vehicle of the Department, has access to a 

telecommunications device. 

 2.  An offender may use a telephone or, for the purpose of 

communicating with his or her child pursuant to NRS 209.42305, any other 

approved telecommunications device subject to the limitations set forth in 

NRS 209.419. 

 3.  An offender may use an approved telecommunications device for the 

purpose of conducting a visit or correspondence which is authorized 

pursuant to NRS 209.423, subject to the limitations set forth in NRS 209.419. 
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 4.  The Department may enter into an agreement with [an] : 

 (a) An offender authorizing the offender to use a telecommunications 

device to facilitate or participate in correctional activities or to perform 

educational, vocational or legal research, subject to the limitations set forth 

in NRS 209.419; or 

 (b) An offender who is assigned to transitional housing, a center for the 

purpose of making restitution pursuant to NRS 209.4827 to 209.4843, 

inclusive, or a specific program of education or vocational training 

authorizing the offender to use a telecommunications device: 

 [(a)] (1) To access a network, including, without limitation, the Internet, 

for the purpose of: 

  [(1)] (I) Obtaining educational or vocational training that is approved 

by the Department; 

  [(2)] (II) Searching for or applying for employment; or 

  [(3)] (III) Performing essential job functions. 

 [(b)] (2) For any other purpose if a telecommunications device is required 

by an employer of the offender to perform essential job functions. 

 [4.] 5.  As used in this section, "telecommunications device" means a 

device, or an apparatus associated with a device, that can enable an offender 

to communicate with a person outside of the institution or facility at which 

the offender is incarcerated. The term includes, without limitation, a 

telephone, a cellular telephone, a personal digital assistant, a transmitting 

radio or a computer that is connected to a computer network, is capable of 

connecting to a computer network through the use of wireless technology or 

is otherwise capable of communicating with a person or device outside of the 

institution or facility.] (Deleted by amendment.) 

 Sec. 3.  [NRS 212.165 is hereby amended to read as follows: 

 212.165  1.  A person shall not, without lawful authorization, knowingly 

furnish, attempt to furnish, or aid or assist in furnishing or attempting to 

furnish to a prisoner confined in an institution or a facility of the Department 

of Corrections, or any other place where prisoners are authorized to be or are 

assigned by the Director of the Department, a portable telecommunications 

device. A person who violates this subsection is guilty of a category E felony 

and shall be punished as provided in NRS 193.130. 

 2.  A person shall not, without lawful authorization, carry into an 

institution or a facility of the Department, or any other place where prisoners 

are authorized to be or are assigned by the Director of the Department, a 

portable telecommunications device. A person who violates this subsection is 

guilty of a misdemeanor. 

 3.  A prisoner confined in an institution or a facility of the Department, or 

any other place where prisoners are authorized to be or are assigned by the 

Director of the Department, shall not, without lawful authorization, possess 

or have in his or her custody or control a portable telecommunications 

device. A prisoner who violates this subsection is guilty of a 

category D felony and shall be punished as provided in NRS 193.130. 
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 4.  A prisoner confined in a jail or any other place where such prisoners 

are authorized to be or are assigned by the sheriff, chief of police or other 

officer responsible for the operation of the jail, shall not, without lawful 

authorization, possess or have in his or her custody or control a portable 

telecommunications device. A prisoner who violates this subsection and who 

is in lawful custody or confinement for a charge, conviction or sentence for: 

 (a) A felony is guilty of a category D felony and shall be punished as 

provided in NRS 193.130. 

 (b) A gross misdemeanor is guilty of a gross misdemeanor. 

 (c) A misdemeanor is guilty of a misdemeanor. 

 5.  A sentence imposed upon a prisoner pursuant to subsection 3 or 4: 

 (a) Is not subject to suspension or the granting of probation; and 

 (b) Must run consecutively after the prisoner has served any sentences 

imposed upon the prisoner for the offense or offenses for which the prisoner 

was in lawful custody or confinement when the prisoner violated the 

provisions of subsection 3 or 4. 

 6.  A person who was convicted and sentenced pursuant to subsection 4 

may file a petition, if the underlying charge for which the person was in 

lawful custody or confinement has been reduced to a charge for which the 

penalty is less than the penalty which was imposed upon the person pursuant 

to subsection 4, with the court of original jurisdiction requesting that the 

court, for good cause shown: 

 (a) Order that his or her sentence imposed pursuant to subsection 4 be 

modified to a sentence equivalent to the penalty imposed for the underlying 

charge for which the person was convicted; and 

 (b) Resentence him or her in accordance with the penalties prescribed for 

the underlying charge for which the person was convicted. 

 7.  A person who was convicted and sentenced pursuant to subsection 4 

may file a petition, if the underlying charge for which the person was in 

lawful custody or confinement has been declined for prosecution or 

dismissed, with the court of original jurisdiction requesting that the court, for 

good cause shown: 

 (a) Order that his or her original sentence pursuant to subsection 4 be 

reduced to a misdemeanor; and 

 (b) Resentence him or her in accordance with the penalties prescribed for 

a misdemeanor. 

 8.  No person has a right to the modification of a sentence pursuant to 

subsection 6 or 7, and the granting or denial of a petition pursuant to 

subsection 6 or 7 does not establish a basis for any cause of action against 

this State, any political subdivision of this State or any agency, board, 

commission, department, officer, employee or agent of this State or a 

political subdivision of this State. 

 9.  As used in this section: 

 (a) "Facility" has the meaning ascribed to it in NRS 209.065. 

 (b) "Institution" has the meaning ascribed to it in NRS 209.071. 
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 (c) "Jail" means a jail, branch county jail or other local detention facility. 

 (d) "Telecommunications device" has the meaning ascribed to it in 

subsection [4] 5 of NRS 209.417.] (Deleted by amendment.) 

 Sec. 4.  This act becomes effective: 

 1.  Upon passage and approval for the purpose of adopting any 

regulations and performing any other preparatory administrative tasks that 

are necessary to carry out the provisions of this act; and 

 2.  On January 1, 2018, for all other purposes. 

 Senator Segerblom moved the adoption of the amendment. 

 Remarks by Senator Segerblom. 
 Amendment No. 827 to Assembly Bill No. 420 changes "approved telecommunications 
equipment" to "approved videoconferencing equipment" in section 1 of the bill and provides that 

the Director of the Department of Corrections may establish a charge on the use of such 

equipment by offenders in order to defray costs, but also prohibits the Director from charging an 
inmate for the use of videoconferencing equipment in order to communicate with his or her 

child; and deletes the other remaining sections from the bill. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 495. 

 Bill read second time and ordered to third reading. 

 Assembly Bill No. 496. 

 Bill read second time and ordered to third reading. 

MOTIONS, RESOLUTIONS AND NOTICES 

 Senator Ford moved that the General File on the second Agenda be placed 

on the General File, third Agenda. 

 Motion carried. 

 Senator Ford moved that the Senate recess until 5:30 p.m. 

 Motion carried. 

 Senate in recess at 1:52 p.m. 

SENATE IN SESSION 

 At 6:14 p.m. 

 President Hutchison presiding. 

 Quorum present. 

REPORTS OF COMMITTEES 
Mr. President: 

 Your Committee on Government Affairs, to which was referred Assembly Bill No. 80, has 

had the same under consideration, and begs leave to report the same back with the 
recommendation: Amend, and do pass as amended. 

DAVID R. PARKS, Chair 
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Mr. President: 
 Your Committee on Health and Human Services, to which were referred Assembly Bills 

Nos. 249, 408, has had the same under consideration, and begs leave to report the same back 

with the recommendation: Amend, and do pass as amended. 

PAT SPEARMAN, Chair 

MESSAGES FROM THE ASSEMBLY 

ASSEMBLY CHAMBER, Carson City, May 24, 2017 
To the Honorable the Senate: 

 I have the honor to inform your honorable body that the Assembly on this day passed, as 

amended, Assembly Bill No. 206. 
 CAROL AIELLO-SALA 

 Assistant Chief Clerk of the Assembly 

INTRODUCTION, FIRST READING AND REFERENCE 

 Assembly Bill No. 206. 

 Senator Atkinson moved that the bill be referred to the Committee on 

Commerce, Labor and Energy. 

 Motion carried. 

SECOND READING AND AMENDMENT 
 Assembly Bill No. 77. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Education: 

 Amendment No. 849. 

 SUMMARY—Revises provisions related to teachers and other educational 

personnel. (BDR 34-253) 

 AN ACT relating to education; revising provisions governing the 

membership of the English Mastery Council; revising provisions concerning 

reporting and monitoring of criminal cases and actions taken pursuant to 

criminal convictions of certain charter school employees and applicants for 

employment; revising provisions relating to the suspension of a license to 

teach; revising provisions relating to the qualifications for the issuance of a 

license to teach middle school, junior high school education or secondary 

education; revising provisions relating to reciprocal licensure; providing that 

teachers and other educational personnel may obtain a license to teach pupils 

in a program of early childhood education; revising provisions governing the 

assignment of certain teachers and administrators; revising provisions 

governing the Commission on Professional Standards in Education; requiring 

that any cost associated with employing a substitute teacher while a teacher 

who is a member of certain councils or commissions attends meetings must 

be paid by certain persons or governmental entities; transferring, from the 

State Board of Education to the Commission on Professional Standards in 

Education, responsibility for prescribing standards for approval of a course of 

study or training offered by an educational institution to qualify a person to 

be a teacher or administrator or perform other educational functions; 

authorizing the Department of Education to waive certain fees for licensure 

for certain veterans and members of the Armed Forces and their spouses; 

requiring each school district to submit to the Department the overall 
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performance rating for each licensed employee employed by the district; 

revising provisions relating to professional development training; authorizing 

the Department to charge and collect certain fees for the monitoring of 

certain criminal cases; authorizing the Department to charge and collect a fee 

to review certain information submitted by a prospective applicant for 

licensure; and providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

 Section 21 of this bill adds a license to teach pupils in a program of early 

childhood education to the kinds of licenses available for teachers and other 

educational personnel. Section 21 also removes language specifying the 

particular grades the holder of a license to teach middle school or junior high 

school may teach and instead authorizes such a person to teach in any middle 

school or junior high school. Section 24 of this bill increases the minimum 

amount of the fee that the Commission on Professional Standards in 

Education may impose for the issuance or renewal of a license to teach. 

Section 24 authorizes the Department of Education to waive this fee for 

veterans of the Armed Forces, members of the Armed Forces who are on 

active duty and the spouses of such veterans and members of the Armed 

Forces. 

 Section 13 of this bill authorizes the Department of Education to charge 

and collect a fee to: (1) review information pertaining to a person's 

qualifications for a license to teach or perform other educational functions; 

and (2) provide feedback to the person concerning whether the information 

submitted indicates that the person may satisfy one or more of the 

requirements for the issuance of a license and, if so, the kind of license for 

which the person may be eligible. 

 Section 13 requires any such fee that is collected to be applied toward the 

fee prescribed for the issuance of a license if the Department determines from 

the information submitted that the person satisfies the requirements for the 

issuance of a license. Existing law creates the English Mastery Council and 

requires the Council to include two members who hold a master's degree to 

teach English as a second language and meet certain other criteria. 

(NRS 388.409) Section 1.7 of this bill provides that these two members may 

hold an endorsement to teach English as a second language instead of 

holding a master's degree.  

 Existing law requires the Department to adopt regulations that establish a 

procedure for the notification, tracking and monitoring of the status of 

criminal cases involving licensed educational personnel. (NRS 391.055) 

Section 4 of this bill requires the Department to adopt regulations that 

establish a similar procedure for the notification, tracking and monitoring of 

the status of criminal cases involving teachers and administrators who are 

employed by a charter school but are not licensed. 

 Existing law requires the board of trustees of each school district and the 

governing body of each charter school to adopt a policy which requires a 

licensed employee of the school district or charter school to report to the 
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school district or charter school if the employee is arrested for or convicted 

of a crime. (NRS 391.056) Section 5 of this bill requires the governing body 

of a charter school to adopt a similar policy regarding a teacher or 

administrator who is not licensed but who is employed by a charter school as 

a teacher or administrator. 

 Existing law requires the superintendent of schools of each school district 

and the administrative head of each charter school to submit certain 

information relating to the arrest of a licensed employee to the Department. 

(NRS 391.057) Section 6 of this bill requires the administrative head of each 

charter school to submit information relating to the arrest of an unlicensed 

teacher or administrator to the Department. 

 Existing law provides immunity from civil or criminal liability for any 

person who makes a report, causes or conducts an investigation, or submits 

information relating to a licensed employee who is arrested for or convicted 

of a crime. (NRS 391.059) Section 7 of this bill extends this immunity from 

liability to every person who makes a report, causes or conducts an 

investigation or submits information relating to an unlicensed teacher or 

administrator who is arrested for or convicted of a crime.  

 Existing law authorizes the State Board of Education, after notice and an 

opportunity for a hearing, to suspend or revoke the license of any teacher, 

administrator or other licensed employee under certain circumstances, 

including, without limitation, conviction of the teacher, administrator or other 

licensed employee of a felony, a crime involving moral turpitude or certain 

sex offenses. (NRS 391.330) Section 8 of this bill requires the governing 

body of a charter school to terminate the employment of any teacher or 

administrator who is employed by the charter school but is not licensed upon 

conviction of a felony, a crime involving moral turpitude or certain sex 

offenses. 

 Section 26 of this bill provides that the board of trustees of a school district 

need only seek to obtain the consent of a principal before transferring certain 

teachers or administrators to a school. Section 26 also requires the 

superintendent of a school district to submit the plan to address the 

assignment of certain teachers and administrators to the State Board of 

Education. Sections 10 and 27 of this bill authorize the Superintendent of 

Public Instruction to prescribe the date by which each charter school and 

school district must submit certain information regarding licensed employees 

employed by the governing body of the charter school or the school district 

during that year. 

 Section 27 requires the information submitted by a school district to 

include the overall performance rating of each licensed employee employed 

by the school district. 

 Existing law provides that if an employee's license lapses during a time 

that school is in session, a certain period must pass before the employee is 

suspended from employment. (NRS 391.3015) Section 29 of this bill 
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provides that if the Superintendent denies an application for renewal of a 

license, the licensee may be suspended immediately. 

 Under existing law, the membership of the Advisory Council on Parental 

and Family Engagement, the Commission on Professional Standards in 

Education, the Teachers and Leaders Council of Nevada and the Statewide 

Council for the Coordination of the Regional Training Programs includes one 

or more members who are teachers. (NRS 385.610, 391.015, 391.455, 

391A.130) Section 1 of this bill provides that any costs associated with 

employing a substitute teacher while a member who is a teacher attends a 

meeting of the Advisory Council [,] must be paid by the school district or 

charter school that employs the member . [is responsible for such costs.] 

Sections 18, 30 and 31 of this bill also require the school district or charter 

school that employs the teacher to pay the cost associated with employing a 

substitute needed for a teacher to serve on one of the other bodies but also 

allow the organization that submitted the name of the member to the 

Governor for appointment to pay the cost. 

 Sections 15-17 of this bill revise provisions governing the membership, 

terms and officers of the Commission on Professional Standards in 

Education. 

 Existing law requires the Commission on Professional Standards in 

Education to adopt regulations governing examinations for the initial 

licensing of teachers and authorizes the Commission to provide an exemption 

from such examinations for teachers and other educational personnel from 

another state under certain circumstances. (NRS 391.021, 391.032) 

Section 19 of this bill requires the regulations establishing these 

qualifications to require an applicant for a license to teach middle school, 

junior high school or high school to demonstrate proficiency in a field of 

specialization or area of concentration by successfully completing certain 

course work or passing a subject matter competency examination prescribed 

by the Department. Sections 19, 20, 22 and 25.5 of this bill revise provisions 

governing initial licensure for teachers and educational personnel from other 

states who obtain a reciprocal license.  

 Section 23.3 of this bill transfers, from the State Board to the Commission 

on Professional Standards in Education, responsibility for prescribing 

standards for approval of a course of study or training offered by an 

educational institution to qualify a person to be a teacher or administrator or 

perform other educational functions. Sections 23.5 and 25.7 of this bill make 

conforming changes.  

 Existing law requires the board of trustees of each school district and the 

governing body of each charter school to ensure that teachers and 

administrators have access to certain professional development training. 

(NRS 391A.370) Section 31.7 of this bill requires the State Board to adopt 

regulations prescribing standards for the professional development training 

provided to teachers and administrators employed by a school district or 

charter school. Section 33.2 of this bill requires the State Board to consider 
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the findings and recommendations made by the Advisory Task Force on 

Educator Professional Development when adopting such regulations.  

 Existing law requires the board of trustees of each school district to submit 

an annual report that includes certain information regarding professional 

development for the immediately preceding year. (NRS 391A.205) 

Section 31.5 of this bill requires the State Board to prescribe by regulation 

the contents of this report.  

 Existing law creates regional training programs for the professional 

development of teachers and administrators and requires the governing body 

of each regional training program to submit an annual report. 

(NRS 391A.190) Section 31.3 of this bill requires this report to evaluate 

whether the training included certain standards of content and performance, 

curriculum, instruction and pedagogy. Section 31.3 also requires the 

information reported by the regional training program to be aggregated for 

each regional training program and disaggregated by each school district 

served by the program.  

 Section 33.5 of this bill repeals a provision requiring the Superintendent of 

Public Instruction to file with the clerk of the board of trustees of each school 

district a directory of all teachers and other educational personnel who are 

entitled to draw salaries from the county school district fund. Section 1.5 of 

this bill makes a conforming change. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  NRS 385.610 is hereby amended to read as follows: 

 385.610  1.  The Superintendent of Public Instruction shall establish an 

Advisory Council on Parental Involvement and Family Engagement. The 

Advisory Council is composed of 11 members.  

 2.  The Superintendent of Public Instruction shall appoint the following 

members to the Advisory Council: 

 (a) Two parents or legal guardians of pupils enrolled in public schools; 

 (b) Two teachers in public schools; 

 (c) One administrator of a public school; 

 (d) One representative of a private business or industry; 

 (e) One member of the board of trustees of a school district in a county 

whose population is 100,000 or more; 

 (f) One member of the board of trustees of a school district in a county 

whose population is less than 100,000; and 

 (g) One member who is the President of the Board of Managers of the 

Nevada Parent Teacher Association or its successor organization, or a 

designee nominated by the President. 

 The Superintendent of Public Instruction shall, to the extent practicable, 

ensure that the members the Superintendent appoints to the Advisory Council 

reflect the ethnic, economic and geographic diversity of this State. 

 3.  The Speaker of the Assembly shall appoint one member of the 

Assembly to the Advisory Council. 
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 4.  The Majority Leader of the Senate shall appoint one member of the 

Senate to the Advisory Council. 

 5.  The Advisory Council shall elect a Chair and Vice Chair from among 

its members. The Chair and Vice Chair serve a term of 1 year. 

 6.  After the initial terms: 

 (a) The term of each member of the Advisory Council who is appointed 

by the Superintendent of Public Instruction is 3 years. 

 (b) The term of each member of the Advisory Council who is appointed 

by the Speaker of the Assembly and the Majority Leader of the Senate is 

2 years. 

 7.  The Department shall provide: 

 (a) Administrative support to the Advisory Council; and 

 (b) All information that is necessary for the Advisory Council to carry out 

its duties. 

 8.  For each day or portion of a day during which a member of the 

Advisory Council who is a Legislator attends a meeting of the Advisory 

Council or is otherwise engaged in the business of the Advisory Council, 

except during a regular or special session of the Legislature, the member is 

entitled to receive the: 

 (a) Compensation provided for a majority of the members of the 

Legislature during the first 60 days of the preceding regular session; 

 (b) Per diem allowance provided for state officers generally; and 

 (c) Travel expenses provided pursuant to NRS 218A.655. 

 The compensation, per diem allowances and travel expenses of the 

legislative members of the Advisory Council must be paid from the 

Legislative Fund. 

 9.  A member of the Advisory Council who is not a Legislator is entitled 

to receive the per diem allowance and travel expenses provided for state 

officers and employees generally for each day or portion of a day during 

which the member attends a meeting of the Advisory Council or is otherwise 

engaged in the business of the Advisory Council. The per diem allowance 

and travel expenses for the members of the Advisory Council who are not 

Legislators must be paid by the Department. 

 10.  Any costs associated with employing a substitute teacher while a 

member of the Advisory Council who is a teacher attends a meeting of the 

Advisory Council must be paid by the school district or charter school that 

employs the member. 

 Sec. 1.5.  NRS 387.310 is hereby amended to read as follows: 

 387.310  1.  Except as otherwise provided by the board of trustees, the 

clerk of the board shall draw all orders for the payment of money belonging 

to the school district. The orders must be listed on cumulative voucher sheets. 

 2.  The board of trustees shall prescribe the procedures by which the 

orders must be approved and the cumulative voucher sheets signed. The 

procedures must provide: 
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 (a) That the approval of the board of trustees is required before orders are 

paid unless a payment must be expedited for the school district to: 

  (1) Receive a discount or other savings which is related to the 

timeliness of payment; 

  (2) Avoid a service charge or other cost which is related to the 

timeliness of payment; or 

  (3) Abide by a purchase order, contract or other order for payment 

which has been approved by the board of trustees at a public meeting. 

 (b) For ratification by the board of trustees at its next regularly scheduled 

meeting of any payment that is made without the approval of the board 

pursuant to an exception set forth in paragraph (a). 

 3.  When the orders have been approved and the cumulative voucher 

sheets have been signed in accordance with such procedures, the orders are 

valid vouchers in the hands of the county auditor for the county auditor to 

issue warrants on the county treasurer to be paid out of money belonging to 

the school district. 

 4.  No order in favor of the board of trustees or any member thereof, 

except for salaries as required by NRS 386.320 or travel expenses and 

subsistence as authorized by NRS 386.290, may be drawn. 

 5.  [No order for salary for any teacher may be drawn unless the teacher is 

included in the directory of teachers supplied to the clerk of the board of 

trustees pursuant to the provisions of NRS 391.045. 

 6.]  An order drawn by a clerk of a board of trustees pursuant to 

subsection 1 is void if not presented for payment within 1 year after the date 

of issuance. 

 [7.] 6.  Any order remaining unpaid after the expiration of 1 year, whether 

outstanding or uncalled for in the office of the county auditor, must be 

cancelled by the county auditor, who shall immediately notify the county 

treasurer of the cancellation. The county treasurer shall not pay a warrant 

presented for payment more than 1 year after the date of issuance of such an 

order. This subsection does not apply if the board of trustees establishes and 

administers a separate account pursuant to NRS 354.603. 

 Sec. 1.7.  NRS 388.409 is hereby amended to read as follows: 

 388.409  1.  The English Mastery Council is hereby created. The 

English Mastery Council consists of the following 16 members: 

 (a) The Superintendent of Public Instruction, or his or her designee, who 

serves as an ex officio member of the English Mastery Council. 

 (b) Two members who have knowledge and expertise in language 

acquisition and who represent the Nevada System of Higher Education, 

appointed by the Chancellor of the Nevada System of Higher Education. 

 (c) Two members who are teachers at public schools in this State, hold a 

master's degree to teach English as a second language or an endorsement to 

teach English as a second language and have knowledge and expertise in 

providing instruction to pupils who are limited English proficient, appointed 

by the Governor from a list of nominees submitted by the Nevada State 
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Education Association, or its successor organization. The Governor shall 

ensure that the members appointed pursuant to this paragraph represent the 

geographic and ethnic diversity of this State. 

 (d) Two members who are parents or legal guardians of pupils who are 

limited English proficient, one of whom is appointed by the Governor from a 

list of nominees submitted by the Speaker of the Assembly and one of whom 

is appointed by the Governor from a list of nominees submitted by the 

Majority Leader of the Senate. The Governor shall ensure that the members 

appointed pursuant to this paragraph represent the geographic and ethnic 

diversity of this State. The Nevada Parent Teacher Association shall submit a 

list of names of persons that the Association would recommend for inclusion 

on the list of nominees submitted by the Speaker of the Assembly and the 

Majority Leader of the Senate.  

 (e) Two members who are school-level administrators, one of whom is 

employed by a school district in a county whose population is 100,000 or 

more and one of whom is employed by a school district in a county whose 

population is less than 100,000, appointed by the Governor from a list of 

nominees submitted by the Nevada Association of School Administrators. 

 (f) Two members who are school-district-level administrators, one of 

whom is employed by a school district in a county whose population is 

100,000 or more and one of whom is employed by a school district in a 

county whose population is less than 100,000, appointed by the Governor 

from a list of nominees submitted by the Nevada Association of School 

Administrators. 

 (g) One member who is a member of a board of trustees of a school 

district, appointed by the Governor from a list of nominees submitted by the 

Nevada Association of School Boards. 

 (h) Two members who are representatives of the general public, private 

business and industry in this State or nonprofit organizations and who have 

been leaders in education reform related to pupils who are limited English 

proficient, appointed by the Governor. 

 (i) Two members with expertise in the development of public policy 

relating to the education of pupils who are limited English proficient, 

appointed by the Superintendent of Public Instruction upon the advice and 

recommendation of persons who have knowledge and expertise in providing 

instruction to pupils who are limited English proficient. 

 2.  Each appointed member of the English Mastery Council serves a term 

of 2 years and may be reappointed to additional terms. 

 3.  A vacancy on the English Mastery Council must be filled in the same 

manner as the original appointment. 

 4.  The English Mastery Council shall, at its first meeting and annually 

thereafter, elect a Chair from among its members. 

 5.  The English Mastery Council shall meet at least quarterly and may 

meet at other times upon the call of the Chair.  
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 6.  Members of the English Mastery Council serve without compensation, 

except that for each day or portion of a day during which a member of the 

Council attends a meeting of the Council or is otherwise engaged in the 

business of the Council, the member is entitled to receive the per diem 

allowances and travel expenses provided for state officers and employees 

generally.  

 7.  A member of the English Mastery Council who is a public employee 

must be granted administrative leave from the member's duties to engage in 

the business of the Council without loss of his or her regular compensation. 

Such leave does not reduce the amount of the member's other accrued leave. 

 8.  The English Mastery Council may apply for and accept gifts, grants, 

donations and contributions from any source for the purpose of carrying out 

its duties pursuant to NRS 388.411. 

 9.  The Department shall provide administrative support to the English 

Mastery Council. 

 Sec. 2.  Chapter 388A of NRS is hereby amended by adding thereto the 

provisions set forth as sections 3 to 8, inclusive, of this act. 

 Sec. 3.  As used in sections 3 to 8, inclusive, of this act, "arrest" has the 

meaning ascribed to it in NRS 171.104. 

 Sec. 4.  1.  The Department shall adopt regulations that establish a 

procedure for the notification, tracking and monitoring of the status of 

criminal cases involving teachers and administrators who are employed by a 

charter school but are not licensed pursuant to chapter 391 of NRS. The 

procedure must include, without limitation: 

 (a) The method by which the administrative head of a charter school must 

notify the Department in a timely manner of the arrest of such an employee 

if: 

  (1) The act for which the employee is arrested: 

   (I) May be a ground for the suspension or revocation of a person's 

license pursuant to NRS 391.330; and 

   (II) Is not excluded by the Department from the notification 

requirements of this section; and 

  (2) The charter school has knowledge of the arrest. 

 (b) The method by which the administrative head of a charter school must 

notify the Department in a timely manner of: 

  (1) Each action, if any, taken against the employee by the charter 

school after the arrest; and 

  (2) The conviction of the employee, if the employee is convicted of the 

act for which he or she was arrested. 

 (c) The steps the Department must follow in response to the receipt of 

notice pursuant to this section, including, without limitation, the preparation 

of a separate file on the employee for the documentation and monitoring of 

the status of the case. 

 2.  Each file that is maintained on an employee pursuant to subsection 1 

must include, without limitation: 
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 (a) The date on which the employee was arrested and the date on which 

the Department received notice of the arrest from the charter school; 

 (b) The reason why the employee was arrested; 

 (c) The steps taken by the Department in response to all notices received 

by the Department from a charter school pursuant to subsection 1; and 

 (d) The final resolution of the case and the date of resolution. 

 3.  If the Department maintains a file on an employee pursuant to this 

section and the employee is not convicted of an offense, the file and any 

related documents must not be made a part of that employee's permanent 

employment record. 

 4.  The Department may prescribe a fee to be assessed against a charter 

school for the costs incurred by the Department for tracking and monitoring 

the status of a criminal case in accordance with the requirements prescribed 

pursuant to this section. Any fee prescribed pursuant to this section must be 

calculated to produce the revenue estimated to cover the costs related to 

tracking and monitoring the status of a criminal case, but the amount of the 

fee for tracking and monitoring the status of a criminal case must not exceed 

the actual cost to the Department of tracking and monitoring the status of the 

criminal case. 

 Sec. 5.  The governing body of each charter school shall adopt a policy 

which requires a person who is employed by the charter school as a teacher 

or administrator but who is not licensed pursuant to chapter 391 of NRS to 

report to the charter school if the employee is arrested for or convicted of a 

crime. The policy must include, without limitation, an identification of: 

 1.  The crimes for which an arrest or conviction must be reported; 

 2.  The person to whom the report must be made; and 

 3.  The time period after the arrest or conviction in which the report must 

be made. 

 Sec. 6.  The administrative head of each charter school shall submit all 

information required by the Department pursuant to section 4 of this act 

within the period prescribed by the Department. 

 Sec. 7.  Immunity from civil or criminal liability extends to every person 

who, pursuant to sections 3 to 8, inclusive, of this act, in good faith: 

 1.  Participates in the making of a report; 

 2.  Causes or conducts an investigation of a person who is employed by 

the charter school as a teacher or administrator who is not licensed pursuant 

to chapter 391 of NRS and who is arrested; or 

 3.  Submits information to the Department concerning a person who is 

employed by the charter school as a teacher or administrator, who is not 

licensed pursuant to chapter 391 of NRS and who is arrested. 

 Sec. 8.  The governing body of a charter school shall terminate the 

employment of any teacher or administrator who is employed by the charter 

school but is not licensed pursuant to chapter 391 of NRS upon his or her 

conviction of a: 

 1.  Felony or crime involving moral turpitude; or  
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 2.  Sex offense pursuant to NRS 200.366, 200.368, 201.190, 201.220, 

201.230, 201.540 or 201.560.  

 Sec. 9.  NRS 388A.515 is hereby amended to read as follows: 

 388A.515  1.  Each applicant for employment with a charter school, 

except a licensed teacher or other person licensed by the Superintendent of 

Public Instruction, must, as a condition to employment, submit to the 

governing body of the charter school a complete set of the applicant's 

fingerprints and written permission authorizing the governing body to 

forward the fingerprints to the Central Repository for Nevada Records of 

Criminal History for its report on the criminal history of the applicant and for 

submission to the Federal Bureau of Investigation for its report on the 

criminal history of the applicant. 

 2.  If the reports on the criminal history of an applicant indicate that the 

applicant has not been convicted of a [felony or an offense involving moral 

turpitude,] crime listed in section 8 of this act, the governing body of the 

charter school may employ the applicant. 

 3.  If a report on the criminal history of an applicant indicates that the 

applicant has been convicted of a felony or an offense involving moral 

turpitude and the governing body of the charter school does not disqualify the 

applicant from further consideration of employment on the basis of that 

report, the governing body shall, upon the written authorization of the 

applicant, forward a copy of the report to the Superintendent of Public 

Instruction. If the applicant refuses to provide his or her written authorization 

to forward a copy of the report pursuant to this subsection, the charter school 

shall not employ the applicant. 

 4.  [The] Not later than 15 days after receiving a report on the criminal 

history of an applicant, the Superintendent of Public Instruction or the 

Superintendent's designee shall [promptly] review the report to determine 

whether the conviction of the applicant is related or unrelated to the position 

with the charter school for which the applicant has applied. If the applicant 

desires employment with the charter school, the applicant shall, upon the 

request of the Superintendent of Public Instruction or the Superintendent's 

designee, provide any further information that the Superintendent or the 

designee determines is necessary to make the determination. If the governing 

body of the charter school desires to employ the applicant, the governing 

body shall, upon the request of the Superintendent of Public Instruction or 

the Superintendent's designee, provide any further information that the 

Superintendent or the designee determines is necessary to make the 

determination. The Superintendent of Public Instruction or the 

Superintendent's designee shall provide written notice of the determination to 

the applicant and to the governing body of the charter school. 

 5.  If the Superintendent of Public Instruction or the Superintendent's 

designee determines that the conviction of the applicant is related to the 

position with the charter school for which the applicant has applied, the 

governing body of the charter school shall not employ the applicant. If the 
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Superintendent of Public Instruction or the Superintendent's designee 

determines that the conviction of the applicant is unrelated to the position 

with the charter school for which the applicant has applied, the governing 

body of the charter school may employ the applicant for that position. 

 Sec. 10.  NRS 388A.524 is hereby amended to read as follows: 

 388A.524  1.  A charter school shall not employ a person pursuant to 

NRS 388A.518 or 388A.521 if the person's license to teach or provide other 

educational services has been revoked or suspended in this State or another 

state. 

 2.  [On or before November 15 of each year, a] A charter school shall 

annually, on or before the date prescribed by the Superintendent of Public 

Instruction, submit to the Department, in a format prescribed by the 

Superintendent of Public Instruction, the following information for each 

person who is licensed pursuant to chapter 391 of NRS and who is employed 

by the governing body [on October 1 of] during that year: 

 (a) The amount of salary or compensation of the licensed person, 

including, without limitation, verification of compliance with subsection 2 of 

NRS 388A.521, if applicable to that person; and 

 (b) The designated assignment, as that term is defined by the Department, 

of the licensed person. 

 Sec. 11.  NRS 388A.533 is hereby amended to read as follows: 

 388A.533  1.  All employees of a charter school shall be deemed public 

employees. 

 2.  [The] Except as otherwise provided in section 8 of this act, the 

governing body of a charter school may make all decisions concerning the 

terms and conditions of employment with the charter school and any other 

matter relating to employment with the charter school. In addition, the 

governing body may make all employment decisions with regard to its 

employees pursuant to NRS 391.650 to 391.830, inclusive, unless a 

collective bargaining agreement entered into by the governing body pursuant 

to chapter 288 of NRS contains separate provisions relating to the discipline 

of licensed employees of a school. 

 3.  Upon the request of the governing body of a charter school, the board 

of trustees of a school district shall, with the permission of the licensed 

employee who is seeking employment with the charter school, transmit to the 

governing body a copy of the employment record of the employee that is 

maintained by the school district. The employment record must include, 

without limitation, each evaluation of the licensed employee conducted by 

the school district and any disciplinary action taken by the school district 

against the licensed employee. 

 Sec. 12.  Chapter 391 of NRS is hereby amended by adding thereto the 

provisions set forth as sections 13 and 14 of this act. 

 Sec. 13.  1.  The Department may charge and collect a fee of $50 to 

review information pertaining to and provide feedback concerning a person's 

qualifications for a license to teach or perform other educational functions, 
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including, without limitation, records from a college or other educational 

institution and scores on examinations administered pursuant to the 

regulations adopted by the Commission, before the person applies for such a 

license. Except as otherwise provided in subsection 4, the money received 

from the fee collected pursuant to this section must be deposited with the 

State Treasurer for credit to the appropriate account of the Department. 

 2.  Upon submission and payment of the fee prescribed pursuant to 

subsection 1, the Department shall review the information submitted 

pursuant to that subsection and provide feedback to a person concerning 

whether the information submitted by the person is indicative of whether the 

person appears to satisfy all or some of the requirements for the issuance of 

a license and, if so, the kind of license for which it appears the person may 

satisfy the requirements. 

 3.  The submission of information pursuant to subsection 1 or any 

feedback provided by the Department pursuant to subsection 2 is not a 

substitute for the application process prescribed by NRS 391.033 and does 

not confer upon any person a right to the issuance of a license. 

 4.  If the Department determines from the information submitted pursuant 

to subsection 1 that the person satisfies the requirements for the issuance of a 

license, the fee prescribed pursuant to subsection 1 must be applied toward 

the fee prescribed for the initial issuance of a license by the Commission 

pursuant to NRS 391.040.  

 Sec. 14.  (Deleted by amendment.) 

 Sec. 15.  NRS 391.011 is hereby amended to read as follows: 

 391.011  1.  The Commission on Professional Standards in Education, 

consisting of [nine] eleven members appointed by the Governor, is hereby 

created. 

 2.  [Four] Five members of the Commission must be teachers who teach 

in the classroom as follows: 

 (a) One who holds a license to teach secondary education and teaches in a 

secondary school. 

 (b) One who holds a license to teach middle school or junior high school 

education and teaches in a middle school or junior high school. 

 (c) One who holds a license to teach elementary education and teaches in 

an elementary school. 

 (d) One who holds a license to teach special education and teaches 

special education. 

 (e) One who holds a license to teach pupils in a program of early 

childhood education and teaches in a program of early childhood education. 

 3.  The remaining members of the Commission must include: 

 (a) One school counselor , [or] psychologist , speech-language 

pathologist, audiologist, or social worker who is licensed pursuant to 

chapter 391 of NRS and employed by a school district [.] or charter school. 

 (b) Two administrators of schools [, at least one of whom must be] who 

are employed by a [principal of a school.] school district or charter school to 
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provide administrative service at an individual school. Such administrators 

must not provide service at the district level. 

 (c) The dean of the College of Education at one of the universities in the 

Nevada System of Higher Education, or a representative of one of the 

Colleges of Education nominated by such a dean for appointment by the 

Governor. 

 (d) One member who is [a representative] the parent or legal guardian of 

[the general] a pupil enrolled in a public [.] school. 

 (e) One member who has expertise and experience in the operation of a 

business. 

 4.  [The appointments of a counselor, the administrators and three] Three 

of the [four teachers] five appointments made pursuant to subsection 2 must 

be made from a list of names of at least three persons for each position that is 

submitted to the Governor [: 

 (a) For the counselor and teachers,] by an employee organization 

representing the majority of [counselors and the majority of] teachers in the 

State [of Nevada] who teach in the educational level from which the 

appointment is being made . [; or 

 (b) For administrators, by an organization of administrators for schools in 

which the majority of administrators of schools in this State have 

membership.] 

 5.  [One member] The appointment made pursuant to: 

 (a) Paragraph (a) of subsection 3 must be made from a list of names of at 

least three persons that is submitted to the [Commission who is a teacher, 

administrator, counselor or psychologist must be employed by a private 

school licensed pursuant to chapter 394 of NRS.] Governor by an employee 

organization representing the majority of school counselors, psychologists, 

speech-language pathologists, audiologists or social workers in this State 

who are not administrators. 

 (b) Paragraph (b) of subsection 3 must be made from a list of names of at 

least three persons for each position that is submitted to the Governor by the 

organization of administrators for schools in which the majority of 

administrators of schools in this State have membership. 

 (c) Paragraph (d) of subsection 3 must be made from a list of names of 

persons submitted to the Governor by the Nevada Parent Teacher 

Association or its successor organization. 

 Sec. 16.  NRS 391.013 is hereby amended to read as follows: 

 391.013  No member of the Commission [who is a teacher, counselor, 

administrator or representative of the general public] may serve more than 

two terms. 

 Sec. 17.  NRS 391.015 is hereby amended to read as follows: 

 391.015  1.  The Commission shall annually elect one of its members as 

President [,] and one of its members as Vice President, to serve at the 

pleasure of the Commission. 
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 2.  The Superintendent of Public Instruction or the Superintendent's 

designee shall serve as the nonvoting Secretary to the Commission. The 

Secretary shall coordinate the activities of the Commission. 

 Sec. 18.  NRS 391.017 is hereby amended to read as follows: 

 391.017  1.  The Commission may meet at least once each month. 

 2.  A majority of the Commission constitutes a quorum for the transaction 

of business. 

 3.  The members of the Commission are entitled to the travel expenses 

and subsistence allowances provided by law for state officers and employees 

generally while attending meetings of the Commission. 

 4.  Any costs associated with employing a substitute teacher while a 

member of the Commission who is a teacher attends a meeting of the 

Commission must be: 

 (a) Paid by the school district or charter school that employs the member; 

or 

 (b) Reimbursed to the school district or charter school that employs the 

member by the organization that submitted the name of the member to the 

Governor for appointment pursuant to paragraph (a), (b) or (c) of 

subsection 5 of NRS 391.011. 

 Sec. 19.  NRS 391.019 is hereby amended to read as follows: 

 391.019  1.  Except as otherwise provided in NRS 391.027, the 

Commission shall adopt regulations: 

 (a) Prescribing the qualifications for licensing teachers and other 

educational personnel, including, without limitation, the qualifications for a 

license to teach middle school or junior high school education, and the 

procedures for the issuance and renewal of those licenses. The regulations: 

  (1) Must include, without limitation, the qualifications for licensing 

teachers and administrators pursuant to an alternative route to licensure 

which provides that the required education and training may be provided by 

any qualified provider which has been approved by the Commission, 

including, without limitation, institutions of higher education and other 

providers that operate independently of an institution of higher education. 

The regulations adopted pursuant to this subparagraph must: 

   (I) Establish the requirements for approval as a qualified provider; 

   (II) Require a qualified provider to be selective in its acceptance of 

students; 

   (III) Require a qualified provider to provide supervised, school-based 

experiences and ongoing support for its students, such as mentoring and 

coaching; 

   (IV) Significantly limit the amount of course work required or 

provide for the waiver of required course work for students who achieve 

certain scores on tests; 

   (V) Allow for the completion in 2 years or less of the education and 

training required under the alternative route to licensure; 
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   (VI) Provide that a person who has completed the education and 

training required under the alternative route to licensure and who has 

satisfied all other requirements for licensure may apply for a regular license 

pursuant to sub-subparagraph (VII) regardless of whether the person has 

received an offer of employment from a school district, charter school or 

private school; and 

   (VII) Upon the completion by a person of the education and training 

required under the alternative route to licensure and the satisfaction of all 

other requirements for licensure, provide for the issuance of a regular license 

to the person pursuant to the provisions of this chapter and the regulations 

adopted pursuant to this chapter. 

  (2) Must require an applicant for a license to teach middle school or 

junior high school education or secondary education to demonstrate 

proficiency in a field of specialization or area of concentration by 

successfully completing course work prescribed by the Department or 

completing a subject matter competency examination prescribed by the 

Department with a score deemed satisfactory. 

  (3) Must not prescribe qualifications which are more stringent than the 

qualifications set forth in NRS 391.0315 for a licensed teacher who applies 

for an additional license in accordance with that section. 

 (b) Identifying fields of specialization in teaching which require the 

specialized training of teachers. 

 (c) Except as otherwise provided in NRS 391.125, requiring teachers to 

obtain from the Department an endorsement in a field of specialization to be 

eligible to teach in that field of specialization, including, without limitation, 

an endorsement to teach English as a second language based upon the 

recommendations of the English Mastery Council pursuant to NRS 388.411. 

 (d) Setting forth the educational requirements a teacher must satisfy to 

qualify for an endorsement in each field of specialization. 

 (e) Setting forth the qualifications and requirements for obtaining a license 

or endorsement to teach American Sign Language, including, without 

limitation, being registered with the Aging and Disability Services Division 

of the Department of Health and Human Services pursuant to NRS 656A.100 

to engage in the practice of interpreting in an educational setting. 

 (f) Requiring teachers and other educational personnel to be registered 

with the Aging and Disability Services Division pursuant to NRS 656A.100 

to engage in the practice of interpreting in an educational setting if they: 

  (1) Provide instruction or other educational services; and 

  (2) Concurrently engage in the practice of interpreting, as defined in 

NRS 656A.060. 

 (g) Providing for the issuance and renewal of a special qualifications 

license to an applicant who holds a bachelor's degree, a master's degree or a 

doctoral degree from an accredited degree-granting postsecondary 

educational institution in a field for which the applicant will provide 

instruction in a classroom and who has: 
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  (1) At least 2 years of experience teaching at an accredited 

degree-granting postsecondary educational institution in a field for which the 

applicant will provide instruction in a classroom and at least 3 years of 

experience working in that field; or 

  (2) At least 5 years of experience working in a field for which the 

applicant will provide instruction in a classroom. 

 An applicant for licensure pursuant to this paragraph who holds a 

bachelor's degree must submit proof of participation in a program of student 

teaching or mentoring or agree to participate in a program of mentoring or 

courses of pedagogy for the first 2 years of the applicant's employment as a 

teacher with a school district or charter school. 

 (h) Requiring an applicant for a special qualifications license to: 

  (1) Pass each examination required by subsection 1 of NRS 391.021 for 

the specific subject or subjects in which the applicant will provide 

instruction; or 

  (2) Hold a valid license issued by a professional licensing board of any 

state that is directly related to the subject area of the bachelor's degree, 

master's degree or doctoral degree held by the applicant. 

 (i) Setting forth the subject areas that may be taught by a person who 

holds a special qualifications license, based upon the subject area of the 

bachelor's degree, master's degree or doctoral degree held by that person. 

 (j) Providing for the issuance and renewal of a special qualifications 

license to an applicant who: 

  (1) Holds a bachelor's degree or a graduate degree from an accredited 

college or university in the field for which the applicant will be providing 

instruction; 

  (2) Is not licensed to teach public school in another state; 

  (3) Has at least 5 years of experience teaching with satisfactory 

evaluations at a school that is accredited by a national or regional accrediting 

agency recognized by the United States Department of Education; and 

  (4) Submits proof of participation in a program of student teaching or 

mentoring or agrees to participate in a program of mentoring for the first year 

of the applicant's employment as a teacher with a school district or charter 

school if the applicant holds a graduate degree or, if the applicant holds a 

bachelor's degree, submits proof of participation in a program of student 

teaching or mentoring or agrees to participate in a program of mentoring or 

courses of pedagogy for the first 2 years of his or her employment as a 

teacher with a school district or charter school. 

 An applicant for licensure pursuant to this paragraph is exempt from each 

examination required by subsection 1 of NRS 391.021 if the applicant 

successfully passed the examination in another state. 

 (k) Prescribing course work on parental involvement and family 

engagement. The Commission shall work in cooperation with the Office of 

Parental Involvement and Family Engagement created by NRS 385.630 in 

developing the regulations required by this paragraph. 
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 2.  Except as otherwise provided in NRS 391.027, the Commission may 

adopt such other regulations as it deems necessary for its own government or 

to carry out its duties. 

 3.  Any regulation which increases the amount of education, training or 

experience required for licensing: 

 (a) Must, in addition to the requirements for publication in chapter 233B 

of NRS, be publicized before its adoption in a manner reasonably calculated 

to inform those persons affected by the change. 

 (b) Must not become effective until at least 1 year after the date it is 

adopted by the Commission. 

 (c) Is not applicable to a license in effect on the date the regulation 

becomes effective. 

 4.  A person who is licensed pursuant to paragraph (g) or (j) of 

subsection 1: 

 (a) Shall comply with all applicable statutes and regulations. 

 (b) Except as otherwise provided by specific statute, is entitled to all 

benefits, rights and privileges conferred by statutes and regulations on 

licensed teachers. 

 (c) Except as otherwise provided by specific statute, if the person is 

employed as a teacher by the board of trustees of a school district or the 

governing body of a charter school, is entitled to all benefits, rights and 

privileges conferred by statutes and regulations on the licensed employees of 

a school district or charter school, as applicable. 

 Sec. 20.  NRS 391.021 is hereby amended to read as follows: 

 391.021  1.  Except as otherwise provided in paragraph (j) of 

subsection 1 of NRS 391.019 and NRS 391.027, the Commission shall adopt 

regulations governing examinations for the initial licensing of teachers and 

other educational personnel. The regulations adopted by the Commission 

must ensure that the examinations [must] test the ability of the applicant to 

teach and the applicant's knowledge of each specific subject he or she 

proposes to teach. [Each] Except as otherwise provided in subsection 2, 

teachers and educational personnel from another state who obtain a 

reciprocal license pursuant to NRS 391.032 are not required to take the 

examinations for the initial licensing of teachers and other educational 

personnel described in this subsection or any other examination for initial 

licensing required by the regulations adopted by the Commission.  

 2.  Except as otherwise provided in subsection 3, in addition to the 

examinations for the initial licensing of teachers and other educational 

personnel governed by the regulations adopted by the Commission pursuant 

to subsection 1, an applicant for initial licensure must take and successfully 

pass an examination [must include] on the following subjects: 

 [1.] (a) The laws of Nevada relating to schools; 

 [2.] (b) The Constitution of the State of Nevada; and 

 [3.] (c) The Constitution of the United States. 
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[] 3.  The [provisions of this section do not prohibit the] Commission 

[from adopting] may adopt regulations [pursuant to subsection 2 of 

NRS 391.032 that] which provide [an exemption from the examinations for] 

that teachers and other educational personnel from another state [if the 

Commission determines that the examinations required for initial licensure 

for teachers and other educational personnel in that state are comparable to 

the examinations required for initial licensure in this State.] who obtain a 

reciprocal license pursuant to NRS 391.032 may obtain an exemption from 

the requirement to take the examination required by subsection 2. 

 Sec. 21.  NRS 391.031 is hereby amended to read as follows: 

 391.031  There are the following kinds of licenses for teachers and other 

educational personnel in this State: 

 1.  A license to teach pupils in a program of early childhood education, 

which authorizes the holder to teach in any program of early childhood 

education in the State. 

 2.  A license to teach elementary education, which authorizes the holder 

to teach in any elementary school in the State. 

 [2.] 3.  A license to teach middle school or junior high school education, 

which authorizes the holder to teach in his or her major or minor field of 

preparation or in both fields in [grades 7, 8 and 9 at] any middle school or 

junior high school. He or she may teach only in these fields unless an 

exception is approved pursuant to regulations adopted by the Commission. 

 [3.] 4.  A license to teach secondary education, which authorizes the 

holder to teach in his or her major or minor field of preparation or in both 

fields in any secondary school. He or she may teach only in these fields 

unless an exception is approved pursuant to regulations adopted by the 

Commission. 

 [4.] 5.  A license to teach special education, which authorizes the holder 

to teach pupils with disabilities or gifted and talented pupils, or both. 

 [5.] 6.  A special license, which authorizes the holder to teach or perform 

other educational functions in a school or program as designated in the 

license. 

 [6.] 7.  A special license designated as a special qualifications license, 

which authorizes the holder to teach only in the grades and subject areas 

designated in the license. A special qualifications license is valid for 3 years 

and may be renewed in accordance with the applicable regulations of the 

Commission adopted pursuant to paragraph (g) or (j) of subsection 1 of 

NRS 391.019. 

 Sec. 22.  NRS 391.032 is hereby amended to read as follows: 

 391.032  1.  Except as otherwise provided in NRS 391.027, the 

Commission shall: 

 (a) [Consider and may adopt] Adopt regulations which provide for the 

issuance of [conditional] provisional licenses to teachers and other 

educational personnel before completion of all courses of study or other 

requirements for a license in this State. 
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 (b) Adopt regulations which provide for the reciprocal licensure of 

educational personnel from other states including, without limitation, for the 

reciprocal licensure of persons who hold a license to teach special education. 

Such regulations must include, without limitation, provisions for the 

reciprocal licensure of persons who obtained a license pursuant to an 

alternative route to licensure which the [Commission] Department 

determines is as rigorous or more rigorous than the alternative route to 

licensure prescribed pursuant to subparagraph (1) of paragraph (a) of 

subsection 1 of NRS 391.019. 

 2.  [The regulations adopted pursuant to paragraph (b) of subsection 1 

may provide an exemption from the examinations required for initial 

licensure for teachers and other educational personnel from another state if 

the Commission determines that the examinations required for initial 

licensure for teachers and other educational personnel in that state are 

comparable to the examinations required for initial licensure in this State. 

 3.]  A person who is issued a [conditional] provisional license must 

complete all courses of study and other requirements for a license in this 

State which is not [conditional] provisional within 3 years after the date on 

which a [conditional] provisional license is issued. 

 Sec. 23.  NRS 391.033 is hereby amended to read as follows: 

 391.033  1.  All licenses for teachers and other educational personnel are 

granted by the Superintendent of Public Instruction pursuant to regulations 

adopted by the Commission and as otherwise provided by law. 

 2.  An application for the issuance of a license must include the social 

security number of the applicant. 

 3.  Every applicant for a license must submit with his or her application a 

complete set of his or her fingerprints and written permission authorizing the 

Superintendent to forward the fingerprints to the Central Repository for 

Nevada Records of Criminal History for its initial report on the criminal 

history of the applicant and for reports thereafter upon renewal of the license 

pursuant to subsection 7 of NRS 179A.075, and for submission to the Federal 

Bureau of Investigation for its report on the criminal history of the applicant. 

 4.  The Superintendent may issue a provisional license pending receipt of 

the reports of the Federal Bureau of Investigation and the Central Repository 

for Nevada Records of Criminal History if the Superintendent determines 

that the applicant is otherwise qualified. 

 5.  A license must be issued to, or renewed for, as applicable, an applicant 

if: 

 (a) The Superintendent determines that the applicant is qualified; 

 (b) The reports on the criminal history of the applicant from the Federal 

Bureau of Investigation and the Central Repository for Nevada Records of 

Criminal History: 

  (1) Do not indicate that the applicant has been convicted of a felony or 

any offense involving moral turpitude; or 
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  (2) Indicate that the applicant has been convicted of a felony or an 

offense involving moral turpitude but the Superintendent determines that the 

conviction is unrelated to the position within the county school district or 

charter school for which the applicant applied or for which he or she is 

currently employed, as applicable; and 

 (c) For initial licensure, the applicant submits the statement required 

pursuant to NRS 391.034. 

 6.  If the Superintendent denies an application pursuant to this section, 

the Superintendent must, within 15 days after the date on which the 

application is denied, provide notice of the denial to the school district or 

charter school that employs the applicant if the applicant is employed by a 

school district or charter school. Such notice must not state the reasons for 

denial. 

 Sec. 23.3.  NRS 391.037 is hereby amended to read as follows: 

 391.037  1.  The [State Board] Commission shall: 

 (a) Prescribe by regulation the standards for approval of a course of study 

or training offered by an educational institution to qualify a person to be a 

teacher or administrator or to perform other educational functions. The 

regulations prescribed pursuant to this paragraph must include, without 

limitation, training on how to identify a pupil who is at risk for dyslexia or 

related disorders. 

 (b) Maintain descriptions of the approved courses of study required to 

qualify for endorsements in fields of specialization and provide to an 

applicant, upon request, the approved course of study for a particular 

endorsement. 

 2.  Except for an applicant who submits an application for the issuance of 

a license pursuant to subparagraph (1) of paragraph (a) or paragraph (g) or (j) 

of subsection 1 of NRS 391.019, an applicant for a license as a teacher or 

administrator or to perform some other educational function must submit 

with his or her application, in the form prescribed by the Superintendent of 

Public Instruction, proof that the applicant has satisfactorily completed a 

course of study and training approved by the [State Board] Commission 

pursuant to subsection 1. 

 Sec. 23.5.  NRS 391.038 is hereby amended to read as follows: 

 391.038  1.  The [State Board,] Commission, in consultation with 

educational institutions in this State which offer courses of study and training 

for the education of teachers, the board of trustees of each school district in 

this State and other educational personnel, shall review and evaluate a course 

of study and training offered by an educational institution which is designed 

to provide the education required for: 

 (a) The licensure of teachers or other educational personnel;  

 (b) The renewal of licenses of teachers or other educational personnel; or 

 (c) An endorsement in a field of specialization. 

 If the course of study and training meets the requirements established by 

the [State Board,] Commission, it must be approved by the [State Board.] 
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Commission. The [State Board] Commission shall not approve a course of 

study or training unless the course of study and training provides instruction, 

to the extent deemed necessary by the [State Board,] Commission, in the 

standards of content and performance prescribed by the Council to Establish 

Academic Standards for Public Schools pursuant to NRS 389.520. 

 2.  The [State Board] Commission may review and evaluate such courses 

of study and training itself or may recognize a course of study and training 

approved by a national agency for accreditation acceptable to the [Board.] 

Commission. 

 3.  The [State Board] Commission shall adopt regulations establishing 

fees for the review by the [Board] Commission of a course of study and 

training submitted to the [Board] Commission by an educational institution. 

 4.  The [State Board,] Commission, in consultation with educational 

institutions in this State which offer courses of study and training for the 

education of teachers and other educational personnel, shall adopt regulations 

governing the approval by the [State Board] Commission of courses of study 

and training. 

 5.  If the [State Board] Commission denies or withdraws its approval of a 

course of study or training, the educational institution is entitled to a hearing 

and judicial review of the decision of the [State Board.] Commission. 

 Sec. 23.7.  NRS 391.039 is hereby amended to read as follows: 

 391.039  1.  The State Board shall, on an annual basis, evaluate each 

provider approved by [the State Board or] the Commission to offer a course 

of study or training designed to qualify a person to be a teacher or 

administrator or to perform other educational functions, including, without 

limitation, a qualified provider approved by the Commission pursuant to 

subparagraph (1) of paragraph (a) of subsection 1 of NRS 391.019 to offer an 

alternative route to licensure. The evaluation must include, without 

limitation, for each provider, the number of persons: 

 (a) Who received a license pursuant to this chapter after completing the 

education, course of study or training offered by the provider; and 

 (b) Identified in paragraph (a) who are employed by a school district or a 

charter school in this State after receiving a license and information relating 

to the performance evaluations of those persons conducted by the school 

district or charter school. The information relating to the performance 

evaluations must be reported in an aggregated format and not reveal the 

identity of a person. 

 2.  The Department shall post on its Internet website the evaluation 

conducted pursuant to subsection 1. 

 Sec. 24.  NRS 391.040 is hereby amended to read as follows: 

 391.040  1.  The Commission shall fix fees of not less than 

[$65] $100 for the: 

 (a) Initial issuance of a license, which must include the fees for processing 

the fingerprints of the applicant by the Central Repository for Nevada 

Records of Criminal History and the Federal Bureau of Investigation; and 
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 (b) Renewal of a license, which must include the fees for processing the 

fingerprints of the applicant for renewal by the Central Repository for 

Nevada Records of Criminal History and the Federal Bureau of Investigation. 

 2.  The fee for issuing a duplicate license is the same as for issuing the 

original. 

 3.  The portion of each fee which represents the amount charged by the 

Federal Bureau of Investigation for processing the fingerprints of the 

applicant must be deposited with the State Treasurer for credit to the 

appropriate account of the Department of Public Safety. The remaining 

portion of the money received from the fees must be deposited with the State 

Treasurer for credit to the appropriate account of the Department of 

Education. 

 4.  The Department of Education may waive any fee for the initial 

issuance of a license, the renewal of a license or the issuance of a duplicate 

license for an applicant or licensee who is a veteran of the Armed Forces of 

the United States, an applicant or licensee who is a member of the Armed 

Forces of the United States who is on active duty or an applicant or licensee 

who is the spouse of such a veteran or member of the Armed Forces of the 

United States. 

 Sec. 25.  (Deleted by amendment.) 

 Sec. 25.5.  NRS 391.090 is hereby amended to read as follows: 

 391.090  1.  [Any] Except as otherwise provided in subsection 3, any 

person who is: 

 (a) Granted a license to teach or perform other educational functions in the 

public schools of Nevada, in the school conducted at the Nevada Youth 

Training Center, the Caliente Youth Center or any other state facility for the 

detention of children that is operated pursuant to title 5 of NRS or for any 

program of instruction for kindergarten or grades 1 to 12, inclusive, 

conducted at any correctional institution in the Department of Corrections; or 

 (b) Charged with the duty at the Nevada Youth Training Center, the 

Caliente Youth Center or any other state facility for the detention of children 

that is operated pursuant to title 5 of NRS of giving instruction in the 

Constitution of the United States and the Constitution of the State of Nevada, 

 must show, by examination or credentials showing college, university or 

normal school study, satisfactory evidence of adequate knowledge of the 

origin, history, provisions and principles of the Constitution of the 

United States and the Constitution of the State of Nevada. 

 2.  The Commission may grant a reasonable time for compliance with the 

terms of this section. 

 3.  The Department may waive the requirements of subsection 1 for a 

person who obtains a reciprocal license pursuant to NRS 391.032. 

 Sec. 25.7.  NRS 391.095 is hereby amended to read as follows: 

 391.095  1.  A school district may enter into an agreement with a branch 

of the Nevada System of Higher Education or an accredited postsecondary 

educational institution which is licensed by the Commission on 
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Postsecondary Education and which offers courses of study and training for 

the education of teachers which are approved or recognized by the [State 

Board] Commission pursuant to NRS 391.038, for the assignment of students 

for training purposes as student teachers, counselors or trainees in a library, 

or for experience in a teaching laboratory. Students so assigned within the 

school district for training purposes may, under the direction and supervision 

of a licensed teacher, instruct and supervise pupils in the school, on the 

school grounds or on authorized field trips. The students so assigned are 

employees of the school district for purposes of NRS 41.038 and 41.039, 

while performing such authorized duties, whether or not the duties are 

performed entirely in the presence of the licensed teacher. 

 2.  As used in this section: 

 (a) "Accredited" has the meaning ascribed to it in NRS 394.006. 

 (b) "Postsecondary educational institution" has the meaning ascribed to it 

in NRS 394.099. 

 Sec. 26.  NRS 391.102 is hereby amended to read as follows: 

 391.102  1.  Notwithstanding the provisions of any collective bargaining 

agreement or contract of employment to the contrary, before the board of 

trustees of a school district may transfer a teacher or administrator who has 

received an evaluation designating his or her overall performance as 

minimally effective or ineffective to another school as a result of decreased 

enrollment, administrative transfer or a reduction in workforce at a public 

school, the board of trustees of the school district must [obtain] seek the 

consent of the principal of the school to which the teacher or administrator is 

proposed to be transferred. If such consent is not obtained, the superintendent 

of schools of the school district: 

 (a) May assign the teacher or administrator to a school within the district 

other than the school from which the teacher or administrator was 

transferred; and  

 (b) May assign the teacher or administrator to the school at which the 

principal did not consent to the transfer of the teacher or administrator. 

 2.  The superintendent of schools of a school district shall develop and 

submit to the State Board a plan to address the assignment of teachers or 

administrators who have received evaluations designating their overall 

performance as minimally effective or ineffective when the consent of a 

principal to a transfer pursuant to subsection 1 is not obtained. Such a plan 

must include, without limitation, a plan for any such teacher or administrator 

to receive assistance to help the teacher or administrator, as applicable, meet 

the standards for effective teaching, which may include, without limitation, 

peer assistance and review, participation in programs of professional 

development and other appropriate training. 

 Sec. 27.  NRS 391.120 is hereby amended to read as follows: 

 391.120  1.  Boards of trustees of the school districts in this State may 

employ legally qualified teachers and other licensed personnel and may 

determine their salaries and the length of the term of school for which they 
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are employed. These conditions and any other conditions agreed upon by the 

parties must be embodied in a written contract, or notice of reemployment, to 

be approved by the board of trustees and accepted and signed by the 

employee. A copy of the contract or notice of reemployment, properly 

written, must be delivered to each teacher or other licensed employee not 

later than the opening of the term of school. 

 2.  A board of trustees may not employ teachers or other licensed 

personnel for any school year commencing after the expiration of the time for 

which any member of the board of trustees was elected or appointed. 

 3.  It is unlawful for the board of trustees of any school district to employ 

any teacher who is not legally qualified to teach all the grades which the 

teacher is engaged to teach. Except as otherwise provided in NRS 391.3015, 

the board of trustees shall suspend or terminate, as applicable, the 

employment of any teacher who fails to maintain a license issued pursuant to 

this chapter in force, if such a license is required for employment. Any such 

suspension or termination must comply with the requirements of 

NRS 391.301 to 391.309, inclusive. 

 4.  [On or before November 15 of each year, the] The school district shall 

annually, on or before the date prescribed by the Superintendent of Public 

Instruction, submit to the Department, in a form prescribed by the 

Superintendent of Public Instruction, the following information for each 

licensed employee employed by the school district [on October 1 of] during 

that year: 

 (a) The amount of salary of the employee; [and] 

 (b) The designated assignment, as that term is defined by the Department, 

of the employee [.] ; and 

 (c) The overall performance rating of the employee as highly effective, 

effective, minimally effective or ineffective under the statewide performance 

evaluation system established by the State Board pursuant to NRS 391.465 

and the criteria for making the designation. 

 5.  Except as otherwise provided in NRS 239.0115, information submitted 

to the Department pursuant to paragraph (c) of subsection 4 is confidential. 

 Sec. 28.  NRS 391.125 is hereby amended to read as follows: 

 391.125  1.  If the board of trustees of a school district determines that a 

shortage of teachers exists within the school district in a particular subject 

area, the board of trustees may , on or before September 1 of the school year 

in which such a determination is made, submit a written request to the 

Superintendent of Public Instruction to employ persons who are licensed 

teachers but who do not hold an endorsement to teach in the subject area for 

which there is a shortage of teachers at a public school within the school 

district . [that is not rated as underperforming pursuant to the statewide 

system of accountability for public schools.] The Superintendent of Public 

Instruction may grant such a request if the Superintendent determines that a 

shortage of teachers exists in the subject area. If the Superintendent of Public 

Instruction grants a request pursuant to this subsection, a person who holds a 
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license to teach but not an endorsement in the subject area for which the 

request was granted may be employed by the school district for not more 

than [2] 3 school years to teach in that subject area at a public school within 

the school district . [that is not rated as underperforming pursuant to the 

statewide system of accountability for public schools.] 

 2.  If the Superintendent of Public Instruction grants a request pursuant to 

subsection 1, the Superintendent shall submit a written report to the 

Commission and the State Board that includes the name of the school district 

for which the request was granted and the subject area for which the request 

was granted. Upon receipt of such a report, the Commission shall consider 

whether to adopt revisions to the requirements for an endorsement in that 

subject area to address the shortage of teachers. 

 Sec. 29.  NRS 391.3015 is hereby amended to read as follows: 

 391.3015  1.  Except as otherwise provided by subsection 3, if the 

license of an employee lapses during a time that school is in session: 

 (a) The school district that employs him or her shall provide written notice 

to the employee of the lapse of the employee's license and of the provisions 

of this section; 

 (b) The employee must not be suspended from employment for the lapsed 

license for a period of 90 days after the date of the notice pursuant to 

paragraph (a) or the end of the school year, whichever is longer; and 

 (c) The employee's license shall be deemed valid for the period described 

in paragraph (b) for purposes of the employee's continued employment with 

the school district during that period. 

 2.  If a school district complies with subsection 1 and an employee fails to 

reinstate his or her license within the time prescribed in paragraph (b) of 

subsection 1, his or her employment shall be deemed terminated at the end of 

the period described in paragraph (b) of subsection 1 and the school district is 

not otherwise required to comply with NRS 391.301 to 391.309, inclusive. 

 3.  The provisions of this section do not apply to an employee whose 

[license] : 

 (a) License has been suspended or revoked by the State Board pursuant to 

NRS 391.320 to 391.361, inclusive [.] ; or 

 (b) Application for renewal was denied by the Superintendent of Public 

Instruction pursuant to NRS 391.033.  

 Sec. 30.  NRS 391.455 is hereby amended to read as follows: 

 391.455  1.  There is hereby created the Teachers and Leaders Council 

of Nevada consisting of the following 15 members: 

 (a) The Superintendent of Public Instruction, or his or her designee, who 

serves as an ex officio member of the Council. 

 (b) The Chancellor of the Nevada System of Higher Education, or his or 

her designee, who serves as an ex officio member of the Council. 

 (c) Four teachers in public schools appointed by the Governor from a list 

of nominees submitted by the Nevada State Education Association. The 
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members appointed pursuant to this paragraph must represent the 

geographical diversity of the school districts in this State. 

 (d) Two administrators in public schools appointed by the Governor from 

a list of nominees submitted by the Nevada Association of School 

Administrators and one superintendent of schools of a school district 

appointed by the Governor from a list of nominees submitted by the Nevada 

Association of School Superintendents. The members appointed pursuant to 

this paragraph must represent the geographical diversity of the school 

districts in this State. 

 (e) Two persons who are members of boards of trustees of school districts 

and who are appointed by the Governor from a list of nominees submitted by 

the Nevada Association of School Boards. 

 (f) One representative of the regional training programs for the 

professional development of teachers and administrators created by 

NRS 391A.120 appointed by the Governor from a list of nominees submitted 

by the Nevada Association of School Superintendents. 

 (g) One parent or legal guardian of a pupil enrolled in public school 

appointed by the Governor from a list of nominees submitted by the Nevada 

Parent Teacher Association. 

 (h) Two persons with expertise in the development of public policy 

relating to education appointed by the Superintendent of Public Instruction. 

The members appointed pursuant to this paragraph must not otherwise be 

eligible for appointment pursuant to paragraphs (a) to (g), inclusive. 

 2.  After the initial terms, each appointed member of the Council serves a 

term of 3 years commencing on July 1 and may be reappointed to one 

additional 3-year term following his or her initial term. If any appointed 

member of the Council ceases to be qualified for the position to which he or 

she was appointed, the position shall be deemed vacant and the appointing 

authority shall appoint a replacement for the remainder of the unexpired 

term. A vacancy must be filled in the same manner as the original 

appointment. 

 3.  The Council shall, at its first meeting and annually thereafter, elect a 

Chair from among its members. 

 4.  The Council shall meet at least semiannually and may meet at other 

times upon the call of the Chair or a majority of the members of the Council. 

Nine members of the Council constitute a quorum, and a quorum may 

exercise all the power and authority conferred on the Council. 

 5.  Members of the Council serve without compensation, except that for 

each day or portion of a day during which a member of the Council attends a 

meeting of the Council or is otherwise engaged in the business of the 

Council, the member is entitled to receive the per diem allowance and travel 

expenses provided for state officers and employees generally. 

 6.  A member of the Council who is a public employee must be granted 

administrative leave from the member's duties to engage in the business of 
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the Council without loss of his or her regular compensation. Such leave does 

not reduce the amount of the member's other accrued leave. 

 7.  Any costs associated with employing a substitute teacher while a 

member of the Council who is a teacher attends a meeting of the Council 

must be: 

 (a) Paid by the school district or charter school that employs the member; 

or 

 (b) Reimbursed to the school district or charter school that employs the 

member by the organization that submitted the name of the member to the 

Governor for appointment pursuant to paragraph (c), (d), (e), (f) or (g) of 

subsection 1. 

 8.  The Department shall provide administrative support to the Council. 

 [8.] 9.  The Council may apply for and accept gifts, grants, donations and 

contributions from any source for the purpose of carrying out its duties 

pursuant to NRS 391.460. 

 Sec. 30.5.  Chapter 391A of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 As used in this section and NRS 391A.350 to 391A.375, inclusive, unless 

the context otherwise requires, "professional development training" has the 

meaning ascribed to "professional development" in 20 U.S.C. § 7801(42). 

 Sec. 31.  NRS 391A.130 is hereby amended to read as follows: 

 391A.130  1.  The Statewide Council for the Coordination of the 

Regional Training Programs, consisting of nine members, is hereby created. 

The membership of the Council consists of: 

 (a) The Superintendent of Public Instruction or his or her designee. 

 (b) One member, who is not a Legislator, appointed by the Majority 

Leader of the Senate. 

 (c) One member, who is not a Legislator, appointed by the Speaker of the 

Assembly. 

 (d) One member who is a teacher appointed by the Governor from a list of 

nominees submitted by the Nevada State Education Association. 

 (e) One member who is an administrator at a public school employed to 

provide administrative services at the school level and not to provide 

administrative services at the district level, appointed by the Governor from a 

list of nominees submitted by the Nevada Association of School 

Administrators. 

 (f) One member appointed by the Governor. 

 (g) Three members, each of whom is a superintendent of schools, or his or 

her designee, appointed by the governing body of each regional training 

program to represent the school districts served by the regional training 

program. 

 2.  In making the appointments pursuant to paragraphs (b) to (g), 

inclusive, of subsection 1, the appointing authorities shall consider whether 

the appointments provide a geographical balance between urban and rural 

areas of this State and represent the cultural diversity of this State. 
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 3.  The Statewide Council shall elect a Chair from among its members. 

 4.  After the initial terms, the appointed members of the Statewide 

Council serve a term of 2 years, commencing on July 1 of the year of 

appointment. A member may not be appointed to serve more than 

3 consecutive terms. 

 5.  A vacancy on the Statewide Council must be filled for the remainder 

of the unexpired term in the same manner as the original appointment. 

 6.  Members of the Statewide Council serve without salary for their 

service on the Council . [but are entitled to receive the per diem allowance 

and travel expenses provided for state officers and employees generally for 

each day or portion of a day during which a member attends a meeting of the 

Statewide Council or is otherwise engaged in the work of the Statewide 

Council. The per diem allowance and travel expenses for: 

 (a)] The members who are appointed by the Majority Leader of the Senate 

and the Speaker of the Assembly are entitled to receive the per diem 

allowance and travel expenses provided for state officers and employees 

generally for each day or portion of a day during which a member attends a 

meeting of the Statewide Council or is otherwise engaged in the work of the 

Statewide Council. The per diem allowance and travel expenses for the 

members who are appointed by the Majority Leader of the Senate and the 

Speaker of the Assembly must be paid from the Legislative Fund. 

 [(b) All] To the extent that money is appropriated for this purpose, all 

other members of the Statewide Council are entitled to receive the per diem 

allowance and travel expenses provided for state officers and employees 

generally for each day or portion of a day during which a member attends a 

meeting of the Statewide Council or is otherwise engaged in the work of the 

Statewide Council. The per diem allowance and travel expenses for such 

members must be paid by the Department. 

 7.  Any costs associated with employing a substitute teacher while a 

member of the Statewide Council who is a teacher attends a meeting of the 

Statewide Council must be: 

 (a) Paid by the school district or charter school that employs the member; 

or 

 (b) Reimbursed to the school district or charter school that employs the 

member by the organization that submitted the name of the member to the 

Governor for appointment pursuant to paragraph (d), (e), (f) or (g) of 

subsection 1. 

 8.  The Department shall provide administrative support to the Statewide 

Council. 

 [8.] 9.  The governing bodies of the regional training programs may 

mutually agree to expend a portion of their respective budgets to pay for any 

administrative support of the Statewide Council that is required in addition to 

that provided pursuant to subsection [7.] 8. 

 Sec. 31.3.  NRS 391A.190 is hereby amended to read as follows: 
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 391A.190  1.  The governing body of each regional training program 

shall: 

 (a) Establish a method for the evaluation of the success of the regional 

training program, including, without limitation, the Nevada Early Literacy 

Intervention Program. The method must be consistent with the uniform 

procedures and criteria adopted by the Statewide Council pursuant to 

NRS 391A.135 [.] and the standards for professional development training 

adopted by the State Board pursuant to subsection 1 of NRS 391A.370.  

 (b) [Before] On or before September 1 of each year and before submitting 

the annual report pursuant to paragraph (c), submit the annual report to the 

Statewide Council for its review and incorporate into the annual report any 

revisions recommended by the Statewide Council. 

 (c) On or before [September] December 1 of each year, submit an annual 

report to the State Board, the board of trustees of each school district served 

by the regional training program, the Commission on Professional Standards 

in Education, the Legislative Committee on Education and the Legislative 

Bureau of Educational Accountability and Program Evaluation that includes 

[:] , without limitation:  

  (1) The priorities for training adopted by the governing body pursuant 

to NRS 391A.175. 

  (2) The type of training offered through the regional training program in 

the immediately preceding year. 

  (3) The number of teachers and administrators who received training 

through the regional training program in the immediately preceding year. 

  (4) The number of administrators who received training pursuant to 

paragraph (c) of subsection 1 of NRS 391A.125 in the immediately preceding 

year. 

  (5) The number of teachers, administrators and other licensed 

educational personnel who received training pursuant to paragraph (d) of 

subsection 1 of NRS 391A.125 in the immediately preceding year. 

  (6) The number of teachers who received training pursuant to 

subparagraph (1) of paragraph (f) of subsection 1 of NRS 391A.125 in the 

immediately preceding year. 

  (7) The number of paraprofessionals, if any, who received training 

through the regional training program in the immediately preceding year. 

  (8) An evaluation of the [success] effectiveness of the regional training 

program, including, without limitation, the Nevada Early Literacy 

Intervention Program, in accordance with the method established pursuant to 

paragraph (a). 

  (9) An evaluation of whether the training included the: 

   (I) Standards of content and performance established by the Council 

to Establish Academic Standards for Public Schools pursuant to 

NRS 389.520; 

   (II) Curriculum and instruction required for the common core 

standards adopted by the State Board; 
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   (III) Curriculum and instruction recommended by the Teachers and 

Leaders Council of Nevada created by NRS 391.455; and 

   (IV) Culturally relevant pedagogy, taking into account cultural 

diversity and demographic differences throughout this State. 

  (10) An evaluation of the effectiveness of training on improving the 

quality of instruction and the achievement of pupils. 

  (11) A description of the gifts and grants, if any, received by the 

governing body in the immediately preceding year and the gifts and grants, if 

any, received by the Statewide Council during the immediately preceding 

year on behalf of the regional training program. The description must include 

the manner in which the gifts and grants were expended. 

  [(10)] (12) The 5-year plan for the regional training program prepared 

pursuant to NRS 391A.175 and any revisions to the plan made by the 

governing body in the immediately preceding year. 

 2.  The information included in the annual report pursuant to 

paragraph (c) of subsection 1 must be aggregated for each regional training 

program and disaggregated for each school district served by the regional 

training program. 

 3.  As used in this section, "paraprofessional" has the meaning ascribed to 

it in NRS 391.008. 

 Sec. 31.5.  NRS 391A.205 is hereby amended to read as follows: 

 391A.205  [The] 1.  On or before December 1 of each year, the board of 

trustees of each school district shall submit , on a form prescribed by the 

Department, an annual report concerning the professional development 

training offered by the school district to the State Board, the Commission on 

Professional Standards in Education, the Legislative Committee on 

Education and the Legislative Bureau of Educational Accountability and 

Program Evaluation . [that includes for the immediately preceding year: 

 1.  The number of teachers and administrators employed by the school 

district who received training through the program, including, without 

limitation, the type of training received.] 

 2.  [An evaluation of whether that training included the: 

 (a) Standards of content and performance established by the Council to 

Establish Academic Standards for Public Schools pursuant to NRS 389.520; 

 (b) Curriculum and instruction required for the common core standards 

adopted by the State Board; 

 (c) Curriculum and instruction recommended by the Teachers and Leaders 

Council of Nevada; and 

 (d) Culturally relevant pedagogy, taking into account cultural diversity 

and demographic differences throughout this State. 

 3.  An evaluation of the effectiveness of the training on improving the 

quality of instruction and the achievement of pupils.] The State Board shall 

prescribe by regulation the contents of the report required by subsection 1. 

 Sec. 31.7.  NRS 391A.370 is hereby amended to read as follows: 
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 391A.370  1.  The State Board shall adopt regulations prescribing 

standards for the professional development training provided to teachers and 

administrators employed by a school district or charter school.  

 2.  The board of trustees of each school district and the governing body of 

each charter school shall ensure that the teachers and administrators 

employed by the school district or charter school have access to high-quality, 

ongoing professional development training. The professional development 

training must meet the standards prescribed by the State Board pursuant to 

subsection 1 and include, without limitation, training concerning: 

 [1.] (a) The academic standards adopted by the State Board, including, 

without limitation, the academic standards for science. 

 [2.] (b) The academic standards and curriculum in English language 

development and literacy. 

 [3.] (c) The curriculum and instruction required for courses of study in: 

 [(a)] (1) Science, technology, engineering and mathematics. 

 [(b)] (2) English language development and literacy. 

 [4.] (d) The cultural competency required to meet the social, emotional 

and academic needs of certain categories of pupils enrolled in the school, 

including, without limitation, pupils who are at risk, pupils who are limited 

English proficient, pupils with disabilities and gifted and talented pupils. 

 Sec. 32.  NRS 239.010 is hereby amended to read as follows: 

 239.010  1.  Except as otherwise provided in this section and 

NRS 1.4683, 1.4687, 1A.110, 41.071, 49.095, 62D.420, 62D.440, 62E.516, 

62E.620, 62H.025, 62H.030, 62H.170, 62H.220, 62H.320, 75A.100, 

75A.150, 76.160, 78.152, 80.113, 81.850, 82.183, 86.246, 86.54615, 87.515, 

87.5413, 87A.200, 87A.580, 87A.640, 88.3355, 88.5927, 88.6067, 88A.345, 

88A.7345, 89.045, 89.251, 90.730, 91.160, 116.757, 116A.270, 116B.880, 

118B.026, 119.260, 119.265, 119.267, 119.280, 119A.280, 119A.653, 

119B.370, 119B.382, 120A.690, 125.130, 125B.140, 126.141, 126.161, 

126.163, 126.730, 127.007, 127.057, 127.130, 127.140, 127.2817, 130.312, 

130.712, 136.050, 159.044, 172.075, 172.245, 176.015, 176.0625, 

176.09129, 176.156, 176A.630, 178.39801, 178.4715, 178.5691, 179.495, 

179A.070, 179A.165, 179A.450, 179D.160, 200.3771, 200.3772, 200.5095, 

200.604, 202.3662, 205.4651, 209.392, 209.3925, 209.419, 209.521, 

211A.140, 213.010, 213.040, 213.095, 213.131, 217.105, 217.110, 217.464, 

217.475, 218A.350, 218E.625, 218F.150, 218G.130, 218G.240, 218G.350, 

228.270, 228.450, 228.495, 228.570, 231.069, 231.1473, 233.190, 237.300, 

239.0105, 239.0113, 239B.030, 239B.040, 239B.050, 239C.140, 239C.210, 

239C.230, 239C.250, 239C.270, 240.007, 241.020, 241.030, 241.039, 

242.105, 244.264, 244.335, 250.087, 250.130, 250.140, 250.150, 268.095, 

268.490, 268.910, 271A.105, 281.195, 281A.350, 281A.440, 281A.550, 

284.4068, 286.110, 287.0438, 289.025, 289.080, 289.387, 289.830, 

293.5002, 293.503, 293.558, 293B.135, 293D.510, 331.110, 332.061, 

332.351, 333.333, 333.335, 338.070, 338.1379, 338.16925, 338.1725, 

338.1727, 348.420, 349.597, 349.775, 353.205, 353A.049, 353A.085, 
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353A.100, 353C.240, 360.240, 360.247, 360.255, 360.755, 361.044, 

361.610, 365.138, 366.160, 368A.180, 372A.080, 378.290, 378.300, 

379.008, 385A.830, 385B.100, 387.626, 387.631, 388.1455, 388.259, 

388.501, 388.503, 388.513, 388.750, 391.035, 391.120, 392.029, 392.147, 

392.264, 392.271, 392.850, 394.167, 394.1698, 394.447, 394.460, 394.465, 

396.3295, 396.405, 396.525, 396.535, 398.403, 408.3885, 408.3886, 

408.3888, 408.5484, 412.153, 416.070, 422.2749, 422.305, 422A.342, 

422A.350, 425.400, 427A.1236, 427A.872, 432.205, 432B.175, 432B.280, 

432B.290, 432B.407, 432B.430, 432B.560, 433.534, 433A.360, 439.840, 

439B.420, 440.170, 441A.195, 441A.220, 441A.230, 442.330, 442.395, 

445A.665, 445B.570, 449.209, 449.245, 449.720, 450.140, 453.164, 

453.720, 453A.610, 453A.700, 458.055, 458.280, 459.050, 459.3866, 

459.555, 459.7056, 459.846, 463.120, 463.15993, 463.240, 463.3403, 

463.3407, 463.790, 467.1005, 480.365, 481.063, 482.170, 482.5536, 

483.340, 483.363, 483.575, 483.659, 483.800, 484E.070, 485.316, 503.452, 

522.040, 534A.031, 561.285, 571.160, 584.655, 587.877, 598.0964, 598.098, 

598A.110, 599B.090, 603.070, 603A.210, 604A.710, 612.265, 616B.012, 

616B.015, 616B.315, 616B.350, 618.341, 618.425, 622.310, 623.131, 

623A.137, 624.110, 624.265, 624.327, 625.425, 625A.185, 628.418, 

628B.230, 628B.760, 629.047, 629.069, 630.133, 630.30665, 630.336, 

630A.555, 631.368, 632.121, 632.125, 632.405, 633.283, 633.301, 633.524, 

634.055, 634.214, 634A.185, 635.158, 636.107, 637.085, 637B.288, 

638.087, 638.089, 639.2485, 639.570, 640.075, 640A.220, 640B.730, 

640C.400, 640C.745, 640C.760, 640D.190, 640E.340, 641.090, 641A.191, 

641B.170, 641C.760, 642.524, 643.189, 644.446, 645.180, 645.625, 

645A.050, 645A.082, 645B.060, 645B.092, 645C.220, 645C.225, 645D.130, 

645D.135, 645E.300, 645E.375, 645G.510, 645H.320, 645H.330, 647.0945, 

647.0947, 648.033, 648.197, 649.065, 649.067, 652.228, 654.110, 656.105, 

661.115, 665.130, 665.133, 669.275, 669.285, 669A.310, 671.170, 673.430, 

675.380, 676A.340, 676A.370, 677.243, 679B.122, 679B.152, 679B.159, 

679B.190, 679B.285, 679B.690, 680A.270, 681A.440, 681B.260, 681B.410, 

681B.540, 683A.0873, 685A.077, 686A.289, 686B.170, 686C.306, 

687A.110, 687A.115, 687C.010, 688C.230, 688C.480, 688C.490, 692A.117, 

692C.190, 692C.3536, 692C.3538, 692C.354, 692C.420, 693A.480, 

693A.615, 696B.550, 703.196, 704B.320, 704B.325, 706.1725, 706A.230, 

710.159, 711.600, sections 35, 38 and 41 of chapter 478, Statutes of 

Nevada 2011 and section 2 of chapter 391, Statutes of Nevada 2013 and 

unless otherwise declared by law to be confidential, all public books and 

public records of a governmental entity must be open at all times during 

office hours to inspection by any person, and may be fully copied or an 

abstract or memorandum may be prepared from those public books and 

public records. Any such copies, abstracts or memoranda may be used to 

supply the general public with copies, abstracts or memoranda of the records 

or may be used in any other way to the advantage of the governmental entity 

or of the general public. This section does not supersede or in any manner 
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affect the federal laws governing copyrights or enlarge, diminish or affect in 

any other manner the rights of a person in any written book or record which 

is copyrighted pursuant to federal law. 

 2.  A governmental entity may not reject a book or record which is 

copyrighted solely because it is copyrighted. 

 3.  A governmental entity that has legal custody or control of a public 

book or record shall not deny a request made pursuant to subsection 1 to 

inspect or copy or receive a copy of a public book or record on the basis that 

the requested public book or record contains information that is confidential 

if the governmental entity can redact, delete, conceal or separate the 

confidential information from the information included in the public book or 

record that is not otherwise confidential. 

 4.  A person may request a copy of a public record in any medium in 

which the public record is readily available. An officer, employee or agent of 

a governmental entity who has legal custody or control of a public record: 

 (a) Shall not refuse to provide a copy of that public record in a readily 

available medium because the officer, employee or agent has already 

prepared or would prefer to provide the copy in a different medium. 

 (b) Except as otherwise provided in NRS 239.030, shall, upon request, 

prepare the copy of the public record and shall not require the person who 

has requested the copy to prepare the copy himself or herself. 

 Sec. 33.  The Governor shall, as soon as practicable on or after July 1, 

2017, appoint to the Commission on Professional Standards in Education 

created by NRS 391.011 the members of the Commission described in 

paragraph (e) of subsection 2 and paragraph (e) of subsection 3 of 

NRS 391.011, as amended by section 15 of this act. 

 Sec. 33.2.  The State Board of Education shall consider the findings and 

recommendations made by the Advisory Task Force on Educator 

Professional Development created by section 3.5 of chapter 535, Statutes of 

Nevada 2015, at page 3699, when adopting regulations prescribing standards 

for the professional development training provided to teachers and 

administrators employed by a school district or charter school pursuant to 

NRS 391A.370, as amended by section 31.7 of this act. 

 Sec. 33.3.  Notwithstanding the amendatory provisions of this act 

transferring the authority to adopt regulations from the State Board of 

Education to the Commission on Professional Standards in Education, any 

regulations adopted by the State Board pursuant to NRS 391.037 or 391.038 

before July 1, 2017, remain in effect and may be enforced by the State Board 

until the Commission adopts regulations to repeal or replace those 

regulations. 

 Sec. 33.5.  NRS 391.045 is hereby repealed. 

 Sec. 34.  1.  This act becomes effective on July 1, 2017. 

 2.  Section 1.7 of this act expires by limitation on June 30, 2019. 
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TEXT OF REPEALED SECTION 

 391.045  Directory of licensed personnel to be filed with clerk of board of 

trustees.  The Superintendent of Public Instruction shall file with the clerk 

of the board of trustees of each local school district a directory of all teachers 

and other educational personnel, including, without limitation, teachers and 

educational personnel employed by a charter school pursuant to 

NRS 388A.518, 388A.521, 388A.524, 388A.530 to 388A.544, inclusive, and 

388B.400 to 388B.450, inclusive, who are entitled to draw salaries from the 

county school district fund, and shall advise the clerk from time to time of 

any changes or additions to the directory. 

 Senator Denis moved the adoption of the amendment. 

 Remarks by Senator Denis. 
 Amendment No. 849 to Assembly Bill No. 77 requires the State Board of Education to adopt 

regulations prescribing professional-development standards, giving consideration to the 

recommendations made by the task force that met this past interim. It requires all professional 
development to be aligned to the Standards and be evidence-based as defined by the federal law; 

merges existing professional-development reports and requires school districts to submit annual 

reports on their activity; and requires all professional development to be aligned with the Nevada 

Educator Performance Framework. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 80. 

 Bill read second time. 

 The following amendment was proposed by the Committee on 

Government Affairs: 

 Amendment No. 877. 

 SUMMARY—Revises provisions governing redevelopment in certain 

cities. (BDR 22-416) 

 AN ACT relating to redevelopment; allowing certain cities to extend the 

date for termination of certain redevelopment plans under certain 

circumstances; requiring that the payment of certain costs by a 

redevelopment agency be made pursuant to a written agreement; revising 

provisions relating to the area included within a redevelopment area; 

requiring certain cities to set aside a portion of the revenues from taxes 

imposed on property in certain redevelopment areas to be used to improve 

and preserve existing public educational facilities; and providing other 

matters properly relating thereto. 

Legislative Counsel's Digest: 

 Under existing law, a redevelopment plan adopted before January 1, 1991, 

by a redevelopment agency of a city whose population is 500,000 or more 

(currently the City of Las Vegas), and any amendments to the plan must 

terminate at the end of the fiscal year in which the principal and interest of 

the last maturing of the securities issued before that date concerning the 

redevelopment area are fully paid or, if certain conditions are met, 60 years 

after the date on which the original redevelopment plan was adopted, 
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whichever is later. Any other redevelopment plan adopted before January 1, 

1991, and any amendments to the plan also must terminate upon the 

retirement of the last maturing securities or up to 45 years after the date on 

which the original redevelopment plan was adopted, whichever is later. 

(NRS 279.438) Section 1 of this bill authorizes a city whose population is 

220,000 or more located in a county whose population is 100,000 or more 

but less than 700,000 (currently the City of Reno) to extend the date of 

termination of a redevelopment plan adopted before January 1, 1991, to the 

later of the retirement of the last maturing securities or 60 years after the date 

on which the original redevelopment plan was adopted, whichever is later. 

The extension of the termination period from 45 years to 60 years is only 

available if the legislative body of the city adopts an extension of the 

redevelopment plan by ordinance. The adoption of an extension of a 

redevelopment plan has no effect on the allocation of revenues among taxing 

authorities within the redevelopment area. 

 Under existing law, the redevelopment agency of a city or county, with the 

consent of the governing body of the city or county, is authorized, in certain 

circumstances, to pay all or part of the value of the land for and the cost of 

the construction of a building, facility, structure or other improvement to real 

property or installation of an improvement which is publicly or privately 

owned and is located within or without a redevelopment area for which the 

agency has adopted a redevelopment plan. (NRS 279.486) Section 1.2 of this 

bill provides that an agency may only make such payments pursuant to a 

written agreement with one or more developers or other persons. 

 Existing law imposes various requirements relating to the area included 

within a redevelopment area. (NRS 279.519) Section 1.4 of this bill requires 

that the boundaries of a redevelopment area created after July 1, 2017, and 

the boundaries of an area added to a redevelopment area after July 1, 2017: 

(1) follow, in the same manner as for election precincts, visible ground 

features or extensions of visible ground features, except where the boundary 

coincides with the official boundary of the State or a county or city; and (2) 

be regular in shape, except to the extent of physical or political boundaries. 

Sections 1.4 and 1.6 of this bill require a redevelopment area to contain all 

taxable property in the area, except for certain property which is specifically 

excluded. 

 Existing law authorizes an amendment to an existing redevelopment area, 

including the addition of one or more areas to the redevelopment area. 

(NRS 279.608) Section 1.8 of this bill prohibits the removal of an area from a 

redevelopment area by amendment. 

 Under existing law, if the redevelopment agency of a city whose 

population is 220,000 or more but less than 500,000 located in a county 

whose population is 700,000 or more (currently the City of Henderson) 

adopts an ordinance extending the date of termination of its redevelopment 

plan, 18 percent of the incremental revenues received from taxes on the 

taxable property located in the redevelopment area affected by the ordinance 
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on or after the effective date of the ordinance is required to be set aside and 

used to improve and preserve existing public educational facilities which are 

located within the redevelopment area or which serve pupils who reside 

within the redevelopment area. Existing law also provides that the obligation 

to set aside such revenues is subordinate to any existing obligations of the 

agency. (NRS 279.6855) Section 2.5 of this bill extends the applicability of 

these provisions to any city whose population is 220,000 or more but less 

than 500,000, regardless of the population of the county in which it is located 

(currently the cities of Henderson and Reno), but only if the city adopts an 

ordinance extending the date of termination of its redevelopment plan. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  NRS 279.438 is hereby amended to read as follows: 

 279.438  1.  A redevelopment plan adopted before January 1, 1991, and 

any amendments to the plan must terminate at the end of the fiscal year in 

which the principal and interest of the last maturing of the securities issued 

before that date concerning the redevelopment area are fully paid or: 

 (a) With respect to a redevelopment plan adopted by the agency of a city 

whose population is 220,000 or more located in a county whose population is 

100,000 or more but less than 700,000, if the legislative body adopts an 

extension of the redevelopment plan by ordinance, 60 years after the date on 

which the original redevelopment plan was adopted, whichever is later. Such 

an extension of a redevelopment plan has no effect on the allocation of 

revenues among taxing authorities within such a redevelopment area. 

 (b) With respect to a redevelopment plan adopted by the agency of a city 

whose population is 500,000 or more, if the requirements set forth in 

subsection 2 are met, 60 years after the date on which the original 

redevelopment plan was adopted, whichever is later. 

 [(b)] (c) With respect to any other redevelopment plan, including a 

redevelopment plan adopted by an agency of a city [whose population is 

500,000 or more,] specified in paragraph (a) or (b), if the requirements set 

forth in [subsection 2] paragraph (a) or (b) are not met, 45 years after the 

date on which the original redevelopment plan was adopted, whichever is 

later. 

 2.  A redevelopment plan adopted by an agency of a city whose 

population is 500,000 or more may terminate on the date prescribed by 

paragraph [(a)] (b) of subsection 1 only if the legislative body adopts an 

extension of the redevelopment plan by ordinance and, on the date on which 

the extension is adopted: 

 (a) The assessed value of the aggregate number of redevelopment projects 

in the redevelopment area is not less than the assessed value of the aggregate 

number of redevelopment projects in the year in which the redevelopment 

plan was adopted; and 



MAY 24, 2017 — DAY 108 5223 

 (b) The assessed value of the redevelopment area is not less than 

75 percent of the assessed value of the redevelopment area in the year in 

which the redevelopment plan was adopted. 

 Sec. 1.2.  NRS 279.486 is hereby amended to read as follows: 

 279.486  1.  An agency may, with the consent of the legislative body [,] 

and pursuant to a written agreement with one or more developers or other 

persons, pay all or part of the value of the land for and the cost of the 

construction of any building, facility, structure or other improvement and the 

installation of any improvement which is publicly or privately owned and 

located within or without the redevelopment area. 

 2.  Within 14 days before a meeting at which the legislative body of a city 

whose population is 500,000 or more is scheduled to consider an action 

proposed by the agency of the city pursuant to subsection 1, the agency shall 

make available to the public a detailed report which includes, without 

limitation: 

 (a) A copy of any contract, memorandum of understanding or other 

agreement between the agency or the legislative body and any other person 

relating to the redevelopment project. 

 (b) A summary of the redevelopment project which includes, without 

limitation: 

  (1) A full and complete description of: 

   (I) The costs of the redevelopment project, including, without 

limitation, the costs of acquiring any real property, clearance costs, relocation 

costs, the costs of any improvements which will be paid by the agency and 

the amount of the anticipated interest on any bonds issued or sold to finance 

the project. 

   (II) The estimated current value of the real property interest to be 

conveyed or leased, determined at its highest and best use permitted under 

the redevelopment plan. 

   (III) The estimated value of the real property interest to be conveyed 

or leased, determined at the use and with the conditions, covenants and 

restrictions, and development costs required by the sale or lease, and the 

current purchase price or present value of the lease payments which the 

lessee is required to make during the term of the lease. If the sale price or 

present value of the total rental amount to be paid to the agency or legislative 

body is less than the fair market value of the real property interest to be 

conveyed or leased, determined at the highest and best use permitted under 

the redevelopment plan, the agency shall provide an explanation of the 

reason for the difference. 

  (2) An explanation of how the project will assist in the elimination of 

blight, including, without limitation, reference to all supporting facts and 

materials relied on in reaching the conclusions presented in the explanation. 

 3.  Before the legislative body may give its consent to an action proposed 

by the agency pursuant to subsection 1, it must determine that: 
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 (a) The buildings, facilities, structures or other improvements are of 

benefit to the redevelopment area or the immediate neighborhood in which 

the redevelopment area is located; and 

 (b) No other reasonable means of financing those buildings, facilities, 

structures or other improvements are available. 

 Those determinations by the agency and the legislative body are final and 

conclusive. 

 4.  In reaching its determination that the buildings, facilities, structures or 

other improvements are of benefit to the redevelopment area or the 

immediate neighborhood in which the redevelopment area is located, the 

legislative body shall consider: 

 (a) Whether the buildings, facilities, structures or other improvements are 

likely to: 

  (1) Encourage the creation of new business or other appropriate 

development; 

  (2) Create jobs or other business opportunities for nearby residents; 

  (3) Increase local revenues from desirable sources; 

  (4) Increase levels of human activity in the redevelopment area or the 

immediate neighborhood in which the redevelopment area is located; 

  (5) Possess attributes that are unique, either as to type of use or level of 

quality and design; 

  (6) Require for their construction, installation or operation the use of 

qualified and trained labor; and 

  (7) Demonstrate greater social or financial benefits to the community 

than would a similar set of buildings, facilities, structures or other 

improvements not paid for by the agency. 

 (b) The opinions of persons who reside in the redevelopment area or the 

immediate neighborhood in which the redevelopment area is located. 

 (c) Comparisons between the level of spending proposed by the agency 

and projections, made on a pro forma basis by the agency, of future revenues 

attributable to the buildings, facilities, structures or other improvements. 

 5.  If the value of that land or the cost of the construction of that building, 

facility, structure or other improvement, or the installation of any 

improvement has been, or will be, paid or provided for initially by the 

community or other governmental entity, the agency may enter into a 

contract with that community or governmental entity under which it agrees to 

reimburse the community or governmental entity for all or part of the value 

of that land or of the cost of the building, facility, structure or other 

improvement, or both, by periodic payments over a period of years. The 

obligation of the agency under that contract constitutes an indebtedness of 

the agency which may be payable out of taxes levied and allocated to the 

agency under paragraph (b) of subsection 1 of NRS 279.676, or out of any 

other available money. 

 Sec. 1.4.  NRS 279.519 is hereby amended to read as follows: 
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 279.519  1.  A redevelopment area need not be restricted to buildings, 

improvements or lands which are detrimental or inimical to the public health, 

safety or welfare, but may consist of an area in which such conditions 

predominate and injuriously affect the entire area. A redevelopment area may 

include, in addition to blighted areas, lands, buildings or improvements 

which are not detrimental to the public health, safety or welfare, but whose 

inclusion is found necessary for the effective redevelopment of the area of 

which they are a part. 

 2.  At least 75 percent of the area included within a redevelopment area 

must be improved land and may include, without limitation: 

 (a) Public land upon which public buildings have been erected or 

improvements have been constructed. 

 (b) Land on which an abandoned mine, landfill or other similar use is 

located and which is surrounded by or directly abuts the improved land. 

 3.  The area included within a redevelopment area may be contiguous or 

noncontiguous. 

 4.  If the subject of the redevelopment is an eligible railroad or facilities 

related to an eligible railroad, the area included within a redevelopment area 

may consist of contiguous or noncontiguous vacant land that: 

 (a) Is located near the eligible railroad; and 

 (b) May accommodate commercial or industrial facilities that may use the 

eligible railroad. 

 5.  The boundaries of a redevelopment area created after July 1, 2017, 

and of each area of land added to a redevelopment area by an amendment 

adopted pursuant to NRS 279.608 after July 1, 2017, must: 

 (a) Follow visible ground features or extensions of visible ground 

features, except where the boundary coincides with the official boundary of 

the State or a county or city; and 

 (b) Except to the extent of physical or political boundaries, be regular in 

shape. 

 6.  A redevelopment area must include all taxable property within the 

area except for property which is taxable pursuant to NRS 361.157 or which 

must be excluded pursuant to subsection 7. 

 7.  The taxable property in a redevelopment area must not be included in 

any subsequently created redevelopment area until at least 50 years after the 

effective date of creation of the first redevelopment area in which the 

property was included. 

 [6.] 8.  As used in this section [, "improved] : 

 (a) "Improved land" means: 

 [(a)] (1) Land that contains structures which: 

  [(1)] (I) Are used for residential, commercial, industrial or 

governmental purposes; and 

  [(2)] (II) Have been connected to water facilities, sewer facilities or 

roads, or any combination thereof; 
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 [(b)] (2) Any areas related to the structures described in [paragraph (a),] 

subparagraph (1), including, without limitation, landscaping areas, parking 

areas, parks and streets; and 

 [(c)] (3) If the subject of the redevelopment is an eligible railroad or 

facilities related to an eligible railroad: 

  [(1)] (I) Land on which the eligible railroad is located; and 

  [(2)] (II) Any areas related to the eligible railroad, including, without 

limitation, land on which is located railroad tracks, a railroad right-of-way or 

a facility related to the eligible railroad. 

 (b) "Visible ground feature" includes, without limitation, a street, road, 

highway, river, stream, shoreline, drainage ditch, railroad right-of-way or 

any other physical feature which is clearly visible from the ground. 

 Sec. 1.6.  NRS 279.583 is hereby amended to read as follows: 

 279.583  [After] Except as otherwise provided in this section, after 

publication of notice of the public hearing pursuant to NRS 279.580 and 

before approval of the redevelopment plan by the legislative body, the 

legislative body may submit to the planning commission a proposal to 

exclude land from a proposed redevelopment area. The legislative body may 

not exclude any taxable property within the area except for property which is 

taxable pursuant to NRS 361.157 or which must be excluded pursuant to 

subsection 7 of NRS 279.519. Within 30 days after that change is submitted 

to it for consideration, the planning commission shall submit its report and 

recommendation to the legislative body. If the planning commission does not 

report upon the change within 30 days after its submission by the legislative 

body, the legislative body may proceed to exclude the land from the 

proposed redevelopment area without that report and recommendation. 

 Sec. 1.8.  NRS 279.608 is hereby amended to read as follows: 

 279.608  1.  If, at any time after the adoption of a redevelopment plan by 

the legislative body, the agency desires to take an action that will constitute a 

material deviation from the plan or otherwise determines that it would be 

necessary or desirable to amend the plan, the agency must recommend the 

amendment of the plan to the legislative body. An amendment may include 

the addition of one or more areas to any redevelopment area [.] but may not 

include the removal of an area from any redevelopment area, regardless of 

whether that area was initially a part of the redevelopment area or was 

added later through amendment. 

 2.  Before recommending amendment of the plan, the agency shall hold a 

public hearing on the proposed amendment. Notice of that hearing must be 

published at least 10 days before the date of hearing in a newspaper of 

general circulation, printed and published in the community, or, if there is 

none, in a newspaper selected by the agency. The notice of hearing must 

include a legal description of the boundaries of the area designated in the 

plan to be amended and a general statement of the purpose of the 

amendment. 
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 3.  In addition to the notice published pursuant to subsection 2, the 

agency shall cause a notice of hearing on a proposed amendment to the plan 

to be sent by mail at least 10 days before the date of the hearing to each 

owner of real property, as listed in the records of the county assessor, whom 

the agency determines is likely to be directly affected by the proposed 

amendment. The notice must: 

 (a) Set forth the date, time, place and purpose of the hearing and a 

physical description of, or a map detailing, the proposed amendment; and 

 (b) Contain a brief summary of the intent of the proposed amendment. 

 4.  If after the public hearing, the agency recommends substantial changes 

in the plan which affect the master or community plan adopted by the 

planning commission or the legislative body, those changes must be 

submitted by the agency to the planning commission for its report and 

recommendation. The planning commission shall give its report and 

recommendations to the legislative body within 30 days after the agency 

submitted the changes to the planning commission. 

 5.  After receiving the recommendation of the agency concerning the 

changes in the plan, the legislative body shall hold a public hearing on the 

proposed amendment, notice of which must be published in a newspaper in 

the manner designated for notice of hearing by the agency. If after that 

hearing the legislative body determines that the amendments in the plan, 

proposed by the agency, are necessary or desirable, the legislative body shall 

adopt an ordinance amending the ordinance adopting the plan. 

 6.  As used in this section, "material deviation" means an action that, if 

taken, would alter significantly one or more of the aspects of a 

redevelopment plan that are required to be shown in the redevelopment plan 

pursuant to NRS 279.572. The term includes, without limitation, the vacation 

of a street that is depicted in the streets and highways plan of the master plan 

described in NRS 278.160 which has been adopted for the community and 

the relocation of a public park. The term does not include the vacation of a 

street that is not depicted in the streets and highways plan of the master plan 

described in NRS 278.160 which has been adopted for the community. 

 Sec. 2.  (Deleted by amendment.) 

 Sec. 2.5.  NRS 279.6855 is hereby amended to read as follows: 

 279.6855  1.  Except as otherwise provided in this section, an agency of 

a city whose population is 220,000 or more but less than 500,000 [located in 

a county whose population is 700,000 or more] that adopts an ordinance 

pursuant to paragraph (a) of subsection 1 of NRS 279.438 or subsection 4 of 

NRS 279.439 and which receives revenue pursuant to paragraph (b) of 

subsection 1 of NRS 279.676 from taxes on the taxable property located in 

the redevelopment area affected by the ordinance shall set aside not less than 

18 percent of such revenue received on or after the effective date of the 

ordinance to improve and preserve existing public educational facilities 

which are located within the redevelopment area or which serve pupils who 

reside within the redevelopment area. The provisions of this subsection do 
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not apply if such an agency is required pursuant to subsection 6 of 

NRS 279.676 to set aside not less than 18 percent of revenue received 

pursuant to paragraph (b) of subsection 1 of NRS 279.676 from taxes on the 

taxable property located in the redevelopment area affected by the ordinance 

adopted by the agency pursuant to subsection 5 of NRS 279.676 on or after 

the effective date of that ordinance to improve and preserve existing public 

educational facilities which are located within the redevelopment area or 

which serve pupils who reside within the redevelopment area. For each fiscal 

year, the agency shall prepare a written report concerning the amount of 

money expended for the purposes set forth in this subsection and shall, on or 

before November 30 of each year, submit a copy of the report to the Director 

of the Legislative Counsel Bureau for transmittal to the Legislative 

Commission, if the report is received during an odd-numbered year, or to 

the next session of the Legislature, if the report is received during an 

even-numbered year. 

 2.  The obligation of an agency pursuant to subsection 1 to set aside not 

less than 18 percent of the revenue allocated to and received by the agency 

pursuant to paragraph (b) of subsection 1 of NRS 279.676 from taxes on the 

taxable property located in the redevelopment area affected by the ordinance 

adopted by the agency pursuant to paragraph (a) of subsection 1 of 

NRS 279.438 or subsection 4 of NRS 279.439 is subordinate to any existing 

obligations of the agency. As used in this subsection, "existing obligations" 

means the principal and interest, when due, on any bonds, notes or other 

indebtedness whether funded, refunded, assumed or otherwise incurred by 

the agency before the effective date of the ordinance adopted by the agency 

pursuant to paragraph (a) of subsection 1 of NRS 279.438 or subsection 4 of 

NRS 279.439, to finance or refinance in whole or in part, the redevelopment 

of a redevelopment area. For the purposes of this subsection, obligations 

incurred by an agency on or after the effective date of the ordinance adopted 

by the agency pursuant to paragraph (a) of subsection 1 of NRS 279.438 or 

subsection 4 of NRS 279.439 shall be deemed existing obligations if the net 

proceeds are used to refinance existing obligations of the agency. 

 Sec. 3.  (Deleted by amendment.) 

 Sec. 3.5.  The provisions of subsection 1 of NRS 218D.380 do not apply 

to any provision of this act which adds or revises a requirement to submit a 

report to the Legislature. 

 Sec. 4.  This act becomes effective upon passage and approval. 

 Senator Parks moved the adoption of the amendment. 

 Remarks by Senator Parks. 
 Amendment No. 877 to Assembly Bill No. 80 requires that the payment of certain costs by a 
redevelopment agency be made pursuant to a written agreement. It requires that the boundaries 

of a redevelopment area created after July 1, 2017, and the boundaries of an area added to a 

redevelopment area after July 1, 2017, follow visible ground features or extensions of visible 
ground features, except where the boundary coincides with the official boundary of the State or a 

county or city, and be regular in shape, except to the extent of physical or political boundaries. It 

also requires certain cities, if the city adopts an ordinance extending the date of termination of its 
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redevelopment plan, to set aside a portion of the revenues from taxes imposed on property in 
certain redevelopment areas to be used to improve and preserve existing public educational 

facilities. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 110. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Education: 

 Amendment No. 931. 

 SUMMARY—Revises provisions governing education. (BDR 34-327) 

 AN ACT relating to education; requiring the Department of Education to 

establish a pilot program to provide competency-based education; requiring 

the State Board of Education to adopt regulations relating to the pilot 

program; establishing the Competency-Based Education Network; revising 

provisions governing the requirements for a pupil to receive credit for a 

course of study without attending the classes for the course; requiring the 

Department of Education to conduct a public awareness campaign 

regarding competency-based education; authorizing the Department to 

distribute certain money through a competitive grants program to carry out 

the pilot program to provide competency-based education; requiring the 

Competency-Based Education Network to prepare a comprehensive report 

relating to competency-based education; making an appropriation; and 

providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

 Section 1.2 of this bill requires the Department of Education to establish a 

pilot program to provide competency-based education and requires the State 

Board of Education to adopt regulations that prescribe the process for 

submission of an application by a school district or charter school to 

participate in the pilot program and the qualifications and conditions for 

participation by a school in the pilot program. Section 1.2 also requires the 

Department to select at least one school that primarily serves pupils who are 

at risk, credit deficient or in need of credit retrieval for participation in the 

program if an application is made on behalf of such a school to participate in 

the program. Section 1.1 of this bill defines "competency-based education" to 

mean a system of instruction by which a pupil advances to a higher level of 

learning when the pupil demonstrates mastery of a concept or skill, 

regardless of the time, place or pace at which the pupil progresses. 

 Section 1.4 of this bill requires the Department to establish a 

Competency-Based Education Network and prescribes the membership and 

duties of the Network, including a requirement that the Network submit a 

report to the Governor and the Legislature on the implementation of 

competency-based education once each biennium. 

 Section 1.6 of this bill requires the Department of Education to: (1) 

conduct a public campaign to raise awareness about competency-based 
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education; and (2) conduct at least one meeting with the superintendents of 

the school districts relating to competency-based education. Section 3.5 of 

this bill appropriates money to the Department for the cost of travel 

associated with such a meeting with the superintendents of the school 

districts. Section 1.6 also authorizes the Department to distribute through a 

competitive grants program money appropriated to the Department to carry 

out the pilot program to provide competency-based education. 

 Existing law provides that a pupil may be granted credit for certain courses 

in lieu of course attendance if the pupil: (1) demonstrates proficiency on 

certain examinations; and (2) applies to the board of trustees of the school 

district in which the pupil attends school to be granted credit. (NRS 389.171) 

Section 1.8 of this bill provides that a pupil may also be granted credit in lieu 

of course attendance if the pupil demonstrates proficiency to meet the 

objectives of a course or of a particular area or areas of a course: (1) through 

a portfolio of the pupil's work; (2) through the pupil's performance of a task 

that is designed to measure the proficiency of the pupil; or (3) as measured 

by criteria prescribed by the State Board of Education. Section 1.8 also 

requires the State Board to adopt regulations that: (1) provide that a pupil 

may apply to the governing body of the charter school in which the pupil is 

enrolled to be granted credit in lieu of course attendance; and (2) prescribe 

other criteria that may be used to determine whether a pupil has achieved 

proficiency in a course. 

 Section 4 of this bill requires the Competency-Based Education Network 

to prepare a comprehensive report with its findings and recommendations on 

or before April 1, 2022, which must be posted on the Internet website of the 

Department of Education and submitted to the Governor, the Legislative 

Committee on Education and the Director of the Legislative Counsel Bureau 

for distribution to the next regular session of the Legislature. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  Chapter 389 of NRS is hereby amended by adding thereto the 

provisions set forth as sections 1.1 to 1.6, inclusive, of this act. 

 Sec. 1.1.  As used in sections 1.1 to 1.6, inclusive, of this act, 

"competency-based education" means a system of instruction by which a 

pupil advances to a higher level of learning when the pupil demonstrates 

mastery of a concept or skill, regardless of the time, place or pace at which 

the pupil progresses. 

 Sec. 1.2.  1.  The Department shall establish a pilot program to provide 

competency-based education. 

 2.  The State Board shall adopt regulations that prescribe: 

 (a) The process for submission of an application by the board of trustees 

of a school district or the governing body of a charter school to participate 

in the pilot program; and 

 (b) The qualifications and conditions for participation by a school in the 

pilot program, including, without limitation: 
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  (1) A commitment by the school district or charter school to implement 

competency-based education for not less than 5 years; 

  (2) Evidence of support for the implementation of competency-based 

education by the community served by the school district or charter school; 

and 

  (3) A commitment to participate in the Competency-Based Education 

Network established by section 1.4 of this act. 

 3.  A school selected to participate in the pilot program to provide 

competency-based education shall: 

 (a) Implement a system of instruction by which a pupil advances to a 

higher level of learning when the pupil demonstrates mastery of a concept or 

skill; 

 (b) Establish concrete skills on which a pupil will be evaluated that 

include explicit, measurable and transferable learning objectives; 

 (c) Ensure that assessment is a meaningful and positive learning 

experience for pupils; 

 (d) Ensure that pupils receive timely and differentiated support based 

upon their individual learning needs; and 

 (e) Ensure that pupils are able to apply knowledge learned, create new 

knowledge and develop important skills and dispositions relating to such 

knowledge. 

 4.  If at least one application to participate in the pilot program is made 

on behalf of a school that primarily serves pupils who are at risk, credit 

deficient or in need of credit retrieval, the Department must select at least 

one such school to participate in the pilot program.  

 5.  As used in this section, a pupil is "at risk" if the pupil has an economic 

or academic disadvantage such that he or she requires special services and 

assistance to enable him or her to succeed in educational programs. The 

term includes, without limitation, pupils who are members of economically 

disadvantaged families, pupils who are English learners, pupils who are at 

risk of dropping out of high school and pupils who do not meet minimum 

standards of academic proficiency. The term does not include a pupil with a 

disability. 

 Sec. 1.4.  1.  The Department shall establish a Competency-Based 

Education Network. 

 2.  The Competency-Based Education Network must consist of the 

following members: 

 (a) The principal of each school selected to participate in the pilot 

program established pursuant to section 1.2 of this act. 

 (b) At least one teacher who teaches in each school selected to participate 

in the pilot program established pursuant to section 1.2 of this act, selected 

by the principal of the school. 

 (c) The Chancellor of the Nevada System of Higher Education or his or 

her designee. 
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 (d) The Chancellor of Western Governors University Nevada or his or her 

designee. 

 (e) One teacher who does not teach in a school selected to participate in 

the pilot program established pursuant to section 1.2 of this act, selected by 

the Nevada State Education Association to represent the Association. 

 (f) One parent or guardian of a pupil who is enrolled in a school selected 

to participate in the pilot program established pursuant to section 1.2 of this 

act, selected by the Nevada Parent Teacher Association to represent the 

Association. 

 (g) One parent or guardian of a pupil who is not enrolled in a school 

selected to participate in the pilot program established pursuant to 

section 1.2 of this act, selected by the Nevada Parent Teacher Association to 

represent the Association. 

 3.  The Competency-Based Education Network shall: 

 (a) Study approaches to converting requirements regarding the amount of 

time a pupil is required to spend in a classroom into competency measures; 

 (b) Study tools for use in personalized learning and competency-based 

education; 

 (c) Study approaches to ensure appropriate examinations are prescribed 

by the State Board pursuant to NRS 389.171; 

 (d) Study strategies for improving competency-based education through 

the use of technology;  

 (e) Study professional development relating to competency-based 

education and other support to assist educators in transitioning to a system 

of competency-based education; 

 (f) Provide support and share data and best practices among schools 

participating in the pilot program established pursuant to section 1.2 of this 

act; 

 (g) Identify barriers and possible solutions to implementing a statewide 

system of competency-based education; 

 (h) Develop evidence-based recommendations for the continued 

implementation of a system of competency-based education; and 

 (i) On or before January 31 of every even-numbered year, submit a report 

to the Governor and the Legislature on the implementation of a system of 

competency-based education in this State.  

 4.  The Competency-Based Education Network shall initially meet at the 

call of the Superintendent of Public Instruction. After the first meeting, the 

Network shall meet at the call of the Chair. 

 5.  At the first meeting of the Competency-Based Education Network, the 

members of the Network shall elect a Chair by majority vote. 

 6.  A majority of the members of the Competency-Based Education 

Network constitutes a quorum for the transaction of business, and a majority 

of those members present at any meeting is sufficient for any official action 

taken by the Network. 
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 7.  The Department of Education shall provide the Competency-Based 

Education Network with such staff as is necessary to carry out the duties of 

the Network. 

 8.  Members of the Competency-Based Education Network serve without 

compensation, and travel and per diem expenses may not be reimbursed. 

 Sec. 1.6.  1.  The Department of Education shall: 

 (a) Conduct a public campaign to raise awareness about 

competency-based education. 

 (b) Conduct one or more meetings with the superintendents of the school 

districts for the purpose of increasing: 

  (1) Understanding of competency-based education; and 

  (2) Interest in implementing a system of competency-based education. 

 2.  To the extent that money is available for that purpose, the Department 

of Education may, through a competitive grants program, distribute any 

money appropriated to the Department to carry out the pilot program to 

provide competency-based education established pursuant to section 1.2 of 

this act. Grants must be awarded by the Department to schools selected to 

participate in the program based upon money available for this purpose. 

 Sec. 1.8.  NRS 389.171 is hereby amended to read as follows: 

 389.171  1.  A pupil may be granted credit for a specific course of study 

without having attended the regularly scheduled classes in the course if the 

pupil demonstrates his or her proficiency to meet the: 

 (a) Objectives of the course through the pupil's performance on an 

examination prescribed by the State Board; 

 (b) Objectives of a particular area or areas of the course in which the pupil 

is deficient through the pupil's performance on an examination developed by 

the principal and the pupil's teacher who provides instruction in the course 

that is designed to measure the proficiency of the pupil in that particular area 

or areas; [or] 

 (c) Objectives of the course through the pupil's performance on an 

examination that the principal determines is as rigorous or more rigorous 

than the examination prescribed by the State Board pursuant to paragraph (a), 

including, without limitation, an advanced placement examination in the 

subject area of the course [.] ; 

 (d) Objectives of the course through a portfolio of the pupil's work; 

 (e) Objectives of a particular area or areas of the course through the 

pupil's performance of a task that is designed to measure the proficiency of 

the pupil in that particular area or areas; or 

 (f) Objectives of the course as measured against the criteria prescribed by 

the State Board pursuant to paragraph (d) of subsection 2. 

 2.  The State Board shall adopt regulations that prescribe the: 

 (a) Form on which a pupil may apply to the board of trustees of a school 

district in which the pupil attends school or the governing body of the charter 

school in which the pupil is enrolled to be granted credit pursuant to 

subsection 1; 
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 (b) Courses of study for which pupils may be granted credit pursuant to 

subsection 1; [and] 

 (c) Minimum score on the examination prescribed pursuant to 

paragraph (a) of subsection 1 that is required to demonstrate proficiency in a 

course [.] ; and 

 (d) Criteria, other than the criteria described in paragraphs (a) to (e), 

inclusive, of subsection 1, that may be used to determine whether a pupil has 

achieved proficiency in a course. 

 Sec. 2.  (Deleted by amendment.) 

 Sec. 3.  (Deleted by amendment.) 

 Sec. 3.5.  1.  There is hereby appropriated from the State General Fund 

to the Department of Education for the cost of travel related to meetings with 

the superintendents of the school districts required by section 1.6 of this act 

the following sums: 

For the Fiscal Year 2017-2018 ................................................... $1,500 

For the Fiscal Year 2018-2019 ................................................... $1,500 

 2.  Any balance of the sums appropriated by subsection 1 remaining at the 

end of the respective fiscal years must not be committed for expenditure after 

June 30 of the respective fiscal years by the entity to which the appropriation 

is made or any entity to which money from the appropriation is granted or 

otherwise transferred in any manner, and any portion of the appropriated 

money remaining must not be spent for any purpose after September 21, 

2018, and September 20, 2019, respectively, by either the entity to which the 

money was appropriated or the entity to which the money was subsequently 

granted or transferred, and must be reverted to the State General Fund on or 

before September 21, 2018, and September 20, 2019, respectively. 

 Sec. 4.  In addition to the report required by section 1.4 of this act, the 

Competency-Based Education Network shall, on or before April 1, 2022: 

 1.  Complete a comprehensive report with its findings and any 

recommendations relating to competency-based education; 

 2.  Post a copy of the report on the Internet website maintained by the 

Department of Education; and 

 3.  Submit a copy of the report to the Governor, the Legislative 

Committee on Education and the Director of the Legislative Counsel Bureau 

for transmittal to the next regular session of the Legislature. 

 Sec. 5.  The provisions of subsection 1 of NRS 218D.380 do not apply to 

any provision of this act which adds or revises a requirement to submit a 

report to the Legislature. 

 Sec. 6.  This act becomes effective upon passage and approval for the 

purposes of adopting regulations and performing any other administrative 

tasks that are necessary to carry out the provisions of this act, and on July 1, 

2017, for all other purposes. 

 Senator Denis moved the adoption of the amendment. 
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 Remarks by Senator Denis. 
 Amendment No. 931 to Assembly Bill No. 110 requires the pilot program to include at least 

one school focused on serving at-risk students or those in need of credit-retrieval should a 

qualifying school apply for the program. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 161. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Commerce, 

Labor and Energy: 

 Amendment No. 855. 

 SUMMARY—Revises provisions relating to certain rental agreements. 

(BDR 10-733) 

 AN ACT relating to real property; requiring certain rental agreements to 

contain certain disclosures; creating certain presumptions with respect to 

certain crimes involving real property; and providing other matters properly 

relating thereto. 

Legislative Counsel's Digest: 

 Existing law sets forth certain requirements relating to a written rental 

agreement. (NRS 118A.200) Section 1 of this bill requires a written rental 

agreement for a single-family residence , unless signed by an authorized 

agent of the landlord who at the time of signing holds a permit to engage in 

property management, to contain a disclosure which states that: (1) there are 

rebuttable presumptions in sections 1.3 and 1.7 of this bill that the tenant 

does not have lawful occupancy of the residence unless the agreement is 

notarized or is signed by an authorized agent of the landlord who at the time 

of signing holds a permit to engage in property management and contains 

certain contact information for the landlord or the landlord's representative; 

and (2) the agreement is valid and enforceable regardless of whether the 

agreement is notarized or is signed by an authorized agent of the landlord 

who at the time of signing holds a permit to engage in property management 

or contains certain contact information for the landlord or the landlord's 

representative.  

 Sections 1.3 and 1.7 of this bill create rebuttable presumptions that a 

person who forcibly enters or takes up residence in an uninhabited or vacant 

dwelling knows that his or her entry or residency is without permission of the 

owner or the owner's representative unless he or she provides a written rental 

agreement that is notarized or is signed by an authorized agent of the owner 

who at the time of signing holds a permit to engage in property management 

and contains certain contact information for the owner or the owner's 

representative. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  NRS 118A.200 is hereby amended to read as follows: 
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 118A.200  1.  Any written agreement for the use and occupancy of a 

dwelling unit or premises must be signed by the landlord or his or her agent 

and the tenant or his or her agent. 

 2.  The landlord shall provide one copy of any written agreement 

described in subsection 1 to the tenant free of cost at the time the agreement 

is executed and, upon request of the tenant, provide additional copies of any 

such agreement to the tenant within a reasonable time. The landlord may 

charge a reasonable fee for providing the additional copies. 

 3.  Any written rental agreement must contain, but is not limited to, 

provisions relating to the following subjects: 

 (a) Duration of the agreement. 

 (b) Amount of rent and the manner and time of its payment. 

 (c) Occupancy by children or pets. 

 (d) Services included with the dwelling rental. 

 (e) Fees which are required and the purposes for which they are required. 

 (f) Deposits which are required and the conditions for their refund. 

 (g) Charges which may be required for late or partial payment of rent or 

for return of any dishonored check. 

 (h) Inspection rights of the landlord. 

 (i) A listing of persons or numbers of persons who are to occupy the 

dwelling. 

 (j) Respective responsibilities of the landlord and the tenant as to the 

payment of utility charges. 

 (k) A signed record of the inventory and condition of the premises under 

the exclusive custody and control of the tenant. 

 (l) A summary of the provisions of NRS 202.470. 

 (m) Information regarding the procedure pursuant to which a tenant may 

report to the appropriate authorities: 

  (1) A nuisance. 

  (2) A violation of a building, safety or health code or regulation. 

 (n) Information regarding the right of the tenant to engage in the display 

of the flag of the United States, as set forth in NRS 118A.325. 

 4.  In addition to the provisions required by subsection 3, any written 

rental agreement for a single-family residence which is not signed by an 

authorized agent of the landlord who at the time of signing holds a permit to 

engage in property management pursuant to chapter 645 of NRS must 

contain a disclosure at the top of the first page of the agreement, in a font 

size at least two times larger than any other font size in the agreement, which 

states that: 

 (a) There are rebuttable presumptions in NRS 205.0813 and 205.0817 

that the tenant does not have lawful occupancy of the dwelling unless the 

agreement: 

  (1) Is notarized [;] or is signed by an authorized agent of the landlord 

who at the time of signing holds a permit to engage in property management 

pursuant to chapter 645 of NRS; and 
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  (2) Includes the current address and telephone number of the landlord 

or his or her authorized representative; and 

 (b) The agreement is valid and enforceable against the landlord and the 

tenant regardless of whether the agreement: 

  (1) Is notarized [;] or is signed by an authorized agent of the landlord 

who at the time of signing holds a permit to engage in property management 

pursuant to chapter 645 of NRS; or 

  (2) Includes the current address and telephone number of the landlord 

or his or her authorized representative. 

 5.  The absence of a written agreement raises a disputable presumption 

that: 

 (a) There are no restrictions on occupancy by children or pets. 

 (b) Maintenance and waste removal services are provided without charge 

to the tenant. 

 (c) No charges for partial or late payments of rent or for dishonored 

checks are paid by the tenant. 

 (d) Other than normal wear, the premises will be returned in the same 

condition as when the tenancy began. 

 [5.] 6.  It is unlawful for a landlord or any person authorized to enter into 

a rental agreement on his or her behalf to use any written agreement which 

does not conform to the provisions of this section, and any provision in an 

agreement which contravenes the provisions of this section is void. 

 7.  As used in this section, "single-family residence" means a structures 

that is comprised of not more than four units. The term does not include a 

manufactured home as defined in NRS 118B.015. 

 Sec. 1.3.  NRS 205.0813 is hereby amended to read as follows: 

 205.0813  1.  A person who forcibly enters an uninhabited or vacant 

dwelling, knows or has reason to believe that such entry is without 

permission of the owner of the dwelling or an authorized representative of 

the owner and has the intent to take up residence or provide a residency to 

another therein is guilty of housebreaking. 

 2.  A person is presumed to know that an entry described in subsection 1 

is without the permission of the owner of the dwelling or an authorized 

representative of the owner unless the person provides a written rental 

agreement that: 

 (a) Is notarized [;] or is signed by an authorized agent of the owner who 

at the time of signing holds a permit to engage in property management 

pursuant to chapter 645 of NRS; and 

 (b) Includes the current address and telephone number of the owner or his 

or her authorized representative. 

 3.  A person convicted of housebreaking is guilty of: 

 (a) For a first offense, a gross misdemeanor; and 

 (b) For a second and any subsequent offense, a category D felony and 

shall be punished as provided in NRS 193.130.  
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 [3.] 4.  A person convicted of housebreaking and who has previously 

been convicted three or more times of housebreaking must not be released on 

probation or granted a suspension of sentence. 

 [4.] 5.  As used in this section, "forcibly enters" means an entry 

involving: 

 (a) Any act of physical force resulting in damage to the structure; or  

 (b) The changing or manipulation of a lock to gain access. 

 Sec. 1.7.  NRS 205.0817 is hereby amended to read as follows: 

 205.0817  1.  A person who takes up residence in an uninhabited or 

vacant dwelling and knows or has reason to believe that such residency is 

without permission of the owner of the dwelling or an authorized 

representative of the owner is guilty of unlawful occupancy. 

 2.  A person is presumed to know that the residency described in 

subsection 1 is without the permission of the owner of the dwelling or an 

authorized representative of the owner unless the person provides a written 

rental agreement that: 

 (a) Is notarized [;] or is signed by an authorized agent of the owner who 

at the time of signing holds a permit to engage in property management 

pursuant to chapter 645 of NRS; and 

 (b) Includes the current address and telephone number of the owner or his 

or her authorized representative. 

 3.  A person convicted of unlawful occupancy is guilty of a gross 

misdemeanor. A person convicted of unlawful occupancy and who has been 

convicted three or more times of unlawful occupancy is guilty of a 

category D felony and shall be punished as provided in NRS 193.130. 

 [3.] 4.  A person who is accused of unlawful occupancy pursuant to 

subsection 1 and has previously been convicted two times of housebreaking, 

unlawful occupancy or any lesser included or related offense, or any 

combination thereof, arising from the same set of facts is presumed to have 

obtained residency of the dwelling with the knowledge that: 

 (a) Any asserted lease is invalid; and 

 (b) Neither the owner nor an authorized representative of the owner 

permitted the residency. 

 Sec. 2.  This act becomes effective on July 1, 2017. 

 Senator Atkinson moved the adoption of the amendment. 

 Remarks by Senator Atkinson. 
 Amendment No. 855 to Assembly Bill No. 161 exempts a person who is an authorized agent 

of the landlord and who at the time of signing a written rental agreement holds a 

property-management permit pursuant to chapter 645 of Nevada Revised Statutes from the 

provisions of the bill. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 205. 

 Bill read second time. 
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 The following amendment was proposed by the Committee on Health and 

Human Services: 

 Amendment No. 896. 

 SUMMARY—Revises provisions relating to cremation. (BDR 40-649) 

 AN ACT relating to cremation; authorizing the use of alkaline hydrolysis 

for cremation; requiring notice be provided to certain [governmental] entities 

relating to a crematory which intends to use alkaline hydrolysis for 

cremation; revising provisions relating to the location of a crematory; and 

providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

 Existing law regulates the cremation of human remains and the operation 

of facilities for cremation. (NRS 451.600-451.715, chapter 642 of NRS) For 

the purposes of those provisions, sections 3 and 10 of this bill expand the 

current definition of cremation to include "alkaline hydrolysis," which is a 

water-based process for reducing human remains to bone fragments through 

the use of alkaline chemicals and agitation. A result of this change is to make 

certain fee and penalty provisions applicable to this type of cremation. 

Section 3.5 of this bill requires a crematory to provide written notice of its 

intent to use alkaline hydrolysis to the Division of Environment Protection of 

the State Department of Conservation and Natural Resources and any [local] 

private, public [utility] or cooperative entity which operates a sewer system 

in order to ensure compliance with certain laws relating to the pollution of 

water.  

 In certain cities and towns, existing law limits the location of a crematory 

to an area that is zoned for mixed, commercial or industrial use and at least 

1,500 feet from any parcel zoned for residential use. (NRS 451.635) 

Sections 5 and 6.5 of this bill require a crematory that only uses alkaline 

hydrolysis for cremation to comply with these zoning restrictions or obtain 

authorization from the board of county commissioners or the governing body 

of the city or town, as applicable, for an exemption. Sections 7 and 8 of this 

bill make conforming changes to account for differences between cremation 

by incineration and cremation by alkaline hydrolysis. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  Chapter 451 of NRS is hereby amended by adding thereto the 

provisions set forth as sections 2, 3 and 3.5 of this act. 

 Sec. 2.  "Alkaline hydrolysis" means the: 

 1.  Reduction of human remains to bone fragments through a water-based 

process of dissolution using alkaline chemicals and agitation to accelerate 

natural decomposition; and 

 2.  Processing of the hydrolyzed human remains after their removal from 

the container in which the process of dissolution occurs. 

 Sec. 3.  "Cremation" means the technical process that reduces human 

remains to bone fragments by using alkaline hydrolysis or incineration. 
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 Sec. 3.5.  1.  After obtaining a license pursuant to NRS 451.635 and at 

least 90 days before the operator of a crematory purchases equipment for 

alkaline hydrolysis for cremation, the operator must provide to the Division 

of Environmental Protection of the State Department of Conservation and 

Natural Resources and any [public utility which operates] private, public or 

cooperative operator of a sanitary sewer in the area in which the crematory 

is located written notice containing: 

 (a) The date on which the equipment for alkaline hydrolysis is proposed to 

be purchased; and 

 (b) A list of the equipment that is proposed to be purchased. 

 2.  The Division and [the public utility] each operator of a sanitary sewer 

notified pursuant to subsection 1 shall ensure that the equipment [for 

alkaline hydrolysis] which the operator proposes to purchase for alkaline 

hydrolysis complies with the provisions of NRS 445A.300 to 445A.730, 

inclusive, and any local law, ordinance or regulation. 

[ 3.  As used in this section, "public utility" has the meaning ascribed to it 

in NRS 360.815.] 

 Sec. 4.  NRS 451.600 is hereby amended to read as follows: 

 451.600  As used in NRS 451.600 to 451.715, inclusive, and sections 2, 

3 and 3.5 of this act, unless the context otherwise requires, the words and 

terms defined in NRS 451.605 to 451.630, inclusive, and sections 2 and 3 of 

this act have the meanings ascribed to them in those sections. 

 Sec. 5.  NRS 451.635 is hereby amended to read as follows: 

 451.635  1.  No person may cremate human remains except in a 

crematory whose operator is licensed by the Nevada Funeral and Cemetery 

Services Board. 

 2.  The licensed operator of a crematory shall ensure that all persons 

physically operating the crematory equipment have completed a crematory 

certification program approved by the Board and maintain proof of 

completion of the program at the site where the crematory equipment 

operated by the person is located. Such proof of completion must be made 

available to the Board upon request or as part of any inspection or 

investigation conducted by the Board. 

 3.  [If] Except as otherwise provided in subsection 4, if a crematory is 

proposed to be located in an incorporated city whose population is 60,000 or 

more or in an unincorporated town that is contiguous to such an incorporated 

city, the Board shall not issue a license to the applicant unless the proposed 

location of all structures associated with the crematory are: 

 (a) In an area which is zoned for mixed, commercial or industrial use; and  

 (b) At least 1,500 feet from the boundary line of any parcel zoned for 

residential use. 

 4.  If a crematory proposes to cremate human remains only through 

alkaline hydrolysis, the Board may issue a license to the applicant regardless 

of the location if the board of county commissioners of the county or the 

governing body of the city or town, as applicable, in which the crematory is 
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proposed to be located provides written notice to the Board consenting to the 

proposed location of the crematory. 

 5.  The Board shall prescribe and furnish forms for application for 

licensing. An application must be in writing and contain: 

 (a) The name and address of the applicant and the location or proposed 

location of the crematory; 

 (b) A description of the structure and equipment to be used in operating 

the crematory; and 

 (c) Any further information that the Board may reasonably require. 

 [5.] 6.  An application must be signed by the applicant personally, by one 

of the partners if the applicant is a partnership, or by an authorized officer if 

the applicant is a corporation or other form of business organization. 

 [6.] 7.  The Board shall examine the structure and equipment and, if 

applicable, the location and shall issue the license if: 

 (a) It appears that the proposed operation will meet the requirements of 

NRS 451.600 to 451.715, inclusive [;] , and sections 2, 3 and 3.5 of this act; 

and 

 (b) The applicant has paid all fees related to the application. 

 [7.] 8.  If the ownership of a crematory is to be changed, the proposed 

operator shall apply for licensing at least 30 days before the change. 

 Sec. 6.  NRS 451.640 is hereby amended to read as follows: 

 451.640  1.  The Nevada Funeral and Cemetery Services Board shall 

adopt regulations for the administration of NRS 451.600 to 451.715, 

inclusive [.] , and sections 2, 3 and 3.5 of this act. Unless governed by the 

regulations of the State Board of Health, the regulations of the Nevada 

Funeral and Cemetery Services Board must include, without limitation: 

 (a) The conditions under which the remains of a person who has died from 

a communicable or otherwise dangerous disease may be transported to a 

crematory for cremation; and 

 (b) The minimum standards for sanitation, required equipment and 

protection from fire. 

 2.  The Nevada Funeral and Cemetery Services Board may bring legal 

proceedings to enjoin any person who violates any provision of NRS 451.600 

to 451.715, inclusive, and sections 2, 3 and 3.5 of this act, any regulation 

adopted pursuant thereto or any order of the Board from operating a 

crematory. Any person who is so enjoined is liable to the Board for attorney's 

fees and court costs. 

 Sec. 6.5.  NRS 451.645 is hereby amended to read as follows: 

 451.645  1.  A cemetery or funeral home may erect and conduct a 

crematory if licensed as the operator. 

 2.  Except as otherwise provided in [subsection] subsections 3 and 4 of 

NRS 451.635, a crematory may be erected on or adjacent to the premises of a 

cemetery or funeral establishment if the location is zoned for commercial or 

industrial use, or at any other location where the local zoning permits. A 
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crematory must conform to all local building codes and environmental 

standards. 

 Sec. 7.  NRS 451.670 is hereby amended to read as follows: 

 451.670  1.  No operator of a crematory may require that human remains 

be placed in a casket, or refuse to accept human remains for cremation 

because they are not in a casket. 

 2.  The container used must: 

 (a) Consist of readily combustible materials [;] or, if alkaline hydrolysis 

will be used to cremate the human remains, materials that are readily 

dissolvable by alkaline hydrolysis; 

 (b) Cover the human remains completely when closed; 

 (c) Resist leaking or spilling; 

 (d) Be rigid enough for easy handling [;] or, if alkaline hydrolysis will be 

used to cremate the human remains, be properly supported during transport; 

and 

 (e) Protect the health and safety of employees of the operator. 

 3.  Unless otherwise ordered in writing by the agent, the operator shall 

incinerate or dissolve the container , as applicable, as the remains are 

cremated. 

 Sec. 8.  NRS 451.680 is hereby amended to read as follows: 

 451.680  1.  The agent, or the person charged with arranging for 

disposition of the body of a person who has ordered his or her own 

cremation, shall ensure that any artificial device [whose incineration] that 

would be dangerous if incinerated or subjected to alkaline hydrolysis, as 

applicable, is removed from the human remains before their cremation. If he 

or she is unable to arrange for its removal before the remains are delivered to 

a crematory, he or she shall inform the operator of the crematory. 

 2.  The space within a crematory where cremation takes place must be 

enclosed and must not be used for any other purpose than the cremation of 

human remains. Immediately before a container is placed in this chamber, the 

identification of the human remains within it must be verified by the operator 

and any identifying document or label for the urn must be removed from the 

container and kept near the control panel until cremation is complete. 

 3.  Upon the completion of cremation, the operator shall: 

 (a) Remove the recoverable residue from the chamber; 

 (b) Place the bone fragments in an urn with proper identification and 

insofar as practicable place no other material with them unless authorized by 

the agent; and 

 (c) Dispose of the remaining residue. 

 4.  If the cremated remains will not fit in the urn selected by the agent, the 

operator of the crematory shall hold the remains until the agent selects an urn 

or urns in which the remains will fit. 

 Sec. 9.  NRS 451.715 is hereby amended to read as follows: 

 451.715  1.  It is unlawful for any person to: 
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 (a) Hold himself or herself out to the public as the operator of a crematory 

without being licensed pursuant to NRS 451.635; 

 (b) Sign an order for cremation knowing that the order contains incorrect 

information; or 

 (c) Violate any other provision of NRS 451.600 to 451.715, inclusive, and 

sections 2, 3 and 3.5 of this act, any regulation adopted pursuant thereto or 

any order of the Nevada Funeral and Cemetery Services Board. 

 2.  It is unlawful for the operator of a crematory to perform a cremation 

without an order signed by a person authorized to order the cremation 

pursuant to NRS 451.024 or 451.655. 

 3.  If a crematory is operated in this State in violation of any provision of 

NRS 451.600 to 451.715, inclusive, and sections 2, 3 and 3.5 of this act, any 

regulation adopted pursuant thereto or any order of the Nevada Funeral and 

Cemetery Services Board, the crematory is a public nuisance and may be 

abated as such. 

 Sec. 10.  NRS 642.011 is hereby amended to read as follows: 

 642.011  "Cremation" [means the technical process that reduces human 

remains to bone fragments by using heat and evaporation.] has the meaning 

ascribed to it in section 3 of this act. 

 Sec. 11.  This act becomes effective upon passage and approval for the 

purpose of adopting regulations and performing any other preparatory 

administrative tasks that are necessary to carry out the provisions of this act, 

and on January 1, 2018, for all other purposes. 

 Senator Hardy moved the adoption of the amendment. 

 Remarks by Senator Hardy. 
 Amendment No. 896 revises Assembly Bill No. 205 by replacing the term "public utility" 

with "private, public or cooperative operator of a sanitary sewer" to ensure that the bill applies to 

both public and private sewer-service providers in the State. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 249. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Health and 

Human Services: 

 Amendment No. 751. 

 SUMMARY—Requires the State Plan for Medicaid and all health 

insurance plans to provide certain benefits relating to contraception. 

(BDR 38-858) 

 AN ACT relating to health care; requiring the State Plan for Medicaid to 

provide certain benefits relating to contraception; revising provisions relating 

to dispensing of contraceptives; requiring all health insurance plans to 

provide certain benefits relating to contraception; and providing other matters 

properly relating thereto. 
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Legislative Counsel's Digest: 

 Existing law requires most health insurance plans which cover prescription 

drugs and outpatient care to also include coverage for contraceptive drugs 

and devices without an additional copay, coinsurance or a higher deductible 

than that which may be charged for other prescription drugs and outpatient 

care under the plan. (NRS 689A.0415, 689A.0417, 689B.0376, 689B.0377, 

695B.1916, 695B.1918, 695C.1694, 695C.1695) Certain plans, including 

small employer plans, benefit contracts provided by fraternal benefit 

societies, plans issued by a managed care organization and certain plans 

offered by governmental entities of this State are not currently subject to 

these requirements. (Chapters 287, 689C, 695A and 695G of NRS) 

 The federal Patient Protection and Affordable Care Act, Pub. L. 111-148, 

as amended, requires certain contraceptive drugs, devices and services to be 

covered by every health insurance plan without any copay, coinsurance or 

higher deductible. (42 U.S.C. § 300gg-13(a)(4); 45 C.F.R. § 147.130) 

Sections 3, 4 and 7-25 of this bill align Nevada law with federal law, 

requiring all public and private health insurance plans made available in this 

State to provide coverage for certain benefits relating to contraception 

without any copay, coinsurance or a higher deductible. Sections 3, 4 and 7-25 

require [all forms of] certain contraceptive drugs, devices and services which 

are approved by the Food and Drug Administration to be covered by a health 

insurance plan, including, without limitation, up to a 12-month supply of 

[contraceptives] a drug for contraception or its therapeutic equivalent, 

insertion [or removal] of a [contraceptive] device [,] for contraception, 

removal of such a device that was inserted while the insured was covered by 

the same policy of health insurance, education and counseling relating to 

contraception, management of side effects relating to contraception and 

voluntary sterilization for women. Sections 3, 4 and 7-25 allow an insurer to 

require an insured to pay a higher deductible, copayment or coinsurance for a 

drug [or device] for contraception if the insured refuses to accept a 

therapeutic equivalent of the [contraceptive] drug . [or device.] In addition, a 

health insurance plan must include for each method of contraception which is 

approved by the Food and Drug Administration and for which the insurer is 

required to provide coverage at least one contraceptive drug or device for 

which no deductible, copayment or coinsurance may be charged to the 

insured. Sections 3, 4 and 7-25 authorize an insurer to [require a program of 

step therapy or prior authorization to obtain coverage for] use medical 

management techniques to determine the frequency of treatment using the 

contraceptive drugs, devices and services required by this bill. Sections 3, 

4 and 7-25 prohibit an insurer from using medical management techniques to 

require an insured to use a method of contraception other than that prescribed 

by a provider of health care. Sections 3, 4 and 7-25 additionally require an 

insurer to provide a process by which an insured may request an exemption 

from a medical management technique required by an insurer. Sections 3, 

4 and 7-25 also require a health insurance plan to provide coverage for 
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certain therapeutic equivalent drugs [and devices] relating to contraception 

when a therapeutic equivalent covered by the plan is deemed to be medically 

inappropriate by a provider of health care. Additionally, sections 7, 11, 14, 

16, 17, 20 and 25 require that the benefits provided by a health insurance 

plan relating to contraception which are provided to the insured must also be 

provided to a covered dependent of an insured. 

 Existing law allows an insurer which is affiliated with a religious 

organization and which objects on religious grounds to providing coverage 

for contraceptive drugs and devices to exclude coverage in its policies, plans 

or contracts for such drugs and devices. (NRS 689A.0415, 689B.0376, 

695B.1916, 695C.1694) Sections 7, 11, 14, 16, 17, 20 and 25 of this bill 

move the religious exemption coverage for the contraceptive drugs, devices 

and services required by this bill to the new provisions relating to coverage 

of contraception. 

 Existing law requires this State to develop a State Plan for Medicaid which 

includes, without limitation, a list of the medical services provided to 

Medicaid recipients. (42 U.S.C. § 1396a; NRS 422.063) Existing federal law 

authorizes a state to charge a copay, coinsurance or deductible for most 

Medicaid services, but prohibits any copay, coinsurance or deductible for 

certain contraceptive drugs, devices and services. (42 U.S.C. § 1396o-1) 

Existing federal law also authorizes a state to define the parameters of 

contraceptive coverage provided under Medicaid. (42 U.S.C. § 1396u-7) 

Existing Nevada law requires a number of specific medical services to be 

covered under Medicaid. (NRS 422.2717-422.27241) Section 1 of this bill 

requires the State Plan for Medicaid to include certain benefits relating to 

contraception currently required to be covered by private health insurance 

plans pursuant to existing Nevada law and the Patient Protection and 

Affordable Care Act, Pub. L. 111-148, as amended, as well as [the] certain 

additional benefits related to contraception required by sections 3, 4 and 7-25 

of this bill without any copay, coinsurance or deductible in most cases. The 

benefits relating to [contraceptive] drugs for contraception which are 

provided by section 1 of this bill are subject to step therapy and prior 

authorization requirements pursuant to existing law. 

 Existing law authorizes a pharmacist to dispense up to a 90-day supply of a 

drug pursuant to a valid prescription or order in certain circumstances. 

(NRS 639.2396) Section 4.5 of this bill requires a pharmacist to dispense up 

to a 12-month supply of [contraceptives] drugs for contraception or a 

therapeutic equivalent thereof pursuant to a valid prescription or order if: (1) 

the patient has previously received a 3-month supply of the same drug; (2) 

the patient has previously received a 9-month supply of the same drug or a 

supply of the same drug for the balance of the plan year in which the 

3-month supply was prescribed or ordered, whichever is less; (3) the patient 

is insured by the same health insurance plan; and (4) a provider of health care 

has not specified in the prescription or order that a different supply of the 

drug is necessary. 
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THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  Chapter 422 of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  The Director shall include in the State Plan for Medicaid a 

requirement that the State pay the nonfederal share of expenditures for 

family planning services and supplies, including, without limitation: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Dispensed in accordance with section 4.5 of this act; 

 (b) Any type of device for contraception [or its therapeutic equivalent] 

which is lawfully prescribed or ordered and which has been approved by the 

Food and Drug Administration; 

 (c) Insertion or removal of a device for contraception; 

 (d) Education and counseling relating to the initiation of the use of 

[contraceptives] contraception and any necessary follow-up after initiating 

such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  [If a covered therapeutic equivalent described in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the Plan. 

 3.]  Except as otherwise provided in subsections [5] 4 and [6,] 5, to 

obtain any benefit included in the Plan pursuant to subsection 1, a person 

enrolled in Medicaid must not be required to: 

 (a) Pay a higher deductible, any copayment or coinsurance; or 

 (b) Be subject to a longer waiting period or any other condition. 

 [4.] 3.  The Director shall ensure that the provisions of this section are 

carried out in a manner which complies with the requirements established by 

the Drug Use Review Board and set forth in the list of preferred prescription 

drugs established by the Department pursuant to NRS 422.4025. 

 [5.] 4.  The Plan may require a person enrolled in Medicaid to pay a 

higher deductible, copayment or coinsurance for a drug [or device] for 

contraception if the person refuses to accept a therapeutic equivalent of the 

[contraceptive] drug . [or device. 

 6.] 5.  For each method of contraception which is approved by the Food 

and Drug Administration, the Plan must include at least one [contraceptive] 

drug or device for contraception for which no deductible, copayment or 

coinsurance may be charged to the person enrolled in Medicaid, but the Plan 

may charge a deductible, copayment or coinsurance for any other 

[contraceptive] drug or device that provides the same method of 

contraception. 
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 [7.] 6.  As used in this section, "therapeutic equivalent" means a drug 

which: 

 (a) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

 (b) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and  

 (c) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 2.  (Deleted by amendment.) 

 Sec. 2.5.  NRS 422.401 is hereby amended to read as follows: 

 422.401  As used in NRS 422.401 to 422.406, inclusive, and section 1 of 

this act, unless the context otherwise requires, the words and terms defined in 

NRS 422.4015 and 422.402 have the meanings ascribed to them in those 

sections. 

 Sec. 3.  NRS 287.010 is hereby amended to read as follows: 

 287.010  1.  The governing body of any county, school district, 

municipal corporation, political subdivision, public corporation or other local 

governmental agency of the State of Nevada may: 

 (a) Adopt and carry into effect a system of group life, accident or health 

insurance, or any combination thereof, for the benefit of its officers and 

employees, and the dependents of officers and employees who elect to accept 

the insurance and who, where necessary, have authorized the governing body 

to make deductions from their compensation for the payment of premiums on 

the insurance. 

 (b) Purchase group policies of life, accident or health insurance, or any 

combination thereof, for the benefit of such officers and employees, and the 

dependents of such officers and employees, as have authorized the purchase, 

from insurance companies authorized to transact the business of such 

insurance in the State of Nevada, and, where necessary, deduct from the 

compensation of officers and employees the premiums upon insurance and 

pay the deductions upon the premiums. 

 (c) Provide group life, accident or health coverage through a 

self-insurance reserve fund and, where necessary, deduct contributions to the 

maintenance of the fund from the compensation of officers and employees 

and pay the deductions into the fund. The money accumulated for this 

purpose through deductions from the compensation of officers and 

employees and contributions of the governing body must be maintained as an 

internal service fund as defined by NRS 354.543. The money must be 

deposited in a state or national bank or credit union authorized to transact 

business in the State of Nevada. Any independent administrator of a fund 

created under this section is subject to the licensing requirements of 

chapter 683A of NRS, and must be a resident of this State. Any contract with 

an independent administrator must be approved by the Commissioner of 

Insurance as to the reasonableness of administrative charges in relation to 

contributions collected and benefits provided. The provisions of 
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NRS 687B.408, 689B.030 to 689B.050, inclusive, and section 11 of this act 

and 689B.287 apply to coverage provided pursuant to this paragraph [.] , 

except that the provisions of section 11 of this act only apply to coverage for 

active officers and employees of the governing body [of a county, school 

district, municipal corporation, political subdivision, public corporation or 

other local governmental agency of the State of Nevada,] or the dependents 

of such officers and employees. 

 (d) Defray part or all of the cost of maintenance of a self-insurance fund 

or of the premiums upon insurance. The money for contributions must be 

budgeted for in accordance with the laws governing the county, school 

district, municipal corporation, political subdivision, public corporation or 

other local governmental agency of the State of Nevada. 

 2.  If a school district offers group insurance to its officers and employees 

pursuant to this section, members of the board of trustees of the school 

district must not be excluded from participating in the group insurance. If the 

amount of the deductions from compensation required to pay for the group 

insurance exceeds the compensation to which a trustee is entitled, the 

difference must be paid by the trustee. 

 3.  In any county in which a legal services organization exists, the 

governing body of the county, or of any school district, municipal 

corporation, political subdivision, public corporation or other local 

governmental agency of the State of Nevada in the county, may enter into a 

contract with the legal services organization pursuant to which the officers 

and employees of the legal services organization, and the dependents of those 

officers and employees, are eligible for any life, accident or health insurance 

provided pursuant to this section to the officers and employees, and the 

dependents of the officers and employees, of the county, school district, 

municipal corporation, political subdivision, public corporation or other local 

governmental agency. 

 4.  If a contract is entered into pursuant to subsection 3, the officers and 

employees of the legal services organization: 

 (a) Shall be deemed, solely for the purposes of this section, to be officers 

and employees of the county, school district, municipal corporation, political 

subdivision, public corporation or other local governmental agency with 

which the legal services organization has contracted; and 

 (b) Must be required by the contract to pay the premiums or contributions 

for all insurance which they elect to accept or of which they authorize the 

purchase. 

 5.  A contract that is entered into pursuant to subsection 3: 

 (a) Must be submitted to the Commissioner of Insurance for approval not 

less than 30 days before the date on which the contract is to become 

effective. 

 (b) Does not become effective unless approved by the Commissioner. 

 (c) Shall be deemed to be approved if not disapproved by the 

Commissioner within 30 days after its submission. 
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 6.  As used in this section, "legal services organization" means an 

organization that operates a program for legal aid and receives money 

pursuant to NRS 19.031. 

 Sec. 4.  NRS 287.04335 is hereby amended to read as follows: 

 287.04335  If the Board provides health insurance through a plan of 

self-insurance, it shall comply with the provisions of NRS 689B.255, 

695G.150, 695G.160, 695G.162, 695G.164, 695G.1645, 695G.1665, 

695G.167, 695G.170 to 695G.173, inclusive, 695G.177, 695G.200 to 

695G.230, inclusive, 695G.241 to 695G.310, inclusive, and 695G.405, and 

section 25 of this act in the same manner as an insurer that is licensed 

pursuant to title 57 of NRS is required to comply with those provisions. 

 Sec. 4.5.  Chapter 639 of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Except as otherwise provided in subsections 2 and 3, pursuant to a 

valid prescription or order for a drug to be used for contraception or its 

therapeutic equivalent which has been approved by the Food and Drug 

Administration a pharmacist shall: 

 (a) The first time dispensing the drug or therapeutic equivalent to the 

patient, dispense up to a 3-month supply of the drug or therapeutic 

equivalent. 

 (b) The second time dispensing the drug or therapeutic equivalent to the 

patient, dispense up to a 9-month supply of the drug [,] or therapeutic 

equivalent, or any amount which covers the remainder of the plan year if the 

patient is covered by a health care plan, whichever is less. 

 (c) For a refill in a plan year following the initial dispensing of a drug or 

therapeutic equivalent pursuant to paragraphs (a) and (b) , [of subsection 1,] 

dispense up to a 12-month supply of the drug or therapeutic equivalent [.] or 

any amount which covers the remainder of the plan year if the patient is 

covered by a health care plan, whichever is less. 

 2.  The provisions of paragraphs (b) and (c) of subsection 1 only apply if: 

 (a) The drug for contraception or the therapeutic equivalent of such drug 

is the same drug or therapeutic equivalent which was previously prescribed 

or ordered pursuant to paragraph (a) of subsection 1; and 

 (b) The patient is covered by the same health care plan. 

 3.  If a prescription or order for a drug for contraception or its 

therapeutic equivalent limits the dispensing of the drug or therapeutic 

equivalent to a quantity which is less than the amount otherwise authorized 

to be dispensed pursuant to subsection 1, the pharmacist must dispense the 

drug or therapeutic equivalent in accordance with the quantity specified in 

the prescription or order. 

 4.  As used in this section: 

 (a) "Health care plan" means a policy, contract, certificate or agreement 

offered or issued by an insurer, including without limitation, the State Plan 

for Medicaid, to provide, deliver, arrange for, pay for or reimburse any of 

the costs of health care services. 
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 (b) "Plan year" means the year [in which an insured is covered by a 

health care plan.] designated in the evidence of coverage of a health care 

plan in which a person is covered by such plan. 

 (c) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and  

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 5.  NRS 639.2396 is hereby amended to read as follows: 

 639.2396  1.  Except as otherwise provided by subsection 2, a 

prescription which bears specific authorization to refill, given by the 

prescribing practitioner at the time he or she issued the original prescription, 

or a prescription which bears authorization permitting the pharmacist to refill 

the prescription as needed by the patient, may be refilled for the number of 

times authorized or for the period authorized if it was refilled in accordance 

with the number of doses ordered and the directions for use. 

 2.  [A] Except as otherwise provided in section 4.5 of this act, a 

pharmacist may, in his or her professional judgment and pursuant to a valid 

prescription that specifies an initial amount of less than a 90-day supply of a 

drug other than a controlled substance followed by periodic refills of the 

initial amount of the drug, dispense not more than a 90-day supply of the 

drug if: 

 (a) The patient has used an initial 30-day supply of the drug or the drug 

has previously been prescribed to the patient in a 90-day supply; 

 (b) The total number of dosage units that are dispensed pursuant to the 

prescription does not exceed the total number of dosage units, including 

refills, that are authorized on the prescription by the prescribing practitioner; 

and 

 (c) The prescribing practitioner has not specified on the prescription that 

dispensing the prescription in an initial amount of less than a 90-day supply 

followed by periodic refills of the initial amount of the drug is medically 

necessary. 

 3.  Nothing in this section shall be construed to alter the coverage 

provided under any contract or policy of health insurance, health plan or 

program or other agreement arrangement that provides health coverage. 

 Sec. 6.  (Deleted by amendment.) 

 Sec. 7.  Chapter 689A of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Except as otherwise provided in subsection [6,] 7, an insurer that 

offers or issues a policy of health insurance shall include in the policy 

coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 
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  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 10; and 

  [(3)] (4) Dispensed in accordance with section 4.5 of this act; 

 (b) Any type of device for contraception [or its therapeutic equivalent,] 

which is [lawfully] : 

  (1) Lawfully prescribed or ordered [and which has been approved] ; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 10; 

 (c) Insertion [or removal] of a device for contraception [;] or removal of 

such a device if the device was inserted while the insured was covered by the 

same policy of health insurance; 

 (d) Education and counseling relating to the initiation of the use of 

[contraceptives] contraception and any necessary follow-up after initiating 

such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the insurer. 

 [3.] 4.  Except as otherwise provided in subsections [7,] 8 , [and] 9 [,] 

and 11, an insurer that offers or issues a policy of health insurance shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage to obtain any benefit included in the policy pursuant to 

subsection 1; 

 (b) Refuse to issue a policy of health insurance or cancel a policy of 

health insurance solely because the person applying for or covered by the 

policy uses or may use any such benefit; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care; 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured any 

such benefit. 

 [4.] 5.  Coverage pursuant to this section for the covered dependent of 

an insured must be the same as for the insured. 
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 [5.] 6.  Except as otherwise provided in subsection [6,] 7, a policy 

subject to the provisions of this chapter that is delivered, issued for delivery 

or renewed on or after January 1, 2018, has the legal effect of including the 

coverage required by subsection 1, and any provision of the policy or the 

renewal which is in conflict with this section is void. 

 [6.] 7.  An insurer that offers or issues a policy of health insurance and 

which is affiliated with a religious organization is not required to provide the 

coverage required by subsection 1 if the insurer objects on religious 

grounds. Such an insurer shall, before the issuance of a policy of health 

insurance and before the renewal of such a policy, provide to the prospective 

insured written notice of the coverage that the insurer refuses to provide 

pursuant to this subsection. 

 [7.] 8.  An insurer may require an insured to pay a higher deductible, 

copayment or coinsurance for a drug [or device] for contraception if the 

insured refuses to accept a therapeutic equivalent of the [contraceptive] drug 

. [or device. 

 8.] 9.  For each [method] of the 18 methods of contraception [which is] 

listed in subsection 10 that have been approved by the Food and Drug 

Administration, a policy of health insurance must include at least 

one [contraceptive] drug or device for contraception within each method for 

which no deductible, copayment or coinsurance may be charged to the 

insured, but the insurer may charge a deductible, copayment or coinsurance 

for any other [contraceptive] drug or device that provides the same method 

of contraception. 

[ 9.  An insurer may require an insured to: 

 (a) Participate in a reasonable program of step therapy to obtain 

coverage for any benefit required by subsection 1. 

 (b) Obtain prior authorization before obtaining coverage for any benefit 

required by subsection 1 as part of a determination by the insurer that the 

benefit is medically necessary or appropriate for the insured.] 

 10.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 
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 (n) Cervical caps with spermicide; 

 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 11.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 12.  An insurer shall not use medical management techniques to require 

an insured to use a method of contraception other than the method 

prescribed or ordered by a provider of health care. 

 13.  An insurer must provide an accessible, transparent and expedited 

process which is not unduly burdensome by which an insured, or the 

authorized representative of the insured, may request an exception relating 

to any medical management technique used by the insurer to obtain any 

benefit required by this section without a higher deductible, copayment or 

coinsurance. 

 14.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a policy of health insurance offered by an 

insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers under contract with the insurer. The 

term does not include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 [(b)] (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and 

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 8.  NRS 689A.0415 is hereby amended to read as follows: 

 689A.0415  1.  [Except as otherwise provided in subsection 5, an] An 

insurer that offers or issues a policy of health insurance which provides 

coverage for prescription drugs or devices shall include in the policy 

coverage for [: 
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 (a) Any type of drug or device for contraception; and 

 (b) Any] any type of hormone replacement therapy [, 

] which is lawfully prescribed or ordered and which has been approved by 

the Food and Drug Administration. 

 2.  An insurer that offers or issues a policy of health insurance that 

provides coverage for prescription drugs shall not: 

 (a) Require an insured to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for a prescription for [a contraceptive or] hormone replacement 

therapy than is required for other prescription drugs covered by the policy; 

 (b) Refuse to issue a policy of health insurance or cancel a policy of health 

insurance solely because the person applying for or covered by the policy 

uses or may use in the future [any of the services listed in subsection 1;] 

hormone replacement therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an insured, including, 

without limitation, reducing the reimbursement of the provider of health care; 

or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an insured.  

 3.  [Except as otherwise provided in subsection 5, a] A policy subject to 

the provisions of this chapter that is delivered, issued for delivery or renewed 

on or after October 1, 1999, has the legal effect of including the coverage 

required by subsection 1, and any provision of the policy or the renewal 

which is in conflict with this section is void. 

 4.  The provisions of this section do not: 

 (a) Require an insurer to provide coverage for fertility drugs. 

 (b) Prohibit an insurer from requiring an insured to pay a deductible, 

copayment or coinsurance for the coverage required by [paragraphs (a) and 

(b) of] subsection 1 that is the same as the insured is required to pay for other 

prescription drugs covered by the policy. 

 5.  [An insurer which offers or issues a policy of health insurance and 

which is affiliated with a religious organization is not required to provide the 

coverage required by paragraph (a) of subsection 1 if the insurer objects on 

religious grounds. Such an insurer shall, before the issuance of a policy of 

health insurance and before the renewal of such a policy, provide to the 

prospective insured, written notice of the coverage that the insurer refuses to 

provide pursuant to this subsection. 

 6.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 
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 Sec. 9.  NRS 689A.0417 is hereby amended to read as follows: 

 689A.0417  1.  [Except as otherwise provided in subsection 5, an] An 

insurer that offers or issues a policy of health insurance which provides 

coverage for outpatient care shall include in the policy coverage for any 

health care service related to [contraceptives or] hormone replacement 

therapy. 

 2.  An insurer that offers or issues a policy of health insurance that 

provides coverage for outpatient care shall not: 

 (a) Require an insured to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for outpatient care related to [contraceptives or] hormone 

replacement therapy than is required for other outpatient care covered by the 

policy; 

 (b) Refuse to issue a policy of health insurance or cancel a policy of health 

insurance solely because the person applying for or covered by the policy 

uses or may use in the future [any of the services listed in subsection 1;] 

hormone replacement therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an insured, including, 

without limitation, reducing the reimbursement of the provider of health care; 

or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an insured. 

 3.  [Except as otherwise provided in subsection 5, a] A policy subject to 

the provisions of this chapter that is delivered, issued for delivery or renewed 

on or after October 1, 1999, has the legal effect of including the coverage 

required by subsection 1, and any provision of the policy or the renewal 

which is in conflict with this section is void. 

 4.  The provisions of this section do not prohibit an insurer from requiring 

an insured to pay a deductible, copayment or coinsurance for the coverage 

required by subsection 1 that is the same as the insured is required to pay for 

other outpatient care covered by the policy. 

 5.  [An insurer which offers or issues such a policy of health insurance 

and which is affiliated with a religious organization is not required to provide 

the coverage for health care service related to contraceptives required by this 

section if the insurer objects on religious grounds. Such an insurer shall, 

before the issuance of a policy of health insurance and before the renewal of 

such a policy, provide to the prospective insured written notice of the 

coverage that the insurer refuses to provide pursuant to this subsection. 
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 6.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 10.  NRS 689A.330 is hereby amended to read as follows: 

 689A.330  If any policy is issued by a domestic insurer for delivery to a 

person residing in another state, and if the insurance commissioner or 

corresponding public officer of that other state has informed the 

Commissioner that the policy is not subject to approval or disapproval by 

that officer, the Commissioner may by ruling require that the policy meet the 

standards set forth in NRS 689A.030 to 689A.320, inclusive [.] , and 

section7 of this act. 

 Sec. 11.  Chapter 689B of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Except as otherwise provided in subsection [6,] 7, an insurer that 

offers or issues a policy of group health insurance shall include in the policy 

coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 11; and 

  [(3)] (4) Dispensed in accordance with section 4.5 of this act; 

 (b) Any type of device for contraception [or its therapeutic equivalent,] 

which is [lawfully] : 

  (1) Lawfully prescribed or ordered [and which has been approved] ; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 11; 

 (c) Insertion [or removal] of a device for contraception [;] or removal of 

such a device if the device was inserted while the insured was covered by the 

same policy of group health insurance; 

 (d) Education and counseling relating to the initiation of the use of 

[contraceptives] contraception and any necessary follow-up after initiating 

such use;  

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the insurer. 

 [3.] 4.  Except as otherwise provided in subsections [8,] 9 , [and] 10 [,] 

and 12, an insurer that offers or issues a policy of group health insurance 

shall not: 
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 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit included in the policy pursuant to subsection 1; 

 (b) Refuse to issue a policy of group health insurance or cancel a policy of 

group health insurance solely because the person applying for or covered by 

the policy uses or may use any such benefit; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement to the 

provider of health care; 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or  

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit.  

 [4.] 5.  Coverage pursuant to this section for the covered dependent of 

an insured must be the same as for the insured. 

 [5.] 6.  Except as otherwise provided in subsection [6,] 7, a policy 

subject to the provisions of this chapter that is delivered, issued for delivery 

or renewed on or after January 1, 2018, has the legal effect of including the 

coverage required by subsection 1, and any provision of the policy or the 

renewal which is in conflict with this section is void. 

 [6.] 7.  An insurer that offers or issues a policy of group health 

insurance and which is affiliated with a religious organization is not 

required to provide the coverage required by subsection 1 if the insurer 

objects on religious grounds. Such an insurer shall, before the issuance of a 

policy of group health insurance and before the renewal of such a policy, 

provide to the group policyholder or prospective insured, as applicable, 

written notice of the coverage that the insurer refuses to provide pursuant to 

this subsection. 

 [7.] 8.  If an insurer refuses, pursuant to subsection [6,] 7, to provide the 

coverage required by subsection 1, an employer may otherwise provide for 

the coverage for the employees of the employer. 

 [8.] 9.  An insurer may require an insured to pay a higher deductible, 

copayment or coinsurance for a drug [or device] for contraception if the 

insured refuses to accept a therapeutic equivalent of the [contraceptive] drug 

. [or device. 

 9.] 10.  For each [method] of the 18 methods of contraception [which is] 

listed in subsection 11 that have been approved by the Food and Drug 

Administration, a policy of group health insurance must include at least one 

[contraceptive] drug or device for contraception within each method for 

which no deductible, copayment or coinsurance may be charged to the 

insured, but the insurer may charge a deductible, copayment or coinsurance 
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for any other [contraceptive] drug or device that provides the same method 

of contraception. 

[ 10.  An insurer may require an insured to: 

 (a) Participate in a reasonable program of step therapy to obtain 

coverage for any benefit required by subsection 1. 

 (b) Obtain prior authorization before obtaining coverage for any benefit 

required by subsection 1 as part of a determination by the insurer that the 

benefit is medically necessary or appropriate for the insured.]  

 11.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 

 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 12.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 13.  An insurer shall not use medical management techniques to require 

an insured to use a method of contraception other than the method 

prescribed or ordered by a provider of health care. 

 14.  An insurer must provide an accessible, transparent and expedited 

process which is not unduly burdensome by which an insured, or the 

authorized representative of the insured, may request an exception relating 

to any medical management technique used by the insurer to obtain any 

benefit required by this section without a higher deductible, copayment or 

coinsurance. 

 15.  As used in this section: 
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 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a policy of group health insurance offered by 

an insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers under contract with the insurer. The 

term does not include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 [(b)] (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and  

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 12.  NRS 689B.0376 is hereby amended to read as follows: 

 689B.0376  1.  [Except as otherwise provided in subsection 5, an] An 

insurer that offers or issues a policy of group health insurance which provides 

coverage for prescription drugs or devices shall include in the policy 

coverage for [: 

 (a) Any type of drug or device for contraception; and 

 (b) Any] any type of hormone replacement therapy [, 

] which is lawfully prescribed or ordered and which has been approved by 

the Food and Drug Administration. 

 2.  An insurer that offers or issues a policy of group health insurance that 

provides coverage for prescription drugs shall not: 

 (a) Require an insured to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for a prescription for [a contraceptive or] hormone replacement 

therapy than is required for other prescription drugs covered by the policy; 

 (b) Refuse to issue a policy of group health insurance or cancel a policy of 

group health insurance solely because the person applying for or covered by 

the policy uses or may use in the future [any of the services listed in 

subsection 1;] hormone replacement therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an insured, including, 

without limitation, reducing the reimbursement of the provider of health care; 

or 
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 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an insured. 

 3.  [Except as otherwise provided in subsection 5, a] A policy subject to 

the provisions of this chapter that is delivered, issued for delivery or renewed 

on or after October 1, 1999, has the legal effect of including the coverage 

required by subsection 1, and any provision of the policy or the renewal 

which is in conflict with this section is void. 

 4.  The provisions of this section do not: 

 (a) Require an insurer to provide coverage for fertility drugs. 

 (b) Prohibit an insurer from requiring an insured to pay a deductible, 

copayment or coinsurance for the coverage required by [paragraphs (a) and 

(b) of] subsection 1 that is the same as the insured is required to pay for other 

prescription drugs covered by the policy. 

 5.  [An insurer which offers or issues a policy of group health insurance 

and which is affiliated with a religious organization is not required to provide 

the coverage required by paragraph (a) of subsection 1 if the insurer objects 

on religious grounds. Such an insurer shall, before the issuance of a policy of 

group health insurance and before the renewal of such a policy, provide to 

the group policyholder or prospective insured, as applicable, written notice of 

the coverage that the insurer refuses to provide pursuant to this subsection. 

The insurer shall provide notice to each insured, at the time the insured 

receives his or her certificate of coverage or evidence of coverage, that the 

insurer refused to provide coverage pursuant to this subsection. 

 6.  If an insurer refuses, pursuant to subsection 5, to provide the coverage 

required by paragraph (a) of subsection 1, an employer may otherwise 

provide for the coverage for the employees of the employer. 

 7.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 13.  NRS 689B.0377 is hereby amended to read as follows: 

 689B.0377  1.  [Except as otherwise provided in subsection 5, an] An 

insurer that offers or issues a policy of group health insurance which provides 

coverage for outpatient care shall include in the policy coverage for any 

health care service related to [contraceptives or] hormone replacement 

therapy.  

 2.  An insurer that offers or issues a policy of group health insurance that 

provides coverage for outpatient care shall not: 

 (a) Require an insured to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for outpatient care related to [contraceptives or] hormone 

replacement therapy than is required for other outpatient care covered by the 

policy;  

 (b) Refuse to issue a policy of group health insurance or cancel a policy of 

group health insurance solely because the person applying for or covered by 
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the policy uses or may use in the future [any of the services listed in 

subsection 1;] hormone replacement therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an insured, including, 

without limitation, reducing the reimbursement of the provider of health care; 

or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an insured.  

 3.  [Except as otherwise provided in subsection 5, a] A policy subject to 

the provisions of this chapter that is delivered, issued for delivery or renewed 

on or after October 1, 1999, has the legal effect of including the coverage 

required by subsection 1, and any provision of the policy or the renewal 

which is in conflict with this section is void. 

 4.  The provisions of this section do not prohibit an insurer from requiring 

an insured to pay a deductible, copayment or coinsurance for the coverage 

required by subsection 1 that is the same as the insured is required to pay for 

other outpatient care covered by the policy. 

 5.  [An insurer which offers or issues a policy of group health insurance 

and which is affiliated with a religious organization is not required to provide 

the coverage for health care service related to contraceptives required by this 

section if the insurer objects on religious grounds. Such an insurer shall, 

before the issuance of a policy of group health insurance and before the 

renewal of such a policy, provide to the group policyholder or prospective 

insured, as applicable, written notice of the coverage that the insurer refuses 

to provide pursuant to this subsection. The insurer shall provide notice to 

each insured, at the time the insured receives his or her certificate of 

coverage or evidence of coverage, that the insurer refused to provide 

coverage pursuant to this subsection. 

 6.  If an insurer refuses, pursuant to subsection 5, to provide the coverage 

required by paragraph (a) of subsection 1, an employer may otherwise 

provide for the coverage for the employees of the employer. 

 7.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 14.  Chapter 689C of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Except as otherwise provided in subsection [6,] 7, a carrier that offers 

or issues a health benefit plan shall include in the plan coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 
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  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 10; and 

  [(3)] (4) Dispensed in accordance with section 4.5 of this act; 

 (b) Any type of device for contraception [or its therapeutic equivalent] 

which is [lawfully] : 

  (1) Lawfully prescribed or ordered [and which has been approved] ; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 10; 

 (c) Insertion [or removal] of a device for contraception [;] or removal of 

such a device if the device was inserted while the insured was covered by the 

same health benefit plan; 

 (d) Education and counseling relating to the initiation of the use of 

[contraceptives] contraception and any necessary follow-up after initiating 

such use;  

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  A carrier must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the carrier. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the carrier. 

 [3.] 4.  Except as otherwise provided in subsections [7,] 8 , [and] 9 [,] 

and 11, a carrier that offers or issues a health benefit plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit included in the health benefit plan pursuant to subsection 1; 

 (b) Refuse to issue a health benefit plan or cancel a health benefit plan 

solely because the person applying for or covered by the plan uses or may 

use any such benefit; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement to the 

provider of health care; 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit.  

 [4.] 5.  Coverage pursuant to this section for the covered dependent of 

an insured must be the same as for the insured. 

 [5.] 6.  Except as otherwise provided in subsection [6,] 7, a health 

benefit plan subject to the provisions of this chapter that is delivered, issued 
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for delivery or renewed on or after January 1, 2018, has the legal effect of 

including the coverage required by subsection 1, and any provision of the 

plan or the renewal which is in conflict with this section is void. 

 [6.] 7.  A carrier that offers or issues a health benefit plan and which is 

affiliated with a religious organization is not required to provide the 

coverage required by subsection 1 if the carrier objects on religious grounds. 

Such a carrier shall, before the issuance of a health benefit plan and before 

the renewal of such a plan, provide to the prospective insured written notice 

of the coverage that the carrier refuses to provide pursuant to this 

subsection. 

 [7.] 8.  A carrier may require an insured to pay a higher deductible, 

copayment or coinsurance for a drug [or device] for contraception if the 

insured refuses to accept a therapeutic equivalent of the [contraceptive] drug 

. [or device. 

 8.] 9.  For each [method] of the 18 methods of contraception [which is] 

listed in subsection 10 that have been approved by the Food and Drug 

Administration, a health benefit plan must include at least one 

[contraceptive] drug or device for contraception within each method for 

which no deductible, copayment or coinsurance may be charged to the 

insured, but the carrier may charge a deductible, copayment or coinsurance 

for any other [contraceptive] drug or device that provides the same method 

of contraception. 

[ 9.  A carrier may require an insured to: 

 (a) Participate in a reasonable program of step therapy to obtain 

coverage for any benefit required by subsection 1. 

 (b) Obtain prior authorization before obtaining coverage for any benefit 

required by subsection 1 as part of a determination by the carrier that the 

benefit is medically necessary or appropriate for the insured.] 

 10.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 

 (o) Female condoms; 
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 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 11.  Except as otherwise provided in this section and federal law, a 

carrier may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 12.  A carrier shall not use medical management techniques to require an 

insured to use a method of contraception other than the method prescribed 

or ordered by a provider of health care. 

 13.  A carrier must provide an accessible, transparent and expedited 

process which is not unduly burdensome by which an insured, or the 

authorized representative of the insured, may request an exception relating 

to any medical management technique used by the carrier to obtain any 

benefit required by this section without a higher deductible, copayment or 

coinsurance. 

 14.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health benefit plan offered by a carrier under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers under contract with the carrier. The term does not 

include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 [(b)] (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and  

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 15.  NRS 689C.425 is hereby amended to read as follows: 

 689C.425  A voluntary purchasing group and any contract issued to such 

a group pursuant to NRS 689C.360 to 689C.600, inclusive, are subject to the 

provisions of NRS 689C.015 to 689C.355, inclusive, and section 14 of this 

act, to the extent applicable and not in conflict with the express provisions of 

NRS 687B.408 and 689C.360 to 689C.600, inclusive.  
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 Sec. 16.  Chapter 695A of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Except as otherwise provided in subsection [6,] 7, a society that offers 

or issues a benefit contract which provides coverage for prescription drugs 

or devices shall include in the contract coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 10; and 

  [(3)] (4) Dispensed in accordance with section 4.5 of this act; 

 (b) Any type of device for contraception [or its therapeutic equivalent] 

which is [lawfully] : 

  (1) Lawfully prescribed or ordered [and which has been approved] ; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 10; 

 (c) Insertion [or removal] of a device for contraception [;] or removal of 

such a device if the device was inserted while the insured was covered by the 

same benefit contract; 

 (d) Education and counseling relating to the initiation of the use of 

[contraceptives] contraception and any necessary follow-up after initiating 

such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  A society must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the society. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the society. 

 [3.] 4.  Except as otherwise provided in subsections [7,] 8 , [and] 9 [,] 

and 11, a society that offers or issues a benefit contract shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for any benefit included in the benefit contract pursuant to 

subsection 1; 

 (b) Refuse to issue a benefit contract or cancel a benefit contract solely 

because the person applying for or covered by the contract uses or may use 

any such benefit; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement to the 

provider of health care; 
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 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit.  

 [4.] 5.  Coverage pursuant to this section for the covered dependent of 

an insured must be the same as for the insured. 

 [5.] 6.  Except as otherwise provided in subsection [6,] 7, a benefit 

contract subject to the provisions of this chapter that is delivered, issued for 

delivery or renewed on or after January 1, 2018, has the legal effect of 

including the coverage required by subsection 1, and any provision of the 

contract or the renewal which is in conflict with this section is void. 

 [6.] 7.  A society that offers or issues a benefit contract and which is 

affiliated with a religious organization is not required to provide the 

coverage required by subsection 1 if the society objects on religious grounds. 

Such a society shall, before the issuance of a benefit contract and before the 

renewal of such a contract, provide to the prospective insured written notice 

of the coverage that the society refuses to provide pursuant to this 

subsection. 

 [7.] 8.  A society may require an insured to pay a higher deductible, 

copayment or coinsurance for a drug [or device] for contraception if the 

insured refuses to accept a therapeutic equivalent of the [contraceptive] drug 

. [or device. 

 8.] 9.  For each [method] of the 18 methods of contraception [which is] 

listed in subsection 10 that have been approved by the Food and Drug 

Administration, a benefit contract must include at least one [contraceptive] 

drug or device for contraception within each method for which no 

deductible, copayment or coinsurance may be charged to the insured, but the 

society may charge a deductible, copayment or coinsurance for any other 

[contraceptive] drug or device that provides the same method of 

contraception. 

[ 9.  A society may require an insured to: 

 (a) Participate in a reasonable program of step therapy to obtain 

coverage for any benefit required by subsection 1. 

 (b) Obtain prior authorization before obtaining coverage for any benefit 

required by subsection 1 as part of a determination by the society that the 

benefit is medically necessary or appropriate for the insured.] 

 10.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 



MAY 24, 2017 — DAY 108 5267 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 

 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 11.  Except as otherwise provided in this section and federal law, a 

society may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 12.  A society shall not use medical management techniques to require an 

insured to use a method of contraception other than the method prescribed 

or ordered by a provider of health care. 

 13.  A society must provide an accessible, transparent and expedited 

process which is not unduly burdensome by which an insured, or the 

authorized representative of the insured, may request an exception relating 

to any medical management technique used by the society to obtain any 

benefit required by this section without a higher deductible, copayment or 

coinsurance. 

 14.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a benefit contract offered by a society under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers under contract with the society. The term does not 

include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 [(b)] (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and  
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  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 17.  Chapter 695B of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Except as otherwise provided in subsection [6,] 7, an insurer that 

offers or issues a contract for hospital or medical service shall include in the 

contract coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 11; and 

  [(3)] (4) Dispensed in accordance with section 4.5 of this act; 

 (b) Any type of device for contraception [or its therapeutic equivalent] 

which is [lawfully] : 

  (1) Lawfully prescribed or ordered [and which has been approved] ; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 11; 

 (c) Insertion [or removal] of a device for contraception [;] or removal of 

such a device if the device was inserted while the insured was covered by the 

same contract for hospital or medical service; 

 (d) Education and counseling relating to the initiation of the use of 

[contraceptives] contraception and any necessary follow-up after initiating 

such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  An insurer that offers or issues a contract for hospital or medical 

services must ensure that the benefits required by subsection 1 are made 

available to an insured through a provider of health care who participates in 

the network plan of the insurer. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the insurer. 

 [3.] 4.  Except as otherwise provided in subsections [8,] 9 , [and] 10 [,] 

and 12, an insurer that offers or issues a contract for hospital or medical 

service shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit included in the contract for hospital or medical service pursuant 

to subsection 1; 

 (b) Refuse to issue a contract for hospital or medical service or cancel a 

contract for hospital or medical service solely because the person applying 

for or covered by the contract uses or may use any such benefit; 
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 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement to the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit.  

 [4.] 5.  Coverage pursuant to this section for the covered dependent of 

an insured must be the same as for the insured. 

 [5.] 6.  Except as otherwise provided in subsection [6,] 7, a contract for 

hospital or medical service subject to the provisions of this chapter that is 

delivered, issued for delivery or renewed on or after January 1, 2018, has the 

legal effect of including the coverage required by subsection 1, and any 

provision of the contract or the renewal which is in conflict with this section 

is void. 

 [6.] 7.  An insurer that offers or issues a contract for hospital or medical 

service and which is affiliated with a religious organization is not required to 

provide the coverage required by subsection 1 if the insurer objects on 

religious grounds. Such an insurer shall, before the issuance of a contract 

for hospital or medical service and before the renewal of such a contract, 

provide to the prospective insured written notice of the coverage that the 

insurer refuses to provide pursuant to this subsection. 

 [7.] 8.  If an insurer refuses, pursuant to subsection [6,] 7, to provide the 

coverage required by subsection 1, an employer may otherwise provide for 

the coverage for the employees of the employer. 

 [8.] 9.  An insurer may require an insured to pay a higher deductible, 

copayment or coinsurance for a drug [or device] for contraception if the 

insured refuses to accept a therapeutic equivalent of the [contraceptive] drug 

. [or device. 

 9.] 10.  For each [method] of the 18 methods of contraception [which is] 

listed in subsection 11 that have been approved by the Food and Drug 

Administration, a contract for hospital or medical service must include at 

least one [contraceptive] drug or device for contraception within each 

method for which no deductible, copayment or coinsurance may be charged 

to the insured, but the insurer may charge a deductible, copayment or 

coinsurance for any other [contraceptive] drug or device that provides the 

same method of contraception. 

[ 10.  An insurer may require an insured to: 

 (a) Participate in a reasonable program of step therapy to obtain 

coverage for any benefit required by subsection 1. 
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 (b) Obtain prior authorization before obtaining coverage for any benefit 

required by subsection 1 as part of a determination by the insurer that the 

benefit is medically necessary or appropriate for the insured.] 

 11.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 

 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 12.  Except as otherwise provided in this section and federal law, an 

insurer that offers or issues a contract for hospital or medical services may 

use medical management techniques, including, without limitation, any 

available clinical evidence, to determine the frequency of or treatment 

relating to any benefit required by this section or the type of provider of 

health care to use for such treatment. 

 13.  An insurer shall not use medical management techniques to require 

an insured to use a method of contraception other than the method 

prescribed or ordered by a provider of health care. 

 14.  An insurer must provide an accessible, transparent and expedited 

process which is not unduly burdensome by which an insured, or the 

authorized representative of the insured, may request an exception relating 

to any medical management technique used by the insurer to obtain any 

benefit required by this section without a higher deductible, copayment or 

coinsurance. 

 15.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 
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 (b) "Network plan" means a contract for hospital or medical service 

offered by an insurer under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers under contract with the insurer. 

The term does not include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 [(b)] (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and  

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 18.  NRS 695B.1916 is hereby amended to read as follows: 

 695B.1916  1.  [Except as otherwise provided in subsection 5, an] An 

insurer that offers or issues a contract for hospital or medical service which 

provides coverage for prescription drugs or devices shall include in the 

contract coverage for [: 

 (a) Any type of drug or device for contraception; and 

 (b) Any] any type of hormone replacement therapy [, 

] which is lawfully prescribed or ordered and which has been approved by 

the Food and Drug Administration. 

 2.  An insurer that offers or issues a contract for hospital or medical 

service that provides coverage for prescription drugs shall not: 

 (a) Require an insured to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for a prescription for [a contraceptive or] hormone replacement 

therapy than is required for other prescription drugs covered by the contract; 

 (b) Refuse to issue a contract for hospital or medical service or cancel a 

contract for hospital or medical service solely because the person applying 

for or covered by the contract uses or may use in the future [any of the 

services listed in subsection 1;] hormone replacement therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an insured, including, 

without limitation, reducing the reimbursement of the provider of health care; 

or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an insured. 
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 3.  [Except as otherwise provided in subsection 5, a] A contract subject to 

the provisions of this chapter that is delivered, issued for delivery or renewed 

on or after October 1, 1999, has the legal effect of including the coverage 

required by subsection 1, and any provision of the contract or the renewal 

which is in conflict with this section is void. 

 4.  The provisions of this section do not: 

 (a) Require an insurer to provide coverage for fertility drugs. 

 (b) Prohibit an insurer from requiring an insured to pay a deductible, 

copayment or coinsurance for the coverage required by [paragraphs (a) and 

(b) of] subsection 1 that is the same as the insured is required to pay for other 

prescription drugs covered by the contract. 

 5.  [An insurer which offers or issues a contract for hospital or medical 

service and which is affiliated with a religious organization is not required to 

provide the coverage required by paragraph (a) of subsection 1 if the insurer 

objects on religious grounds. Such an insurer shall, before the issuance of a 

contract for hospital or medical service and before the renewal of such a 

contract, provide to the group policyholder or prospective insured, as 

applicable, written notice of the coverage that the insurer refuses to provide 

pursuant to this subsection. The insurer shall provide notice to each insured, 

at the time the insured receives his or her certificate of coverage or evidence 

of coverage, that the insurer refused to provide coverage pursuant to this 

subsection. 

 6.  If an insurer refuses, pursuant to subsection 5, to provide the coverage 

required by paragraph (a) of subsection 1, an employer may otherwise 

provide for the coverage for the employees of the employer. 

 7.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 19.  NRS 695B.1918 is hereby amended to read as follows: 

 695B.1918  1.  [Except as otherwise provided in subsection 5, an] An 

insurer that offers or issues a contract for hospital or medical service which 

provides coverage for outpatient care shall include in the contract coverage 

for any health care service related to [contraceptives or] hormone 

replacement therapy. 

 2.  An insurer that offers or issues a contract for hospital or medical 

service that provides coverage for outpatient care shall not: 

 (a) Require an insured to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for outpatient care related to [contraceptives or] hormone 

replacement therapy than is required for other outpatient care covered by the 

contract; 

 (b) Refuse to issue a contract for hospital or medical service or cancel a 

contract for hospital or medical service solely because the person applying 

for or covered by the contract uses or may use in the future [any of the 

services listed in subsection 1;] hormone replacement therapy; 
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 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an insured, including, 

without limitation, reducing the reimbursement of the provider of health care; 

or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an insured. 

 3.  [Except as otherwise provided in subsection 5, a] A contract subject to 

the provisions of this chapter that is delivered, issued for delivery or renewed 

on or after October 1, 1999, has the legal effect of including the coverage 

required by subsection 1, and any provision of the contract or the renewal 

which is in conflict with this section is void. 

 4.  The provisions of this section do not prohibit an insurer from requiring 

an insured to pay a deductible, copayment or coinsurance for the coverage 

required by subsection 1 that is the same as the insured is required to pay for 

other outpatient care covered by the contract. 

 5.  [An insurer which offers or issues a contract for hospital or medical 

service and which is affiliated with a religious organization is not required to 

provide the coverage for health care service related to contraceptives required 

by this section if the insurer objects on religious grounds. Such an insurer 

shall, before the issuance of a contract for hospital or medical service and 

before the renewal of such a contract, provide to the group policyholder or 

prospective insured, as applicable, written notice of the coverage that the 

insurer refuses to provide pursuant to this subsection. The insurer shall 

provide notice to each insured, at the time the insured receives his or her 

certificate of coverage or evidence of coverage, that the insurer refused to 

provide coverage pursuant to this subsection. 

 6.  If an insurer refuses, pursuant to subsection 5, to provide the coverage 

required by paragraph (a) of subsection 1, an employer may otherwise 

provide for the coverage for the employees of the employer. 

 7.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 20.  Chapter 695C of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Except as otherwise provided in subsection [6,] 7, a health 

maintenance organization that offers or issues a health care plan shall 

include in the plan coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  
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  (3) Listed in subsection 11; and 

  [(3)] (4) Dispensed in accordance with section 4.5 of this act; 

 (b) Any type of device for contraception [or its therapeutic equivalent] 

which is [lawfully] : 

  (1) Lawfully prescribed or ordered [and which has been approved] ; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 11; 

 (c) Insertion [or removal] of a device for contraception [;] or removal of 

such a device if the device was inserted while the enrollee was covered by the 

same health care plan; 

 (d) Education and counseling relating to the initiation of the use of 

[contraceptives] contraception and any necessary follow-up after initiating 

such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  A health maintenance organization must ensure that the benefits 

required by subsection 1 are made available to an enrollee through a 

provider of health care who participates in the network plan of the health 

maintenance organization. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the health 

maintenance organization. 

 [3.] 4.  Except as otherwise provided in subsections [8,] 9 , [and] 10 [,] 

and 12, a health maintenance organization that offers or issues a health care 

plan shall not: 

 (a) Require an enrollee to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit included in the health care plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use any 

such benefit; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an enrollee to discourage the enrollee from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

enrollee, including, without limitation, reducing the reimbursement of the 

provider of health care; 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an enrollee; or 

 (f) Impose any other restrictions or delays on the access of an enrollee to 

any such benefit.  

 [4.] 5.  Coverage pursuant to this section for the covered dependent of 

an enrollee must be the same as for the enrollee. 
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 [5.] 6.  Except as otherwise provided in subsection [6,] 7, a health care 

plan subject to the provisions of this chapter that is delivered, issued for 

delivery or renewed on or after January 1, 2018, has the legal effect of 

including the coverage required by subsection 1, and any provision of the 

plan or the renewal which is in conflict with this section is void. 

 [6.] 7.  A health maintenance organization that offers or issues a health 

care plan and which is affiliated with a religious organization is not required 

to provide the coverage required by subsection 1 if the health maintenance 

organization objects on religious grounds. Such an organization shall, before 

the issuance of a health care plan and before the renewal of such a plan, 

provide to the prospective enrollee written notice of the coverage that the 

health maintenance organization refuses to provide pursuant to this 

subsection. 

 [7.] 8.  If a health maintenance organization [,] refuses, pursuant to 

subsection [6, refuses] 7, to provide the coverage required by subsection 1, 

an employer may otherwise provide for the coverage for the employees of the 

employer. 

 [8.] 9.  A health maintenance organization may require an enrollee to 

pay a higher deductible, copayment or coinsurance for a drug [or device] for 

contraception if the enrollee refuses to accept a therapeutic equivalent of the 

[contraceptive] drug . [or device. 

 9.] 10.  For each [method] of the 18 methods of contraception [which is] 

listed in subsection 11 that have been approved by the Food and Drug 

Administration, a health care plan must include at least one [contraceptive] 

drug or device for contraception within each method for which no 

deductible, copayment or coinsurance may be charged to the enrollee, but 

the health maintenance organization may charge a deductible, copayment or 

coinsurance for any other [contraceptive] drug or device that provides the 

same method of contraception. 

[ 10.  A health maintenance organization may require an enrollee to: 

 (a) Participate in a reasonable program of step therapy to obtain 

coverage for any benefit required by subsection 1. 

 (b) Obtain prior authorization before obtaining coverage for any benefit 

required by subsection 1 as part of a determination by the health 

maintenance organization that the benefit is medically necessary or 

appropriate for the enrollee.] 

 11.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 
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 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 

 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 12.  Except as otherwise provided in this section and federal law, a health 

maintenance organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 13.  A health maintenance organization shall not use medical 

management techniques to require an enrollee to use a method of 

contraception other than the method prescribed or ordered by a provider of 

health care. 

 14.  A health maintenance organization must provide an accessible, 

transparent and expedited process which is not unduly burdensome by which 

an enrollee, or the authorized representative of the enrollee, may request an 

exception relating to any medical management technique used by the health 

maintenance organization to obtain any benefit required by this section 

without a higher deductible, copayment or coinsurance. 

 15.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health care plan offered by a health 

maintenance organization under which the financing and delivery of medical 

care, including items and services paid for as medical care, are provided, in 

whole or in part, through a defined set of providers under contract with the 

health maintenance organization. The term does not include an arrangement 

for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 [(b)] (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 
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  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and  

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 21.  NRS 695C.050 is hereby amended to read as follows: 

 695C.050  1.  Except as otherwise provided in this chapter or in specific 

provisions of this title, the provisions of this title are not applicable to any 

health maintenance organization granted a certificate of authority under this 

chapter. This provision does not apply to an insurer licensed and regulated 

pursuant to this title except with respect to its activities as a health 

maintenance organization authorized and regulated pursuant to this chapter. 

 2.  Solicitation of enrollees by a health maintenance organization granted 

a certificate of authority, or its representatives, must not be construed to 

violate any provision of law relating to solicitation or advertising by 

practitioners of a healing art. 

 3.  Any health maintenance organization authorized under this chapter 

shall not be deemed to be practicing medicine and is exempt from the 

provisions of chapter 630 of NRS. 

 4.  The provisions of NRS 695C.110, 695C.125, 695C.1691, 695C.1693, 

695C.170, 695C.1703, 695C.1705, 695C.1709 to 695C.173, inclusive, 

695C.1733, 695C.17335, 695C.1734, 695C.1735 to 695C.1755, inclusive, 

695C.176 to 695C.200, inclusive, and 695C.265 do not apply to a health 

maintenance organization that provides health care services through managed 

care to recipients of Medicaid under the State Plan for Medicaid or insurance 

pursuant to the Children's Health Insurance Program pursuant to a contract 

with the Division of Health Care Financing and Policy of the Department of 

Health and Human Services. This subsection does not exempt a health 

maintenance organization from any provision of this chapter for services 

provided pursuant to any other contract. 

 5.  The provisions of NRS 695C.1694, 695C.1695, 695C.1708, 

695C.1731, 695C.17345 , [and] 695C.1757 and section 20 of this act apply 

to a health maintenance organization that provides health care services 

through managed care to recipients of Medicaid under the State Plan for 

Medicaid. 

 Sec. 22.  NRS 695C.1694 is hereby amended to read as follows: 

 695C.1694  1.  [Except as otherwise provided in subsection 5, a] A 

health maintenance organization which offers or issues a health care plan that 

provides coverage for prescription drugs or devices shall include in the plan 

coverage for [: 

 (a) Any type of drug or device for contraception; and 

 (b) Any] any type of hormone replacement therapy [, 

] which is lawfully prescribed or ordered and which has been approved by 

the Food and Drug Administration. 

 2.  A health maintenance organization that offers or issues a health care 

plan that provides coverage for prescription drugs shall not: 
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 (a) Require an enrollee to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for [a prescription for a contraceptive or] hormone replacement 

therapy than is required for other prescription drugs covered by the plan; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use in the 

future [any of the services listed in subsection 1;] hormone replacement 

therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an enrollee to discourage the enrollee from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an enrollee, 

including, without limitation, reducing the reimbursement of the provider of 

health care; or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an enrollee. 

 3.  [Except as otherwise provided in subsection 5, evidence] Evidence of 

coverage subject to the provisions of this chapter that is delivered, issued for 

delivery or renewed on or after October 1, 1999, has the legal effect of 

including the coverage required by subsection 1, and any provision of the 

evidence of coverage or the renewal which is in conflict with this section is 

void. 

 4.  The provisions of this section do not: 

 (a) Require a health maintenance organization to provide coverage for 

fertility drugs. 

 (b) Prohibit a health maintenance organization from requiring an enrollee 

to pay a deductible, copayment or coinsurance for the coverage required by 

[paragraphs (a) and (b) of] subsection 1 that is the same as the enrollee is 

required to pay for other prescription drugs covered by the plan. 

 5.  [A health maintenance organization which offers or issues a health 

care plan and which is affiliated with a religious organization is not required 

to provide the coverage required by paragraph (a) of subsection 1 if the 

health maintenance organization objects on religious grounds. The health 

maintenance organization shall, before the issuance of a health care plan and 

before renewal of enrollment in such a plan, provide to the group 

policyholder or prospective enrollee, as applicable, written notice of the 

coverage that the health maintenance organization refuses to provide 

pursuant to this subsection. The health maintenance organization shall 

provide notice to each enrollee, at the time the enrollee receives his or her 

evidence of coverage, that the health maintenance organization refused to 

provide coverage pursuant to this subsection. 
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 6.  If a health maintenance organization refuses, pursuant to subsection 5, 

to provide the coverage required by paragraph (a) of subsection 1, an 

employer may otherwise provide for the coverage for the employees of the 

employer. 

 7.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 23.  NRS 695C.1695 is hereby amended to read as follows: 

 695C.1695  1.  [Except as otherwise provided in subsection 5, a] A 

health maintenance organization that offers or issues a health care plan which 

provides coverage for outpatient care shall include in the plan coverage for 

any health care service related to [contraceptives or] hormone replacement 

therapy. 

 2.  A health maintenance organization that offers or issues a health care 

plan that provides coverage for outpatient care shall not: 

 (a) Require an enrollee to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for outpatient care related to [contraceptives or] hormone 

replacement therapy than is required for other outpatient care covered by the 

plan; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use in the 

future [any of the services listed in subsection 1;] hormone replacement 

therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an enrollee to discourage the enrollee from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an enrollee, 

including, without limitation, reducing the reimbursement of the provider of 

health care; or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an enrollee.  

 3.  [Except as otherwise provided in subsection 5, evidence] Evidence of 

coverage subject to the provisions of this chapter that is delivered, issued for 

delivery or renewed on or after October 1, 1999, has the legal effect of 

including the coverage required by subsection 1, and any provision of the 

evidence of coverage or the renewal which is in conflict with this section is 

void. 

 4.  The provisions of this section do not prohibit a health maintenance 

organization from requiring an enrollee to pay a deductible, copayment or 

coinsurance for the coverage required by subsection 1 that is the same as the 

enrollee is required to pay for other outpatient care covered by the plan. 
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 5.  [A health maintenance organization which offers or issues a health 

care plan and which is affiliated with a religious organization is not required 

to provide the coverage for health care service related to contraceptives 

required by this section if the health maintenance organization objects on 

religious grounds. The health maintenance organization shall, before the 

issuance of a health care plan and before renewal of enrollment in such a 

plan, provide to the group policyholder or prospective enrollee, as applicable, 

written notice of the coverage that the health maintenance organization 

refuses to provide pursuant to this subsection. The health maintenance 

organization shall provide notice to each enrollee, at the time the enrollee 

receives his or her evidence of coverage, that the health maintenance 

organization refused to provide coverage pursuant to this subsection. 

 6.  If a health maintenance organization refuses, pursuant to subsection 5, 

to provide the coverage required by paragraph (a) of subsection 1, an 

employer may otherwise provide for the coverage for the employees of the 

employer. 

 7.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 24.  NRS 695C.330 is hereby amended to read as follows: 

 695C.330  1.  The Commissioner may suspend or revoke any certificate 

of authority issued to a health maintenance organization pursuant to the 

provisions of this chapter if the Commissioner finds that any of the following 

conditions exist: 

 (a) The health maintenance organization is operating significantly in 

contravention of its basic organizational document, its health care plan or in a 

manner contrary to that described in and reasonably inferred from any other 

information submitted pursuant to NRS 695C.060, 695C.070 and 695C.140, 

unless any amendments to those submissions have been filed with and 

approved by the Commissioner; 

 (b) The health maintenance organization issues evidence of coverage or 

uses a schedule of charges for health care services which do not comply with 

the requirements of NRS 695C.1691 to 695C.200, inclusive, and section 20 

of this act or 695C.207; 

 (c) The health care plan does not furnish comprehensive health care 

services as provided for in NRS 695C.060; 

 (d) The Commissioner certifies that the health maintenance organization: 

  (1) Does not meet the requirements of subsection 1 of NRS 695C.080; 

or 

  (2) Is unable to fulfill its obligations to furnish health care services as 

required under its health care plan; 

 (e) The health maintenance organization is no longer financially 

responsible and may reasonably be expected to be unable to meet its 

obligations to enrollees or prospective enrollees; 
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 (f) The health maintenance organization has failed to put into effect a 

mechanism affording the enrollees an opportunity to participate in matters 

relating to the content of programs pursuant to NRS 695C.110; 

 (g) The health maintenance organization has failed to put into effect the 

system required by NRS 695C.260 for: 

  (1) Resolving complaints in a manner reasonably to dispose of valid 

complaints; and 

  (2) Conducting external reviews of adverse determinations that comply 

with the provisions of NRS 695G.241 to 695G.310, inclusive; 

 (h) The health maintenance organization or any person on its behalf has 

advertised or merchandised its services in an untrue, misrepresentative, 

misleading, deceptive or unfair manner; 

 (i) The continued operation of the health maintenance organization would 

be hazardous to its enrollees; 

 (j) The health maintenance organization fails to provide the coverage 

required by NRS 695C.1691; or 

 (k) The health maintenance organization has otherwise failed to comply 

substantially with the provisions of this chapter. 

 2.  A certificate of authority must be suspended or revoked only after 

compliance with the requirements of NRS 695C.340. 

 3.  If the certificate of authority of a health maintenance organization is 

suspended, the health maintenance organization shall not, during the period 

of that suspension, enroll any additional groups or new individual contracts, 

unless those groups or persons were contracted for before the date of 

suspension. 

 4.  If the certificate of authority of a health maintenance organization is 

revoked, the organization shall proceed, immediately following the effective 

date of the order of revocation, to wind up its affairs and shall conduct no 

further business except as may be essential to the orderly conclusion of the 

affairs of the organization. It shall engage in no further advertising or 

solicitation of any kind. The Commissioner may, by written order, permit 

such further operation of the organization as the Commissioner may find to 

be in the best interest of enrollees to the end that enrollees are afforded the 

greatest practical opportunity to obtain continuing coverage for health care. 

 Sec. 25.  Chapter 695G of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Except as otherwise provided in subsection [6,] 7, a managed care 

organization that offers or issues a health care plan shall include in the plan 

coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 10; and 

  [(3)] (4) Dispensed in accordance with section 4.5 of this act; 
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 (b) Any type of device for contraception [or its therapeutic equivalent] 

which is [lawfully] : 

  (1) Lawfully prescribed or ordered [and which has been approved] ; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 10; 

 (c) Insertion [or removal] of a device for contraception [;] or removal of 

such a device if the device was inserted while the insured was covered by the 

same health care plan; 

 (d) Education and counseling relating to the initiation of the use of 

[contraceptives] contraception and any necessary follow-up after initiating 

such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  A managed care organization must ensure that the benefits required 

by subsection 1 are made available to an insured through a provider of 

health care who participates in the network plan of the managed care 

organization. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the managed care 

organization. 

 [3.] 4.  Except as otherwise provided in subsections [7,] 8 , [and] 9 [,] 

and 11, a managed care organization that offers or issues a health care plan 

shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit included in the health care plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use any 

such benefits; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefits; 

 (d) Penalize a provider of health care who provides any such benefits to 

an insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefits to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefits.  

 [4.] 5.  Coverage pursuant to this section for the covered dependent of 

an insured must be the same as for the insured. 

 [5.] 6.  Except as otherwise provided in subsection [6,] 7, a health care 

plan subject to the provisions of this chapter that is delivered, issued for 
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delivery or renewed on or after January 1, 2018, has the legal effect of 

including the coverage required by subsection 1, and any provision of the 

plan or the renewal which is in conflict with this section is void. 

 [6.] 7.  A managed care organization that offers or issues a health care 

plan and which is affiliated with a religious organization is not required to 

provide the coverage required by subsection 1 if the managed care 

organization objects on religious grounds. Such an organization shall, before 

the issuance of a health care plan and before the renewal of such a plan, 

provide to the prospective insured written notice of the coverage that the 

managed care organization refuses to provide pursuant to this subsection. 

 [7.] 8.  A managed care organization may require an insured to pay a 

higher deductible, copayment or coinsurance for a drug [or device] for 

contraception if the insured refuses to accept a therapeutic equivalent of the 

[contraceptive] drug . [or device. 

 8.] 9.  For each [method] of the 18 methods of contraception [which is] 

listed in subsection 10 that have been approved by the Food and Drug 

Administration, a health care plan must include at least one [contraceptive] 

drug or device for contraception within each method for which no 

deductible, copayment or coinsurance may be charged to the insured, but the 

managed care organization may charge a deductible, copayment or 

coinsurance for any other [contraceptive] drug or device that provides the 

same method of contraception. 

[ 9.  A managed care organization may require an insured to: 

 (a) Participate in a reasonable program of step therapy to obtain 

coverage for any benefit required by subsection 1. 

 (b) Obtain prior authorization before obtaining coverage for any benefit 

required by subsection 1 as part of a determination by the managed care 

organization that the benefit is medically necessary or appropriate for the 

insured.] 

 10.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 
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 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 11.  Except as otherwise provided in this section and federal law, a 

managed care organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 12.  A managed care organization shall not use medical management 

techniques to require an insured to use a method of contraception other than 

the method prescribed or ordered by a provider of health care. 

 13.  A managed care organization must provide an accessible, 

transparent and expedited process which is not unduly burdensome by which 

an insured, or the authorized representative of the insured, may request an 

exception relating to any medical management technique used by the 

managed care organization to obtain any benefit required by this section 

without a higher deductible, copayment or coinsurance. 

 14.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health care plan offered by a managed care 

organization under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers under contract with the 

managed care organization. The term does not include an arrangement for 

the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 [(b)] (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and  

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 26.  The provisions of NRS 354.599 do not apply to any additional 

expenses of a local government that are related to the provisions of this act. 

 Sec. 27.  This act becomes effective on January 1, 2018. 

 Senator Spearman moved the adoption of the amendment. 
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 Remarks by Senator Spearman. 
 Amendment No. 751 makes numerous changes to Assembly Bill No. 249. The most 

substantive changes include listing the types of contraception that must be covered by certain 

health-insurance providers, and authorizing an insurer to use medical-management techniques in 

certain circumstances. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 276. 

 Bill read second time and ordered to third reading. 

 Assembly Bill No. 294. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Revenue 

and Economic Development: 

 Amendment No. 770. 

 SUMMARY—Requires an accommodations facilitator to collect and remit 

room taxes under certain circumstances. (BDR 20-874) 

 AN ACT relating to taxation; requiring certain accommodations 

facilitators to collect and remit taxes on the rental of transient lodging under 

certain circumstances; and providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

 Existing law governs the imposition and collection of the taxes on the 

rental of transient lodging. (Chapters 244 and 268 of NRS) Existing law 

requires each board of county commissioners and the city council or other 

governing body of each incorporated city to define the term "transient 

lodging" for the purposes of such taxes. (NRS 244.33565, 268.0195)  

 This bill [requires] provides that, if a board of county commissioners [and 

the] or a city council or other governing body of an incorporated city [to] 

authorizes the rental of a residential unit or similar space in the county or 

city, as applicable, for the purpose of transient lodging, the board, council or 

other governing body must require an accommodations facilitator who, for a 

fee or other charge, brokers, coordinates, makes available or otherwise 

arranges for the rental of the residential unit or similar space for the purpose 

of transient lodging and who collects the [charge] gross receipts for the rental 

of [the] such transient lodging to collect and remit to the county or city, as 

applicable, the taxes on the rental of transient lodging imposed in the county 

or city, as applicable. This bill further provides that: (1) such an 

accommodations facilitator is deemed to be providing transient lodging and 

engaging in the business of providing transient lodging for the sole purpose 

of imposing, collecting and remitting the taxes on the rental of transient 

lodging; and (2) the provisions of this bill must not be interpreted to create, 

expand or alter the liabilities, duties, obligations or responsibilities of the 

accommodations facilitator with respect to the rental of the residential unit or 

similar space. 
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THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  Chapter 244 of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Notwithstanding any other provision of law [:] , if the board of county 

commissioners authorizes an owner, lessee or other lawful occupant of a 

residential unit or similar space located in the county, or a manager of such 

a residential unit or similar space, to rent the residential unit or similar 

space for the purpose of transient lodging: 

 (a) [A] The board of county commissioners shall require an 

accommodations facilitator who, for a fee or other charge, brokers, 

coordinates, makes available or otherwise arranges for the rental of a 

residential unit or similar space in the county for the purpose of transient 

lodging [in the county] and who, on behalf of the owner, [operator or 

manager] lessee or other lawful occupant of the [transient lodging,] 

residential unit or similar space, or a manager of the residential unit or 

similar space, collects the gross receipts from the rental of [such transient 

lodging] the residential unit or similar space to collect and remit to the 

county all taxes imposed on the gross receipts from the rental of the 

residential unit or similar space in the county for the purpose of transient 

lodging ; [in that county;] and 

 (b) An accommodations facilitator who, for a fee or other charge, brokers, 

coordinates, makes available or otherwise arranges for the rental of a 

residential unit or similar space in the county for the purpose of transient 

lodging [in the county] and who, on behalf of the owner, [operator or 

manager] lessee or other lawful occupant of the [transient lodging,] 

residential unit or similar space, or a manager of the residential unit or 

similar space, collects the gross receipts from the rental of [such transient 

lodging] the residential unit or similar space must be deemed to be engaged 

in the business of providing transient lodging in the county and to be the 

person providing the transient lodging. 

 2.  For the purposes of paragraph (b) of subsection 1, the 

accommodations facilitator shall be deemed to be engaged in the business of 

providing transient lodging and to be the person providing the transient 

lodging solely for the purposes of imposing, collecting and remitting all taxes 

on the gross receipts from the rental of transient lodging. The provisions of 

this section must not be interpreted or construed to create, expand or alter 

any other liability, duty, obligation or responsibility of the accommodations 

facilitator for, or relating to, the residential unit or similar space. 

 3.  As used in this section: 

 (a) "Accommodations facilitator" means a person, other than the owner, 

[operator or manager of transient lodging,] lessee or other lawful occupant 

of a residential unit or similar space, or a manager of a residential unit or 

similar space, who, for a fee or other charge, brokers, coordinates, makes 
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available or otherwise arranges for the rental of the residential unit or 

similar space for the purpose of transient lodging. 

 (b) "Residential unit or similar space": 

  (1) Except as otherwise provided in subparagraph (2), means a 

single family residence, individual residential unit within a larger building, 

motor home, trailer, boat, tent or other vehicle, vessel or structure, 

including, without limitation, any portion of any such vehicle, vessel or 

structure. 

  (2) Does not include any portion of a hotel, motel or other commercial 

property. 

 (c) "Transient lodging" has the meaning ascribed to it in the ordinance 

adopted pursuant to NRS 244.33565 by the board of county commissioners to 

define the term "transient lodging" for the purpose of all taxes imposed by 

the board on the rental of transient lodging. 

 Sec. 2.  Chapter 268 of NRS is hereby amended by adding thereto a new 

section to read as follows: 

 1.  Notwithstanding any other provision of law [:] , if an ordinance 

adopted by the city council or other governing body of an incorporated city 

authorizes an owner, lessee or other lawful occupant of a residential unit or 

similar space located in the incorporated city, or a manager of such a 

residential unit or similar space, to rent the residential unit or similar space 

for the purpose of transient lodging: 

 (a) [A] The city council or other governing body of [an] the incorporated 

city shall require an accommodations facilitator who, for a fee or other 

charge, brokers, coordinates, makes available or otherwise arranges for the 

rental of a residential unit or similar space in the incorporated city for the 

purpose of transient lodging [in the incorporated city] and who, on behalf of 

the owner, [operator or manager] lessee or other lawful occupant of the 

[transient lodging,] residential unit or similar space, or a manager of the 

residential unit or similar space, collects the gross receipts from the rental of 

[such transient lodging] the residential unit or similar space to collect and 

remit to the incorporated city all taxes imposed on the gross receipts from 

the rental of the residential unit or similar space in the incorporated city for 

the purpose of transient lodging ; [in the incorporated city;] and 

 (b) An accommodations facilitator who, for a fee or other charge, brokers, 

coordinates, makes available or otherwise arranges for the rental of a 

residential unit or similar space in the incorporated city for the purpose of 

transient lodging [in the incorporated city] and who, on behalf of the owner, 

[operator or manager] lessee or other lawful occupant of the [transient 

lodging,] residential unit or similar space, or a manager of the residential 

unit or similar space, collects the gross receipts from the rental of [such 

transient lodging] the residential unit or similar space must be deemed to be 

engaged in the business of providing transient lodging in the incorporated 

city and to be the person providing the transient lodging. 
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 2.  For the purposes of paragraph (b) of subsection 1, the 

accommodations facilitator shall be deemed to be engaged in the business of 

providing transient lodging and to be the person providing the transient 

lodging solely for the purposes of imposing, collecting and remitting all taxes 

on the gross receipts from the rental of transient lodging. The provisions of 

this section must not be interpreted or construed to create, expand or alter 

any other liability, duty, obligation or responsibility of the accommodations 

facilitator for, or relating to, the residential unit or similar space. 

 3.  As used in this section:  

 (a) "Accommodations facilitator" means a person, other than the owner, 

[operator or manager of transient lodging,] lessee or other lawful occupant 

of a residential unit or similar space, or a manager of a residential unit or 

similar space, who, for a fee or other charge, brokers, coordinates, makes 

available or otherwise arranges for the rental of the residential unit or 

similar space for the purpose of transient lodging. 

 (b) "Residential unit or similar space": 

  (1) Except as otherwise provided in subparagraph (2), means a 

single family residence, individual residential unit within a larger building, 

motor home, trailer, boat, tent or other vehicle, vessel or structure, 

including, without limitation, any portion of any such vehicle, vessel or 

structure. 

  (2) Does not include any portion of a hotel, motel or other commercial 

property. 

 (c) "Transient lodging" has the meaning ascribed to it in the ordinance 

adopted pursuant to NRS 268.0195 by the city council or other governing 

body of an incorporated city to define the term "transient lodging" for the 

purpose of all taxes imposed by the city council or other governing body on 

the rental of transient lodging in the incorporated city. 

 Sec. 3.  This act becomes effective on July 1, 2017. 

 Senator Ford moved the adoption of the amendment. 

 Remarks by Senator Ford. 
 Amendment No. 770 to Assembly Bill No. 294 specifies that the provisions of the bill are 

applicable only if a county or city authorizes certain persons to rent a residential unit or similar 
space for the purposes of transient lodging; clarifies that the provisions of the bill, in addition to 

being applicable to the rental of transient lodging provided by an accommodations facilitator on 

behalf of an owner, also applies to transient lodging provided on behalf of a manager, lessee or 
other lawful occupant of the residential unit or similar space; deletes provisions of the bill 

related to the rental of transient lodging on behalf of an operator of transient lodging; defines a 

"residential unit or similar space" for the purposes of transient lodging and clarifies that term 
does not include any portion of a hotel, motel or other commercial property; and clarifies that an 

accommodations facilitator is deemed to be engaged in the business of providing transient 

lodging and is deemed to be the person providing the transient lodging solely for the purposes of 

imposing, collecting and remitting all room taxes pursuant to the bill. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 
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 Assembly Bill No. 408. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Health and 

Human Services: 

 Amendment No. 869. 

 SUMMARY—Revises provisions relating to Medicaid and health 

insurance. (BDR 38-957) 

 AN ACT relating to health care; requiring the State Plan for Medicaid to 

cover certain preventive health care services and maternity and newborn 

care; revising provisions relating to the dispensing of contraceptives; 

requiring insurers to offer health insurance coverage regardless of the health 

status of a person; requiring insurers to allow the covered adult child of an 

insured to remain covered by the health insurance of the insured until 

26 years of age; requiring insurers to provide coverage for certain family 

planning services and supplies and preventive health care services for 

women, adults and children at no cost; requiring insurers to provide coverage 

for maternity and newborn care; prohibiting providers of health care and 

insurers from discriminating against a person on certain grounds; and 

providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

 Existing law provides that an insurer may not deny, limit or exclude a 

benefit provided by a health care plan in certain limited circumstances, 

including, without limitation, when a person has contracted for a blanket 

policy of accident or health insurance or in certain cases relating to adoption. 

(NRS 689B.500, 689C.190, 695A.159, 695B.193, 695C.173, 695F.480) The 

Patient Protection and Affordable Care Act (Public Law 111-148, as 

amended) prohibits an insurer from establishing rules for eligibility for a 

health care plan based on sex or certain health status factors, including, 

without limitation, preexisting conditions, claims history or genetic 

information, and also prohibits an insurer from charging a higher premium, 

deductible or copay based on sex or these health status factors. 

(42 U.S.C. § 300gg-4) Sections 15, 31, 41, 48, 57, 68, 80, 83 and 94 of this 

bill align Nevada law with federal law and require all insurers to offer health 

insurance coverage regardless of the health status of a person and prohibits 

an insurer from denying, limiting or excluding a benefit or requiring an 

insured to pay a higher premium, deductible, coinsurance or copay based on 

the health status of the insured or the covered spouse or dependent of the 

insured. 

 The Patient Protection and Affordable Care Act (Public Law 111-148, as 

amended) requires all insurers to extend coverage for the covered adult child 

of an insured until such child reaches 26 years of age. 

(42 U.S.C. § 300gg-14) Sections 16, 25, 34, 49, 58, 69, 81 and 84 of this bill 

align Nevada law with federal law in this manner. 

 The Patient Protection and Affordable Care Act (Public Law 111-148, as 

amended) requires all health insurance plans to include coverage for 
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maternity and newborn care. (42 U.S.C. § 18022(b)) Sections 21, 32, 43, 53, 

62, 73 and 88 of this bill align Nevada law with federal law in this manner. 

[Section 5 of this bill also requires the State Plan for Medicaid to include 

coverage for maternity and newborn care.] 

 The Patient Protection and Affordable Care Act (Public Law 111-148, as 

amended) requires all health insurance plans to include coverage, without 

any higher deductible or any copay or coinsurance, for certain preventive 

health care services for women, adults and children, including, without 

limitation, screenings and tests for certain diseases, counseling, contraceptive 

and other family planning drugs, devices and services as well as 

vaccinations. (42 U.S.C. § 300gg-13; 45 C.F.R. § 147.130) Sections [17-20,] 

9-10, 16.5-20, 22, [26-30, 35-39, 50-52, 54,] 25.5-30, 34.5-39, 49.5-52, 54, 

55, [59-61,] 58.5-61, 63, 64, [70-72,] 69.5-72, 76, 77, [85-87,] 84.5-87, 89 

and 90 of this bill align Nevada law with federal law in this manner, and 

extend these requirements to health insurance purchased by local 

governments and the Public Employees' Benefits Program. Sections [2, 3, 4,] 

1.5-4, 5.5, 6 and 7 of this bill also require the State Plan for Medicaid to 

include these preventive health care services for women, adults and children. 

[Section 93 of this bill requires the Director of the Department of Health and 

Human Services to adopt regulations specifying the preventive health care 

services which are required to be covered by insurers and that these 

requirements must include, without limitation, the preventive health care 

services currently required by federal law.]  

 Existing law allows an insurer which is affiliated with a religious 

organization and which objects on religious grounds to providing coverage 

for contraceptive drugs and devices to exclude coverage in its policies, plans 

or contracts for such drugs and devices. (NRS 689A.0415, 689B.0376, 

695B.1916, 695C.1694) Sections 16.5, 20.3, 20.6, 25.5, 30.3, 30.6, 58.5, 

63.3, 63.6, 69.5, 74.3 and 74.6 of this bill move the religious exemption 

coverage for the contraceptive drugs, devices and services required by this 

bill to the new provisions relating to coverage of contraception. 

Sections 34.5, 49.5 and 84.5 of this bill provide a religious exemption for 

insurers who are newly required by this bill to provide coverage of drugs and 

devices for contraception. 

 Existing law authorizes a pharmacist to dispense up to a 90-day supply of a 

drug pursuant to a valid prescription or order in certain circumstances. 

(NRS 639.2396) Section 11.3 of this bill requires a pharmacist to dispense up 

to a 12-month supply of a drug for contraception or a therapeutic equivalent 

pursuant to a valid prescription or order if: (1) the patient has previously 

received a 3-month supply of the same drug; (2) the patient has previously 

received a 9-month supply of the same drug or a supply of the same drug for 

the balance of the plan year in which the 3-month supply was prescribed or 

ordered, whichever is less; (3) the patient is insured by the same health 

insurance plan; and (4) a provider of health care has not specified in the 

prescription or order that a different supply of the drug is necessary. 
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 The Patient Protection and Affordable Care Act (Public Law 111-148, as 

amended) prohibits a provider of health care or state health insurance 

exchange who receives federal money from discriminating against a person 

on the basis of race, color, national origin, sex, age, or disability in providing 

health care services to the person. The Act also prohibits an insurer who 

receives federal money from discriminating against a person on those same 

grounds, as well as gender identity or expression. (42 U.S.C. § 18116; 

45 C.F.R. § 92.207) The federal regulation that prohibits insurers from 

discriminating on the basis of gender identity or expression is no longer 

enforceable, however, because it was recently held to exceed the statutory 

authority granted by the Act. (Franciscan Alliance Inc., v. Burwell, 2016 

WL 7638311 (N.D. Tex. Dec. 31, 2016)) Federal regulations also require 

providers of health care, state health insurance exchanges and insurers to 

provide certain assistive services and notice of these nondiscrimination 

provisions to all persons who receive health care services. (45 C.F.R. 

§§ 92.8, 92.201, 92.202) Sections 11 and 12 of this bill generally align 

Nevada law with federal law, and prohibit a provider of health care or an 

insurer from discriminating against a person on these grounds, including, 

without limitation, discrimination based on gender identity or expression or 

sexual orientation. 

 WHEREAS, Passage of the Patient Protection and Affordable Care Act, 

Public Law 111-148, as amended by Congress in 2010, granted all Nevadans 

certain rights relating to health insurance coverage and provided greater 

access to health care benefits in this State; and 

 WHEREAS, Congress currently is considering the repeal of the Patient 

Protection and Affordable Care Act; and 

 WHEREAS, The Nevada Legislature wishes to ensure that all Nevadans 

continue to have access to certain rights and health care benefits currently 

guaranteed by the Patient Protection and Affordable Care Act; and 

 WHEREAS, The Nevada Legislature intends to maintain, not expand, 

those rights and health care benefits as they existed on January 1, 2017; now, 

therefore, 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  Chapter 422 of NRS is hereby amended by adding thereto the 

provisions set forth as sections [2] 1.5 to 6, inclusive, of this act. 

 Sec. 1.5.  1.  The Director shall include in the State Plan for Medicaid a 

requirement that the State pay the nonfederal share of expenditures for 

family planning services and supplies, including, without limitation: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Dispensed in accordance with section 11.3 of this act; 

 (b) Any type of device for contraception which is: 
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  (1) Lawfully prescribed or ordered; and 

  (2) Approved by the Food and Drug Administration; 

 (c) Insertion or removal of a device for contraception; 

 (d) Education and counseling relating to the initiation of the use of 

contraception and any necessary follow-up after initiating such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  Except as otherwise provided in subsections 4 and 5, to obtain any 

benefit included in the Plan pursuant to subsection 1, a person enrolled in 

Medicaid must not be required to: 

 (a) Pay a higher deductible, any copayment or coinsurance; or 

 (b) Be subject to a longer waiting period or any other condition. 

 3.  The Director shall ensure that the provisions of this section are 

carried out in a manner which complies with the requirements established by 

the Drug Use Review Board and set forth in the list of preferred prescription 

drugs established by the Department pursuant to NRS 422.4025. 

 4.  The Plan may require a person enrolled in Medicaid to pay a higher 

deductible, copayment or coinsurance for a drug for contraception if the 

person refuses to accept a therapeutic equivalent of the drug. 

 5.  For each method of contraception which is approved by the Food and 

Drug Administration, the Plan must include at least one drug or device for 

contraception for which no deductible, copayment or coinsurance may be 

charged to the person enrolled in Medicaid, but the Plan may charge a 

deductible, copayment or coinsurance for any other drug or device that 

provides the same method of contraception. 

 6.  As used in this section, "therapeutic equivalent" means a drug which: 

 (a) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

 (b) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and  

 (c) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 2.  1.  The Director shall include in the State Plan for Medicaid a 

requirement that the State pay the nonfederal share of expenditures incurred 

for : [such preventive health care services relating to women as the Director 

establishes by regulation, which must include, without limitation:] 

 (a) [Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization;] 

 Counseling and support for breastfeeding; 

 (b) Screening and counseling for interpersonal and domestic violence; 

 (c) [Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (d) Contraceptive drugs, devices and services; 

 (e)] Counseling for sexually transmitted diseases; 
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 (d) Screening for blood pressure abnormalities and diabetes, including 

gestational diabetes; 

 (e) An annual screening for cervical cancer; 

 (f) Screening for depression; 

 (g) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration;  

[ (f) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (g) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 (h) A daily dose of 0.4 to 0.8 milligrams of folic acid for women who are 

capable of becoming pregnant; 

 (i) Aspirin for the prevention of preeclampsia for women who are 

determined to be at a high risk of that condition after 12 weeks of gestation; 

 (j) Medication to prevent breast cancer for women who are at a high risk 

of developing breast cancer and have a low risk of adverse side effects from 

the medication; and 

 (k) Prophylactic ocular tubal medication for the prevention of gonococcal 

ophthalmia in newborns. 

 2.  [A person enrolled in Medicaid must not be required pay a higher 

deductible, any copayment or coinsurance to obtain the services required by 

this section.] To obtain any benefit provided in the Plan pursuant to 

subsection 1, a recipient of Medicaid must not be required to: 

 (a) Pay a higher deductible, any copayment or coinsurance; or 

 (b) Be subject to a longer waiting period or any other condition. 

 Sec. 3.  1.  The Director shall include in the State Plan for Medicaid a 

requirement that the State pay the nonfederal share of expenditures incurred 

for : [such preventive health care services relating to persons 18 years of age 

or older as the Director establishes by regulation, which must include, 

without limitation:] 

 (a) [Screening, tests and counseling for such other health conditions and 

diseases as recommended by the United States Preventive Services Task 

Force or its successor organization; 

 (b)] Counseling relating to the dietary needs of [certain] adults who are 

at [high-risk] a high risk of chronic diseases; 

[ (c) Smoking cessation programs; 

 (d) Any supplements, drugs or devices recommended by the United States 

Preventive Services Task Force or its successor organization; and 

 (e) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 
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 (b) Statin preventive medication for persons between the ages of 40 and 

75 years who do not have a history of cardiovascular disease, but who have: 

  (1) One or more risk factors for cardiovascular disease; and 

  (2) A calculated risk of at least 10 percent of acquiring cardiovascular 

disease within the next 10 years; 

 (c) Aspirin for persons between the ages of 50 and 59 years who have a 

calculated risk of at least 10 percent of acquiring cardiovascular disease 

within the next 10 years and a life expectancy of at least 10 years; 

 (d) Vitamin D supplements for persons who are at least 65 years of age to 

prevent the person from falling if the person: 

  (1) Does not reside in a medical facility or a facility for the dependent; 

and 

  (2) Has an increased risk of falls; 

 (e) Tuberculosis screenings for latent tuberculosis infection in persons 

with increased risk of contracting tuberculosis; 

 (f) Screening for high blood pressure to confirm a diagnosis made outside 

a clinical setting before treatment is commenced; 

 (g) One abdominal aortic screening by ultrasound to detect abdominal 

aortic aneurisms for men between the ages of 65 and 75 years who have 

smoked during their lifetimes; 

 (h) Screening for hepatitis B infection for persons who are at a high risk 

of contracting hepatitis B; 

 (i) Screening for hepatitis C infection for persons who are at a high risk of 

contracting hepatitis C; 

 (j) One screening for hepatitis C infection for persons born between 

1945 and 1965; 

 (k) Screening for osteoporosis for women who: 

  (1) Are 65 years of age and older; or  

  (2) Have a risk of fracturing a bone equal to or greater than that of a 

woman who is 65 years of age without any additional risk factors; 

 (l) Screening for alcohol misuse for persons 18 years of age or older; 

 (m) If a person engages in risky or hazardous consumption of alcohol, as 

determined by the screening described in paragraph (l), behavioral 

counseling to reduce such behavior; and 

 (n) Screening for lung cancer using low-dose computed tomography for 

persons between the ages of 55 and 80 years who: 

  (1) Have a smoking history of 30 pack-years; 

  (2) Smoke or have stopped smoking within the immediately preceding 

15 years; and 

  (3) Do not suffer from a health problem that substantially limits the life 

expectancy of the person or the willingness of the person to undergo curative 

surgery. 

 2.  [A person enrolled in Medicaid must not be required pay a higher 

deductible, any copayment or coinsurance to obtain the services required by 
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this section.] To obtain any benefit provided in the Plan pursuant to 

subsection 1, a recipient of Medicaid must not be required to: 

 (a) Pay a higher deductible, any copayment or coinsurance; or 

 (b) Be subject to a longer waiting period or any other condition. 

 3.  As used in this section: 

 (a) "Computed tomography" means the process of producing sectional 

and three-dimensional images using external ionizing radiation. 

 (b) "Facility for the dependent" has the meaning ascribed to it in 

NRS 449.0045. 

 (c) "Medical facility" has the meaning ascribed to it in NRS 449.0151. 

 (d) "Pack-year" means the product of the number of packs of cigarettes 

smoked per day and the number of years that the person has smoked. 

 Sec. 4.  1.  The Director shall include in the State Plan for Medicaid a 

requirement that the State pay the nonfederal share of expenditures incurred 

for [such preventive health care services relating to persons less than 

18 years of age as the Director establishes by regulation, which must 

include, without limitation:] : 

 (a) Screening for depression; 

 (b) Smoking cessation programs, consisting of more than two cessation 

attempts per year and four counseling sessions of not more than 10 minutes 

each per year; 

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration [; 

 (b)] for persons less than 18 years of age; 

 (d) Assessments relating to height, weight, body mass index and medical 

history [; 

 (c) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration;] of persons less than 18 years of 

age; and 

 [(d)] (e) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.  

 2.  [A person enrolled in Medicaid must not be required pay a higher 

deductible, any copayment or coinsurance to obtain the services required by 

this section.] To obtain any benefit provided in the Plan pursuant to 

subsection 1, a recipient of Medicaid must not be required to: 

 (a) Pay a higher deductible, any copayment or coinsurance; or 

 (b) Be subject to a longer waiting period or any other condition. 

 Sec. 5.  [The Director shall include in the State Plan for Medicaid a 

requirement that the State pay the nonfederal share of expenditures incurred 

for such maternal and newborn care as the Director establishes by 

regulation.] (Deleted by amendment.) 
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 Sec. 5.5.  The Director may include in the State Plan for Medicaid a 

requirement that, to the extent money is available, the State pay the 

nonfederal share of expenditures incurred for: 

 1.  Supplies for breastfeeding; and 

 2.  Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization. 

 Sec. 6.  1.  The Director shall include in the State Plan for Medicaid a 

requirement that the State pay the nonfederal share of expenditures incurred 

for: 

 (a) [An annual cytologic screening test for women 18 years of age or 

older; 

 (b) A baseline mammogram for women between the ages of 35 and 

40 years;  

 (c) An annual] A mammogram not less than once every 2 years, or 

annually if ordered by a provider of health care, for women 40 years of age 

or older; 

 [(d)] (b) Counseling concerning genetic testing for breast cancer [;] for 

women who are at a high risk of developing breast cancer; and 

 [(e)] (c) Counseling concerning breast cancer chemoprevention [.] for 

women who are at risk of developing breast cancer. 

 2.  [A person enrolled in Medicaid must not be required pay a higher 

deductible, any copayment or coinsurance or obtain prior authorization for 

any service required by this section.] To obtain any benefit provided in the 

Plan pursuant to subsection 1, a recipient of Medicaid must not be required 

to: 

 (a) Pay a higher deductible, any copayment or coinsurance; or 

 (b) Be subject to a longer waiting period or any other condition. 

 Sec. 7.  NRS 422.2718 is hereby amended to read as follows: 

 422.2718  1.  The Director shall include in the State Plan for Medicaid a 

requirement that the State shall pay the nonfederal share of expenses incurred 

for [administering] : 

 (a) [Deoxyribonucleic acid testing] Testing for high-risk strains of the 

human papillomavirus [;] every 3 years for women 30 years of age or older; 

and 

 (b) Administering the human papillomavirus vaccine [to women and girls] 

at such ages as recommended for vaccination by a competent authority, 

including, without limitation, the Centers for Disease Control and Prevention 

of the United States Department of Health and Human Services, the Food 

and Drug Administration or the manufacturer of the vaccine. 

 2.  [A person enrolled in Medicaid must not be required pay a higher 

deductible, any copayment or coinsurance or obtain prior authorization for 

any service required by this section.] To obtain any benefit provided in the 

Plan pursuant to subsection 1, a recipient of Medicaid must not be required 

to: 

 (a) Pay a higher deductible, any copayment or coinsurance; or 
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 (b) Be subject to a longer waiting period or any other condition. 

 3.  For the purposes of this section, "human papillomavirus vaccine" 

means the Quadrivalent Human Papillomavirus Recombinant Vaccine or its 

successor which is approved by the Food and Drug Administration to be used 

for the prevention of human papillomavirus infection and cervical cancer. 

 Sec. 7.5.  NRS 422.401 is hereby amended to read as follows: 

 422.401  As used in NRS 422.401 to 422.406, inclusive, and 

section 1.5 of this act, unless the context otherwise requires, the words and 

terms defined in NRS 422.4015 and 422.402 have the meanings ascribed to 

them in those sections. 

 Sec. 8.  NRS 422.403 is hereby amended to read as follows: 

 422.403  1.  [The] Except as otherwise provided in NRS 422.2718, the 

Department shall, by regulation, establish and manage the use by the 

Medicaid program of step therapy and prior authorization for prescription 

drugs. 

 2.  [The] Except as otherwise provided in NRS 422.2718, the Drug Use 

Review Board shall: 

 (a) Advise the Department concerning the use by the Medicaid program of 

step therapy and prior authorization for prescription drugs; 

 (b) Develop step therapy protocols and prior authorization policies and 

procedures for use by the Medicaid program for prescription drugs; and 

 (c) Review and approve, based on clinical evidence and best clinical 

practice guidelines and without consideration of the cost of the prescription 

drugs being considered, step therapy protocols used by the Medicaid program 

for prescription drugs. 

 3.  The Department shall not require the Drug Use Review Board to 

develop, review or approve prior authorization policies or procedures 

necessary for the operation of the list of preferred prescription drugs 

developed for the Medicaid program pursuant to NRS 422.4025. 

 4.  The Department shall accept recommendations from the Drug Use 

Review Board as the basis for developing or revising step therapy protocols 

and prior authorization policies and procedures used by the Medicaid 

program for prescription drugs. 

 Sec. 9.  NRS 287.010 is hereby amended to read as follows: 

 287.010  1.  The governing body of any county, school district, 

municipal corporation, political subdivision, public corporation or other local 

governmental agency of the State of Nevada may: 

 (a) Adopt and carry into effect a system of group life, accident or health 

insurance, or any combination thereof, for the benefit of its officers and 

employees, and the dependents of officers and employees who elect to accept 

the insurance and who, where necessary, have authorized the governing body 

to make deductions from their compensation for the payment of premiums on 

the insurance. 

 (b) Purchase group policies of life, accident or health insurance, or any 

combination thereof, for the benefit of such officers and employees, and the 
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dependents of such officers and employees, as have authorized the purchase, 

from insurance companies authorized to transact the business of such 

insurance in the State of Nevada, and, where necessary, deduct from the 

compensation of officers and employees the premiums upon insurance and 

pay the deductions upon the premiums. 

 (c) Provide group life, accident or health coverage through a 

self-insurance reserve fund and, where necessary, deduct contributions to the 

maintenance of the fund from the compensation of officers and employees 

and pay the deductions into the fund. The money accumulated for this 

purpose through deductions from the compensation of officers and 

employees and contributions of the governing body must be maintained as an 

internal service fund as defined by NRS 354.543. The money must be 

deposited in a state or national bank or credit union authorized to transact 

business in the State of Nevada. Any independent administrator of a fund 

created under this section is subject to the licensing requirements of 

chapter 683A of NRS, and must be a resident of this State. Any contract with 

an independent administrator must be approved by the Commissioner of 

Insurance as to the reasonableness of administrative charges in relation to 

contributions collected and benefits provided. The provisions of 

NRS 687B.408, 689B.030 to 689B.050, inclusive, and sections 25 to 28, 

inclusive, of this act and 689B.287 and 689B.500 and 689B.520 apply to 

coverage provided pursuant to this paragraph [.] , except that the provisions 

of NRS 689B.500 and 689B.520 and sections 25 to 28, inclusive, of this act 

only apply to coverage for active officers and employees of the governing 

body or the dependents of such officers and employees. 

 (d) Defray part or all of the cost of maintenance of a self-insurance fund 

or of the premiums upon insurance. The money for contributions must be 

budgeted for in accordance with the laws governing the county, school 

district, municipal corporation, political subdivision, public corporation or 

other local governmental agency of the State of Nevada. 

 2.  If a school district offers group insurance to its officers and employees 

pursuant to this section, members of the board of trustees of the school 

district must not be excluded from participating in the group insurance. If the 

amount of the deductions from compensation required to pay for the group 

insurance exceeds the compensation to which a trustee is entitled, the 

difference must be paid by the trustee. 

 3.  In any county in which a legal services organization exists, the 

governing body of the county, or of any school district, municipal 

corporation, political subdivision, public corporation or other local 

governmental agency of the State of Nevada in the county, may enter into a 

contract with the legal services organization pursuant to which the officers 

and employees of the legal services organization, and the dependents of those 

officers and employees, are eligible for any life, accident or health insurance 

provided pursuant to this section to the officers and employees, and the 

dependents of the officers and employees, of the county, school district, 
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municipal corporation, political subdivision, public corporation or other local 

governmental agency. 

 4.  If a contract is entered into pursuant to subsection 3, the officers and 

employees of the legal services organization: 

 (a) Shall be deemed, solely for the purposes of this section, to be officers 

and employees of the county, school district, municipal corporation, political 

subdivision, public corporation or other local governmental agency with 

which the legal services organization has contracted; and 

 (b) Must be required by the contract to pay the premiums or contributions 

for all insurance which they elect to accept or of which they authorize the 

purchase. 

 5.  A contract that is entered into pursuant to subsection 3: 

 (a) Must be submitted to the Commissioner of Insurance for approval not 

less than 30 days before the date on which the contract is to become 

effective. 

 (b) Does not become effective unless approved by the Commissioner. 

 (c) Shall be deemed to be approved if not disapproved by the 

Commissioner within 30 days after its submission. 

 6.  As used in this section, "legal services organization" means an 

organization that operates a program for legal aid and receives money 

pursuant to NRS 19.031. 

 Sec. 9.5.  NRS 287.0272 is hereby amended to read as follows: 

 287.0272  1.  If the governing body of any county, school district, 

municipal corporation, political subdivision, public corporation or other local 

governmental agency of the State of Nevada provides health insurance 

through a plan of self-insurance, the plan must provide coverage for benefits 

payable for expenses incurred for administering the human papillomavirus 

vaccine [to women and girls] at such ages as recommended for vaccination 

by a competent authority, including, without limitation, the Centers for 

Disease Control and Prevention of the United States Department of Health 

and Human Services, the Food and Drug Administration or the manufacturer 

of the vaccine. 

 2.  The plan of self-insurance must not require an insured to obtain prior 

authorization for any service provided pursuant to subsection 1. 

 3.  A plan of self-insurance described in subsection 1 which is delivered, 

issued for delivery or renewed on or after July 1, 2007, has the legal effect of 

including the coverage required by subsection 1, and any provision of the 

plan which is in conflict with subsection 1 is void. 

 4.  For the purposes of this section, "human papillomavirus vaccine" 

means the Quadrivalent Human Papillomavirus Recombinant Vaccine or its 

successor which is approved by the Food and Drug Administration for the 

prevention of human papillomavirus infection and cervical cancer. 

 Sec. 10.  NRS 287.04335 is hereby amended to read as follows: 

 287.04335  If the Board provides health insurance through a plan of 

self-insurance, it shall comply with the provisions of NRS 689B.255, 
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695G.150, 695G.160, 695G.162, 695G.164, 695G.1645, 695G.1665, 

695G.167, 695G.170 to 695G.173, inclusive, 695G.177, 695G.200 to 

695G.230, inclusive, 695G.241 to 695G.310, inclusive, and 695G.405, and 

sections 83 to 89, inclusive, of this act, in the same manner as an insurer that 

is licensed pursuant to title 57 of NRS is required to comply with those 

provisions. 

 Sec. 11.  Chapter 629 of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Except as otherwise provided in subsection 2, a provider of health 

care shall not discriminate in providing a health care service to a person on 

the basis of race, color, national origin, sex, age, physical or mental 

disability, sexual orientation or gender identity or expression. 

 2.  A provider of health care may make distinctions in providing health 

care services based on sex or gender identity or expression if the provider 

has an exceedingly persuasive justification for the distinction, which may 

include, without limitation, that the distinction is substantially related to the 

achievement of an important health or scientific objective. 

 3.  A provider of health care must provide reasonable notice to a person 

who receives health care services relating to the provisions of this section.  

 4.  A provider of health care must take reasonable steps to ensure that a 

person with limited English proficiency or physical or mental disabilities 

who receives health care services from the provider has access to any 

assistance services which may be needed for the person to communicate 

effectively with the provider. 

 5.  As used in this section: 

 (a) "Gender identity or expression" has the meaning ascribed to it in 

NRS 193.0148. 

 (b) "Health care service" means the care and observation of patients, the 

diagnosis of human diseases, the treatment and rehabilitation of patients, or 

related services. 

 (c) "Sexual orientation" has the meaning ascribed to it in NRS 118.093. 

 Sec. 11.3.  Chapter 639 of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Except as otherwise provided in subsections 2 and 3, pursuant to a 

valid prescription or order for a drug to be used for contraception or its 

therapeutic equivalent which has been approved by the Food and Drug 

Administration a pharmacist shall: 

 (a) The first time dispensing the drug or therapeutic equivalent to the 

patient, dispense up to a 3-month supply of the drug or therapeutic 

equivalent. 

 (b) The second time dispensing the drug or therapeutic equivalent to the 

patient, dispense up to a 9-month supply of the drug or therapeutic 

equivalent, or any amount which covers the remainder of the plan year if the 

patient is covered by a health care plan, whichever is less. 
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 (c) For a refill in a plan year following the initial dispensing of a drug or 

therapeutic equivalent pursuant to paragraphs (a) and (b), dispense up to a 

12-month supply of the drug or therapeutic equivalent or any amount which 

covers the remainder of the plan year if the patient is covered by a health 

care plan, whichever is less. 

 2.  The provisions of paragraphs (b) and (c) of subsection 1 only apply if: 

 (a) The drug for contraception or the therapeutic equivalent of such drug 

is the same drug or therapeutic equivalent which was previously prescribed 

or ordered pursuant to paragraph (a) of subsection 1; and 

 (b) The patient is covered by the same health care plan. 

 3.  If a prescription or order for a drug for contraception or its 

therapeutic equivalent limits the dispensing of the drug or therapeutic 

equivalent to a quantity which is less than the amount otherwise authorized 

to be dispensed pursuant to subsection 1, the pharmacist must dispense the 

drug or therapeutic equivalent in accordance with the quantity specified in 

the prescription or order. 

 4.  As used in this section: 

 (a) "Health care plan" means a policy, contract, certificate or agreement 

offered or issued by an insurer, including without limitation, the State Plan 

for Medicaid, to provide, deliver, arrange for, pay for or reimburse any of 

the costs of health care services. 

 (b) "Plan year" means the year designated in the evidence of coverage of 

a health care plan in which a person is covered by such plan. 

 (c) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and  

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 11.6.  NRS 639.2396 is hereby amended to read as follows: 

 639.2396  1.  Except as otherwise provided by subsection 2, a 

prescription which bears specific authorization to refill, given by the 

prescribing practitioner at the time he or she issued the original prescription, 

or a prescription which bears authorization permitting the pharmacist to refill 

the prescription as needed by the patient, may be refilled for the number of 

times authorized or for the period authorized if it was refilled in accordance 

with the number of doses ordered and the directions for use. 

 2.  [A] Except as otherwise provided in section 11.3 of this act, a 

pharmacist may, in his or her professional judgment and pursuant to a valid 

prescription that specifies an initial amount of less than a 90-day supply of a 

drug other than a controlled substance followed by periodic refills of the 

initial amount of the drug, dispense not more than a 90-day supply of the 

drug if: 
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 (a) The patient has used an initial 30-day supply of the drug or the drug 

has previously been prescribed to the patient in a 90-day supply; 

 (b) The total number of dosage units that are dispensed pursuant to the 

prescription does not exceed the total number of dosage units, including 

refills, that are authorized on the prescription by the prescribing practitioner; 

and 

 (c) The prescribing practitioner has not specified on the prescription that 

dispensing the prescription in an initial amount of less than a 90-day supply 

followed by periodic refills of the initial amount of the drug is medically 

necessary. 

 3.  Nothing in this section shall be construed to alter the coverage 

provided under any contract or policy of health insurance, health plan or 

program or other agreement arrangement that provides health coverage. 

 Sec. 12.  Chapter 679A of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  Except as otherwise provided in subsection 2, an insurer who offers a 

policy of health insurance shall not refuse to provide coverage to or 

discriminate against a person based on race, color, national origin, sex, age, 

physical or mental disability, sexual orientation or gender identity or 

expression. Such discriminatory actions include, without limitation: 

 (a) Cancelling a policy; 

 (b) Refusing to provide a benefit which is available under a policy to other 

similarly situated persons; 

 (c) Limiting coverage of a claim; or 

 (d) Imposing an additional deductible, premium, copay, coinsurance or 

any other limitation or restriction on coverage. 

 2.  An insurer may include distinctions in a policy of health insurance 

based on sex or gender identity or expression if the insurer has an 

exceedingly persuasive justification for the distinction, which may include, 

without limitation, that the distinction is substantially related to the 

achievement of an important health or scientific objective. 

 3.  An insurer must provide reasonable notice to an insured relating to 

the provisions of this section.  

 4.  An insurer must take reasonable steps to ensure that an insured with 

limited English proficiency or physical or mental disabilities has access to 

any assistance services which may be needed for the insured to communicate 

effectively with the insurer. 

 5.  Nothing in this section may be construed as preventing an insurer 

from determining whether a benefit is medically necessary or whether any 

such benefit meets any other requirement for coverage included in a policy of 

health insurance which is not prohibited by this section or any other 

provision of law. 

 6.  As used in this section: 

 (a) "Gender identity or expression" has the meaning ascribed to it in 

NRS 193.0148. 
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 (b) "Sexual orientation" has the meaning ascribed to it in NRS 118.093. 

 Sec. 13.  NRS 687B.225 is hereby amended to read as follows: 

 687B.225  1.  Except as otherwise provided in NRS 689A.0405, 

689A.0413, 689A.044, 689A.0445, 689B.031, 689B.0313, 689B.0317, 

689B.0374, 695B.1912, 695B.1914, 695B.1925, 695B.1942, 695C.1713, 

695C.1735, 695C.1745, 695C.1751, 695G.170, 695G.171 and 695G.177, 

and sections 38, 39, 54, 55 and 89 of this act, any contract for group, blanket 

or individual health insurance or any contract by a nonprofit hospital, 

medical or dental service corporation or organization for dental care which 

provides for payment of a certain part of medical or dental care may require 

the insured or member to obtain prior authorization for that care from the 

insurer or organization. The insurer or organization shall: 

 (a) File its procedure for obtaining approval of care pursuant to this 

section for approval by the Commissioner; and 

 (b) Respond to any request for approval by the insured or member 

pursuant to this section within 20 days after it receives the request. 

 2.  The procedure for prior authorization may not discriminate among 

persons licensed to provide the covered care. 

 Sec. 14.  Chapter 689A of NRS is hereby amended by adding thereto the 

provisions set forth as sections 15 to 19, inclusive, of this act. 

 Sec. 15.  1.  An insurer shall offer or issue a policy of health insurance 

to any person regardless of the health status of the person [, the spouse of the 

person] or any dependent of the person. Such health status includes, without 

limitation: 

 (a) Any preexisting medical condition of the person, including, without 

limitation, any physical or mental illness; 

 (b) The claims history of the person, including, without limitation, any 

prior health care services received by the person; 

 (c) Genetic information relating to the person; and 

 (d) Any increased risk for illness, injury or any other medical condition of 

the person, including, without limitation, any medical condition caused by an 

act of domestic violence.  

 2.  An insurer that offers or issues a policy of health insurance shall not: 

 (a) Deny, limit or exclude a benefit based on the health status of an 

insured; or 

 (b) Require an insured, as a condition of enrollment or renewal, to pay a 

premium, deductible, copay or coinsurance based on his or her health status 

which is greater than the premium, deductible, copay or coinsurance 

charged to a similarly situated insured or the covered [spouse or] dependent 

of such an insured who does not have such a health status. 

 3.  An insurer that offers or issues a policy of health insurance shall not 

adjust a premium, deductible, copay or coinsurance for any insured on the 

basis of genetic information relating to the insured or the covered [spouse 

or] dependent of the insured. 



5304 JOURNAL OF THE SENATE 

 Sec. 16.  1.  An insurer that offers or issues a policy of health insurance 

which provides coverage for dependent children shall continue to make such 

coverage available for an adult child of an insured until such child reaches 

26 years of age.  

 2.  Nothing in this section shall be construed as requiring an insurer to 

make coverage available for a dependent of an adult child of an insured. 

 Sec. 16.5.  1.  Except as otherwise provided in subsection 7, an insurer 

that offers or issues a policy of health insurance shall include in the policy 

coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 10; and 

  (4) Dispensed in accordance with section 11.3 of this act; 

 (b) Any type of device for contraception which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 10; 

 (c) Insertion of a device for contraception or removal of such a device if 

the device was inserted while the insured was covered by the same policy of 

health insurance; 

 (d) Education and counseling relating to the initiation of the use of 

contraception and any necessary follow-up after initiating such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the insurer. 

 4.  Except as otherwise provided in subsections 8, 9 and 11, an insurer 

that offers or issues a policy of health insurance shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage to obtain any benefit included in the policy pursuant to 

subsection 1; 

 (b) Refuse to issue a policy of health insurance or cancel a policy of 

health insurance solely because the person applying for or covered by the 

policy uses or may use any such benefit; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 
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 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care; 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 5.  Coverage pursuant to this section for the covered dependent of an 

insured must be the same as for the insured. 

 6.  Except as otherwise provided in subsection 7, a policy subject to the 

provisions of this chapter that is delivered, issued for delivery or renewed on 

or after January 1, 2018, has the legal effect of including the coverage 

required by subsection 1, and any provision of the policy or the renewal 

which is in conflict with this section is void. 

 7.  An insurer that offers or issues a policy of health insurance and which 

is affiliated with a religious organization is not required to provide the 

coverage required by subsection 1 if the insurer objects on religious 

grounds. Such an insurer shall, before the issuance of a policy of health 

insurance and before the renewal of such a policy, provide to the prospective 

insured written notice of the coverage that the insurer refuses to provide 

pursuant to this subsection. 

 8.  An insurer may require an insured to pay a higher deductible, 

copayment or coinsurance for a drug for contraception if the insured refuses 

to accept a therapeutic equivalent of the drug. 

 9.  For each of the 18 methods of contraception listed in subsection 10 

that have been approved by the Food and Drug Administration, a policy of 

health insurance must include at least one drug or device for contraception 

within each method for which no deductible, copayment or coinsurance may 

be charged to the insured, but the insurer may charge a deductible, 

copayment or coinsurance for any other drug or device that provides the 

same method of contraception. 

 10.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 
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 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 

 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 11.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 12.  An insurer shall not use medical management techniques to require 

an insured to use a method of contraception other than the method 

prescribed or ordered by a provider of health care. 

 13.  An insurer must provide an accessible, transparent and expedited 

process which is not unduly burdensome by which an insured, or the 

authorized representative of the insured, may request an exception relating 

to any medical management technique used by the insurer to obtain any 

benefit required by this section without a higher deductible, copayment or 

coinsurance. 

 14.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a policy of health insurance offered by an 

insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers of health care under contract with 

the insurer. The term does not include an arrangement for the financing of 

premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and 

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 17.  1.  An insurer that offers or issues a policy of health insurance 

shall include in the policy coverage for [such preventive health care services 
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relating to women as the Director of the Department of Health and Human 

Services requires.] : 

 (a) Counseling and support for breastfeeding, including breastfeeding 

equipment, counseling and education during the antenatal, perinatal and 

postpartum period for not more than 1 year; 

 (b) Screening and counseling for interpersonal and domestic violence for 

women at least annually, with initial intervention services consisting of 

education, strategies to reduce harm, supportive services or a referral for 

any other appropriate services; 

 (c) Behavioral counseling concerning sexually transmitted diseases from 

a provider of health care for sexually active women who are at increased risk 

for such diseases; 

 (d) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (e) Screening for blood pressure abnormalities and diabetes, including 

gestational diabetes, after at least 24 weeks of gestation or as ordered by a 

provider of health care; 

 (f) Screening for cervical cancer at such intervals as are recommended by 

the American College of Obstetricians and Gynecologists or its successor 

organization; 

 (g) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration, which must include at least one such 

visit per year beginning at 14 years of age;  

 (h) A daily dose of 0.4 to 0.8 milligrams of folic acid for women who are 

capable of becoming pregnant; 

 (i) Aspirin for the prevention of preeclampsia for women who are 

determined to be at a high risk of that condition after 12 weeks of gestation; 

 (j) Medication to prevent breast cancer for women who are at a high risk 

of developing breast cancer and have a low risk of adverse side effects from 

the medication; and 

 (k) Prophylactic ocular tubal medication for the prevention of gonococcal 

ophthalmia in newborns. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer. 

 3.  Except as otherwise provided in subsection 5, an insurer that offers or 

issues a policy of health insurance shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the policy of health insurance pursuant to 

subsection 1; 

 (b) Refuse to issue a policy of health insurance or cancel a policy of 

health insurance solely because the person applying for or covered by the 

policy uses or may use a benefit provided in the policy of health insurance 

pursuant to subsection 1; 
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 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A policy of health insurance subject to the provisions of this 

chapter that is delivered, issued for delivery or renewed on or after 

January 1, 2018, has the legal effect of including the coverage required by 

subsection 1, and any provision of the policy or the renewal which is in 

conflict with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a policy of health insurance pursuant to subsection 1, 

including, without limitation: 

 (a) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (b) Screening and counseling for interpersonal and domestic violence; 

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (d) Contraceptive drugs, devices and services; 

 (e) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration;  

 (f) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (g) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 
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 (b) "Network plan" means a policy of health insurance offered by an 

insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers of health care under contract with 

the insurer. The term does not include an arrangement for the financing of 

premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 18.  1.  An insurer that offers or issues a policy of health insurance 

shall include in the policy coverage for [such preventive health care services 

relating to persons 18 years of age or older as the Director of the 

Department of Health and Human Services requires.] : 

 (a) Counseling relating to the dietary needs of adults who are at a high 

risk of chronic diseases; 

 (b) Statin preventive medication for persons between the ages of 40 and 

75 years who do not have a history of cardiovascular disease, but who have: 

  (1) One or more risk factors for cardiovascular disease; and 

  (2) A calculated risk of at least 10 percent of acquiring cardiovascular 

disease within the next 10 years; 

 (c) Aspirin for persons between the ages of 50 and 59 years who have a 

calculated risk of at least 10 percent of acquiring cardiovascular disease 

within the next 10 years and a life expectancy of at least 10 years; 

 (d) Vitamin D supplements for persons who are at least 65 years of age to 

prevent the person from falling if the person: 

  (1) Does not reside in a medical facility or a facility for the dependent; 

and 

  (2) Has an increased risk of falls; 

 (e) Tuberculosis screenings for latent tuberculosis infection in persons 

with increased risk of contracting tuberculosis; 

 (f) Screening for high blood pressure to confirm a diagnosis made outside 

a clinical setting before treatment is commenced; 

 (g) One abdominal aortic screening by ultrasound to detect abdominal 

aortic aneurisms for men between the ages of 65 and 75 years who have 

smoked during their lifetimes; 

 (h) Screening for hepatitis B infection for persons who are at a high risk 

of contracting hepatitis B; 

 (i) Screening for hepatitis C infection for persons who are at a high risk of 

contracting hepatitis C; 

 (j) One screening for hepatitis C infection for persons born between 1945 

and 1965; 

 (k) Screening for osteoporosis for women who: 

  (1) Are 65 years of age and older; or  

  (2) Have a risk of fracturing a bone equal to or greater than that of a 

woman who is 65 years of age without any additional risk factors; 

 (l) Screening for alcohol misuse for persons 18 years of age or older; 
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 (m) If a person engages in risky or hazardous consumption of alcohol, as 

determined by the screening described in paragraph (l), behavioral 

counseling to reduce such behavior; and 

 (n) Screening for lung cancer using low-dose computed tomography for 

persons between the ages of 55 and 80 years who: 

  (1) Have a smoking history of 30 pack-years; 

  (2) Smoke or have stopped smoking within the immediately preceding 

15 years; and 

  (3) Do not suffer from a health problem that substantially limits the life 

expectancy of the person or the willingness of the person to undergo curative 

surgery. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer. 

 3.  Except as otherwise provided in subsection 5, an insurer that offers or 

issues a policy of health insurance shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the policy of health insurance pursuant to 

subsection 1; 

 (b) Refuse to issue a policy of health insurance or cancel a policy of 

health insurance solely because the person applying for or covered by the 

policy uses or may use a benefit provided in the policy of health insurance 

pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A policy of health insurance subject to the provisions of this 

chapter that is delivered, issued for delivery or renewed on or after 

January 1, 2018, has the legal effect of including the coverage required by 

subsection 1, and any provision of the policy or the renewal which is in 

conflict with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a policy of health insurance pursuant to subsection 1, 

including, without limitation: 
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 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the United States Preventive Services Task 

Force or its successor organization; 

 (b) Counseling relating to the dietary needs of certain adults who are at 

high-risk of chronic diseases; 

 (c) Smoking cessation programs; 

 (d) Any supplements, drugs or devices recommended by the United States 

Preventive Services Task Force or its successor organization; and 

 (e) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Computed tomography" means the process of producing sectional 

and three-dimensional images using external ionizing radiation. 

 (b) "Facility for the dependent" has the meaning ascribed to it in 

NRS 449.0045. 

 (c) "Medical facility" has the meaning ascribed to it in NRS 449.0151. 

 (d) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (e) "Network plan" means a policy of health insurance offered by an 

insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers of health care under contract with 

the insurer. The term does not include an arrangement for the financing of 

premiums. 

 (f) "Pack-year" means the product of the number of packs of cigarettes 

smoked per day and the number of years that the person has smoked. 

 (g) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 19.  1.  An insurer that offers or issues a policy of health insurance 

shall include in the policy coverage for [such preventive health care services 

relating to persons less than 18 years of age as the Director of the 

Department of Health and Human Services requires.] : 

 (a) Screening for depression; 

 (b) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 
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the United States Department of Health and Human Services or its successor 

organization;  

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration for persons less than 18 years of age; and 

 (d) Assessments relating to height, weight, body mass index and medical 

history for persons less than 18 years of age. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer. 

 3.  Except as otherwise provided in subsection 5, an insurer that offers or 

issues a policy of health insurance shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the policy of health insurance pursuant to 

subsection 1; 

 (b) Refuse to issue a policy of health insurance or cancel a policy of 

health insurance solely because the person applying for or covered by the 

policy uses or may use a benefit provided in the policy of health insurance 

pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A policy of health insurance subject to the provisions of this 

chapter that is delivered, issued for delivery or renewed on or after 

January 1, 2018, has the legal effect of including the coverage required by 

subsection 1, and any provision of the policy or the renewal which is in 

conflict with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a policy of health insurance pursuant to subsection 1, 

including, without limitation: 

 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (b) Assessments relating to height, weight, body mass index and medical 

history; 
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 (c) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (d) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a policy of health insurance offered by an 

insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers of health care under contract with 

the insurer. The term does not include an arrangement for the financing of 

premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 20.  NRS 689A.0405 is hereby amended to read as follows: 

 689A.0405  1.  A policy of health insurance must provide coverage for 

benefits payable for expenses incurred for: 

 (a) [An annual cytologic screening test for women 18 years of age or 

older; 

 (b) A baseline mammogram for women between the ages of 35 and 40; 

and 

 (c) An annual] A mammogram every 2 years, or annually if ordered by a 

provider of health care, for women 40 years of age or older [.] ; 

 [(d)] (b) Counseling concerning genetic testing for breast cancer [;] for 

women who are at a high risk of developing breast cancer; and 

 [(e)] (c) Counseling concerning breast cancer chemoprevention [.] for 

women who are at risk of developing breast cancer. 

 2.  [A policy of health insurance must not require an insured to obtain 

prior authorization for any service provided pursuant to subsection 1.] An 

insurer must ensure that the benefits required by subsection 1 are made 

available to an insured through a provider of health care who participates in 

the network plan of the insurer. 

 3.  [An] Except as otherwise provided in subsection 5, an insurer that 

offers or issues a policy of health insurance shall not: 
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 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health benefit plan pursuant to subsection 1; 

 (b) Refuse to issue a policy of health insurance or cancel a policy of 

health insurance solely because the person applying for or covered by the 

policy uses or may use a benefit provided in the policy of health insurance 

pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 4.  A policy subject to the provisions of this chapter which is delivered, 

issued for delivery or renewed on or after [October 1, 1989,] January 1, 

2018, has the legal effect of including the coverage required by subsection 1, 

and any provision of the policy or the renewal which is in conflict with 

[subsection 1] this section is void. 

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a policy of health insurance offered by an 

insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers of health care under contract with 

the insurer. The term does not include an arrangement for the financing of 

premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 20.3.  NRS 689A.0415 is hereby amended to read as follows: 

 689A.0415  1.  [Except as otherwise provided in subsection 5, an] An 

insurer that offers or issues a policy of health insurance which provides 
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coverage for prescription drugs or devices shall include in the policy 

coverage for [: 

 (a) Any type of drug or device for contraception; and 

 (b) Any] any type of hormone replacement therapy [, 

] which is lawfully prescribed or ordered and which has been approved by 

the Food and Drug Administration. 

 2.  An insurer that offers or issues a policy of health insurance that 

provides coverage for prescription drugs shall not: 

 (a) Require an insured to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for a prescription for [a contraceptive or] hormone replacement 

therapy than is required for other prescription drugs covered by the policy; 

 (b) Refuse to issue a policy of health insurance or cancel a policy of health 

insurance solely because the person applying for or covered by the policy 

uses or may use in the future [any of the services listed in subsection 1;] 

hormone replacement therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an insured, including, 

without limitation, reducing the reimbursement of the provider of health care; 

or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an insured. 

 3.  [Except as otherwise provided in subsection 5, a] A policy subject to 

the provisions of this chapter that is delivered, issued for delivery or renewed 

on or after October 1, 1999, has the legal effect of including the coverage 

required by subsection 1, and any provision of the policy or the renewal 

which is in conflict with this section is void. 

 4.  The provisions of this section do not: 

 (a) Require an insurer to provide coverage for fertility drugs. 

 (b) Prohibit an insurer from requiring an insured to pay a deductible, 

copayment or coinsurance for the coverage required by [paragraphs (a) and 

(b) of] subsection 1 that is the same as the insured is required to pay for other 

prescription drugs covered by the policy. 

 5.  [An insurer which offers or issues a policy of health insurance and 

which is affiliated with a religious organization is not required to provide the 

coverage required by paragraph (a) of subsection 1 if the insurer objects on 

religious grounds. Such an insurer shall, before the issuance of a policy of 

health insurance and before the renewal of such a policy, provide to the 

prospective insured, written notice of the coverage that the insurer refuses to 

provide pursuant to this subsection. 
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 6.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 20.6.  NRS 689A.0417 is hereby amended to read as follows: 

 689A.0417  1.  [Except as otherwise provided in subsection 5, an] An 

insurer that offers or issues a policy of health insurance which provides 

coverage for outpatient care shall include in the policy coverage for any 

health care service related to [contraceptives or] hormone replacement 

therapy. 

 2.  An insurer that offers or issues a policy of health insurance that 

provides coverage for outpatient care shall not: 

 (a) Require an insured to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for outpatient care related to [contraceptives or] hormone 

replacement therapy than is required for other outpatient care covered by the 

policy; 

 (b) Refuse to issue a policy of health insurance or cancel a policy of health 

insurance solely because the person applying for or covered by the policy 

uses or may use in the future [any of the services listed in subsection 1;] 

hormone replacement therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an insured, including, 

without limitation, reducing the reimbursement of the provider of health care; 

or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an insured. 

 3.  [Except as otherwise provided in subsection 5, a] A policy subject to 

the provisions of this chapter that is delivered, issued for delivery or renewed 

on or after October 1, 1999, has the legal effect of including the coverage 

required by subsection 1, and any provision of the policy or the renewal 

which is in conflict with this section is void. 

 4.  The provisions of this section do not prohibit an insurer from requiring 

an insured to pay a deductible, copayment or coinsurance for the coverage 

required by subsection 1 that is the same as the insured is required to pay for 

other outpatient care covered by the policy. 

 5.  [An insurer which offers or issues such a policy of health insurance 

and which is affiliated with a religious organization is not required to provide 

the coverage for health care service related to contraceptives required by this 

section if the insurer objects on religious grounds. Such an insurer shall, 

before the issuance of a policy of health insurance and before the renewal of 
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such a policy, provide to the prospective insured written notice of the 

coverage that the insurer refuses to provide pursuant to this subsection. 

 6.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 21.  NRS 689A.0425 is hereby amended to read as follows: 

 689A.0425  1.  [An insurer that offers or issues a policy of health 

insurance shall include in the policy coverage for such health care services 

relating to maternal and newborn care as the Director of the Department of 

Health and Human Services requires.  

 2.]  Except as otherwise provided in this subsection, an individual health 

benefit plan issued pursuant to this chapter [that includes coverage for 

maternity care and pediatric care for newborn infants] may not restrict 

benefits for any length of stay in a hospital in connection with childbirth for a 

mother or newborn infant covered by the plan to: 

 (a) Less than 48 hours after a normal vaginal delivery; and 

 (b) Less than 96 hours after a cesarean section. 

 If a different length of stay is provided in the guidelines established by the 

American College of Obstetricians and Gynecologists, or its successor 

organization, and the American Academy of Pediatrics, or its successor 

organization, the individual health benefit plan may follow such guidelines in 

lieu of following the length of stay set forth above. The provisions of this 

subsection do not apply to any individual health benefit plan in any case in 

which the decision to discharge the mother or newborn infant before the 

expiration of the minimum length of stay set forth in this subsection is made 

by the attending physician of the mother or newborn infant. 

 2. [3.]  Nothing in this section requires a mother to: 

 (a) Deliver her baby in a hospital; or 

 (b) Stay in a hospital for a fixed period following the birth of her child. 

 3. [4.]  An individual health benefit plan [that offers coverage for 

maternity care and pediatric care of newborn infants] may not: 

 (a) Deny a mother or her newborn infant coverage or continued coverage 

under the terms of the plan or coverage if the sole purpose of the denial of 

coverage or continued coverage is to avoid the requirements of this section; 

 (b) Provide monetary payments or rebates to a mother to encourage her to 

accept less than the minimum protection available pursuant to this section; 

 (c) Penalize, or otherwise reduce or limit, the reimbursement of an 

attending provider of health care because the attending provider of health 

care provided care to a mother or newborn infant in accordance with the 

provisions of this section; 

 (d) Provide incentives of any kind to an attending physician to induce the 

attending physician to provide care to a mother or newborn infant in a 

manner that is inconsistent with the provisions of this section; or 

 (e) Except as otherwise provided in subsection 4, [5,] restrict benefits for 

any portion of a hospital stay required pursuant to the provisions of this 
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section in a manner that is less favorable than the benefits provided for any 

preceding portion of that stay. 

 4. [5.]  Nothing in this section: 

 (a) Prohibits an individual health benefit plan from imposing a deductible, 

coinsurance or other mechanism for sharing costs relating to benefits for 

hospital stays in connection with childbirth for a mother or newborn child 

covered by the plan, except that such coinsurance or other mechanism for 

sharing costs for any portion of a hospital stay required by this section may 

not be greater than the coinsurance or other mechanism for any preceding 

portion of that stay. 

 (b) Prohibits an arrangement for payment between an individual health 

benefit plan and a provider of health care that uses capitation or other 

financial incentives, if the arrangement is designed to provide services 

efficiently and consistently in the best interest of the mother and her newborn 

infant. 

 (c) Prevents an individual health benefit plan from negotiating with a 

provider of health care concerning the level and type of reimbursement to be 

provided in accordance with this section. 

 [6.] 5.  A policy of health insurance subject to the provisions of this 

chapter that is delivered, issued for delivery or renewed on or after 

January 1, 2018, has the legal effect of including the coverage required by 

subsection 1, and any provision of the policy or the renewal which is in 

conflict with this section is void. 

 [7.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the health care services which must be covered 

by a policy of health insurance pursuant to subsection 1. 

 8.] 6.  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 22.  NRS 689A.044 is hereby amended to read as follows: 

 689A.044  1.  A policy of health insurance must provide coverage for 

benefits payable for expenses incurred for [administering] : 

 (a) Deoxyribonucleic acid testing for high-risk strains of the human 

papillomavirus [;] every 3 years for women 30 years of age or older; and 

 (b) Administering the human papillomavirus vaccine as recommended for 

vaccination by a competent authority, including, without limitation, the 

Centers for Disease Control and Prevention of the United States Department 

of Health and Human Services, the Food and Drug Administration or the 

manufacturer of the vaccine. 

 2.  [A policy of health insurance must not require an insured to obtain 

prior authorization for any service provided pursuant to subsection 1.] An 

insurer must ensure that the benefits required by subsection 1 are made 

available to an insured through a provider of health care who participates in 

the network plan of the insurer. 

 3.  [An] Except as otherwise provided in subsection 5, an insurer that 

offers or issues a policy of health insurance shall not: 
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 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health benefit plan pursuant to subsection 1; 

 (b) Refuse to issue a policy of health insurance or cancel a policy of 

health insurance solely because the person applying for or covered by the 

policy uses or may use a benefit provided in the policy of health insurance 

pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 4.  A policy subject to the provisions of this chapter which is delivered, 

issued for delivery or renewed on or after [July 1, 2007,] January 1, 2018, 

has the legal effect of including the coverage required by subsection 1, and 

any provision of the policy or the renewal which is in conflict with 

[subsection 1] this section is void. 

 [4.  For the purposes of this section, "human] 

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section: 

 (a) "Human papillomavirus vaccine" means the Quadrivalent Human 

Papillomavirus Recombinant Vaccine or its successor which is approved by 

the Food and Drug Administration for the prevention of human 

papillomavirus infection and cervical cancer. 

 (b) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (c) "Network plan" means a policy of health insurance offered by an 

insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers of health care under contract with 

the insurer. The term does not include an arrangement for the financing of 

premiums. 
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 (d) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 23.  NRS 689A.330 is hereby amended to read as follows: 

 689A.330  If any policy is issued by a domestic insurer for delivery to a 

person residing in another state, and if the insurance commissioner or 

corresponding public officer of that other state has informed the 

Commissioner that the policy is not subject to approval or disapproval by 

that officer, the Commissioner may by ruling require that the policy meet the 

standards set forth in NRS 689A.030 to 689A.320, inclusive [.] , and 

sections 15 to 19, inclusive, of this act. 

 Sec. 24.  Chapter 689B of NRS is hereby amended by adding thereto the 

provisions set forth as sections 25 to 28, inclusive, of this act. 

 Sec. 25.  1.  An insurer that offers or issues a policy of group health 

insurance which provides coverage for dependent children shall continue to 

make such coverage available for an adult child of an insured until such 

child reaches 26 years of age. 

 2.  Nothing in this section shall be construed as requiring an insurer to 

make coverage available for a dependent of an adult child of an insured. 

 Sec. 25.5.  1.  Except as otherwise provided in subsection 7, an insurer 

that offers or issues a policy of group health insurance shall include in the 

policy coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 11; and 

  (4) Dispensed in accordance with section 11.3 of this act; 

 (b) Any type of device for contraception which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 11; 

 (c) Insertion of a device for contraception or removal of such a device if 

the device was inserted while the insured was covered by the same policy of 

group health insurance; 

 (d) Education and counseling relating to the initiation of the use of 

contraception and any necessary follow-up after initiating such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the insurer. 
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 4.  Except as otherwise provided in subsections 9, 10 and 12, an insurer 

that offers or issues a policy of group health insurance shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage to obtain any benefit included in the policy pursuant to 

subsection 1; 

 (b) Refuse to issue a policy of group health insurance or cancel a policy of 

group health insurance solely because the person applying for or covered by 

the policy uses or may use any such benefit; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care; 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 5.  Coverage pursuant to this section for the covered dependent of an 

insured must be the same as for the insured. 

 6.  Except as otherwise provided in subsection 7, a policy subject to the 

provisions of this chapter that is delivered, issued for delivery or renewed on 

or after January 1, 2018, has the legal effect of including the coverage 

required by subsection 1, and any provision of the policy or the renewal 

which is in conflict with this section is void. 

 7.  An insurer that offers or issues a policy of group health insurance and 

which is affiliated with a religious organization is not required to provide the 

coverage required by subsection 1 if the insurer objects on religious 

grounds. Such an insurer shall, before the issuance of a policy of group 

health insurance and before the renewal of such a policy, provide to the 

prospective insured written notice of the coverage that the insurer refuses to 

provide pursuant to this subsection. 

 8.  If an insurer refuses, pursuant to subsection 7, to provide the coverage 

required by subsection 1, an employer may otherwise provide for the 

coverage for the employees of the employer. 

 9.  An insurer may require an insured to pay a higher deductible, 

copayment or coinsurance for a drug for contraception if the insured refuses 

to accept a therapeutic equivalent of the drug. 

 10.  For each of the 18 methods of contraception listed in subsection 11 

that have been approved by the Food and Drug Administration, a policy of 

group health insurance must include at least one drug or device for 

contraception within each method for which no deductible, copayment or 

coinsurance may be charged to the insured, but the insurer may charge a 
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deductible, copayment or coinsurance for any other drug or device that 

provides the same method of contraception. 

 11.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 

 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 12.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 13.  An insurer shall not use medical management techniques to require 

an insured to use a different method of contraception other than the method 

prescribed or ordered by a provider of health care. 

 14.  An insurer must provide an accessible, transparent and expedited 

process which is not unduly burdensome by which an insured, or the 

authorized representative of the insured, may request an exception relating 

to any medical management technique used by the insurer to obtain any 

benefit required by this section without a higher deductible, copayment or 

coinsurance. 

 15.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a policy of group health insurance offered by 

an insurer under which the financing and delivery of medical care, including 
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items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers of health care under contract with 

the insurer. The term does not include an arrangement for the financing of 

premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and 

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 26.  1.  An insurer that offers or issues a policy of group health 

insurance shall include in the policy coverage for [such preventive health 

care services relating to women as the Director of the Department of Health 

and Human Services requires.] : 

 (a) Counseling and support for breastfeeding, including breastfeeding 

equipment, counseling and education during the antenatal, perinatal and 

postpartum period for not more than 1 year; 

 (b) Screening and counseling for interpersonal and domestic violence for 

women at least annually, with initial intervention services consisting of 

education, strategies to reduce harm, supportive services or a referral for 

any other appropriate services; 

 (c) Behavioral counseling concerning sexually transmitted diseases from 

a provider of health care for sexually active women who are at increased risk 

for such diseases; 

 (d) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (e) Screening for blood pressure abnormalities and diabetes, including 

gestational diabetes, after at least 24 weeks of gestation or as ordered by a 

provider of health care; 

 (f) Screening for cervical cancer at such intervals as are recommended by 

the American College of Obstetricians and Gynecologists or its successor 

organization; 

 (g) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration, which must include at least one such 

visit per year beginning at 14 years of age;  

 (h) A daily dose of 0.4 to 0.8 milligrams of folic acid for women who are 

capable of becoming pregnant; 

 (i) Aspirin for the prevention of preeclampsia for women who are 

determined to be at a high risk of that condition after 12 weeks of gestation; 

 (j) Medication to prevent breast cancer for women who are at a high risk 

of developing breast cancer and have a low risk of adverse side effects from 

the medication; and 



5324 JOURNAL OF THE SENATE 

 (k) Prophylactic ocular tubal medication for the prevention of gonococcal 

ophthalmia in newborns. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer. 

 3.  Except as otherwise provided in subsection 5, an insurer that offers or 

issues a policy of group health insurance shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the policy of group health insurance pursuant to 

subsection 1; 

 (b) Refuse to issue a policy of group health insurance or cancel a policy of 

group health insurance solely because the person applying for or covered by 

the policy uses or may use a benefit provided in the policy of group health 

insurance pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A policy of group health insurance subject to the provisions of 

this chapter that is delivered, issued for delivery or renewed on or after 

January 1, 2018, has the legal effect of including the coverage required by 

subsection 1, and any provision of the policy or the renewal which is in 

conflict with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a policy of group health insurance pursuant to subsection 1, 

including, without limitation: 

 (a) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (b) Screening and counseling for interpersonal and domestic violence; 

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (d) Contraceptive drugs, devices and services; 

 (e) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration;  

 (f) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 
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 (g) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a policy of group health insurance offered by 

an insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers of health care under contract with 

the insurer. The term does not include an arrangement for the financing of 

premiums. 

 (c) Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 27.  1.  An insurer that offers or issues a policy of group health 

insurance shall include in the policy coverage for [such preventive health 

care services relating to persons 18 years of age or older as the Director of 

the Department of Health and Human Services requires.] : 

 (a) Counseling relating to the dietary needs of adults who are at a high 

risk of chronic diseases; 

 (b) Statin preventive medication for persons between the ages of 40 and 

75 years who do not have a history of cardiovascular disease, but who have: 

  (1) One or more risk factors for cardiovascular disease; and 

  (2) A calculated risk of at least 10 percent of acquiring cardiovascular 

disease within the next 10 years; 

 (c) Aspirin for persons between the ages of 50 and 59 years who have a 

calculated risk of at least 10 percent of acquiring cardiovascular disease 

within the next 10 years and a life expectancy of at least 10 years; 

 (d) Vitamin D supplements for persons who are at least 65 years of age to 

prevent the person from falling if the person: 

  (1) Does not reside in a medical facility or a facility for the dependent; 

and 

  (2) Has an increased risk of falls; 

 (e) Tuberculosis screenings for latent tuberculosis infection in persons 

with increased risk of contracting tuberculosis; 
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 (f) Screening for high blood pressure to confirm a diagnosis made outside 

a clinical setting before treatment is commenced; 

 (g) One abdominal aortic screening by ultrasound to detect abdominal 

aortic aneurisms for men between the ages of 65 and 75 years who have 

smoked during their lifetimes; 

 (h) Screening for hepatitis B infection for persons who are at a high risk 

of contracting hepatitis B; 

 (i) Screening for hepatitis C infection for persons who are at a high risk of 

contracting hepatitis C; 

 (j) One screening for hepatitis C infection for persons born between 1945 

and 1965; 

 (k) Screening for osteoporosis for women who: 

  (1) Are 65 years of age and older; or  

  (2) Have a risk of fracturing a bone equal to or greater than that of a 

woman who is 65 years of age without any additional risk factors; 

 (l) Screening for alcohol misuse for persons 18 years of age or older; 

 (m) If a person engages in risky or hazardous consumption of alcohol, as 

determined by the screening described in paragraph (l), behavioral 

counseling to reduce such behavior; and 

 (n) Screening for lung cancer using low-dose computed tomography for 

persons between ages of 55 and 80 years who: 

  (1) Have a smoking history of 30 pack-years; 

  (2) Smoke or have stopped smoking within the immediately preceding 

15 years; and 

  (3) Do not suffer from a health problem that substantially limits the life 

expectancy of the person or the willingness of the person to undergo curative 

surgery. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer. 

 3.  Except as otherwise provided in subsection 5, an insurer that offers or 

issues a policy of group health insurance shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the policy of group health insurance pursuant to 

subsection 1; 

 (b) Refuse to issue a policy of group health insurance or cancel a policy of 

group health insurance solely because the person applying for or covered by 

the policy uses or may use a benefit provided in the policy of group health 

insurance pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  
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 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A policy of group health insurance subject to the provisions of 

this chapter that is delivered, issued for delivery or renewed on or after 

January 1, 2018, has the legal effect of including the coverage required by 

subsection 1, and any provision of the policy or the renewal which is in 

conflict with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a policy of group health insurance pursuant to subsection 1, 

including, without limitation: 

 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the United States Preventive Services Task 

Force or its successor organization; 

 (b) Counseling relating to the dietary needs of certain adults who are at 

high-risk of chronic diseases; 

 (c) Smoking cessation programs; 

 (d) Any supplements, drugs or devices recommended by the United States 

Preventive Services Task Force or its successor organization; and 

 (e) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Computed tomography" means the process of producing sectional 

and three-dimensional images using external ionizing radiation. 

 (b) "Facility for the dependent" has the meaning ascribed to it in 

NRS 449.0045. 

 (c) "Medical facility" has the meaning ascribed to it in NRS 449.0151. 

 (d) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (e) "Network plan" means a policy of health insurance offered by an 

insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 
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part, through a defined set of providers of health care under contract with 

the insurer. The term does not include an arrangement for the financing of 

premiums. 

 (f) "Pack-year" means the product of the number of packs of cigarettes 

smoked per day and the number of years that the person has smoked. 

 (g) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 28.  1.  An insurer that offers or issues a policy of group health 

insurance shall include in the policy coverage for [such preventive health 

care services relating to persons less than 18 years of age as the Director of 

the Department of Health and Human Services requires.] : 

 (a) Screening for depression; 

 (b) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization;  

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration for persons less than 18 years of age; and 

 (d) Assessments relating to height, weight, body mass index and medical 

history for persons less than 18 years of age. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer. 

 3.  Except as otherwise provided in subsection 5, an insurer that offers or 

issues a policy of group health insurance shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the policy of group health insurance pursuant to 

subsection 1; 

 (b) Refuse to issue a policy of group health insurance or cancel a policy of 

group health insurance solely because the person applying for or covered by 

the policy uses or may use a benefit provided in the policy of group health 

insurance pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 
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 [3.] 4.  A policy of group health insurance subject to the provisions of 

this chapter that is delivered, issued for delivery or renewed on or after 

January 1, 2018, has the legal effect of including the coverage required by 

subsection 1, and any provision of the policy or the renewal which is in 

conflict with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a policy of group health insurance pursuant to subsection 1, 

including, without limitation: 

 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (b) Assessments relating to height, weight, body mass index and medical 

history; 

 (c) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (d) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a policy of group health insurance offered by 

an insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers of health care under contract with 

the insurer. The term does not include an arrangement for the financing of 

premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 29.  NRS 689B.0313 is hereby amended to read as follows: 

 689B.0313  1.  A policy of group health insurance must provide 

coverage for benefits payable for expenses incurred for [administering] : 

 (a) Deoxyribonucleic acid testing for high-risk strains of the human 

papillomavirus [;] every 3 years for women 30 years of age or older; and 



5330 JOURNAL OF THE SENATE 

 (b) Administering the human papillomavirus vaccine as recommended for 

vaccination by a competent authority, including, without limitation, the 

Centers for Disease Control and Prevention of the United States Department 

of Health and Human Services, the Food and Drug Administration or the 

manufacturer of the vaccine. 

 2.  [A policy of group health insurance must not require an insured to 

obtain prior authorization for any service provided pursuant to subsection 1.] 

An insurer must ensure that the benefits required by subsection 1 are made 

available to an insured through a provider of health care who participates in 

the network plan of the insurer. 

 3.  [An] Except as otherwise provided in subsection 5, an insurer that 

offers or issues a policy of group health insurance shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the policy of group health insurance pursuant to 

subsection 1; 

 (b) Refuse to issue a policy of group health insurance or cancel a policy of 

group health insurance solely because the person applying for or covered by 

the policy uses or may use a benefit provided in the policy of group health 

insurance pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 4.  A policy of group health insurance subject to the provisions of this 

chapter which is delivered, issued for delivery or renewed on or after [July 1, 

2007,] January 1, 2018, has the legal effect of including the coverage 

required by subsection 1, and any provision of the policy or the renewal 

which is in conflict with [subsection 1] this section is void. 

 [4.  For the purposes of this section, "human]  

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section: 

 (a) "Human papillomavirus vaccine" means the Quadrivalent Human 

Papillomavirus Recombinant Vaccine or its successor which is approved by 
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the Food and Drug Administration for the prevention of human 

papillomavirus infection and cervical cancer. 

 (b) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (c) "Network plan" means a policy of group health insurance offered by 

an insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers of health care under contract with 

the insurer. The term does not include an arrangement for the financing of 

premiums. 

 (d) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 30.  NRS 689B.0374 is hereby amended to read as follows: 

 689B.0374  1.  A policy of group health insurance must provide 

coverage for benefits payable for expenses incurred for: 

 (a) [An annual cytologic screening test for women 18 years of age or 

older; 

 (b) A baseline mammogram for women between the ages of 35 and 40; 

and 

 (c) An annual] A mammogram every 2 years, or annually if ordered by a 

provider of health care, for women 40 years of age or older [.] ; 

 [(d)] (b) Counseling concerning genetic testing for breast cancer [;] for 

women who are at a high risk of developing breast cancer; and 

 [(e)] (c) Counseling concerning breast cancer chemoprevention [.] for 

women who are at risk of developing breast cancer. 

 2.  [A policy of group health insurance must not require an insured to 

obtain prior authorization for any service provided pursuant to subsection 1.] 

An insurer must ensure that the benefits required by subsection 1 are made 

available to an insured through a provider of health care who participates in 

the network plan of the insurer. 

 3.  [An] Except as otherwise provided in subsection 5, an insurer that 

offers or issues a policy of group health insurance shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the policy of group health insurance pursuant to 

subsection 1; 

 (b) Refuse to issue a policy of group health insurance or cancel a policy of 

group health insurance solely because the person applying for or covered by 

the policy uses or may use a benefit provided in the policy of group health 

insurance pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 
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 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 4.  A policy of group health insurance subject to the provisions of this 

chapter which is delivered, issued for delivery or renewed on or after 

[October 1, 1989,] January 1, 2018, has the legal effect of including the 

coverage required by subsection 1, and any provision of the policy or the 

renewal which is in conflict with [subsection 1] this section is void. 

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a policy of group health insurance offered by 

an insurer under which the financing and delivery of medical care, including 

items and services paid for as medical care, are provided, in whole or in 

part, through a defined set of providers of health care under contract with 

the insurer. The term does not include an arrangement for the financing of 

premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 30.3.  NRS 689B.0376 is hereby amended to read as follows: 

 689B.0376  1.  [Except as otherwise provided in subsection 5, an] An 

insurer that offers or issues a policy of group health insurance which provides 

coverage for prescription drugs or devices shall include in the policy 

coverage for [: 

 (a) Any type of drug or device for contraception; and 

 (b) Any] any type of hormone replacement therapy [, 

] which is lawfully prescribed or ordered and which has been approved by 

the Food and Drug Administration. 

 2.  An insurer that offers or issues a policy of group health insurance that 

provides coverage for prescription drugs shall not: 

 (a) Require an insured to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 
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coverage for a prescription for [a contraceptive or] hormone replacement 

therapy than is required for other prescription drugs covered by the policy; 

 (b) Refuse to issue a policy of group health insurance or cancel a policy of 

group health insurance solely because the person applying for or covered by 

the policy uses or may use in the future [any of the services listed in 

subsection 1;] hormone replacement therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an insured, including, 

without limitation, reducing the reimbursement of the provider of health care; 

or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an insured. 

 3.  [Except as otherwise provided in subsection 5, a] A policy subject to 

the provisions of this chapter that is delivered, issued for delivery or renewed 

on or after October 1, 1999, has the legal effect of including the coverage 

required by subsection 1, and any provision of the policy or the renewal 

which is in conflict with this section is void. 

 4.  The provisions of this section do not: 

 (a) Require an insurer to provide coverage for fertility drugs. 

 (b) Prohibit an insurer from requiring an insured to pay a deductible, 

copayment or coinsurance for the coverage required by [paragraphs (a) and 

(b) of] subsection 1 that is the same as the insured is required to pay for other 

prescription drugs covered by the policy. 

 5.  [An insurer which offers or issues a policy of group health insurance 

and which is affiliated with a religious organization is not required to provide 

the coverage required by paragraph (a) of subsection 1 if the insurer objects 

on religious grounds. Such an insurer shall, before the issuance of a policy of 

group health insurance and before the renewal of such a policy, provide to 

the group policyholder or prospective insured, as applicable, written notice of 

the coverage that the insurer refuses to provide pursuant to this subsection. 

The insurer shall provide notice to each insured, at the time the insured 

receives his or her certificate of coverage or evidence of coverage, that the 

insurer refused to provide coverage pursuant to this subsection. 

 6.  If an insurer refuses, pursuant to subsection 5, to provide the coverage 

required by paragraph (a) of subsection 1, an employer may otherwise 

provide for the coverage for the employees of the employer. 

 7.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 30.6.  NRS 689B.0377 is hereby amended to read as follows: 
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 689B.0377  1.  [Except as otherwise provided in subsection 5, an] An 

insurer that offers or issues a policy of group health insurance which provides 

coverage for outpatient care shall include in the policy coverage for any 

health care service related to [contraceptives or] hormone replacement 

therapy. 

 2.  An insurer that offers or issues a policy of group health insurance that 

provides coverage for outpatient care shall not: 

 (a) Require an insured to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for outpatient care related to [contraceptives or] hormone 

replacement therapy than is required for other outpatient care covered by the 

policy; 

 (b) Refuse to issue a policy of group health insurance or cancel a policy of 

group health insurance solely because the person applying for or covered by 

the policy uses or may use in the future [any of the services listed in 

subsection 1;] hormone replacement therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an insured, including, 

without limitation, reducing the reimbursement of the provider of health care; 

or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an insured. 

 3.  [Except as otherwise provided in subsection 5, a] A policy subject to 

the provisions of this chapter that is delivered, issued for delivery or renewed 

on or after October 1, 1999, has the legal effect of including the coverage 

required by subsection 1, and any provision of the policy or the renewal 

which is in conflict with this section is void. 

 4.  The provisions of this section do not prohibit an insurer from requiring 

an insured to pay a deductible, copayment or coinsurance for the coverage 

required by subsection 1 that is the same as the insured is required to pay for 

other outpatient care covered by the policy. 

 5.  [An insurer which offers or issues a policy of group health insurance 

and which is affiliated with a religious organization is not required to provide 

the coverage for health care service related to contraceptives required by this 

section if the insurer objects on religious grounds. Such an insurer shall, 

before the issuance of a policy of group health insurance and before the 

renewal of such a policy, provide to the group policyholder or prospective 

insured, as applicable, written notice of the coverage that the insurer refuses 

to provide pursuant to this subsection. The insurer shall provide notice to 

each insured, at the time the insured receives his or her certificate of 
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coverage or evidence of coverage, that the insurer refused to provide 

coverage pursuant to this subsection. 

 6.  If an insurer refuses, pursuant to subsection 5, to provide the coverage 

required by paragraph (a) of subsection 1, an employer may otherwise 

provide for the coverage for the employees of the employer. 

 7.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 31.  NRS 689B.500 is hereby amended to read as follows: 

 689B.500  [A carrier that issues a group health plan or coverage under 

blanket accident and health insurance or group health insurance shall not 

deny, exclude or limit a benefit for a preexisting condition.] 

 1.  An insurer shall offer or issue a policy of group health insurance to 

any person regardless of the health status of the person [, the spouse of the 

person] or any dependent of the person. Such health status includes, without 

limitation: 

 (a) Any preexisting medical condition of the person, including, without 

limitation, any physical or mental illness; 

 (b) The claims history of the person, including, without limitation, any 

prior health care services received by the person; 

 (c) Genetic information relating to the person; and 

 (d) Any increased risk for illness, injury or any other medical condition of 

the person, including, without limitation, any medical condition caused by an 

act of domestic violence.  

 2.  An insurer that offers or issues a policy of group health insurance 

shall not: 

 (a) Deny, limit or exclude a benefit based on the health status of an 

insured; or 

 (b) Require an insured, as a condition of enrollment or renewal, to pay a 

premium, deductible, copay or coinsurance based on his or her health status 

which is greater than the premium, deductible, copay or coinsurance 

charged to a similarly situated insured or the covered [spouse or] dependent 

of such an insured who does not have such a health status. 

 3.  An insurer that offers or issues a policy of group health insurance 

shall not adjust a premium, deductible, copay or coinsurance for any insured 

on the basis of genetic information relating to the insured or the covered 

[spouse or] dependent of the insured. 

 Sec. 32.  NRS 689B.520 is hereby amended to read as follows: 

 689B.520  1.  [An insurer that offers or issues a policy of group health 

insurance shall include in the policy coverage for such health care services 

relating to maternal and newborn care as the Director of the Department of 

Health and Human Services requires. 

 2.]  Except as otherwise provided in this subsection, a group health plan 

or coverage offered under group health insurance issued pursuant to this 

chapter [that includes coverage for maternity care and pediatric care for 

newborn infants] may not restrict benefits for any length of stay in a hospital 
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in connection with childbirth for a mother or newborn infant covered by the 

plan or coverage to: 

 (a) Less than 48 hours after a normal vaginal delivery; and 

 (b) Less than 96 hours after a cesarean section. 

 If a different length of stay is provided in the guidelines established by the 

American College of Obstetricians and Gynecologists, or its successor 

organization, and the American Academy of Pediatrics, or its successor 

organization, the group health plan or health insurance coverage may follow 

such guidelines in lieu of following the length of stay set forth above. The 

provisions of this subsection do not apply to any group health plan or health 

insurance coverage in any case in which the decision to discharge the mother 

or newborn infant before the expiration of the minimum length of stay set 

forth in this subsection is made by the attending physician of the mother or 

newborn infant. 

 2. [3.]  Nothing in this section requires a mother to: 

 (a) Deliver her baby in a hospital; or 

 (b) Stay in a hospital for a fixed period following the birth of her child. 

 3. [4.]  A group health plan or coverage under group health insurance 

[that offers coverage for maternity care and pediatric care of newborn 

infants] may not: 

 (a) Deny a mother or her newborn infant coverage or continued coverage 

under the terms of the plan or coverage if the sole purpose of the denial of 

coverage or continued coverage is to avoid the requirements of this section; 

 (b) Provide monetary payments or rebates to a mother to encourage her to 

accept less than the minimum protection available pursuant to this section; 

 (c) Penalize, or otherwise reduce or limit, the reimbursement of an 

attending provider of health care because the attending provider of health 

care provided care to a mother or newborn infant in accordance with the 

provisions of this section; 

 (d) Provide incentives of any kind to an attending physician to induce the 

attending physician to provide care to a mother or newborn infant in a 

manner that is inconsistent with the provisions of this section; or 

 (e) Except as otherwise provided in subsection 4, [5,] restrict benefits for 

any portion of a hospital stay required pursuant to the provisions of this 

section in a manner that is less favorable than the benefits provided for any 

preceding portion of that stay. 

 4. [5.]  Nothing in this section: 

 (a) Prohibits a group health plan or carrier from imposing a deductible, 

coinsurance or other mechanism for sharing costs relating to benefits for 

hospital stays in connection with childbirth for a mother or newborn child 

covered by the plan, except that such coinsurance or other mechanism for 

sharing costs for any portion of a hospital stay required by this section may 

not be greater than the coinsurance or other mechanism for any preceding 

portion of that stay. 
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 (b) Prohibits an arrangement for payment between a group health plan or 

carrier and a provider of health care that uses capitation or other financial 

incentives, if the arrangement is designed to provide services efficiently and 

consistently in the best interest of the mother and her newborn infant. 

 (c) Prevents a group health plan or carrier from negotiating with a 

provider of health care concerning the level and type of reimbursement to be 

provided in accordance with this section. 

 [6.] 5.  A policy of group health insurance subject to the provisions of 

this chapter that is delivered, issued for delivery or renewed on or after 

January 1, 2018, has the legal effect of including the coverage required by 

subsection 1, and any provision of the policy or the renewal which is in 

conflict with this section is void. 

 [7.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the health care services which must be covered 

by a policy of group health insurance pursuant to subsection 1. 

 8.] 6.  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 33.  Chapter 689C of NRS is hereby amended by adding thereto the 

provisions set forth as sections 34 to 39, inclusive, of this act. 

 Sec. 34.  1.  A carrier that offers or issues a health benefit plan which 

provides coverage for dependent children shall continue to make such 

coverage available for an adult child of an insured until such child reaches 

26 years of age.  

 2.  Nothing in this section shall be construed as requiring a carrier to 

make coverage available for a dependent of an adult child of an insured. 

 Sec. 34.5.  1.  Except as otherwise provided in subsection 7, a carrier 

that offers or issues a health benefit plan shall include in the plan coverage 

for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 10; and 

  (4) Dispensed in accordance with section 11.3 of this act; 

 (b) Any type of device for contraception which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 10; 

 (c) Insertion of a device for contraception or removal of such a device if 

the device was inserted while the insured was covered by the same health 

benefit plan; 

 (d) Education and counseling relating to the initiation of the use of 

contraception and any necessary follow-up after initiating such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 
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 2.  A carrier must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the carrier. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the carrier. 

 4.  Except as otherwise provided in subsections 8, 9 and 11, a carrier that 

offers or issues a health benefit plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage to obtain any benefit included in the plan pursuant to subsection 1; 

 (b) Refuse to issue a health benefit plan or cancel a health benefit plan 

solely because the person applying for or covered by the plan uses or may 

use any such benefit; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care; 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 5.  Coverage pursuant to this section for the covered dependent of an 

insured must be the same as for the insured. 

 6.  Except as otherwise provided in subsection 7, a health benefit plan 

subject to the provisions of this chapter that is delivered, issued for delivery 

or renewed on or after January 1, 2018, has the legal effect of including the 

coverage required by subsection 1, and any provision of the plan or the 

renewal which is in conflict with this section is void. 

 7.  A carrier that offers or issues a health benefit plan and which is 

affiliated with a religious organization is not required to provide the 

coverage required by subsection 1 if the carrier objects on religious grounds. 

Such a carrier shall, before the issuance of a health benefit plan and before 

the renewal of such a plan, provide to the prospective insured written notice 

of the coverage that the carrier refuses to provide pursuant to this 

subsection. 

 8.  A carrier may require an insured to pay a higher deductible, 

copayment or coinsurance for a drug for contraception if the insured refuses 

to accept a therapeutic equivalent of the drug. 

 9.  For each of the 18 methods of contraception listed in subsection 10 

that have been approved by the Food and Drug Administration, a health 

benefit plan must include at least one drug or device for contraception within 
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each method for which no deductible, copayment or coinsurance may be 

charged to the insured, but the carrier may charge a deductible, copayment 

or coinsurance for any other drug or device that provides the same method of 

contraception. 

 10.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 

 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 11.  Except as otherwise provided in this section and federal law, a 

carrier may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 12.  A carrier shall not use medical management techniques to require an 

insured to use a different method of contraception other than the method 

prescribed or ordered by a provider of health care. 

 13.  A carrier must provide an accessible, transparent and expedited 

process which is not unduly burdensome by which an insured, or the 

authorized representative of the insured, may request an exception relating 

to any medical management technique used by the carrier to obtain any 

benefit required by this section without a higher deductible, copayment or 

coinsurance. 

 14.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 
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 (b) "Network plan" means a health benefit plan offered by a carrier under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers of health care under contract with the carrier. The 

term does not include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and 

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 35.  1.  A carrier that offers or issues a health benefit plan shall 

include in the plan coverage for [such preventive health care services 

relating to women as the Director of the Department of Health and Human 

Services requires.] : 

 (a) Counseling and support for breastfeeding, including breastfeeding 

equipment, counseling and education during the antenatal, perinatal and 

postpartum period for not more than 1 year; 

 (b) Screening and counseling for interpersonal and domestic violence for 

women at least annually, with initial intervention services consisting of 

education, strategies to reduce harm, supportive services or a referral for 

any other appropriate services; 

 (c) Behavioral counseling concerning sexually transmitted diseases from 

a provider of health care for sexually active women who are at increased risk 

for such diseases; 

 (d) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (e) Screening for blood pressure abnormalities and diabetes, including 

gestational diabetes, after at least 24 weeks of gestation or as ordered by a 

provider of health care; 

 (f) Screening for cervical cancer at such intervals as are recommended by 

the American College of Obstetricians and Gynecologists or its successor 

organization; 

 (g) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration, which must include at least one such 

visit per year beginning at 14 years of age;  

 (h) A daily dose of 0.4 to 0.8 milligrams of folic acid for women who are 

capable of becoming pregnant; 

 (i) Aspirin for the prevention of preeclampsia for women who are 

determined to be at a high risk of that condition after 12 weeks of gestation; 
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 (j) Medication to prevent breast cancer for women who are at a high risk 

of developing breast cancer and have a low risk of adverse side effects from 

the medication; and 

 (k) Prophylactic ocular tubal medication for the prevention of gonococcal 

ophthalmia in newborns. 

 2.  A carrier must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the carrier. 

 3.  Except as otherwise provided in subsection 5, a carrier that offers or 

issues a health benefit plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health benefit plan pursuant to subsection 1; 

 (b) Refuse to issue a health benefit plan or cancel a health benefit plan 

solely because the person applying for or covered by the plan uses or may 

use a benefit provided in the health benefit plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A health benefit plan subject to the provisions of this chapter that 

is delivered, issued for delivery or renewed on or after January 1, 2018, has 

the legal effect of including the coverage required by subsection 1, and any 

provision of the plan or the renewal which is in conflict with this section is 

void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a health benefit plan pursuant to subsection 1, including, 

without limitation: 

 (a) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (b) Screening and counseling for interpersonal and domestic violence; 

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (d) Contraceptive drugs, devices and services; 

 (e) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration;  
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 (f) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (g) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, a carrier 

may use medical management techniques, including, without limitation, any 

available clinical evidence, to determine the frequency of or treatment 

relating to any benefit required by this section or the type of provider of 

health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health benefit plan offered by a carrier under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers of health care under contract with the carrier. The 

term does not include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 36.  1.  A carrier that offers or issues a health benefit plan shall 

include in the plan coverage for [such preventive health care services 

relating to persons 18 years of age or older as the Director of the 

Department of Health and Human Services requires.] : 

 (a) Counseling relating to the dietary needs of adults who are at a high 

risk of chronic diseases; 

 (b) Statin preventive medication for persons between the ages of 40 and 

75 years who do not have a history of cardiovascular disease, but who have: 

  (1) One or more risk factors for cardiovascular disease; and 

  (2) A calculated risk of at least 10 percent of acquiring cardiovascular 

disease within the next 10 years; 

 (c) Aspirin for persons between the ages of 50 and 59 years who have a 

calculated risk of at least 10 percent of acquiring cardiovascular disease 

within the next 10 years and a life expectancy of at least 10 years; 

 (d) Vitamin D supplements for persons who are at least 65 years of age to 

prevent the person from falling if the person: 

  (1) Does not reside in a medical facility or a facility for the dependent; 

and 

  (2) Has an increased risk of falls; 

 (e) Tuberculosis screenings for latent tuberculosis infection in persons 

with increased risk of contracting tuberculosis; 
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 (f) Screening for high blood pressure to confirm a diagnosis made outside 

a clinical setting before treatment is commenced; 

 (g) One abdominal aortic screening by ultrasound to detect abdominal 

aortic aneurisms for men between ages of 65 and 75 years who have smoked 

during their lifetimes; 

 (h) Screening for hepatitis B infection for persons who are at a high risk 

of contracting hepatitis B; 

 (i) Screening for hepatitis C infection for persons who are at a high risk of 

contracting hepatitis C; 

 (j) One screening for hepatitis C infection for persons born between 1945 

and 1965; 

 (k) Screening for osteoporosis for women who: 

  (1) Are 65 years of age and older; or  

  (2) Have a risk of fracturing a bone equal to or greater than that of a 

woman who is 65 years of age without any additional risk factors; 

 (l) Screening for alcohol misuse for persons 18 years of age or older; 

 (m) If a person engages in risky or hazardous consumption of alcohol, as 

determined by the screening described in paragraph (l), behavioral 

counseling to reduce such behavior; and 

 (n) Screening for lung cancer using low-dose computed tomography for 

persons between the ages of 55 and 80 years who: 

  (1) Have a smoking history of 30 pack-years; 

  (2) Smoke or have stopped smoking within the immediately preceding 

15 years; and 

  (3) Do not suffer from a health problem that substantially limits the life 

expectancy of the person or the willingness of the person to undergo curative 

surgery. 

 2.  A carrier must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the carrier. 

 3.  Except as otherwise provided in subsection 5, a carrier that offers or 

issues a health benefit plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health benefit plan pursuant to subsection 1; 

 (b) Refuse to issue a health benefit plan or cancel a health benefit plan 

solely because the person applying for or covered by the plan uses or may 

use a benefit provided in the health benefit plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  
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 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A health benefit plan subject to the provisions of this chapter that 

is delivered, issued for delivery or renewed on or after January 1, 2018, has 

the legal effect of including the coverage required by subsection 1, and any 

provision of the plan or the renewal which is in conflict with this section is 

void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a health benefit plan pursuant to subsection 1, including, 

without limitation: 

 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the United States Preventive Services Task 

Force or its successor organization; 

 (b) Counseling relating to the dietary needs of certain adults who are at 

high-risk of chronic diseases; 

 (c) Smoking cessation programs; 

 (d) Any supplements, drugs or devices recommended by the United States 

Preventive Services Task Force or its successor organization; and 

 (e) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, a carrier 

may use medical management techniques, including, without limitation, any 

available clinical evidence, to determine the frequency of or treatment 

relating to any benefit required by this section or the type of provider of 

health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Computed tomography" means the process of producing sectional 

and three-dimensional images using external ionizing radiation. 

 (b) "Facility for the dependent" has the meaning ascribed to it in 

NRS 449.0045. 

 (c) "Medical facility" has the meaning ascribed to it in NRS 449.0151. 

 (d) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (e) "Network plan" means a health benefit plan offered by a carrier under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 
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a defined set of providers of health care under contract with the carrier. The 

term does not include an arrangement for the financing of premiums. 

 (f) "Pack-year" means the product of the number of packs of cigarettes 

smoked per day and the number of years that the person has smoked. 

 (g) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 37.  1.  A carrier that offers or issues a health benefit plan shall 

include in the plan coverage for [such preventive health care services 

relating to persons less than 18 years of age as the Director of the 

Department of Health and Human Services requires.] : 

 (a) Screening for depression; 

 (b) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization;  

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration for persons less than 18 years of age; and 

 (d) Assessments relating to height, weight, body mass index and medical 

history for persons less than 18 years of age. 

 2.  A carrier must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the carrier. 

 3.  Except as otherwise provided in subsection 5, a carrier that offers or 

issues a health benefit plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health benefit plan pursuant to subsection 1; 

 (b) Refuse to issue a health benefit plan or cancel a health benefit plan 

solely because the person applying for or covered by the plan uses or may 

use a benefit provided in the health benefit plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A health benefit plan subject to the provisions of this chapter that 

is delivered, issued for delivery or renewed on or after January 1, 2018, has 

the legal effect of including the coverage required by subsection 1, and any 
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provision of the plan or the renewal which is in conflict with this section is 

void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a health benefit plan pursuant to subsection 1, including, 

without limitation: 

 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (b) Assessments relating to height, weight, body mass index and medical 

history; 

 (c) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (d) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, a carrier 

may use medical management techniques, including, without limitation, any 

available clinical evidence, to determine the frequency of or treatment 

relating to any benefit required by this section or the type of provider of 

health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health benefit plan offered by a carrier under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers of health care under contract with the carrier. The 

term does not include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 38.  1.  A health benefit plan must provide coverage for benefits 

payable for expenses incurred for:  

 (a) Deoxyribonucleic acid testing for high-risk strains of the human 

papillomavirus [;] every 3 years for women 30 years of age or older; and 

 (b) Administering the human papillomavirus vaccine as recommended for 

vaccination by a competent authority, including, without limitation, the 

Centers for Disease Control and Prevention of the United States Department 

of Health and Human Services, the Food and Drug Administration or the 

manufacturer of the vaccine. 
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 2.  A [health benefit plan must not require an insured to obtain prior 

authorization for any service provided pursuant to subsection 1.] carrier 

must ensure that the benefits required by subsection 1 are made available to 

an insured through a provider of health care who participates in the network 

plan of the carrier. 

 3.  [A] Except as otherwise provided in subsection 5, a carrier that offers 

or issues a health benefit plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health benefit plan pursuant to subsection 1; 

 (b) Refuse to issue a health benefit plan or cancel a health benefit plan 

solely because the person applying for or covered by the plan uses or may 

use a benefit provided in the health benefit plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 4.  A health benefit plan subject to the provisions of this chapter which is 

delivered, issued for delivery or renewed on or after January 1, 2018, has the 

legal effect of including the coverage required by subsection 1, and any 

provision of the plan or the renewal which is in conflict with [subsection 1] 

this section is void. 

 5.  Except as otherwise provided in this section and federal law, a carrier 

may use medical management techniques, including, without limitation, any 

available clinical evidence, to determine the frequency of or treatment 

relating to any benefit required by this section or the type of provider of 

health care to use for such treatment. 

 6.  As used in this section: 

 (a) "Human papillomavirus vaccine" means the Quadrivalent Human 

Papillomavirus Recombinant Vaccine or its successor which is approved by 

the Food and Drug Administration for the prevention of human 

papillomavirus infection and cervical cancer. 

 (b) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (c) "Network plan" means a health benefit plan offered by a carrier under 

which the financing and delivery of medical care, including items and 
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services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers of health care under contract with the carrier. The 

term does not include an arrangement for the financing of premiums. 

 (d) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 39.  1.  A health benefit plan must provide coverage for benefits 

payable for expenses incurred for:  

 (a) [An annual cytologic screening test for women 18 years of age or 

older; 

 (b) A baseline mammogram for women between the ages of 35 and 

40 years;  

 (c) An annual] A mammogram every 2 years, or annually if ordered by a 

provider of health care, for women 40 years of age or older; 

 [(d)] (b) Counseling concerning genetic testing for breast cancer [;] for 

women who are at a high risk of developing breast cancer; and 

 [(e)] (c) Counseling concerning breast cancer chemoprevention [.] for 

women who are at risk of developing breast cancer. 

 2.  A [health benefit plan must not require an insured to obtain prior 

authorization for any service provided pursuant to subsection 1.] carrier 

must ensure that the benefits required by subsection 1 are made available to 

an insured through a provider of health care who participates in the network 

plan of the carrier. 

 3.  [A] Except as otherwise provided in subsection 5, a carrier that offers 

or issues a health benefit plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health benefit plan pursuant to subsection 1; 

 (b) Refuse to issue a health benefit plan or cancel a health benefit plan 

solely because the person applying for or covered by the plan uses or may 

use a benefit provided in the health benefit plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 4.  A health benefit plan subject to the provisions of this chapter which is 

delivered, issued for delivery or renewed on or after January 1, 2018, has the 

legal effect of including the coverage required by subsection 1, and any 

provision of the plan or the renewal which is in conflict with [subsection 1] 

this section is void. 
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 5.  Except as otherwise provided in this section and federal law, a carrier 

may use medical management techniques, including, without limitation, any 

available clinical evidence, to determine the frequency of or treatment 

relating to any benefit required by this section or the type of provider of 

health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health benefit plan offered by a carrier under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers of health care under contract with the carrier. The 

term does not include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 40.  NRS 689C.159 is hereby amended to read as follows: 

 689C.159  The provisions of NRS 689C.156 [and 689C.190] do not apply 

to health benefit plans offered by a carrier if the carrier makes the health 

benefit plan available in the small employer market only through a bona fide 

association. 

 Sec. 41.  NRS 689C.190 is hereby amended to read as follows: 

 689C.190  [A carrier serving small employers that issues a health benefit 

plan shall not deny, exclude or limit a benefit for a preexisting condition.] 

 1.  A carrier shall offer or issue a health benefit plan to any person 

regardless of the health status of the person [, the spouse of the person] or 

any dependent of the person. Such health status includes, without limitation: 

 (a) Any preexisting medical condition of the person, including, without 

limitation, any physical or mental illness; 

 (b) The claims history of the person, including, without limitation, any 

prior health care services received by the person; 

 (c) Genetic information relating to the person; and 

 (d) Any increased risk for illness, injury or any other medical condition of 

the person, including, without limitation, any medical condition caused by an 

act of domestic violence.  

 2.  A carrier that offers or issues a health benefit plan shall not: 

 (a) Deny, limit or exclude a benefit based on the health status of an 

insured; or 

 (b) Require an insured, as a condition of enrollment or renewal, to pay a 

premium, deductible, copay or coinsurance based on his or her health status 

which is greater than the premium, deductible, copay or coinsurance 

charged to a similarly situated insured or the covered [spouse or] dependent 

of such an insured who does not have such a health status. 
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 3.  A carrier that offers or issues a health benefit plan shall not adjust a 

premium, deductible, copay or coinsurance for any insured on the basis of 

genetic information relating to the insured or the covered [spouse or] 

dependent of the insured. 

 Sec. 42.  NRS 689C.193 is hereby amended to read as follows: 

 689C.193  1.  A carrier shall not place any restriction on a small 

employer or an eligible employee or a dependent of the eligible employee as 

a condition of being a participant in or a beneficiary of a health benefit plan 

that is inconsistent with NRS 689C.015 to 689C.355, inclusive [.] , and 

sections 34 to 39, inclusive, of this act. 

 2.  A carrier that offers health insurance coverage to small employers 

pursuant to this chapter shall not establish rules of eligibility, including, but 

not limited to, rules which define applicable waiting periods, for the initial or 

continued enrollment under a health benefit plan offered by the carrier that 

are based on the following factors relating to the eligible employee or a 

dependent of the eligible employee: 

 (a) Health status. 

 (b) Medical condition, including physical and mental illnesses, or both. 

 (c) Claims experience. 

 (d) Receipt of health care. 

 (e) Medical history. 

 (f) Genetic information. 

 (g) Evidence of insurability, including conditions which arise out of acts 

of domestic violence. 

 (h) Disability. 

 3.  Except as otherwise provided in NRS 689C.190, the provisions of 

subsection 1 do not require a carrier to provide particular benefits other than 

those that would otherwise be provided under the terms of the health benefit 

plan or coverage. 

 4.  As a condition of enrollment or continued enrollment under a health 

benefit plan, a carrier shall not require any person to pay a premium or 

contribution that is greater than the premium or contribution for a similarly 

situated person covered by similar coverage on the basis of any factor 

described in subsection 2 in relation to the person or a dependent of the 

person. 

 5.  Nothing in this section: 

 (a) Restricts the amount that a small employer may be charged for 

coverage by a carrier; 

 (b) Prevents a carrier from establishing premium discounts or rebates or 

from modifying otherwise applicable copayments or deductibles in return for 

adherence by the insured person to programs of health promotion and disease 

prevention; or 

 (c) Precludes a carrier from establishing rules relating to employer 

contribution or group participation when offering health insurance coverage 

to small employers in this State. 
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 6.  As used in this section: 

 (a) "Contribution" means the minimum employer contribution toward the 

premium for enrollment of participants and beneficiaries in a health benefit 

plan. 

 (b) "Group participation" means the minimum number of participants or 

beneficiaries that must be enrolled in a health benefit plan in relation to a 

specified percentage or number of eligible persons or employees of the 

employer. 

 Sec. 43.  NRS 689C.194 is hereby amended to read as follows: 

 689C.194  1.  [A carrier that offers or issues a health benefit plan shall 

include in the plan coverage for such health care services relating to 

maternal and newborn care as the Director of the Department of Health and 

Human Services requires. 

 2.]  Except as otherwise provided in this subsection, a health benefit plan 

issued pursuant to this chapter [that includes coverage for maternity care and 

pediatric care for newborn infants] may not restrict benefits for any length of 

stay in a hospital in connection with childbirth for a mother or newborn 

infant covered by the plan to: 

 (a) Less than 48 hours after a normal vaginal delivery; and 

 (b) Less than 96 hours after a cesarean section. 

 If a different length of stay is provided in the guidelines established by the 

American College of Obstetricians and Gynecologists, or its successor 

organization, and the American Academy of Pediatrics, or its successor 

organization, the health benefit plan may follow such guidelines in lieu of 

following the length of stay set forth above. The provisions of this subsection 

do not apply to any health benefit plan in any case in which the decision to 

discharge the mother or newborn infant before the expiration of the minimum 

length of stay set forth in this subsection is made by the attending physician 

of the mother or newborn infant. 

 2. [3.]  Nothing in this section requires a mother to: 

 (a) Deliver her baby in a hospital; or 

 (b) Stay in a hospital for a fixed period following the birth of her child. 

 3. [4.]  A health benefit plan [that offers coverage for maternity care and 

pediatric care of newborn infants] may not: 

 (a) Deny a mother or her newborn infant coverage or continued coverage 

under the terms of the plan if the sole purpose of the denial of coverage or 

continued coverage is to avoid the requirements of this section; 

 (b) Provide monetary payments or rebates to a mother to encourage her to 

accept less than the minimum protection available pursuant to this section; 

 (c) Penalize, or otherwise reduce or limit, the reimbursement of an 

attending provider of health care because the attending provider of health 

care provided care to a mother or newborn infant in accordance with the 

provisions of this section; 
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 (d) Provide incentives of any kind to an attending physician to induce the 

attending physician to provide care to a mother or newborn infant in a 

manner that is inconsistent with the provisions of this section; or 

 (e) Except as otherwise provided in subsection 4, [5,] restrict benefits for 

any portion of a hospital stay required pursuant to the provisions of this 

section in a manner that is less favorable than the benefits provided for any 

preceding portion of that stay. 

 4. [5.]  Nothing in this section: 

 (a) Prohibits a health benefit plan or carrier from imposing a deductible, 

coinsurance or other mechanism for sharing costs relating to benefits for 

hospital stays in connection with childbirth for a mother or newborn child 

covered by the plan, except that such coinsurance or other mechanism for 

sharing costs for any portion of a hospital stay required by this section may 

not be greater than the coinsurance or other mechanism for any preceding 

portion of that stay. 

 (b) Prohibits an arrangement for payment between a health benefit plan or 

carrier and a provider of health care that uses capitation or other financial 

incentives, if the arrangement is designed to provide services efficiently and 

consistently in the best interest of the mother and her newborn infant. 

 (c) Prevents a health benefit plan or carrier from negotiating with a 

provider of health care concerning the level and type of reimbursement to be 

provided in accordance with this section. 

 [6.] 5.  A health benefit plan subject to the provisions of this chapter that 

is delivered, issued for delivery or renewed on or after January 1, 2018, has 

the legal effect of including the coverage required by subsection 1, and any 

provision of the plan or the renewal which is in conflict with this section is 

void. 

 [7.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the health care services which must be covered 

by a health benefit plan pursuant to subsection 1. 

 8.] 6.  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 44.  NRS 689C.270 is hereby amended to read as follows: 

 689C.270  1.  The Commissioner shall adopt regulations which require a 

carrier to file with the Commissioner, for approval by the Commissioner, a 

disclosure offered by the carrier to a small employer. The disclosure must 

include: 

 (a) Any significant exception, reduction or limitation that applies to the 

policy; 

 (b) Any restrictions on payments for emergency care, including, without 

limitation, related definitions of an emergency and medical necessity; 

 (c) The provision of the health benefit plan concerning the carrier's right 

to change premium rates and the characteristics, other than claim experience, 

that affect changes in premium rates; 

 (d) The provisions relating to renewability of policies and contracts; and 
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 (e) [The provisions relating to any preexisting condition; and 

 (f)] Any other information that the Commissioner finds necessary to 

provide for full and fair disclosure of the provisions of a policy or contract of 

insurance issued pursuant to this chapter. 

 2.  The disclosure must be written in language which is easily understood 

and must include a statement that the disclosure is a summary of the policy 

only, and that the policy itself should be read to determine the governing 

contractual provisions. 

 3.  The Commissioner shall not approve any proposed disclosure 

submitted to the Commissioner pursuant to this section which does not 

comply with the requirements of this section and the applicable regulations. 

 4.  The carrier shall make available to a small employer or a producer 

acting on behalf of a small employer, upon request, a copy of the disclosure 

approved by the Commissioner pursuant to this section for policies of health 

insurance for which that employer may be eligible. 

 Sec. 45.  NRS 689C.425 is hereby amended to read as follows: 

 689C.425  A voluntary purchasing group and any contract issued to such 

a group pursuant to NRS 689C.360 to 689C.600, inclusive, are subject to the 

provisions of NRS 689C.015 to 689C.355, inclusive, and sections 34 to 39, 

inclusive, of this act, to the extent applicable and not in conflict with the 

express provisions of NRS 687B.408 and 689C.360 to 689C.600, inclusive.  

 Sec. 46.  NRS 689C.440 is hereby amended to read as follows: 

 689C.440  1.  The Commissioner shall adopt regulations which require a 

carrier to file with the Commissioner, for approval by the Commissioner, a 

disclosure offered by the carrier to a voluntary purchasing group. The 

disclosure must include: 

 (a) Any significant exception, prior authorization, reduction or limitation 

that applies to a contract; 

 (b) Any restrictions on payments for emergency care, including, without 

limitation, related definitions of an emergency and medical necessity; 

 (c) Any provision of a contract concerning the carrier's right to change 

premium rates and the characteristics, other than claim experience, that affect 

changes in premium rates; 

 (d) The provisions relating to renewability of contracts; and 

 (e) [The provisions relating to any preexisting condition; and 

 (f)] Any other information that the Commissioner finds necessary to 

provide for full and fair disclosure of the provisions of a contract. 

 2.  The disclosure must be written in a language which is easily 

understood and must include a statement that the disclosure is a summary of 

the contract only, and that the contract itself should be read to determine the 

governing contractual provisions. 

 3.  The Commissioner shall not approve any proposed disclosure 

submitted to the Commissioner pursuant to this section which does not 

comply with the requirements of this section and the applicable regulations. 
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 Sec. 47.  Chapter 695A of NRS is hereby amended by adding thereto the 

provisions set forth as sections 48 to 55, inclusive, of this act. 

 Sec. 48.  1.  A society shall offer or issue a benefit contract to any 

person regardless of the health status of the person [, the spouse of the 

person] or any dependent of the person. Such health status includes, without 

limitation: 

 (a) Any preexisting medical condition of the person, including, without 

limitation, any physical or mental illness; 

 (b) The claims history of the person, including, without limitation, any 

prior health care services received by the person; 

 (c) Genetic information relating to the person; and 

 (d) Any increased risk for illness, injury or any other medical condition of 

the person, including, without limitation, any medical condition caused by an 

act of domestic violence.  

 2.  A society that offers or issues a benefit contract shall not: 

 (a) Deny, limit or exclude a benefit based on the health status of an 

insured; or 

 (b) Require an insured, as a condition of enrollment or renewal, to pay a 

premium, deductible, copay or coinsurance based on his or her health status 

which is greater than the premium, deductible, copay or coinsurance 

charged to a similarly situated insured or the covered [spouse or] dependent 

of such an insured who does not have such a health status. 

 3.  A society that offers or issues a benefit contract shall not adjust a 

premium, deductible, copay or coinsurance for any insured on the basis of 

genetic information relating to the insured or the covered [spouse or] 

dependent of the insured. 

 Sec. 49.  1.  A society that offers or issues a benefit contract which 

provides coverage for dependent children shall continue to make such 

coverage available for an adult child of an insured until such child reaches 

26 years of age.  

 2.  Nothing in this section shall be construed as requiring a society to 

make coverage available for a dependent of an adult child of an insured. 

 Sec. 49.5.  1.  Except as otherwise provided in subsection 7, a society 

that offers or issues a benefit contract shall include in the plan coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 10; and 

  (4) Dispensed in accordance with section 11.3 of this act; 

 (b) Any type of device for contraception which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 10; 
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 (c) Insertion of a device for contraception or removal of such a device if 

the device was inserted while the insured was covered by the same benefit 

contract; 

 (d) Education and counseling relating to the initiation of the use of 

contraception and any necessary follow-up after initiating such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  A society must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the society. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the society. 

 4.  Except as otherwise provided in subsections 8, 9 and 11, a society that 

offers or issues a benefit contract shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage to obtain any benefit included in the plan pursuant to subsection 1; 

 (b) Refuse to issue a benefit contract or cancel a benefit contract solely 

because the person applying for or covered by the plan uses or may use any 

such benefit; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care; 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 5.  Coverage pursuant to this section for the covered dependent of an 

insured must be the same as for the insured. 

 6.  Except as otherwise provided in subsection 7, a benefit contract 

subject to the provisions of this chapter that is delivered, issued for delivery 

or renewed on or after January 1, 2018, has the legal effect of including the 

coverage required by subsection 1, and any provision of the plan or the 

renewal which is in conflict with this section is void. 

 7.  A society that offers or issues a benefit contract and which is affiliated 

with a religious organization is not required to provide the coverage 

required by subsection 1 if the society objects on religious grounds. Such a 

society shall, before the issuance of a benefit contract and before the renewal 

of such a plan, provide to the prospective insured written notice of the 

coverage that the society refuses to provide pursuant to this subsection. 
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 8.  A society may require an insured to pay a higher deductible, 

copayment or coinsurance for a drug for contraception if the insured refuses 

to accept a therapeutic equivalent of the drug. 

 9.  For each of the 18 methods of contraception listed in subsection 10 

that have been approved by the Food and Drug Administration, a benefit 

contract must include at least one drug or device for contraception within 

each method for which no deductible, copayment or coinsurance may be 

charged to the insured, but the society may charge a deductible, copayment 

or coinsurance for any other drug or device that provides the same method of 

contraception. 

 10.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 

 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 11.  Except as otherwise provided in this section and federal law, a 

society may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 12.  A society shall not use medical management techniques to require an 

insured to use a different method of contraception other than the method 

prescribed or ordered by a provider of health care. 

 13.  A society must provide an accessible, transparent and expedited 

process which is not unduly burdensome by which an insured, or the 

authorized representative of the insured, may request an exception relating 

to any medical management technique used by the society to obtain any 

benefit required by this section without a higher deductible, copayment or 

coinsurance. 
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 14.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a benefit contract offered by a society under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers of health care under contract with the society. The 

term does not include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and 

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 50.  1.  A society that offers or issues a benefit contract shall 

include in the contract coverage for [such preventive health care services 

relating to women as the Director of the Department of Health and Human 

Services requires.] : 

 (a) Counseling and support for breastfeeding, including breastfeeding 

equipment, counseling and education during the antenatal, perinatal and 

postpartum period for not more than 1 year; 

 (b) Screening and counseling for interpersonal and domestic violence for 

women at least annually, with initial intervention services consisting of 

education, strategies to reduce harm, supportive services or a referral for 

any other appropriate services; 

 (c) Behavioral counseling concerning sexually transmitted diseases from 

a provider of health care for sexually active women who are at increased risk 

for such diseases; 

 (d) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (e) Screening for blood pressure abnormalities and diabetes, including 

gestational diabetes, after at least 24 weeks of gestation or as ordered by a 

provider of health care; 

 (f) Screening for cervical cancer at such intervals as are recommended by 

the American College of Obstetricians and Gynecologists or its successor 

organization; 

 (g) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration, which must include at least one such 

visit per year beginning at 14 years of age;  
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 (h) A daily dose of 0.4 to 0.8 milligrams of folic acid for women who are 

capable of becoming pregnant; 

 (i) Aspirin for the prevention of preeclampsia for women who are 

determined to be at a high risk of that condition after 12 weeks of gestation; 

 (j) Medication to prevent breast cancer for women who are at a high risk 

of developing breast cancer and have a low risk of adverse side effects from 

the medication; and 

 (k) Prophylactic ocular tubal medication for the prevention of gonococcal 

ophthalmia in newborns. 

 2.  A society must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the society. 

 3.  Except as otherwise provided in subsection 5, a society that offers or 

issues a benefit contract shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the benefit contract pursuant to subsection 1; 

 (b) Refuse to issue a benefit contract or cancel a benefit contract solely 

because the person applying for or covered by the contract uses or may use a 

benefit provided in the benefit contract pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A benefit contract subject to the provisions of this chapter that is 

delivered, issued for delivery or renewed on or after January 1, 2018, has the 

legal effect of including the coverage required by subsection 1, and any 

provision of the contract or the renewal which is in conflict with this section 

is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a benefit contract pursuant to subsection 1, including, without 

limitation: 

 (a) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (b) Screening and counseling for interpersonal and domestic violence; 

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 
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 (d) Contraceptive drugs, devices and services; 

 (e) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration;  

 (f) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (g) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, a society 

may use medical management techniques, including, without limitation, any 

available clinical evidence, to determine the frequency of or treatment 

relating to any benefit required by this section or the type of provider of 

health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a benefit contract offered by a society under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers of health care under contract with the society. The 

term does not include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 51.  1.  A society that offers or issues a benefit contract shall 

include in the contract coverage for [such preventive health care services 

relating to persons 18 years of age or older as the Director of the 

Department of Health and Human Services requires.] : 

 (a) Counseling relating to the dietary needs of adults who are at a high 

risk of chronic diseases; 

 (b) Statin preventive medication for persons between the ages of 40 and 

75 years who do not have a history of cardiovascular disease, but who have: 

  (1) One or more risk factors for cardiovascular disease; and 

  (2) A calculated risk of at least 10 percent of acquiring cardiovascular 

disease within the next 10 years; 

 (c) Aspirin for persons between the ages of 50 and 59 years who have a 

calculated risk of at least 10 percent of acquiring cardiovascular disease 

within the next 10 years and a life expectancy of at least 10 years; 

 (d) Vitamin D supplements for persons who are at least 65 years of age to 

prevent the person from falling if the person: 

  (1) Does not reside in a medical facility or a facility for the dependent; 

and 
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  (2) Has an increased risk of falls; 

 (e) Tuberculosis screenings for latent tuberculosis infection in persons 

with increased risk of contracting tuberculosis; 

 (f) Screening for high blood pressure to confirm a diagnosis made outside 

a clinical setting before treatment is commenced; 

 (g) One abdominal aortic screening by ultrasound to detect abdominal 

aortic aneurisms for men between the ages of 65 and 75 years who have 

smoked during their lifetimes; 

 (h) Screening for hepatitis B infection for persons who are at a high risk 

of contracting hepatitis B; 

 (i) Screening for hepatitis C infection for persons who are at a high risk of 

contracting hepatitis C; 

 (j) One screening for hepatitis C infection for persons born between 1945 

and 1965; 

 (k) Screening for osteoporosis for women who: 

  (1) Are 65 years of age and older; or  

  (2) Have a risk of fracturing a bone equal to or greater than that of a 

woman who is 65 years of age without any additional risk factors; 

 (l) Screening for alcohol misuse for persons 18 years of age or older; 

 (m) If a person engages in risky or hazardous consumption of alcohol, as 

determined by the screening described in paragraph (l), behavioral 

counseling to reduce such behavior; and 

 (n) Screening for lung cancer using low-dose computed tomography for 

persons between the ages of 55 and 80 years who: 

  (1) Have a smoking history of 30 pack-years; 

  (2) Smoke or have stopped smoking within the immediately preceding 

15 years; and 

  (3) Do not suffer from a health problem that substantially limits the life 

expectancy of the person or the willingness of the person to undergo curative 

surgery. 

 2.  A society must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the society. 

 3.  Except as otherwise provided in subsection 5, a society that offers or 

issues a benefit contract shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the benefit contract pursuant to subsection 1; 

 (b) Refuse to issue a benefit contract or cancel a benefit contract solely 

because the person applying for or covered by the contract uses or may use a 

benefit provided in the benefit contract pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 
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 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A benefit contract subject to the provisions of this chapter that is 

delivered, issued for delivery or renewed on or after January 1, 2018, has the 

legal effect of including the coverage required by subsection 1, and any 

provision of the contract or the renewal which is in conflict with this section 

is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a benefit contract pursuant to subsection 1, including, without 

limitation: 

 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the United States Preventive Services Task 

Force or its successor organization; 

 (b) Counseling relating to the dietary needs of certain adults who are at 

high-risk of chronic diseases; 

 (c) Smoking cessation programs; 

 (d) Any supplements, drugs or devices recommended by the United States 

Preventive Services Task Force or its successor organization; and 

 (e) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, a society 

may use medical management techniques, including, without limitation, any 

available clinical evidence, to determine the frequency of or treatment 

relating to any benefit required by this section or the type of provider of 

health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Computed tomography" means the process of producing sectional 

and three-dimensional images using external ionizing radiation. 

 (b) "Facility for the dependent" has the meaning ascribed to it in 

NRS 449.0045. 

 (c) "Medical facility" has the meaning ascribed to it in NRS 449.0151. 

 (d) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 
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 (e) "Network plan" means a benefit contract offered by a society under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers of health care under contract with the society. The 

term does not include an arrangement for the financing of premiums. 

 (f) "Pack-year" means the product of the number of packs of cigarettes 

smoked per day and the number of years that the person has smoked. 

 (g) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 52.  1.  A society that offers or issues a benefit contract shall 

include in the contract coverage for [such preventive health care services 

relating to persons less than 18 years of age as the Director of the 

Department of Health and Human Services requires.] : 

 (a) Screening for depression; 

 (b) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization;  

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration for persons less than 18 years of age; and 

 (d) Assessments relating to height, weight, body mass index and medical 

history for persons less than 18 years of age. 

 2.  A society must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the society. 

 3.  Except as otherwise provided in subsection 5, a society that offers or 

issues a benefit contract shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the benefit contract pursuant to subsection 1; 

 (b) Refuse to issue a benefit contract or cancel a benefit contract solely 

because the person applying for or covered by the contract uses or may use a 

benefit provided in the benefit contract pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 
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 [3.] 4.  A benefit contract subject to the provisions of this chapter that is 

delivered, issued for delivery or renewed on or after January 1, 2018, has the 

legal effect of including the coverage required by subsection 1, and any 

provision of the contract or the renewal which is in conflict with this section 

is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a benefit contract pursuant to subsection 1, including, without 

limitation: 

 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (b) Assessments relating to height, weight, body mass index and medical 

history; 

 (c) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (d) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, a society 

may use medical management techniques, including, without limitation, any 

available clinical evidence, to determine the frequency of or treatment 

relating to any benefit required by this section or the type of provider of 

health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a benefit contract offered by a society under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers of health care under contract with the society. The 

term does not include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 53.  1.  [A society that offers or issues a benefit contract shall 

include in the contract coverage for such health care services relating to 

maternal and newborn care as the Director of the Department of Health and 

Human Services requires. 

 2.]  Except as otherwise provided in this subsection, a benefit contract 

issued pursuant to this chapter may not restrict benefits for any length of stay 



5364 JOURNAL OF THE SENATE 

in a hospital in connection with childbirth for a mother or newborn infant 

covered by the contract to: 

 (a) Less than 48 hours after a normal vaginal delivery; and 

 (b) Less than 96 hours after a cesarean section. 

 If a different length of stay is provided in the guidelines established by the 

American College of Obstetricians and Gynecologists, or its successor 

organization, and the American Academy of Pediatrics, or its successor 

organization, the benefit contract may follow such guidelines in lieu of 

following the length of stay set forth above. The provisions of this subsection 

do not apply to any benefit contract in any case in which the decision to 

discharge the mother or newborn infant before the expiration of the minimum 

length of stay set forth in this subsection is made by the attending physician 

of the mother or newborn infant. 

 [3.] 2.  Nothing in this section requires a mother to: 

 (a) Deliver her baby in a hospital; or 

 (b) Stay in a hospital for a fixed period following the birth of her child. 

 [4.] 3.  A benefit contract may not: 

 (a) Deny a mother or her newborn infant coverage or continued coverage 

under the terms of the contract or coverage if the sole purpose of the denial 

of coverage or continued coverage is to avoid the requirements of this 

section; 

 (b) Provide monetary payments or rebates to a mother to encourage her 

to accept less than the minimum protection available pursuant to this 

section; 

 (c) Penalize, or otherwise reduce or limit, the reimbursement of an 

attending provider of health care because the attending provider of health 

care provided care to a mother or newborn infant in accordance with the 

provisions of this section; 

 (d) Provide incentives of any kind to an attending physician to induce the 

attending physician to provide care to a mother or newborn infant in a 

manner that is inconsistent with the provisions of this section; or 

 (e) Except as otherwise provided in subsection [5,] 4, restrict benefits for 

any portion of a hospital stay required pursuant to the provisions of this 

section in a manner that is less favorable than the benefits provided for any 

preceding portion of that stay. 

 [5.] 4.  Nothing in this section: 

 (a) Prohibits a benefit contract from imposing a deductible, coinsurance 

or other mechanism for sharing costs relating to benefits for hospital stays in 

connection with childbirth for a mother or newborn child covered by the 

contract, except that such coinsurance or other mechanism for sharing costs 

for any portion of a hospital stay required by this section may not be greater 

than the coinsurance or other mechanism for any preceding portion of that 

stay. 

 (b) Prohibits an arrangement for payment between a benefit contract or 

society and a provider of health care that uses capitation or other financial 
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incentives, if the arrangement is designed to provide services efficiently and 

consistently in the best interest of the mother and her newborn infant. 

 (c) Prevents a benefit contract or society from negotiating with a provider 

of health care concerning the level and type of reimbursement to be provided 

in accordance with this section. 

 [6.] 5.  A benefit contract subject to the provisions of this chapter that is 

delivered, issued for delivery or renewed on or after January 1, 2018, has the 

legal effect of including the coverage required by subsection 1, and any 

provision of the contract or the renewal which is in conflict with this section 

is void. 

 [7.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the health care services which must be covered 

by a benefit contract pursuant to subsection 1. 

 8.] 6.  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 54.  1.  A benefit contract must provide coverage for benefits 

payable for expenses incurred for:  

 (a) Deoxyribonucleic acid testing for high-risk strains of the human 

papillomavirus [;] every 3 years for women 30 years of age or older; and 

 (b) Administering the human papillomavirus vaccine as recommended for 

vaccination by a competent authority, including, without limitation, the 

Centers for Disease Control and Prevention of the United States Department 

of Health and Human Services, the Food and Drug Administration or the 

manufacturer of the vaccine. 

 2.  A [benefit contract must not require an insured to obtain prior 

authorization for any service provided pursuant to subsection 1.] society 

must ensure that the benefits required by subsection 1 are made available to 

an insured through a provider of health care who participates in the network 

plan of the society. 

 3.  [A] Except as otherwise provided in subsection 5, a society that offers 

or issues a benefit contract shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the benefit contract pursuant to subsection 1; 

 (b) Refuse to issue a benefit contract or cancel a benefit contract solely 

because the person applying for or covered by the contract uses or may use a 

benefit provided in the benefit contract pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 
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 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 4.  A benefit contract subject to the provisions of this chapter which is 

delivered, issued for delivery or renewed on or after January 1, 2018, has the 

legal effect of including the coverage required by subsection 1, and any 

provision of the contract or the renewal which is in conflict with 

[subsection 1] this section is void. 

 5.  Except as otherwise provided in this section and federal law, a society 

may use medical management techniques, including, without limitation, any 

available clinical evidence, to determine the frequency of or treatment 

relating to any benefit required by this section or the type of provider of 

health care to use for such treatment. 

 6.  As used in this section: 

 (a) "Human papillomavirus vaccine" means the Quadrivalent Human 

Papillomavirus Recombinant Vaccine or its successor which is approved by 

the Food and Drug Administration for the prevention of human 

papillomavirus infection and cervical cancer. 

 (b) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (c) "Network plan" means a benefit contract offered by a society under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers of health care under contract with the society. The 

term does not include an arrangement for the financing of premiums. 

 (d) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 55.  1.  A benefit contract must provide coverage for benefits 

payable for expenses incurred for:  

 (a) [An annual cytologic screening test for women 18 years of age or 

older; 

 (b) A baseline mammogram for women between the ages of 35 and 

40 years;  

 (c) An annual] A mammogram every 2 years, or annually if ordered by a 

provider of health care, for women 40 years of age or older; 

 [(d)] (b) Counseling concerning genetic testing for breast cancer [;] for 

women who are at a high risk of developing breast cancer; and 

 [(e)] (c) Counseling concerning breast cancer chemoprevention [.] for 

women who are at risk of developing breast cancer. 

 2.  A [benefit contract must not require an insured to obtain prior 

authorization for any service provided pursuant to subsection 1.] society 

must ensure that the benefits required by subsection 1 are made available to 
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an insured through a provider of health care who participates in the network 

plan of the society. 

 3.  [A] Except as otherwise provided in subsection 5, a society that offers 

or issues a benefit contract shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the benefit contract pursuant to subsection 1; 

 (b) Refuse to issue a benefit contract or cancel a benefit contract solely 

because the person applying for or covered by the contract uses or may use a 

benefit provided in the benefit contract pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 4.  A benefit contract subject to the provisions of this chapter which is 

delivered, issued for delivery or renewed on or after January 1, 2018, has the 

legal effect of including the coverage required by subsection 1, and any 

provision of the contract or the renewal which is in conflict with 

[subsection 1] this section is void. 

 5.  Except as otherwise provided in this section and federal law, a society 

may use medical management techniques, including, without limitation, any 

available clinical evidence, to determine the frequency of or treatment 

relating to any benefit required by this section or the type of provider of 

health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a benefit contract offered by a society under 

which the financing and delivery of medical care, including items and 

services paid for as medical care, are provided, in whole or in part, through 

a defined set of providers of health care under contract with the society. The 

term does not include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 
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 Sec. 56.  Chapter 695B of NRS is hereby amended by adding thereto the 

provisions set forth as sections 57 to 62, inclusive, of this act. 

 Sec. 57.  1.  An insurer shall offer or issue a contract for hospital or 

medical service to any person regardless of the health status of the person [, 

the spouse of the person] or any dependent of the person. Such health status 

includes, without limitation: 

 (a) Any preexisting medical condition of the person, including, without 

limitation, any physical or mental illness; 

 (b) The claims history of the person, including, without limitation, any 

prior health care services received by the person; 

 (c) Genetic information relating to the person; and 

 (d) Any increased risk for illness, injury or any other medical condition of 

the person, including, without limitation, any medical condition caused by an 

act of domestic violence.  

 2.  An insurer that offers or issues a contract for hospital or medical 

service shall not: 

 (a) Deny, limit or exclude a benefit based on the health status of an 

insured; or 

 (b) Require an insured, as a condition of enrollment or renewal, to pay a 

premium, deductible, copay or coinsurance based on his or her health status 

which is greater than the premium, deductible, copay or coinsurance 

charged to a similarly situated insured or the covered [spouse or] dependent 

of such an insured who does not have such a health status. 

 3.  An insurer that offers or issues a contract for hospital or medical 

service shall not adjust a premium, deductible, copay or coinsurance for any 

insured on the basis of genetic information relating to the insured or the 

covered [spouse or] dependent of the insured. 

 Sec. 58.  1.  An insurer that offers or issues a contract for hospital or 

medical service which provides coverage for dependent children shall 

continue to make such coverage available for an adult child of an insured 

until such child reaches 26 years of age.  

 2.  Nothing in this section shall be construed as requiring a hospital or 

medical service corporation to make coverage available for a dependent of 

an adult child of an insured. 

 Sec. 58.5.  1.  Except as otherwise provided in subsection 7, an insurer 

that offers or issues a contract for hospital or medical service shall include 

in the contract coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 11; and 

  (4) Dispensed in accordance with section 11.3 of this act; 

 (b) Any type of device for contraception which is: 

  (1) Lawfully prescribed or ordered; 
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  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 11; 

 (c) Insertion of a device for contraception or removal of such a device if 

the device was inserted while the insured was covered by the same contract 

for hospital or medical service; 

 (d) Education and counseling relating to the initiation of the use of 

contraception and any necessary follow-up after initiating such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the insurer. 

 4.  Except as otherwise provided in subsections 9, 10 and 12, an insurer 

that offers or issues a contract for hospital or medical service shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage to obtain any benefit included in the contract pursuant to 

subsection 1; 

 (b) Refuse to issue a contract for hospital or medical service or cancel a 

contract for hospital or medical service solely because the person applying 

for or covered by the contract uses or may use any such benefit; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care; 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 5.  Coverage pursuant to this section for the covered dependent of an 

insured must be the same as for the insured. 

 6.  Except as otherwise provided in subsection 7, a contract for hospital 

or medical service subject to the provisions of this chapter that is delivered, 

issued for delivery or renewed on or after January 1, 2018, has the legal 

effect of including the coverage required by subsection 1, and any provision 

of the contract or the renewal which is in conflict with this section is void. 

 7.  An insurer that offers or issues a contract for hospital or medical 

service and which is affiliated with a religious organization is not required to 

provide the coverage required by subsection 1 if the insurer objects on 



5370 JOURNAL OF THE SENATE 

religious grounds. Such an insurer shall, before the issuance of a contract 

for hospital or medical service and before the renewal of such a contract, 

provide to the prospective insured written notice of the coverage that the 

insurer refuses to provide pursuant to this subsection. 

 8.  If an insurer refuses, pursuant to subsection 7, to provide the coverage 

required by subsection 1, an employer may otherwise provide for the 

coverage for the employees of the employer. 

 9.  An insurer may require an insured to pay a higher deductible, 

copayment or coinsurance for a drug for contraception if the insured refuses 

to accept a therapeutic equivalent of the drug. 

 10.  For each of the 18 methods of contraception listed in subsection 11 

that have been approved by the Food and Drug Administration, a contract 

for hospital or medical service must include at least one drug or device for 

contraception within each method for which no deductible, copayment or 

coinsurance may be charged to the insured, but the insurer may charge a 

deductible, copayment or coinsurance for any other drug or device that 

provides the same method of contraception. 

 11.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 

 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 12.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 
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 13.  An insurer shall not use medical management techniques to require 

an insured to use a different method of contraception other than the method 

prescribed or ordered by a provider of health care. 

 14.  An insurer must provide an accessible, transparent and expedited 

process which is not unduly burdensome by which an insured, or the 

authorized representative of the insured, may request an exception relating 

to any medical management technique used by the insurer to obtain any 

benefit required by this section without a higher deductible, copayment or 

coinsurance. 

 15.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a contract for hospital or medical service 

offered by an insurer under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers of health care under contract 

with the insurer. The term does not include an arrangement for the financing 

of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and 

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 59.  1.  An insurer that offers or issues a contract for hospital or 

medical service shall include in the contract coverage for [such preventive 

health care services relating to women as the Director of the Department of 

Health and Human Services requires.] : 

 (a) Counseling and support for breastfeeding, including breastfeeding 

equipment, counseling and education during the antenatal, perinatal and 

postpartum period for not more than 1 year; 

 (b) Screening and counseling for interpersonal and domestic violence for 

women at least annually, with initial intervention services consisting of 

education, strategies to reduce harm, supportive services or a referral for 

any other appropriate services; 

 (c) Behavioral counseling concerning sexually transmitted diseases from 

a provider of health care for sexually active women who are at increased risk 

for such diseases; 
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 (d) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (e) Screening for blood pressure abnormalities and diabetes, including 

gestational diabetes, after at least 24 weeks of gestation or as ordered by a 

provider of health care; 

 (f) Screening for cervical cancer at such intervals as are recommended by 

the American College of Obstetricians and Gynecologists or its successor 

organization; 

 (g) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration, which must include at least one such 

visit per year beginning at 14 years of age;  

 (h) A daily dose of 0.4 to 0.8 milligrams of folic acid for women who are 

capable of becoming pregnant; 

 (i) Aspirin for the prevention of preeclampsia for women who are 

determined to be at a high risk of that condition after 12 weeks of gestation; 

 (j) Medication to prevent breast cancer for women who are at a high risk 

of developing breast cancer and have a low risk of adverse side effects from 

the medication; and 

 (k) Prophylactic ocular tubal medication for the prevention of gonococcal 

ophthalmia in newborns. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer.   

 3.  Except as otherwise provided in subsection 5, an insurer that offers or 

issues a contract for hospital or medical service shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the contract for hospital or medical service pursuant 

to subsection 1; 

 (b) Refuse to issue a contract for hospital or medical service or cancel a 

contract for hospital or medical service solely because the person applying 

for or covered by the contract uses or may use a benefit provided in the 

contract for hospital or medical service pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A contract for hospital or medical service subject to the 

provisions of this chapter that is delivered, issued for delivery or renewed on 
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or after January 1, 2018, has the legal effect of including the coverage 

required by subsection 1, and any provision of the contract or the renewal 

which is in conflict with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a contract for hospital or medical service pursuant to 

subsection 1, including, without limitation: 

 (a) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (b) Screening and counseling for interpersonal and domestic violence; 

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (d) Contraceptive drugs, devices and services; 

 (e) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration;  

 (f) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (g) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a contract for hospital or medical service 

offered by an insurer under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers of health care under contract 

with the insurer. The term does not include an arrangement for the financing 

of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 60.  1.  An insurer that offers or issues a contract for hospital or 

medical service shall include in the contract coverage for [such preventive 

health care services relating to persons 18 years of age or older as the 

Director of the Department of Health and Human Services requires.] : 
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 (a) Counseling relating to the dietary needs of adults who are at a high 

risk of chronic diseases; 

 (b) Statin preventive medication for persons between the ages of 40 and 

75 years who do not have a history of cardiovascular disease, but who have: 

  (1) One or more risk factors for cardiovascular disease; and 

  (2) A calculated risk of at least 10 percent of acquiring cardiovascular 

disease within the next 10 years; 

 (c) Aspirin for persons between the ages of 50 and 59 years who have a 

calculated risk of at least 10 percent of acquiring cardiovascular disease 

within the next 10 years and a life expectancy of at least 10 years; 

 (d) Vitamin D supplements for persons who are at least 65 years of age to 

prevent the person from falling if the person: 

  (1) Does not reside in a medical facility or a facility for the dependent; 

and 

  (2) Has an increased risk of falls; 

 (e) Tuberculosis screenings for latent tuberculosis infection in persons 

with increased risk of contracting tuberculosis; 

 (f) Screening for high blood pressure to confirm a diagnosis made outside 

a clinical setting before treatment is commenced; 

 (g) One abdominal aortic screening by ultrasound to detect abdominal 

aortic aneurisms for men between the ages of 65 and 75 years who have 

smoked during their lifetimes; 

 (h) Screening for hepatitis B infection for persons who are at a high risk 

of contracting hepatitis B; 

 (i) Screening for hepatitis C infection for persons who are at a high risk of 

contracting hepatitis C; 

 (j) One screening for hepatitis C infection for persons born between 1945 

and 1965; 

 (k) Screening for osteoporosis for women who: 

  (1) Are 65 years of age and older; or  

  (2) Have a risk of fracturing a bone equal to or greater than that of a 

woman who is 65 years of age without any additional risk factors; 

 (l) Screening for alcohol misuse for persons 18 years of age or older; 

 (m) If a person engages in risky or hazardous consumption of alcohol, as 

determined by the screening described in paragraph (l), behavioral 

counseling to reduce such behavior; and 

 (n) Screening for lung cancer using low-dose computed tomography for 

persons between the ages of 55 and 80 years who: 

  (1) Have a smoking history of 30 pack-years; 

  (2) Smoke or have stopped smoking within the immediately preceding 

15 years; and 

  (3) Do not suffer from a health problem that substantially limits the life 

expectancy of the person or the willingness of the person to undergo curative 

surgery. 
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 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer.   

 3.  Except as otherwise provided in subsection 5, an insurer that offers or 

issues a contract for hospital or medical service shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the contract for hospital or medical service pursuant 

to subsection 1; 

 (b) Refuse to issue a contract for hospital or medical service or cancel a 

contract for hospital or medical service solely because the person applying 

for or covered by the contract uses or may use a benefit provided in the 

contract for hospital or medical service pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A contract for hospital or medical service subject to the 

provisions of this chapter that is delivered, issued for delivery or renewed on 

or after January 1, 2018, has the legal effect of including the coverage 

required by subsection 1, and any provision of the contract or the renewal 

which is in conflict with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a contract for hospital or medical service pursuant to 

subsection 1, including, without limitation: 

 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the United States Preventive Services Task 

Force or its successor organization; 

 (b) Counseling relating to the dietary needs of certain adults who are at 

high-risk of chronic diseases; 

 (c) Smoking cessation programs; 

 (d) Any supplements, drugs or devices recommended by the United States 

Preventive Services Task Force or its successor organization; and 

 (e) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 
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 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Computed tomography" means the process of producing sectional 

and three-dimensional images using external ionizing radiation. 

 (b) "Facility for the dependent" has the meaning ascribed to it in 

NRS 449.0045. 

 (c) "Medical facility" has the meaning ascribed to it in NRS 449.0151. 

 (d) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (e) "Network plan" means a contract for hospital or medical service 

offered by an insurer under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers of health care under contract 

with the insurer. The term does not include an arrangement for the financing 

of premiums. 

 (f) "Pack-year" means the product of the number of packs of cigarettes 

smoked per day and the number of years that the person has smoked. 

 (g) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 61.  1.  An insurer that offers or issues a contract for hospital or 

medical service shall include in the contract coverage for [such preventive 

health care services relating to persons less than 18 years of age as the 

Director of the Department of Health and Human Services requires.] : 

 (a) Screening for depression; 

 (b) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization;  

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration for persons less than 18 years of age; and 

 (d) Assessments relating to height, weight, body mass index and medical 

history for persons less than 18 years of age. 

 2.  An insurer must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the insurer. 

 3.  Except as otherwise provided in subsection 5, an insurer that offers or 

issues a contract for hospital or medical service shall not: 
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 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the contract for hospital or medical service pursuant 

to subsection 1; 

 (b) Refuse to issue a contract for hospital or medical service or cancel a 

contract for hospital or medical service solely because the person applying 

for or covered by the contract uses or may use a benefit provided in the 

contract for hospital or medical service pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  A contract for hospital or medical service subject to the 

provisions of this chapter that is delivered, issued for delivery or renewed on 

or after January 1, 2018, has the legal effect of including the coverage 

required by subsection 1, and any provision of the contract or the renewal 

which is in conflict with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a contract for hospital or medical service pursuant to 

subsection 1, including, without limitation: 

 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (b) Assessments relating to height, weight, body mass index and medical 

history; 

 (c) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (d) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 
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 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a contract for hospital or medical service 

offered by an insurer under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers of health care under contract 

with the insurer. The term does not include an arrangement for the financing 

of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 62.  1.  [An insurer that offers or issues a contract for hospital or 

medical service shall include in the contract coverage for such health care 

services relating to maternal and newborn care as the Director of the 

Department of Health and Human Services requires. 

 2.]  Except as otherwise provided in this subsection, a contract for 

hospital or medical service issued pursuant to this chapter may not restrict 

benefits for any length of stay in a hospital in connection with childbirth for 

a mother or newborn infant covered by the contract to: 

 (a) Less than 48 hours after a normal vaginal delivery; and 

 (b) Less than 96 hours after a cesarean section. 

 If a different length of stay is provided in the guidelines established by the 

American College of Obstetricians and Gynecologists, or its successor 

organization, and the American Academy of Pediatrics, or its successor 

organization, the contract for hospital or medical service may follow such 

guidelines in lieu of following the length of stay set forth above. The 

provisions of this subsection do not apply to any contract for hospital or 

medical service in any case in which the decision to discharge the mother or 

newborn infant before the expiration of the minimum length of stay set forth 

in this subsection is made by the attending physician of the mother or 

newborn infant. 

 [3.] 2.  Nothing in this section requires a mother to: 

 (a) Deliver her baby in a hospital; or 

 (b) Stay in a hospital for a fixed period following the birth of her child. 

 [4.] 3.  A contract for hospital or medical service may not: 

 (a) Deny a mother or her newborn infant coverage or continued coverage 

under the terms of the contract or coverage if the sole purpose of the denial 

of coverage or continued coverage is to avoid the requirements of this 

section; 

 (b) Provide monetary payments or rebates to a mother to encourage her 

to accept less than the minimum protection available pursuant to this 

section; 
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 (c) Penalize, or otherwise reduce or limit, the reimbursement of an 

attending provider of health care because the attending provider of health 

care provided care to a mother or newborn infant in accordance with the 

provisions of this section; 

 (d) Provide incentives of any kind to an attending physician to induce the 

attending physician to provide care to a mother or newborn infant in a 

manner that is inconsistent with the provisions of this section; or 

 (e) Except as otherwise provided in subsection [5,] 4, restrict benefits for 

any portion of a hospital stay required pursuant to the provisions of this 

section in a manner that is less favorable than the benefits provided for any 

preceding portion of that stay. 

 [5.] 4.  Nothing in this section: 

 (a) Prohibits a contract for hospital or medical service from imposing a 

deductible, coinsurance or other mechanism for sharing costs relating to 

benefits for hospital stays in connection with childbirth for a mother or 

newborn child covered by the contract, except that such coinsurance or other 

mechanism for sharing costs for any portion of a hospital stay required by 

this section may not be greater than the coinsurance or other mechanism for 

any preceding portion of that stay. 

 (b) Prohibits an arrangement for payment between an insurer and a 

provider of health care that uses capitation or other financial incentives, if 

the arrangement is designed to provide services efficiently and consistently in 

the best interest of the mother and her newborn infant. 

 (c) Prevents an insurer from negotiating with a provider of health care 

concerning the level and type of reimbursement to be provided in accordance 

with this section. 

 [6.] 5.  A contract for hospital or medical service subject to the 

provisions of this chapter that is delivered, issued for delivery or renewed on 

or after January 1, 2018, has the legal effect of including the coverage 

required by subsection 1, and any provision of the contract or the renewal 

which is in conflict with this section is void. 

 [7.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the health care services which must be covered 

by a contract for hospital or medical service pursuant to subsection 1. 

 8.] 6.  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 63.  NRS 695B.1912 is hereby amended to read as follows: 

 695B.1912  1.  A [policy of health insurance] contract for hospital or 

medical service issued by a hospital or medical service corporation must 

provide coverage for benefits payable for expenses incurred for: 

 (a) [An annual cytologic screening test for women 18 years of age or 

older; 

 (b) A baseline mammogram for women between the ages of 35 and 40; 

and 
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 (c) An annual] A mammogram every 2 years, or annually if ordered by a 

provider of health care, for women 40 years of age or older [.] ; 

 [(d)] (b) Counseling concerning genetic testing for breast cancer [;] for 

women who are at a high risk of developing breast cancer; and 

 [(e)] (c) Counseling concerning breast cancer chemoprevention [.] for 

women who are at risk of developing breast cancer. 

 2.  [A policy of health insurance contract for hospital or medical service 

issued by a hospital or medical service corporation must not require an 

insured to obtain prior authorization for any service provided pursuant to 

subsection 1.] An insurer must ensure that the benefits required by 

subsection 1 are made available to an insured through a provider of health 

care who participates in the network plan of the insurer. 

 3.  [An] Except as otherwise provided in subsection 5, an insurer that 

offers or issues a contract for hospital or medical service shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the contract for hospital or medical service pursuant 

to subsection 1; 

 (b) Refuse to issue a contract for hospital or medical service or cancel a 

contract for hospital or medical service solely because the person applying 

for or covered by the contract uses or may use a benefit provided in the 

contract for hospital or medical service pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 4.  A [policy] contract for hospital or medical service subject to the 

provisions of this chapter which is delivered, issued for delivery or renewed 

on or after [October 1, 1989,] January 1, 2018, has the legal effect of 

including the coverage required by subsection 1, and any provision of the 

[policy] contract or the renewal which is in conflict with [subsection 1] this 

section is void. 

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 
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 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a contract for hospital or medical service 

offered by an insurer under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers of health care under contract 

with the insurer. The term does not include an arrangement for the financing 

of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 63.3.  NRS 695B.1916 is hereby amended to read as follows: 

 695B.1916  1.  [Except as otherwise provided in subsection 5, an] An 

insurer that offers or issues a contract for hospital or medical service which 

provides coverage for prescription drugs or devices shall include in the 

contract coverage for [: 

 (a) Any type of drug or device for contraception; and 

 (b) Any] any type of hormone replacement therapy [, 

] which is lawfully prescribed or ordered and which has been approved by 

the Food and Drug Administration. 

 2.  An insurer that offers or issues a contract for hospital or medical 

service that provides coverage for prescription drugs shall not: 

 (a) Require an insured to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for a prescription for [a contraceptive or] hormone replacement 

therapy than is required for other prescription drugs covered by the contract; 

 (b) Refuse to issue a contract for hospital or medical service or cancel a 

contract for hospital or medical service solely because the person applying 

for or covered by the contract uses or may use in the future [any of the 

services listed in subsection 1;] hormone replacement therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an insured, including, 

without limitation, reducing the reimbursement of the provider of health care; 

or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an insured. 

 3.  [Except as otherwise provided in subsection 5, a] A contract subject to 

the provisions of this chapter that is delivered, issued for delivery or renewed 
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on or after October 1, 1999, has the legal effect of including the coverage 

required by subsection 1, and any provision of the contract or the renewal 

which is in conflict with this section is void. 

 4.  The provisions of this section do not: 

 (a) Require an insurer to provide coverage for fertility drugs. 

 (b) Prohibit an insurer from requiring an insured to pay a deductible, 

copayment or coinsurance for the coverage required by [paragraphs (a) and 

(b) of] subsection 1 that is the same as the insured is required to pay for other 

prescription drugs covered by the contract. 

 5.  [An insurer which offers or issues a contract for hospital or medical 

service and which is affiliated with a religious organization is not required to 

provide the coverage required by paragraph (a) of subsection 1 if the insurer 

objects on religious grounds. Such an insurer shall, before the issuance of a 

contract for hospital or medical service and before the renewal of such a 

contract, provide to the group policyholder or prospective insured, as 

applicable, written notice of the coverage that the insurer refuses to provide 

pursuant to this subsection. The insurer shall provide notice to each insured, 

at the time the insured receives his or her certificate of coverage or evidence 

of coverage, that the insurer refused to provide coverage pursuant to this 

subsection. 

 6.  If an insurer refuses, pursuant to subsection 5, to provide the coverage 

required by paragraph (a) of subsection 1, an employer may otherwise 

provide for the coverage for the employees of the employer. 

 7.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 63.6.  NRS 695B.1918 is hereby amended to read as follows: 

 695B.1918  1.  [Except as otherwise provided in subsection 5, an] An 

insurer that offers or issues a contract for hospital or medical service which 

provides coverage for outpatient care shall include in the contract coverage 

for any health care service related to [contraceptives or] hormone 

replacement therapy. 

 2.  An insurer that offers or issues a contract for hospital or medical 

service that provides coverage for outpatient care shall not: 

 (a) Require an insured to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for outpatient care related to [contraceptives or] hormone 

replacement therapy than is required for other outpatient care covered by the 

contract; 

 (b) Refuse to issue a contract for hospital or medical service or cancel a 

contract for hospital or medical service solely because the person applying 

for or covered by the contract uses or may use in the future [any of the 

services listed in subsection 1;] hormone replacement therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 
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 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an insured, including, 

without limitation, reducing the reimbursement of the provider of health care; 

or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an insured. 

 3.  [Except as otherwise provided in subsection 5, a] A contract subject to 

the provisions of this chapter that is delivered, issued for delivery or renewed 

on or after October 1, 1999, has the legal effect of including the coverage 

required by subsection 1, and any provision of the contract or the renewal 

which is in conflict with this section is void. 

 4.  The provisions of this section do not prohibit an insurer from requiring 

an insured to pay a deductible, copayment or coinsurance for the coverage 

required by subsection 1 that is the same as the insured is required to pay for 

other outpatient care covered by the contract. 

 5.  [An insurer which offers or issues a contract for hospital or medical 

service and which is affiliated with a religious organization is not required to 

provide the coverage for health care service related to contraceptives required 

by this section if the insurer objects on religious grounds. Such an insurer 

shall, before the issuance of a contract for hospital or medical service and 

before the renewal of such a contract, provide to the group policyholder or 

prospective insured, as applicable, written notice of the coverage that the 

insurer refuses to provide pursuant to this subsection. The insurer shall 

provide notice to each insured, at the time the insured receives his or her 

certificate of coverage or evidence of coverage, that the insurer refused to 

provide coverage pursuant to this subsection. 

 6.  If an insurer refuses, pursuant to subsection 5, to provide the coverage 

required by paragraph (a) of subsection 1, an employer may otherwise 

provide for the coverage for the employees of the employer. 

 7.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 64.  NRS 695B.1925 is hereby amended to read as follows: 

 695B.1925  1.  A [policy of health insurance] contract for hospital or 

medical service issued by a hospital or medical service corporation must 

provide coverage for benefits payable for expenses incurred for 

[administering] : 

 (a) Deoxyribonucleic acid testing for high-risk strains of the human 

papillomavirus [;] every 3 years for women 30 years of age or older; and 

 (b) Administering the human papillomavirus vaccine [to women and girls] 

at such ages as recommended for vaccination by a competent authority, 

including, without limitation, the Centers for Disease Control and Prevention 

of the United States Department of Health and Human Services, the Food 

and Drug Administration or the manufacturer of the vaccine. 
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 2.  [A policy of health insurance contract for hospital or medical service 

issued by a hospital or medical service corporation must not require an 

insured to obtain prior authorization for any service provided pursuant to 

subsection 1.] An insurer must ensure that the benefits required by 

subsection 1 are made available to an insured through a provider of health 

care who participates in the network plan of the insurer. 

 3.  [An] Except as otherwise provided in subsection 5, an insurer that 

offers or issues a contract for hospital or medical service shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the contract for hospital or medical service pursuant 

to subsection 1; 

 (b) Refuse to issue a contract for hospital or medical service or cancel a 

contract for hospital or medical service solely because the person applying 

for or covered by the contract uses or may use a benefit provided in the 

contract for hospital or medical service pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 4.  A [policy] contract for hospital or medical service subject to the 

provisions of this chapter which is delivered, issued for delivery or renewed 

on or after [July 1, 2007,] January 1, 2018, has the legal effect of including 

the coverage required by subsection 1, and any provision of the policy or the 

renewal which is in conflict with [subsection 1] this section is void. 

 [4.  For the purposes of this section, "human]  

 5.  Except as otherwise provided in this section and federal law, an 

insurer may use medical management techniques, including, without 

limitation, any available clinical evidence, to determine the frequency of or 

treatment relating to any benefit required by this section or the type of 

provider of health care to use for such treatment. 

 6.  As used in this section: 

 (a) "Human papillomavirus vaccine" means the Quadrivalent Human 

Papillomavirus Recombinant Vaccine or its successor which is approved by 

the Food and Drug Administration for the prevention of human 

papillomavirus infection and cervical cancer. 

 (b) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 



MAY 24, 2017 — DAY 108 5385 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (c) "Network plan" means a contract for hospital or medical service 

offered by an insurer under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers of health care under contract 

with the insurer. The term does not include an arrangement for the financing 

of premiums. 

 (d) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 65.  NRS 695B.193 is hereby amended to read as follows: 

 695B.193  1.  All individual and group service or indemnity-type 

contracts issued by a nonprofit corporation which provide coverage for a 

family member of the subscriber must as to such coverage provide that the 

health benefits applicable for children are payable with respect to: 

 (a) A newly born child of the subscriber from the moment of birth; 

 (b) An adopted child from the date the adoption becomes effective, if the 

child was not placed in the home before adoption; and 

 (c) A child placed with the subscriber for the purpose of adoption from the 

moment of placement as certified by the public or private agency making the 

placement. The coverage of such a child ceases if the adoption proceedings 

are terminated as certified by the public or private agency making the 

placement. 

 The contracts must provide the coverage specified in subsection 3, and 

must not exclude premature births. 

 2.  The contract may require that notification of: 

 (a) The birth of a newly born child; 

 (b) The effective date of adoption of a child; or 

 (c) The date of placement of a child for adoption, 

 and payments of the required fees, if any, must be furnished to the 

nonprofit service corporation within 31 days after the date of birth, adoption 

or placement for adoption in order to have the coverage continue beyond the 

31-day period. 

 3.  The coverage for newly born and adopted children and children placed 

for adoption consists of coverage of injury or sickness, including the 

necessary care and treatment of medically diagnosed congenital defects and 

birth abnormalities and, within the limits of the policy, necessary 

transportation costs from place of birth to the nearest specialized treatment 

center under major medical policies, and with respect to basic policies to the 

extent such costs are charged by the treatment center. 

 4.  [A corporation shall not restrict the coverage of a dependent child 

adopted or placed for adoption solely because of a preexisting condition the 

child has at the time the child would otherwise become eligible for coverage 

pursuant to that contract. Any provision relating to an exclusion for a 

preexisting condition must comply with NRS 689C.190. 
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 5.]  For covered services provided to the child, the corporation shall 

reimburse noncontracted providers of health care to an amount equal to the 

average amount of payment for which the organization has agreements, 

contracts or arrangements for those covered services. 

 Sec. 66.  NRS 695B.2555 is hereby amended to read as follows: 

 695B.2555  A [converted contract must not exclude a preexisting 

condition not excluded by the group contract, but a] converted contract may 

provide that any hospital, surgical or medical benefits payable under it may 

be reduced by the amount of any benefits payable under the group contract 

after his or her termination. A converted contract may provide that during the 

first contract year the benefits payable under it, together with the benefits 

payable under the group contract, must not exceed those that would have 

been payable if the subscriber's coverage under the group contract had 

remained in effect. 

 Sec. 67.  Chapter 695C of NRS is hereby amended by adding thereto the 

provisions set forth as sections 68 to 73, inclusive, of this act. 

 Sec. 68.  1.  A health maintenance organization shall offer or issue a 

health care plan to any person regardless of the health status of the person [, 

the spouse of the person] or any dependent of the person. Such health status 

includes, without limitation: 

 (a) Any preexisting medical condition of the person, including, without 

limitation, any physical or mental illness; 

 (b) The claims history of the person, including, without limitation, any 

prior health care services received by the person; 

 (c) Genetic information relating to the person; and 

 (d) Any increased risk for illness, injury or any other medical condition of 

the person, including, without limitation, any medical condition caused by an 

act of domestic violence.  

 2.  A health maintenance organization that offers or issues a health care 

plan shall not: 

 (a) Deny, limit or exclude a benefit based on the health status of an 

enrollee; or 

 (b) Require an enrollee, as a condition of enrollment or renewal, to pay a 

premium, deductible, copay or coinsurance based on his or her health status 

which is greater than the premium, deductible, copay or coinsurance 

charged to a similarly situated enrollee or the covered [spouse or] dependent 

of such an enrollee who does not have such a health status. 

 3.  A health maintenance organization that offers or issues a health care 

plan shall not adjust a premium, deductible, copay or coinsurance for any 

enrollee on the basis of genetic information relating to the enrollee or the 

covered [spouse or] dependent of the enrollee. 

 Sec. 69.  1.  A health maintenance organization that offers or issues a 

health care plan which provides coverage for dependent children shall 

continue to make such coverage available for an adult child of an enrollee 

until such child reaches 26 years of age.  



MAY 24, 2017 — DAY 108 5387 

 2.  Nothing in this section shall be construed as requiring a health 

maintenance organization to make coverage available for a dependent of an 

adult child of an enrollee. 

 Sec. 69.5.  1.  Except as otherwise provided in subsection 7, a health 

maintenance organization that offers or issues a health care plan shall 

include in the plan coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 11; and 

  (4) Dispensed in accordance with section 11.3 of this act; 

 (b) Any type of device for contraception which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 11; 

 (c) Insertion of a device for contraception or removal of such a device if 

the device was inserted while the enrollee was covered by the same health 

care plan; 

 (d) Education and counseling relating to the initiation of the use of 

contraception and any necessary follow-up after initiating such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  A health maintenance organization must ensure that the benefits 

required by subsection 1 are made available to an enrollee through a 

provider of health care who participates in the network plan of the health 

maintenance organization. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the health 

maintenance organization. 

 4.  Except as otherwise provided in subsections 9, 10 and 12, a health 

maintenance organization that offers or issues a health care plan shall not: 

 (a) Require an enrollee to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage to obtain any benefit included in the plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use any 

such benefit; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an enrollee to discourage the enrollee from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

enrollee, including, without limitation, reducing the reimbursement of the 

provider of health care; 
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 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an enrollee; or 

 (f) Impose any other restrictions or delays on the access of an enrollee to 

any such benefit. 

 5.  Coverage pursuant to this section for the covered dependent of an 

enrollee must be the same as for the enrollee. 

 6.  Except as otherwise provided in subsection 7, a health care plan 

subject to the provisions of this chapter that is delivered, issued for delivery 

or renewed on or after January 1, 2018, has the legal effect of including the 

coverage required by subsection 1, and any provision of the plan or the 

renewal which is in conflict with this section is void. 

 7.  A health maintenance organization that offers or issues a health care 

plan and which is affiliated with a religious organization is not required to 

provide the coverage required by subsection 1 if the health maintenance 

organization objects on religious grounds. Such a health maintenance 

organization shall, before the issuance of a health care plan and before the 

renewal of such a plan, provide to the prospective enrollee written notice of 

the coverage that the health maintenance organization refuses to provide 

pursuant to this subsection. 

 8.  If a health maintenance organization refuses, pursuant to 

subsection 7, to provide the coverage required by subsection 1, an employer 

may otherwise provide for the coverage for the employees of the employer. 

 9.  A health maintenance organization may require an enrollee to pay a 

higher deductible, copayment or coinsurance for a drug for contraception if 

the enrollee refuses to accept a therapeutic equivalent of the drug. 

 10.  For each of the 18 methods of contraception listed in subsection 11 

that have been approved by the Food and Drug Administration, a health care 

plan must include at least one drug or device for contraception within each 

method for which no deductible, copayment or coinsurance may be charged 

to the enrollee, but the health maintenance organization may charge a 

deductible, copayment or coinsurance for any other drug or device that 

provides the same method of contraception. 

 11.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 
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 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 

 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 12.  Except as otherwise provided in this section and federal law, a health 

maintenance organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 13.  A health maintenance organization shall not use medical 

management techniques to require an enrollee to use a different method of 

contraception other than the method prescribed or ordered by a provider of 

health care. 

 14.  A health maintenance organization must provide an accessible, 

transparent and expedited process which is not unduly burdensome by which 

an enrollee, or the authorized representative of the enrollee, may request an 

exception relating to any medical management technique used by the health 

maintenance organization to obtain any benefit required by this section 

without a higher deductible, copayment or coinsurance. 

 15.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health care plan offered by a health 

maintenance organization under which the financing and delivery of medical 

care, including items and services paid for as medical care, are provided, in 

whole or in part, through a defined set of providers of health care under 

contract with the health maintenance organization. The term does not 

include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and 

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent.  
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 Sec. 70.  1.  A health maintenance organization that offers or issues a 

health care plan shall include in the plan coverage for [such preventive 

health care services relating to women as the Director of the Department of 

Health and Human Services requires.] : 

 (a) Counseling and support for breastfeeding, including breastfeeding 

equipment, counseling and education during the antenatal, perinatal and 

postpartum period for not more than 1 year; 

 (b) Screening and counseling for interpersonal and domestic violence for 

women at least annually, with initial intervention services consisting of 

education, strategies to reduce harm, supportive services or a referral for 

any other appropriate services; 

 (c) Behavioral counseling concerning sexually transmitted diseases from 

a provider of health care for sexually active women who are at increased risk 

for such diseases; 

 (d) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (e) Screening for blood pressure abnormalities and diabetes, including 

gestational diabetes, after at least 24 weeks of gestation or as ordered by a 

provider of health care; 

 (f) Screening for cervical cancer at such intervals as are recommended by 

the American College of Obstetricians and Gynecologists or its successor 

organization; 

 (g) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration, which must include at least one such 

visit per year beginning at 14 years of age;  

 (h) A daily dose of 0.4 to 0.8 milligrams of folic acid for women who are 

capable of becoming pregnant; 

 (i) Aspirin for the prevention of preeclampsia for women who are 

determined to be at a high risk of that condition after 12 weeks of gestation; 

 (j) Medication to prevent breast cancer for women who are at a high risk 

of developing breast cancer and have a low risk of adverse side effects from 

the medication; and 

 (k) Prophylactic ocular tubal medication for the prevention of gonococcal 

ophthalmia in newborns. 

 2.  A health maintenance organization must ensure that the benefits 

required by subsection 1 are made available to an enrollee through a 

provider of health care who participates in the network plan of the health 

maintenance organization. 

 3.  Except as otherwise provided in subsection 5, a health maintenance 

organization that offers or issues a health care plan shall not: 

 (a) Require an enrollee to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health care plan pursuant to subsection 1; 
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 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use a 

benefit provided in the health care plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an enrollee to discourage the enrollee from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

enrollee, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an enrollee; or 

 (f) Impose any other restrictions or delays on the access of an enrollee to 

any such benefit. 

 [3.] 4.  An evidence of coverage subject to the provisions of this chapter 

that is delivered, issued for delivery or renewed on or after January 1, 2018, 

has the legal effect of including the coverage required by subsection 1, and 

any provision of the evidence of coverage or the renewal which is in conflict 

with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a health care plan pursuant to subsection 1, including, without 

limitation: 

 (a) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (b) Screening and counseling for interpersonal and domestic violence; 

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (d) Contraceptive drugs, devices and services; 

 (e) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration;  

 (f) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (g) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, a health 

maintenance organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 
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use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health care plan offered by a health 

maintenance organization under which the financing and delivery of medical 

care, including items and services paid for as medical care, are provided, in 

whole or in part, through a defined set of providers of health care under 

contract with the health maintenance organization. The term does not 

include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 71.  1.  A health maintenance organization that offers or issues a 

health care plan shall include in the plan coverage for [such preventive 

health care services relating to persons 18 years of age or older as the 

Director of the Department of Health and Human Services requires.] : 

 (a) Counseling relating to the dietary needs of adults who are at a high 

risk of chronic diseases; 

 (b) Statin preventive medication for persons between the ages of 40 and 

75 years who do not have a history of cardiovascular disease, but who have: 

  (1) One or more risk factors for cardiovascular disease; and 

  (2) A calculated risk of at least 10 percent of acquiring cardiovascular 

disease within the next 10 years; 

 (c) Aspirin for persons between the ages of 50 and 59 years who have a 

calculated risk of at least 10 percent of acquiring cardiovascular disease 

within the next 10 years and a life expectancy of at least 10 years; 

 (d) Vitamin D supplements for persons who are at least 65 years of age to 

prevent the person from falling if the person: 

  (1) Does not reside in a medical facility or a facility for the dependent; 

and 

  (2) Has an increased risk of falls; 

 (e) Tuberculosis screenings for latent tuberculosis infection in persons 

with increased risk of contracting tuberculosis; 

 (f) Screening for high blood pressure to confirm a diagnosis made outside 

a clinical setting before treatment is commenced; 

 (g) One abdominal aortic screening by ultrasound to detect abdominal 

aortic aneurisms for men between the ages of 65 and 75 years who have 

smoked during their lifetimes; 

 (h) Screening for hepatitis B infection for persons who are at a high risk 

of contracting hepatitis B; 

 (i) Screening for hepatitis C infection for persons who are at a high risk of 

contracting hepatitis C; 

 (j) One screening for hepatitis C infection for persons born between 1945 

and 1965; 

 (k) Screening for osteoporosis for women who: 

  (1) Are 65 years of age and older; or  
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  (2) Have a risk of fracturing a bone equal to or greater than that of a 

woman who is 65 years of age without any additional risk factors; 

 (l) Screening for alcohol misuse for persons 18 years of age or older; 

 (m) If a person engages in risky or hazardous consumption of alcohol, as 

determined by the screening described in paragraph (l), behavioral 

counseling to reduce such behavior; and 

 (n) Screening for lung cancer using low-dose computed tomography for 

persons between the ages of 55 and 80 years who: 

  (1) Have a smoking history of 30 pack-years; 

  (2) Smoke or have stopped smoking within the immediately preceding 

15 years; and 

  (3) Do not suffer from a health problem that substantially limits the life 

expectancy of the person or the willingness of the person to undergo curative 

surgery. 

 2.  A health maintenance organization must ensure that the benefits 

required by subsection 1 are made available to an enrollee through a 

provider of health care who participates in the network plan of the health 

maintenance organization. 

 3.  Except as otherwise provided in subsection 5, a health maintenance 

organization that offers or issues a health care plan shall not: 

 (a) Require an enrollee to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health care plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use a 

benefit provided in the health care plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an enrollee to discourage the enrollee from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

enrollee, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an enrollee; or 

 (f) Impose any other restrictions or delays on the access of an enrollee to 

any such benefit. 

 [3.] 4.  An evidence of coverage subject to the provisions of this chapter 

that is delivered, issued for delivery or renewed on or after January 1, 2018, 

has the legal effect of including the coverage required by subsection 1, and 

any provision of the evidence of coverage or the renewal which is in conflict 

with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a health care plan pursuant to subsection 1, including, without 

limitation: 
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 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the United States Preventive Services Task 

Force or its successor organization; 

 (b) Counseling relating to the dietary needs of certain adults who are at 

high-risk of chronic diseases; 

 (c) Smoking cessation programs; 

 (d) Any supplements, drugs or devices recommended by the United States 

Preventive Services Task Force or its successor organization; and 

 (e) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, a health 

maintenance organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Computed tomography" means the process of producing sectional 

and three-dimensional images using external ionizing radiation. 

 (b) "Facility for the dependent" has the meaning ascribed to it in 

NRS 449.0045. 

 (c) "Medical facility" has the meaning ascribed to it in NRS 449.0151. 

 (d) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (e) "Network plan" means a health care plan offered by a health 

maintenance organization under which the financing and delivery of medical 

care, including items and services paid for as medical care, are provided, in 

whole or in part, through a defined set of providers of health care under 

contract with the health maintenance organization. The term does not 

include an arrangement for the financing of premiums. 

 (f) "Pack-year" means the product of the number of packs of cigarettes 

smoked per day and the number of years that the person has smoked. 

 (g) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 72.  1.  A health maintenance organization that offers or issues a 

health care plan shall include in the plan coverage for [such preventive 

health care services relating to persons less than 18 years of age as the 

Director of the Department of Health and Human Services requires.] : 

 (a) Screening for depression; 

 (b) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 
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the United States Department of Health and Human Services or its successor 

organization;  

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration for persons less than 18 years of age; and 

 (d) Assessments relating to height, weight, body mass index and medical 

history for persons less than 18 years of age. 

 2.  A health maintenance organization must ensure that the benefits 

required by subsection 1 are made available to an enrollee through a 

provider of health care who participates in the network plan of the health 

maintenance organization. 

 3.  Except as otherwise provided in subsection 5, a health maintenance 

organization that offers or issues a health care plan shall not: 

 (a) Require an enrollee to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health care plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use a 

benefit provided in the health care plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an enrollee to discourage the enrollee from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

enrollee, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an enrollee; or 

 (f) Impose any other restrictions or delays on the access of an enrollee to 

any such benefit. 

 [3.] 4.  An evidence of coverage subject to the provisions of this chapter 

that is delivered, issued for delivery or renewed on or after January 1, 2018, 

has the legal effect of including the coverage required by subsection 1, and 

any provision of the evidence of coverage or the renewal which is in conflict 

with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a health care plan pursuant to subsection 1, including, without 

limitation: 

 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (b) Assessments relating to height, weight, body mass index and medical 

history; 

 (c) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 
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 (d) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, a health 

maintenance organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health care plan offered by a health 

maintenance organization under which the financing and delivery of medical 

care, including items and services paid for as medical care, are provided, in 

whole or in part, through a defined set of providers of health care under 

contract with the health maintenance organization. The term does not 

include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 73.  1.  [A health maintenance organization that offers or issues a 

health care plan shall include in the plan coverage for such health care 

services relating to maternal and newborn care as the Director of the 

Department of Health and Human Services requires. 

 2.]  Except as otherwise provided in this subsection, an evidence of 

coverage issued pursuant to this chapter may not restrict benefits for any 

length of stay in a hospital in connection with childbirth for a mother or 

newborn infant covered by the health care plan to: 

 (a) Less than 48 hours after a normal vaginal delivery; and 

 (b) Less than 96 hours after a cesarean section. 

 If a different length of stay is provided in the guidelines established by the 

American College of Obstetricians and Gynecologists, or its successor 

organization, and the American Academy of Pediatrics, or its successor 

organization, the health care plan may follow such guidelines in lieu of 

following the length of stay set forth above. The provisions of this subsection 

do not apply to any health care plan in any case in which the decision to 

discharge the mother or newborn infant before the expiration of the minimum 

length of stay set forth in this subsection is made by the attending physician 

of the mother or newborn infant. 

 [3.] 2.  Nothing in this section requires a mother to: 

 (a) Deliver her baby in a hospital; or 

 (b) Stay in a hospital for a fixed period following the birth of her child. 
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 [4.] 3.  A health care plan may not: 

 (a) Deny a mother or her newborn infant coverage or continued coverage 

under the terms of the plan or coverage if the sole purpose of the denial of 

coverage or continued coverage is to avoid the requirements of this section; 

 (b) Provide monetary payments or rebates to a mother to encourage her 

to accept less than the minimum protection available pursuant to this 

section; 

 (c) Penalize, or otherwise reduce or limit, the reimbursement of an 

attending provider of health care because the attending provider of health 

care provided care to a mother or newborn infant in accordance with the 

provisions of this section; 

 (d) Provide incentives of any kind to an attending physician to induce the 

attending physician to provide care to a mother or newborn infant in a 

manner that is inconsistent with the provisions of this section; or 

 (e) Except as otherwise provided in subsection [5,] 4, restrict benefits for 

any portion of a hospital stay required pursuant to the provisions of this 

section in a manner that is less favorable than the benefits provided for any 

preceding portion of that stay. 

 [5.] 4.  Nothing in this section: 

 (a) Prohibits a health care plan from imposing a deductible, coinsurance 

or other mechanism for sharing costs relating to benefits for hospital stays in 

connection with childbirth for a mother or newborn child covered by the 

plan, except that such coinsurance or other mechanism for sharing costs for 

any portion of a hospital stay required by this section may not be greater 

than the coinsurance or other mechanism for any preceding portion of that 

stay. 

 (b) Prohibits an arrangement for payment between a health maintenance 

organization and a provider of health care that uses capitation or other 

financial incentives, if the arrangement is designed to provide services 

efficiently and consistently in the best interest of the mother and her newborn 

infant. 

 (c) Prevents a health maintenance organization from negotiating with a 

provider of health care concerning the level and type of reimbursement to be 

provided in accordance with this section. 

 [6.] 5.  An evidence of coverage subject to the provisions of this chapter 

that is delivered, issued for delivery or renewed on or after January 1, 2018, 

has the legal effect of including the coverage required by subsection 1, and 

any provision of the evidence of coverage or the renewal which is in conflict 

with this section is void. 

 [7.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the health care services which must be covered 

by a health care plan pursuant to subsection 1. 

 8.] 6.  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 
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 Sec. 74.  NRS 695C.050 is hereby amended to read as follows: 

 695C.050  1.  Except as otherwise provided in this chapter or in specific 

provisions of this title, the provisions of this title are not applicable to any 

health maintenance organization granted a certificate of authority under this 

chapter. This provision does not apply to an insurer licensed and regulated 

pursuant to this title except with respect to its activities as a health 

maintenance organization authorized and regulated pursuant to this chapter. 

 2.  Solicitation of enrollees by a health maintenance organization granted 

a certificate of authority, or its representatives, must not be construed to 

violate any provision of law relating to solicitation or advertising by 

practitioners of a healing art. 

 3.  Any health maintenance organization authorized under this chapter 

shall not be deemed to be practicing medicine and is exempt from the 

provisions of chapter 630 of NRS. 

 4.  The provisions of NRS 695C.110, 695C.125, 695C.1691, 695C.1693, 

695C.170, 695C.1703, 695C.1705, 695C.1709 to 695C.173, inclusive, 

695C.1733, 695C.17335, 695C.1734, [695C.1735 to] 695C.1751, 

695C.1755, [inclusive,] 695C.176 to 695C.200, inclusive, and 695C.265 do 

not apply to a health maintenance organization that provides health care 

services through managed care to recipients of Medicaid under the State Plan 

for Medicaid or insurance pursuant to the Children's Health Insurance 

Program pursuant to a contract with the Division of Health Care Financing 

and Policy of the Department of Health and Human Services. This subsection 

does not exempt a health maintenance organization from any provision of 

this chapter for services provided pursuant to any other contract. 

 5.  The provisions of NRS 695C.1694, 695C.1695, 695C.1708, 

695C.1731, 695C.17345 [and] , 695C.1735, 695C.1745 and 695C.1757 and 

sections 68 to 73, inclusive, of this act apply to a health maintenance 

organization that provides health care services through managed care to 

recipients of Medicaid under the State Plan for Medicaid. 

 Sec. 74.3.  NRS 695C.1694 is hereby amended to read as follows: 

 695C.1694  1.  [Except as otherwise provided in subsection 5, a] A 

health maintenance organization which offers or issues a health care plan that 

provides coverage for prescription drugs or devices shall include in the plan 

coverage for [: 

 (a) Any type of drug or device for contraception; and 

 (b) Any] any type of hormone replacement therapy [, 

] which is lawfully prescribed or ordered and which has been approved by 

the Food and Drug Administration. 

 2.  A health maintenance organization that offers or issues a health care 

plan that provides coverage for prescription drugs shall not: 

 (a) Require an enrollee to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for [a prescription for a contraceptive or] hormone replacement 

therapy than is required for other prescription drugs covered by the plan; 
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 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use in the 

future [any of the services listed in subsection 1;] hormone replacement 

therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an enrollee to discourage the enrollee from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an enrollee, 

including, without limitation, reducing the reimbursement of the provider of 

health care; or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an enrollee. 

 3.  [Except as otherwise provided in subsection 5, evidence] Evidence of 

coverage subject to the provisions of this chapter that is delivered, issued for 

delivery or renewed on or after October 1, 1999, has the legal effect of 

including the coverage required by subsection 1, and any provision of the 

evidence of coverage or the renewal which is in conflict with this section is 

void. 

 4.  The provisions of this section do not: 

 (a) Require a health maintenance organization to provide coverage for 

fertility drugs. 

 (b) Prohibit a health maintenance organization from requiring an enrollee 

to pay a deductible, copayment or coinsurance for the coverage required by 

[paragraphs (a) and (b) of] subsection 1 that is the same as the enrollee is 

required to pay for other prescription drugs covered by the plan. 

 5.  [A health maintenance organization which offers or issues a health 

care plan and which is affiliated with a religious organization is not required 

to provide the coverage required by paragraph (a) of subsection 1 if the 

health maintenance organization objects on religious grounds. The health 

maintenance organization shall, before the issuance of a health care plan and 

before renewal of enrollment in such a plan, provide to the group 

policyholder or prospective enrollee, as applicable, written notice of the 

coverage that the health maintenance organization refuses to provide 

pursuant to this subsection. The health maintenance organization shall 

provide notice to each enrollee, at the time the enrollee receives his or her 

evidence of coverage, that the health maintenance organization refused to 

provide coverage pursuant to this subsection. 

 6.  If a health maintenance organization refuses, pursuant to subsection 5, 

to provide the coverage required by paragraph (a) of subsection 1, an 

employer may otherwise provide for the coverage for the employees of the 

employer. 
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 7.]  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 74.6.  NRS 695C.1695 is hereby amended to read as follows: 

 695C.1695  1.  [Except as otherwise provided in subsection 5, a] A 

health maintenance organization that offers or issues a health care plan which 

provides coverage for outpatient care shall include in the plan coverage for 

any health care service related to [contraceptives or] hormone replacement 

therapy. 

 2.  A health maintenance organization that offers or issues a health care 

plan that provides coverage for outpatient care shall not: 

 (a) Require an enrollee to pay a higher deductible, copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage for outpatient care related to [contraceptives or] hormone 

replacement therapy than is required for other outpatient care covered by the 

plan; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use in the 

future [any of the services listed in subsection 1;] hormone replacement 

therapy; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an enrollee to discourage the enrollee from accessing [any of the services 

listed in subsection 1;] hormone replacement therapy; 

 (d) Penalize a provider of health care who provides [any of the services 

listed in subsection 1] hormone replacement therapy to an enrollee, 

including, without limitation, reducing the reimbursement of the provider of 

health care; or 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or delay 

[any of the services listed in subsection 1] hormone replacement therapy to 

an enrollee. 

 3.  [Except as otherwise provided in subsection 5, evidence] Evidence of 

coverage subject to the provisions of this chapter that is delivered, issued for 

delivery or renewed on or after October 1, 1999, has the legal effect of 

including the coverage required by subsection 1, and any provision of the 

evidence of coverage or the renewal which is in conflict with this section is 

void. 

 4.  The provisions of this section do not prohibit a health maintenance 

organization from requiring an enrollee to pay a deductible, copayment or 

coinsurance for the coverage required by subsection 1 that is the same as the 

enrollee is required to pay for other outpatient care covered by the plan. 

 5.  [A health maintenance organization which offers or issues a health 

care plan and which is affiliated with a religious organization is not required 

to provide the coverage for health care service related to contraceptives 

required by this section if the health maintenance organization objects on 

religious grounds. The health maintenance organization shall, before the 
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issuance of a health care plan and before renewal of enrollment in such a 

plan, provide to the group policyholder or prospective enrollee, as applicable, 

written notice of the coverage that the health maintenance organization 

refuses to provide pursuant to this subsection. The health maintenance 

organization shall provide notice to each enrollee, at the time the enrollee 

receives his or her evidence of coverage, that the health maintenance 

organization refused to provide coverage pursuant to this subsection. 

 6.  If a health maintenance organization refuses, pursuant to subsection 5, 

to provide the coverage required by paragraph (a) of subsection 1, an 

employer may otherwise provide for the coverage for the employees of the 

employer. 

 7.]   As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 75.  NRS 695C.173 is hereby amended to read as follows: 

 695C.173  1.  All individual and group health care plans which provide 

coverage for a family member of the enrollee must as to such coverage 

provide that the health care services applicable for children are payable with 

respect to: 

 (a) A newly born child of the enrollee from the moment of birth; 

 (b) An adopted child from the date the adoption becomes effective, if the 

child was not placed in the home before adoption; and 

 (c) A child placed with the enrollee for the purpose of adoption from the 

moment of placement as certified by the public or private agency making the 

placement. The coverage of such a child ceases if the adoption proceedings 

are terminated as certified by the public or private agency making the 

placement. 

 The plans must provide the coverage specified in subsection 3, and must 

not exclude premature births. 

 2.  The evidence of coverage may require that notification of: 

 (a) The birth of a newly born child; 

 (b) The effective date of adoption of a child; or 

 (c) The date of placement of a child for adoption, 

 and payments of the required charge, if any, must be furnished to the 

health maintenance organization within 31 days after the date of birth, 

adoption or placement for adoption in order to have the coverage continue 

beyond the 31-day period. 

 3.  The coverage for newly born and adopted children and children placed 

for adoption consists of preventive health care services as well as coverage of 

injury or sickness, including the necessary care and treatment of medically 

diagnosed congenital defects and birth abnormalities and, within the limits of 

the policy, necessary transportation costs from place of birth to the nearest 

specialized treatment center under major medical policies, and with respect 

to basic policies to the extent such costs are charged by the treatment center. 

 4.  [A health maintenance organization shall not restrict the coverage of a 

dependent child adopted or placed for adoption solely because of a 
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preexisting condition the child has at the time the child would otherwise 

become eligible for coverage pursuant to that plan. Any provision relating to 

an exclusion for a preexisting condition must comply with NRS 689B.500 or 

689C.190, as appropriate. 

 5.]  For covered services provided to the child, the health maintenance 

organization shall reimburse noncontracted providers of health care to an 

amount equal to the average amount of payment for which the organization 

has agreements, contracts or arrangements for those covered services. 

 Sec. 76.  NRS 695C.1735 is hereby amended to read as follows: 

 695C.1735  1.  A health maintenance organization which offers or 

issues a health care plan must provide coverage for benefits payable for 

expenses incurred for: 

 (a) [An annual cytologic screening test for women 18 years of age or 

older; 

 (b) A baseline mammogram for women between the ages of 35 and 40; 

and 

 (c) An annual] A mammogram every 2 years, or annually if ordered by a 

provider of health care, for women 40 years of age or older [.] ; 

 [(d)] (b) Counseling concerning genetic testing for breast cancer [;] for 

women who are at a high risk of developing breast cancer; and 

 [(e)] (c) Counseling concerning breast cancer chemoprevention [.] for 

women who are at risk of developing breast cancer. 

 2.  A health maintenance [care plan must not require an insured to obtain 

prior authorization for any service provided pursuant to subsection 1.] 

organization must ensure that the benefits required by subsection 1 are made 

available to an enrollee through a provider of health care who participates 

in the network plan of the health maintenance organization. 

 3.  [A] Except as otherwise provided in subsection 5, a health 

maintenance organization that offers or issues a health care plan shall not: 

 (a) Require an enrollee to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health care plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use a 

benefit provided in the health care plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an enrollee to discourage the enrollee from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

enrollee, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an enrollee; or 

 (f) Impose any other restrictions or delays on the access of an enrollee to 

any such benefit. 
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 4.  [A policy] An evidence of coverage subject to the provisions of this 

chapter which is delivered, issued for delivery or renewed on or after 

[October 1, 1989,] January 1, 2018, has the legal effect of including the 

coverage required by subsection 1, and any provision of the [policy] evidence 

of coverage or the renewal which is in conflict with [subsection 1] this 

section is void. 

 5.  Except as otherwise provided in this section and federal law, a health 

maintenance organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health care plan offered by a health 

maintenance organization under which the financing and delivery of medical 

care, including items and services paid for as medical care, are provided, in 

whole or in part, through a defined set of providers of health care under 

contract with the health maintenance organization. The term does not 

include an arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 77.  NRS 695C.1745 is hereby amended to read as follows: 

 695C.1745  1.  A health care plan of a health maintenance organization 

must provide coverage for benefits payable for expenses incurred for 

[administering] : 

 (a) Deoxyribonucleic acid testing for high-risk strains of the human 

papillomavirus [;] every 3 years for women 30 years of age or older; and 

 (b) Administering the human papillomavirus vaccine as recommended for 

vaccination by a competent authority, including, without limitation, the 

Centers for Disease Control and Prevention of the United States Department 

of Health and Human Services, the Food and Drug Administration or the 

manufacturer of the vaccine. 

 2.  A health [care plan of a health maintenance organization must not 

require an insured to obtain prior authorization for any service provided 

pursuant to subsection 1.] maintenance organization must ensure that the 

benefits required by subsection 1 are made available to an enrollee through 

a provider of health care who participates in the network plan of the health 

maintenance organization. 

 3.  [A] Except as otherwise provided in subsection 5, a health 

maintenance organization that offers or issues a health care plan shall not: 
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 (a) Require an enrollee to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health care plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use a 

benefit provided in the health care plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an enrollee to discourage the enrollee from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

enrollee, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an enrollee; or 

 (f) Impose any other restrictions or delays on the access of an enrollee to 

any such benefit. 

 4.  Any evidence of coverage subject to the provisions of this chapter 

which is delivered, issued for delivery or renewed on or after [July 1, 2007,] 

January 1, 2018, has the legal effect of including the coverage required by 

subsection 1, and any provision of the evidence of coverage or the renewal 

which is in conflict with [subsection 1] this section is void. 

 [4.  For the purposes of this section, "human]  

 5.  Except as otherwise provided in this section and federal law, a health 

maintenance organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 6.  As used in this section: 

 (a) "Human papillomavirus vaccine" means the Quadrivalent Human 

Papillomavirus Recombinant Vaccine or its successor which is approved by 

the Food and Drug Administration for the prevention of human 

papillomavirus infection and cervical cancer. 

 (b) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (c) "Network plan" means a health care plan offered by a health 

maintenance organization under which the financing and delivery of medical 

care, including items and services paid for as medical care, are provided, in 

whole or in part, through a defined set of providers of health care under 

contract with the health maintenance organization. The term does not 

include an arrangement for the financing of premiums. 

 (d) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 
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 Sec. 78.  NRS 695C.330 is hereby amended to read as follows: 

 695C.330  1.  The Commissioner may suspend or revoke any certificate 

of authority issued to a health maintenance organization pursuant to the 

provisions of this chapter if the Commissioner finds that any of the following 

conditions exist: 

 (a) The health maintenance organization is operating significantly in 

contravention of its basic organizational document, its health care plan or in a 

manner contrary to that described in and reasonably inferred from any other 

information submitted pursuant to NRS 695C.060, 695C.070 and 695C.140, 

unless any amendments to those submissions have been filed with and 

approved by the Commissioner; 

 (b) The health maintenance organization issues evidence of coverage or 

uses a schedule of charges for health care services which do not comply with 

the requirements of NRS 695C.1691 to 695C.200, inclusive, and 

sections 68 to 73, inclusive, of this act or 695C.207; 

 (c) The health care plan does not furnish comprehensive health care 

services as provided for in NRS 695C.060; 

 (d) The Commissioner certifies that the health maintenance organization: 

  (1) Does not meet the requirements of subsection 1 of NRS 695C.080; 

or 

  (2) Is unable to fulfill its obligations to furnish health care services as 

required under its health care plan; 

 (e) The health maintenance organization is no longer financially 

responsible and may reasonably be expected to be unable to meet its 

obligations to enrollees or prospective enrollees; 

 (f) The health maintenance organization has failed to put into effect a 

mechanism affording the enrollees an opportunity to participate in matters 

relating to the content of programs pursuant to NRS 695C.110; 

 (g) The health maintenance organization has failed to put into effect the 

system required by NRS 695C.260 for: 

  (1) Resolving complaints in a manner reasonably to dispose of valid 

complaints; and 

  (2) Conducting external reviews of adverse determinations that comply 

with the provisions of NRS 695G.241 to 695G.310, inclusive; 

 (h) The health maintenance organization or any person on its behalf has 

advertised or merchandised its services in an untrue, misrepresentative, 

misleading, deceptive or unfair manner; 

 (i) The continued operation of the health maintenance organization would 

be hazardous to its enrollees; 

 (j) The health maintenance organization fails to provide the coverage 

required by NRS 695C.1691; or 

 (k) The health maintenance organization has otherwise failed to comply 

substantially with the provisions of this chapter. 

 2.  A certificate of authority must be suspended or revoked only after 

compliance with the requirements of NRS 695C.340. 
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 3.  If the certificate of authority of a health maintenance organization is 

suspended, the health maintenance organization shall not, during the period 

of that suspension, enroll any additional groups or new individual contracts, 

unless those groups or persons were contracted for before the date of 

suspension. 

 4.  If the certificate of authority of a health maintenance organization is 

revoked, the organization shall proceed, immediately following the effective 

date of the order of revocation, to wind up its affairs and shall conduct no 

further business except as may be essential to the orderly conclusion of the 

affairs of the organization. It shall engage in no further advertising or 

solicitation of any kind. The Commissioner may, by written order, permit 

such further operation of the organization as the Commissioner may find to 

be in the best interest of enrollees to the end that enrollees are afforded the 

greatest practical opportunity to obtain continuing coverage for health care. 

 Sec. 79.  Chapter 695F of NRS is hereby amended by adding thereto the 

provisions set forth as sections 80 and 81 of this act. 

 Sec. 80.  1.  A prepaid limited health service organization shall offer or 

issue evidence of coverage to any person regardless of the health status of 

the person [, the spouse of the person] or any dependent of the person. Such 

health status includes, without limitation: 

 (a) Any preexisting medical condition of the person, including, without 

limitation, any physical or mental illness; 

 (b) The claims history of the person, including, without limitation, any 

prior health care services received by the person; 

 (c) Genetic information relating to the person; and 

 (d) Any increased risk for illness, injury or any other medical condition of 

the person, including, without limitation, any medical condition caused by an 

act of domestic violence.  

 2.  A prepaid limited health service organization that offers or issues 

evidence of coverage shall not: 

 (a) Deny, limit or exclude a benefit based on the health status of an 

enrollee; or 

 (b) Require an enrollee, as a condition of enrollment or renewal, to pay a 

premium, deductible, copay or coinsurance based on his or her health status 

which is greater than the premium, deductible, copay or coinsurance 

charged to a similarly situated enrollee or the covered [spouse or] dependent 

of such an enrollee who does not have such a health status. 

 3.  A prepaid limited health service organization that offers or issues 

evidence of coverage shall not adjust a premium, deductible, copay or 

coinsurance for any enrollee on the basis of genetic information relating to 

the enrollee or the covered [spouse or] dependent of the enrollee. 

 Sec. 81.  1.  A prepaid limited health service organization that offers or 

issues evidence of coverage which provides coverage for dependent children 

shall continue to make such coverage available for an adult child of an 

enrollee until such child reaches 26 years of age.  
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 2.  Nothing in this section shall be construed as requiring a prepaid 

limited health service organization to make coverage available for a 

dependent of an adult child of an enrollee. 

 Sec. 82.  Chapter 695G of NRS is hereby amended by adding thereto the 

provisions set forth as sections 83 to 89, inclusive, of this act. 

 Sec. 83.  1.  A managed care organization shall offer or issue a health 

care plan to any person regardless of the health status of the person [, the 

spouse of the person] or any dependent of the person. Such health status 

includes, without limitation: 

 (a) Any preexisting medical condition of the person, including, without 

limitation, any physical or mental illness; 

 (b) The claims history of the person, including, without limitation, any 

prior health care services received by the person; 

 (c) Genetic information relating to the person; and 

 (d) Any increased risk for illness, injury or any other medical condition of 

the person, including, without limitation, any medical condition caused by an 

act of domestic violence.  

 2.  A managed care organization that offers or issues a health care plan 

shall not: 

 (a) Deny, limit or exclude a benefit based on the health status of an 

insured; or 

 (b) Require an insured, as a condition of enrollment or renewal, to pay a 

premium, deductible, copay or coinsurance based on his or her health status 

which is greater than the premium, deductible, copay or coinsurance 

charged to a similarly situated insured or the covered [spouse or] dependent 

of such an insured who does not have such a health status. 

 3.  A managed care organization that offers or issues a health care plan 

shall not adjust a premium, deductible, copay or coinsurance for any insured 

on the basis of genetic information relating to the insured or the covered 

[spouse or] dependent of the insured. 

 Sec. 84.  1.  A managed care organization that offers or issues a health 

care plan which provides coverage for dependent children shall continue to 

make such coverage available for an adult child of an insured until such 

child reaches 26 years of age.  

 2.  Nothing in this section shall be construed as requiring a managed 

care organization to make coverage available for a dependent of an adult 

child of an insured. 

 Sec. 84.5.  1.  Except as otherwise provided in subsection 7, a managed 

care organization that offers or issues a health care plan shall include in the 

plan coverage for: 

 (a) Up to a 12-month supply, per prescription, of any type of drug for 

contraception or its therapeutic equivalent which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration;  

  (3) Listed in subsection 10; and 
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  (4) Dispensed in accordance with section 11.3 of this act; 

 (b) Any type of device for contraception which is: 

  (1) Lawfully prescribed or ordered; 

  (2) Approved by the Food and Drug Administration; and 

  (3) Listed in subsection 10; 

 (c) Insertion of a device for contraception or removal of such a device if 

the device was inserted while the insured was covered by the same health 

care plan; 

 (d) Education and counseling relating to the initiation of the use of 

contraception and any necessary follow-up after initiating such use; 

 (e) Management of side effects relating to contraception; and 

 (f) Voluntary sterilization for women. 

 2.  A managed care organization must ensure that the benefits required 

by subsection 1 are made available to an insured through a provider of 

health care who participates in the network plan of the managed care 

organization. 

 3.  If a covered therapeutic equivalent listed in subsection 1 is not 

available or a provider of health care deems a covered therapeutic 

equivalent to be medically inappropriate, an alternate therapeutic equivalent 

prescribed by a provider of health care must be covered by the managed care 

organization. 

 4.  Except as otherwise provided in subsections 8, 9 and 11, a managed 

care organization that offers or issues a health care plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition for 

coverage to obtain any benefit included in the plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use any 

such benefit; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care; 

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 5.  Coverage pursuant to this section for the covered dependent of an 

insured must be the same as for the insured. 

 6.  Except as otherwise provided in subsection 7, a health care plan 

subject to the provisions of this chapter that is delivered, issued for delivery 

or renewed on or after January 1, 2018, has the legal effect of including the 
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coverage required by subsection 1, and any provision of the plan or the 

renewal which is in conflict with this section is void. 

 7.  A managed care organization that offers or issues a health care plan 

and which is affiliated with a religious organization is not required to 

provide the coverage required by subsection 1 if the managed care 

organization objects on religious grounds. Such a managed care 

organization shall, before the issuance of a health care plan and before the 

renewal of such a plan, provide to the prospective insured written notice of 

the coverage that the managed care organization refuses to provide pursuant 

to this subsection. 

 8.  A managed care organization may require an insured to pay a higher 

deductible, copayment or coinsurance for a drug for contraception if the 

insured refuses to accept a therapeutic equivalent of the drug. 

 9.  For each of the 18 methods of contraception listed in subsection 10 

that have been approved by the Food and Drug Administration, a health care 

plan must include at least one drug or device for contraception within each 

method for which no deductible, copayment or coinsurance may be charged 

to the insured, but the managed care organization may charge a deductible, 

copayment or coinsurance for any other drug or device that provides the 

same method of contraception. 

 10.  The following 18 methods of contraception must be covered pursuant 

to this section: 

 (a) Voluntary sterilization for women; 

 (b) Surgical sterilization implants for women; 

 (c) Implantable rods; 

 (d) Copper-based intrauterine devices; 

 (e) Progesterone-based intrauterine devices; 

 (f) Injections; 

 (g) Combined estrogen- and progestin-based drugs; 

 (h) Progestin-based drugs; 

 (i) Extended- or continuous-regimen drugs; 

 (j) Estrogen- and progestin-based patches; 

 (k) Vaginal contraceptive rings; 

 (l) Diaphragms with spermicide; 

 (m) Sponges with spermicide; 

 (n) Cervical caps with spermicide; 

 (o) Female condoms; 

 (p) Spermicide; 

 (q) Combined estrogen- and progestin-based drugs for emergency 

contraception or progestin-based drugs for emergency contraception; and 

 (r) Antiprogestin-based drugs for emergency contraception. 

 11.  Except as otherwise provided in this section and federal law, a 

managed care organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 



5410 JOURNAL OF THE SENATE 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 12.  A managed care organization shall not use medical management 

techniques to require an insured to use a different method of contraception 

other than the method prescribed or ordered by a provider of health care. 

 13.  A managed care organization must provide an accessible, 

transparent and expedited process which is not unduly burdensome by which 

an insured, or the authorized representative of the insured, may request an 

exception relating to any medical management technique used by the 

managed care organization to obtain any benefit required by this section 

without a higher deductible, copayment or coinsurance. 

 14.  As used in this section: 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health care plan offered by a managed care 

organization under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers of health care under contract 

with the managed care organization. The term does not include an 

arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 (d) "Therapeutic equivalent" means a drug which: 

  (1) Contains an identical amount of the same active ingredients in the 

same dosage and method of administration as another drug; 

  (2) Is expected to have the same clinical effect when administered to a 

patient pursuant to a prescription or order as another drug; and 

  (3) Meets any other criteria required by the Food and Drug 

Administration for classification as a therapeutic equivalent. 

 Sec. 85.  1.  A managed care organization that offers or issues a health 

care plan shall include in the plan coverage for [such preventive health care 

services relating to women as the Director of the Department of Health and 

Human Services requires.] : 

 (a) Counseling and support for breastfeeding, including breastfeeding 

equipment, counseling and education during the antenatal, perinatal and 

postpartum period for not more than 1 year; 

 (b) Screening and counseling for interpersonal and domestic violence for 

women at least annually, with initial intervention services consisting of 

education, strategies to reduce harm, supportive services or a referral for 

any other appropriate services; 
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 (c) Behavioral counseling concerning sexually transmitted diseases from 

a provider of health care for sexually active women who are at increased risk 

for such diseases; 

 (d) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (e) Screening for blood pressure abnormalities and diabetes, including 

gestational diabetes, after at least 24 weeks of gestation or as ordered by a 

provider of health care; 

 (f) Screening for cervical cancer at such intervals as are recommended by 

the American College of Obstetricians and Gynecologists or its successor 

organization; 

 (g) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration, which must include at least one such 

visit per year beginning at 14 years of age;  

 (h) A daily dose of 0.4 to 0.8 milligrams of folic acid for women who are 

capable of becoming pregnant; 

 (i) Aspirin for the prevention of preeclampsia for women who are 

determined to be at a high risk of that condition after 12 weeks of gestation; 

 (j) Medication to prevent breast cancer for women who are at a high risk 

of developing breast cancer and have a low risk of adverse side effects from 

the medication; and 

 (k) Prophylactic ocular tubal medication for the prevention of gonococcal 

ophthalmia in newborns. 

 2.  A managed care organization must ensure that the benefits required 

by subsection 1 are made available to an insured through a provider of 

health care who participates in the network plan of the managed care 

organization. 

 3.  Except as otherwise provided in subsection 5, a managed care 

organization that offers or issues a health care plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health care plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use a 

benefit provided in the health care plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 
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 [3.] 4.  An evidence of coverage subject to the provisions of this chapter 

that is delivered, issued for delivery or renewed on or after January 1, 2018, 

has the legal effect of including the coverage required by subsection 1, and 

any provision of the evidence of coverage or the renewal which is in conflict 

with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a health care plan pursuant to subsection 1, including, without 

limitation: 

 (a) Such prenatal screenings and tests as recommended by the American 

College of Obstetricians and Gynecologists or its successor organization; 

 (b) Screening and counseling for interpersonal and domestic violence; 

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (d) Contraceptive drugs, devices and services; 

 (e) Such well-woman preventive visits as recommended by the Health 

Resources and Services Administration;  

 (f) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (g) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, a 

managed care organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health care plan offered by a managed care 

organization under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers of health care under contract 

with the managed care organization. The term does not include an 

arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 86.  1.  A managed care organization that offers or issues a health 

care plan shall include in the plan coverage for [such preventive health care 
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services relating to persons 18 years of age or older as the Director of the 

Department of Health and Human Services requires.] : 

 (a) Counseling relating to the dietary needs of adults who are at a high 

risk of chronic diseases; 

 (b) Statin preventive medication for persons between the ages of 40 and 

75 years who do not have a history of cardiovascular disease, but who have: 

  (1) One or more risk factors for cardiovascular disease; and 

  (2) A calculated risk of at least 10 percent of acquiring cardiovascular 

disease within the next 10 years; 

 (c) Aspirin for persons between the ages of 50 and 59 years who have a 

calculated risk of at least 10 percent of acquiring cardiovascular disease 

within the next 10 years and a life expectancy of at least 10 years; 

 (d) Vitamin D supplements for persons who are at least 65 years of age to 

prevent the person from falling if the person: 

  (1) Does not reside in a medical facility or a facility for the dependent; 

and 

  (2) Has an increased risk of falls; 

 (e) Tuberculosis screenings for latent tuberculosis infection in persons 

with increased risk of contracting tuberculosis; 

 (f) Screening for high blood pressure to confirm a diagnosis made outside 

a clinical setting before treatment is commenced; 

 (g) One abdominal aortic screening by ultrasound to detect abdominal 

aortic aneurisms for men between the ages of 65 and 75 years who have 

smoked during their lifetimes; 

 (h) Screening for hepatitis B infection for persons who are at a high risk 

of contracting hepatitis B; 

 (i) Screening for hepatitis C infection for persons who are at a high risk of 

contracting hepatitis C; 

 (j) One screening for hepatitis C infection for persons born between 1945 

and 1965; 

 (k) Screening for osteoporosis for women who: 

  (1) Are 65 years of age and older; or  

  (2) Have a risk of fracturing a bone equal to or greater than that of a 

woman who is 65 years of age without any additional risk factors; 

 (l) Screening for alcohol misuse for persons 18 years of age or older; 

 (m) If a person engages in risky or hazardous consumption of alcohol, as 

determined by the screening described in paragraph (l), behavioral 

counseling to reduce such behavior; and 

 (n) Screening for lung cancer using low-dose computed tomography for 

persons between the ages of 55 and 80 years who: 

  (1) Have a smoking history of 30 pack-years; 

  (2) Smoke or have stopped smoking within the immediately preceding 

15 years; and 
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  (3) Do not suffer from a health problem that substantially limits the life 

expectancy of the person or the willingness of the person to undergo curative 

surgery. 

 2.  A managed care organization must ensure that the benefits required 

by subsection 1 are made available to an insured through a provider of 

health care who participates in the network plan of the managed care 

organization. 

 3.  Except as otherwise provided in subsection 5, a managed care 

organization that offers or issues a health care plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health care plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use a 

benefit provided in the health care plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  An evidence of coverage subject to the provisions of this chapter 

that is delivered, issued for delivery or renewed on or after January 1, 2018, 

has the legal effect of including the coverage required by subsection 1, and 

any provision of the evidence of coverage or the renewal which is in conflict 

with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a health care plan pursuant to subsection 1, including, without 

limitation: 

 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the United States Preventive Services Task 

Force or its successor organization; 

 (b) Counseling relating to the dietary needs of certain adults who are at 

high-risk of chronic diseases; 

 (c) Smoking cessation programs; 

 (d) Any supplements, drugs or devices recommended by the United States 

Preventive Services Task Force or its successor organization; and 

 (e) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 
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the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, a 

managed care organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Computed tomography" means the process of producing sectional 

and three-dimensional images using external ionizing radiation. 

 (b) "Facility for the dependent" has the meaning ascribed to it in 

NRS 449.0045. 

 (c) "Medical facility" has the meaning ascribed to it in NRS 449.0151. 

 (d) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (e) "Network plan" means a health care plan offered by a managed care 

organization under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers of health care under contract 

with the managed care organization. The term does not include an 

arrangement for the financing of premiums. 

 (f) "Pack-year" means the product of the number of packs of cigarettes 

smoked per day and the number of years that the person has smoked. 

 (g) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031 

 Sec. 87.  1.  A managed care organization that offers or issues a health 

care plan shall include in the plan coverage for [such preventive health care 

services relating to persons less than 18 years of age as the Director of the 

Department of Health and Human Services requires.] : 

 (a) Screening for depression; 

 (b) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization;  

 (c) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration for persons less than 18 years of age; and 

 (d) Assessments relating to height, weight, body mass index and medical 

history for persons less than 18 years of age. 

 2.  A managed care organization must ensure that the benefits required 

by subsection 1 are made available to an insured through a provider of 
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health care who participates in the network plan of the managed care 

organization. 

 3.  Except as otherwise provided in subsection 5, a managed care 

organization that offers or issues a health care plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health care plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use a 

benefit provided in the health care plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 [3.] 4.  An evidence of coverage subject to the provisions of this chapter 

that is delivered, issued for delivery or renewed on or after January 1, 2018, 

has the legal effect of including the coverage required by subsection 1, and 

any provision of the evidence of coverage or the renewal which is in conflict 

with this section is void. 

[ 4.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the preventive health care services which must 

be covered by a health care plan pursuant to subsection 1, including, without 

limitation: 

 (a) Screening, tests and counseling for such other health conditions and 

diseases as recommended by the Health Resources and Services 

Administration; 

 (b) Assessments relating to height, weight, body mass index and medical 

history; 

 (c) Any supplements, drugs or devices recommended by the Health 

Resources and Services Administration; and 

 (d) All vaccinations recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention of 

the United States Department of Health and Human Services or its successor 

organization.] 

 5.  Except as otherwise provided in this section and federal law, a 

managed care organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 
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 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health care plan offered by a managed care 

organization under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers of health care under contract 

with the managed care organization. The term does not include an 

arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 88.  1.  [A managed care organization that offers or issues a health 

care plan shall include in the plan coverage for such health care services 

relating to maternal and newborn care as the Director of the Department of 

Health and Human Services requires. 

 2.]  Except as otherwise provided in this subsection, an evidence of 

coverage issued pursuant to this chapter may not restrict benefits for any 

length of stay in a hospital in connection with childbirth for a mother or 

newborn infant covered by the health care plan to: 

 (a) Less than 48 hours after a normal vaginal delivery; and 

 (b) Less than 96 hours after a cesarean section. 

 If a different length of stay is provided in the guidelines established by the 

American College of Obstetricians and Gynecologists, or its successor 

organization, and the American Academy of Pediatrics, or its successor 

organization, the health care plan may follow such guidelines in lieu of 

following the length of stay set forth above. The provisions of this subsection 

do not apply to any health care plan in any case in which the decision to 

discharge the mother or newborn infant before the expiration of the minimum 

length of stay set forth in this subsection is made by the attending physician 

of the mother or newborn infant. 

 [3.] 2.  Nothing in this section requires a mother to: 

 (a) Deliver her baby in a hospital; or 

 (b) Stay in a hospital for a fixed period following the birth of her child. 

 [4.] 3.  A health care plan may not: 

 (a) Deny a mother or her newborn infant coverage or continued coverage 

under the terms of the plan or coverage if the sole purpose of the denial of 

coverage or continued coverage is to avoid the requirements of this section; 

 (b) Provide monetary payments or rebates to a mother to encourage her 

to accept less than the minimum protection available pursuant to this 

section; 

 (c) Penalize, or otherwise reduce or limit, the reimbursement of an 

attending provider of health care because the attending provider of health 



5418 JOURNAL OF THE SENATE 

care provided care to a mother or newborn infant in accordance with the 

provisions of this section; 

 (d) Provide incentives of any kind to an attending physician to induce the 

attending physician to provide care to a mother or newborn infant in a 

manner that is inconsistent with the provisions of this section; or 

 (e) Except as otherwise provided in subsection [5,] 4, restrict benefits for 

any portion of a hospital stay required pursuant to the provisions of this 

section in a manner that is less favorable than the benefits provided for any 

preceding portion of that stay. 

 [5.] 4.  Nothing in this section: 

 (a) Prohibits a health care plan from imposing a deductible, coinsurance 

or other mechanism for sharing costs relating to benefits for hospital stays in 

connection with childbirth for a mother or newborn child covered by the 

plan, except that such coinsurance or other mechanism for sharing costs for 

any portion of a hospital stay required by this section may not be greater 

than the coinsurance or other mechanism for any preceding portion of that 

stay. 

 (b) Prohibits an arrangement for payment between a managed care 

organization and a provider of health care that uses capitation or other 

financial incentives, if the arrangement is designed to provide services 

efficiently and consistently in the best interest of the mother and her newborn 

infant. 

 (c) Prevents a managed care organization from negotiating with a 

provider of health care concerning the level and type of reimbursement to be 

provided in accordance with this section. 

 [6.] 5.  An evidence of coverage subject to the provisions of this chapter 

that is delivered, issued for delivery or renewed on or after January 1, 2018, 

has the legal effect of including the coverage required by subsection 1, and 

any provision of the evidence of coverage or the renewal which is in conflict 

with this section is void. 

 [7.  The Director of the Department of Health and Human Services shall 

adopt regulations to establish the health care services which must be covered 

by a health care plan pursuant to subsection 1. 

 8.] 6.  As used in this section, "provider of health care" has the meaning 

ascribed to it in NRS 629.031. 

 Sec. 89.  1.  A managed care organization which offers or issues a 

health care plan must provide coverage for benefits payable for expenses 

incurred for:  

 (a) [An annual cytologic screening test for women 18 years of age or 

older; 

 (b) A baseline mammogram for women between the ages of 35 and 

40 years;  

 (c) An annual] A mammogram every 2 years, or annually if ordered by a 

provider of health care, for women 40 years of age or older; 
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 [(d)] (b) Counseling concerning genetic testing for breast cancer [;] for 

women who are at a high risk of developing breast cancer; and 

 [(e)] (c) Counseling concerning breast cancer chemoprevention [.] for 

women who are at risk of developing breast cancer. 

 2.  A [health care plan must not require an insured to obtain prior 

authorization for any service provided pursuant to subsection 1.] managed 

care organization must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the managed care organization. 

 3.  [A] Except as otherwise provided in subsection 5, a managed care 

organization that offers or issues a health care plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health care plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use a 

benefit provided in the health care plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 4.  An evidence of coverage subject to the provisions of this chapter 

which is delivered, issued for delivery or renewed on or after 

January 1, 2018, has the legal effect of including the coverage required by 

subsection 1, and any provision of the evidence of coverage or the renewal 

which is in conflict with [subsection 1] this section is void. 

 5.  Except as otherwise provided in this section and federal law, a 

managed care organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 6.  As used in this section [, "provider] : 

 (a) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (b) "Network plan" means a health care plan offered by a managed care 

organization under which the financing and delivery of medical care, 
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including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers of health care under contract 

with the managed care organization. The term does not include an 

arrangement for the financing of premiums. 

 (c) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 90.  NRS 695G.171 is hereby amended to read as follows: 

 695G.171  1.  A health care plan issued by a managed care organization 

must provide coverage for benefits payable for expenses incurred for 

[administering] : 

 (a) Deoxyribonucleic acid testing for high-risk strains of the human 

papillomavirus [;] every 3 years for women 30 years of age or older; and 

 (b) Administering the human papillomavirus vaccine as recommended for 

vaccination by a competent authority, including, without limitation, the 

Centers for Disease Control and Prevention of the United States Department 

of Health and Human Services, the Food and Drug Administration or the 

manufacturer of the vaccine. 

 2.  [A health care plan must not require an insured to obtain prior 

authorization for any service provided pursuant to subsection 1.] A managed 

care organization must ensure that the benefits required by subsection 1 are 

made available to an insured through a provider of health care who 

participates in the network plan of the managed care organization. 

 3.  [A] Except as otherwise provided in subsection 5, a managed care 

organization that offers or issues a health care plan shall not: 

 (a) Require an insured to pay a higher deductible, any copayment or 

coinsurance or require a longer waiting period or other condition to obtain 

any benefit provided in the health care plan pursuant to subsection 1; 

 (b) Refuse to issue a health care plan or cancel a health care plan solely 

because the person applying for or covered by the plan uses or may use a 

benefit provided in the health care plan pursuant to subsection 1; 

 (c) Offer or pay any type of material inducement or financial incentive to 

an insured to discourage the insured from obtaining any such benefit; 

 (d) Penalize a provider of health care who provides any such benefit to an 

insured, including, without limitation, reducing the reimbursement of the 

provider of health care;  

 (e) Offer or pay any type of material inducement, bonus or other financial 

incentive to a provider of health care to deny, reduce, withhold, limit or 

delay access to any such benefit to an insured; or 

 (f) Impose any other restrictions or delays on the access of an insured to 

any such benefit. 

 4.  An evidence of coverage for a health care plan subject to the 

provisions of this chapter which is delivered, issued for delivery or renewed 

on or after [July 1, 2007,] January 1, 2018, has the legal effect of including 

the coverage required by subsection 1, and any provision of the evidence of 
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coverage or the renewal thereof which is in conflict with [subsection 1] this 

section is void. 

 [4.  For the purposes of this section, "human]  

 5.  Except as otherwise provided in this section and federal law, a 

managed care organization may use medical management techniques, 

including, without limitation, any available clinical evidence, to determine 

the frequency of or treatment relating to any benefit required by this section 

or the type of provider of health care to use for such treatment. 

 6.  As used in this section: 

 (a) "Human papillomavirus vaccine" means the Quadrivalent Human 

Papillomavirus Recombinant Vaccine or its successor which is approved by 

the Food and Drug Administration for the prevention of human 

papillomavirus infection and cervical cancer. 

 (b) "Medical management technique" means a practice which is used to 

control the cost or utilization of health care services or prescription drug 

use. The term includes, without limitation, the use of step therapy, prior 

authorization or categorizing drugs and devices based on cost, type or 

method of administration. 

 (c) "Network plan" means a health care plan offered by a managed care 

organization under which the financing and delivery of medical care, 

including items and services paid for as medical care, are provided, in whole 

or in part, through a defined set of providers of health care under contract 

with the managed care organization. The term does not include an 

arrangement for the financing of premiums. 

 (d) "Provider of health care" has the meaning ascribed to it in 

NRS 629.031. 

 Sec. 91.  (Deleted by amendment.) 

 Sec. 92.  The provisions of NRS 354.599 do not apply to any additional 

expenses of a local government that are related to the provisions of this act.  

 Sec. 93.  [1.  The Director of the Department of Health and Human 

Services shall adopt regulations as soon as possible after the effective date of 

this act which establish the health care services which must be covered by a 

policy of health insurance, policy of group health insurance, health benefit 

plan, benefit contract, contract for hospital or medical service or health care 

plan pursuant to sections 2 to 5, inclusive, 17, 18, 19, 21, 26, 27, 28, 32, 35, 

36, 37, 43, 50 to 53, inclusive, 59 to 62, inclusive, 70 to 73, inclusive, and 85 

to 88, inclusive, of this act. 

 2.  The regulations adopted pursuant to subsection 1 must include, 

without limitation, the health care services which are required to be covered 

pursuant to 45 C.F.R. § 147.130 and the Patient Protection and Affordable 

Care Act, Pub. L. 111-148, as amended.] (Deleted by amendment.) 

 Sec. 94.  NRS 689A.523, 689A.585, 689B.450, 689C.082, 695A.159 and 

695F.480 are hereby repealed. 

 Sec. 95.  This act becomes effective: 
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 1.  Upon passage and approval for the purposes of [adopting any 

regulations and] performing any [other] preparatory administrative tasks that 

are necessary to carry out the provisions of this act; and  

 2.  On January 1, 2018, for all other purposes. 

LEADLINES OF REPEALED SECTIONS 

 689A.523  "Exclusion for a preexisting condition" defined. 

 689A.585  "Preexisting condition" defined. 

 689B.450  "Preexisting condition" defined.  

 689C.082  "Preexisting condition" defined. 

 695A.159  Society prohibited from restricting coverage of child based on 

preexisting condition when person who is eligible for group coverage adopts 

or assumes legal obligation for child. 

 695F.480  Organization prohibited from restricting coverage of child 

based on preexisting condition if person who is eligible for group coverage 

adopts or assumes legal obligation for child. 

 Senator Spearman moved the adoption of the amendment. 

 Remarks by Senator Spearman. 
 Amendment No. 869 makes various changes to Assembly Bill No. 408. Specifically, it 
requires certain health insurers to cover and authorizes pharmacists to dispense up to a 12-month 

supply of a drug for contraception or a therapeutic equivalent pursuant to a valid prescription or 

order if certain conditions are met; requires Medicaid and certain private health insurers to cover 
certain methods of contraception and contraception-related services without a copayment, 

coinsurance or a higher deductible in most instances; and requires public and private insurers to 

cover certain counseling services, screenings, preventive visits and similar services. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Bill No. 447. 

 Bill read second time. 

 The following amendment was proposed by the Committee on Education: 

 Amendment No. 930. 

 SUMMARY—Revises provisions relating to Victory schools. 

(BDR S-717) 

 AN ACT relating to education; extending the duration of the Victory 

schools program; requiring the Department of Education to consult with the 

board of trustees of a school district when designating Victory schools; and 

providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

 During the 78th Session of the Nevada Legislature (2015), the Legislature 

passed the Victory Schools Act, which provided for the distribution of 

money during the 2015-2017 biennium to certain underperforming public 

schools designated as Victory schools. (Chapter 389, Statutes of 

Nevada 2015, p. 2197) This bill continues the program in effect for the 

2017-2019 biennium. This bill also requires the Department to consult with 

the board of trustees of a school district when designating Victory schools.  
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THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  Section 2 of the Victory Schools Act, being chapter 389, 

Statutes of Nevada 2015, at page 2199, is hereby amended to read as follows: 

 Sec. 2.  1.  The Department of Education shall , in consultation 

with the board of trustees of a school district, designate a public 

school as a Victory school if, relative to other public schools, 

including charter schools, that are located in the school district in 

which the school is also located: 

 (a) A high percentage of pupils enrolled in the school live in 

households that have household incomes that are less than the 

federally designated level signifying poverty, based on the most recent 

data compiled by the Bureau of the Census of the United States 

Department of Commerce; and 

 (b) The school received one of the two lowest possible ratings 

indicating underperformance of a public school, as determined by the 

Department pursuant to the statewide system of accountability for 

public schools, for the immediately preceding school year. 

 The designation of a public school as a Victory school pursuant to 

this subsection must be made in consultation with the board of trustees 

of the school district in which the prospective Victory school is 

located. 

 2.  The Department shall designate each Victory school for the 

[2015-2016] 2017-2018 Fiscal Year on or before June 1, [2015.] 2017.  

 3.  The Department shall transfer money from the Account for 

Programs for Innovation and the Prevention of Remediation created 

by NRS 387.1247 to each school district in which a Victory school is 

designated and each sponsor of a charter school that is designated as a 

Victory school on a per pupil basis. The amount distributed per pupil 

must be determined by dividing the amount of money appropriated to 

the Account by the [2015] 2017 Legislature for Victory schools by 

the total number of pupils who are enrolled in Victory schools 

statewide. After receiving money from the Account pursuant to this 

subsection: 

 (a) A school district shall distribute the money to each Victory 

school in the school district on a per pupil basis. 

 (b) A sponsor of a charter school shall distribute the money to each 

Victory school that it sponsors on a per pupil basis. 

 4.  The board of trustees of each school district in which a Victory 

school is located and the governing body of each charter school that is 

designated as a Victory school shall, as soon as practicable after the 

school is designated as a Victory school, conduct an assessment of the 

needs of pupils that attend the school. The assessment must include 

soliciting input from the community served by the Victory school and 
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identify any barriers to improving pupil achievement and school 

performance and strategies to meet the needs of pupils at the school. 

 5.  Except as otherwise provided in subsection 7, on or before 

August 15, [2015,] 2017, the board of trustees of each school district 

in which a Victory school is designated for the [2015-2016] 

2017-2018 Fiscal Year and the governing body of each charter school 

that is designated as a Victory school for the [2015-2016] 2017-2018 

Fiscal Year shall submit to the Department a comprehensive plan for 

meeting the educational needs of pupils enrolled in each Victory 

school. The board of trustees of each school district in which a Victory 

school is designated and the governing body of each charter school 

that is designated as a Victory school shall select at least one person 

who is familiar with the public schools in the school district or with 

the charter school, respectively, to assist with the development of the 

plan. The plan must: 

 (a) Include appropriate means to determine the effectiveness of the 

plan; 

 (b) Be based on the assessment of the needs of the pupils who 

attend the school conducted pursuant to subsection 4; 

 (c) Analyze available data concerning pupil achievement and 

school performance, including, without limitation, data collected and 

maintained in the statewide system of accountability for public 

schools and other pupil achievement data collected and maintained by 

the school district or charter school; 

 (d) Include a description of the criteria used to select entities to 

provide programs and services to pupils enrolled in the Victory 

school; 

 (e) Include a description of the manner in which the school district 

or governing body will collaborate with selected entities so that 

academic programs and services and nonacademic programs and 

services, including, without limitation, transportation services, may be 

offered without charge to support pupils and their families within the 

region in which the school is located; 

 (f) Take into account the number and types of pupils who attend the 

school and the locations where such pupils reside; 

 (g) Provide for the coordination of the existing or planned 

engagement of other persons who provide services in the region in 

which the school is located; 

 (h) Coordinate all funding available to each school that is subject to 

the plan;  

 (i) Provide for the coordination of all available resources to each 

school that is subject to the plan, including, without limitation, 

instructional materials and textbooks;  
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 (j) Identify, for each school or group of schools subject to the plan, 

which of the measures described in subsection 8 will be implemented; 

and 

 (k) Identify the person or persons selected pursuant to this 

subsection who assisted with the development of the plan.  

 6.  The Department shall review each plan submitted pursuant to 

subsection 5 to determine whether, or the extent to which, the plan 

complies with the requirements of this section and either approve or 

request revisions to the plan. 

 7.  If the board of trustees of a school district in which a Victory 

school is designated or the governing body of a charter school that is 

designated as a Victory school does not submit a comprehensive plan 

for meeting the educational needs of pupils enrolled in each Victory 

school on or before August 15, [2015,] 2017, as required pursuant to 

subsection 5, the board of trustees of the school district or the 

governing body of the charter school, as applicable, may submit to the 

Department a letter of intent to meet the educational needs of pupils 

enrolled in each Victory school. The letter must include, without 

limitation: 

 (a) An initial assessment of the needs of the pupils who attend the 

school which is conducted pursuant to subsection 4;  

 (b) An analysis of available data concerning pupil achievement and 

school performance, including, without limitation, data collected and 

maintained in the statewide system of accountability for public 

schools and data collected and maintained by the school district or 

charter school; and 

 (c) A summary of activities that the board of trustees or governing 

body, as applicable, will take to ensure completion of the 

comprehensive plan required pursuant to subsection 5 by not later than 

September 15, [2015.] 2017. 

 8.  A Victory school shall use the majority of the money 

distributed pursuant to subsection 3 to provide one or more of the 

following: 

 (a) A prekindergarten program free of charge, if such a program is 

not paid for by another grant.  

 (b) [An expansion of full-day kindergarten classes, if such classes 

have not otherwise been paid for through legislative appropriation.  

 (c)] A summer academy or other instruction for pupils free of 

charge at times during the year when school is not in session.  

 [(d)] (c) Additional instruction or other learning opportunities free 

of charge at times of day when school is not in session.  

 [(e)] (d) Professional development for teachers and other 

educational personnel concerning instructional practices and strategies 

that have proven to be an effective means to increase pupil 
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achievement in populations of pupils similar to those served by the 

school.  

 [(f)] (e) Incentives for hiring and retaining teachers and other 

licensed educational personnel who provide any of the programs or 

services set forth in this subsection from the list prescribed by the 

State Board of Education pursuant to subsection 14.  

 [(g)] (f) Employment of paraprofessionals, other educational 

personnel and other persons who provide any of the programs or 

services set forth in this subsection.  

 [(h)] (g) Reading skills centers. 

 (h) [Evidence-based programs, integrated] Integrated student 

supports , [and] wrap-around services and evidence-based programs 

designed to meet the needs of pupils who attend the school, as 

determined using the assessment conducted pursuant to subsection 4. 

 9.  A Victory school may use any money distributed pursuant to 

subsection 3 that is not used for the purposes described in subsection 8 

to: 

 (a) Provide evidence-based social, psychological or health care 

services to pupils and their families ; [, including, without limitation, 

wrap-around services;] 

 (b) Provide programs and services designed to engage parents and 

families; 

 (c) Provide programs to improve school climate and culture; [or] 

 (d) [Provide evidence-based programs and services specifically 

designed to meet the needs of pupils who attend the school, as 

determined using the assessment conducted pursuant to subsection 4; 

or 

 (e)] If the Victory school is a high school, provide additional 

instruction or other learning opportunities for pupils and professional 

development for teachers at an elementary school, middle school or 

junior high school that is located within the zone of attendance of the 

high school and is not also designated as a Victory school; or 

 (e) Any combination thereof. 

 10.  A Victory school shall not use any money distributed pursuant 

to subsection 3 for a purpose not described in subsection 8 or 9. 

 11.  Any programs offered at a Victory school pursuant to 

subsection 8 or 9 must: 

 (a) [Be] Except as otherwise provided in paragraph (d) of 

subsection 9, be designed to meet the needs of pupils at the school, as 

determined using the assessment conducted pursuant to subsection 4 

and to improve pupil achievement and school performance, as 

determined using the measures prescribed by the State Board of 

Education; and 

 (b) Be based on scientific research concerning effective practices to 

increase the achievement of pupils who live in poverty. 
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 12.  Each plan to improve the achievement of pupils enrolled in a 

Victory school that is prepared by the principal of the school pursuant 

to NRS 385A.650 must describe how the school will use the money 

distributed pursuant to subsection 3 to meet the needs of pupils who 

attend the school, as determined using the assessment described in 

subsection 4 and the requirements of this section. 

 13.  The Department shall contract with an independent evaluator 

to evaluate the effectiveness of programs and services provided 

pursuant to this section. The evaluation must include, without 

limitation, consideration of the achievement of pupils who have 

participated in such programs and received such services. When 

complete, the evaluation must be provided contemporaneously to the 

Department and the Legislative Committee on Education. 

 14.  The State Board of Education shall prescribe a list of 

recruitment and retention incentives that are available to the school 

districts and sponsors of charter schools that receive a distribution of 

money pursuant to this section to offer to teachers and other licensed 

educational personnel. 

 15.  The State Board shall require a Victory school to take 

corrective action if pupil achievement and school performance at the 

school are unsatisfactory, as determined by the State Board. If 

unsatisfactory pupil achievement and school performance continue, 

the State Board may direct the Department to withhold any additional 

money that would otherwise be distributed pursuant to this section. 

 16.  On or before November 30, 2016, and November 30, 2017, or, 

in the case of a Victory school designated for the 2017-2018 Fiscal 

Year, on or before November 30, 2018, and November 30, 2019, the 

board of trustees of each school district in which a Victory school is 

designated and the governing body of each charter school that is 

designated as a Victory school shall submit to the Department and to 

the Legislative Committee on Education a report, which must include, 

without limitation: 

 (a) An identification of schools to which money was distributed 

pursuant to subsection 3 for the previous fiscal year; 

 (b) The amount of money distributed to each such school; 

 (c) A description of the programs or services for which the money 

was used; 

 (d) The number of pupils who participated in such programs or 

received such services;  

 (e) The average expenditure per pupil for each program or service 

that was funded; and 

 (f) Recommendations concerning the manner in which the average 

expenditure per pupil reported pursuant to paragraph (e) may be used 

to determine formulas for allocating money from the State Distributive 

School Account in the State General Fund. 
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 17.  The Legislative Committee on Education shall consider the 

evaluations of the independent evaluator received pursuant to 

subsection 13 and the reports received pursuant to subsection 16 and 

advise the State Board regarding any action the Committee determines 

appropriate for the State Board to take based upon that information. 

The Committee shall also make any recommendations it deems 

appropriate concerning Victory schools to the next regular session of 

the Legislature which may include, without limitation, 

recommendations for legislation. 

 18.  The money distributed pursuant to subsection 3: 

 (a) Must be accounted for separately from any other money 

received by Victory schools and used only for the purposes specified 

in this section; 

 (b) May not be used to settle or arbitrate disputes between a 

recognized organization representing employees of a school district or 

the governing body of a charter school and the school district or 

governing body or to settle any negotiations; and 

 (c) May not be used to adjust the district-wide schedules of salaries 

and benefits of the employees of a school district. 

 19.  Upon request of the Legislative Commission, a Victory school 

to which money is distributed pursuant to subsection 3 shall make 

available to the Legislative Auditor any of the books, accounts, 

claims, reports, vouchers or other records of information, confidential 

or otherwise, regardless of their form or location, that the Legislative 

Auditor deems necessary to conduct an audit of the use of such 

money. 

 20.  As used in this section: 

 (a) "Community" includes any person or governmental entity who 

resides or has a significant presence in the geographic area in which a 

school is located or who interacts with pupils and personnel at a 

school, and may include, without limitation, parents, businesses, 

nonprofit organizations, faith-based organizations, community groups, 

teachers, administrators and governmental entities. 

 (b) ["Evidence-based programs and services" means practices, 

interventions and services that have been proven, through 

scientifically based research, as defined in 20 U.S.C. § 7801(37), to be 

effective in improving outcomes for pupils when implemented with 

fidelity. integrated] "Integrated student supports" means supports 

developed, secured or coordinated by a school to promote the 

academic success of pupils enrolled in the school by targeting 

academic and nonacademic barriers to pupil achievement. 

 (c) "Victory school" means a school that is so designated by the 

Department pursuant to subsection 1. 



MAY 24, 2017 — DAY 108 5429 

 (d) "Wrap-around services" means supplemental services provided 

to a pupil with special needs or the family of such a pupil that are not 

otherwise covered by any federal or state program of assistance. 

 Sec. 2.  This act becomes effective: 

 1.  Upon passage and approval for the purpose of performing any 

preparatory administrative tasks that are necessary to carry out the provisions 

of the act; and 

 2.  On July 1, 2017, for all other purposes. 

 Senator Denis moved the adoption of the amendment. 

 Remarks by Senator Denis. 
 Amendment No. 930 to Assembly Bill No. 447 allows a Victory high school to provide 
additional instruction, professional development or other learning opportunities at non-Victory 

schools within the high school's feeder system, and clarifies language about evidence-based 

programming. 

 Amendment adopted. 

 Bill ordered reprinted, re-engrossed and to third reading. 

 Assembly Joint Resolution No. 5. 

 Resolution read second time. 

 The following amendment was proposed by the Committee on Legislative 

Operations and Elections: 

 Amendment No. 804. 

 SUMMARY—Proposes to amend the Nevada Constitution to remove the 

constitutional provisions governing the election and duties of the Board of 

Regents of the State University and to authorize the Legislature to provide by 

statute for the governance, control and management of the State University 

[.] and for the reasonable protection of individual academic freedom. 

(BDR C-60) 

 ASSEMBLY JOINT RESOLUTION—Proposing to amend the Nevada 

Constitution to remove the constitutional provisions governing the election 

and duties of the Board of Regents of the State University and to authorize 

the Legislature to provide by statute for the governance, control and 

management of the State University [.] and for the reasonable protection of 

individual academic freedom. 

Legislative Counsel's Digest: 

 Article 11 of the Nevada Constitution, which is known as the Education 

Article, requires the Nevada Legislature to provide for the establishment of a 

State University that is controlled by a Board of Regents whose duties are 

prescribed by law. (Nev. Const. Art. 11, § 4) The Education Article also: (1) 

requires the Legislature to provide for the election of the members of the 

Board of Regents of the State University and to define their duties by law; 

and (2) authorizes the Board of Regents to control and manage the affairs of 

the State University and its funds under such regulations as may be provided 

by law. (Nev. Const. Art. 11, §§ 7, 8) 
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 As required by the Education Article, the Legislature has provided by law 

for: (1) the establishment of the State University, which is known as the 

University of Nevada; and (2) the election of the members of the Board of 

Regents. (NRS 396.020, 396.040) Additionally, the Legislature has: (1) 

provided by law for the establishment of the Nevada System of Higher 

Education, which consists of the State University and other educational 

institutions, programs and operations; and (2) authorized the Board of 

Regents to administer the System and to prescribe rules for its governance 

and management. (NRS 396.020, 396.110, 396.230, 396.280, 396.300, 

396.420, 396.440, 396.550) 

 This resolution proposes to amend the Nevada Constitution to remove the 

constitutional provisions governing the Board of Regents and to authorize the 

Legislature to provide by statute for the governance, control and management 

of the State University. (Nev. Const. Art. 11, §§ 4, 7) However, although this 

resolution removes the status of the Board of Regents as a constitutional 

body under the Nevada Constitution, this resolution does not change the 

status of the Board of Regents as a statutory body under existing statutory 

provisions, which authorize the Board of Regents to administer the Nevada 

System of Higher Education and prescribe rules for its governance and 

management. In addition, this resolution does not repeal, either expressly or 

by implication, any of those existing statutory provisions relating to the 

Board of Regents, including the existing statutory provisions that provide for 

the election of the members of the Board of Regents. 

 Under the Education Article, the Legislature is authorized to encourage by 

all suitable means the promotion of intellectual, literary, scientific, mining, 

mechanical, agricultural, ethical and other educational improvements. 

(Nev. Const. Art. 11, § 1) In public institutions of higher education, rules 

which provide for the reasonable protection of individual academic freedom 

are intended to encourage the pursuit of knowledge and the search for 

academic truth and enlightenment. (Urofsky v. Gilmore, 216 F.3d 401, 

410-11 (4th Cir. 2000); Demers v. Austin, 746 F.3d 402, 411-12 

(9th Cir. 2014)) 

 This resolution proposes to amend the Nevada Constitution to authorize 

the Legislature to provide by statute for the reasonable protection of 

individual academic freedom for students, faculty and other academic 

personnel of the public institutions of higher education in this State in order 

to facilitate the policies of encouraging by all suitable means the promotion 

of intellectual, literary, scientific, mining, mechanical, agricultural, ethical 

and other educational improvements. (Nev. Const. Art. 11, § 4) 

 Under the federal Morrill Land Grant Act of 1862, each state was provided 

with certain federal land grants to be sold to support and maintain at least one 

college in the state that teaches both agriculture and mechanic arts, including 

military tactics, so long as the state agrees to certain terms and conditions 

regarding the preservation and use of the proceeds derived from the sale of 

the federal land grants. (Act of July 2, 1862, ch. 130, §§ 1-8, 12 Stat. 503-05, 
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as amended and codified at 7 U.S.C. §§ 301 et seq.) To secure the benefits 

offered by the federal law, the Framers of the Nevada Constitution approved 

Section 8 of the Education Article to provide for the preservation and use of 

the proceeds derived from the sale of the federal land grants. (Debates & 

Proceedings of the Nevada State Constitutional Convention of 1864, at 586 

and 589-91 (Andrew J. Marsh off. rep. 1866)) 

 This resolution proposes to amend Section 8 of the Education Article to: 

(1) remove references to the Board of Regents; (2) delete obsolete 

provisions; (3) clarify citations to the pertinent federal law, including all 

amendments thereto; and (4) specify that the proceeds derived under the 

federal law must be invested by the State of Nevada in the manner required 

by law. (Nev. Const. Art. 11, § 8) 

 If this resolution is passed by the 2017 Legislature, it must also be passed 

by the next Legislature and then approved and ratified by the voters in an 

election before the proposed amendments to the Nevada Constitution become 

effective. 

 WHEREAS, Article 11 of the Nevada Constitution, which is known as the 

Education Article, requires the Legislature to provide for the establishment of 

a State University that is controlled by a Board of Regents whose duties are 

prescribed by law (Nev. Const. Art. 11, § 4); and 

 WHEREAS, The Education Article also requires the Legislature to 

provide for the election of the members of the Board of Regents and to define 

their duties by law (Nev. Const. Art. 11, § 7); and 

 WHEREAS, The Education Article authorizes the Board of Regents to 

control and manage the affairs of the State University and its funds under 

such regulations as may be provided by law (Nev. Const. Art. 11, §§ 7, 8); 

and 

 WHEREAS, When drafting the Education Article, the Framers of the 

Nevada Constitution purposefully added constitutional language to ensure 

that the powers and duties of the Board of Regents and its members "shall be 

prescribed by the Legislature," in order to "not leave it to be inferred, 

perhaps, that they have absolute control" over the State University (Debates 

& Proceedings of the Nevada State Constitutional Convention of 1864, 

at 586 (Andrew J. Marsh off. rep. 1866) (statement of Delegate George A. 

Nourse)); and  

 WHEREAS, The Framers believed that the Board of Regents' control and 

management of the affairs of the State University should be governed by 

laws enacted by the Legislature (Debates & Proceedings of the Nevada State 

Constitutional Convention of 1864, at 585-87 (Andrew J. Marsh off. rep. 

1866)); and 

 WHEREAS, The Framers did not create the Board of Regents as a 

constitutional body in the Education Article to give the Board of Regents 

unchecked autonomy from legislative oversight and control (Debates 

& Proceedings of the Nevada State Constitutional Convention of 1864, at 

585-91 (Andrew J. Marsh off. rep. 1866)); and 



5432 JOURNAL OF THE SENATE 

 WHEREAS, As required by the Education Article, the Legislature has 

provided by law for the establishment of the State University, known as the 

University of Nevada, and has provided by law for the election of the 

members of the Board of Regents (NRS 396.020, 396.040); and 

 WHEREAS, The Legislature has provided by law for the establishment of 

the Nevada System of Higher Education, which consists of the State 

University and other educational institutions, programs and operations, and 

for the Board of Regents to administer the System and to prescribe rules for 

its governance and management (NRS 396.020, 396.110, 396.230, 396.280, 

396.300, 396.420, 396.440, 396.550); and 

 WHEREAS, In cases before the Nevada Supreme Court, the Board of 

Regents has asserted that its "unique constitutional status" gives it "virtual 

autonomy and thus immunity" from particular laws and policies enacted by 

the Legislature (Board of Regents v. Oakley, 97 Nev. 605, 607 (1981)); and 

 WHEREAS, Although the Nevada Supreme Court has rejected the Board 

of Regents' broad assertion of autonomy and immunity from laws and 

policies enacted by the Legislature, the Nevada Supreme Court has 

recognized that the Board of Regents' constitutional status prevents the 

Legislature from enacting certain legislation that directly "interferes with the 

Board's essential management and control of the University." (Board of 

Regents v. Oakley, 97 Nev. 605, 608 (1981); King v. Board of Regents, 

65 Nev. 533, 564-69 (1948)); and 

 WHEREAS, Under our Nation's fundamental, well-established and 

long-standing principles of representative government, the traditional role of 

the people's elected representatives in the Legislature is to serve as the 

people's legislative check of accountability to ensure that public bodies, 

agencies and officers in the other branches of government are carrying out 

their governmental functions for the benefit of the people and in a manner 

consistent with the laws and policies enacted by the Legislature; and 

 WHEREAS, The Board of Regents has, at various times, relied on its 

constitutional status and its authority to control and manage the affairs of the 

State University as a defensive shield and cloak against the people's 

legislative check of accountability, and the Board of Regents has, at various 

times, taken actions that have hindered, thwarted or undermined the 

Legislature's investigation, review and scrutiny of the institutions, programs 

and operations of the Nevada System of Higher Education; and 

 WHEREAS, Like other public bodies, agencies and officers of the State 

Government, the Board of Regents should be subject to the people's 

legislative check of accountability through legislative oversight and control, 

and the Board of Regents' control and management of the affairs of the State 

University should be governed by all laws enacted by the Legislature; and 

 WHEREAS, To secure accountability to the people's elected 

representatives in the Legislature, the Nevada Constitution should be 

amended to remove the Board of Regents' constitutional status so that the 

Board of Regents operates only as a statutory public body to ensure that it is 
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subject to the people's legislative check of accountability through legislative 

oversight and control and to ensure that the Board of Regents' control and 

management of the affairs of the State University are governed by all laws 

enacted by the Legislature; and  

 WHEREAS, Amending the Nevada Constitution to remove the Board of 

Regents' constitutional status will allow the Legislature to exercise the full 

extent of its legislative power to review, reform and improve the control and 

management of the affairs of the State University and, in doing so, the 

Legislature also will have more options and greater flexibility to review, 

reform and improve all other institutions, programs and operations of the 

Nevada System of Higher Education; and 

 WHEREAS, Amending the Nevada Constitution to remove the Board of 

Regents' constitutional status will not repeal, either expressly or by 

implication, the existing statutory provisions which apply to the Board of 

Regents, the State University and all other institutions, programs and 

operations of the Nevada System of Higher Education, including, without 

limitation, the existing statutory provisions that provide for the voters to elect 

the members of the Board of Regents; now, therefore, be it 

 RESOLVED BY THE ASSEMBLY AND SENATE OF THE STATE OF 

NEVADA, JOINTLY, That this resolution may be cited as the Nevada 

Higher Education Reform, Accountability and Oversight Amendment; and be 

it further 

 RESOLVED, That Section 4 of Article 11 of the Nevada Constitution be 

amended to read as follows: 

[Sec:] Sec. 4.  1.  The Legislature shall provide for the 

establishment of a State University which shall embrace departments 

for Agriculture, Mechanic Arts, and Mining [to be controlled by a 

Board of Regents whose duties shall be prescribed by Law.] , and 

[the] other departments deemed appropriate for the State University. 

 2. The Legislature shall provide by law for [the]: 

 (a) The governance, control and management of the State 

University. 

 (b) The reasonable protection of individual academic freedom for 

persons who are enrolled in or who are employees or contractors of 

the State University and other public institutions of higher education 

in this State in order to facilitate the policies of Section 1 of this 

Article to encourage by all suitable means the promotion of 

intellectual, literary, scientific, mining, mechanical, agricultural, 

ethical and other educational improvements. 

And be it further 

 RESOLVED, That Section 8 of Article 11 of the Nevada Constitution be 

amended to read as follows: 

[Sec:] Sec. 8.  The [Board of Regents shall, from the interest 

accruing from the first funds which come under their control, 

immediately organize and maintain the said Mining department in 
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such manner as to make it most effective and useful, Provided, that all 

the] proceeds of the public lands donated by Act of Congress 

approved July [second AD. Eighteen hundred and sixty Two,] 2, 1862, 

ch. 130, 12 Stat. 503, and thereafter amended by Act of Congress, for 

a college for the benefit of Agriculture [[,] the Mechanics] and 

Mechanic Arts, [and] including Military tactics , shall be invested by 

the [said Board of Regents] State of Nevada in the manner required by 

law in a separate fund to be appropriated exclusively for the benefit of 

the first named departments to the State University as set forth in 

Section [Four above;] 4 of this Article. And the Legislature shall 

provide that if through neglect or any other contingency, any portion 

of the fund so set apart [, shall be] is lost or misappropriated, the State 

of Nevada shall replace said amount so lost or misappropriated in said 

fund so that the principal of said fund shall remain forever 

undiminished . [[.]] 

And be it further 

 RESOLVED, That Section 7 of Article 11 of the Nevada Constitution be 

repealed. 

TEXT OF REPEALED SECTION 

Sec: 7.  Board of Regents: Election and duties.  The Governor, 

Secretary of State, and Superintendent of Public Instruction, shall for the 

first four years and until their successors are elected and qualified constitute a 

Board of Regents to control and manage the affairs of the University and the 

funds of the same under such regulations as may be provided by law. But the 

Legislature shall at its regular session next preceding the expiration of the 

term of office of said Board of Regents provide for the election of a new 

Board of Regents and define their duties. 

 Senator Cannizzaro moved the adoption of the amendment. 

 Remarks by Senator Cannizzaro. 
 Amendment No. 804 to Assembly Joint Resolution No. 5 provides that the resolution may be 
cited as the Nevada Higher Education Reform, Accountability and Oversight Amendment; 

clarifies that the Legislature shall provide for other departments of the State University as 
deemed appropriate by the State University, and adds a clause specifying that the Legislature 

shall provide by law for the reasonable protection of individual academic freedoms and the 

promotion of intellectual, literary, scientific, mining, mechanical, agricultural, ethical and other 

educational improvements. 

 Amendment adopted. 

 Resolution ordered reprinted, re-engrossed and to third reading. 

MOTIONS, RESOLUTIONS AND NOTICES 

 Senator Ford moved that Assembly Bill No. 113 be taken from the 

Secretary's desk and placed at the bottom of the General File. 

 Motion carried. 

 Senator Atkinson moved that Assembly Bill No. 179 be taken from the 

Secretary's desk and placed at the bottom of the General File. 

 Motion carried. 
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GENERAL FILE AND THIRD READING 

 Senate Bill No. 414. 

 Bill read third time. 

 Remarks by Senator Hammond. 
 Senate Bill No. 414 clarifies that all personal property owned by a person who is not a 

resident of this State, and is located in this State solely for the purpose of an exhibit that is used 
in a convention or tradeshow located in this State or a display, exhibition, carnival, fair or circus 

that is transient in nature and is located in this State for not more than 30 days is exempt from 

the taxation of personal property. 

 Roll call on Senate Bill No. 414: 
 YEAS—21. 

 NAYS—None. 

 Senate Bill No. 414 having received a constitutional majority, 

Mr. President declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 

 Assembly Bill No. 346. 

 Bill read third time. 

 The following amendment was proposed by Senator Spearman: 

 Amendment No. 908. 

 SUMMARY—Enacts requirements relating to certain providers of child 

care. (BDR 38-283) 

 AN ACT relating to child care; authorizing the operator of a small child 

care establishment to register with the Division of Welfare and Supportive 

Services of the Department of Health and Human Services; requiring certain 

persons who are employed at or otherwise present at a registered small child 

care establishment to undergo a criminal background check under certain 

circumstances; authorizing the Division of Public and Behavioral Health of 

the Department to collect from a child care facility or small child care 

establishment the costs relating to an investigation of a violation; [requiring 

the licensee of a child care facility or the operator of a registered small child 

care establishment to ensure that each child at the facility or establishment 

wears a helmet while using certain devices;] providing for the inspection of 

such an establishment; providing a penalty; and providing other matters 

properly relating thereto. 

Legislative Counsel's Digest: 

 Existing law defines the term "child care facility" to mean an establishment 

that provides child care to five or more children for compensation and certain 

other child care establishments. (NRS 432A.024) Section 2 of this bill 

defines the term "small child care establishment" to mean an establishment 

that furnishes child care to not more than four children unrelated to the 

operator for compensation, outside the home and the presence of the parent 

or guardian of any of the children and on a regular basis for at least 3 weeks. 

Section 3 of this bill authorizes a person or governmental entity that wishes 

to operate or operates a small child care establishment to register with the 
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Division of Welfare and Supportive Services of the Department of Health 

and Human Services and submit certain information to the Division 

concerning employees and certain residents of the establishment.  

 Existing law requires every applicant for and holder of a license to operate 

a child care facility, employee of such an applicant or licensee and certain 

adult residents of a child care facility to undergo a criminal background 

check conducted by the Division at least once every 5 years. 

(NRS 432A.170, 432A.175) If a criminal background check reveals that such 

a person has been convicted of certain crimes, the person must be terminated 

or otherwise prevented from having direct contact with children at the 

facility. (NRS 432A.1775) Sections 7.2-7.6 of this bill make these 

requirements applicable to operators, employees and certain adult residents 

of small child care establishments that are registered with the Division of 

Welfare and Supportive Services. Section 7.8 of this bill also requires an 

operator of such a small child care establishment to maintain certain records 

relating to those background checks.  

 Section 7 of this bill authorizes the State Board of Health to adopt 

regulations to enforce the provisions relating to registration and background 

checks and to ensure the safe operation of registered small child care 

establishments. The Division of Public and Behavioral Health is authorized 

to impose a fine against any registered small child care establishment that 

violates the requirements or regulations. (NRS 432A.190) 

[ Section 5 of this bill requires the licensee of a child care facility or the 

operator of a registered small child care establishment to ensure that each 

child at the facility or establishment wears a helmet while riding a bicycle, 

tricycle, skateboard, scooter, roller skates or any other similar device or toy 

that renders the child mobile.] 

 Existing law authorizes any authorized member or employee of the 

Division to enter and inspect any building or premises of a child care facility 

or the area of operation of an outdoor youth program at any time to secure 

compliance with or prevent a violation of applicable law. Section 8 of this 

bill extends those inspection provisions to include small child care 

establishments, whether registered or not. If a complaint against a child care 

facility or small child care establishment is substantiated, section 4.5 of this 

bill authorizes the Division to collect from the facility or establishment the 

costs of the Division relating to the violation, including the costs of any 

necessary inspection or investigation. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  Chapter 432A of NRS is hereby amended by adding thereto 

the provisions set forth as sections 2 to 5, inclusive, of this act. 

 Sec. 2.  "Small child care establishment" means an establishment that 

furnishes care to not more than four children under 18 years of age who are 

not related to the operator of the establishment within the fourth degree of 

consanguinity or affinity: 



MAY 24, 2017 — DAY 108 5437 

 1.  For monetary compensation; 

 2.  Outside the home and the presence of the parents or guardians of any 

of the children; and 

 3.  For at least 6 hours each day, at least 4 days each week and more 

than 3 consecutive weeks. 

 Sec. 3.  1.  A person, state or local government unit or agency thereof 

that wishes to operate or operates a small child care establishment may 

register the small child care establishment with the Division of Welfare and 

Supportive Services of the Department by submitting to the Division of 

Welfare and Supportive Services on the Internet website of the Division of 

Welfare and Supportive Services the following information: 

 (a) The name, address and contact information of the operator of the 

small child care establishment; 

 (b) The name and address of the small child care establishment; 

 (c) An affirmation that the operator of the small child care establishment 

is in compliance with subsection 2; and 

 (d) Such additional information as the Division of Welfare and Supportive 

Services deems necessary. 

 2.  A person shall not serve as the operator of a registered small child 

care establishment if the person has been convicted of a crime listed in 

subsection 2 of NRS 432A.170 or has had a substantiated report of child 

abuse or neglect made against him or her. 

 Sec. 4.  (Deleted by amendment.) 

 Sec. 4.5. 1.  If a complaint against a child care facility, a small child 

care establishment or a person who operates a child care facility without a 

license, or a person who operates a small child care establishment, whether 

registered or not, is substantiated, the Division may charge and collect from 

the facility, establishment or person the actual cost incurred by the Division 

relating to the violation, including the actual cost of conducting an 

inspection or investigation of the facility, establishment or person. 

 2.  Any money collected pursuant to subsection 1 may be used by the 

Division to administer and carry out the provisions of this chapter and the 

regulations adopted pursuant thereto. 

 Sec. 5.  [The licensee of a child care facility or the operator of a 

registered small child care establishment shall ensure that each child at the 

facility or establishment, as applicable, wears a helmet while using a bicycle, 

tricycle, skateboard, scooter, roller skates or any other similar device or toy 

that renders the child mobile.] (Deleted by amendment.) 

 Sec. 6.  NRS 432A.020 is hereby amended to read as follows: 

 432A.020  As used in this chapter, unless the context otherwise requires, 

the words and terms defined in NRS 432A.0205 to 432A.029, inclusive, and 

section 2 of this act have the meanings ascribed to them in those sections. 

 Sec. 7.  NRS 432A.077 is hereby amended to read as follows: 

 432A.077  1.  The Board shall adopt: 
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 (a) Licensing standards for child care facilities. 

 (b) In consultation with the State Fire Marshal, plans and requirements to 

ensure that each child care facility and its staff is prepared to respond to 

emergencies, including, without limitation: 

  (1) The conducting of fire drills on a monthly basis; 

  (2) The adoption of plans to respond to natural disasters and 

emergencies other than those involving fire; and 

  (3) The adoption of plans to provide for evacuation of child care 

facilities in an emergency. 

 (c) Any regulations necessary to carry out the provisions of section 3 of 

this act or to ensure the safe operation of small child care establishments. 

 (d) Such other regulations as it deems necessary or convenient to carry out 

the provisions of this chapter. 

 2.  The Board shall require that the practices and policies of each child 

care facility provide adequately for the protection of the health and safety and 

the physical, moral and mental well-being of each child accommodated in the 

facility. 

 3.  If the Board finds that the practices and policies of a child care facility 

are substantially equivalent to those required by the Board in its regulations, 

it may waive compliance with a particular standard or other regulation by 

that facility. 

 Sec. 7.2.  NRS 432A.170 is hereby amended to read as follows: 

 432A.170  1.  The Division may, upon receipt of an application for a 

license to operate a child care facility, conduct an investigation into the: 

 (a) Buildings or premises of the facility and, if the application is for an 

outdoor youth program, the area of operation of the program; 

 (b) Qualifications and background of the applicant or the employees of the 

applicant; 

 (c) Method of operation for the facility; and 

 (d) Policies and purposes of the applicant. 

 2.  [The] Subject to the provisions of subsection 7, the Division shall 

secure from appropriate law enforcement agencies information on the 

background and personal history of every applicant, licensee [or] , operator 

of a small child care establishment, employee of an applicant , [or] licensee 

[,] or [every] small child care establishment, resident of a child care facility 

or small child care establishment who is 18 years of age or older, other than 

a resident who remains under the jurisdiction of a court pursuant to 

NRS 432B.594, or participant in an outdoor youth program who is 18 years 

of age or older, to determine whether the person has been convicted of: 

 (a) Murder, voluntary manslaughter or mayhem; 

 (b) Any other felony involving the use of a firearm or other deadly 

weapon; 

 (c) Assault with intent to kill or to commit sexual assault or mayhem; 

 (d) Sexual assault, statutory sexual seduction, incest, lewdness, indecent 

exposure or any other sexually related crime; 
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 (e) Abuse or neglect of a child or contributory delinquency; 

 (f) A violation of any federal or state law regulating the possession, 

distribution or use of any controlled substance or any dangerous drug as 

defined in chapter 454 of NRS; 

 (g) Abuse, neglect, exploitation, isolation or abandonment of older 

persons or vulnerable persons, including, without limitation, a violation of 

any provision of NRS 200.5091 to 200.50995, inclusive, or a law of any 

other jurisdiction that prohibits the same or similar conduct; or 

 (h) Any offense involving fraud, theft, embezzlement, burglary, robbery, 

fraudulent conversion or misappropriation of property within the 

immediately preceding 7 years. 

 3.  [The] Subject to the provisions of subsection 7, the Division shall 

request information concerning every applicant, licensee [or] , operator of a 

small child care establishment, employee of an applicant , [or] licensee [,] or 

[every] small child care establishment, resident of a child care facility or 

small child care establishment who is 18 years of age or older, other than a 

resident who remains under the jurisdiction of a court pursuant to 

NRS 432B.594, or participant in an outdoor youth program who is 18 years 

of age or older, from: 

 (a) The Central Repository for Nevada Records of Criminal History for 

submission to the Federal Bureau of Investigation for its report pursuant to 

NRS 432A.175; and 

 (b) The Statewide Central Registry for the Collection of Information 

Concerning the Abuse or Neglect of a Child established pursuant to 

NRS 432.100 to determine whether there has been a substantiated report of 

child abuse or neglect made against any of them. 

 4.  The Division may charge each person investigated pursuant to this 

section for the reasonable cost of that investigation. 

 5.  The information required to be obtained pursuant to subsections 2 and 

3 must be requested concerning an: 

 (a) Employee of an applicant , [or] licensee [,] or small child care 

establishment, resident of a child care facility or small child care 

establishment who is 18 years of age or older, other than a resident who 

remains under the jurisdiction of a court pursuant to NRS 432B.594, or 

participant in an outdoor youth program who is 18 years of age or older not 

later than 3 days after the employee is hired, the residency begins or the 

participant begins participating in the program, and then at least once every 

5 years thereafter. 

 (b) Applicant at the time that an application is submitted for licensure, and 

then at least once every 5 years after the license is issued. 

 (c) Operator of a small child care establishment before the operator 

begins operating the establishment, and then at least once every 5 years after 

the establishment begins operating. 

 6.  A person who is required to submit to an investigation required 

pursuant to this section shall not have contact with a child in a child care 
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facility without supervision before the investigation of the background and 

personal history of the person has been conducted. 

 7.  The provisions of subsections 2 , [and] 3 and 5 apply to a small child 

care establishment and an operator of a small child care establishment if the 

operator of such an establishment has applied or registered with the Division 

of Welfare and Supportive Services of the Department pursuant to section 3 

of this act. 

 Sec. 7.4.  NRS 432A.175 is hereby amended to read as follows: 

 432A.175  1.  Subject to the provisions of subsection 2: 

 (a) Every applicant for a license to operate a child care facility, licensee 

[and] , operator of a small child care establishment, employee of [such] an 

applicant , [or] licensee [, and every] or small child care establishment, 

resident of a child care facility or small child care establishment who is 

18 years of age or older, other than a resident who remains under the 

jurisdiction of a court pursuant to NRS 432B.594, or participant in an 

outdoor youth program who is 18 years of age or older, shall submit to the 

Division, or to the person or agency designated by the Division, to enable the 

Division to conduct an investigation pursuant to NRS 432A.170, a: 

 [(a)] (1) Complete set of fingerprints and a written authorization for the 

Division or its designee to forward the fingerprints to the Central Repository 

for Nevada Records of Criminal History for submission to the Federal 

Bureau of Investigation for its report; 

 [(b)] (2) Written statement detailing any prior criminal convictions; and 

 [(c)] (3) Written authorization for the Division to obtain any information 

that may be available from the Statewide Central Registry for the Collection 

of Information Concerning the Abuse or Neglect of a Child established 

pursuant to NRS 432.100. 

 [2.] (b) If an employee of an applicant for a license to operate a child care 

facility , [or] licensee [,] or small child care establishment, a resident of a 

child care facility or small child care establishment who is 18 years of age or 

older, other than a resident who remains under the jurisdiction of a court 

pursuant to NRS 432B.594, or participant in an outdoor youth program who 

is 18 years of age or older, has been convicted of any crime listed in 

subsection 2 of NRS 432A.170 or has had a substantiated report of child 

abuse or neglect filed against him or her, the Division shall immediately 

notify the applicant , [or] licensee [,] or small child care establishment who 

shall then comply with the provisions of NRS 432A.1755. 

 [3.] (c) An applicant for a license to operate a child care facility , [or] 

licensee or operator of a small child care establishment shall notify the 

Division as soon as practicable but not later than 24 hours after hiring an 

employee, beginning the residency of a resident who is 18 years of age or 

older, other than a resident who remains under the jurisdiction of a court 

pursuant to NRS 432B.594, or beginning the participation of a participant in 

an outdoor youth program who is 18 years of age or older. 
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 [4.] (d) An applicant for a license to operate a child care facility , [or] 

licensee or operator of a small child care establishment shall notify the 

Division within 2 days after receiving notice that: 

 [(a)] (1) The applicant, licensee or operator, an employee of the applicant 

, [or] licensee [,] or small child care establishment, a resident of the child 

care facility or small child care establishment who is 18 years of age or 

older, other than a resident who remains under the jurisdiction of a court 

pursuant to NRS 432B.594, or participant in an outdoor youth program who 

is 18 years of age or older, or a facility , establishment or program operated 

by the applicant , [or] licensee [,] or operator is the subject of a lawsuit or 

any disciplinary proceeding; or 

 [(b)] (2) The applicant , [or] licensee [,] or operator or an employee, a 

resident or a participant has been charged with a crime listed in subsection 2 

of NRS 432A.170 or is being investigated for child abuse or neglect. 

 2.  The provisions of this section apply to a small child care establishment 

and an operator of a small child care establishment if the operator of such 

an establishment has applied or registered with the Division of Welfare and 

Supportive Services of the Department pursuant to section 3 of this act. 

 Sec. 7.6.  NRS 432A.1755 is hereby amended to read as follows: 

 432A.1755  1.  Subject to the provisions of subsection 2: 

 (a) Upon receiving information pursuant to NRS 432A.175 from the 

Central Repository for Nevada Records of Criminal History or the Statewide 

Central Registry for the Collection of Information Concerning the Abuse or 

Neglect of a Child established pursuant to NRS 432.100 or evidence from 

any other source that an employee of an applicant for a license to operate a 

child care facility , [or] a licensee [,] or a small child care establishment, a 

resident of a child care facility or small child care establishment who is 

18 years of age or older, other than a resident who remains under the 

jurisdiction of a court pursuant to NRS 432B.594, or participant in an 

outdoor youth program who is 18 years of age or older has been convicted of 

a crime listed in subsection 2 of NRS 432A.170 or has had a substantiated 

report of child abuse or neglect made against him or her, the applicant , [or] 

licensee or operator of the small child care establishment shall terminate the 

employment of the employee or remove the resident from the facility or 

establishment or participant from the outdoor youth program after allowing 

the employee, resident or participant time to correct the information as 

required pursuant to [subsection 2. 

 2.] paragraph (b). 

 (b) If an employee, resident or participant believes that the information 

provided to the applicant , [or] licensee or operator pursuant to 

[subsection 1] paragraph (a) is incorrect, the employee, resident or 

participant must inform the applicant , [or] licensee or operator immediately. 

The applicant , [or] licensee or operator shall give any such employee, 

resident or participant 30 days to correct the information. 
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 [3.] (c) During any period in which an employee, resident or participant 

seeks to correct information pursuant to [subsection 2,] paragraph (b), it is 

within the discretion of the applicant , [or] licensee or operator whether to 

allow the employee, resident or participant to continue to work for or reside 

at the child care facility or small child care establishment or participate in the 

outdoor youth program, as applicable, except that the employee, resident or 

participant shall not have contact with a child without supervision during 

such a period. 

 2.  The provisions of this section apply to a small child care establishment 

and an operator of a small child care establishment if the operator of such 

an establishment has applied or registered with the Division of Welfare and 

Supportive Services of the Department pursuant to section 3 of this act. 

 Sec. 7.8.  NRS 432A.1785 is hereby amended to read as follows: 

 432A.1785  1.  [Each] Subject to the provisions of subsection 3, each 

applicant for a license to operate a child care facility , [and] licensee and 

operator of a small child care establishment shall maintain records of the 

information concerning [its] employees of the child care facility or small 

child care establishment and any residents of the child care facility or small 

child care establishment who are 18 years of age or older, other than 

residents who remain under the jurisdiction of a court pursuant to 

NRS 432B.594, or participants in any outdoor youth program who are 

18 years of age or older that is collected pursuant to NRS 432A.170 and 

432A.175, including, without limitation: 

 (a) A copy of the fingerprints that were submitted to the Central 

Repository for Nevada Records of Criminal History; 

 (b) Proof that the applicant , [or] licensee or operator submitted 

fingerprints to the Central Repository for Nevada Records of Criminal 

History; and 

 (c) The written authorization to obtain information from the Central 

Repository and the Statewide Central Registry for the Collection of 

Information Concerning the Abuse or Neglect of a Child established pursuant 

to NRS 432.100. 

 2.  The records maintained pursuant to subsection 1 must be: 

 (a) Maintained for the period of the employee's employment with or the 

resident's presence at the child care facility or small child care establishment 

or the participant's presence in the outdoor youth program; and 

 (b) Made available for inspection by the Division at any reasonable time 

and copies thereof must be furnished to the Division upon request. 

 3.  The provisions of this section apply to a small child care establishment 

and an operator of a small child care establishment if the operator of such 

an establishment has registered with the Division of Welfare and Supportive 

Services of the Department pursuant to section 3 of this act. 

 Sec. 8.  NRS 432A.180 is hereby amended to read as follows: 

 432A.180  1.  Any authorized member or employee of the Division may 

enter and inspect any building or premises of a child care facility or a small 
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child care establishment, whether registered or not, or the area of operation 

of an outdoor youth program at any time to secure compliance with or 

prevent a violation of any provision of this chapter. 

 2.  The State Fire Marshal or a designee of the State Fire Marshal shall, at 

least annually: 

 (a) Enter and inspect every building or premises of a child care facility, on 

behalf of the Division; and 

 (b) Observe and make recommendations regarding the drills conducted 

pursuant to NRS 432A.077, 

 to secure compliance with standards for safety from fire and other 

emergencies. 

 3.  The Chief Medical Officer or a designee of the Chief Medical Officer 

shall enter and inspect at least annually, every building or premises of a child 

care facility and area of operation of an outdoor youth program, on behalf of 

the Division, to secure compliance with standards for health and sanitation. 

 4.  The annual inspection of any child care facility which occasionally or 

regularly has physical custody of children pursuant to the order of a court 

must include, without limitation, an inspection of all areas where food is 

prepared and served, bathrooms, areas used for sleeping, common areas and 

areas located outdoors that are used by children at the child care facility. The 

Chief Medical Officer shall publish reports of the inspections and make them 

available for public inspection upon request. 

 Sec. 9.  (Deleted by amendment.) 

 Sec. 10.  NRS 432A.220 is hereby amended to read as follows: 

 432A.220  Any person who operates a child care facility without a license 

issued pursuant to NRS 432A.131 to 432A.220, inclusive, and sections 3, 

4.5 and 5 of this act is guilty of a misdemeanor. 

 Sec. 11.  (Deleted by amendment.) 

 Sec. 12.  This act becomes effective on July 1, 2017. 

 Senator Spearman moved the adoption of the amendment. 

 Remarks by Senator Spearman. 
 Amendment No. 908 revises Assembly Bill No. 346 to eliminate provisions that would have 

required child-care facilities and establishments to ensure that every child in their care wears a 
helmet while using a bicycle, tricycle, skateboard, scooter, roller skates or any other similar 

device. 

 Amendment adopted. 

 Bill read third time. 

 Remarks by Senator Spearman. 
 Assembly Bill No. 346 authorizes a person or governmental entity that wishes to operate or 

operates a small child-care establishment to register with the Division of Welfare and Supportive 

Services of the Department of Health and Human Services (DHHS). The bill prohibits a person 
from serving as the operator of a registered small child-care establishment if the person has been 

convicted of certain crimes or has had a substantiated report of child abuse or neglect. In 

addition, the bill requires the operator of a registered small child- care establishment to conduct 
criminal history background checks for employees and certain residents of the establishment at 

least once every five years. Assembly Bill No. 346 also authorizes DHHS to inspect small 

child-care establishments, whether registered or not, and to impose fines for certain violations. 
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 Roll call on Assembly Bill No. 346: 
 YEAS—15. 

 NAYS—Goicoechea, Gustavson, Hammond, Hardy, Kieckhefer, Settelmeyer—6. 

 Assembly Bill No. 346 having received a two-thirds majority, 

Mr. President declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 

 Assembly Bill No. 418. 

 Bill read third time. 

 The following amendment was proposed by Senator Cannizzaro: 

 Amendment No. 907. 

 SUMMARY—Revises provisions relating to elections. (BDR 24-750) 

 AN ACT relating to elections; providing that a voter may not be compelled 

to reveal under oath how he or she voted at any election; providing for the 

inspection during a contested election of certain records printed on paper of 

ballots voted by using a mechanical recording device; revising the method of 

counting ballots during a recount of an election; amending provisions 

specifying grounds upon which any election may be contested; and providing 

other matters properly relating thereto. 

Legislative Counsel's Digest: 

 Under existing law, in certain proceedings, a person has a privilege to 

refuse to disclose the tenor of his or her vote at an election unless the vote 

was cast illegally. (NRS 47.020, 49.315; Thomas v. Hardwick, 126 Nev. 142, 

146 n.4 (2010) (noting that under the privilege for voters recognized by 

NRS 49.315, potential jurors cannot be required to disclose how they voted 

on a particular ballot question)) Section 1 of this bill supplements the 

privilege for voters recognized by existing law and provides that, in addition 

to the right to claim the privilege for voters recognized by existing law in 

applicable proceedings, a voter who casts a vote legally at an election may 

not, in any other proceedings or circumstances, be compelled to reveal under 

oath how he or she voted at the election, and the voter has a privilege to 

refuse to disclose the tenor of his or her vote at the election.  

 Under existing law, voted ballots, rejected ballots, spoiled ballots, 

challenge lists, certain records printed on paper of ballots voted by using a 

mechanical recording device and stubs of ballots used must be deposited in 

the vaults of the county clerk. The voted ballots are not subject to inspection 

by anyone, except in cases of a contested election, and then only by the 

judge, body or board before whom the election is being contested or by the 

parties to the contest, jointly, pursuant to an order of such judge, body or 

board. (NRS 293.391) Section 2 of this bill clarifies that records printed on 

paper of ballots voted by using a mechanical recording device also are not 

subject to inspection by anyone, except in cases of a contested election, and 

then only by the judge, body or board before whom the election is being 

contested or by the parties to the contest, jointly, pursuant to an order of such 

judge, body or board. 
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 Under existing law, if a recount of an election in a county or city that uses 

a mechanical voting system is demanded, or if a recount of an election 

affecting more than one county is demanded, an initial recount is done of 

ballots from 5 percent of the total number of precincts that voted in the 

election, or at least three precincts that voted in the election. If the initial 

recount shows a discrepancy of at least 1 percent or five votes, whichever is 

greater, a full recount of all ballots at the election for the office or ballot 

question is done. (NRS 293.404) Section 3 of this bill deletes the provisions 

requiring the initial recount of 5 percent, or at least three, of the precincts that 

voted at the election. Section 3 provides instead that all recounts must 

include a count and inspection of all ballots. Section 3 further provides that 

all ballots must be recounted in the same manner in which the ballots were 

originally tabulated. 

 Section 4 of this bill amends provisions specifying grounds upon which 

any election may be contested. (NRS 293.410) 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  Chapter 293 of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 In addition to the right to claim the privilege for voters recognized by 

NRS 49.315 in proceedings governed by title 4 of NRS, a voter who casts a 

vote legally at an election may not, in any other proceedings or 

circumstances, be compelled under oath to reveal how he or she voted at the 

election, and the voter has a privilege to refuse to disclose the tenor of his or 

her vote at the election. 

 Sec. 2.  NRS 293.391 is hereby amended to read as follows: 

 293.391  1.  The voted ballots, rejected ballots, spoiled ballots, challenge 

lists, records printed on paper of voted ballots collected pursuant to 

NRS 293B.400, and stubs of the ballots used, enclosed and sealed, must, 

after canvass of the votes by the board of county commissioners, be 

deposited in the vaults of the county clerk. The records of voted ballots that 

are maintained in electronic form must, after canvass of the votes by the 

board of county commissioners, be sealed and deposited in the vaults of the 

county clerk. The tally lists collected pursuant to [NRS 293B.400] this title 

must, after canvass of the votes by the board of county commissioners, be 

deposited in the vaults of the county clerk without being sealed. All materials 

described by this subsection must be preserved for at least 22 months, and all 

such sealed materials must be destroyed immediately after the preservation 

period. A notice of the destruction must be published by the clerk in at least 

one newspaper of general circulation in the county not less than 2 weeks 

before the destruction. 

 2.  Unused ballots, enclosed and sealed, must, after canvass of the votes 

by the board of county commissioners, be deposited in the vaults of the 

county clerk and preserved for at least the period during which the election 
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may be contested and adjudicated, after which the unused ballots may be 

destroyed. 

 3.  The rosters containing the signatures of those persons who voted in the 

election and the tally lists deposited with the board of county commissioners 

are subject to the inspection of any elector who may wish to examine them at 

any time after their deposit with the county clerk. 

 4.  A contestant of an election may inspect all of the material regarding 

that election which is preserved pursuant to subsection 1 or 2, except the 

voted ballots [.] and records printed on paper of voted ballots collected 

pursuant to NRS 293B.400 which are deposited with the county clerk. 

 5.  The voted ballots and records printed on paper of voted ballots 

collected pursuant to NRS 293B.400 which are deposited with the county 

clerk are not subject to the inspection of anyone, except in cases of a 

contested election, and then only by the judge, body or board before whom 

the election is being contested, or by the parties to the contest, jointly, 

pursuant to an order of such judge, body or board. 

 Sec. 3.  NRS 293.404 is hereby amended to read as follows: 

 293.404  1.  Where a recount is demanded pursuant to the provisions of 

NRS 293.403, the: 

 (a) County clerk of each county affected by the recount shall employ a 

recount board to conduct the recount in the county, and shall act as chair of 

the recount board unless the recount is for the office of county clerk, in 

which case the registrar of voters of the county, if a registrar of voters has 

been appointed for the county, shall act as chair of the recount board. If a 

registrar of voters has not been appointed for the county, the chair of the 

board of county commissioners, if the chair is not a candidate on the ballot, 

shall act as chair of the recount board. If the recount is for the office of 

county clerk, a registrar of voters has not been appointed for the county and 

the chair of the board of county commissioners is a candidate on the ballot, 

the chair of the board of county commissioners shall appoint another member 

of the board of county commissioners who is not a candidate on the ballot to 

act as chair of the recount board. A member of the board of county 

commissioners who is a candidate on the ballot may not serve as a member 

of the recount board. 

 (b) City clerk shall employ a recount board to conduct the recount in the 

city, and shall act as chair of the recount board unless the recount is for the 

office of city clerk, in which case the mayor of the city, if the mayor is not a 

candidate on the ballot, shall act as chair of the recount board. If the recount 

is for the office of city clerk and the mayor of the city is a candidate on the 

ballot, the mayor of the city shall appoint another member of the city council 

who is not a candidate on the ballot to act as chair of the recount board. A 

member of the city council who is a candidate on the ballot may not serve as 

a member of the recount board. 
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 2.  Each candidate for the office affected by the recount and the voter 

who demanded the recount, if any, may be present in person or by an 

authorized representative, but may not be a member of the recount board. 

 3.  [Except in counties or cities using a mechanical voting system, the] 

The recount must include a count and inspection of all ballots, including 

rejected ballots, and must determine whether [those] all ballots are marked as 

required by law.  

 [4.  If a recount is demanded in a county or city using a mechanical 

voting system, the person who demanded the recount shall select the ballots 

for the office or ballot question affected from 5 percent of the total number of 

precincts for that particular office or ballot question, but in no case fewer 

than three precincts, after notification to each candidate for the office or the 

candidate's authorized representative. 

 5.  The recount board shall examine the selected ballots, including any 

duplicate or rejected ballots, shall determine whether the ballots have been 

voted in accordance with this title and shall recount the valid ballots] All 

ballots must be recounted in the same manner in which the ballots were 

originally tabulated. [If the recount of the selected ballots for all 5 percent of 

the precincts selected shows a total combined discrepancy of all precincts 

selected equal to or greater than 1 percent or five votes, whichever is greater, 

for the candidate demanding the recount or the candidate who won the 

election according to the original canvass of the returns, or in favor of or 

against a ballot question, according to the original canvass of the returns, the 

county or city clerk, as applicable, shall determine whether the person who 

demanded the recount is entitled to a recount and, if so, shall order a recount 

of all the ballots for that office or ballot question. 

 6.] 4.  The county or city clerk shall unseal and give to the recount board 

all ballots to be counted. 

 [7.  In the case of a demand for a recount affecting more than one county, 

including, without limitation, a statewide office or a ballot question, the 

demand must be made to the Secretary of State. The person who demanded 

the recount shall select the ballots for the statewide office or ballot question 

affected from 5 percent of the total number of precincts for that particular 

office or ballot question after notification to each candidate for the office or 

the candidate's representative. The Secretary of State shall notify the county 

clerks of the 5 percent of statewide precincts selected by the person who 

demanded the recount to examine the ballots in accordance with the 

provisions of this section and to notify the Secretary of State of the results of 

the recount in their respective precincts. If the separate examinations, when 

combined, show a total discrepancy equal to or greater than 1 percent for the 

candidate demanding the recount or the candidate who won the election, 

according to the original canvass of the returns, or in favor of or against a 

ballot question, according to the original canvass of the returns, the Secretary 

of State shall determine whether the person who demanded the recount is 
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entitled to a recount and, if so, shall order the county or city clerk, as 

applicable, to recount all the ballots for that office or ballot question. 

 8.] 5.  The Secretary of State may adopt regulations to carry out the 

provisions of this section. 

 Sec. 4.  NRS 293.410 is hereby amended to read as follows: 

 293.410  1.  A statement of contest shall not be dismissed by any court 

for want of form if the grounds of contest are alleged with sufficient certainty 

to inform the defendant of the charges the defendant is required to meet. 

 2.  An election may be contested upon any of the following grounds: 

 (a) That the election board or any member thereof was guilty of 

malfeasance. 

 (b) That a person who has been declared elected to an office was not at the 

time of election eligible to that office. 

 (c) That [illegal] : 

  (1) Illegal or improper votes were cast and counted [for the defendant, 

which, if taken from the defendant, will reduce the number of the defendant's 

legal votes below the number necessary to elect] ; 

  (2) Legal and proper votes were not counted; or  

  (3) A combination of the circumstances described in subparagraphs (1) 

and (2) occurred,  

 in an amount that is equal to or greater than the margin between the 

contestant and the defendant [.] , or otherwise in an amount sufficient to 

raise reasonable doubt as to the outcome of the election. 

 (d) That the election board, in conducting the election or in canvassing the 

returns, made errors sufficient to change the result of the election as to any 

person who has been declared elected. 

 (e) That the defendant or any person acting, either directly or indirectly, 

on behalf of the defendant has given, or offered to give, to any person [a 

bribe] anything of value for the purpose of [procuring his or her] 

manipulating or altering the outcome of the election. 

 (f) That there was a [possible] malfunction of any voting device or 

electronic tabulator, counting device [.] or computer in a manner sufficient 

to raise reasonable doubt as to the outcome of the election. 

 Senator Cannizzaro moved the adoption of the amendment. 

 Remarks by Senator Cannizzaro: 
 Amendment No. 907 to Assembly Bill No. 418 removes the word "possibly" from section 4 

sub.2(f) so that there is a conformity with the pleading standard that is currently being added to 

this language that is already in the bill. 

 Amendment adopted. 

 Bill read third time. 

 Remarks by Senators Cannizzaro and Settelmeyer. 

 SENATOR CANNIZZARO: 

 Assembly Bill No. 418 revises provisions relating to recounting ballots in contested elections 
and clarifies the grounds for contesting elections. The bill replaces existing provisions that 

require an initial recount of ballots be conducted in 5 percent of precincts, or at least 3 precincts, 
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that voted in the election, and replaces them with a requirement that in future contested 
elections, all ballots must be recounted. The measure also specifies that a recount must be 

conducted in the manner in which the ballots were originally tabulated. Voting records, 

including printed paper records, of votes cast on mechanical devices must be stored by the clerk 
and are not subject to inspection unless they are relevant to a contested election. 

 Finally, Assembly Bill No. 418 provides that no person may be compelled to reveal under 

oath how he or she voted. 

 SENATOR SETTELMEYER: 

 There was discussion in the Committee about the cost being higher for a full recount than a 

lower recount that would preclude some individuals from being able to have the funds available 
to do that recount so there are concerns there. I am worried about the striking of the word 

possible in the amendment. By striking the word possible, you are not going to be able to prove 

the machine had a malfunction. That is trying to prove a negative; it will be hard to do, have a 

chilling effect and decrease the amount of lawsuits that are filed. These lawsuits have never been 

proven, but I would rather have a lot of lawsuits showing there is no fraud going on than never 

have any questions about fraud raised.  

 SENATOR CANNIZZARO: 

 I would like to clarify some concerns about the newest amendment that struck the word 

possible. In that subsection of the bill, there is already language that creates a pleading standard. 
It does not require anyone prove there was fraud in the election, or that there was something 

wrong with the machine, there is legal language we are inserting into the statute. The word 

possible was in addition to the language for the pleading standard, which is a manner sufficient 
to raise reasonable doubt as to the outcome of the election. This is a standard that lawyers and 

courts are used to and that would require us to engage in that. Adding both of those together in 

there together creates confusion for some of the county clerks and that is one of the reasons for 

the amendment—to clarify that.  

 Roll call on Assembly Bill No. 418: 
 YEAS—12. 
 NAYS—Gansert, Goicoechea, Gustavson, Hammond, Hardy, Harris, Kieckhefer, Roberson, 

Settelmeyer—9. 

 Assembly Bill No. 418 having received a constitutional majority, 

Mr. President declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 

 Assembly Bill No. 113. 

 Bill read third time. 

 Remarks by Senator Cannizzaro. 
 Assembly Bill No. 113 requires each public and private employer in this State, other than the 
Department of Corrections, certain small employers and certain licensed contractors, to provide 

reasonable break time and an appropriate place for an employee who is a nursing mother to 

express breast milk. This break time may be provided with or without compensation, except if 
such break time is otherwise required to be compensated pursuant to a collective bargaining 

agreement. The bill prohibits employers from retaliating against an employee who takes 

advantage of the bill's provisions. 
 If a public or private employer would face an undue hardship relating to these requirements, 

the measure authorizes the employer to meet with the employee to discuss potential alternatives. 

The measure outlines the process for resolving an impasse, if an alternative is not reached, and 
authorizes the Labor Commissioner to enforce these requirements for private employers. The 

measure provides a process for a public employee to file a complaint and requires the Local 

Government Employee-Management Relations Board to create an expedited procedure to 
resolve such a complaint. Finally, certain small employers and contractors are exempt from 

various requirements of this measure. 
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 Roll call on Assembly Bill No. 113: 
 YEAS—21. 

 NAYS—None. 

 Assembly Bill No. 113 having received a constitutional majority, 

Mr. President declared it passed. 

 Bill ordered transmitted to the Assembly. 

 Assembly Bill No. 179. 

 Bill read third time. 

 Remarks by Senator Spearman. 
 Assembly Bill No. 179 makes various changes to the Board of Massage Therapists and the 
types of professions regulated by the Board. It authorizes the Board to issue licenses in two new 

practice areas: structural integration and reflexology. The measure changes the name of the 

Board to the Board of Massage Therapy and modifies the composition of the Board to include a 
member licensed to practice in each of the two new areas. It also allows local governments to 

regulate a massage, reflexology and structural integration establishment in a manner that is more 

stringent than regulations adopted by the Board. Finally, Assembly Bill No. 179 provides that 
licenses issued by the Board are valid for two years and allows the Board to, by regulation, 

charge up to $350 for a license renewal. 

 Roll call on Assembly Bill No. 179: 
 YEAS—20. 

 NAYS—Gustavson. 

 Assembly Bill No. 179 having received a two-thirds majority, 

Mr. President declared it passed, as amended. 

 Bill ordered transmitted to the Assembly. 

UNFINISHED BUSINESS 

CONSIDERATION OF ASSEMBLY AMENDMENTS 

 Senate Bill No. 163. 

 The following Assembly amendment was read: 

 Amendment No. 715. 

 SUMMARY—Revises provisions relating to professional entities. 

(BDR 7-632) 

 AN ACT relating to professional entities; prohibiting owners of certain 

professional entities from engaging in certain acts relating to the professional 

services provided by persons engaged in the practice of medicine, 

homeopathic medicine, osteopathic medicine or psychology; revising 

provisions governing the formation of professional entities to provide 

specific types of professional services; and providing other matters properly 

relating thereto. 

Legislative Counsel's Digest: 

 Existing law provides that a professional entity may be organized only for 

the purpose of rendering one specific type of professional service. Existing 

law also provides certain exceptions to the requirement that a professional 

entity only provide one type of professional service. (NRS 89.050) [This] 

Section 2 of this bill expands the exception of forming a professional entity 

for the provision of services relating to medicine, homeopathy and 
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osteopathy to include [mental health services, which includes] services 

relating to the practice of psychology . [, clinical social work, psychiatric 

nursing, marriage and family therapy and clinical professional counseling.] 

Such a professional entity may be composed of persons engaged in the 

practice of medicine, homeopathic medicine , [and] osteopathic medicine and 

[providing mental health services.] psychology. Section 1 of this bill 

prohibits an owner of such a professional entity from engaging in certain acts 

relating to the professional services provided by persons engaged in those 

professions, including an act that interferes with the professional judgment of 

such persons. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  Chapter 89 of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 An owner of a professional entity organized pursuant to paragraph (b) of 

subsection 2 of NRS 89.050 shall not: 

 1.  Create a policy or contract, written or otherwise, to restrict or 

prohibit the good faith communication between a patient and a person 

licensed pursuant to chapter 630, 630A, 633 or 641 of NRS, concerning the 

patient's medical records, health care, risks or benefits of such health care or 

treatment options. 

 2.  Influence or interfere with the professional judgment of a person 

licensed pursuant to chapter 630, 630A, 633 or 641 of NRS, including, 

without limitation, the professional judgment of such a person concerning:  

 (a) The care of a patient;  

 (b) The custodian of the medical records of a patient; 

 (c) Employment decisions, including hiring or terminating an employee; 

or 

 (d) Coding or billing procedures. 

 3.  Terminate a contract or refuse to renew a contract with a person 

licensed pursuant to 630, 630A, 633 or 641 of NRS because the person: 

 (a) Advocates on behalf of a patient in private or public; 

 (b) Assists a patient in seeking reconsideration of a denial of coverage of 

health care services; or 

 (c) Reports a violation of law to an appropriate authority. 

 4.  Require a person licensed pursuant to chapter 630, 630A, 633 or 641 

of NRS to: 

 (a) Provide professional services to a specified number of patients within 

a particular amount of time; or 

 (b) Work a certain number of hours in a specified period of time. 

 5.  Require a person licensed pursuant to chapter 630, 630A, 633 or 641 

of NRS to obtain the approval or review of a contract by a third party, 

including, without limitation, a provider of insurance. 

 [Section 1.]  Sec. 2.  NRS 89.050 is hereby amended to read as follows: 

 89.050  1.  Except as otherwise provided in subsection 2, a professional 
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entity may be organized only for the purpose of rendering one specific type 

of professional service and may not engage in any business other than 

rendering the professional service for which it was organized and services 

reasonably related thereto, except that a professional entity may own real and 

personal property appropriate to its business and may invest its money in any 

form of real property, securities or any other type of investment. 

 2.  A professional entity may be organized to render a professional 

service relating to: 

 (a) Architecture, interior design, residential design, engineering and 

landscape architecture, or any combination thereof, and may be composed of 

persons: 

  (1) Engaged in the practice of architecture as provided in chapter 623 of 

NRS; 

  (2) Practicing as a registered interior designer as provided in 

chapter 623 of NRS; 

  (3) Engaged in the practice of residential design as provided in 

chapter 623 of NRS; 

  (4) Engaged in the practice of landscape architecture as provided in 

chapter 623A of NRS; and 

  (5) Engaged in the practice of professional engineering as provided in 

chapter 625 of NRS. 

 (b) Medicine, homeopathy , [and] osteopathy [,] and [mental health,] 

psychology, or any combination thereof, and may be composed of persons 

engaged in the practice of [medicine] : 

  (1) Medicine as provided in chapter 630 of NRS [, persons engaged in 

the practice of homeopathic] ; 

  (2) Homeopathic medicine as provided in chapter 630A of NRS [and 

persons engaged in the practice of osteopathic] ; 

  (3) Osteopathic medicine as provided in chapter 633 of NRS [.] ; and 

  (4) Psychology and licensed to provide services pursuant to 

chapter 641 of NRS. 

 Such a professional entity may market and manage additional professional 

entities which are organized to render a professional service relating to 

medicine, homeopathy , [and] osteopathy [.] and psychology. 

 (c) Mental health services, and may be composed of the following 

persons, in any number and in any combination: 

  (1) [; and 

  (4) Providing mental health services, which includes: 

   (I)] Any psychologist who is licensed to practice in this State; 

  (2) [(II)] Any social worker who holds a master's degree in social work 

and who is licensed by this State as a clinical social worker; 

  (3) [(III)] Any registered nurse who is licensed to practice professional 

nursing in this State and who holds a master's degree in the field of 

psychiatric nursing; 
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  (4) [(IV)] Any marriage and family therapist who is licensed by this 

State pursuant to chapter 641A of NRS; and 

  (5) [(V)] Any clinical professional counselor who is licensed by this 

State pursuant to chapter 641A of NRS. 

 Such a professional entity may market and manage additional professional 

entities which are organized to render a professional service relating to 

[medicine, homeopathy, osteopathy and] mental health services pursuant to 

this paragraph. 

 3.  A professional entity may render a professional service only through 

its officers, managers and employees who are licensed or otherwise 

authorized by law to render the professional service. 

 Senator Segerblom moved that the Senate concur in Assembly 

Amendment No. 715 to Senate Bill No. 163. 

 Motion carried by a constitutional majority. 

 Bill ordered enrolled. 

 Senate Bill No. 165. 

 The following Assembly Amendment was read: 

 Amendment No. 746. 

 SUMMARY—Makes various changes concerning the prevention and 

treatment of obesity. (BDR 40-791) 

 AN ACT relating to public health; defining the term "obesity" as a chronic 

disease; requiring the Division of Public and Behavioral Health of the 

Department of Health and Human Services to prepare an annual report on 

obesity; requiring certain school districts to collect data concerning the height 

and weight of pupils; and providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

 Existing law uses the term "obesity" in listing the benefits of breast-

feeding, mandating training for child care providers and mandating public 

information and prevention programs of the Division of Public and 

Behavioral Health of the Department of Health and Human Services. 

(NRS 201.232, 432A.1775, 439.517, 439.521) Section 1 of this bill defines 

the term "obesity" in the preliminary chapter of NRS as a chronic disease 

having certain characteristics. Sections 2 and 4-6 of this bill define the term 

"obesity" as used in those provisions of existing law. Section 5 also requires 

the Division to prepare an annual report on obesity statistics in this State and 

the efforts to reduce obesity.  

 Existing law requires certain school nurses to conduct or supervise certain 

examinations of pupils in certain grades for scoliosis, visual and auditory 

problems or any gross physical defects. School authorities must provide 

notice of those examinations to the parent or guardian of a child before 

performing the examination, and each school nurse or designee of the nurse 

must report the results of those examinations to the Chief Medical Officer. 

(NRS 392.420) Section 3 of this bill: (1) requires the board of trustees of 

each school district in a county whose population is 100,000 or more 
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(currently Clark and Washoe counties) to use school nurses, health personnel 

and certain teachers and other personnel to conduct examinations of the 

height and weight of certain pupils; and (2) provides that, under certain 

circumstances, the school authorities are not required to provide notice to the 

parent or guardian of a child before conducting the examination. Section 3 

also requires the Division to: (1) compile a report of the results of those 

examinations specific to each region of this State for which the information is 

collected; (2) publish and disseminate the reports; and (3) submit a copy of 

the report to the superintendent of each school district located in a county 

whose population is 100,000 or more (currently Clark and Washoe Counties). 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  The preliminary chapter of NRS is hereby amended by adding 

thereto a new section to read as follows: 

 1.  Except as otherwise provided by specific statute or required by 

context, "obesity" means a chronic disease characterized by an abnormal 

and unhealthy accumulation of body fat which is statistically correlated with 

premature mortality, hypertension, heart disease, diabetes, cancer and other 

health conditions, and may be indicated by: 

 (a) A body mass index of 30 or higher in adults; 

 (b) A body mass index that is greater than two standard deviations above 

the World Health Organization's growth standard for children who are at 

least 5 but less than 19 years of age, or greater than three standard 

deviations above the standard for children who are less than 5 years of age; 

 (c) A body fat percentage greater than 25 percent for men or 32 percent 

for women; or 

 (d) A waist size of 40 inches or more for men or 35 inches or more for 

women. 

 2.  As used in this section, "chronic disease" means a health condition or 

disease which presents for a period of 3 months or more or is persistent, 

indefinite or incurable. 

 Sec. 2.  NRS 201.232 is hereby amended to read as follows: 

 201.232  1.  The Legislature finds and declares that: 

 (a) The medical profession in the United States recommends that children 

from birth to the age of 1 year should be breast fed, unless under particular 

circumstances it is medically inadvisable. 

 (b) Despite the recommendation of the medical profession, statistics 

reveal a declining percentage of mothers who are choosing to breast feed 

their babies. 

 (c) Many new mothers are now choosing to use formula rather than to 

breast feed even before they leave the hospital, and only a small percentage 

of all mothers are still breast feeding when their babies are 6 months old. 

 (d) In addition to the benefit of improving bonding between mothers and 

their babies, breast feeding offers better nutrition, digestion and immunity for 

babies than does formula feeding, and it may increase the intelligence 
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quotient of a child. Babies who are breast fed have lower rates of death, 

meningitis, childhood leukemia and other cancers, diabetes, respiratory 

illnesses, bacterial and viral infections, diarrheal diseases, otitis media, 

allergies, obesity and developmental delays. 

 (e) Breast feeding also provides significant benefits to the health of the 

mother, including protection against breast cancer and other cancers, 

osteoporosis and infections of the urinary tract. The incidence of breast 

cancer in the United States might be reduced by 25 percent if every woman 

breast fed all her children until they reached the age of 2 years. 

 (f) The World Health Organization and the United Nations Children's 

Fund have established as one of their major goals for the decade the 

encouragement of breast feeding. 

 (g) The social constraints of modern society weigh against the choice of 

breast feeding and lead new mothers with demanding time schedules to opt 

for formula feeding to avoid embarrassment, social ostracism or criminal 

prosecution. 

 (h) Any genuine promotion of family values should encourage public 

acceptance of this most basic act of nurture between a mother and her baby, 

and no mother should be made to feel incriminated or socially ostracized for 

breast feeding her child. 

 2.  Notwithstanding any other provision of law, a mother may breast feed 

her child in any public or private location where the mother is otherwise 

authorized to be, irrespective of whether the nipple of the mother's breast is 

uncovered during or incidental to the breast feeding. 

 3.  As used in this section: 

 (a) "Chronic disease" means a health condition or disease which presents 

for a period of 3 months or more or is persistent, indefinite or incurable. 

 (b) "Obesity" means a chronic disease characterized by an abnormal and 

unhealthy accumulation of body fat which is statistically correlated with 

premature mortality, hypertension, heart disease, diabetes, cancer and other 

health conditions, and may be indicated by: 

  (1) A body mass index of 30 or higher in adults; 

  (2) A body mass index that is greater than two standard deviations 

above the World Health Organization's growth standard for children who 

are at least 5 but less than 19 years of age, or greater than three standard 

deviations above the standard for children who are less than 5 years of age; 

  (3) A body fat percentage greater than 25 percent for men or 32 percent 

for women; or 

  (4) A waist size of 40 inches or more for men or 35 inches or more for 

women. 

 Sec. 3.  NRS 392.420 is hereby amended to read as follows: 

 392.420  1.  In each school at which a school nurse is responsible for 

providing nursing services, the school nurse shall plan for and carry out, or 

supervise qualified health personnel in carrying out, a separate and careful 

observation and examination of every child who is regularly enrolled in a 
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grade specified by the board of trustees or superintendent of schools of the 

school district in accordance with this subsection to determine whether the 

child has scoliosis, any visual or auditory problem, or any gross physical 

defect. The grades in which the observations and examinations must be 

carried out are as follows: 

 (a) For visual and auditory problems: 

  (1) Before the completion of the first year of initial enrollment in 

elementary school; 

  (2) In at least one additional grade of the elementary schools; and 

  (3) In one grade of the middle or junior high schools and one grade of 

the high schools; and 

 (b) For scoliosis, in at least one grade of schools below the high schools. 

 Any person other than a school nurse, including, without limitation, a 

person employed at a school to provide basic first aid and health services to 

pupils, who performs an observation or examination pursuant to this 

subsection must be trained by a school nurse to conduct the observation or 

examination. 

 2.  In addition to the requirements of subsection 1, the board of trustees 

of each school district in a county whose population is 100,000 or more shall 

direct school nurses, qualified health personnel employed pursuant to 

subsection 6, teachers who teach physical education or health or other 

licensed educational personnel who have completed training in measuring 

the height and weight of a pupil provided by the school district, to measure 

the height and weight of a representative sample of pupils who are enrolled 

in grades 4, 7 and 10 in the schools within the school district. The Division of 

Public and Behavioral Health of the Department of Health and Human 

Services , in consultation with the board of trustees of each school district 

and each local health district, as applicable, shall determine the number of 

pupils necessary to include in the representative sample. 

 3.  If any child is attending school in a grade above one of the specified 

grades and has not previously received such an observation and examination, 

the child must be included in the current schedule for observation and 

examination. Any child who is newly enrolled in the district must be 

examined for any medical condition for which children in a lower grade are 

examined. 

 [3.] 4.  A special examination for a possible visual or auditory problem 

must be provided for any child who: 

 (a) Is enrolled in a special program; 

 (b) Is repeating a grade; 

 (c) Has failed an examination for a visual or auditory problem during the 

previous school year; or 

 (d) Shows in any other way that the child may have such a problem. 

 [4.] 5.  The school authorities shall notify the parent or guardian of any 

child who is found or believed to have scoliosis, any visual or auditory 

problem, or any gross physical defect, and shall recommend that appropriate 
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medical attention be secured to correct it. Any written notice provided to the 

parent or guardian of a child pursuant to this subsection must include, to the 

extent that information is available, a list of any resources that may be 

available in the community to provide such medical attention, including, 

without limitation, resources available at no charge or at a reduced cost. If 

such a list is provided, the principal, his or her designee, or any employee of 

the school or the school district is not responsible for providing such 

resources to the pupil or ensuring that the pupil receives such resources. 

 [5.] 6.  In any school district in which state, county or district public 

health services are available or conveniently obtainable, those services may 

be used to meet the responsibilities assigned under the provisions of this 

section. The board of trustees of the school district may employ qualified 

personnel to perform them. Any nursing services provided by such qualified 

personnel must be performed in compliance with chapter 632 of NRS. 

 [6.] 7.  The board of trustees of a school district may adopt a policy 

which encourages the school district and schools within the school district to 

collaborate with: 

 (a) Qualified health care providers within the community to perform, or 

assist in the performance of, the services required by this section; and 

 (b) Postsecondary educational institutions for qualified students enrolled 

in such an institution in a health-related program to perform, or assist in the 

performance of, the services required by this section. 

 [7.  The]  

 8.  Except as otherwise provided in subsection 9, the school authorities 

shall provide notice to the parent or guardian of a child before performing on 

the child the examinations required by this section. The notice must inform 

the parent or guardian of the right to exempt the child from all or part of the 

examinations. Any child must be exempted from an examination if the child's 

parent or guardian files with the teacher a written statement objecting to the 

examination. 

 [8.] 9.  The school authorities are not required to provide notice to the 

parent or guardian of a child before measuring the child's height or weight 

pursuant to subsection 2 if it is not practicable to do so. 

 10.  Each school nurse or a designee of a school nurse, including, without 

limitation, a person employed at a school to provide basic first aid and health 

services to pupils, shall report the results of the examinations conducted 

pursuant to this section in each school at which he or she is responsible for 

providing services to the Chief Medical Officer in the format prescribed by 

the Chief Medical Officer. Each such report must exclude any identifying 

information relating to a particular child. The Chief Medical Officer shall 

compile all such information the Officer receives to monitor the health status 

of children and shall retain the information. 

 11.  The Division of Public and Behavioral Health of the Department of 

Health and Human Services shall: 
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 (a) Compile a report relating to each region of this State for which data is 

collected regarding the height and weight of pupils measured pursuant to 

subsection 2 and reported to the Chief Medical Officer pursuant to 

subsection 10; 

 (b) Publish and disseminate the reports not later than 12 months after 

receiving the results of the examinations pursuant to subsection 10; and 

 (c) Submit a copy of the report disseminated pursuant to paragraph (b) to 

the superintendent of each school district located in a county whose 

population is 100,000 or more. 

 Sec. 4.  NRS 432A.1775 is hereby amended to read as follows: 

 432A.1775  1.  Each person who is employed in a child care facility that 

provides care for more than 12 children, other than in a facility that provides 

care for ill children, shall complete: 

 (a) Before January 1, 2014, at least 15 hours of training; 

 (b) On or after January 1, 2014, and before January 1, 2015, at least 

18 hours of training; 

 (c) On or after January 1, 2015, and before January 1, 2016, at least 

21 hours of training; and 

 (d) On or after January 1, 2016, 24 hours of training each year. 

 2.  Except as otherwise provided in subsection 1, each person who is 

employed in any child care facility, other than in a facility that provides care 

for ill children, shall complete at least 15 hours of training each year. 

 3.  At least 2 hours of the training required by subsections 1 and 2 each 

year must be devoted to the lifelong wellness, health and safety of children 

and must include training relating to childhood obesity, nutrition and 

physical activity. 

 4.  As used in this section: 

 (a) "Chronic disease" means a health condition or disease which presents 

for a period of 3 months or more or is persistent, indefinite or incurable. 

 (b) "Obesity" means a chronic disease characterized by an abnormal and 

unhealthy accumulation of body fat which is statistically correlated with 

premature mortality, hypertension, heart disease, diabetes, cancer and other 

health conditions, and may be indicated by: 

  (1) A body mass index of 30 or higher in adults; 

  (2) A body mass index that is greater than two standard deviations 

above the World Health Organization's growth standard for children who 

are at least 5 but less than 19 years of age, or greater than three standard 

deviations above the standard for children who are less than 5 years of age; 

  (3) A body fat percentage greater than 25 percent for men or 32 percent 

for women; or 

  (4) A waist size of 40 inches or more for men or 35 inches or more for 

women. 

 Sec. 5.  NRS 439.517 is hereby amended to read as follows: 

 439.517  1.  Within the limits of available money, the Division shall 

establish the State Program for Wellness and the Prevention of Chronic 
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Disease to increase public knowledge and raise public awareness relating to 

wellness and chronic diseases and to educate the residents of this State about: 

 [1.] (a) Wellness, including, without limitation, behavioral health, proper 

nutrition, maintaining oral health, increasing physical fitness, preventing 

obesity and tobacco use; and  

 [2.] (b) The prevention of chronic diseases, including, without limitation, 

arthritis, asthma, cancer, diabetes, cardiovascular disease, stroke, heart 

disease and oral disease. 

 2.  As used in this section: 

 (a) "Chronic disease" means a health condition or disease which presents 

for a period of 3 months or more or is persistent, indefinite or incurable. 

 (b) "Obesity" means a chronic disease characterized by an abnormal and 

unhealthy accumulation of body fat which is statistically correlated with 

premature mortality, hypertension, heart disease, diabetes, cancer and other 

health conditions, and may be indicated by: 

  (1) A body mass index of 30 or higher in adults; 

  (2) A body mass index that is greater than two standard deviations 

above the World Health Organization's growth standard for children who 

are at least 5 but less than 19 years of age, or greater than three standard 

deviations above the standard for children who are less than 5 years of age; 

  (3) A body fat percentage greater than 25 percent for men or 32 percent 

for women; or 

  (4) A waist size of 40 inches or more for men or 35 inches or more for 

women. 

 Sec. 6.  NRS 439.521 is hereby amended to read as follows: 

 439.521  1.  To carry out the provisions of NRS 439.514 to 439.525, 

inclusive, the Division shall, within the limits of available money, and with 

the advice and recommendations of the Advisory Council: 

 [1.] (a) Periodically prepare burden reports concerning health problems 

and diseases, including, without limitation, a lack of physical fitness, poor 

nutrition, tobacco use and exposure to tobacco smoke, [obesity,] chronic 

diseases , including, without limitation, obesity and diabetes, and other 

diseases, as determined by the Division, using the most recent information 

obtained through surveillance, epidemiology and research. As used in this 

[subsection,] paragraph, "burden report" means a calculation of the impact 

of a particular health problem or chronic disease on this State, as measured 

by financial cost, mortality, morbidity or other indicators specified by the 

Division. 

 [2.] (b) Prepare an annual report on obesity pursuant to paragraph (a) 

which must: 

  (1) Include, without limitation: 

   (I) Current obesity rates in this State; 

   (II) Information regarding obesity with regard to specific 

demographics; 

   (III) Actions taken by the Division regarding obesity; and 
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   (IV) The State's goals and achievements regarding obesity rates. 

  (2) On or before March 15 of each year, be submitted to the Director of 

the Legislative Counsel Bureau for transmittal to: 

   (I) The Legislative Committee on Health Care during even-numbered 

years; and 

   (II) The Legislature during odd-numbered years. 

 (c) Identify, review and encourage, in coordination with the Department 

of Education, the Nevada System of Higher Education and other appropriate 

state agencies, existing evidence-based programs related to nutrition, 

physical fitness and tobacco prevention and cessation, including, without 

limitation, programs of state and local governments, educational institutions, 

businesses and the general public. 

 [3.] (d) Develop, promote and coordinate recommendations for model 

and evidence-based programs that contribute to reductions in the incidence of 

chronic disease in this State. The programs should encourage: 

 [(a)] (1) Proper nutrition, physical fitness and health among the residents 

of this State, including, without limitation, parents and children, senior 

citizens, high-risk populations and persons with special needs; and 

 [(b)] (2) Work-site wellness policies that include, without limitation, 

tobacco-free and breast feeding-friendly environments, healthy food and 

beverage choices and physical activity opportunities in schools, businesses 

and public buildings. 

 [4.] (e) Assist on projects within this State as requested by, and in 

coordination with, the President's Council on Fitness, Sports and Nutrition. 

 [5.] (f) Identify and review methods for reducing health care costs 

associated with tobacco use and exposure to tobacco smoke, [obesity,] 

chronic diseases , including, without limitation, obesity and diabetes, and 

other diseases, as determined by the Division. 

 [6.] (g) Maintain a website to provide information and resources on 

nutrition, physical fitness, health, wellness and the prevention of [obesity 

and] chronic diseases [. 

 7.] , including, without limitation, obesity and diabetes. 

 (h) Solicit information from and, to the extent feasible, coordinate its 

efforts with: 

 [(a)] (1) Other governmental agencies; 

 [(b)] (2) National health organizations and their local and state chapters; 

 [(c)] (3) Community and business leaders; 

 [(d)] (4) Community organizations; 

 [(e)] (5) Providers of health care; 

 [(f)] (6) Private schools; and 

 [(g)] (7) Other persons who provide services relating to tobacco use and 

exposure, physical fitness and wellness and the prevention of [obesity,] 

chronic diseases , including, without limitation, obesity and diabetes, and 

other diseases. 
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 [8.] (i) Establish, maintain and enhance statewide chronic disease 

surveillance systems. 

 [9.] (j) Translate surveillance, evaluation and research information into 

press releases, briefs, community education and advocacy materials and other 

publications that highlight chronic diseases and the key risk factors of those 

diseases. 

 [10.] (k) Identify, assist and encourage the growth of, through funding, 

training, resources and other support, the community's capacity to assist 

persons who have a chronic disease. 

 [11.] (l) Encourage relevant community organizations to effectively 

recruit key population groups to receive clinical preventative services, 

including, without limitation: 

 [(a)] (1) Screening and early detection of breast, cervical and colorectal 

cancer, diabetes, high blood pressure and obesity; 

 [(b)] (2) Oral screenings; and 

 [(c)] (3) Tobacco cessation counseling. 

 [12.] (m) Promote positive policy, system and environmental changes 

within communities and the health care system based on, without limitation, 

the Chronic Care Model developed by the MacColl Center for Health Care 

Innovation and the Patient-Centered Medical Home Recognition Program of 

the National Committee for Quality Assurance. 

 [13.] (n) Review and revise the Program as needed. 

 2.  As used in this section: 

 (a) "Chronic disease" means a health condition or disease which presents 

for a period of 3 months or more or is persistent, indefinite or incurable. 

 (b) "Obesity" means a chronic disease characterized by an abnormal and 

unhealthy accumulation of body fat which is statistically correlated with 

premature mortality, hypertension, heart disease, diabetes, cancer and other 

health conditions, and may be indicated by: 

  (1) A body mass index of 30 or higher in adults; 

  (2) A body mass index that is greater than two standard deviations 

above the World Health Organization's growth standard for children who 

are at least 5 but less than 19 years of age, or greater than three standard 

deviations above the standard for children who are less than 5 years of age; 

  (3) A body fat percentage greater than 25 percent for men or 32 percent 

for women; or 

  (4) A waist size of 40 inches or more for men or 35 inches or more for 

women. 

 Sec. 7.  The provisions of subsection 1 of NRS 218D.380 do not apply to 

any provision of this act which adds or revises a requirement to submit a 

report to the Legislature. 

 Sec. 8.  This act becomes effective on July 1, 2017. 

 Senator Spearman moved that the Senate concur in Assembly Amendment 

No. 746 to Senate Bill No. 165. 
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 Remarks by Senator Spearman. 
 Amendment No. 746 revises Senate Bill No. 165 to clarify that the Board of Trustees of each 

school district and each local health district be consulted with regard to collected data and the 

creation of a sampling framework; and adds Assemblyman James Oscarson as a co-sponsor.  

 Motion carried by a constitutional majority. 

 Bill ordered enrolled. 

 Senate Bill No. 255. 

 The following Assembly amendment was read: 

 Amendment No. 683. 

 SUMMARY—Revises provisions relating to common-interest 

communities. (BDR 10-789) 

 AN ACT relating to common-interest communities; [revises] revising the 

manner in which an association is required to provide notice of a change in 

the governing documents of the association; revising provisions governing 

the cancellation of a resale of a home or unit in a common-interest 

community; and providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

 Existing law prescribes the manner in which a unit-owners' association 

must generally provide certain notices to a unit's owner when the manner of 

notice is not otherwise specified by another particular statutory provision. 

(NRS 116.31068) Existing law further sets forth specific methods which are 

required for delivery of a copy of a change to the governing documents of an 

association. (NRS 116.12065) Section 1 of this bill eliminates the specific 

methods of delivery in this provision, thus providing for the delivery of a 

copy of a change to the governing documents of an association in the manner 

generally required under other provisions of law. (NRS 116.31068) 

 Existing law requires an owner of a home or unit in a common-interest 

community or his or her authorized agent to furnish a purchaser of the home 

or unit in a resale transaction with certain information, included in a resale 

package. Existing law also requires a purchaser of a home or unit in a 

common-interest community to hand-deliver or mail to the unit's owner or 

his or her authorized agent a notice of cancellation of the contract of 

purchase. (NRS 116.4109) Section [1] 1.5 of this bill authorizes the 

purchaser to deliver a notice of cancellation by electronic transmission.  

 Section 2 of this bill amends existing law to add to the information 

statement provided as part of a purchase of a unit in a common-interest 

community a statement relating to a purchaser's option to deliver a notice of 

cancellation of a contract of purchase by electronic transmission. 

(NRS 116.41095) 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  NRS 116.12065 is hereby amended to read as follows: 

 116.12065  If any change is made to the governing documents of an 

association, the secretary or other officer specified in the bylaws of the 
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association shall, within 30 days after the change is made, prepare and cause 

to be [hand-delivered or sent prepaid by United States mail to the mailing 

address of each unit or to any other mailing address designated in writing by 

the unit's owner,] delivered a copy of the change that was made. 

 [Section 1.]  Sec. 1.5.  NRS 116.4109 is hereby amended to read as 

follows: 

 116.4109  1.  Except in the case of a sale in which delivery of a public 

offering statement is required, or unless exempt under subsection 2 of 

NRS 116.4101, a unit's owner or his or her authorized agent shall, at the 

expense of the unit's owner, furnish to a purchaser a resale package 

containing all of the following: 

 (a) A copy of the declaration, other than any plats, the bylaws, the rules or 

regulations of the association and the information statement required by 

NRS 116.41095. 

 (b) A statement from the association setting forth the amount of the 

monthly assessment for common expenses and any unpaid obligation of any 

kind, including, without limitation, management fees, transfer fees, fines, 

penalties, interest, collection costs, foreclosure fees and attorney's fees 

currently due from the selling unit's owner. 

 (c) A copy of the current operating budget of the association and current 

year-to-date financial statement for the association, which must include a 

summary of the reserves of the association required by NRS 116.31152 and 

which must include, without limitation, a summary of the information 

described in paragraphs (a) to (e), inclusive, of subsection 3 of 

NRS 116.31152. 

 (d) A statement of any unsatisfied judgments or pending legal actions 

against the association and the status of any pending legal actions relating to 

the common-interest community of which the unit's owner has actual 

knowledge. 

 (e) A statement of any transfer fees, transaction fees or any other fees 

associated with the resale of a unit. 

 (f) In addition to any other document, a statement describing all current 

and expected fees or charges for each unit, including, without limitation, 

association fees, fines, assessments, late charges or penalties, interest rates on 

delinquent assessments, additional costs for collecting past due fines and 

charges for opening or closing any file for each unit. 

 2.  The purchaser may, by written notice, cancel the contract of purchase 

until midnight of the fifth calendar day following the date of receipt of the 

resale package described in subsection 1, and the contract for purchase must 

contain a provision to that effect. If the purchaser elects to cancel a contract 

pursuant to this subsection, the purchaser must hand deliver the notice of 

cancellation to the unit's owner or his or her authorized agent , [or] mail the 

notice of cancellation by prepaid United States mail to the unit's owner or his 

or her authorized agent [.] or deliver the notice of cancellation by electronic 

transmission to the unit's owner or his or her authorized agent. Cancellation 
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is without penalty, and all payments made by the purchaser before 

cancellation must be refunded promptly. If the purchaser has accepted a 

conveyance of the unit, the purchaser is not entitled to: 

 (a) Cancel the contract pursuant to this subsection; or 

 (b) Damages, rescission or other relief based solely on the ground that the 

unit's owner or his or her authorized agent failed to furnish the resale 

package, or any portion thereof, as required by this section. 

 3.  Within 10 days after receipt of a written request by a unit's owner or 

his or her authorized agent, the association shall furnish all of the following 

to the unit's owner or his or her authorized agent for inclusion in the resale 

package: 

 (a) Copies of the documents required pursuant to paragraphs (a) and (c) of 

subsection 1; and 

 (b) A certificate containing the information necessary to enable the unit's 

owner to comply with paragraphs (b), (d), (e) and (f) of subsection 1. 

 4.  If the association furnishes the documents and certificate pursuant to 

subsection 3: 

 (a) The unit's owner or his or her authorized agent shall include the 

documents and certificate in the resale package provided to the purchaser, 

and neither the unit's owner nor his or her authorized agent is liable to the 

purchaser for any erroneous information provided by the association and 

included in the documents and certificate. 

 (b) The association may charge the unit's owner a reasonable fee to cover 

the cost of preparing the certificate furnished pursuant to subsection 3. Such 

a fee must be based on the actual cost the association incurs to fulfill the 

requirements of this section in preparing the certificate. The Commission 

shall adopt regulations establishing the maximum amount of the fee that an 

association may charge for preparing the certificate. 

 (c) The other documents furnished pursuant to subsection 3 must be 

provided in electronic format to the unit's owner. The association may charge 

the unit's owner a fee, not to exceed $20, to provide such documents in 

electronic format. If the association is unable to provide such documents in 

electronic format, the association may charge the unit's owner a reasonable 

fee, not to exceed 25 cents per page for the first 10 pages, and 10 cents 

per page thereafter, to cover the cost of copying. 

 (d) Except for the fees allowed pursuant to paragraphs (b) and (c), the 

association may not charge the unit's owner any other fees for preparing or 

furnishing the documents and certificate pursuant to subsection 3. 

 5.  Neither a purchaser nor the purchaser's interest in a unit is liable for 

any unpaid assessment or fee greater than the amount set forth in the 

documents and certificate prepared by the association. If the association fails 

to furnish the documents and certificate within the 10 days allowed by this 

section, the purchaser is not liable for the delinquent assessment. 

 6.  Upon the request of a unit's owner or his or her authorized agent, or 

upon the request of a purchaser to whom the unit's owner has provided a 
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resale package pursuant to this section or his or her authorized agent, the 

association shall make the entire study of the reserves of the association 

which is required by NRS 116.31152 reasonably available for the unit's 

owner, purchaser or authorized agent to inspect, examine, photocopy and 

audit. The study must be made available at the business office of the 

association or some other suitable location within the county where the 

common-interest community is situated or, if it is situated in more than 

one county, within one of those counties. 

 7.  A unit's owner, the authorized agent of the unit's owner or the holder 

of a security interest on the unit may request a statement of demand from the 

association. Not later than 10 days after receipt of a written request from the 

unit's owner, the authorized agent of the unit's owner or the holder of a 

security interest on the unit for a statement of demand, the association shall 

furnish a statement of demand to the person who requested the statement. 

The association may charge a fee of not more than $150 to prepare and 

furnish a statement of demand pursuant to this subsection and an additional 

fee of not more than $100 to furnish a statement of demand within 3 days 

after receipt of a written request for a statement of demand. The statement of 

demand: 

 (a) Must set forth the amount of the monthly assessment for common 

expenses and any unpaid obligation of any kind, including, without 

limitation, management fees, transfer fees, fines, penalties, interest, 

collection costs, foreclosure fees and attorney's fees currently due from the 

selling unit's owner; and 

 (b) Remains effective for the period specified in the statement of demand, 

which must not be less than 15 business days after the date of delivery by the 

association to the unit's owner, the authorized agent of the unit's owner or the 

holder of a security interest on the unit, whichever is applicable. 

 8.  If the association becomes aware of an error in a statement of demand 

furnished pursuant to subsection 7 during the period in which the statement 

of demand is effective but before the consummation of a resale for which a 

resale package was furnished pursuant to subsection 1, the association must 

deliver a replacement statement of demand to the person who requested the 

statement of demand. Unless the person who requested the statement of 

demand receives a replacement statement of demand, the person may rely 

upon the accuracy of the information set forth in the statement of demand 

provided by the association for the resale. Payment of the amount set forth in 

the statement of demand constitutes full payment of the amount due from the 

selling unit's owner. 

 Sec. 2.  NRS 116.41095 is hereby amended to read as follows: 

 116.41095  The information statement required by NRS 116.4103 and 

116.4109 must be in substantially the following form: 

BEFORE YOU PURCHASE PROPERTY IN A 

COMMON-INTEREST COMMUNITY 

DID YOU KNOW  
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 1.  YOU GENERALLY HAVE 5 DAYS TO CANCEL THE 

PURCHASE AGREEMENT? 

When you enter into a purchase agreement to buy a home or unit in 

a common-interest community, in most cases you should receive 

either a public offering statement, if you are the original purchaser 

of the home or unit, or a resale package, if you are not the original 

purchaser. The law generally provides for a 5-day period in which 

you have the right to cancel the purchase agreement. The 5-day 

period begins on different starting dates, depending on whether you 

receive a public offering statement or a resale package. Upon 

receiving a public offering statement or a resale package, you 

should make sure you are informed of the deadline for exercising 

your right to cancel. In order to exercise your right to cancel, the 

law generally requires that you hand deliver the notice of 

cancellation to the seller within the 5-day period, or mail the notice 

of cancellation to the seller by prepaid United States mail within the 

5-day period. Alternatively, if you are not the original purchaser 

and received a resale package, you may deliver the notice of 

cancellation by electronic transmission to the seller within the 5-day 

period in order to exercise your right to cancel. For more 

information regarding your right to cancel, see Nevada Revised 

Statutes 116.4108, if you received a public offering statement, or 

Nevada Revised Statutes 116.4109, if you received a resale package. 

 2.  YOU ARE AGREEING TO RESTRICTIONS ON HOW 

YOU CAN USE YOUR PROPERTY? 

These restrictions are contained in a document known as the 

Declaration of Covenants, Conditions and Restrictions. The CC&Rs 

become a part of the title to your property. They bind you and every 

future owner of the property whether or not you have read them or 

had them explained to you. The CC&Rs, together with other 

"governing documents" (such as association bylaws and rules and 

regulations), are intended to preserve the character and value of 

properties in the community, but may also restrict what you can do 

to improve or change your property and limit how you use and 

enjoy your property. By purchasing a property encumbered by 

CC&Rs, you are agreeing to limitations that could affect your 

lifestyle and freedom of choice. You should review the CC&Rs, and 

other governing documents before purchasing to make sure that 

these limitations and controls are acceptable to you. Certain 

provisions in the CC&Rs and other governing documents may be 

superseded by contrary provisions of chapter 116 of the Nevada 

Revised Statutes. The Nevada Revised Statutes are available at the 

Internet address http://www.leg.state.nv.us/nrs/. 

 3.  YOU WILL HAVE TO PAY OWNERS' ASSESSMENTS 

FOR AS LONG AS YOU OWN YOUR PROPERTY? 

http://www.leg.state.nv.us/nrs/
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As an owner in a common-interest community, you are responsible 

for paying your share of expenses relating to the common elements, 

such as landscaping, shared amenities and the operation of any 

homeowners' association. The obligation to pay these assessments 

binds you and every future owner of the property. Owners' fees are 

usually assessed by the homeowners' association and due monthly. 

You have to pay dues whether or not you agree with the way the 

association is managing the property or spending the assessments. 

The executive board of the association may have the power to 

change and increase the amount of the assessment and to levy 

special assessments against your property to meet extraordinary 

expenses. In some communities, major components of the common 

elements of the community such as roofs and private roads must be 

maintained and replaced by the association. If the association is not 

well managed or fails to provide adequate funding for reserves to 

repair, replace and restore common elements, you may be required 

to pay large, special assessments to accomplish these tasks. 

 4.  IF YOU FAIL TO PAY OWNERS' ASSESSMENTS, YOU 

COULD LOSE YOUR HOME? 

If you do not pay these assessments when due, the association 

usually has the power to collect them by selling your property in a 

nonjudicial foreclosure sale. If fees become delinquent, you may 

also be required to pay penalties and the association's costs and 

attorney's fees to become current. If you dispute the obligation or its 

amount, your only remedy to avoid the loss of your home may be to 

file a lawsuit and ask a court to intervene in the dispute. 

 5.  YOU MAY BECOME A MEMBER OF A HOMEOWNERS' 

ASSOCIATION THAT HAS THE POWER TO AFFECT HOW 

YOU USE AND ENJOY YOUR PROPERTY? 

Many common-interest communities have a homeowners' 

association. In a new development, the association will usually be 

controlled by the developer until a certain number of units have 

been sold. After the period of developer control, the association may 

be controlled by property owners like yourself who are elected by 

homeowners to sit on an executive board and other boards and 

committees formed by the association. The association, and its 

executive board, are responsible for assessing homeowners for the 

cost of operating the association and the common or shared 

elements of the community and for the day to day operation and 

management of the community. Because homeowners sitting on the 

executive board and other boards and committees of the association 

may not have the experience or professional background required to 

understand and carry out the responsibilities of the association 

properly, the association may hire professional community 

managers to carry out these responsibilities. 
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Homeowners' associations operate on democratic principles. Some 

decisions require all homeowners to vote, some decisions are made 

by the executive board or other boards or committees established by 

the association or governing documents. Although the actions of the 

association and its executive board are governed by state laws, the 

CC&Rs and other documents that govern the common-interest 

community, decisions made by these persons will affect your use 

and enjoyment of your property, your lifestyle and freedom of 

choice, and your cost of living in the community. You may not 

agree with decisions made by the association or its governing bodies 

even though the decisions are ones which the association is 

authorized to make. Decisions may be made by a few persons on the 

executive board or governing bodies that do not necessarily reflect 

the view of the majority of homeowners in the community. If you 

do not agree with decisions made by the association, its executive 

board or other governing bodies, your remedy is typically to attempt 

to use the democratic processes of the association to seek the 

election of members of the executive board or other governing 

bodies that are more responsive to your needs. If you have a dispute 

with the association, its executive board or other governing bodies, 

you may be able to resolve the dispute through the complaint, 

investigation and intervention process administered by the Office of 

the Ombudsman for Owners in Common-Interest Communities and 

Condominium Hotels, the Nevada Real Estate Division and the 

Commission for Common-Interest Communities and Condominium 

Hotels. However, to resolve some disputes, you may have to 

mediate or arbitrate the dispute and, if mediation or arbitration is 

unsuccessful, you may have to file a lawsuit and ask a court to 

resolve the dispute. In addition to your personal cost in mediation or 

arbitration, or to prosecute a lawsuit, you may be responsible for 

paying your share of the association's cost in defending against your 

claim. 

 6.  YOU ARE REQUIRED TO PROVIDE PROSPECTIVE 

PURCHASERS OF YOUR PROPERTY WITH INFORMATION 

ABOUT LIVING IN YOUR COMMON-INTEREST 

COMMUNITY? 

The law requires you to provide a prospective purchaser of your 

property with a copy of the community's governing documents, 

including the CC&Rs, association bylaws, and rules and regulations, 

as well as a copy of this document. You are also required to provide 

a copy of the association's current year-to-date financial statement, 

including, without limitation, the most recent audited or reviewed 

financial statement, a copy of the association's operating budget and 

information regarding the amount of the monthly assessment for 

common expenses, including the amount set aside as reserves for 
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the repair, replacement and restoration of common elements. You 

are also required to inform prospective purchasers of any 

outstanding judgments or lawsuits pending against the association of 

which you are aware. For more information regarding these 

requirements, see Nevada Revised Statutes 116.4109. 

 7.  YOU HAVE CERTAIN RIGHTS REGARDING 

OWNERSHIP IN A COMMON-INTEREST COMMUNITY THAT 

ARE GUARANTEED YOU BY THE STATE? 

Pursuant to provisions of chapter 116 of Nevada Revised Statutes, 

you have the right: 

 (a) To be notified of all meetings of the association and its 

executive board, except in cases of emergency. 

 (b) To attend and speak at all meetings of the association and its 

executive board, except in some cases where the executive board is 

authorized to meet in closed, executive session. 

 (c) To request a special meeting of the association upon petition 

of at least 10 percent of the homeowners. 

 (d) To inspect, examine, photocopy and audit financial and other 

records of the association. 

 (e) To be notified of all changes in the community's rules and 

regulations and other actions by the association or board that affect 

you. 

 8.  QUESTIONS? 

Although they may be voluminous, you should take the time to read 

and understand the documents that will control your ownership of a 

property in a common-interest community. You may wish to ask 

your real estate professional, lawyer or other person with experience 

to explain anything you do not understand. You may also request 

assistance from the Office of the Ombudsman for Owners in 

Common-Interest Communities and Condominium Hotels, Nevada 

Real Estate Division, at (telephone number). 

Buyer or prospective buyer's initials:_____ 

Date:_____ 

 Sec. 3.  This act becomes effective on July 1, 2017. 

 Senator Segerblom moved that the Senate concur in Assembly 

Amendment No. 683 to Senate Bill No. 255. 

 Motion carried by a constitutional majority. 

 Bill ordered enrolled. 

 Senate Bill No. 374. 

 The following Assembly amendment was read: 

 Amendment No. 713. 

 SUMMARY—Revises provisions relating to the use of marijuana or 

industrial hemp. (BDR 40-185) 



5470 JOURNAL OF THE SENATE 

 AN ACT relating to cannabis; revising the medical conditions for which a 

person may obtain a registry identification card; prohibiting a professional 

licensing board from taking disciplinary action against a licensee who holds a 

registry identification card or engages in certain lawful activities relating to 

marijuana; authorizing the use of a marijuana-infused product or product 

containing industrial hemp by a provider of health care or massage therapist 

on a patient or client; and providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

 Existing law authorizes a person to obtain a registry identification card to 

engage in the medical use of marijuana if, in addition to other requirements, 

the person submits valid, written documentation from the person's attending 

physician stating that the person has been diagnosed with a chronic or 

debilitating medical condition. (NRS 453A.210) Section 1 of this bill 

includes opioid addiction within the definition of "chronic or debilitating 

medical condition." (NRS 453A.050) 

 Existing law prohibits a professional licensing board from taking 

disciplinary action against a person licensed by the board on the basis that the 

person engages in the medical use of marijuana or acts as a designated 

primary caregiver for a person who holds a registry identification card or 

letter of approval. (NRS 453A.510) Section 1.5 of this bill prohibits a 

professional licensing board from taking disciplinary action against a person 

licensed by the board on the basis that the person holds a validly issued 

registry identification card or engages in lawful activity, pursuant to the 

person's licensed profession, relating to the medical use of marijuana or to a 

registered medical marijuana establishment. Section 2 of this bill prohibits a 

professional licensing board from taking disciplinary action on the basis that 

the person engages in lawful activity, pursuant to the person's licensed 

profession, relating to: (1) the recreational use of marijuana; or (2) a licensed 

marijuana establishment. 

 Existing law exempts a person who holds a valid registry identification 

card from state prosecution for possession, delivery and production of 

marijuana. (NRS 453A.200) Section 3.3 of this bill authorizes a provider of 

health care or massage therapist to: (1) administer a marijuana-infused 

product or a similar product containing industrial hemp for topical use on 

human skin to a patient or client if the patient or client provides the product 

for administration; (2) maintain a supply of products containing industrial 

hemp for topical use on human skin and administer such a product to a 

patient or client upon request; and (3) recommend the use of marijuana or 

industrial hemp by a patient or client to treat a condition. Section 3.3 also 

prohibits a professional licensing board from taking disciplinary action 

against a provider of health care or massage therapist for making such an 

administration or recommendation. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  NRS 453A.050 is hereby amended to read as follows: 
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 453A.050  "Chronic or debilitating medical condition" means: 

 1.  Acquired immune deficiency syndrome; 

 2.  Cancer; 

 3.  Glaucoma; 

 4.  Opioid addiction; 

 5.  A medical condition or treatment for a medical condition that 

produces, for a specific patient, one or more of the following: 

 (a) Cachexia; 

 (b) Persistent muscle spasms, including, without limitation, spasms caused 

by multiple sclerosis; 

 (c) Seizures, including, without limitation, seizures caused by epilepsy; 

 (d) Severe nausea; or 

 (e) Severe pain; or 

 [5.] 6.  Any other medical condition or treatment for a medical condition 

that is: 

 (a) Classified as a chronic or debilitating medical condition by regulation 

of the Division; or 

 (b) Approved as a chronic or debilitating medical condition pursuant to a 

petition submitted in accordance with NRS 453A.710. 

 Sec. 1.5.  NRS 453A.510 is hereby amended to read as follows: 

 453A.510  A professional licensing board shall not take any disciplinary 

action against a person licensed by the board on the basis that: 

 1.  The person engages in or has engaged in the medical use of marijuana 

in accordance with the provisions of this chapter; [or] 

 2.  The person holds a registry identification card issued to him or her 

pursuant to paragraph (a) of subsection 1 of NRS 453A.220; 

 3.  The person engages in any lawful activity, pursuant to the person's 

licensed profession, which: 

 (a) Is authorized by this chapter; or 

 (b) Relates to a medical marijuana establishment which is registered with 

the Division pursuant to this chapter;  

 4.  If the person is a provider of health care, as defined in NRS 629.031, 

the person advises a patient about the possible risks and benefits of the 

medical use of marijuana or that the medical use of marijuana may mitigate 

the symptoms or effects of the patient's chronic or debilitating medical 

condition, if the advice is based on the person's personal assessment of the 

patient's medical history and current medical condition; or 

 5.  The person acts as or has acted as the designated primary caregiver of 

a person who holds a registry identification card or letter of approval issued 

to him or her pursuant to paragraph (a) of subsection 1 of NRS 453A.220. 

 Sec. 2.  Chapter 453D of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 A professional licensing board shall not take any disciplinary action 

against any person licensed by the board on the basis that, pursuant to the 
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person's licensed profession, the person engages in or has engaged in any 

lawful activity which: 

 1.  Is authorized by this chapter; or 

 2.  Relates to a marijuana establishment which is licensed pursuant to 

this chapter. 

 Sec. 3.  (Deleted by amendment.) 

 Sec. 3.3.  Chapter 629 of NRS is hereby amended by adding thereto a 

new section to read as follows: 

 1.  A provider of health care or massage therapist may: 

 (a) Administer a marijuana-infused product or a product containing 

industrial hemp which is intended for topical use on human skin, including, 

without limitation, an ointment, oil or lotion, to a patient or client if the 

patient or client provides the product to the provider of health care or 

massage therapist to administer to the patient or client; 

 (b) Maintain a supply of products containing industrial hemp which are 

intended for topical use on human skin and administer such a product to a 

patient or client upon request; and 

 (c) Recommend to a patient or client the use of marijuana or industrial 

hemp to treat a condition. 

 2.  A professional licensing board shall not take any disciplinary action 

against a provider of health care or massage therapist licensed by the board 

on the basis that the person has administered a marijuana-infused product or 

a product containing industrial hemp or recommended the use of marijuana 

or industrial hemp pursuant to subsection 1. 

 3.  As used in this section: 

 (a) "Industrial hemp" has the meaning ascribed to it in NRS 557.040. 

 (b) "Marijuana" has the meaning ascribed to it in NRS 453.096. 

 (c) "Marijuana-infused product" has the meaning ascribed to it in 

NRS 453A.112. 

 (d) "Massage therapist" means a person who is licensed to engage in the 

practice of massage therapy pursuant to chapter 640C of NRS. 

 Sec. 3.7.  NRS 629.580 is hereby amended to read as follows: 

 629.580  1.  A person who provides wellness services in accordance 

with this section, but who is not licensed, certified or registered in this State 

as a provider of health care, is not in violation of any law based on the 

unlicensed practice of health care services or a health care profession unless 

the person: 

 (a) Performs surgery or any other procedure which punctures the skin of 

any person; 

 (b) Sets a fracture of any bone of any person; 

 (c) Prescribes or administers X-ray radiation to any person; 

 (d) [Prescribes] Except as otherwise provided in section 3.3 of this act, 

prescribes or administers a prescription drug or device or a controlled 

substance to any person; 
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 (e) Recommends to a client that he or she discontinue or in any manner 

alter current medical treatment prescribed by a provider of health care 

licensed, certified or registered in this State; 

 (f) Makes a diagnosis of a medical disease of any person; 

 (g) Performs a manipulation or a chiropractic adjustment of the 

articulations of joints or the spine of any person; 

 (h) Treats a person's health condition in a manner that intentionally or 

recklessly causes that person recognizable and imminent risk of serious or 

permanent physical or mental harm;  

 (i) Holds out, states, indicates, advertises or implies to any person that he 

or she is a provider of health care; 

 (j) Engages in the practice of medicine in violation of chapter 630 or 633 

of NRS, the practice of homeopathic medicine in violation of chapter 630A 

of NRS or the practice of podiatry in violation of chapter 635 of NRS, unless 

otherwise expressly authorized by this section; 

 (k) Performs massage therapy as that term is defined in NRS 640C.060; or 

 (l) Provides mental health services that are exclusive to the scope of 

practice of a psychiatrist licensed pursuant to chapter 630 or 633 of NRS, or 

a psychologist licensed pursuant to chapter 641 of NRS. 

 2.  Any person providing wellness services in this State who is not 

licensed, certified or registered in this State as a provider of health care and 

who is advertising or charging a fee for wellness services shall, before 

providing those services, disclose to each client in a plainly worded written 

statement: 

 (a) The person's name, business address and telephone number; 

 (b) The fact that he or she is not licensed, certified or registered as a 

provider of health care in this State; 

 (c) The nature of the wellness services to be provided; 

 (d) The degrees, training, experience, credentials and other qualifications 

of the person regarding the wellness services to be provided; and 

 (e) A statement in substantially the following form: 

 It is recommended that before beginning any wellness plan, you notify 

your primary care physician or other licensed providers of health care of your 

intention to use wellness services, the nature of the wellness services to be 

provided and any wellness plan that may be utilized. It is also recommended 

that you ask your primary care physician or other licensed providers of health 

care about any potential drug interactions, side effects, risks or conflicts 

between any medications or treatments prescribed by your primary care 

physician or other licensed providers of health care and the wellness services 

you intend to receive. 

 A person who provides wellness services shall obtain from each client a 

signed copy of the statement required by this subsection, provide the client 

with a copy of the signed statement at the time of service and retain a copy of 

the signed statement for a period of not less than 5 years.  
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 3.  A written copy of the statement required by subsection 2 must be 

posted in a prominent place in the treatment location of the person providing 

wellness services in at least 12-point font. Reasonable accommodations must 

be made for clients who: 

 (a) Are unable to read; 

 (b) Are blind or visually impaired; 

 (c) Have communication impairments; or 

 (d) Do not read or speak English or any other language in which the 

statement is written. 

 4.  Any advertisement for wellness services authorized pursuant to this 

section must disclose that the provider of those services is not licensed, 

certified or registered as a provider of health care in this State. 

 5.  A person who violates any provision of this section is guilty of a 

misdemeanor. Before a criminal proceeding is commenced against a person 

for a violation of a provision of this section, a notification, educational or 

mediative approach must be utilized by the regulatory body enforcing the 

provisions of this section to bring the person into compliance with such 

provisions. 

 6.  This section does not apply to or control: 

 (a) Any health care practice by a provider of health care pursuant to the 

professional practice laws of this State, or prevent such a health care practice 

from being performed. 

 (b) Any health care practice if the practice is exempt from the professional 

practice laws of this State, or prevent such a health care practice from being 

performed. 

 (c) A person who provides health care services if the person is exempt 

from the professional practice laws of this State, or prevent the person from 

performing such a health care service. 

 (d) A medical assistant, as that term is defined in NRS 630.0129 and 

633.075, an advanced practitioner of homeopathy, as that term is defined in 

NRS 630A.015, or a homeopathic assistant, as that term is defined in 

NRS 630A.035. 

 7.  As used in this section, "wellness services" means healing arts 

therapies and practices, and the provision of products, that are based on the 

following complementary health treatment approaches and which are not 

otherwise prohibited by subsection 1: 

 (a) Anthroposophy. 

 (b) Aromatherapy. 

 (c) Traditional cultural healing practices. 

 (d) Detoxification practices and therapies. 

 (e) Energetic healing. 

 (f) Folk practices. 

 (g) Gerson therapy and colostrum therapy. 

 (h) Healing practices using food, dietary supplements, nutrients and the 

physical forces of heat, cold, water and light. 
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 (i) Herbology and herbalism. 

 (j) Reflexology and Reiki. 

 (k) Mind-body healing practices. 

 (l) Nondiagnostic iridology. 

 (m) Noninvasive instrumentalities. 

 (n) Holistic kinesiology. 

 Sec. 4.  This act becomes effective on July 1, 2017. 

 Senator Segerblom moved that the Senate concur in Assembly 

Amendment No. 713 to Senate Bill No. 374. 

 Motion carried by a constitutional majority. 

 Bill ordered enrolled. 

 Senate Bill No. 258. 

 The following Assembly amendment was read. 

 Amendment No. 765. 

 SUMMARY—Revises provisions governing common-interest 

communities. (BDR 10-994) 

 AN ACT relating to common-interest communities; establishing the 

requirements for a written notice to request [an owner or a tenant to cure] the 

curing of a violation of the governing documents of an association without 

imposition of a fine; and providing other matters properly relating thereto. 

Legislative Counsel's Digest: 

 If an owner or a tenant or an invitee of the owner or tenant violates a 

provision of the governing documents of an association, existing law allows 

the executive board of the common-interest community to prohibit the 

owner, tenant or invitee from voting on matters related to the 

common-interest community or using the common elements. Existing law 

also permits the executive board to impose a fine on the owner, tenant or 

invitee for each such violation under certain circumstances. 

(NRS 116.31031) This bill authorizes an executive board to send a written 

notice to cure an alleged violation of a provision of the governing documents 

to an owner and [a tenant] , if different, a person responsible for curing the 

alleged violation, without the imposition of a fine. This bill also requires that 

any such written notice meet certain requirements. 

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN 

SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS: 

 Section 1.  NRS 116.31031 is hereby amended to read as follows: 

 116.31031  1.  Except as otherwise provided in this section, if a unit's 

owner or a tenant or an invitee of a unit's owner or a tenant violates any 

provision of the governing documents of an association, the executive board 

may, if the governing documents so provide: 

 (a) Prohibit, for a reasonable time, the unit's owner or the tenant or the 

invitee of the unit's owner or the tenant from: 

  (1) Voting on matters related to the common-interest community. 
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  (2) Using the common elements. The provisions of this subparagraph do 

not prohibit the unit's owner or the tenant or the invitee of the unit's owner or 

the tenant from using any vehicular or pedestrian ingress or egress to go to or 

from the unit, including any area used for parking. 

 (b) Impose a fine against the unit's owner or the tenant or the invitee of the 

unit's owner or the tenant for each violation, except that: 

  (1) A fine may not be imposed for a violation that is the subject of a 

construction penalty pursuant to NRS 116.310305; and 

  (2) A fine may not be imposed against a unit's owner or a tenant or 

invitee of a unit's owner or a tenant for a violation of the governing 

documents which involves a vehicle and which is committed by a person 

who is delivering goods to, or performing services for, the unit's owner or 

tenant or invitee of the unit's owner or the tenant. 

 If the violation poses an imminent threat of causing a substantial adverse 

effect on the health, safety or welfare of the units' owners or residents of the 

common-interest community, the amount of the fine must be commensurate 

with the severity of the violation and must be determined by the executive 

board in accordance with the governing documents. If the violation does not 

pose an imminent threat of causing a substantial adverse effect on the health, 

safety or welfare of the units' owners or residents of the common-interest 

community, the amount of the fine must be commensurate with the severity 

of the violation and must be determined by the executive board in accordance 

with the governing documents, but the amount of the fine must not exceed 

$100 for each violation or a total amount of $1,000, whichever is less. The 

limitations on the amount of the fine do not apply to any charges or costs that 

may be collected by the association pursuant to this section if the fine 

becomes past due. 

 (c) Send a written notice to cure an alleged violation, without the 

imposition of a fine, to the unit's owner and, if different, the [tenant of the 

unit's owner requesting] person responsible for curing the alleged violation . 

[be cured without the imposition of a fine.] Any such written notice must: 

  (1) Include an explanation of the applicable provisions of the governing 

documents that form the basis of the alleged violation; 

  (2) Specify in detail the alleged violation and the proposed action to 

cure the alleged violation; 

  (3) Provide a clear and detailed photograph of the alleged violation, if 

the alleged violation relates to the physical condition of the unit or the 

grounds of the unit or an act or a failure to act of which it is possible to 

obtain a photograph; and 

  (4) Provide the unit's owner or the tenant a reasonable opportunity to 

cure the alleged violation before the executive board may take additional 

actions, including, without limitation, other remedies available pursuant to 

this section. 

 2.  The executive board may not impose a fine pursuant to subsection 1 

against a unit's owner for a violation of any provision of the governing 
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documents of an association committed by an invitee of the unit's owner or 

the tenant unless the unit's owner: 

 (a) Participated in or authorized the violation; 

 (b) Had prior notice of the violation; or 

 (c) Had an opportunity to stop the violation and failed to do so. 

 3.  If the association adopts a policy imposing fines for any violations of 

the governing documents of the association, the secretary or other officer 

specified in the bylaws shall prepare and cause to be hand-delivered or sent 

prepaid by United States mail to the mailing address of each unit or to any 

other mailing address designated in writing by the unit's owner, a schedule of 

the fines that may be imposed for those violations. 

 4.  The executive board may not impose a fine pursuant to subsection 1 

unless: 

 (a) Not less than 30 days before the alleged violation, the unit's owner 

and, if different, the person against whom the fine will be imposed had been 

provided with written notice of the applicable provisions of the governing 

documents that form the basis of the alleged violation; and 

 (b) Within a reasonable time after the discovery of the alleged violation, 

the unit's owner and, if different, the person against whom the fine will be 

imposed has been provided with: 

  (1) Written notice: 

   (I) Specifying in detail the alleged violation, the proposed action to 

cure the alleged violation, the amount of the fine, and the date, time and 

location for a hearing on the alleged violation; and 

   (II) Providing a clear and detailed photograph of the alleged 

violation, if the alleged violation relates to the physical condition of the unit 

or the grounds of the unit or an act or a failure to act of which it is possible to 

obtain a photograph; and 

  (2) A reasonable opportunity to cure the alleged violation or to contest 

the alleged violation at the hearing. 

 For the purposes of this subsection, a unit's owner shall not be deemed to 

have received written notice unless written notice is mailed to the address of 

the unit and, if different, to a mailing address specified by the unit's owner. 

 5.  The executive board must schedule the date, time and location for the 

hearing on the alleged violation so that the unit's owner and, if different, the 

person against whom the fine will be imposed is provided with a reasonable 

opportunity to prepare for the hearing and to be present at the hearing. 

 6.  The executive board must hold a hearing before it may impose the 

fine, unless the fine is paid before the hearing or unless the unit's owner and, 

if different, the person against whom the fine will be imposed: 

 (a) Executes a written waiver of the right to the hearing; or 

 (b) Fails to appear at the hearing after being provided with proper notice 

of the hearing. 

 7.  If a fine is imposed pursuant to subsection 1 and the violation is not 

cured within 14 days, or within any longer period that may be established by 
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the executive board, the violation shall be deemed a continuing violation. 

Thereafter, the executive board may impose an additional fine for the 

violation for each 7-day period or portion thereof that the violation is not 

cured. Any additional fine may be imposed without providing the 

opportunity to cure the violation and without the notice and an opportunity to 

be heard required by paragraph (b) of subsection 4. 

 8.  If the governing documents so provide, the executive board may 

appoint a committee, with not less than three members, to conduct hearings 

on alleged violations and to impose fines pursuant to this section. While 

acting on behalf of the executive board for those limited purposes, the 

committee and its members are entitled to all privileges and immunities and 

are subject to all duties and requirements of the executive board and its 

members. 

 9.  A member of the executive board shall not participate in any hearing 

or cast any vote relating to a fine imposed pursuant to subsection 1 if the 

member has not paid all assessments which are due to the association by the 

member. If a member of the executive board: 

 (a) Participates in a hearing in violation of this subsection, any action 

taken at the hearing is void.  

 (b) Casts a vote in violation of this subsection, the vote is void. 

 10.  The provisions of this section establish the minimum procedural 

requirements that the executive board must follow before it may impose a 

fine. The provisions of this section do not preempt any provisions of the 

governing documents that provide greater procedural protections. 

 11.  Any past due fine must not bear interest, but may include any costs 

incurred by the association during a civil action to enforce the payment of the 

past due fine. 

 12.  If requested by a person upon whom a fine was imposed, not later 

than 60 days after receiving any payment of a fine, an association shall 

provide to the person upon whom the fine was imposed a statement of the 

remaining balance owed. 

 Senator Segerblom moved that the Senate do not concur in Assembly 

Amendment No. 765 to Senate Bill No. 258. 

 Motion carried. 

 Bill ordered transmitted to the Assembly. 

SIGNING OF BILLS AND RESOLUTIONS 

 There being no objections, the President and Secretary signed Senate Bills 

Nos. 38, 46, 59, 101, 118, 145, 159, 191, 204, 215, 245, 273, 279, 295, 305, 

312, 314, 318, 338, 339, 366, 375; Assembly Bills Nos. 26, 117, 125, 142, 

177, 196, 218, 235, 254, 275, 312, 350, 411, 412, 444, 453, 458. 

Senator Ford moved that the Senate adjourn until Thursday, 

May 25, 2017, at 11:00 a.m. 

 Motion carried. 
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 Senate adjourned at 6:49 p.m. 

Approved: MARK A. HUTCHISON 

 President of the Senate 

Attest: CLAIRE J. CLIFT 

 Secretary of the Senate 
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