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STATE OF WEST VIRGINIA

Insurance Comrmissioner

January 15, 1993

= [
v =
HAND DELIVERED Y P
B L
=2
: Z= ™
Ms. Judy Cooper, Director =r
Administrative Law Division = 2
Cffice of the Secretary of State “= =
State Capitol o -
Charleston, WV 25305 ~— "z 8B
Dear Ms. Cooper:
Fnclosed please find for £iling one (1) copy of each of the
following:

(1) Notice of Rule Modification of a Proposed Rule;
and

(2) The propesed rule entitled "Standards for Uniform
Health Care Administration" (Series 18).

Please contact me if further informaticn is needed.

Very truly vours,

~

Linda Gay
Associate Counsel

L& /sar
Enclosures

) 7 . L Legal Division
Offices of the Insurance Commissioner

GASTON CAPERTON HANLEY C. CLARK
Govefnor . . -

a4

2019 WASHINGTON STREET, EAST ® CHARLESTON, WEST VIRGINIA 25305
Telephone (304) 348-0401 ® Facsimile (304) 348-0412

“We are an Equal Opportunity Employer™
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NOTICE OF ACTION TAKEN BY TEGISTATIVE RULE-MAKING REVIEW COMMITTEE

January 12, 1993

TO: Ken Hechler, Secretary of State, State Register

TO: Mr. Hanley C. Clark
Insurance Commissioner
2019 Washington Street, East
Charleston, WV 25305

FROM: Legizlative Rule-Making Review Committee

PROPOSED RULE: Standards for Uniform Health Care Administration

The Legislative Rule-Making Review Committee recommends that the West
Virginia Legislature:

1. Authorize the agency to promulgate the Legislative Rule
(&) as originally filed
(b) az modified by the agency X

2. Authorize the agency to promulgate part of the Legislative
rule; a statement of reasons for such recommendation is
attached.

3. Authorize the agency to promulgate the Legislative rule
with certain amendments; amendments and a statement of
reasons for such recommendation is attached.

4. Authorize the agency to promulgate the Legislative rule _
as modified with certain amendments; amendments and a
statement of reasons for such recommendation is attached.

5. Recommends that the rule ke withdrawn; a statement of
reasons for such recommendation is attached.

Pursuant to Code 2%A-32-11(c), this notice has been filed in the State
Register and with the agency proposing the rule.

cc: Linda Gay, Assocliate Counsel




