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Personal Data

Sec. 19a-2a-1. Definitions

In addition to the definitions in Section 4-190 of Connecticut General Statutes,
as used in sections 19a-2a-1 through 19a-2a-23 of the regulations of Connecticut
State Agencies:

(1) **Appointing authority’’ means a board, commission, officer, commissioner,
person or group of persons having the power to make appointments by virtue of a
statute or by lawfully delegated authority.

(2) ** Category of personal data’’ meansthe classifications of personal information
set forth in subsection (9) of Section 4-190 of the Connecticut General Statutes.

(3) “*Commissioner’”’ means the commissioner of public health.

(4) *'Department’” means the department of public health.

(5) ‘‘Other data’’ means any information which because of name, identifying
number, mark or description can be readily associated with a particular person.

(6) “‘Patient’”” or ‘‘client’”” means any individual who is receiving treatment or
services or who has received treatment or services in any facility operated by the
department either directly or under contract, or who has requested information
regarding treatment or services. State employees receiving services from the

Employee Assistance Program are considered clients of the department.
(Adopted effective August 24, 1995)

Sec. 19a-2a-2. Business office system

(a) General nature and purpose

(1) Location. The business office system is located at 150 Washington Street,
Hartford, Connecticut.

(2) Format. Personal datais stored in the business office system in both automated
and manua forms.

(3) Purpose. The purpose of the business office system is to provide relevant
persona data needed for the department’s accounting and budgeting transactions
and records.

(4) Officia responsible. The chief administrative officer of the department is
located at 150 Washington Street, Hartford, CT and is responsible for the business
office system. Requests for disclosure or amendment of the records in the system
should be directed to this official.

(5) Routine sources. Personal data in the business office system is routinely
obtained from:

(A) contracts;

(B) budgets; and

(C) travel vouchers.

(6) Lega authority. Collection, maintenance and use of persona data in the
business office system is authorized by Sections 19a-2a and 19a-32 of the Connecti-
cut General Statutes.

(b) Categories

(1) The categories of personal data maintained by the business office system are:

(A) resumes,

(B) signature file forms;

(C) payroll schedules; and

(D) travel authorization forms.

(2) The categories of other data maintained by the business office are:

(A) social security numbers; and
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(B) addresses.

(3) The categories of persons on whom records are maintained are:

(A) employees; and

(B) individuals on contract to the department.

(c) Uses

(1) Routine uses

(A) Users. The business office system is used by:

(i) business office accountants;

(i) the fiscal officer; and

(iii) the business manager.

(B) Purpose. The business office system is used for:

(i) budget purposes;

(i) accounting;

(iii) ensuring up-to-date insurance is on hand when reimbursing for employees
travel; and

(iv) payments for contractual services.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the official
responsible for the data system and may be examined during normal business hours.

(Adopted effective August 24, 1995)

Sec. 19a-2a-3. Children with special health care needs system

() General nature and purpose

(1) Location. The children with special health care needs system is located at
999 Asylum Avenue, Hartford, Connecticut.

(2) Format. Personal data on children with specia health care needs is stored in
manual form.

(3) Purpose. The purpose of the specia health care needs system is to provide
the program personnel with data regarding the children who receive service.

(4) Officia responsible. The director of child and adolescent health division of
the department is located at 999 Asylum Avenue, Hartford, CT and is responsible
for the children with special health care needs system. Requests for disclosure or
amendment of the records in the system should be directed to this official.

(5) Routine sources. Persona data in the children with special health care needs
system are received from:

(A) the referring person or agency;

(B) the family of the child; and

(C) providers of service to the child.

(6) Legal authority. The lega authority for the children with special health care
needs system is Connecticut General Statutes, Sections 19a-48 through 19a-55, 19a-
59, and 19a-61.

(b) Categories

(1) The categories of persona data maintained in the children with special health
care needs system include, but are not necessarily limited to:

(A) name of child;

(B) names of parents or guardians and siblings;

(C) address of child;

(D) birthdate of child;
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(E) race of child;

(F) sex of child;

(G) family income;

(H) employers of parents or guardians;

(1) family medical insurance information;

(J) medical information regarding the child; and

(K) information regarding services provided for the child, including amount paid
on fee-for-service care.

(2) There are no categories of other data maintained in the special health care
needs system.

(3) Records are maintained on children referred to the program for services.

(c) Uses

(1) Routine uses

(A) Users. The children with special health care needs system is used by pro-
gram staff.

(B) Purpose. The children with special health care needs system is used to:

(i) determine eligibility,

(ii) provide case management services, and

(iii) prepare statistical reports.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the officia
responsible for the data system and may be examined during normal business hours.

(Adopted effective August 24, 1995)

Sec. 19a-2a-4. Division of chronic disease and injury prevention system

(a) General nature and purpose

(1) Location. The division of chronic disease and injury prevention system is
located at 141 Washington Street, Hartford, Connecticut.

(2) Format. Personal data is stored in the division of chronic disease and injury
prevention system in both automated and manual forms.

(3) Purpose. Working directly and with citizens through grants awarded to local
health departments and other community agencies, the division provides chronic
disease and injury prevention and early detection programs for at-risk populations.

(4) Officia responsible. The director, division of chronic disease and injury
prevention, is located at 141 Washington Street, Hartford, CT and is responsible
for the division of chronic disease and injury prevention data system. Requests
for disclosure or amendment of the records in the system should be directed to
this official.

(5) Routine sources. Personal data in the division of chronic disease and injury
prevention data system is routinely obtained from:

(A) division staff;

(B) staff from other agencies; and

(C) contractors.

(6) Lega authority. Collection, maintenance, and use of persona data in the
division of chronic disease and injury prevention data system is authorized by
Connecticut General Statutes Section 19a-2a.

(b) Categories
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(1) The categories of personal data maintained by the division of chronic disease
and injury prevention health system are:

(A) names, addresses, phone numbers, age, sex; and

(B) certain medical information (e.g., blood pressure measurements, results of
mammograms for program participants).

(2) There are no categories of other data maintained in the chronic disease and
injury prevention data system.

(3) The categories of persons on whom records are maintained are contractors
program participants in:

(A) blood pressure screening programs;

(B) cholesterol screening programs;

(C) exercise programs;

(D) nutrition programs,

(F) diabetes control programs,

(G) breast and cervical cancer screenings;

(H) smoking cessation programs; and

(1) violence and injury control programs.

(c) Uses

(1) Routine uses

(A) Users. Thedivision of chronic disease and injury prevention systemisused by:

(i) division of chronic disease staff; and

(ii) federal and state funding agency staff.

(B) Purpose. The system is used to:

(i) monitor contracts,

(i) evaluate program effectiveness;

(iif) manage the contract process;

(iv) track participants requiring follow-up; and

(v) report to federal funding agencies.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the officia

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)

Sec. 19a-2a-5. Community nursing and day care division data system

(a) General nature and purpose

(2) Location. The community nursing and day care division data systemis located
at 20 Trinity Street, Hartford, Connecticut.

(2) Format. Persona data in the community nursing and day care division is
stored in both automated and manual forms.

(3) Purpose. The purpose of this personal data system is to provide information
required in order to evaluate an application for licensure of a clinic, a free standing
family planning and abortion clinic, a child health clinic, a school-based infirmary,
a child day care center, a group day care home, a family day care center, and for
the division to grant approval for the administration of certain medications by
school personnel.

(4) Official responsible. The director, community nursing and day caredivision, is
located at 20 Trinity St., Hartford, Connecticut, and is responsible for the community
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nursing and day care division system. Requests for disclosure or amendment of the
records in the system should be directed to this official.

(5) Routine sources. Persona datain the community nursing and day care division
data system is obtained from:

(A) applicants for licensure;

(B) their employees, and clients.

(6) Lega authority. Collection, maintenance and use of persona data in the
community nursing and day care division data system is authorized by Connecticut
Generd Statutes, sections:

(A) 10-2122;

(B) 19a-80;

(C) 19a-87b; and

(D) 19a-491.

(b) Categories

(1) The categories of persona data maintained by the community nursing and
day care division data system include, but are not necessarily limited to:

(A) applicants' names, addresses, education, training, and experience; and

(B) the names, addresses, education, training and experience of staff working in
licensed facilities.

(2) The categories of other data maintained by the community nursing and day
care division data system are data regarding the organizational structure associated
with the ownership of licensed facilities.

(3) The categories of persons on whom records are maintained are:

(A) clients who have made or have cause to make complaints;

(B) children who have made or have cause to make complaints; and

(C) individuals employed in regulated positions.

(c) Uses

(1) Routine uses

(A) Users. The community nursing and day care division data system is used by
department employees assigned to carry out regulatory programs.

(B) Purpose. The purpose of the community nursing and day care division data
system is to verify compliance or noncompliance by providers with requirements
for licensure or grants.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the official

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)

Sec. 19a-2a-6. Environmental health data system

(a) General nature and purpose

(1) Location. The environmental health data system is located at 21 Grand Street,
Hartford, Connecticut.

(2) Format. Persona data is stored in the environmental health data system in
both automated and manual forms.

(3) Purpose. The purpose of the environmental health data system is to:

(A) document reduced morbidity and mortality; and

(B) improve living conditions for state residents as a result of:

(i) educational programs;
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(ii) regulatory programs; and

(iii) passive programs that address hazards through alteration of the environment.

(4) Officia responsible. The bureau chief of the health promotion bureau is
located at 21 Grand Street, Hartford, Connecticut, and is responsible for the environ-
mental health data system. Requests for disclosure or amendment of the records in
the system should be directed to this official.

(5) Routine sources. Personal data in the environmental health data system is
routinely obtained from:

(A) professional licenses;

(B) professional registrations;

(C) professional certifications;

(D) environmental inspection results; and

(E) occupational exposure results.

(6) Lega authority. Collection, maintenance and use of persona data in the
environmental health data system is authorized by Connecticut General Statutes,
sections:

(A) 19a-110 through 19a-111d;

(B) 19a-421;

(C) 19a-426; and

(D) 20-435 through 20-439.

(b) Categories

(1) The categories of personal data maintained by the environmental health data
system are:

(A) educational;

(B) employment history;

(C) inspectional;

(D) training and work experience; and

(E) medical.

(2) The category of other data maintained by the environmental data system is
business records.

(3) The categories of persons on whom records are maintained are:

(A) applicants for professional registration, certification or licensure; and

(B) persons with high blood lead levels.

(c) Uses

(1) Routine uses

(A) Users. The environmental health data system is used by department staff.

(B) Purpose. The environmental health data system is used for:

(i) verification of educational credentias;

(i) verification of training or work credentials;

(iii) disease and environmental surveillance; and

(iv) monitoring of conformance to regulations and statutes.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the official
responsible for the data system and may be examined during normal business hours.

(Adopted effective August 24, 1995)
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Sec. 19a-2a-7. Office of emergency medical services data system

(a) General nature and purpose

(1) Location. The office of emergency medical services data system is located
at 150 Washington Street, Hartford, Connecticut.

(2) Format. Personal data is stored in the office of emergency medical services
data system in both automated and manual forms.

(3) Purpose. The purpose of the office of emergency medical services data system
is to maintain documentation relating to technicians and instructors licensed and cer-
tified.

(4) Official responsible. The director of the office of emergency medical services
is located at 150 Washington Street, Hartford, Connecticut, and is responsible for
the office of emergency medical services data system. Requests for disclosure or
amendment of the records in the system should be directed to this official.

(5) Routine sources. Personal data in the office of emergency medical services
data system is routinely obtained from:

(A) applicants seeking licensure or certification to provide emergency medical
services;

(B) applicants seeking licensure to provide ambulance or rescue services; and,

(C) applicants’ references.

(6) Legal authority. Collection, maintenance and use of personal data in the office
emergency medical services data system is authorized by Connecticut General
Statutes Sections 19a-178 through 19a-180.

(b) Categories

(1) The categories of personal data maintained by the office of emergency medical
services data system include, but are not necessarily limited to:

(A) name;

(B) social security number;

(C) address;

(D) education and training; and

(E) personal character references of applicant.

(2) There are no categories of other data maintained in the emergency medical
services data system.

(3) The categories of persons on whom data is maintained are:

(A) applicants for certification or licensure; and

(B) persons certified or licensed by emergency medical services.

(c) Uses

(1) Routine uses

(A) Users. The office of emergency medical services data system is used by
department employees assigned to carry out the office of emergency medical services
regulatory programs.

(B) Purpose. The purpose of the office of emergency medical services data system
is to maintain documentation relating to the qualification of applicants licensed
and certified.

(2) Retention. Records for each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the official
responsible for the data system and may be examined during normal business hours.

(Adopted effective August 24, 1995)
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Sec. 19a-2a-8. Vital records data system

(a) General nature and purpose

(1) Location. The vital records data system is located at 410 Capitol Avenue,
Hartford, Connecticut.

(2) Format. Personal data in the vital records data system is maintained in both
automated and manual forms.

(3) Purpose. The purpose of the vital records data system is to collect and preserve
data concerning vital events occurring in Connecticut for:

(A) public health surveillance;

(B) health program development; and

(C) individuals seeking certified copies of vital records and other data as allowed
by the Connecticut General Statutes.

(4) Official responsible. The registrar of vital records is located at 410 Capitol
Avenue, Hartford, Connecticut, and is responsible for the supervision of the state-
wide vital records data collection system. Requests for disclosure or amendment of
the records in the system should be directed to this official.

(5) Routine sources. Personal data in the vital records system is routinely
obtained from:

(A) hospitals;

(B) funeral directors; and

(C) town clerks.

(6) Legal authority. The legal authority for the vital records data system is
Connecticut General Statutes, sections:

(A) 19a-40;

(B) 7-47b;

(C) 7-48;

(D) 7-60; and

(E) 7-62b.

(b) Categories

(1) The personal data in the vital records data system includes but is not necessarily
limited to:

(A) name;

(B) date of birth;

(C) date of death;

(D) social security number;

(E) name of mother and father;

(F) address;

(G) race;

(H) sex;

(D ethnicity;

(J) marital status;

(K) occupation;

(L) educational level;

(M) social and medical risk factors; and

(N) cause of death.

(2) The vital records system consists of the vital records of people who are born,
marry, or die in Connecticut. The vital records system also includes records of
persons born in another country and adopted by residents of Connecticut.

(c) Uses

(1) Routine uses
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(A) Users. Routine users include:

(i) genealogical researchers;

(i) state agencies;

(iii) the federal government;

(iv) researchers; and

(v) registrants.

(B) Purpose. The department uses the vital records data system for:

(i) community-based planning;

(ii) statistical research regarding public health surveillance; and

(iii) assisting the United States Census Bureau and the Department of Public
Health in making population estimates.

(2) Retention. Records in each personal data system are maintained in accordance
with retention schedules established or approved by the Connecticut State Library,
Office of the Public Records Administrator, pursuant to section 11-8a of the Connect-
icut General Statutes. Retention schedules shall be maintained on file at the office
of the official responsible for the data system and may be examined during normal

business hours.
(Adopted effective August 24, 1995; amended January 3, 2011)

Sec. 19a-2a-9. Long term care data system

(a) General nature and purpose

(1) Location. The long term care data system is located at:

(A) 150 Washington Street, Hartford, Connecticut; and

(B) the State Data Center, 340 Capital Avenue, Hartford, Connecticut.

(2) Format. The data system is maintained in both automated and manual forms.

(3) Purpose. The purpose is to provide technical and analytical support for:

(A) health program development;

(B) policy analysis; and

(C) program evaluation.

(4) Official responsible. The director of health research data analysis is located
at 150 Washington Street, Hartford, Connecticut, and is the official responsible for
the long term care data system. Requests for disclosure or amendment of the records
in the system should be directed to this official.

(5) Routine sources. Personal data in the long term care data system is routinely
obtained from:

(A) nursing homes; and

(B) the Connecticut State Department of Social Services.

(6) Legal authority. The legal authority for the long term care data system is
regulations of Connecticut State Agencies, sections 19-6a-2, and 19-13-D8t(f) (3)
(H).

(b) Categories

(1) The categories of personal data maintained in the long term care data system
include, but are not necessarily limited to:

(A) name of nursing home resident;

(B) social security number;

(C) sex;

(D) year of birth;

(E) race;

(F) diagnosis and functional status;

(G) admission and discharge dates; and

(H) source of payment, medicaid number.
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(2) The category of other data in the long term care data system is original town
of residence.

(3) The category of people on whom records are maintained is nursing home res-
idents.

(c) Uses

(1) Routine uses

(A) Users. The long term care data system is used by:

(1) the Connecticut State Office of Policy and Management; and

(i1) individuals or groups conducting research in long term health care.

(B) Purpose. The long term care data system is used for:

(1) health planning; and

(ii) program development and evaluation.

(2) Retention. Records for each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the official

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)

Sec. 19a-2a-10. Connecticut tumor registry data system

(a) General nature and purpose

(1) Location. The connecticut tumor registry data system is located at 150 Wash-
ington Street, Hartford, Connecticut.

(2) Format. The tumor registry data system is maintained in both automated and
manual forms.

(3) Purpose. The purpose is to provide:

(A) cancer incidence and survival data for Connecticut;

(B) data for cancer control program evaluation;

(C) data for epidemiological studies of cancer in Connecticut; and

(D) data for the National Cancer Institute.

(4) Official responsible. The director of the tumor registry is located at 150
Washington Street, Hartford, Connecticut, and is the official responsible for the
tumor registry data system. Requests for disclosure or amendment of the records
in the system should be directed to this official.

(5) Routine sources. Personal data in the tumor registry data system is routinely
obtained from:

(A) hospitals;

(B) death certificates;

(C) private pathology laboratories; and

(D) reports from other state central cancer registries.

(6) Legal authority. The legal authority for the tumor registry data system is:

(A) Connecticut General Statutes, sections 19a-72 and 19a-74; and

(B) Regulations of Connecticut State Agencies, sections 19-6a-2, and 19a-73-1
through 19a-73-7.

(b) Categories

(1) The categories of personal data maintained in the tumor registry data system
include, but are not necessarily limited to:

(A) name;

(B) social security number;

(C) date of birth;
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(D) address;

(E) race;

(F) ethnicity;

(G) sex;

(H) place of birth;

(1) social and medical risk factors; and

(J) health outcomes.

(2) There are no categories of other data in the tumor registry data system.

(3) The category of people on whom records are maintained is cancer patients.

(c) Uses

(1) Routine uses

(A) Users. The tumor registry data system is used by:

(i) the department’s Occupational Health Division;

(ii) the department’s Environmental Epidemiology Division;

(ii1) authorized researchers; and

(iv) the National Cancer Institute.

(B) Purpose. The tumor registry data system is used for:

(i) community-based health planning;

(i) program development;

(iii) statistical research; and

(iv) program compliance evaluation.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the officia
responsible for the data system and may be examined during normal business hours.

(Adopted effective August 24, 1995)

Sec. 19a-2a-11. Healthy start data system

() General nature and purpose

(1) Location. The healthy start data system is located at 999 Asylum Avenue,
Hartford, Connecticut.

(2) Format. Personal datais stored in the healthy start system in both automated
and manua forms.

(3) Purpose. The purpose of the healthy start data system is to:

(A) maintain data regarding the provision of services in the program;

(B) monitor program accountability;

(C) carry out program evaluation; and

(D) apply for federa financia participation.

(4) Officia responsible. The director, maternal and infant health division, is
located at 999 Asylum Avenue, Hartford, Connecticut and is the official responsible
for the hedthy start data system. Requests for disclosure or amendment of the
records in the system should be directed to this official.

(5) Routine sources. Personal data in the healthy start data system is routinely
obtained from local grantees providing services to women, infants, and children.

(6) Lega authority. Collection, maintenance and use of persona data in the
healthy start data system is authorized by the Connecticut General Statutes, Sections
19a-59 and 19a-59b.

(b) Categories
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(1) The categories of personal data maintained by the healthy start data system
include, but are not necessarily limited to:

(A) name;

(B) Medicaid eigibility status;

(C) socia security number;

(D) town of residence;

(E) Medicaid identification number;

(F) race;

(G) Hispanic origin information;

(H) WIC digibility status;

(1) family size;

(J) family income;

(K) WIC identification number;

(L) pregnancy outcome;

(M) discharge information; and

(N) medical information.

(2) There are no categories of other data collected.

(3) The category of persons on whom records are maintained is al healthy start
program participants.

(c) Uses

(1) Routine uses

(A) Users. The healthy start data system is used by department program staff and
grantee agencies.

(B) Purpose. The hedlthy start data system is used to:

(i) determine dligibility;

(i) document individuals' case management and the liaison services provided;

(iii) study the effect of prenatal care upon pregnancy outcome; and

(iv) evaluate grantee performance.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the official

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)

Sec. 19a-2a-12. Infectious disease epidemiology data system

(a) General nature and purpose

(1) Location. The infectious disease epidemiology data system is located at 21
Grand Street, Hartford, Connecticut.

(2) Format. Personal data is stored in the infectious disease epidemiology data
system in both automated and manual forms.

(3) Purpose. The purpose of the infectious disease epidemiology data systemisto:

(A) monitor the incidence and trends in diseases; and

(B) evaluate health education and heglth care programs.

(4) Official responsible. The bureau chief, of the bureau of health promotion, is
located at 21 Grand Street, Hartford, Connecticut, and isresponsiblefor theinfectious
disease epidemiology data system. Requests for disclosure or amendment of the
records in the system should be directed to this official.

(5) Routine sources. The infectious disease epidemiology data system contains:
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(A) data from reportable disease reports from health care providers and health
care facilities including medical laboratories;

(B) reports from the Department of Correction,

(C) reports from schools;

(D) reports from local directors of health; and

(E) data from department health counselors and educators.

(6) Lega authority. Collection, maintenance and use of persona data in the
infectious disease epidemiology data system data is authorized by:

(A) Connecticut General Statutes, Sections:

(i) 19a-215;

(ii) 19a-262; and

(B) The Regulations of Connecticut State Agencies:

(i) 19a-36-A1 through 19a-36-A6; and

(i) 19a-36-A11.

(b) Categories

(1) The categories of personal datamaintained by the infectious disease epidemiol -
ogy data system include, but are not necessarily limited to:

(A) name;

(B) address;

(C) age;

(D) race;

(E) sex;

(F) occupation; and

(G) behaviors which put the individual at risk for infectious diseases.

(2) There are no categories of other data collected for the infectious disease
epidemiology data system.

(3) The category of persons on whom records are maintained is people with
specific reportable diseases.

(c) Uses

(1) Routine uses

(A) Users. The infectious disease epidemiology data system is used by:

(i) the department; and

(i) authorized researchers.

(B) Purpose. The infectious disease epidemiology data system is used for:

(i) disease surveillance; and

(if) evaluation of health education and intervention programs.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the official
responsible for the data system and may be examined during normal business hours.

(Adopted effective August 24, 1995)

Sec. 19a-2a-13. Bureau of laboratory services data system

(a) General nature and purpose

(1) Location. The bureau of laboratory services data system is located at 10
Clinton Street, Hartford, Connecticut.

(2) Format. Personal datais stored in the bureau of laboratory services data system
in both automated and manual forms.
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(3) Purpose. The purpose of the bureau of laboratory services data system is to
document and maintain laboratory analysis reports.

(4) Officia responsible. The chief of the bureau of laboratory services is located
at 10 Clinton Street, Hartford, Connecticut, and is the official responsible for the
bureau of laboratory services data system. Requests for disclosure or amendment
of the records in the system should be directed to this official.

(5) Routine sources. Personal datain the bureau of |aboratory services data system
is routinely obtained from:

(A) physicians;

(B) private and public laboratories;

(C) directors of health;

(D) sanitarians,

(E) various state agencies;

(F) the United States justice department;

(G) state and local police; and

(H) other department bureaus and centers.

(6) Legal authority. Collection, maintenance and use of personal datain the bureau
of laboratory services is authorized by Connecticut General Statutes, Sections:

(A) 19a-25 through 19a-30;

(B) 14-227athrough 14-227c;

(C) 21&-274; and

(D) 21a-283.

(b) Categories

(1) The categories of personal datamaintained by the bureau of |aboratory services
data system are laboratory analysis results associated with:

(A) patients;

(B) physicians;

(C) directors of health;

(D) other in-state laboratories;

(E) alleged criminal perpetrators; and

(F) principa parties in environmental and consumer protection actions.

(2) There are no categories of other data collected for the bureau of |aboratory
services data system.

(3) Categories of persons on whom records are maintained are:

(A) newborns,

(B) patients of medical practitioners, and

(C) aleged crimina perpetrators.

(c) Uses

(1) Routine uses

(A) Users. The bureau of laboratory services data system is used by:

(i) physicians;

(ii) lawyers;

(iii) officials of state agencies;

(iv) judiciary department staff;

(v) laboratory supervisors; and

(vi) federal agencies.

(B) Purpose. The bureau of laboratory services data system is used for:

(i) diagnosis of disease;

(ii) appraisal of environmental conditions; and

(iii) testimony to support laboratory findings in court.
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(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the official
responsible for the data system and may be examined during normal business hours.

(Adopted effective August 24, 1995)

Sec. 19a-2a-14. Local health administration system

(a) General nature and purpose

(1) Location. This system is located at 150 Washington Street, Hartford, Con-
necticut.

(2) Format. The system is a combined automated and manual system.

(3) Purpose. The purpose of this system is to provide the department with:

(A) datato assure compliance with subsection (a) of Section 19a-200 and Section
19a-242 of the Connecticut General Statutes regarding qualifications of local direc-
tors of health and their appointments;

(B) datato assure compliance with sections 19a-202 and 19a-245 of the Connecti-
cut General Statutesand sections 19a-76-1 to 19a-76-4 of the regulations of Connecti-
cut State Agencies regarding use of state funding for local health departments and
health districts; and

(C) data on the organization and management of local health departments and
districtsin the state pursuant to subsection (a) of Section 19a-200 of the Connecticut
Genera Statutes.

(4) Official responsible. The director of the office of local health administration
is located at 150 Washington Street, Hartford, Connecticut, and is the officia
responsible for the system. Requests for disclosure or amendment of the records in
the system should be directed to this official.

(5) Routine sources. Personal data in this system is routinely obtained from:

(A) local directors of health and their staff;

(B) potential candidates for director of health or other local health staff positions;

(C) educationa institutions;

(D) civil service commissions; and

(E) boards of health.

(6) Legal authority. The legal authority for this system is Connecticut General
Statutes, Sections:

(A) 19a-200;

(B) 19a-202;

(C) 19a-206;

(D) 19a-241;

(E) 19a-242;

(F) 19a-243;

(G) 19a-244; and

(H) 19a-245.

(b) Categories

(1) The categories of personal data maintained in the local health administration
system include, but are not necessarily limited to:

(A) educational and professional background materials, including but not limited
to resumes or curricula vitae, educational transcripts, letters of reference, appoint-
ments, and removal from office;
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(B) names, addresses, telephone numbers, birth dates, educational backgrounds,
salaries and conditions of employment for local directors of health and their staff;

(C) fees, expenses, and charges for services to the towns by part-time directors
of health and submitted to the commissioner for approval; and

(D) letters of complaint filed against local directors of health, their departments,
or staff, results of investigations, and recommendations for disciplinary actions.

(2) Thereare no categories of other datamaintained by the local health administra-
tion system.

(3) Categories of persons on whom records are maintained are:

(A) locdl health directors; and

(B) persons appointed by local health directors.

(c) Uses

(1) Routine uses

(A) Users. The system is used by program staff.

(B) Purpose. The system is used to assure compliance with the general statutes
regarding qualifications of local directors of health and their appointments and the
use of state funding for local health departments and districts, and to provide
aggregated data on the organization and management of local health departments
and digtricts in the state.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the officia

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)

Sec. 19a-2a-15. Newborn screening system

(a) General nature and purpose

(1) Location. The newborn screening system is located at 999 Asylum Avenue,
Hartford, Connecticut.

(2) Format. Personal data is stored in the newborn screening system in a man-
ual form.

(3) Purpose

The purpose of the newborn screening system is to track infants found to have
a serious problem as a result of a blood test done right after birth.

(4) Officia responsible. The director, maternal infant health division is located
at 999 Asylum Avenue, Hartford, Connecticut, and is the official responsible for
the newborn screening system. Requests for disclosure or amendment of the records
in the system should be directed to this official.

(5) Routine sources. Personal data in the newborn screening system is received
from any laboratory carrying out a newborn screening test.

(6) Legal authority. The collection, maintenance and use of personal data in the
newborn screening system is authorized by Connecticut General Statutes, Section
19a-55.

(b) Categories

(1) The categories of personal data maintained by the newborn screening section
include, but are not necessarily limited to:

(A) name of infant;

(B) name and age of mother;

(C) sex of infant;
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(D) birthdate of infant;

(E) address of mother and father;

(F) telephone number of parents;

(G) place of birth of infant; and

(H) medical information on the infant.

(2) The category of other data maintained in the newborn screening system is
information on services received by infant.

(3) Categories of persons on whom records are maintained are:

(A) newborn infants; and

(B) parents of newborn infants.

(c) Uses

(1) Routine uses

(A) Users. The newborn screening system is used by program staff.

(B) Purpose. The newborn screening system is used to ensure that the infant
received proper treatment and follow-up.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the official

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)

Sec. 19a-2a-16. Personnel data system

(a) General nature and purpose

(1) Location. Personnel records for employees of the department are maintained
at 150 Washington Street, Hartford, Connecticut.

(2) Format. Personal datais stored in the personnel data system in both automated
and manua form.

(3) Purpose. The purpose of the personnel data systemisto carry out the personnel
and payroll responsibilities of the department in a manner consistent with the state’s
prescribed policies and procedures.

(4) Official responsible. Personnel records are the responsibility of the Personnel
Administrator, 150 Washington Street, Hartford, Connecticut. Requests for disclo-
sure or amendment of the records in the system should be directed to this official.

(5) Routine sources. Personal data in the personnel data system is routinely
obtained from:

(A) employees;

(B) supervisors,

(C) the Comptroller’'s Office;

(D) insurance companies,

(E) credit unions;

(F) banks,

(G) the department;

(H) previous employers of employees;

() the Department of Administrative Services, Division of Personnel; and

(J) references supplied by applicants.

(6) Lega authority. The legal authority for the collection, maintenance and use
of the personal data in the system is Connecticut General Statutes, Sections 5-193
through 5-269.

(b) Categories
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(1) The categories of personal data maintained by the personnel data system
include, but are not necessarily limited to:

(A) name;

(B) address;

(C) date of birth;

(D) social security number;

(E) employment history;

(F) education;

(G) payroll data; and

(H) labor relations and union related data.

(2) The category of other data maintained by the personnel data system includes
but is not necessarily limited to a history of who has worked within each position.

(3) Categories of people upon whom personnel records are maintained are:

(A) employess;

(B) applicants for employment; and

(C) past employees.

(c) Uses

(1) Routine uses

(A) Users. The personnel data system is used by the department’s personnel and
payroll offices and the department’s administration.

(B) Purpose. The personnel data system is used for:

(i) ensuring that applicants for employment meet prescribed qualifications; and

(it) ensuring that candidates for promotion meet prescribed qualifications.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the official

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)

Sec. 19a-2a-17. Contract administration data system

(a) General nature and purpose

(1) Location. The contract administration data system is maintained at 150 Wash-
ington Street, Hartford, Connecticut.

(2) Format. Personal datais stored in the contract administration data system in
both automated and manual forms.

(3) Purpose. The purpose of the contract administration data system is to:

(A) ensure that contracts are awarded in a manner consistent with state policies
and procedures; and

(B) to ensure contracts are administered in a manner consistent with state policies
and procedures.

(4) Officia responsible. Thedirector of contract administration at 150 Washington
Street, Hartford, Connecticut is responsible for the contract administration data
system. Requests for disclosure or amendment of the records in the system should
be directed to this official.

(5) Routine sources. Personal data in the contract administration data system is
routinely obtained from:

(A) consultants;

(B) contractors; and

(C) subcontractors.
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(6) Lega authority. Collection, maintenance and use of persona data in the
contract administration data system is authorized by Connecticut General Statutes
Sections:

(A) 4-8; and

(B) 19a-32.

(b) Categories

(1) The categories of persona data maintained by the contract administration
data system include, but are not necessarily limited to:

(A) names of:

(i) consultants;

(ii) contractors;

(iii) subcontractors;

(B) address of:

(i) consultants;

(ii) contractors;

(iii) subcontractors;

(C) resumes of consultants;

(D) time sheets and salary records of consultants;

(E) socia security numbers of:

(i) consultants;

(ii) contractors;

(iii) subcontractors; and

(F) federal employee identification numbers of:

(i) consultants;

(if) contractors; and

(iv) subcontractors.

(2) There are no categories of other data maintained by the contract administration
data system.

(3) The categories of persons on whom records are maintained are:

(A) consultants;

(B) contractors,

(C) subcontractors; and

(D) service providers.

(c) Use

(1) Routine uses

(A) Users. The contract administration data system is used by department staff.

(B) Purpose. The contract administration data system is used for:

(i) internal audits of contractor services,

(i) financial audits; and

(iii) financial management.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the official

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)
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Sec. 19a-2a-18. Supplemental food program for women, infants and children
(WIC) system

(a) General nature and purpose

(2) Location. The WIC system is located at 999 Asylum Avenue, Hartford, Con-
necticut.

(2) Format. Persona data is stored in the WIC system in both automated and
manual forms.

(3) Purpose. The purpose of the WIC system is to provide the WIC program with
data regarding participants.

(A) Participant information is maintained for documentation of certification of
eligibility as well as to enable the issuance of WIC checks to eligible participants.

(B) Nutrition surveillance information is maintained to track the health status of
certain individuals, and maintain documentation on food stores and pharmacies who
apply to become authorized program vendors aswell as currently authorized vendors.

(4) Official responsible. The state WIC director islocated at 999 Asylum Avenue,
Hartford, Connecticut, and is the officia responsible for the WIC system. Requests
for disclosure or amendment of the records in the system should be directed to
this official.

(5) Routine sources. Personal datain the WIC system is routinely obtained from:

(A) the program participants; and

(B) vendors who apply to become authorized WIC program vendors.

(6) Lega authority. Collection, maintenance and use of the WIC data system is
authorized by Section 19a-59c of the Connecticut General Statutes.

(b) Categories

(1) The categories of persona data maintained by the WIC system include, but
are not necessarily limited to:

(A) names,

(B) sex;

(C) address;

(D) race;

(E) telephone numbers,

(F) medical information;

(G) date of birth; and

(H) family income.

(2) The category of other data maintained by the WIC system is names of parents
and guardians.

(3) The categories of persons on whom records are maintained are:

(A) program participants; and

(B) vendors who apply to be authorized program vendors.

(c) Uses

(1) Routine uses

(A) Users. The WIC system is used by program staff.

(B) Purpose. The WIC system is used for:

(i) program accountability;

(i) program evauation; and

(i) eligibility determination of applicants and vendors.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General



Sec. 19a-2a page 23 (6-00)
Department of Public Health § 19a-2a-19

Statutes. Retention schedules shall be maintained on file at the office of the official

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)

Sec. 19a-2a-19. Division of medical quality assurance, professional licensure
applications system

(a) General nature and purpose

() Location. Thedivision of medical quality assuranceislocated at 150 Washing-
ton Street, Hartford, Connecticut.

(2) Format. Personal data is stored in both manual and automated forms.

(3) Purpose. The purpose of the division of medical quality assurance, professional
licensure system is to ensure that persons working in regulated professions meet
standards of eligibility and conform to professional standards.

(4) Official responsible. The director for the division of medical quality assurance
islocated at 150 Washington Street, Hartford Connecticut, and isthe official respon-
sible for this system. Requests for disclosure or amendment of the records in the
system should be directed to this official.

(5) Routine sources. Personal data in the division's system is routinely
obtained from:

(A) applicants;

(B) references for applicants,

(C) educationa institutions;

(D) training programs;

(E) employers; and

(F) consumer complainants.

(6) Lega authority. The division of medical quality assurance professional licen-
sure system is authorized by Connecticut General Statutes, Sections 19a-511 through
19a-520, and chapters:

(A) 369 through 376a;

(B) 377 through 381a;

(C) 383 through 388;

(D) 398; and

(E) 399.

(b) Categories

(1) The categories of persona data maintained include, but are not necessarily
limited to:

(A) name;

(B) address;

(C) socia security humber;

(D) licensure status in other states;

(E) educational and training;

(F) professional references;

(G) work history; and

(E) data pertaining to complaints; investigations, and disciplinary actions.

(2) There are no categories of other data maintained by this system.

(3) The categories of persons on whom records are maintained are applicants for
and holders of licensure, certification, or registration within a regulated profession.

(c) Uses

(1) Routine uses

(A) Users. The system is used by department staff, third party payers, data banks,
health care consumers, and health care employers.
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(B) Purpose. The system is used to identify persons alowed to work within
regulated professions.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the officia

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)

Sec. 19a-2a-20. Payroll records data system

(a) General nature and purpose

(1) Location. Payroll records for al department employees, are maintained at 150
Washington Street, Hartford, Connecticut.

(2) Format. Payroll records are maintained in automated and manual forms.

(3) Purpose. The purpose of the system is to facilitate the department’ s activities
regarding payroll, budgeting, cost accounting, personnel planning and compliance
with state and federal reporting requirements.

(4) Officia responsible. The Chief Administrator of Fiscal Servicesis located at
150 Washington Street, Hartford, Connecticut, and is the official responsible for
the payroll records data system. Requests for disclosure or amendment of the records
in the system should be directed to this official.

(5) Routine sources. Routine sources of information in payroll records include:

(A) employes;

(B) employee’s supervisor;

(C) attendance sheets,

(D) contracts;

(E) the Comptroller’s Office;

(F) the Department of Administrative Services;

(G) the Division of Personnel and Labor Relations; and

(H) insurance carriers.

(6) Legal authority. Payroll dataare collected, maintained and used under authority
of the State Personnel Act, Connecticut General Statutes Section 5-193 through
5-269.

(b) Categories

(1) Categories of personal data maintained in payroll files include, but are not
necessarily limited to:

(A) name;

(B) address;

(C) socia security humber;

(D) date of birth;

(E) telephone number;

(F) marital status;

(G) insurance;

(H) retirement information;

(1) military service;

(J) correspondence regarding payroll and benefits matters;

(K) financial information such as salary records;

(L) longevity payments,

(M) compensation plan;

(N) rate of pay;
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(O) deductions;

(P) salary history;

(Q) garnishment of wages,

(R) payments related to garnishment;

(S) employment information such as starting date;

(T) job classification and bargaining unit;

(V) attendance information;

(V) vacation;

(W) sick and personal leave days accrued and used;

(X) title of position; and

(Y) contracts.

(2) No categories of other data are maintained.

(3) The categories of persons on whom records are maintained include all current
and former department employees.

(c) Uses

(1) Routine uses

(A) Users. Payroll records are used by the fiscal department staff.

(B) Purpose. The payroll records data system is used:

(i) to plan payroll and calculate budgets;

(if) to process promotions, reclassifications, transfers to other state agencies and
retirements; and

(iii) to maintain personnel documents required by the Comptroller’s Office, the
Department of Administrative Services, Division of Personnel, and group insur-
ance carriers.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the officia

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)

Sec. 19a-2a-21. Employee assistance program (EAP) data system

(a) General Nature and Purpose

(1) Location. All EAP client records are located in the Employee Assistance
Program, 150 Washington Street, Hartford, Connecticuit.

(2) Format. Records are maintained in automated and manual form.

(3) Purpose

The purpose of this system is to document the diagnosis, treatment planning,
treatment process and response of the EAP client.

(4) Official responsible. The affirmative action officer islocated at 150 Washing-
ton Street, Hartford, Connecticut, and is the official responsible for the EAP data
system. Requests for disclosure or amendment of the records in the system should
be directed to this official.

(5) Routine sources. Routine sources of data include interviews, examinations,
observations or evaluations of the patient or client, information provided by family
members, public and private health care providers, social workers, and professionals
and other state agencies.

(6) Legal authority. Personnel datain EAP client records are collected, maintained
and used under authority of Section 19a-126h of the Connecticut General Statutes
and 42 C.F.R. (Code of Federal Regulations) Part 2.
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(b) Categories

(1) Categories of personal data maintained in EAP client records include, but are
not necessarily limited to:

(A) job performance information such as adescription of performance deficiencies
and presenting problems;

(B) sdary, length of employment, place of employment and job description;

(C) source of referral, such as self, employer or supervisor, labor union or other;

(D) medical and emotional condition or history;

(E) family or personal relationships;

(F) treatment referrals;

(G) name;

(H) address,

(1) telephone number;

(J) date of hirth;

(K) sex;

(L) racia or ethnic designation;

(M) social security number; and

(N) health insurance information.

(2) No categories of other data are collected.

(3) The category of individuals upon whom personal data are collected includes
those individuals seeking assistance from the Employee Assistance Program.

(c) Uses

(1) Routine uses

(A) Users. Records are used by the EAP staff to reflect treatment planning and
services provided to or on behalf of EAP clients and their families.

(B) Purpose. The purpose of this system is to document the diagnosis, treatment
planning, treatment process and response of the EAP client.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the officia

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)

Sec. 19a-2a-22. AIDSHIV data system

(a) General nature and purpose

(1) Location. All data collected in the AIDS/HIV data system is housed at 21
Grand Street, Hartford, Connecticut.

(2) Format. This data system is all automated.

(3) Purpose. The purpose for this system is disease surveillance.

(4) Official responsible. The chief of the Epidemiology Section/AIDS division
is located at 21 Grand Street, Hartford, Connecticut, and is the official responsible
for the AIDS/HIV data system. Requests for disclosure or amendment of the records
in this system should be directed to this official.

(5) Routine sources. Personal datais routinely received from physicians, institu-
tions, laboratories, infection control practitioners, AIDS coordinators in various
health care facilities or private practice, and from death certificates.

(6) Legal authority. Thelegal authority for the AIDS/HIV datasystem is Connecti-
cut General Statutes, Sections:

(A) 19a-25; and
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(B) 19a-581 through 19a-592.

(b) Categories

(1) Categories of personal data collected on individuals in the AIDS/HIV data
system include the following:

(A) name;

(B) address;

(C) date of hirth;

(D) sex;

(E) various diseases experienced by these individuals;

(F) risk categories,

(G) laboratory tests; and

(H) date of death, if applicable.

(2) No other data is collected.

(3) Categories of persons on whom data is collected include:

(A) adults with CDC-defined AIDS; and

(B) dl children who are HIV exposed or infected.

(c) Uses

(1) Routine uses

(A) Users. The routine users of the data are the staff epidemiologists employed
by the AIDS division.

(B) Purpose

(i) To monitor the occurrence and progression of HIV/AIDS disease in Con-
necticut;

(ii) to target populations for intervention;

(iii) to evaluate the effect of HIV/AIDS prevention initiatives; and

(iv) to project the number of cases that will occur in the future and plan for health
care resources.

(2) Retention. Recordsfor each personal data system are maintained in accordance
with schedules prepared by the Connecticut State Library, Department of Public
Records Administration and records retention schedule as approved by the Public
Records Administrator as authorized by section 11-8a of the Connecticut General
Statutes. Retention schedules shall be maintained on file at the office of the officia

responsible for the data system and may be examined during normal business hours.
(Adopted effective August 24, 1995)

Sec. 19a-2a-23. Maintenance of personal data

(a) Persona data shall not be maintained unless relevant and necessary to accom-
plish the lawful purposes of the department. Where the department finds irrelevant
or unnecessary public records in its possession, it shall dispose of these records in
accordance with its records retention schedule and with the approval of the public
records administrator as per Connecticut General Statutes section 11-8a, or if the
records are not disposable under the records retention schedule, request permission
from the public records administrator to dispose of the records under Connecticut
Genera Statutes section 11-8a.

(b) The department shall collect and maintain all records accurately and com-
pletely.

(c) Insofar as it is consistent with the needs and mission of the department, the
department wherever practical shall collect personal data directly from the persons
to whom a record pertains.

(d) Department employeesinvolved in the operations of the department’ s personal
data systems shall be informed of the provisions of:
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(1) the Persona Data Act, chapter 55 of the Connecticut General Statutes;

(2) the department’ s regul ations adopted pursuant to Connecticut General Statutes
section 4-196;

(3) the Freedom of Information Act, Sections 1-15 and 1-18 to 1-21l inclusive
of the Connecticut General Statutes; and

(4) any other state or federal statutes or regulations concerning maintenance or
disclosure of personal data kept by the department.

(e) All department employees shall take reasonabl e precautions to protect personal
data under their custody from the danger of fire, theft, flood, natural disaster and
other physical threats.

(f) The department shall incorporate by reference the provisions of the Personal
Data Act and regulations promulgated thereunder in all contracts, agreements, or
licenses for the operation of a persona data system or for research, evaluation and
reporting of personal data for the department or on its behalf.

(g) The department shall ensure that persona data requested and received from
any other agency is maintained in conformance with Connecticut General Statutes,
Section 4-190 et seq., and sections 19a-2a-1 through 19a-2a-23 of the regulations
of Connecticut State Agencies.

(h) Only department employees who have a specific need to review personal data
records for lawful purposes of the department shall be entitled to access to such
records under the Personal Data Act.

(i) The department shall maintain a written up-to-date list of individuals entitled
to access to each of the agency’s personal data systems.

(1) The department shall ensure against unnecessary duplication of personal data
records. Inthe event it is necessary to send personal datarecords through interdepart-
mental mail, such records shall be sent in envelopes or boxes sealed and marked
“*confidential.”’

(k) The department shall ensure that all records in manual personal data systems
are kept under lock and key and, to the greatest extent practical, are kept in controlled
access aress.

(1) With respect to automated persona data systems, the department shall:

(2) to the greatest extent practical, locate automated equipment and records in a
limited access area;

(2) to the greatest extent practical, require visitors to such areasto sign avisitor’s
log and permit access to said area on a bona-fide need-to-enter basis only;

(3) to the greatest extent practical, ensure that regular access to automated equip-
ment is limited to operations personnel; and

(4) utilize appropriate access control mechanismsto prevent disclosure of personal
data to unauthorized individuals.

(m) When an individual is asked by the department to supply personal data about
himself or herself, the department, upon request, shall disclose to that individual:

(2) the name of the division within the department requesting the persona data;

(2) the legal authority under which the department is empowered to collect and
maintain the personal data;

(3) the individua’s right pertaining to such records under the Persona Data
Act and sections 19a-2a-1 through 19a-2a-23 of the regulations of Connecticut
State Agencies,

(4) the known consequences arising from supplying or refusing to supply the
requested personal data;

(5) the proposed use to be made of the requested persona data;
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(6) except where non-disclosure is required or specifically permitted by law, the
department shall disclose to any person upon written request all personal data
concerning that individual which is maintained by the department. The department’s
procedures for disclosure shall be in accordance with Connecticut General Statutes,
sections 1-15 through 1-21k. If the personal data is maintained in coded form,
the department shall transcribe the data into a commonly understandable form
before disclosure;

(7) the department is responsible for verifying the identity of any person requesting
access to his or her own personal data;

(8) the department is responsible for ensuring that disclosure made pursuant to
the Personal Data Act is conducted so as not to disclose any personal data concerning
persons other than the person requesting the information;

(9) the department may refuse to disclose to a person, medical, psychiatric or
psychological data on that person if the department determines that such disclosure
would be detrimental to that person;

(10) in any case where the department refuses disclosure it shall advise that person
of his or her right to seek judicial relief pursuant to the Personal Data Act;

(11) if the department refuses to disclose medical, psychiatric or psychological
data to a person based on its determination that disclosure would be detrimental to
that person and non-disclosure is not mandated by law, the department shall, at the
written request of such person, permit a qualified medical doctor to review the
personal data contained in the person’s record to determine if the personal data
should be disclosed. If disclosure is recommended by the person’s medical doctor,
the department shall disclose the personal data to such person; if non-disclosure is
recommended by such person’s medical doctor, the department shall not disclose
the personal data and shall inform such person of the judicial relief provided under
the Personal Data Act; and

(12) the department shall maintain a complete log of each person, individual,
agency or organization who has obtained access or to whom disclosure has been
made of personal data under the Personal Data Act, together with the reason for
each disclosure or access. This log shall be maintained for not less than five (5)
years from the date of such disclosure or access or for the life or the personal data
records, whichever is longer.

(n) Contesting the content of personal data records:

(1) Any person who believes that the department is maintaining inaccurate, incom-
plete or irrelevant personal data concerning him or her may file a written request
with the department for correction of said personal data.

(2) Within thirty (30) days of receipt of such request, the official of the department
who is responsible for maintaining the records, shall give written notice to that
person that the department will make the requested correction, or if the correction
is not to be made as submitted, the official of the department shall state the reason
for the department’s denial of such request and notify the person of his or her right
to add his or her own statement to his or her personal data records.

(3) Following such denial by the department, the person requesting such correction
shall be permitted to add a statement to his or her personal data record setting forth
what that person believes to be an accurate, complete and relevant version of the
personal data in question. Such statements shall become a permanent part of the
department’s personal data system and shall be disclosed to any individual, agency
or organization to which the disputed personal data is disclosed.

(Adopted effective August 24, 1995)
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J1 Visa Waiver Program

Sec. 19a-2a-24. Definitions

As used in sections 19a-2a-24 to 19a-2a-26, inclusive, of the Regulations of
Connecticut State Agencies:

(1) “‘Department’” means the Department of Public Health.

(2) ““‘Application’’” means an application for waiver of a two-year foreign residence
requirement for a foreign medical graduate holding a J-1 VISA.

(3) ““Applicant’’ means a physician or surgeon licensed pursuant to Chapter 370
of the Connecticut General Statutes, on whose behalf an application is being filed.

(4) “‘Fiscal Year’’ means the period October 1st through September 30th.

(5) ‘‘Health Care Facility’’ means a medical facility, as defined in 42 C.F.R.
Section 5.2, as amended from time to time.

(6) ‘“‘Director’” means the Director of the United States Information Agency
(USIA).

(Adopted effective June 2, 1997; amended December 22, 2009)

Sec. 19a-2a-25. Applications

(a) An application form for a J-1 VISA waiver shall be developed by the Depart-
ment and shall be disseminated by the Department upon request to health care
facilities or applicants. Such application form shall request all information and
documentation deemed necessary by the Department, in accordance with federal
laws, to ensure that the Department will be able to submit the completed application
materials to the Director on behalf of an applicant.

(b) A health care facility shall submit a completed application to the Department

on behalf of an applicant.
(Adopted effective June 2, 1997)

Sec. 19a-2a-26. Eligibility determination

(a) If an application contains all of the necessary information and documentation,
as set forth in the application and as required by federal regulation, 22 C.F.R. section
41.63, the application may be approved by the Department. If information is missing
from the application, the Department shall not approve the application.

(b) The Department shall forward to the Director the first thirty approved applica-
tions in the fiscal year. The Department shall recommend that the United States
Attorney General grant J-1 VISA waivers to such thirty applicants.

(c) Notwithstanding the above procedures, if the Department determines that there
is a shortage of physicians or surgeons in a specific specialty or in a specific
geographic location within the area designated by the Secretary of Health and Human
Services, the Department may forward to the Director an approved application for
such specialty or geographic location, even though such application may not be one
of the first thirty applications approved by the Department during the fiscal year.
The Department shall document the basis for its decision to forward and recommend
an application that is not among the first thirty applications approved during the
fiscal year.

(d) Each application submitted in accordance with subsection (a) of this section
prior to April 1 of each fiscal year, shall be taken in order of submission if deemed
complete, thereafter if the total number of applications has not reached thirty,
applications shall be considered in order of submission and may include applications
from a physician or surgeon who (1) agrees to practice medicine in a health care
facility that is located in a geographic area designated by the United States Secretary
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of Health and Human Services as having a shortage of health care professionals,
or (2) agrees to practice medicine in a health care facility that serves patients who
reside in one or more geographic areas designated by the United States Secretary
of Health and Human Services as having a shortage of health care professionals
without regard to whether such facility is located within such a designated area,
provided that in addition to the requirements of Section 19a-2a-25(a), all of the
following conditions are met:

(A) the health care facility shall document that a minimum of thirty percent (30%)
of the applicant physician’s patients reside in an area designated by the United
States Secretary of Health and Human Services as having a shortage of health
care professionals;

(B) the health care facility shall provide a description of why the physician’s
services are required and how the applicant physician’s work will benefit the indigent
and medically underserved; and

(C) the health care facility shall provide letters of community support from at
least three (3) community agencies stating that the J-1 placement is critical and
will help alleviate health care access problems for the underserved population of
the community.

(e) In no event shall the number of applications approved pursuant to subsection
(d)(2) of this section exceed the federally designated maximum for Conrad Flex
spots per fiscal year. In no event shall more than two waivers approved pursuant
to subsection (d)(2) be recommended per health care facility in each fiscal year,
unless by April 30 of that fiscal year the number of applications approved pursuant
to subsection (d)(2) and recommended from all institutions do not reach the maximum

for Conrad Flex spots for that fiscal year.
(Adopted effective June 2, 1997; amended February 4, 2004, December 22, 2009)

Secs. 19a-2a-27—19a-2a-28. Reserved

Sec. 19a-2a-29. Family campgrounds

(a) Purpose. The intent of this section is to provide minimum design and construc-
tion requirements to ensure a reasonable degree of public health and safety for
occupants using facilities supplied by family campgrounds which offer temporary
living sites for use by recreational vehicles, camping trailers, and other camping units.

(b) Definitions.

(1) “*Atmospheric vacuum breaker’’ means a mechanical device that automatically
air vents a pipeline to prevent backsiphonage;

(2) ““Camping trailer’” means a vehicular camping unit mounted on wheels and
constructed with collapsible sidewalls that fold for towing by another vehicle and
unfold at the camping unit site to provide temporary living quarters for recreation,
camping or travel;

(3) ““Camping unit’’ means a portable structure, shelter, or vehicle having a gross
trailer area not exceeding 400 square feet designed and intended for occupancy by
persons engaged in recreational camping. Camping units include but are not limited
to recreational vehicles, recreational park trailers, camping cabins, housekeeping
cabins, tents, tepees, yurts and other rental accommodations that have no hard
electrical wiring and no permanent drainage plumbing;

(4) ‘“‘Camping unit site’” means a specific area within a family campground set
aside for use by a camping unit;

(5) “‘Department’” means the Connecticut Department of Public Health;
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(6) “‘Family campground *’ means any location, property, parcel or tract of land
under the control of any person, organization, or municipality that contains two or
more camping unit sites for use by the public or members of an organization for
overnight stays;

(7) “‘Fifth wheel trailer’” means a vehicular camping unit, mounted on wheels,
designed to provide temporary living quarters for recreation, camping or travel, of
such size or weight as not to require special highway movement permit(s), and
designed to be towed by a motorized vehicle that contains a towing mechanism
above or forward of the tow vehicle’s rear axle;

(8) “‘Gross trailer area’’ means the total plan area measured to the maximum
horizontal projection of exterior walls in the setup mode;

(9) ““Motor home’’ means a vehicular camping unit designed to provide temporary
living quarters for recreational, camping, or travel use built on or permanently
attached to a self-propelled motor vehicle chassis or on a chassis cab or van that
is an integral part of the completed vehicle;

(10) “‘Primitive campground’” means a family campground where no facilities
or designated camping unit sites are provided for the comfort or convenience of
the campers;

(11) “‘Public water system’’ means any water provider supplying water to fifteen
(15) or more consumers or twenty-five (25) or more persons, based upon the ‘‘Design
Population’’ as defined in section 16-262m-8(a)(3) of the Regulations of Connecticut
State Agencies jointly administered by the department and the Department of Public
Utility Control, daily at least sixty (60) days of the year;

(12) “‘Recreational park trailer’’ means a trailer-type camping unit that is primarily
designed to provide temporary living quarters for recreational camping that meets
the following criteria:

(A) Be built on a single chassis mounted on wheels;

(B) have a gross trailer area not exceeding 400 square feet, and

(C) be certified by the manufacturer as complying with ANSI A119.5.

(13) “‘Recreational vehicle’” means a vehicular-type camping unit primarily
designed as a temporary living quarters for recreation, camping or travel that either
has its own motive power or is mounted on or towed by another vehicle. The basic
entities included are camping trailer, fifth wheel trailer, motor home, travel trailer
and truck camper;

(14) ““Sanitary disposal station’” means a facility provided for emptying of camp-
ing unit wastewater storage tanks;

(15) “‘Semi-primitive campground’’ means a family campground where desig-
nated camping unit sites are not provided and where some rudimentary facilities
(privies and/or fireplaces) may be provided for the comfort and convenience of
the campers;

(16) ““Suitable acre’” means dry land available for camping unit site development;

(17) “‘Travel trailer’”> means a vehicular camping unit, mounted on wheels,
designed to provide temporary living quarters for recreation, camping, or travel and
of such size or weight as not to require special highway movement permits when
towed by a motorized vehicle;

(18) ““Truck camper’” means a portable camping unit constructed to provide
temporary living quarters for recreation, camping, or travel, consisting of a roof,
floor, and sides designed to be loaded onto and unloaded from the bed of a
pickup truck;
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(19) ““Water riser pipe’’ means that portion of the water system serving a camping
unit or camping unit site that extends from the water supply main through a lateral
branch and terminates at a water connection; and,

(20) ““Water supply station’” means a facility for supplying drinking water to
campers or camping unit water storage tanks.

(c) General Provisions.

(1) Registration with the local director of health. Each person, firm or corporation
operating a family campground shall register annually in writing with the local
director of health of the town, borough, city or health district in which such family
campground is located. No person, firm, or corporation shall operate or maintain
any family campground without first obtaining local permits or licenses if such
permits or licenses are required by local ordinance or regulation. The written registra-
tion shall include the name and location of the family campground, the name, address
and telephone number of the person responsible for daily operations at the facility,
the number of camping unit sites, and the expected dates of operation, if not open
year round. All family campgrounds shall submit annual registrations between
January 1st and April 30th of each year of operation.

(2) Responsibility of the local director of health. The local director of health or
his or her authorized agent shall inspect annually each family campground. If it is
found to be operating in such a manner that constitutes a public health hazard or
public health nuisance, the local director of health shall investigate and cause the
abatement of such condition. Any person, firm or corporation aggrieved by an order
issued by the local director of health, may within three business days after receipt
of such order, appeal to the Commissioner of Public Health in accordance with
section 19a-229 of the Connecticut General Statutes.

(3) Records. The owner, firm or corporation shall maintain a daily register of all
camping unit site occupants or camping unit occupants and groups at the family
campground. Such register shall include the name of the family head or the responsi-
ble group member, his or her permanent address, dates of arrival and departure,
and motor vehicle license plate number if applicable. The registration form shall
indicate the site or unit assigned and the classification of the vehicle.

(4) Fire Safety Rules and Regulations. Family campground management shall
conspicuously post fire safety rules and regulations. These postings shall contain
the following minimum information and any other additional information required
by the local fire marshal:

(A) The telephone number of the fire department or location of nearest fire
alarm box;

(B) the telephone number of the police department;

(C) the telephone number, name and address of the family campground; and,

(D) the location of the nearest public telephone.

(5) First Aid Information. Family campground management shall maintain on-
site a fully equipped first aid kit equivalent to an American National Red Cross
Standard 24 Unit Kit and conspicuously post the location of said first aid kit. Each
family campground shall have a public telephone available at all times for use by
the occupants and have available a directory of local hospitals, ambulance services,
police and fire departments.

(6) Accident Report Requirements. Report forms, describing an accident or injury,
shall be completed in duplicate by family campground management for each injury
or fatality that occurs at a family campground requiring attendance by an emergency
medical service, a nurse, physician, or the police. Information on the report forms
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shall include the name, age and sex of the victim, relevant background data on the
accident, injury classification, response data, diagnosis, and patient disposition. The
accident report form shall be maintained at the family campground for a minimum
of 1 year.

(7) Camping Unit Site Space Allotment. The number of camping unit sites shall
be limited to not more than fifteen per suitable acre, except for camping unit sites
serving overnight or transient campers, where the density shall be limited to twenty-
five camping unit sites per suitable acre.

(8) Swimming and Bathing Facilities. Swimming and bathing facilities, if provided
within a family campground shall comply with sections 19-13-B33b and/or section
19-13-B34 and section 19-13-B36 of the Regulations of Connecticut State Agencies
for all public swimming pools and public bathing areas.

(d) Water Supply and Distribution.

(1) General Requirements. The water supply provided at each family campground
shall be from a source approved by the department and capable of supplying an
adequate quantity to meet all the requirements of the maximum number of persons
using the family campground at any one time. The quantity shall be sufficient to
serve all peak occupancy demands maintaining 25 psi throughout the distribution
system. Each public water system serving a family campground shall comply with
the water quality requirements of section 19-13-B102 of the Regulations of Connecti-
cut State Agencies. Wells used for public water supply shall comply with the
requirements of section 19-13-B51a to 19-13-B51m, inclusive of the Regulations
of Connecticut State Agencies.

(2) Water Distribution System. The water supply shall be easily obtainable from
water riser pipes, water outlets, or water supply stations located within 500 feet
walking distance from any camping unit or camping unit site, except for primitive
or semi-primitive campgrounds. Water distribution piping shall be of approved
materials, adequately protected from leakage, damage and vandalism. The size and
design shall be such as to provide adequate pressure throughout the system at all
times. The water distribution system shall be protected against the hazard of backflow
as required in section 19-13-B38a of the Regulations of Connecticut State Agencies.
If a water riser pipe is not available at every camping unit site, a central water
supply station with suitable appurtenances for filling water storage tanks shall be
provided. All central water supply stations shall be located a minimum of 25 feet
from any sanitary disposal station. All central water supply stations shall be equipped
with atmospheric vacuum breakers located downstream of the last shutoff valve.
Adjacent to the central water supply station, a sign of not less than 24 inch by 24
inch in size shall be posted and inscribed thereon in clearly legible letters on a
contrasting background shall be: ‘‘DRINKING WATER - NOT TO BE USED FOR
FLUSHING WASTEWATER STORAGE TANKS”’. Water lines that are seasonally
drained shall be disinfected when returned to service. A laboratory approved by the
department prior to the beginning of each season shall perform water sampling and
the water sample(s) shall be absent for total coliform bacteria prior to public use
of the water supply. Disinfection shall be provided to all sections of water lines
after completion of emergency repairs to assure safe potable water supply service.
Water sampling shall be performed after the completion of emergency repair work
to confirm the absence of total coliform bacteria. The sampling location(s) shall
include at least one location downstream of the repair work.

(3) Water Riser Pipes. When provided, water riser pipe connections for individual
camping unit sites shall be equipped with a threaded male spigot with the opening
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pointed down, located at least 12 inches but not more than 24 inches above grade
level for the attachment of a standard water hose. Each water riser pipe connection
shall be equipped with an atmospheric vacuum breaker located downstream from
the last shutoff valve.

(e) Sanitary Facilities.

(1) General Requirements. Sanitary facilities consisting of flush toilets, lavatories
and showers with hot and cold running water shall be provided at one or more
locations in every family campground except at primitive or semi-primitive camp-
grounds. The sanitary facilities shall be located within 500 feet walking distance
from all camping units or camping unit sites not provided with an individual sewer
connection or scheduled camping unit wastewater storage tank pump out service.
Camping unit sites provided with individual sewer connections or scheduled camping
unit wastewater storage tank pump out service may be at greater distances from
sanitary facilities. All toilet buildings shall provide separate facilities for males and
females and shall be appropriately marked. All toilet buildings shall be properly
screened with self-closing doors and be vented to the roof. Structures built to house
toilets, lavatories and showers shall be constructed of smooth non-absorbent easily
cleanable materials and shall be kept clean and sanitary at all times. Separate
compartments shall be provided for each toilet and shower. Unisex shower compart-
ments may be utilized only if they are not located within public toilet areas. Each
female toilet room shall be provided with a receptacle for sanitary napkins. The
receptacle shall be of durable, non-absorbent, and readily cleanable material and
shall be provided with a lid. Privies, chemical toilets or other non-flush toilets, and
portable lavatories may be used in family campgrounds when approved by the local
director of health. The local director of health shall approve methods of disposal of
domestic sewage including gray water at primitive and semi-primitive campgrounds.

(2) Number of Sanitary Fixtures. Sanitary fixtures shall be provided for all family
campgrounds except at primitive or semi-primitive campgrounds in accordance with
the following minimum criteria.

Camping Flush Toilets Urinals Lavatories Showers
Unit Sites Men Women Men Men Women Men Women
0-25 1 1 1 1 1 1 1
26 - 50 2 3 1 2 2 2 2
51-175 3 4 2 3 3 3 3
76 - 100 4 5 2 4 4 4 4

For family campgrounds with more than 100 camping unit sites, additional toilets,
urinals, lavatories and showers shall be provided for men and women at the ratio
of 1 each for every additional 30 camping unit sites or part thereof. For those family
campgrounds that provide camping unit sites with individual sewer connections or
scheduled camping unit wastewater storage tank pump out service, the minimum
number of sanitary fixtures required beyond 50 camping unit sites shall be reduced
by 1 for every 10 camping unit sites with those services to no lower than the
minimum number of fixtures required for 50 camping unit sites.

(f) Subsurface Sewage Disposal.

(1) Subsurface Sewage Disposal at Family Campgrounds with Design Flows of
5,000 Gallons per Day or Less. All subsurface sewage disposal systems shall be
installed in compliance with section 19-13-B103a to 19-13-B103f inclusive of the
Regulations of Connecticut State Agencies. Plans for every new subsurface sewage
disposal system, repair, alteration or extension of an existing subsurface sewage
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disposal system, including gray water disposal systems, shall be reviewed and
approved by the local director of health. No subsurface sewage disposal system
shall be installed unless the local director of health has issued an approval to
construct nor shall the system be used unless a permit to discharge has been issued
by the local director of health in accordance with section 19-13-B103e of the
Regulations of Connecticut State Agencies. Each subsurface sewage disposal system
shall be constructed by a person licensed pursuant to Chapter 393a of the Connecticut
General Statutes.

(2) Subsurface Sewage Disposal at Family Campgrounds with Design Flows
Greater than 5,000 Gallons per Day. On those properties where the sewage design
flow exceeds 5,000 gallons per day, plan review, permits to construct, permits to
discharge and approvals shall be obtained from the Department of Environmental
Protection as required by section 22a-430 of the Connecticut General Statutes.

(g) Sanitary Disposal Station.

(1) General Requirements. In all family campgrounds except primitive and semi-
primitive campgrounds, one sanitary disposal station shall be provided for each 150
camping unit sites that are not provided with individual sewer connections or
scheduled pump out service for the camping unit wastewater storage tank. Each
station shall be level, easily accessible from the service road, and shall provide easy
entry and exit for recreational vehicles and recreational park trailers.

(2) Sanitary Disposal Station Requirements. Sanitary disposal stations shall be
located a minimum of 50 feet from camping unit sites. Each sanitary disposal station
shall have a concrete slab with a 4-inch center drain inlet located so as to be on
the roadside (left) of the recreational vehicle or recreational park trailer. The drain
shall be equipped with self-closing foot-operated hatch of approved material with
a tight fitting cover. The drain shall be properly connected to a septic tank or non-
discharging holding tank. The slab shall be not less than 3 feet by 3 feet and at
least 31/2 inches thick and properly reinforced, trowelled smooth and sloped from
each side toward the center drain. A water tap with suitable hose and appurtenances
shall be provided at the sanitary disposal station for periodic cleanup of the area.
A reduced pressure principal backflow preventer (RPD) shall be installed on the
water supply line to this tap. Each RPD shall be tested annually by a distribution
system backflow preventer operator certified pursuant to section 25-32-11(e) of the
Regulations of Connecticut State Agencies. The owner shall promptly restore any
malfunctioning RPD to proper operating condition. Adjacent to the water tap located
at the sanitary disposal station, a sign of durable material not less than 24 inches
by 24 inches in size shall be posted and inscribed thereon in clearly legible letters
on a contrasting background shall be: ‘‘DANGER- NOT TO BE USED FOR
DRINKING OR DOMESTIC PURPOSES”’.

(3) Sanitary Disposal Station Holding Tanks. Watertight non-discharging holding
tanks may be installed for the temporary storage of camping unit wastewater dumped
at the sanitary disposal station. Such holding tanks shall be equipped with high
level alarms or indicators and have an access manhole extended to grade. The local
director of health and the department shall approve installation of sanitary disposal
station holding tanks. Wastewater from sanitary disposal station holding tanks shall
be pumped and disposed of by individuals licensed pursuant to Chapter 393a of the
Connecticut General Statutes.

(4) Mobile Pump Out Services. Family campgrounds may provide mobile pump
out services for camping unit wastewater storage tanks for camping unit sites not
served by individual sewer connections. The wastewater collected by the mobile
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pump out unit must be disposed of at the sanitary disposal station. Mobile pump
out units and equipment shall be maintained in a clean and sanitary condition. Water
used for rinsing mobile pump out equipment shall be considered wastewater and
shall be disposed of in a sanitary manner. Accidental spillage of camping unit
storage tank wastewater shall be promptly removed or otherwise abated so as to
prevent a nuisance or public health hazard.

(h) Food Service Establishments.

(1) Serving Food, Dispensing Machines. Food and beverages sold at family
campgrounds shall be stored and dispensed in accordance with sections 19-13-B40
and 19-13-B42 of the Regulations of Connecticut State Agencies. Food or beverage
vending machine operation shall conform to the requirements of section 19-13-B52
of the Regulations of Connecticut State Agencies.

(i) General Sanitation.

(1) Refuse. The storage, collection and disposal of refuse at family campgrounds
shall be such as to create no health hazards, rodent harborage, insect breeding,
odors, wild animal attractions, unsightliness or other nuisance conditions. An ade-
quate number of fly tight metal or heavy plastic containers shall be provided and
conspicuously located to facilitate refuse storage and disposal.

Such containers shall be kept covered at all times. Final disposal of refuse shall
be in an approved manner and location in compliance with local and state regulations.

(2) Insects, Rodents, Wild Animals. Grounds, buildings and structures at family
campgrounds shall be maintained free of and in such a manner to prevent infestation
by rodents, breeding of flies, mosquitoes or other insects, or depredation by animals.
The local director of health shall require control measures if any nuisance condition
is observed.

(3) Camping Unit Site Drainage, General Site Protection. Each camping unit site
shall be selected, arranged and improved in such a manner as to promote proper
drainage and eliminate flooding and mosquito breeding areas. Poison ivy and other
noxious plants shall be removed from the camping unit site. No safety hazard or

nuisance condition shall be allowed to remain on all camping unit sites.
(Adopted effective December 27, 2005)






Sec. 19a-7 page 1 (6-00)
Department of Public Health

TABLE OF CONTENTS
Confidentiality of Health Care Data
Definitions. . . . . . . .. ... 19a-7-1
Maintenance of confidentiality . . . . . .. ... ............. 19a-7-2






Sec. 19a-7 page 3 (6-00)
Department of Public Health §19a-7-2

Confidentiality of Health Care Data

Sec. 19a-7-1. Definitions

As used in sections 19a-7-1 and 19a-7-2 of the Regulations of Connecticut
State Agencies:

(2) “*Agent’”’ means a person or entity which has entered into an agreement or
contract with the department to perform administrative, processing, management,
analytical, evaluative, or other related service with the data collected under Section
19a-7(b) of the Connecticut General Statutes;

(2) ‘‘Aggregate health data’ means heath data that are obtained by adding
together like data in a manner that precludes the identification of an individual
described by the data;

(3) ** Commissioner’” meansthe commissioner of the Department of Public Health;

(4) **Confidential health data’’ means personal data or patient-identifiable data
collected under Section 19a-7(b) of the Connecticut General Statutes;

(5) ‘' Department’” means the Department of Public Health;

(6) ‘‘Disseminate’’ or ‘‘disclose’’ means the communication of health data to
any individual or organization outside the department;

(7) *‘Hedlth data’ means information collected under Section 19a-7(b) of the
Connecticut General Statutes, recorded in any form or medium, that relates to the
health status of individuals, the determinants of health and health hazards, the
availability of health resources and services, or the use and cost of such resources
and services,

(8) *‘Individua’’ means a natural person;

(9) “‘Organization’” means any corporation, association, partnership, agency,
department, unit, or other legally constituted institution or entity, or part thereof;

(10) ‘“Patient’”” means an individual who has received health care services and
from whom health data have been obtained;

(11) ** Patient-identifiable data’’ means any information that singly or collectively
refers to one patient and permits positive or probable identification of that patient;

(12) “*Personal data’’ means ‘‘personal data’’ as defined in Section 4-190 of the
Connecticut General Statutes;

(13) ‘*Process of establishing a state health plan’” means the activities by which
the department collects, analyzes, evaluates, and disseminates health data in order
to develop public health priorites, goals, and objectives, or other related functions
as determined by the commissioner;

(14) **Public health planning’’ means any activity conducted by the department
as provided in Section 19a-7 of the Connecticut General Statutes; and

(15) “‘Report’”’ means data or information extracted or prepared in any form

or medium.
(Adopted effective February 25, 2000)

Sec. 19a-7-2. Maintenance of confidentiality

(8) Access to confidential health data shall be restricted to those employees or
agents engaged in the department’s process of establishing a state health plan.

(b) The department may, at the discretion of the commissioner, disseminate
aggregate health data or publish reports based upon aggregate health data provided
such data and reports:

(1) are used for public health planning and

(2) do not include personal data or patient-identifiable data.

(c) The department may not disclose confidential health data unless:
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(1) the disclosure is to the data's provider for purposes of quality assurance; or

(2) the disclosure is to an individual, organization, governmental entity in this or
another state or to the federal government, provided the department determines that:

(A) based upon a written application and such other information as required
by the department to be submitted by the requesting individual, organization or
governmental entity, the data will be used solely for public health planning;

(B) the disclosure of datato the requesting individual, organization or governmen-
tal entity is required for the public health planning proposed;

(C) the requesting individual, organization or governmental entity has entered
into awritten agreement satisfactory to the department agreeing to protect such data
in accordance with the requirements of this section and not permit disclosure without
prior approva of the department; and

(D) the requesting individual, organization or governmental entity, upon request
of the department or after aspecified date or event, returns or destroysall confidential

health data provided by the department and copies thereof in any form.
(Adopted effective February 25, 2000)
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Reporting Information to and Releasing Information from the
Connecticut Immunization Registry and Tracking System

Sec. 19a-7h-1. Definitions

Asusedin Sections 19a-7h-1to 19a-7h-5, inclusive, of the Regul ations of Connect-
icut State Agencies:

(1) ** Connecticut electronic birth registry system’’ means the department’ s com-
puter database of all birth data from electronic transmission of birth information
data by hospitals to the department as authorized by section 7-48 of the Connecticut
Genera Statutes.

(2) *‘Department’” means the Connecticut Department of Public Health.

(3) ‘*Health care provider’’ means ‘‘health care provider’’ as defined in section
19a-7h of the Connecticut General Statutes.

(4) *'Immunization registry’’ means the department’s ongoing computer-based
registry of children who have not yet begun first grade of school and their complete
immunization history as authorized by section 19a-7h of the Connecticut General

Statutes.
(Adopted effective May 1, 2000)

Sec. 19a-7h-2. Registration

(@) The administrator of the Connecticut electronic birth registry system shall
report identifying and locating information and, to the extent the information is
contained in it, any information on in-hospital newborn vaccination, non-household
contact persons, and designated well child care provider, to theimmunization registry
on al children born on or after January 1, 1999 in Connecticut hospitals to residents
of Connecticut.

The administrator of the Connecticut electronic birth registry system shall submit
an electronic data file to the immunization registry administrator within 7 days of
the information being received at the department. Identifying and locating informa:
tion shall be:

(1) the infant’s name, birthdate, hospital of birth, birth certificate number, birth
document control number, and address, and, if available, socia security number;

(2) the infant’s mother’s name, birthdate, and address; and

(3) the infant’s father’s name, birthdate and address.

(b) Health care providers who vaccinate or, when appropriate, provide an exemp-
tion from vaccination to any child who resides in Connecticut, was born out-of-
state on or after January 1, 1999, and is not yet enrolled in the first grade, shall
report registration information on that child to the immunization registry, on aform
provided by the immunization registry, within fourteen days of providing the initial
in-state vaccination or permanent vaccination exemption to that child. Registration
information shall be,:

(2) the child’s name, birthdate, state of birth, current address, tel ephone number,
and, if available, socia security number;

(2) the child’s parent(s)’s or legal guardian(s)’s name(s), date(s) of birth, current
address, telephone number; and

(3) the name, work address and work telephone number of the child's primary
well child care provider.

(c) Any health care provider who vaccinates any child who resides in Connecticut
and was born on or after October 1, 1994, may report any known change of
identifying or locating information on that child each time a change becomes known

to that health care provider.
(Adopted effective May 1, 2000)
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Sec. 19a-7h-3. Reporting of vaccination by health care providers

(a) Health care providers giving vaccinations in an outpatient setting shall report
to the immunization registry information on each vaccination given to a child born
on or after January 1, 1999 and who currently resides in Connecticut, or when
appropriate, permanent exemptions from administration of each vaccine dose within
14 days of giving to or permanently exempting a child from any dose of vaccine.
Health care providers shall make similar reports at the request of the immunization
registry administrator on children enrolled in the immunization registry including
those born before January 1, 1999. Reports shall be madein awritten or an electronic
format, approved by the commissioner. The reports shall include:

(2) the vaccinated or exempted child’'s name and date of birth and, if the report
ismadein electronic format, other unique identifiers approved by the commissioner;

(2) the name of each vaccination given or for permanent exemption, the name
of each vaccine exempted and whether the exemptionisfor medical reasons, religious
reasons, or because the child has laboratory confirmation of natural infection with
the infecting agent against which the exempted vaccine would provide protection;

(3) the date the vaccine was administered or permanently exempted; and

(4) the name of the health care provider who ordered the dose be given or in the
case of a permanent exemption, issued a medical exemption or provided evidence
of laboratory confirmation of natural infection.

(b) In the case of a hospital neonatal care unit, the chief executive officer of the
hospital shall designate a hospital employee to be responsible for reporting any
vaccination given to a newborn child before the newborn child is discharged from
the hospital inpatient setting. Reports shall be made within fourteen days of adminis-
tering a vaccination. Where reports can be made through the Connecticut electronic
birth registry system together with the birth registration information, vaccination
may be reported through that system. Where that is not possible, reports shall be
made in awritten or an electronic format approved by the commissioner. A biweekly
listing of births and vaccination status of each newborn child may be substituted
for individual vaccination reports. The reports shall include:

(1) the vaccinated child's name, date of birth and hospital of birth;

(2) the biologic mother’s name;

(3) the name of each vaccination given;

(4) the date the vaccine was administered.

(c) When requested by the immunization registry to provide immunization infor-
mation on a named child, the current or former health care provider of any such
child enrolled in theimmunization registry shall provide to theimmunization registry
that child’s immunization history and identifying information as required in subsec-
tion (&) of this section within fourteen days of such request.

(Adopted effective May 1, 2000)

Sec. 19a-7h-4. Release of information by the immunization registry

(a) Hedlth care providers intending to administer vaccines to a child who need
to know a child’s immunization history for purposes of determining whether addi-
tional doses of vaccine are needed and health care providers who need to officially
document a child’s immunization status to meet state day care or school immuniza-
tion entry requirements and who have signed a written statement on aform provided
by the department stating that they have read section 19a-7h of the Connecticut
General Statutes and sections 19a-7h-1 through 19a-7h-5 inclusive of the Regulations
of Connecticut State Agencies and will comply with them shall be allowed to obtain
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information from theimmunization registry about theimmunization statusof children
in it. Health care providers shall provide the immunization registry with sufficient
identifying information to identify an individual child and shall be provided a
complete record of that child’s immunization status, including name and date of
each vaccine dose given or permanently exempted, and name and birthdate of the
child. The immunization registry shall provide the immunization record either via
a secure computer connection at the time of the query, viafax to atelephone number
given by the health care provider, via telephone followed by mailing or faxing of
a written or printed copy, by written or printed copy, or by other such methods
determined by the commissioner to assure that the report is being made to a health
care provider who has agreed in writing to comply with Connecticut General Statutes
section 19a-7h and sections 19a-7h-1 through 19a-7h-5 inclusive of the Regulations
of Connecticut State Agencies. Such written statements shall be renewed every
twenty-four months and shall be kept on file for seven years in the immunization
program of the department.

(b) Parents or guardians of a child may request and obtain a written or printed
copy of their child’s immunization record directly from the immunization registry
central office.

(2) The copy provided shall include the child’'s name, date of birth, and the name
and date of each vaccine dose given or exempted. If a vaccine is permanently
exempted, the copy shall state whether the exemption is because the child already
has evidence of immunity or because the child has a contraindication to vaccination,
which may be either medical or religious as specified in section 19a-7h-3 of the
Regulations of Connecticut State Agencies, and is still thought to be susceptible to
the infectious agent against which the exempted vaccination is meant to protect. It
shall not have additional identifying information, including current or past addresses
of the child. The copy shall contain a statement that the record was provided
by the Connecticut State Immunization Registry and can be used as an officia
immunization record for licensed day care and school entry purposes.

(2) If aparent or guardian of the child directly requests a copy of theimmunization
record from the immunization registry, such request shall be made in person or by
mail, and photographic identification shall be presented, if available. Should a
photographic identification be unavailable, originals or photocopies of any two of
the following documents may be substituted for it:

(A) social security card;

(B) written verification of identity from employer;

(C) current automobile registration;

(D) current copy of utility bill showing name and address;

(E) current checking account deposit dlip stating name and address,

(F) current voter registration card.

(c) Local directors of health who have signed a written statement on a form
provided by the department that they have read section 19a-7h of the Connecticut
General Statutes and sections 19a-7h-1 through 19a-7h-5 inclusive of the Regulations
of Connecticut State Agencies and will comply with them, shall have full access
to all necessary registration and immunization information in the immunization
registry for all children who are registered as residing in their health jurisdiction to
enable them to determine which children are overdue for scheduled immunizations
and to enable them to provide outreach by mail, telephone or on-site visits after
first conferring with the child's last known primary care provider.

(1) The immunization registry shall provide the immunization records either by
computer connection or written or printed copy.
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(2) At the health director’s discretion, outreach workers working on behalf of the
local health department to improve immunization levels may be given sufficient
information to identify and locate individual children who are behind on immuniza-

tion and to inform their parents or guardians which generic vaccines are still needed.
(Adopted effective May 1, 2000)

Sec. 19a-7h-5. Refusing participation in the immunization registry

The parent or guardian of any child who is listed or eligible to be listed in the
immunization registry shall receive a written informational statement from the
department about the immunization registry at the time of birth or, for qualifying
children who come to Connecticut after birth, at the time of their coming to the
attention of the immunization registry. Such statement shall inform the parent or
guardian that their child’s immunization information will be reported to and main-
tained by the immunization registry and that they may submit a written request to
the immunization registry at any time requesting that their child’'s immunization
record no longer be maintained. Once the request is received, the immunization
registry shall no longer update nor make available that child’s immunization record
as specified in section 19a-7h-4 of the Regulations of Connecticut State Agencies.

(Adopted effective May 1, 2000)



Sec. 19a-9 page 1 (6-00)
Department of Public Health

TABLE OF CONTENTS

Rules of Practice

Definitions. . . . . . . . . 19a-9- 1
Organization description. . . . . . . . . . ... .. 19a-9- 2
Rules of Practice
Receipt and Investigation of Petitions and Adjudication
of Complaints
ARTICLE ONE
General Provisions
Application and severability of regulations. . . . . ... ........ 19a-9- 3
Waiverof rules . . . . . . ... 19a9- 4
Construction . . . . . . ... 19a9- 5
Filingpapers. . . . . . . . 19a-9- 6
Extension of timefor filing. . . . . . ... ... ... ... .. . ... 19a-9- 7
Date due when due date falls on a date the department isclosed. . . . 19a9- 8
ARTICLE TWO
Procedure for Filing Petitions, Requests for Declaratory
Rulings and Rulemaking, and Appeals of Orders
Issued by Local Directors of Health
Who may fileapetition. . . . .. ... ... ... .. L. 19a-9- 9
Petitioncontents. . . . . . . ... 19a-9-10
Modification or withdrawal of a petition. . . . . . .. ... ... ... 19a-9-11
Requests for declaratory rulings . . . . . ... ... ... ... ... 19a-9-12
Request for regulation. . . . . . ... ... . 19a-9-13

Appeals of orders issued by a town, city, borough, or district director
ofhedth. . . . ... ... ... .. 19a-9-14
ARTICLE THREE
I nvestigations
Agency’ sauthority toinvestigate, refer and dismiss petitions and requests
for declaratory rulings . . . . .. ... .. ... .. .. ... ... 19a-9-15

Applications for reconsideration of dismissals of petitions and requests
for declaratory rulings . . . . . ... ... 19a-9-16

ARTICLE FOUR
Post-I nvestigative Procedures
Designation of hearing entity . . . . . . ... ... ... ... ..... 19a-9-17



Sec. 19a-9 page 2 (6-00)
Department of Public Health

Noticeof hearing . . . . . . . ... ... ... .. ... ... . .... 19a-9-18

Filing of answer inacontestedcase . . . . . . ... ... .. ..... 19a-9-19

Failure to file answer inacontestedcase . . . .. ... ... ... .. 19a-9-20

Acceleration of hearings. . . . . . .. ... L oo 19a-9-21

Joinder of proceedings . . . . ... ... 19a-9-22

Continuation of hearing . . . . . ... ... ... ... ... ... ... 19a-9-23
ARTICLE FIVE

Hearing Procedures for Contested Cases and
Declaratory Ruling Proceedings

Hearings . . . . . . . . . o 19a-9-24
Powers and duties of the presiding officer . . . . . .. ... ... ... 19a-9-25
Designation of parties. . . . . . .. ... ... ... . 19a-9-26
Designation asan intervenor . . . . . . . . .. ... 19a-9-27

Notice of appearancein contested cases and actionsfor declaratory ruling
and proceedingS. . . . ... 19a-9-28

Miscellaneous provisions . . . . . . . . . ... 19a-9-29



Sec. 19a-9 page 3 (6-00)
Department of Public Health §19a-9-1

Rules of Practice

Sec. 19a-9-1. Definitions

As used in sections 19a-9-2 through 19a-9-29 of the Regulations of Connecticut
State Agencies:

(1) “*Adjudicating agency’’ means the agency with the responsibility of issuing
the final decision or declaratory ruling in a given case.

(2) “*Agency’”’ means the Department of Public Health, or any board or officer
within said department authorized by law to make regulations or to determine
contested cases.

(3) ““Applicant’” means a person who has applied for licensure by the department.

(4) ‘*Board’’ means any professional board of examiners or commission created
by statute within the department.

(5) ‘*Commissioner’’ means the Commissioner of Public Health or the Commis-
sioner’s designee.

(6) ‘‘Complaint’ means aformal statement of charges issued by the department.

(7) **Contested case’’ has the meaning provided in section 4-166 of the Connecti-
cut General Statutes.

(8) “‘Day’’ means a calendar day.

(9) ‘*Department’’ means the Department of Public Health.

(10) ‘*Hearing officer’” hasthe meaning provided in section 4-166 of the Connecti-
cut General Statutes.

(11) “‘Hearing panel’’ means a panel consisting of board members, designated
by the board to conduct a hearing.

(12) *“Institution’’ means what is specified in subsection (a) of section 19a-490
of the Connecticut General Statutes.

(13) “* Intervenor’’ means aperson, other than a party, who is allowed to participate
in either a contested case or a hearing on a request for declaratory ruling, as set
forth in section 4-177a of the Connecticut General Statutes, and section 19a-9-27
of the Regulations of Connecticut State Agencies.

(14) **License’’ has the meaning provided in section 4-166 of the Connecticut
Genera Statutes.

(15) ‘*Licensee’’ means a person who holds a license issued by the department.

(16) ‘*Notice of hearing’’ means the notice required to be provided to the parties
pursuant to subsections (a) and (b) of section 4-177 and section 4-182(c), if applica-
ble, of the Connecticut General Statutes.

(17) “*Party’’ has the meaning provided in section 4-166 of the Connecticut
General Statutes.

(18) ‘*Person’ has the meaning provided in section 4-166 of the Connecticut
Generd Statutes.

(19) ‘*Petition’” means a claim of violation of a statute or regulation committed
by a health professional or ingtitution or other entity under the jurisdiction of the
agency or department, including an appeal filed with the commissioner pursuant to
section 19a-535 or 19a-535a of the Connecticut General Statutes.

(20) **Petitioner’” means a person bringing a petition before the commissioner
or department.

(21) **Presiding officer’’ has the meaning provided in section 4-166 of the Con-
necticut General Statutes.

(22) ‘' Respondent’”’ means any person who is the subject of a petition or against
whom a statement of charges has been issued by the department.
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(23) ‘' Request for a declaratory ruling’’ means a request made by any person for
a ruling on the validity of any regulation or the applicability to specified circum-
stances of a provision of the general statutes, a regulation, or afinal decision on a
matter within the jurisdiction of the agency.

(24) **Request for regulation making’’ means a request made by any person for
the promulgation, amendment, or repeal of a regulation of the department.

(25) ‘* Statement of charges’ means a forma complaint issued by the agency
either after an investigation of a petition or at the department’s own initiative.

(Adopted effective September 4, 1997)

Sec. 19a-9-2. Organization description

(8) The department operates under the direction of its commissioner who is
appointed by the Governor.

(b) The commissioner has the powers and duties specified in section 19a-2a and
other provisions of the Connecticut General Statutes.

(c) The principal office of the department and each board is located at and all
communi cations should be addressed to the Department of Public Health, P. O. Box
340308, 410 Capitol Avenue, Hartford, Connecticut 06134-0308. This officeis open
from 8:30 am. to 4:30 p.m. Monday through Friday except legal holidays.

(d) The public may inspect the regulations, decisions and all public records of
each agency at the department’s office. Requests for public information shall be in
writing and submitted to the department at the addressin subsection (c) of thissection.

(Adopted effective September 4, 1997)

Rules of Practice
Receipt and Investigation of Petitions and Adjudication
of Complaints

ARTICLE ONE
General Provisions

Sec. 19a-9-3. Application and severability of regulations

(a) Sections 19a-9-1 through 19a-9-29 of the Regulations of Connecticut State
Agencies govern practices and procedures before the Department of Public Health
and the various professional examining boards and commissions within the depart-
ment, under the applicable laws of the State of Connecticut except where statutes
and regulations otherwise provide.

(b) Each regulation in the provisions of sections 19a-9-1 through 19a-9-29 of the
Regulations of Connecticut State Agencies and every part of each such regulation
is severable. The holding of any regulation or part thereof to be unconstitutional,
void or ineffective for any reason shall not affect the validity, enforceability or
congtitutionality of any other regulation or part thereof.

(Adopted effective September 4, 1997)

Sec. 19a-9-4. Waiver of rules

Where good cause appears, except where precluded by statute, the presiding
officer or agency may permit deviation from sections 19a-9-1 through 19a-9-29 of

the Regulations of Connecticut State Agencies.
(Adopted effective September 4, 1997)



Sec. 19a-9 page 5 (7-05)
Department of Public Health § 19a-9-6

Sec. 19a-9-5. Construction

Sections 19a-9-1 through 19a-9-29 of the Regulations of Connecticut State Agen-
cies shall be construed liberally by the agency or presiding officer to secure a just
and efficient determination of the issues presented.

(Adopted effective September 4, 1997)

Sec. 19a-9-6. Filing papers

(a) General. All motions shall be submitted in writing stating the order or relief
requested and the groundstherefor. A document or other writing is deemed submitted
when personally delivered, mailed through the United States Postal Service or
delivered in amanner specified by the agency and is deemed received when stamped
by the agency as received.

(b) In all matters other than contested cases and declaratory ruling actions, all
correspondence, motions, petitions, applications, and any other document governed
by sections 19a-9-1 through 19a-9-29 of the Regulations of Connecticut State Agen-
cies, except for those documents specified in subsection (d) of this section, shall
be filed by delivering the original and two (2) copies by persona delivery or by
United States mail addressed to the agency unless otherwise specified, and shall be
deemed to have been filed on the date on which they are stamped received by the
agency at its principal office. If any such document isto be considered at an agency
meeting, it shall be filed no later than fourteen (14) days before the scheduled
meeting. Any responsive document shall be filed no later than seven (7) days before
any such meeting.

(c) In contested cases and declaratory ruling actions, all correspondence, motions,
answers, responses and any other document, except for those documents specified
in subsection (d) of this section, shall be filed by delivering the original and two
(2) copies by personal delivery or United States mail addressed to the department
or in the manner specified in the agency’s notice of hearing. Such documents shall
be deemed to have been filed on the date on which they are stamped received by
the agency at its principal office. Any party or intervenor shall also serve copies
of such documentson al other parties and intervenors by personal delivery or United
States mail. The filing and such other service of documents shall be accompanied by
a certification of service to al other parties and intervenors, identified by their
names and addresses.

(1) Documents filed in conjunction with a matter to be considered at an agency
meeting shall be filed no later than fourteen (14) days before the scheduled agency
meeting unless otherwise ordered by the agency or presiding officer. Responsive
documents shall be filed no later than seven (7) days before the agency meeting
unless otherwise ordered by the agency or presiding officer.

(2) Documents filed before a hearing commences shall be filed within fourteen
(14) days after the date of the notice of the hearing. Any response shall be filed
within fourteen (14) days after such document is filed.

(3) Documents filed after a hearing commences or an agency meeting has been
held in which the matter is considered, shall be filed and responded to within the
time determined by the presiding officer or agency. If a response time has not been
determined by the presiding officer or agency, a response shall be filed not later
than five business days after such document is filed.

(d) Subsections (b) and (c) of this section shall not apply to motions for summary
suspension, proposed consent orders, proposed interim consent orders, pre-hearing

review documents, and motions to withdraw charges.
(Adopted effective September 4, 1997; amended December 8, 2004)



Sec. 19a-9 page 6 (7-05)
§19a-9-7 Department of Public Health

Sec. 19a-9-7. Extension of time for filing

Upon application, for good cause shown, the presiding officer or adjudicating
agency may extend the time within which any document may be filed.
(Adopted effective September 4, 1997)

Sec. 19a-9-8. Date duewhen due date fallson a date the department is closed

If the last day of any statutory or regulatory time frame falls on a day on which
the department is closed, any paper may be filed or any required action may be
taken on the next business day the department is open. Such filing or action shall
be deemed to have the same legal effect as if done prior to the expiration of the

time frame.
(Adopted effective September 4, 1997)

ARTICLE TWO

Procedure for Filing Petitions, Requests for Declaratory
Rulings and Rulemaking, and Appeals of Orders
Issued by Local Directors of Health

Sec. 19a-9-9. Who may file a petition

Any person may file a petition whenever that person has cause to believe that
any hedlth professional or ingtitution licensed by the department, or other entity
under the jurisdiction of the department, has been engaged or is engaging in any
practice that violates a statute or regulation.

(Adopted effective September 4, 1997)

Sec. 19a-9-10. Petition contents

(a) A petition shall be in writing and shall contain the following:

(2) the full name and address of the petitioner;

(2) the full name and address of the respondent;

(3) aplain and simple statement of the facts, events or actions on which the claim
is based;

(4) the date and approximate time of the aleged violation; and,

(5) the location where the alleged violation occurred.

(b) A petition shall not be deemed defective solely because of the absence of

one or more of the items contained in subsection (&) of this section.
(Adopted effective September 4, 1997)

Sec. 19a-9-11. Moadification or withdrawal of a petition

A petition, or any part thereof, may be withdrawn or modified by the petitioner
with the consent of the department upon such conditions as the department may
deem proper.

(Adopted effective September 4, 1997)

Sec. 19a-9-12. Requests for declaratory rulings

Any interested person may submit arequest to the agency for adeclaratory ruling
regarding the validity of any regulation, or applicability to specified circumstances
of a provision of the genera statutes, a regulation, or a fina decision on a matter
within thejurisdiction of the agency. The submittal shall conform to the requirements
of subsection 19a-9-6(a), and a copy shall be sent to any person that the requester
knows or has reason to believe may be substantially affected by the declaratory
ruling. It shall contain a detailed statement of the person’s interest in such matter
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and the facts relevant thereto, and the names and addresses of persons to whom it
was sent. The agency may request the submission of such additional facts as it
deems necessary, and may conduct a hearing.

(Adopted effective September 4, 1997)

Sec. 19a-9-13. Request for regulation

Requests for the promulgation, amendment or repeal of a regulation shall be in
writing and contain the reasons for the requested action. The department shall act

in the manner specified in section 4-174 of the Connecticut General Statutes.
(Adopted effective September 4, 1997)

Sec. 19a-9-14. Appeals of ordersissued by a town, city, borough, or district
director of health

(a) Any person aggrieved by an order issued by atown, city, borough, or district
director of health may appeal said order to the commissioner.

(b) The notice of appeal shall be filed with the commissioner not later than three
business days after the date of such person’s receipt of such order.

(c) The notice of appeal shall state:

(1) the name, address, and telephone number of the person claiming to be
aggrieved,

(2) the name of the issuing authority;

(3) the way in which the order adversely affects the person claiming to be
aggrieved,

(4) the order being appealed; and

(5) the grounds for appeal.

(d) Telephonic notice of appeal to the office of the commissioner shall be satisfac-
tory astheinitial notice of appeal, provided written notice of appeal from the person
claiming to be aggrieved is received by the department within ten (10) days of the
telephonic notice.

(e) An appea from an order issued by a town, city, borough, or district director
of health shall be ade novo proceeding conducted in accordance with the regulations
governing contested cases as set forth in sections 19a-9-1 through 19a-9-29 of the
Regulations of Connecticut State Agencies.

(f) Any order issued by atown, city, borough, or district director of health shall
include notice of the right to appeal which shall indicate the name and telephone
number of the commissioner or the commissioner’ s designee, and shall be accompa-
nied by copies of sections 19a-9-8 and 19a-9-14 of the Regulations of Connecticut
State Agencies.

(Adopted effective September 4, 1997; amended December 8, 2004)

ARTICLE THREE
I nvestigations

Sec. 19a-9-15. Agency’s authority to investigate, refer and dismiss petitions
and requests for declaratory rulings

(a) The agency may initiate and conduct any investigation that the agency deems
necessary within the agency’s jurisdiction.

(b) If, after receipt or investigation of a petition or request for adeclaratory ruling,
the agency determines that it lacks jurisdiction or that there is insufficient evidence
to establish the alleged violation, it shall dismiss the petition or request. The agency
shall notify the petitioner or the person making the request, and any respondent
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who is the subject of the investigation, in writing, of the dismissal. The agency
may, in the exercise of discretion, refer any petition or request to another person,
agency, or department within the executive or judicial branch.

(Adopted effective September 4, 1997)

Sec. 19a-6-16. Applicationsfor reconsideration of dismissals of petitions and
requests for declaratory rulings

A petitioner or aperson who requestsadeclaratory ruling may request reconsidera-
tion of a dismissal by the agency within ten (10) days from the date of the notice
of the dismissal. The request shall be in writing and shall specify the grounds upon
which it is based. New or previously unknown evidence may then be considered.

(Adopted effective September 4, 1997)

ARTICLE FOUR
Post-I nvestigative Procedures

Sec. 19a-9-17. Designation of hearing entity

If the agency determines that the evidence is sufficient to issue a statement of
charges or to hold a hearing on a request for a declaratory ruling, or if the lega
rights, duties or privileges of a party are required by statute to be determined by
the commissioner or an agency after an opportunity for hearing, the adjudicating
agency may designate a hearing officer, a member of the agency or a hearing panel
to conduct a hearing, unless otherwise provided by statute.

(Adopted effective September 4, 1997)

Sec. 19a-9-18. Notice of hearing

(& All notices of hearing shall be in writing and shall comply with the provisions
of subsections (@) and (b) of section 4-177 and subsection (c) of section 4-182, if
applicable, of the Connecticut General Statutes, as they may be amended from time
to time.

(b) A notice of hearing shall be delivered to all designated parties and intervenors
or their authorized representative personally or by United States mail, certified or
registered, postage prepaid, return receipt requested.

(c) A notice of hearing shall be effective if delivered or sent to the party’s last
known address of record on file with the department. If such notice is not actually
received by a party, or if the party is not currently licensed, service shall be deemed
sufficient provided that the department or board, if applicable, has made al reason-
able efforts to effectuate notice.

(Adopted effective September 4, 1997)

Sec. 19a-9-19. Filing of answer in a contested case

(a) An answer shall be in writing, signed by a respondent or his or her authorized
representative, and shall be filed with the agency within fourteen (14) days from
the date of the notice of the hearing, or such other time specified in the notice
of hearing.

(b) An answer shall contain a specific denial, admission, or denial of any knowl-
edge sufficient to form a belief regarding each allegation of the complaint, and a
statement of any facts or claims that may constitute a defense.

(c) Any alegation not answered in accordance with subsection (b) of this section
shall be deemed admitted.
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(d) An answer shall contain the mailing address and telephone number of the
respondent, and the mailing address and telephone number of the respondent’s
authorized representative, if any.

(Adopted effective September 4, 1997)

Sec. 19a-9-20. Failureto file answer in a contested case

The presiding officer shall proceed with the hearing at the time and place specified
in the notice of hearing, notwithstanding any failure of the respondent to file an
answer within the time provided. If no answer has been timely filed, the allegations

shall be deemed admitted.
(Adopted effective September 4, 1997)

Sec. 19a-9-21. Acceleration of hearings
With the approval of the presiding officer, the parties to any proceeding may
consent by written stipulation to a hearing earlier than that provided in the notice

of the hearing.
(Adopted effective September 4, 1997)

Sec. 19a-9-22. Joinder of proceedings

Two (2) or more hearings on requests for declaratory rulings, or two (2) or more
contested cases against a respondent may be joined together by the presiding officer
in the presiding officer’s discretion, provided that in hearings conducted pursuant
to sections 19a-535 and 19a-535a of the Connecticut General Statutes, as they may
be amended from time to time, two (2) or more proceedings may be joined only
when the sole issue involved is one of federal or state law or policy.

(Adopted effective September 4, 1997)

Sec. 19a-9-23. Continuation of hearing
The presiding officer may continue a hearing from day to day or adjourn it to a
later date or to a different place by announcement thereof at the hearing or by other

appropriate notice, at the presiding officer’s discretion.
(Adopted effective September 4, 1997)

ARTICLE FIVE

Hearing Procedures for Contested Cases and
Declaratory Ruling Proceedings

Sec. 19a-9-24. Hearings

Hearings shall be conducted in accordance with Chapter 54 of the Connecticut
General Statutes. The rules of evidence shall be as prescribed in section 4-178 of

the Connecticut General Statutes.
(Adopted effective September 4, 1997)

Sec. 19a-9-25. Powers and duties of the presiding officer

The presiding officer shall rule on all motions and preside at the hearing. If a
hearing is held before less than a majority of the members of a board who are
authorized by law to render a final decision, a majority of the members of a board
shall review all rulings on dispositive motions and shall render the final decision.
If a hearing is held before a hearing officer or hearing panel authorized to issue a
final decision, the hearing officer or hearing panel shall also rule on all dispositive
motions. If the hearing officer or hearing panel is authorized to issue a proposed
final decision, the hearing officer or hearing panel shall issue proposed rulings on
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dispositive motions. Proposed rulings on dispositive motions shall be reviewed at
the same time and in the same manner as proposed final decisions.
(Adopted effective September 4, 1997)

Sec. 19a-9-26. Designation of parties

(a) Designation as a party in contested cases. In addition to any parties designated
in the agency’s notice of hearing, the presiding officer may designate other parties
in accordance with applicable law.

(b) Designation as a party in actions for declaratory rulings. Any person who
proposes to be admitted as a party to an action for a declaratory ruling shall file a
written request to be so designated with the adjudicating agency, and shall mail
copies of the request to all parties and intervenors not later than seven (7) days
before the date of the hearing of the proceeding. The request shall state:

(1) the name and address and telephone number of the person filing the request
and that of the person’s authorized legal representative, if any;

(2) the manner in which the person making the request claims to be substantially
and specifically affected by the proceeding;

(3) the factual and legal issues to be addressed in the proceeding;

(4) the relief sought;

(5) the statutory or other authority for such relief; and

(6) a summary of any evidence that the person making the request intends to

resent.
P (Adopted effective September 4, 1997)

Sec. 19a-9-27. Designation as an intervenor

(a) Request to participate. A request to participate as an intervenor in a contested
case or declaratory ruling hearing shall be in writing and mailed to the agency and
all parties and intervenors at least five (5) days before the date of the hearing.

(b) Contents of request. The request of the proposed intervenor shall:

(1) state such person’s name and address,

(2) state the interest affected by the proceeding;

(3) describe the manner and extent to which such person proposes to participate
in the hearing;

(4) describe the manner in which such participation will furnish assistance to the
agency in resolving the issues; and

(5) summarize any evidence such person proposes to offer.

(c) Designation as intervenor. The presiding officer shall determine whether
and to what extent the proposed intervenor may participate in the hearing, taking
into account whether such participation will furnish assistance to the agency in
resolving the issues.

(Adopted effective September 4, 1997)

Sec. 19a-9-28. Noticeof appearancein contested casesand actionsfor declara-
tory ruling and proceedings

Each party and intervenor or their duly authorized representative shal file a

written notice of appearance with the presiding officer prior to the commencement

of the hearing.
(Adopted effective September 4, 1997)

Sec. 19a-9-29. Miscellaneous provisions

(a) Order of presentation in actions for declaratory rulings. The order of presenta-
tion shall be determined by the presiding officer at the time of the hearing.
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(b) Order of presentation in contested cases. The order of presentation shall be
determined by the presiding officer at the time of the hearing, and shall provide the
parties with the rights and privileges set forth in sections 4-177 et seq., of the
Connecticut General Statutes, as they may be amended from time to time.

(c) Limiting testimony. The presiding officer may limit the number of witnesses
or the time for testimony upon a particular issue in the course of any hearing in
order to avoid unnecessary cumulative evidence.

(d) Limitation of direct case in actions for declaratory rulings. The direct case
of any party shall consist substantially of the written statement in the request for
declaratory ruling, and the exhibits and other materials annexed thereto unless the
presiding officer shall rule otherwise for good cause shown.

(e) Upon request of any party or intervenor or on his own motion, the presiding
officer may require any party or other participant who proposes to offer technical
or expert written testimony to provide such testimony to any or al other parties or
intervenors, and to prefile such testimony with the presiding officer, prior to or
during the course of the hearing. Such prefiled written testimony may subsequently
be received in evidence, with the same force and effect as though it were stated
orally by the witness who has given the evidence, provided that each witness shall
be present at the hearing at which the prefiled written testimony is offered, shall
adopt the written testimony under oath and shall be available for cross examination
as directed by the presiding officer. Prior to its admission such written testimony
shall be subject to objections by parties.

(f) Improper conduct. The presiding officer may exclude from the hearing room
or from further participation in the proceedings any person who engagesin improper
conduct during the hearing.

(g) Nothing in sections 19a-9-1 through 19a-9-29 of the Regulations of Connecti-
cut State Agencies shall be construed as limiting the ability of the presiding officer
to make such ordersaswill aid in the just, economic, and efficient resol ution of acase.

(h) Unless otherwise ordered by the presiding officer, any party who wishes to
challenge a proposed final decision under section 4-179 of the Connecticut General
Statutes shall file exceptions or a brief or request oral argument, within twenty-one
(21) days of the mailing of the decision. Any party who wishes to present a brief
or requests oral argument in support of a proposed final decison shall do so within
thirty-five (35) days of the mailing of the decision.

(Adopted effective September 4, 1997)
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Evaluation of Candidates with Previous Licensure

Sec. 19a-14-1. Application for licensure after license has become void

A person previously licensed in Connecticut whose license has become void
pursuant to section 19a-88 of the Connecticut General Statutes, may apply for
licensure under the terms of these regulations. In determining the qualifications of
such a candidate, pursuant to section 19a-14 of the Connecticut General Statutes,
the Department of Health Services shall refer the application to the appropriate
Board or Commission for review, evaluation, and recommendations. If no Board
or Commission exists for the profession in question, the Department of Health

Services may make the review and evaluation.
(Effective October 18, 1983)

Sec. 19a-14-2. Review and evaluation of applications

When reviewing and evaluating applications pursuant to section 19a-14-1 of
these regulations, the Board, Commission or Department shall consider at least the
following: (1) credentials presented for initial licensure; (2) length of practice as a
licensed professional; (3) time elapsed since leaving active practice; (4) whether
the candidate had been the subject of complaints, investigations or disciplinary
actions as a licensed professional; and (5) any continuing education undertaken by
the candidate. The Board, Commission or Department must determine whether or

not these factors, taken together, meet current licensure requirements.
(Effective October 18, 1983)

Sec. 19a-14-3. Recommendations regarding acceptability

After completion of the review prescribed in section 19a-14-2 of these regulations,
the Board or Commission shall make recommendations to the Department regarding
the acceptability for licensure of the candidate. At its discretion, the Department
may, after considering all licensure requirements and the recommendations of the
Board or Commission, grant licensure to the candidate.

(Effective October 18, 1983)
Sec. 19a-14-4. License shall not beissued until or unless complaint resolved

No license shall be issued if there is a complaint awaiting adjudication against
the applicant in another state or with the Department of Health Services until such
atime as it is resolved in favor of the candidate.

(Effective October 18, 1983)
Sec. 19a-14-5. Suspended or revoked license

An applicant whose license has been suspended or revoked pursuant to section
19a-17 of the Connecticut General Statutes cannot reapply for licensure under the

terms of these regulations.
(Effective October 18, 1983)

Approval of Educational Programs for Candidates for Licensure

Secs. 19a-14-6—19a-14-19, inclusive.
Reserved.

Sec. 19a-14-20. Approval of educational programs

Whenever aBoard or Commission identified in Section 19a-14 of the Connecticut
General Statutes is authorized to approve, with the consent of the Commissioner
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of Health Services, educational programs for candidates for licensure, the following
procedure shall apply.

The process of approval shall require the Board or Commission to provide the
Department of Health Services with awritten statement of the approved educational
program. The Department shall provide a written response acknowledging receipt
of the approved program and noting either consent or refusal of the program.
The approved program and an affirmative response from the Department shall be
incorporated into the forma minutes of the Board or Commission.

An agreement between the Department and a Board or Commission regarding
educational programs shall remain in effect until such time as both parties have a
new agreement regarding this matter.

(Effective April 9, 1984)

Prescribing and Administering Examinations for
Health Care Professionals

Secs. 19a-14-21—19a-14-29, inclusive.
Reserved.

Sec. 19a-14-30. Prescribing examinations and scores

Pursuant to provisions of the Connecticut General Statutes, the Department of
Health Services may prescribe licensing examinations and their passing scores for
given professions with the consent of certain Boards and Commissions identified
in Section 19a-14 of the General Statutes.

The process of prescribing shall require the Department of Health Services to
provide the Board or Commission with a written description of the prescribed
examination and passing score. Receipt of this documentation by a board must be
noted in the minutes of the next formal Board or Commission meeting. These
minutes should also indicate the response of the Board or Commission, i.e., consent
or refusal of use of the examination and passing score.

(Effective April 9, 1984)

Sec. 19a-14-31. Agreement of parties

An agreement between the Department and a Board or Commission regarding
examinations and passing scores shall remain in effect until such time as both parties
have a new agreement regarding these matters.

(Effective April 9, 1984)

Sec. 19a-14-32. Administration of examinations

The Department of Health Services shall administer al examinations under the
supervision of the respective Board or Commission. The administration process
shall include, but not be limited to, scheduling the examination, finding a suitable
site and obtaining and training proctors and/or examiners. The Board or Commission
may exercise its authority to supervise by monitoring examination administrations
in order to ensure compliance with the agreed upon content and format of the
examination and to ensure that al examinations are administered in a fair and
secure manner.

(Effective April 9, 1984)

Secs. 19a-14-33—19a-14-39. Reserved
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Medical Records

Sec. 19a-14-40. Medical records, definition, purpose

The purpose of amedical record isto provide a vehicle for: documenting actions
taken in patient management; documenting patient progress; providing meaningful
medical information to other practitioners should the patient transfer to a new
provider or should the provider be unavailable for some reason. A medical record
shall include, but not be limited to, information sufficient to justify any diagnosis
and treatment rendered, dates of treatment, actions taken by non-licensed persons
when ordered or authorized by the provider; doctors' orders, nurses notes and charts,
birth certificate worksheets, and any other diagnostic data or documents specified
in the rules and regulations. All entries must be signed by the person responsible
for them.

(Effective August 29, 1984)

Sec. 19a-14-41. Professions involved

Each person licensed or certified pursuant to the following chapters and Acts
shall maintain appropriate medical records of the assessment, diagnosis, and course
of treatment provided each patient, and such medical records shall be kept for the
period prescribed: chapters 334b, 370 thru 373, 375, 376, 378 thru 381, 383 thru
384, 388, 398, 399, and Public Acts 83-352 and 83-441.

(Effective August 29, 1984)

Sec. 19a-14-42. Retention schedule

Unless specified otherwise herein, all parts of a medical record shall be retained
for a period of seven (7) years from the last date of treatment, or, upon the death
of the patient, for three (3) years.

(@) Pathology Slides, EEG and ECG Tracings must each be kept for seven (7)
years. If an ECG is taken and the results are unchanged from a previous ECG, then
only the most recent results need be retained. Reports on each of these must be
kept for the duration of the medical record.

(b) Lab Reports and PKU Reports must be kept for at least five (5) years.
Only positive (abnormal) lab results need be retained.

(c) X-Ray Films must be kept for three (3) years.

(Effective August 29, 1984)

Sec. 19a-14-43. Exceptions

Nothing in these regulations shall prevent a practitioner from retaining records
longer than the prescribed minimum. When medical records for apatient are retained
by a health care facility or organization, the individua practitioner shall not be
required to maintain duplicate records and the retention schedules of the facility or
organization shall apply to the records. If a claim of malpractice, unprofessional
conduct, or negligence with respect to a particular patient has been made, or if
litigation has been commenced, then all records for that patient must be retained
until the matter isresolved. A consulting health care provider need not retain records
if they are sent to the referring provider, who must retain them. If a patient requests
his records to be transferred to another provider who then becomes the primary
provider to the patient, then the first provider is no longer required to retain that
patient’s records.

(Effective August 29, 1984)
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Sec. 19a-14-44. Discontinuance of practice

Upon the death or retirement of a practitioner, it shal be the responsibility of
the practitioner or surviving responsible relative or executor to inform patients. This
must be done by placing a notice in a daily local newspaper published in the
community which is the prime locus of the practice. This notice shall be no less
than two columns wide and no less than two inches in height. The notice shall
appear twice, seven days apart. In addition, an individual letter is to be sent to each
patient seen within the three years preceding the date of discontinuance of the
practice. Medical records of all patients must be retained for at least sixty days
following both the public and private notice to patients.

(Effective August 29, 1984)

Utilization of Controlled Substances by Health Care Professionals
Secs. 19a-14-45—19a-14-49. Reserved

Sec. 19a-14-50. Definitions

For the purposes of these regulations, ** Doctor’’ means either a physician licensed
pursuant to Chapter 370 of the Connecticut General Statutes or an Optometrist

licensed pursuant to Chapter 380 of the Connecticut General Statutes.
(Effective August 29, 1986)

Sec. 19a-14-51. Optician record retention

For each client fitted with prescription eyeglasses or prescribed contact lenses, a
licensed optician shall keep a record. When prescription items are dispensed by a
registered apprentice optician, the supervising licensed optician must verify the
accuracy of all the dataincluded in the client record and indicate this on the record.
A client record shall contain the following:

() Prescription Eyewear

Records shall include:

(1) Doctor’s prescription and date, including name of prescribing doctor;

(2) Date of delivering said prescription, to include any duplication of existing
lenses;

(3) Facial measurements, to include but not be limited to: interpupillary measures;
frame size determinations, including eye size, bridge size, temple length;

(4) Name of frame provided; and

(5) Lensdescription to include: lens materials; placement of optical centers; lens
tint; and, when applicable, multifocal type and placement of multifocal.

(b) Contact Lenses Prefit

(1) Prefitting record shall include: date of client visit; doctor’s written prescrip-
tion; doctor’s keratometric measures if such measures are provided, and such other
measures or observations which are properly within the optician’s scope of practice
as defined by Connecticut General Statutes Section 20-139;

(2) Any information which would contraindicate the fitting of contact lenses;

(3) The date of the examining doctor’s prescription;

(4) A prefitting biomicroscopic record of the external eye made by the doctor,
if such is provided; and

(5) Any notice provided to the client regarding the length of time after which
the prescription will not be refilled.

(c) Contact Lens Dispensing

Records on the dispensing of contact lenses shall include:
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(1) All particular lens parameters including manufacturer;

(2) Date of client instruction in handling and hygiene;

(3) Visua acuity recorded with dispensed contact lenses as obtained by use of
a standardized snellen-type chart;

(4) If performed, asummary of observations of the physical relationship between
dispensed contact lens and cornea, including, but not limited to, biomicroscopic
observations;

(5) A recommended wearing schedule; and

(6) A summary of recommended follow-up.

(d) Contact Lens Follow-up

Records of visits subsequent to the actual dispensing of contact lenses shall
include:

(1) Date of each visit;

(2) Client’s current wearing schedule;

(3) Visua acuity recorded with dispensed contact lenses, obtained by use of a
standardized snellen-type chart;

(4) Date of next recommended visit; and

(5) A description of any perceived changesin visual acuity or obvious anomalies,

and a record of any report made to the client or prescribing doctor.
(Effective August 29, 1986)

Secs. 19a-14-52—19a-14-54. Reserved

Sec. 19a-14-55. Utilization of controlled substances

Those hedlth care practitioners identified in Section 19a-14 of the Connecticut
General Statutes and regulated by the Department of Health Services who utilize
controlled substances shall be subject to disciplinary action, as set forth in Section
19a-17 of the Connecticut General Statutes, if they utilize or store drugs in a manner
which is not consistent with the public interest. In determining the public interest,
the following factors shall be considered:

(@) Maintenance of effective controls against diversion of controlled substances
into other than duly authorized legitimate medical, scientific, or commercia
channels;

(b) Compliancewith al applicable state and federal laws and regulations concern-
ing controlled substances,

(c) Any conviction of the practitioner under any state or federal law relating to
controlled substances;

(d) Expiration, suspension, revocation, surrender or denia of the practitioner’s
federal controlled substance registration;

(e) Prescribing, distributing, administering or dispensing of controlled substances
in schedules other than those specified in the practitioner’s state or federa regis-
tration.

(Effective April 9, 1984)
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Conditions for Physician Participation in the Malpractice
I nsurance Purchase Program

Sec. 19a-17n-1. Definitions

Asused in Sections 19a-17n-1 through 19a-17n-2 of the Regulations of Connecti-
cut State Agencies, inclusive:

(1) **Clinic’’ means community health centers and other locations authorized by
the department under Section 19a-17m(a) of the Connecticut General Statutes and
located in public investment communities.

(2) ‘“*Malpractice insurance’’ means professional liability insurance contracts for
physicians and surgeons.

(3) “* Participating physicians’ means those physicians participating in the depart-
ment program to purchase and maintain malpractice insurance.

(4) **Public investment communities’ means the same as is defined in Section

7-545 (@) (9) of the Connecticut General Statutes.
(Adopted effective July 25, 1997)

Sec. 19a-17n-2. Conditions for physician participation

Clinics authorized by the department for participation in this program shall:

(a) ensure that physicians are licensed pursuant to requirements of Sections 20-
13 and 20-17 of the Connecticut General Statutes,

(b) document that conditions for physician participation in this program as defined
by Section 19a-17n (a) (1) through Section 19a-17n (a) (4) and Section 19a-17m(a)
(2) through 19a-7m(a) (5) of the Connecticut General Statutes have been met;

(c) ensure that professional liability insurance is purchased only from a provider
authorized to offer malpractice insurance in this state;

(d) ensure that at least the minimum amount of professional liability insurance
mandated by Section 20-11b of the Connecticut General Statutes is purchased;

(e) ensure that participating physicians adhere to Section 19a-17n (b) of the
Connecticut General Statutes; and,

(f) provide annual reports to the department concerning physician participation
at the clinic, including, but not limited to, numbers of patients served, number of
patient visits, income level of patients served, types of services provided and hours

volunteered during the reporting period.
(Adopted effective July 25, 1997)
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Disclosure of Health Data

Sec. 19a-25-1. Definitions

As used in Sections 19a-25-1 through 19a-25-4, inclusive, of the Regulations of
Connecticut State Agencies:

(1) “*Aggregate health data’’ means health data that is obtained by combining
likedatain amanner that precludestheidentification of theindividual or organization
supplying the data or described in the data.

(2) ** Anonymous medical case history’’ means the description of an individual’s
illnessin amanner that precludes the identification of the individual or organization
supplying the data or described in the data.

(3) ' Commissioner’” meansthe commissioner of the Department of Public Health.

(4) *‘Department’” means the Department of Public Health.

(5) ‘‘Disclosure’” or ‘*disclose’”’ means the communication of health data to any
individual or organization outside the department.

(6) ‘‘Health data’ means information, recorded in any form or medium, that
relates to the health status of individuals, the determinants of health and health
hazards, the availability of health resources and services, or the use and cost of
such resources and services.

(7) “‘Identifiable health data’’ means any item, collection, or grouping of health
data that makes the individual or organization supplying it, or described in it, identi-
fiable.

(8) “*Individua’’ means a natural person.

(9) “‘Local Director of Health’” meansthe city, town, borough, or district Director
of Health or any person legally authorized to act for the local director of health.

(10) ‘“*Medical or scientific research’’ means the performance of activitiesrelating
to health data, including, but not limited to:

(A) describing the group characteristics of individuals or organizations;

(B) characterizing the determinants of health and health hazards;

(C) analyzing the inter-rel ationships among the various characteristics of individu-
als or organizations;

(D) the preparation and publication of reports describing these matters; and

(E) other related functions as determined by the commissioner.

(11) “*Organization’”” means any corporation, association, partnership, agency,
department, unit, or other legally constituted institution or entity, or part thereof.

(12) ** Studies of morbidity and mortality’’ means the collection, application, and
maintenance of health data on:

(A) the extent, nature, and impact of illness and disability on the population of
the state or any portion thereof;

(B) the determinants of health and health hazards, including but limited to,

(i) infectious agents of disease,

(i) environmental toxins or hazards,

(iii) health resources, including the extent of available manpower and resources, or

(iv) the supply, cost, financing or utilization of health care services.

(C) diseases on the commissioner’s list of reportable diseases and laboratory
findings pursuant to section 19a-215 of the Connecticut General Statutes; or

(D) similar health or health related matters as determined by the commissioner.

(Adopted effective October 30, 1998)
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Sec. 19a-25-2. Disclosure of aggregate health data, anonymous medical case
histories, and reports of the findings of studies of morbidity and mortality

(@) The department may, at the discretion of the commissioner, publish, make
available, and disseminate aggregate health data, anonymous medical case histories,
and reports of the findings of studies of morbidity and mortality, provided such
data, histories, and reports:

(1) Are prepared for the purpose of medical and scientific research; and

(2) Do not include identifiable health data.

(b) No individua or organization with lawful access to such reports shall be
compelled to testify with regard to such reports. Publication or release of such
reports shall not subject said report or related information to subpoena or similar
compulsory processin any civil or criminal, judicial, administrative or legislative pro-
ceeding.

(Adogted effective October 30, 1998)

Sec. 19a-25-3. Disclosure of identifiable health data

(a) The department shall not disclose identifiable health data unless:

(1) Thedisclosure isto health care providersin amedical emergency as necessary
to protect the health, life, or well-being of the person with a reportable disease or
condition pursuant to section 19a-215 of the Connecticut General Statutes;

(2) The disclosure is to heath care providers, the loca director of health, the
department, another state or public health agency, including those in other states
and the federal government, or other persons when deemed necessary by the depart-
ment in its sole discretion for disease prevention and control pursuant to section
19a-215 of the Connecticut General Statutes or for the purpose of reducing morbidity
and mortality from any cause or condition, except that every effort shall be made
to limit the disclosure of identifiable health data to the minimal amount necessary
to accomplish the public health purpose;

(3) The disclosureisto an individual, organization, governmental entity in this or
another state or to the federal government, provided the department determines that:

(A) Based upon a written application and such other information as required
by the department to be submitted by the requesting individual, organization or
governmental entity the data will be used solely for bona fide medical and scien-
tific research;

(B) Thedisclosure of datato the requesting individual,, organization or governmen-
tal entity is required for the medical or scientific research proposed;

(C) The requesting individual, organization, or governmental entity has entered
into awritten agreement satisfactory to the department agreeing to protect such data
in accordance with the requirements of this section and not permit disclosure without
prior approva of the department; and

(D) The requesting individual, organization or governmental entity, upon request
of the department or after aspecified date or event, returns or destroys all identifiable
health data provided by the department and copies thereof in any form.

(4) The disclosure is to a governmental entity for the purpose of conducting an
audit, evaluation, or investigation required by law of the department and such
governmental entity agrees not to use such data for making any determination as
to whom the health data relates.

(b) Any disclosure provided for in this section shall be made at the discretion of
the department, provided the requirements for disclosure set forth in the applicable
provisions of this section have been met. For disclosures under this section to
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governmental entities, the commissioner may waive the requirements of this section
except for the requirements of subdivision (A) of subsection (3).

(c) Notwithstanding any other provisions of this section, no identifiable health
data obtained in the course of activities undertaken or supported under this section
shall be subject to subpoena or similar compulsory process in any civil or criminal,
judicial, administrative, or legisative proceeding, nor shall any individual or organi-
zation with lawful access to identifiable health data under the provisions of this

section be compelled to testify with regard to such health data.
(Adopted effective October 30, 1998)

Sec. 19a-25-4. Use of health data for enforcement purposes

() Notwithstanding any provisions of sections 19a-25-1 to 19a-25-3, inclusive
of the Regulations of State Agencies, the department may utilize, in any manner,
health data including but not limited to aggregate health data, identifiable health
data, and studies of morbidity and mortality, in carrying out and performing its
statutory and regulatory responsibilities and to secure compliance with or enforce-
ment of any laws. Where such data is used in an enforcement action brought by
the department or any other state agency, disclosure to parties to the action of such
data shall be permitted only if required by law and said parties may not further
disclose such data except to atribunal, administrative agency or court with jurisdic-
tion over the enforcement action. Disclosure under this section does not constitute

awaiver or release of the confidentiality that protects such data.
(Adopted effective October 30, 1998)






Sec. 19a-32a page 1 (6-00)
Department of Public Health and Addiction Services

TABLE OF CONTENTS

AIDS Research Education Fund

AIDSresearchgrants. . . . . . . .. .. ... 19a-32a 1
AIDS education and related community service. . . . . ... .. .. 19a-32a 2
Promotion of the contribusion system and the AIDS research education
fundaccount . . ... ... ... ... 19a-32a 3
Grant application procedures . . . . . . . . ... 19a-32a- 4

Review of applications for funding. . . . . ... ... ........ 19a-32a- 5






Sec. 19a-32a page 3 (6-00)
Department of Public Health and Addiction Services § 19a-32a-5

AIDS Research Education Fund

Sec. 19a-32a-1. AIDS research grants

(8 Any person, municipality, public agency, private for profit or non-profit
private agency may apply for funds for AIDS-related research projects that contrib-
ute to:

(1) preventing human immunodeficiency virus (HIV) infection, or

(2) improving delivery of care to people with HIV/AIDS, or

(3) improving treatment of people with HIV/AIDS, or

(4) understanding the needs of people with HIV/AIDS, or

(5) evaluating prevention or treatment programs or modalities.
(Effective August 24, 1994)

Sec. 19a-32a-2. AIDS education and related community service

Any person, municipality, public agency, or private for profit or non-profit private
agency may apply for funds to provide educational interventions for populations
affected by HIV/AIDS or to provide community services to persons suffering from
HIV/AIDS and to the families and partners of such persons. Such services shall
include but not necessarily be limited to:

(a) outreach,

(b) education,

(c) counsdling,

(d) testing,

(e) case management,

(f) social services, and

(g) transportation.

(Effective August 24, 1994)

Sec. 19a-32a-3. Promoation of the contribution system and the AIDSresearch
education fund account

Any person, municipality, public agency, private for profit or non-profit private

agency may apply for funds to promote the income tax contribution system and the

AIDS research education fund account.
(Effective August 24, 1994)

Sec. 19a-32a-4. Grant application procedures

The commissioner shall issue requests for proposals for funds pursuant to sections
19a-32a-1 through 19a-32a-3 of the Regulations of Connecticut State Agencies by
November 15 of each year. These requests for proposals shall contain the criteria
to be used in evaluating the proposals. Applications for funds shall be submitted in
writing to the commissioner in the form prescribed by the commissioner.

(Effective August 24, 1994)

Sec. 19a-32a-5. Review of applications for funding

The commissioner shall evaluate all proposals for funds with the advice of an ad
hoc review committee. Thisreview committee shall include personswho areinfected
with HIV. It shall aso include expertise the funding areas for which the request
for proposal has been issued. No person on the review committee, or such person’s
family, shall be in a position to realize any financial gain from the awarding of

such grant.
(Effective August 24, 1994)
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Breast Cancer Research and Education Fund

Sec. 19a-32b-1. Breast cancer research grants

Any person, municipality, public agency, private for profit or non-profit private
agency may apply for funds for breast cancer-related research projects that contrib-
ute to:

(1) preventing breast cancer, or

(2) improving delivery of care to people with breast cancer, or

(3) improving treatment of people with breast cancer, or

(4) understanding the needs of people with breast cancer, or

(5) evaluating prevention or treatment programs or modalities.
(Adopted effective August 31, 1998)

Sec. 19a-32b-2. Breast cancer education and related community service

Any person, municipality, public agency, private for profit or non-profit private
agency may apply for funds to provide educational interventions for populations
affected by breast cancer or to provide community services to persons suffering
from breast cancer and to the families of such persons. Such services shall include
but not necessarily be limited to:

(a) outreach,

(b) education,

(c) counseling,

(d) testing,

(e) case management,

(f) socia services, and

(g) transportation.

(Adopted effective August 31, 1998)

Sec. 19a-32b-3. Promotion of the contribution system and the breast cancer
research and education fund account

Any person, municipality, public agency, private for profit or non-profit private

agency may apply for funds to promote the income tax contribution system and the

breast cancer research and education fund account.
(Adopted effective August 31, 1998)

Sec. 19a-32b-4. Grant application procedures

The commissioner shall issue requests for proposals for funds pursuant to sections
19a-32b-1 through 19a-32b-3 of the Regulations of Connecticut State Agencies by
November 15 of each year. These requests for proposals shall contain the criteria
to be used in evaluating the proposals. Applications for funds shall be submitted in
writing to the commissioner in the form prescribed by the commissioner.

(Adopted effective August 31, 1998)

Sec. 19a-32b-5. Review of applications for funding

The commissioner shall evaluate all proposals for funds with the advice of an ad
hoc review committee. This review committee shall include persons who are breast
cancer survivors. It shall also include expertise in the funding areas for which the
request for proposal has been issued in particular breast cancer researchers. No
person on the review committee, or such person’'s family, shall be in a position to
realize any financial gain from the awarding of such grant.

(Adopted effective August 31, 1998)
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Reportable Diseases and Laboratory Findings

Sec. 19a-36-A1. Definitions

As used in Sections 19a-36-Al to 19a-36-AS55:

(a) ‘‘Authorized agent’” means an individual designated by a local director of
health to act for him or her in the performance of any of his or her duties.

(b) ‘‘Carrier’” means an infected person or animal who, without any apparent
symptoms of communicable disease, harbors a specific infectious agent and may
serve as a source of infection for humans. The state of harboring a specific infectious
agent may occur in an individual with an infection that is inapparent throughout its
course (asymptomatic carrier), or in an individual during the incubation period,
convalescence, and post-convalescence of a clinically recognizable disease (incuba-
tory carrier and convalescent carrier). The carrier state may be of short duration
(transient carrier) or long duration (chronic carrier).

(c) ““Case’” means a person or animal who exhibits evidence of disease.

(d) ‘‘Cleaning’’ means the process of removal of organic matter conducive to
growth or maintenance of infectivity of infectious agents by scrubbing and washing
as with hot water and soap.

(e) ‘‘Commissioner’” means the state commissioner of health services.

(f) ““Communicable disease’” means a disease or condition, the infectious agent
of which may pass or be carried directly or indirectly, from the body of one person
or animal to the body of another person or animal.

(g) ‘‘Communicable period’’ means any time period during which a specific
infectious agent may be transferred directly or indirectly from an infected person
or animal to another human or animal.

(h) ““Contact’” means a person or animal known to have had association with
an infected person or animal in such a manner as to have been exposed to a particular
communicable disease.

(i) ‘“‘Contamination’” means the presence of undesirable substance or material
which may contain an infectious agent on external body surfaces (e.g., skin), articles
of apparel, inanimate surfaces or in food or beverages.

(G) ‘‘Cultures’” mean growths of an infectious agent propogated on selected living
or artificial media.

(k) ““Date of onset’” means the day, month and year on which the case or
suspected case experienced the first sign or symptoms of the disease.

(D) ““‘Department’’ means the Connecticut Department of Health Services.

(m) “‘Disinfection’” means a directly applied chemical or physical process by
which the disease producing powers of infectious agents are destroyed. (1) ‘‘Concur-
rent disinfection’” means the immediate disinfection and disposal of body discharges,
and the immediate disinfection or destruction of all infected or presumably infected
materials. (2) ‘“Terminal disinfection’” means the process of rendering the personal
clothing and immediate physical environment of a patient free from the probability
of conveying an infectious agent to others after removal of the patient or at a time
when the patient is no longer a source of infection.

(n) ‘‘Epidemic’” means the occurrence of cases of illness clearly in excess of
normal expectancy over a specific time period in a community, geographic region,
building or institution. The number of cases indicating an epidemic may vary
according to the causative agent, size and type of population exposed, previous
experience with the disease, and time and place of occurrence. An outbreak of
disease is an epidemic.
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(o) ‘‘Epidemiologic investigation’’ means an inquiry into the incidence, distribu-
tion and source of disease to determine its cause, means of prevention, and efficacy
of control measures.

(p) ‘‘Foodborne outbreaks’ means illness in two or more individuals acquired
through the ingestion of common-source food or water contaminated with chemicals,
infectious agents or their toxic products. Foodborne outbreaks include, but are not
limited to, illness due to heavy metal intoxications, staphylococcal food poisoning,
botulism, salmonellosis, shigellosis, Clostridium perfringens intoxication and hepati-
tis A.

(q) ‘‘Foodhandler’’ means a person who prepares, processes, or otherwise handles
food or beverages for people other than members of his or her immediate household.

(r) ‘‘Health care facility’” means any hospital, long term care facility, home
health care agency, clinic or other institution licensed under Chapter 368v of the
Connecticut General Statutes and also facilities operated and maintained by any
state agency for the care or treatment of mentally ill persons or persons with mental
retardation or substance abuse problems.

(s) ‘‘Health care provider’’ means a person who has direct or supervisory respon-
sibility for the delivery of health care or medical services. This shall include but
not be limited to: licensed physicians, nurse practitioners, physician assistants,
nurses, dentists, medical examiners, and administrators, superintendents and manag-
ers of health care facilities.

(t) ‘‘Incubation period’’ means the time interval between exposure to a disease
organism and the appearance of the first symptoms of the resulting disease.

(u) “‘Infection’” means the entry and multiplication of an infectious agent in the
body of a person or animal with or without clinical symptoms.

(v) “‘Infectious agent’ means a microorganism capable of producing infection
with or without disease.

(w) “‘Isolation’” means the use of special precautions during the period of commu-
nicability to prevent transmission of an infectious agent. Such special precautions
may include: physical separation of infected persons or animals from others, or
precautions such as blood precautions that do not necessarily result in physical
separation of individuals.

(x) ‘‘Laboratory’’ means any facility licensed, or approved by the department in
accordance with section 19a-30 of the Connecticut General Statutes.

(y) ‘“‘Local director of health’’ means and includes the city, town, borough or
district director of health and any person legally authorized to act for the local
director of health.

(z) ‘‘Medical information’’ means the recorded health information on an individ-
ual who has a reportable disease or who has symptoms of illness in the setting
of an outbreak. This information includes details of a medical history, physical
examination, any laboratory test, diagnosis, treatment, outcome and the description
and sources of suspected causative agents for such disease or illness.

(aa) ‘‘Nosocomial infection’’ means infections that develop within a hospital or
other health care facility or are produced by microorganisms acquired while in a
hospital or health care facility.

(bb) “‘Outbreak.”’” See ‘‘epidemic.”’

(cc) “‘Quarantine’” means the formal limitation of freedom of movement of
persons or animals exposed to, or suffering from a reportable disease for a period of
time not longer than either the longest incubation period or the longest communicable
period of the disease, in order to prevent spread of the infectious agent of that disease.
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(dd) ‘‘Reportable disease’” means a communicable disease, disease outbreak, or
other condition of public health significance required to be reported to the department
and local health directors.

(ee) ‘‘Reportable laboratory finding’’ means a laboratory result suggesting the
presence of a communicable disease or other condition of public health significance
required to be reported to the department and local health directors.

(ff) *‘State epidemiologist’’ means the person designated by the Commissioner
as the person in charge of communicable disease control for the state.

(gg) ‘‘Surveillance’” means the continuing scrutiny of all aspects of occurrence
and spread of a disease relating to effective control of that disease, which may
include but not be limited to the collection and evaluation of: morbidity and mortality
reports; laboratory reports of significant findings; special reports of field investiga-
tions of epidemics and individual cases; data concerning the availability, use, and
untoward side effects of the substances used in disease control, such as rabies
vaccine; and information regarding immunity levels in segments of the population.

(hh) ‘‘Suspected case’” means a person or animal suspected of having a particular
disease in the temporary or permanent absence of definitive clinical or laboratory
evidence.

(i) ‘‘Other condition of public health significance’” means a non-communicable
disease caused by a common source or prevalent exposure such as pesticide poison-
ing, silicosis or lead poisoning.

(Effective October 25, 1989; amended October 10, 2008)

Sec. 19a-36-A2. List of reportable diseases and laboratory findings

The commissioner shall issue a list of reportable diseases and laboratory findings
within sixty days of the effective date of these regulations, on the next January 1,
and annually thereafter. The list shall show it is the current list and shall specify
its effective date. This list shall also include but not be limited to the reporting
category of each disease, procedures for the reporting, and minimum investigation
and control measures for each disease. Listed diseases are declared reportable dis-
eases as of the effective date of approval by the commissioner.

(a) The commissioner in consultation with the state epidemiologist will annually
review the existing list and develop recommendations for deletions or additions to
the list.

(b) The state epidemiologist or other commissioner designee shall convene and
chair an advisory committee to review the recommendations for any changes to
the list prior to preparing the final list for that year. This committee shall make
recommendations to the commissioner regarding the contents of the list.

(c) The commissioner shall review the advisory committee’s recommendations
and make final deletions or additions to the list to take effect January 1 of the next
year. He will furnish copies of the list before January 1 to the following:

(1) physicians licensed by the department;

(2) directors of clinical laboratories licensed, registered or approved by the
department;

(3) local directors of health in Connecticut;

(4) health care facilities licensed under Chapter 368v of the Connecticut Gen-
eral Statutes.

(Effective October 25, 1989)
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Sec. 19a-36-A3. Persons required to report reportable diseases and labora-
tory findings

(a) Reportable Diseases.

(1) Every health care provider who treats or examines any person who has or is
suspected to have a reportable disease shall report to the local director of health or
other health authority within whose jurisdiction the patient resides and to the depart-
ment such information about the affected person as described in section 19a-36-A4
of these regulations.

(2) If the case or suspected case of reportable disease is in a health care facility,
the person in charge of such facility shall ensure that reports are made to the local
director of health and the department in the manner specified in section 19a-36-A4
of these regulations. The person in charge shall designate appropriate infection
control or record-keeping personnel for this purpose.

(3) If the case or suspected case of reportable disease is not in a health care
facility and if a health care provider is not in attendance or is not known to have
made a report within the appropriate time specified in section 19a-36-A4, such
report of reportable diseases shall be made to the local director of health or other
health authority within whose jurisdiction the patient lives and the department in
the manner specified in section 19a-36-A4 by:

(A) the administrator serving a public or private school or day care center attended
by any person affected or apparently affected with such disease;

(B) the person in charge of any camp;

(C) the master or any other person in charge of any vessel lying within the
jurisdiction of the state;

(D) the master or any other person in charge of any aircraft landing within the
jurisdiction of the state;

(E) the owner or person in charge of any establishment producing, handling or
processing dairy products, other food or non-alcoholic beverages for sale or distri-
bution;

(F) morticians and funeral directors.

(4) Each local director of health shall report or ensure reporting to the department
within 24 hours of each case or suspected case of a Category I reportable disease
and such additional information of which he has knowledge as described in section
19a-36-A4 of these regulations.

(b) Reportable laboratory findings.—The director of a laboratory that receives
a primary specimen or sample which yields a reportable laboratory finding shall be
responsible for reporting such findings within forty-eight (48) hours to the local
director of health of the town in which the affected person normally resides, or, in
the absence of such information, of the town from which the specimen originated,
and to the department on forms provided by the department.

(1) When a laboratory identifies or presumptively identifies a significant isolate
or other finding that requires confirmation by the laboratory as required in the
annual list, the director must submit that isolate or specimen from which the finding
was made to the department’s laboratory division.

(2) Laboratory tests and confirmatory tests for certain reportable diseases as
specially indicated in the annual list shall be exempted from any and all fees for
the state laboratory services in accordance with Section 19a-26 of the Connecticut
General Statutes.

(Effective October 25, 1989)
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Sec. 19a-36-A4. Content of report and reporting of reportable diseases and
laboratory findings

(@) Reportable diseases.

(1) Each report of a case or suspected case of reportable disease shall include
the full name and address of the person reporting and of the physician attending;
the diagnosed or suspected disease and date of onset; the full name, age, race/
ethnicity, sex and occupation of the affected individual and other factsthe department
or local director of health requires for purposes of surveillance, control and preven-
tion of reportable diseases. The reports shall be sent in envelopes marked ‘* CONFI-
DENTIAL."”

(2) Reports may be written or ora as required by the category of disease as
follows:

(A) Category I: diseases of high priority because of need for timely public health
action: reportable immediately by telephone on day of recognition or suspicion of
disease; on weekdays to both, the local health director of the town in which the
patient resides and the department, on weekends to the department. A completed
disease report form provided by the department must also be mailed to both the
local health director and the department within 12 hours.

(B) Category |l: diseases of significant public health importance, usually requiring
public health action: reportable by mail to thelocal director health and the department
within 12 hours of recognition or suspicion on a form provided by the department.

(b) Reportable laboratory findings.

(1) Each report of reportable findings shall include the name, address, age, sex,
and, if known, race/ethnicity of the person affected, the name and address of the
attending physician, the identity of theinfectious agent or other reportabl e laboratory
findings, and the method of identification.

(2) Reports shall be mailed to the local director of health of the town in which
the patient resides and to the department within 48 hours of making the finding in

envelopes marked ‘* CONFIDENTIAL.”’
(Effective October 25, 1989)

Sec. 19a-36-A5. Confidentiality of data

All epidemiologicinformation whichidentifiesanindividual and whichisgathered
by the state or local health department in connection with the investigation of
reported cases or suspected cases of disease or during the investigation of outbreaks
of disease shall be kept in compliance with current confidentiality statutes.

(Effective October 25, 1989)

Sec. 19a-36-A6. Investigation and control of reportable disease and outbreaks
by the department

(@) Thedepartment, in cooperation with thelocal director of health, intheinvesti-
gation and control of reportable disease shall make or cause to be made such
investigation as it deems necessary and shall secure al such data as may assist it
in establishing adequate control measures.

(b) Inordertoinvestigate and control any apparent outbreak or unusual occurrence
of reportable disease, the department shall institute such special disease surveillance,
follow-up reports and control measures as it deems necessary.

(¢) Individual medical information pertaining to cases of reportable disease, per-
sons affected by outbreaks of disease or significant increasesin the rate of nonsocom-
ia infection shall be provided when requested to an investigator who presents
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official identification of the department or the local department of health. Such an
investigator may be an employee of the State or local heath department.
(Effective October 25, 1989)

Sec. 19a-36-A7. Diseases not enumer ated

Diseases not specifically listed pursuant to section 19a-36-A2 and presenting a
special problem shall be reported and controlled in accordance with special instruc-
tions of the state department of health or, in the absence of such instructions, in
accordance with orders and directions of the local director of health.

(Effective October 25, 1989)

Sec. 19a-36-A8. General measures for control of reportable diseases

The local director of health, in ingtituting measures for the control of report-
able diseases:

Investigation

(a) shall make, or cause to be made, such investigations as he may deem necessary
and shall secure al such data as may assist him in establishing adequate control
Measures;

Isolation and orders

(b) shall establish and maintain quarantine, isolation or such other measures for
control as are required by statute, the public health code or special instructions of
the state department of health, and, when possible, shall issue his instructions and
orders in writing or on printed forms;

Removal

(c) shall have the authority to set up proper isolation or quarantine of an affected
person or persons, carrier or contact, when, in his opinion or in the opinion of the
state commissioner of health, thisis not or cannot be effectively maintained on the
premises occupied by such person or persons by methods designated in this part;
to remove or require the removal of such person or persons to a hospital or other
proper place designated by him; or to employ such guards or officers as may be
necessary to maintain effective isolation or quarantine;

Instruction

(d) shall provide, by himself or his authorized agent, for the specific instruction
of cases, contacts, their attendants and all other persons affected, in the proper
methods for the prevention of the spread of the disease and shall supply such
information and literature as may be required by law or by the instructions of the
state department of health;

Enfor cement

(e) shall make, at intervals during the period of communicability, inquiry or
investigation to satisfy himself that the measures instituted by him for the protection
of others are being properly observed;

Laboratory tests

(f) shall, when the control or release of a case, contact or carrier of a reportable
disease is dependent upon laboratory findings, require the specimens upon which
such findings are based to be examined by the laboratory division of the state
department of health or by a laboratory specifically approved for that purpose by
the state department of health and shall, by himself or his authorized agent, secure
and submit rel ease cultures or specimensfor examination; in cases of enteric diseases
all release specimens shall be taken at least one week after specific therapy has
been discontinued;
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Schools—I solation

(g) shal, in the event of an outbreak of a communicable disease in any public,
private, parochia or church school, make a prompt and thorough investigation;
control such an outbreak by individual examination of pupils, teachers and other
persons associated with the outbreak; employ such other means as he deems neces-
sary to determine the source of infection or to provide for the segregation of infected
persons; in the event of an outbreak of a communicable disease in any school,
require school physicians and school nurses to conform to the orders, regulations
and restrictions issued by him;

Schools—Readmission

(h) shall, in the case of any school child who has been excluded from school for
having been a case, contact or carrier of a communicable disease, by himself or his
authorized agent, issue a permit for such child to re-enter school when in his opinion
such child is no longer infectious;

Unusual disease

(i) shal, when an unusual or rare disease occurs in any part of the state or when
any disease becomes so prevalent as to endanger the state as a whole, contact the
state department of health for assistance, and shall cooperate with the representatives
of the state department of health acting under the direction of the state commissioner
of hedlth;

Other measures

(j) shal introduce such other measures as he may deem advisable.
(Effective October 25, 1989)

Sec. 19a-36-A9. Control of diseases suspected of being reportable

The local director of health, on receiving a report of a disease suspected of being
reportable, shall confer with the physician or other person making such report, make
further examination or investigation as he deems necessary and advise, recommend
or establish such procedures as he may deem necessary to protect the public health

until the character of the disease is definitely determined.
(Effective October 25, 1989)

Sec. 19a-36-A10. Presumably exposed persons may be examined and con-
trolled

The local director of health, when he has reasonable grounds to believe that a
person or persons may have been exposed to a communicable disease, may control
such persons as known contacts and may make such examinations and adopt such
measures as he deems necessary and proper for the protection of the public health
and the prevention of the spread of disease.

(1) The conviction of any person for any offense involving sexual promiscuity
or illicit sex relations shall constitute reasonable grounds for the local director of
health to believe that that person may have been exposed to a communicable disease
and shall justify the examination and such other measures of control of that individual
as are deemed necessary and proper by the state department of health for the
protection of public health and the prevention of spreading of disease.

(2) The warden or other person in charge of any prison or jail in the state shall
notify the prison or jail physician, in writing, within twenty-four hours upon the
receipt of a prisoner who may have been exposed to a communicable disease and
of every prisoner who hasbeen convicted of any offenseinvolving sexual promiscuity
orillicit sex relations. A routine medical examination shall be made on every prisoner
whose conviction involves sexual promiscuity or illicit sex relations. Such routine
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medical examination shall include the taking of a blood specimen for serological
test for syphilis and the taking of three smears for gonococci taken not less than
twenty-four hours apart and, if the prisoner is found to be infected, treatment shall
be instituted as necessary. The tests referred to above shall be performed in the
bureau of laboratories of the state department of health or in alaboratory specifically
approved for these purposes by the state department of health, and they shall be
performed in a manner that meets the approval of the state department of health.
Upon the expiration of a sentence, any person having syphilis or gonococcal infec-
tion, whether in an infectious or non-infectious stage, and in need of further follow-
up treatment shall be reported to the state department of health by the attending
physician, who shall give the name, sex, age and marital status and a record of the
treatment given while such person was imprisoned.
(Effective October 25, 1989)

Sec. 19a-36-A11. Control of carriers of the infectious agent of communica-
ble disease

Carriers, whether transient, convalescent or chronic, of the infectious agent of
any communicable disease shall be maintained under observation until repeated
laboratory examinations of appropriate specimens show the absence of theinfectious
agent. Examination of al such specimens shall be in conformity with subsection
(f) of section 19a-36-A8.

(8 Any local director of health or physician who discovers any carrier of an
infectious agent shall report the fact to the state department of health giving the
full name, age, sex, occupation and address of such carrier. The state department
of health shall, upon receipt of such report, notify the local director of health of
the town, city or borough wherein the carrier resides. The local director of heath
concerned shall then communicate the fact to the carrier himself, or his guardian,
giving specific instructions regarding the precautions necessary to protect others
from infection.

(b) Any privy or latrine used by an enteric disease carrier shall be so constructed
as to exclude flies and to meet the approval of the local director of health. The
disinfection and disposal of its contents shall be in accordance with instructions
given by the local director of health.

(c) A carrier of an infectious agent shall not engage in any occupation involving
the handling of any food or beverage intended for the use of others.

(d) Enteric disease carriers shall not work on any public water supply or
watershed.

(e) A carrier who changes his residence shall notify the local director of health
of the town, city or borough in which he has been residing of the date of his
departure, his destination and his new address. The local director of health shall
immediately forward this information to the state department of health.

(f) The local director of health shall visit each carrier within his jurisdiction at
least once every three months and shall render quarterly reports concerning each

such carrier to the state department of health upon forms prescribed for the purpose.
(Effective October 25, 1989)

Sec. 19a-36-A12. Enteric disease carriers

(a) A chronic carrier of enteric disease shall be defined as a person who persists
in excreting enteric pathogenic organisms for twelve months or more after onset of
illness or probable date of infection or one who, though he may never have been
known to have the disease, has been shown to harbor the infectious agent in his body.
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(b) All specimens for the release of enteric carriers from supervision shall be
collected at least ten days after the cessation of any antibiotic therapy or any therapy
directed at the disease.

(c) All specimens for the release of enteric carriers from supervision shall be
examined in conformity with subsection (f) of section 19a-36-A8.

(d) Chronic carriersof the organisms causing typhoid fever and paratyphoid fever
shall not be released from supervision until six successive specimens of urine and
Six successive specimens of feces, the last two of which shall be validated by
collection of the specimen in a hospital or otherwise under direct supervision, have
been found negative. Specimens for such examination shall be so collected that a
time interval of not less than one month shall elapse between successive specimens
of urine and between successive specimens of feces. The final two specimens of
feces to be examined may be validated by the giving of lycopodium or a negative
bile culture may be substituted for such validation.

(e) A chronic carrier of enteric disease excreting the organism in discharges other
than the feces or urine shall not be released from supervision until negative cultures

asoutlined by the state department of health for the specific case have been obtained.
(Effective October 25, 1989)

Sec. 19a-36-A13. Control of tuberculosis

(@) When alicensed physician or hospital superintendent has reported a case of
tuberculosis and has agreed to assume the responsibility for the proper instruction
of the patient and the taking of measures necessary for the protection of others, the
local director of health need not take action other than that prescribed by sections
19a-262 to 19a-264, inclusive, of the general statutes.

(b) When such patient, while in an infectious state, neglects or refuses to follow
the prescribed instructions or discontinues treatment, the physician or superintendent
shall immediately notify the local director of health.

() When a physician or hospital superintendent has declined to assume such
responsibility, the local director of heath shall supply the affected person with
printed instructions and take such other action as may be necessary and proper for

the protection of the public health.
(Effective October 25, 1989)

Sec. 19a-36-A14. Control of refractory persons affected with tuberculosis

When it comes to the attention of a local director of health that a person is
affected with tuberculosis and is a menace to the public health or is likely to
jeopardize the health of any person or persons in or on the premises occupied or
frequented by the affected person, he shall immediately investigate and shall take
proper measures to prevent the spread of such disease for the protection of the
public health and, if necessary, may cause the removal of such person to an isolation
hospital or other proper place, there to be received and kept until he is no longer
a menace to the public health.

(Effective October 25, 1989)

Sec. 19a-36-A15. Control of venereal disease

(@) When alicensed physician or hospital superintendent has reported a case of
gonorrhea or syphilis and has agreed in writing to assume the responsibility for the
proper instruction of the patient, the local director of health shall supply such
physician or hospital superintendent with printed instructions for such patient.
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(b) When such patient, while in an infectious state, neglects or refuses to follow
the prescribed instructions or discontinues treatment, the physician or superintendent
shall immediately notify the local director of health.

(©) In investigating cases or suspected cases of the above-mentioned diseases,
the local director of health shall treat al information as confidential, but such course

shall not preclude the making of reports to the state department of health.
(Effective October 25, 1989)

Sec. 19a-36-A16. Control of refractory persons affected with venereal
diseases

When it comes to the attention of a loca director of health that a person is
affected with or presumably affected with gonorrhea or syphilisin any form and is
likely to jeopardize the health of any person or persons in or on the premises
occupied or frequented by the affected person, the local director of health shall
immediately investigate and shall take proper measures to prevent the spread of
such disease for the protection of the public health, and he shall direct such person
to report regularly for treatment to a licensed physician or to a public clinic, there
to be treated until such person is free from infectious discharges. If such person,
in the opinion of the local director of health, is a menace to the public health, the
local director of health shall order the removal of such person to an isolation hospital
or other proper place, there to be received and kept until he no longer is a menace
to the public health; or the local director of health shall adopt such other measures

as he may deem necessary to protect the public health.
(Effective October 25, 1989)

Sec. 19a-36-A17. Observance of quarantine and instructions

Every person who is affected with a communicable disease, who is a carrier or
who is suspected of having come in contact, directly or indirectly, with a case of
communicable disease shall strictly observe and comply with all orders, quarantine
regulations and restrictions given or imposed by the local health authority or the

state commissioner of health in conformity with law.
(Effective October 25, 1989)

Sec. 19a-36-A18. Control of quarantine area

No person other than the attending physicians and authorized attendants shall
enter or leave, and no one except the local director of health or his representative
shall permit any other person to enter or leave, any room, apartment or premises
quarantined for a communicable disease, nor shall any person needlessly expose a
child or other person to acommunicable disease. No person shall remove any article
from a quarantined area without permission of the local director of health. Thelocal
director of health shall report immediately to the state commissioner of health, by
telegraph or telephone, the name, address, probabl e destination and route of departure
of any person who was under control for a reportable disease and who has Ieft his

jurisdiction without his consent.
(Effective October 25, 1989)

Sec. 19a-36-A19. Duty of local director of health to quarantined persons
in need
When a person under quarantine is, in the opinion of the local director of health,
unable to obtain medical care, food or other actual necessities, the local director of
health shall report his findings to the proper town, city or borough authority. If such
town, city or borough authority fails to supply at once the needed care, the local
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director of health shall supply such quarantined person with medical attention, food
or other actual necessities, and the expense incurred in performing such duty shall
constitute a legal expense of the local director of health and shall be paid according
to state statute.

(Effective October 25, 1989)

Sec. 19a-36-A20. Preventing spread of disease by common carriers

In the event of the epidemic prevalence of a communicable disease, when a
written declaration to that effect has been made by the state commissioner of health,
any person, firm or corporation operating any common carrier within the state, or
in the waters thereof, shall comply strictly with any order issued by the state
commissioner of health for the purpose of preventing the introduction into the state,
or the transmission from one point to another within the state, of any person or

persons, animals, insects or materials likely to convey the disease.
(Effective October 25, 1989)

Sec. 19a-36-A21. Food and food handlers restricted

When a case of any of the reportable diseases listed pursuant to section 19a-36-
A2 occurs on the premises where milk or food is produced, kept, handled or sold,
the local director of health shall institute such measures as he deems necessary to
prevent the spread of such disease and to protect such foods from being contaminated;
and he shall require all uninfected persons who reside in an apartment or dwelling
where any such disease exists, and who handle milk or food elsewhere, to remain
away from such abode as long as the disease is present.

(Effective October 25, 1989)

Sec. 19a-36-A22. Use of milk, food and water containers restricted

The local director of health in charge of a case or a suspected case of a communica-
ble disease that may be conveyed by milk, food or water shall forbid the return of
any container to the distributor when such container has been within a quarantined
area, or has been handled or presumably handled by anyone in attendance upon a
person affected or believed to be affected with such disease, until such empty
container has been sterilized by boiling water or by live steam, or in any other

manner satisfactory to the local director of health.
(Effective October 25, 1989)

Sec. 19a-36-A23. Regulation of traffic in psittacine birds

(a) As used in this section: ‘‘Psittacine birds’’ means, unless otherwise specified,
all birds commonly known as parrots, macaws, cockatoos, lovebirds, parakeets,
cockatiels and all birds of the order psittaciformes.

(b) Any person or entity that imports, purchases, breeds, sells, exchanges, barters,
gives away or otherwise deals in psittacine birds shall keep records of such transac-
tions embodying information required by the Department of Public Health. For each
bird, records shall include:

(1) The date of bird’s arrival on premises;

(2) A description of the bird (i.e.: species, common name, variety);

(3) The unique identifier consistent with the leg band or microchip;

(4) The name, address and phone number of the prior owner of the bird; and

(5) The date and a description of the final disposition. If the final disposition is
a change of ownership, the records shall also include name, address and phone
number of the person accepting ownership of the bird.
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Such records shall be open for inspection by the local director of health, a
representative of the Department of Public Health, a local animal control officer,
or a representative of the state Department of Agriculture. The records shall be kept
for the period of time commencing on the date of the bird’s arrival on the premises
and continuing until two years following the date of final disposition of such bird.

(c) Except as provided for in subsection (d) of these regulations, all psittacine
birds, except parakeets, that are imported, purchased, sold, exchanged, bartered or
given away shall be banded with a metal leg band that has a diameter adequate for
the species. Said band shall contain a unique identifier for each individual psittacine
bird. The leg band design may be closed, or opened (seamed) provided that it is
tamper evident. This subsection shall not prohibit the use of a unique identifier
for parakeets.

(d) A microchip that includes the unique identifier for each individual psittacine
bird may be used in place of a leg band. An appropriate microchip reader shall be
available at any pet shop licensed pursuant to section 22-344 of the Connecticut
General Statutes where a psittacine bird is normally kept.

(e) Any psittacine bird imported into Connecticut shall be accompanied by a
health certificate signed by a veterinarian licensed in the state or country of origin
certifying that such psittacine bird was healthy before shipment and had no known
exposure to avian chlamydiosis in the 60 days preceding the date of issuance of
the health certificate. The certificate shall include the date of veterinary inspection,
and for each psittacine bird the description (i.e. species, common name, variety),
and source including name, address, and phone number of the prior owner. The
unique identifier as it appears on the leg band as described in subsection (c) of
these regulations or the microchip as described in subsection (d) of these regulations
shall be present on either the health certificate accompanying the psittacine bird or
a document attached to the health certificate. If the unique identifier is located on
a document attached to the health certificate, the health certificate shall indicate
where on the attached document the unique identifier is located.

(f) The breeder of any parakeet imported, purchased, sold, exchanged, bartered
or given away shall be indicated on either:

(1) A metal leg band that has a diameter adequate for the species that may be
closed, or opened (seamed) provided that it is tamper evident; or

(2) A microchip provided that an appropriate microchip reader shall be available
at any pet store licensed pursuant to section 22-344 of the Connecticut General
Statutes where a parakeet is normally kept.

Such breeder shall also be identified on records required pursuant to subsection
(b) of this section and the health certificate required pursuant to subsection (e) of
this section except that on any document where said subsections require a unique

identifier the name of the breeder shall be included in lieu thereof.
(Effective October 25, 1989; amended January 3, 2011)

Sec. 19a-36-A24. Distribution and use of microbial agents for control of ani-
mal life
Microbial agents capable of producing disease in man shall not be sold, distributed

or used for the control or destruction of any form of animal life.
(Effective October 25, 1989)

Sec. 19a-36-A25. Laboratories to register

Any person, firm or corporation, or the duly authorized agent thereof, operating
or maintaining a laboratory in which there is made any examination, determination
or test specified in section 19a-36-A26, shall register such laboratory with the state



Sec. 19a-36 page 15 (2-11)
Department of Public Health § 19a-36-A26

department of health before any such examination, determination or test is made.
The carrying on of any of the examinations, determinations or tests specified in

said section shall be deemed the operating or maintaining of a laboratory.
(Effective October 25, 1989)

Sec. 19a-36-A26. Registration required when. Exemptions

(a) Except for laboratory work of the types hereinafter exempted, registration is
required for any of the following laboratory procedures:

(1) Those which utilize any living agent capable of causing human infections or
reportable disease of man, or which are used to secure evidence bearing upon the
presence or absence of such living agents or the illnesses caused;

(2) those used to determine the sanitary quality of water or the amount of pollution
therein or to control and evaluate the effectiveness of water treatment;

(3) those performed on sewage, sewage effluent or sewage sludge in connection
with investigation of sources of pollution, problems of sewage disposal or effective-
ness of sewage treatment;

(4) any examination, determination or test performed on any sample of milk,
cream, frozen dessert, milk product or milk beverage or of any container or package
used or intended to be used for holding any such product;

(5) those used to determine the sanitary quality of any substance used as a food,
or as an ingredient of food or as a container for food, or to determine whether or
not such substance may be harmful to health;

(6) those performed on any material or substance for the purpose of determining
the effectiveness of sanitation in the establishment serving food or beverages to
the public;

(7) those performed on air or materials contributing substances to the air which
may be prejudicial to health, except those performed for routine operational control
or maintenance purposes.

(b) Laboratories performing any of the work specified above shall be exempt
from the requirements of this section only when all such work is done under one
or more of the following conditions:

(1) When laboratory findings are obtained in a laboratory facility and service
maintained by a licensed practitioner of a healing art exclusively for the examination
of his own patients within the scope of his license to practice;

(2) when the laboratory has been established as an agency of the state or federal
government for the purpose of providing data for state or federal officials in the
enforcement of the dairy and pure food and drug laws;

(3) when laboratory work is confined to butter fat tests on milk and cream for
use in determining payment to producers of such products under provisions of the
general statutes;

(4) repealed, March 23, 1976;

(5) when laboratory findings are obtained on materials derived from animals in
a laboratory facility and service maintained by a veterinarian licensed to practice
in Connecticut performing laboratory examinations exclusively on animals under
his or her care and treatment.

(c) When the laboratory work consists solely of those tests necessary to control
the operation of water treatment plants under the supervision of operators whose
qualifications have been approved by the state department of health or of sewage
treatment plants under the supervision of operators whose qualifications have been
approved by the state department of environmental protection, upon recommendation
of the division of environmental health services in the former case or the state
department of environmental protection in the latter case, the department shall grant
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registration without approval as provided in section 19a-36-A33 solely for the
purpose of allowing such operators to perform those tests as shall be required for
the control of treatment. Such granting of limited registration or renewal thereof
may be made by the department without prior inspection or investigation of facilities,

personnel, equipment and proficiency.
(Effective October 25, 1989)

Sec. 19a-36-A27. Application for registration or reregistration

(a) Application for registration shall be made on forms provided for the purpose
by the state department of health and shall set forth clearly essential information
concerning the laboratory, including its name, its location, the name of the person,
firm or corporation owning or operating it, and such additional information as the
state department of health may at any time deem necessary regarding the tests to
be made, the housing, equipment and personnel of the laboratory. As part of the
application for registration, the owner of the laboratory, or his duly authorized agent,
shall designate a person to be in charge of the laboratory and shall agree to notify
the state department of health in writing before any change in status of the person
in charge or removal of the laboratory to new quarters is made.

(b) In a similar manner, application for reregistration of such laboratory shall be
made (1) biennially within thirty calendar days prior to expiration of the registration
then current, (2) before the laboratory is moved to new quarters, (3) whenever a
change in status of the person designated to be in charge is about to be made or
(4) whenever registration has lapsed for any cause.

(Effective October 25, 1989)

Sec. 19a-36-A28. Conditional permission to operate laboratory

The state department of health may extend conditional permission to operate an
unregistered laboratory for a period not to exceed thirty days pending completion
of investigation or carrying out of conditions imposed prior to registration or reregis-
tration.

(Effective October 25, 1989)

Sec. 19a-36-A29. Granting of registration

Registration or reregistration of a laboratory will be granted only after the state
department of health has determined by inspection and investigation that no condition
or circumstance exists which would, in the opinion of the state department of health,

cause the laboratory to be operated in a manner prejudicial to the health of the public.
(Effective October 25, 1989)

Sec. 19a-36-A30. Suspension or revocation of registration

Registration of a laboratory may be suspended at any time when investigation
has shown that the registration agreement has been violated or that the laboratory
is being operated in a manner which may be prejudicial to the health of the public.
Registration may be revoked for such cause after notice to and hearing of the

parties interested.
(Effective October 25, 1989)

Sec. 19a-36-A31. Inspections and investigation by state department of health

Representatives of the state department of health shall be granted reasonable
access to laboratory quarters and records for inspection and investigation. Whenever
necessary to evaluate the accuracy of any type of laboratory work done in a laboratory
which is registered or has applied for registration, said department will require
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technical reviews of procedures used or submit a reasonable number of suitable

specimens or samples and require reports thereon.
(Effective October 25, 1989)

Sec. 19a-36-A32. Prohibition of transmission of material to unregistered labo-
ratory

No person, firm or corporation shall, without approval in writing from the state
department of health, maintain, conduct or operate a station or office for the reception
from the public of materials to be transmitted to a laboratory for the making of any
clinical, medical, or sanitary laboratory examination, determination or test except
when the laboratory in which the work is to be done is currently registered with
the state department of health or is exempt from registration requirements, as pro-
vided for in section 19a-36-A26.

(Effective October 25, 1989)

Sec. 19a-36-A33. Requirements and standards for approval

(a) The department of Public Health will approve registered laboratories only
under the following circumstances:

(1) When such approval is sought in order to comply with provisions of the general
statutes or the public health code of Connecticut making approval a prerequisite for
the performance of laboratory tests for the purposes specified therein;

(2) When laboratory tests for the diagnosis of reportable diseases of man are to
be made in a laboratory serving a hospital, or

(3) Whenever the department of Public Health deems that the application of
standards for approval of a laboratory would be in the interests of the public health.
When any of the foregoing conditions exist, the person in whose name a laboratory
is registered may apply to the department of Public Health for approval of such
laboratory to perform one or more examinations, determinations or tests specified
in section 19a-36-A26 of the Regulations of Connecticut State Agencies. If after
inspection and investigation such laboratory is found to conform to the requirements
and standards for approval that are required by said department, the laboratory may
be designated as an approved laboratory to perform examinations, determinations
or tests specified. In recognition thereof the department shall issue a certificate of
approval in the name of the individual who is designated by the owner of the
laboratory, or by his authorized agent, to be the individual in charge of the work
for which approval is requested.

(b) Requirements and standards for approval of laboratories shall be based upon
the ability and qualifications, as determined by investigation or examination, of the
individual designated by the owner to be in charge of the laboratory and to the
extent deemed necessary at any time of persons performing the examinations, deter-
minations or tests; upon the standards and agreements set forth in section 19-4-1
of the Regulations of Connecticut State Agencies; and upon agreement on the part
of the individual in charge to adhere to the standards upon which approval is based
for making the specified examinations, determinations or tests. Approval shall lapse
at any time that registration has expired or approval may be revoked or suspended
at the discretion of the department of Public Health if at any time the standards of
performance are found to be below that required. Certificates of approval shall
expire at the end of each registration period and shall be returned at any time if
revoked or suspended.

(c) Environmental laboratories, as defined in section 19a-29a (a) of the Connecticut
General Statutes, located outside of the geographical boundaries of Connecticut
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must be approved to test samples that have originated in the state of Connecticut.
For the purposes of this section:

(1) ““Matrix’’ means the component or substrate (e.g. drinking water, wastewater,
soil) which contains the analyte of interest.

(2) ““‘Analyte’” means the substance being measured in an analytical procedure.

(3) ““Primary accrediting authority’’ means the agency or department designated
at the Territory, State or Federal level as the recognized authority with responsibility
and accountability for granting approval for determination of a given analyte in a
given matrix for an environmental laboratory.

(A) In order to obtain approval, an applicant shall complete an application for
registration in accordance with section 19a-36-A27 of the Regulations of Connecticut
State Agencies, remit a biennial fee of $1000.00 as specified in section 19a-29a (c)
of the Connecticut General Statutes, and it must be established that:

(i) The laboratory is certified or approved by its primary accrediting authority
for the analytes and matrices for which approval is requested, and the certification
standards of the primary accrediting authority are equivalent to or exceed Connecti-
cut’s standards, and;

(i1) The requirements of section 19a-36-A62 of the Regulations of Connecticut
State Agencies regarding qualifications of the director are complied with.

(B) For analytes and/or matrices for which the primary accrediting authority does
not have a Connecticut equivalent certification, the Department of Public Health
may approve the laboratory based on its certification or approval in a Territory,
Federal, State or other nationally recognized program whose standards are equivalent
to, or exceed Connecticut’s standards, such as, but not limited to, the National
Environmental Laboratory Accreditation Program.

(C) An approval shall automatically expire:

(1) Upon a change in the ownership of the laboratory, unless 30 days in advance
of the transfer, a new completed application is received by the department. In such
case the Department of Public Health shall grant conditional permission to operate
the laboratory for 30 days or until the department either approves or disapproves
the new application, whichever is sooner, in accordance with section 19a-36-A28
of the Regulations of Connecticut State Agencies.

(i) Upon any change in the information in the laboratory application, unless
within two weeks of said change, a new appropriately updated application is received
by the department. In such case the department shall grant the laboratory conditional
permission to operate for 30 days or until the department either approves or disap-
proves the new application, whichever is sooner, in accordance with section 19a-
36-A28 of the Regulations of Connecticut State Agencies.

(iii) Upon a change in the director of the laboratory, unless a new director is
hired by the laboratory owner and approved by the department within 30 days after
the termination of the previous director.

(D) If the certification of the laboratory, upon which the department bases its
approval, is suspended or revoked, the approval of the department is automatically
and immediately likewise suspended or revoked. An out of state laboratory must
notify the department in writing of any changes in its certification within 14 days
of said change.

(E) The owner shall maintain the current address of its laboratory with the
department. Any notice with respect to the operation of the laboratory sent to the
owner at the laboratory address on file is effective notice. Service of process by
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the department upon the owner shall be effective when made on the Connecticut

Secretary of State’s Office.
(Effective October 25, 1989; amended October 10, 2006)

Sec. 19a-36-A34. Serologists to be certified

Before any serological test for syphilis may be reported for use or used as an aid
to the diagnosis or the exclusion of syphilis, any person performing such test shall
have demonstrated a standard of proficiency in performing such test which will
fulfill the requirements of the state department of health and such person shall hold
an unexpired certificate to perform such test which shall be issued by the state
department of health subject to revocation for cause and to annual renewal. Serologi-
cal tests performed entirely for instructional, research or experimental purposes and
serological tests performed by a physician for use only in his private practice are
exempted from this requirement.

(Effective October 25, 1989)

Sec. 19a-36-A35. Standard tests for syphilis

A standard laboratory blood test or a standard serological test for syphilis as
required under the provisions of the general statutes or the public acts shall be a
serological test approved by, and performed in a manner that meets the approval
of the state department of health. The following types of tests are so approved:
VDRL slide flocculation, fluorescent treponemal antibody absorption (FTA-ABS),
automated reagin (ART) and rapid plasma reagin (RPR) circle card tests.

(Effective October 25, 1989)

Sec. 19a-36-A36. Funeral directors to report deaths of reportable communi-
cable diseases

Within twelve hours after being called to take charge of a human body dead of
a communicable disease listed pursuant to section 19a-36-A2, the funeral director
shall report the case to the local director of health and the body shall be prepared
for burial in accordance with section 19a-36-A39.

(Effective October 25, 1989)

Sec. 19a-36-A37. Funerals of persons dead of reportable communicable
diseases

Funerals of persons dead of any communicable disease listed pursuant to section
19a-36-A2 shall be conducted in such a manner that the family and public shall
have no opportunity to come into contact with the body.

(Effective October 25, 1989)

Sec. 19a-36-A38. Definitions

The intent and meaning of certain words and phrases as used in sections 19a-36-
A39, 19a-36-A40, 19a-36-A41 and 19a-36-A42 are as follows:

(a) Washed. A dead human body shall be considered as washed when the entire
surface of the body has been bathed with a disinfecting solution.

(b) Embalmed. A body shall be considered embalmed when it has had injected
into the circulatory system embalming fluid in an amount not less than five per
cent of the body weight and when such cavities have been injected as may be
necessary to properly preserve the body and render it sanitary.

(c) Wrapped. A body shall be considered as wrapped when it has been bandaged
with five thicknesses of cloth saturated with a disinfecting solution, provided, when
a body has been embalmed, the face, arms and hands need not be so bandaged.
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(d) Embalming fluid. For the purposes mentioned in section 19a-36-A40, an
embalming fluid shall be a fluid containing not less than four per cent formaldehyde
gas by weight.

(e) Disinfecting solution. A disinfecting solution shall be an aqueous solution
containing not less than five per cent of phenol by weight, a 1-500 solution of
bichloride of mercury or such other solution as shall be equivalent to five per cent
phenol in germicidal action when tested in the presence of organic matter by a
method and in a laboratory that has met the approval of the state department of
health for that purpose, provided such other solution shall have been approved in
writing by the commissioner of health. The active ingredients shall be named on
the label of any package or container in which a disinfecting solution is offered
for sale.

(Effective October 25, 1989)

Sec. 19a-36-A39. Preparation for burial of persons dead of reportable com-
municable diseases

Human bodies dead of any communicable disease listed pursuant to section 19a-
36-A2 shall be prepared for burial by being washed with a disinfecting solution or

embalmed or wrapped.
(Effective October 25, 1989)

Sec. 19a-36-A40. Transportation of dead bodies

(a) Dead human bodies to be transported by common carrier shall be embalmed
or wrapped and then enclosed in a casket, and outside box or, in lieu of such double
container, be enclosed in an impervious container acceptable to the commissioner
of health.

(b) Dead human bodies to be removed from the place of death to another location
for preparation shall be temporarily prepared by enclosing in an impervious con-
tainer. The licensed embalmer having charge of such a body may sign the certificate
required in section 7-62 of the general statutes, but in so doing, such licensed
embalmer obligates himself to further prepare the body as required by section 19a-
36-A39 as soon as practicable after arrival at his regular place of business.

(c) The impervious containers mentioned in subsections (a) and (b) of this section

shall be cleansed and washed with a disinfecting solution after each use.
(Effective October 25, 1989)

Sec. 19a-36-A41. Disinterment permits

Embalmed bodies which have been placed in receiving vaults shall not be regarded
the same as disinterred bodies until after the expiration of thirty days. All bodies
remaining in a receiving vault over thirty days shall be treated the same as disinterred
bodies. The above shall not apply during winter months to embalmed bodies which
are to be buried in any cemetery in Connecticut before the first of June following
the date in which they are placed in such receiving vault, but permits may be granted

for removal and burial the same as if burial were made immediately after death.
(Effective October 25, 1989)

Sec. 19a-36-A42. Care in handling bodies dead of a communicable disease

Any licensed embalmer who has in charge the preparation of a body dead of a
communicable disease shall take the necessary precautions to prevent the spread of
infection, and such licensed embalmer shall instruct the owner of the building or
the family in which the death occurs, or both, that it is unlawful to remove any
infectious material, clothing, instrument or thing until thoroughly disinfected by
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combustion, by boiling for at least ten minutes or by thorough saturation or immersion

in a disinfecting solution for at least two hours.
(Effective October 25, 1989)

Sec. 19a-36-A43. Sanitation of buildings, equipment and instruments

All buildings occupied or used and all equipment and instruments used or owned
by funeral directors or licensed embalmers shall be kept in a sanitary condition

acceptable to the state department of health.
(Effective October 25, 1989)

Sec. 19a-36-A44. Inspection of buildings, equipment and instruments

The state department of health may, at any time, make an inspection of the
buildings occupied or used or the equipment or instruments owned or used by
funeral directors or licensed embalmers in the discharge of their business. When
such buildings, equipment or instruments are found to be in such an insanitary
condition as to be detrimental to the public health, and when it also is found that
such buildings, equipment or instruments are owned or used by a licensed embalmer,
such fact shall be reported to the state board of examiners of embalmers and funeral
directors with the recommendation that the license be not renewed to the licensed
embalmer who owns or operates such insanitary place of business.

(Effective October 25, 1989)

Sec. 19a-36-A45.

Repealed, April 20, 1995.

Sec. 19a-36-A46. Sale of turtles

(1) No live turtle shall be sold in Connecticut until examination in the laboratory
of the state department of health of three specimens of water from the tank in which
the turtle is kept, taken not less than forty-eight hours apart by a representative of
either a local health department or state department of health fails to show the
presence of salmonella organisms. (2) Should a single such examination show the
presence of salmonella organisms all turtles in the tank shall be destroyed. (3)
Persons who import, purchase, sell, exchange, barter, give away or otherwise deal
in turtles shall keep records of such transactions embodying information required
by the state department of health for a mininum period of two years, which records
shall be open for inspection by a representative of the local director of health or
the state department of health. (4) In any location where turtles are offered for
sale the vendor shall post warnings which adequately inform the public that the

transmission of salmonella disease by turtles is possible.
(Effective October 25, 1989)

Sec. 19a-36-A47. Plasmapheresis centers and blood collection facilities: Defi-
nitions

For the purposes of sections 19a-36-A47 to 19a-36-AS55 inclusive, the following
definitions shall apply:

(a) ‘‘Advisory Committee on Plasmapheresis and Blood Banking’’ means a group
of consultants, appointed by the state commissioner of health and serving in a
voluntary capacity, to advise the department of health on matters relating to the
regulation of plasmapheresis and blood banking. Two of the consultants shall be
physicians licensed to practice in Connecticut who are in charge of blood banking
facilities in hospitals licensed in accordance with sections 19a-A490 to 19a-A503
of the general statutes; one shall be a physician licensed to practice in Connecticut
who is associated with or employed by a plasmapheresis or blood banking center
which is not a part of a licensed hospital; one shall be a physician who is licensed
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to practice in Connecticut, is board-certified in clinical pathology, and is the director
of a hospital laboratory registered and approved in accordance with sections 19a-
36-A25 to 19a-36-A35 and section 19-4-1 of the public health code; and one shall
be a licensed physician who is not associated with a plasmapheresis center or blood
banking facility. The commissioner of health, if he deems it necessary, may appoint
additional consultants to this advisory committee.

(b) ““‘Department’’ means the state department of health.

(c) “‘Director’” means the person designated by the registrant to be responsible
for the daily technical and scientific operations of the plasmapheresis center or blood
banking facility including the choice and application of methods, daily technical and
scientific operations, donor selection and care, phlebotomies, and reintroduction of
red cells as appropriate.

(d) ““Center’’ means any area where plasmapheresis, plateletpheresis or blood
banking operations are conducted.

(e) ‘‘Plasmapheresis Center’’ means any area where blood is removed from a
human being to obtain plasma, its components, or the non-erythrocytic formed
elements with subsequent reinfusion of the red cells into the donor.

(f) ‘“‘Blood Collection Facility’” means any area where blood is removed from
a human being for the purpose of administering said blood or any of its components
to any human being.

(g) ““Owner’” means any individual, firm, partnership, association, corporation,
the State of Connecticut, or any municipality or other subdivision thereof, or any
other entity whether organized for profit or not.

(h) ‘‘Registrant’” means the person in whose name the registration is granted.
The registrant shall be the owner, if the center is owned by a single individual, or
a responsible officer or representative when the center is owned by a group, partner-
ship, firm, corporation, or governmental agency.

(1) ““‘Specimen’” means material derived from a human being or body.

() “‘Donor’’ means any person, whether for profit or not, who submits to plasma-
pheresis or allows a unit of blood more or less to be taken from his or her body
for the purpose of transfusion or preparation of blood derivatives or components.

(k) ““Unit”’ means 450 milliliters of blood more or less.

() “‘Transfusion’’ means the intravenous administration of whole blood, packed
red blood cells, plasma, and other blood components, fractions, or derivatives to a
human being.

(Effective October 25, 1989)

Sec. 19a-36-A48. Registration of a plasmapheresis center and/or blood collec-
tion facility

(a) The owner or duly designated registrant shall apply to the department for
registration of the center or renewal thereof on forms provided for that purpose by
the department. No procedures shall be performed therein until the registrant has
been notified by the department that registration is in effect. No such procedures
shall be performed after registration has expired or has been suspended or revoked
as provided herein until such registration is renewed or reinstated.

(b) In applying for registration, the applicant shall set forth the name and location
of the center, a complete statement of its ownership, the name and qualifications
of the director, the procedures for which registration is sought and such other
information as to quarters, facilities, personnel and proposed operations as the
department may require. In the application for registration or renewal thereof, the
registrant and director shall agree to abide by all general statutes, regulations and
administrative directives pursuant thereto.
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(c) Prior to registration, the owner shall cause the quarters, facilities and records
of the center to be made available for inspection upon request of a representative
of the department and shall cooperate with such representative by furnishing informa-
tion in any pertinent investigation or inspection. The commissioner or his designee
shall inspect each center at least once every twelve months unless the commissioner
elects to accept an inspection report from the American Association of Blood Banks
in lieu of one annual departmental inspection during any two year period. For the
purpose of this subsection, representatives of the department shall have the right of
entry into the premises of the center at any time during the hours of operation.

(d) The duration of each registration shall be set at the discretion of the department
but no longer than two years from its effective date. The terms of registration or
renewal thereof may restrict the scope of operations or establish a time limit for
the owner to carry out recommendations based upon inspection or investigation. In
all cases, application for renewal of registration shall be made as follows: (1) within
thirty calendar days prior to the expiration of the registration then current; (2) before
any change in ownership or change in director is made; (3) prior to any major
expansion or alteration in quarters in an existing location; and (4) prior to removal
of the center to new quarters. Registration or renewal thereof shall not be effective
until the registrant is so notified.

(e) A Connecticut registration number will be assigned to the center by the
department upon initial registration.

(f) A mobile or temporary blood collection facility shall not require registration
provided that the person or organization conducting said facility is otherwise regis-
tered in this state in accordance with these regulations.

(g) Additional blood collection facilities shall not require separate registration
provided that the person or organization conducting such facilities is otherwise
registered in accordance with these regulations and has filed with the department

a list of all permanent locations.
(Effective October 25, 1989)

Sec. 19a-36-A49. Denial, suspension or revocation of registration

(a) Registration of a center shall be denied, revoked, suspended, limited, or
renewal thereof denied for knowingly:

(1) making false statements of material information on an application for registra-
tion or renewal thereof or any other documents required by the department;

(2) permitting unauthorized persons to perform any medical or technical proce-
dure such as but not necessarily limited to: plasmapheresis, phlebotomies, and
medical history interviews;

(3) demonstrating incompetence in the performance of any procedure;

(4) performing a procedure for which registration has not been granted;

(5) lending the use of the name of the registered center or its personnel to an
unregistered center;

(6) operating a program of mobile or permanently fixed collection stations without
prior written approval from the department; and

(7) operating the center in a manner which is deemed prejudicial to the public
health.

(b) At the discretion of the commissioner of health, the registrant may be directed
by written notice to appear not less than ten days after receipt of such notice at a
hearing before said commissioner or his agent to show cause why registration should
not be denied, suspended, or revoked. When in the judgment of the commissioner
of health, conditions so warrant, suspension of the registration may be invoked
without prior hearing if the continued operation is prejudicial to the public health.
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Revocation of a suspended registration will become effective within thirty days
after suspension unless otherwise ordered by the commissioner of health. Prior to
revocation, the registrant may request a hearing before the commissioner of health
or his agent to petition for reconsideration stating upon what grounds such petition
is based.

(Effective October 25, 1989)

Sec. 19a-36-A50. Qualifications of director

No person shall be the director of a center unless said person is a physician
licensed to practice in Connecticut who is board-certified in clinical pathology or
blood banking by the American Board of Pathology, or has received a minimum
of one year of specialized training in blood banking, or has equivalent experience

and training acceptable to the department.
(Effective October 25, 1989)

Sec. 19a-36-A51. Responsibilities of registrant and director

(a) The registrant shall be responsible to ensure that the center is at all times
under the direction of a director acceptable to the department as set forth in section
19a-36-A50. Whenever the designated director is to be on leave from his duties for
more than thirty calendar days, the registrant shall so notify the department in
advance in writing and shall designate, subject to departmental approval, an interim
director of the center. The registrant shall notify the department in advance whenever
the designated director is about to sever connection with the center.

(b) The registrant and director shall, if different persons, be jointly and severally
responsible for the operation of the center in compliance with sections 19a-36-A47
to 19a-36-AS55 inclusive, and with any other pertinent regulatory and statutory
requirements.

(c) The director shall be responsible for the proper performance of all procedures
including phlebotomies, plasmapheresis and all procedures performed by subordi-
nates. He shall be responsible for the continuous application of quality control
procedures to the work in accordance with recommendations and directives of
the department.

(d) Except for illness, vacation, or other justifiable leave, the director shall be
present and in active direction of the center during at least one-half of its normal
working hours each week. When the total normal working hours of a center exceed
thirty hours weekly, a total of fifteen working hours shall satisfy the requirements
of this subsection.

(Effective October 25, 1989)

Sec. 19a-36-A52. Minimum standards for operation of centers

(a) The center shall be operated in compliance with all applicable laws, ordi-
nances, and regulations and with all administrative directives pursuant thereto that
shall be issued by the department.

(b) Quarters in which any procedures are performed or specimens collected shall
be kept free from filth, excessive dirt or other objectionable conditions, shall be
adequately lighted and ventilated, shall be of adequate size and arrangement for the
proper conduct of the work and shall be free from unnecessary safety hazards.

(c) Equipment shall be adequate and in good order at all times as considered
necessary for the proper handling of procedures for which registration may be
granted.
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(d) All persons engaged in the performance of any procedures in the center shall
be qualified to do the work in the opinion of the director subject to appraisal by
the state department of health.

(e) No misrepresentation of the scope of the procedures performed by the center,
or of the qualifications or special abilities of persons associated with the center,
shall be permitted.

(f) No person shall be subjected to plasmapheresis except when a physician

licensed to practice in Connecticut is on the premises.
(Effective October 25, 1989)

Sec. 19a-36-A53. Standards for plasmapheresis and blood collection

The department shall, upon recommendation of the Advisory Committee, establish
such standards as it deems necessary for the performance of plasmapheresis and
phlebotomies. Such standards shall include but may not be limited to: donor selection
requirements, blood container and pilot tube identification, donor arm preparation,
phlebotomy, collection of blood, plasmapheresis, availability of equipment in the
event of donor reaction, processing requirements for donor blood, space and ventila-

tion requirements, and equipment maintenance.
(Effective October 25, 1989)

Sec. 19a-36-A54. Maintenance of records and reports

(a) The medical history and a written record of weight, blood pressure, hemoglo-
bin level (or acceptable alternate test), temperature, pulse, and such other tests as
shall be required shall be maintained for a minimum of one year.

(b) Prior to plasmapheresis, each center shall require positive identification of

the donor.
(Effective October 25, 1989)

Sec. 19a-36-A55. Laboratory tests
Such laboratory tests as deemed necessary in any standards as may be established
pursuant to section 19a-36-A53 shall be performed in a laboratory approved in

accordance with section 19a-36-A33.
(Effective October 25, 1989)

Sec. 19a-36-A56.
Repealed, October 10, 2008.

Environmental Laboratories

Sec. 19a-36-A57. Definitions

As used in sections 19a-36-A57 through 19a-36-A63:

(1) “*‘Advisory committee’” means a group of consultants, appointed by the com-
missioner and serving in a voluntary capacity, to advise the commissioner on matters
relating to the regulation of environmental laboratories.

(2) ““‘Commissioner’’ means the Commissioner of Public Health.

(3) “‘Department’” means the Connecticut Department of Public Health.

(4) “‘Environmental laboratory’’ means any facility or other area defined in

subsection (a) of Section 19a-29a of the Connecticut General Statutes.
(Adopted effective November 29, 1995)

Sec. 19a-36-A58. Identification and tracking of samples

Every sample received in an environmental laboratory for testing shall be num-
bered or otherwise marked so that it may be identified and related to the source
from which it was derived. A dated record of its receipt, disposition and examination
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and of the findings obtained shall be made and kept on file for a minimum of two

(2) years after receipt.
(Adopted effective November 29, 1995)

Sec. 19a-36-A59. Examination of samples

An environmental laboratory shall have available at all times in the immediate
bench area of personnel engaged in examining samples and performing related
procedures within a speciality (e.g., minerals, nutrients, volatile organics, trace
metals) current laboratory manuals or other complete written descriptions and
instructions related to the analytical methods used by those personnel, designated
and dated to reflect the most recent supervisory review. Such manuals shall also
contain information concerning preparation and storage or reagents, standards and

calibration procedures, and pertinent literature references.
(Adopted effective November 29, 1995)

Sec. 19a-36-A60. Referral of samples

(a) An environmental laboratory shall refer samples for testing only to an environ-
mental laboratory that is registered or approved by the department.

(b) An environmental laboratory shall perform at least seventy (70) percent of
those tests for which it has approval and refer out those tests for which approval
has not been granted.

(c) When samples have been referred, reports shall be done by one of the following:

(1) The testing environmental laboratory, with permission from the referring
environmental laboratory, may send test results directly to the person who ordered
the tests.

(2) The referring environmental laboratory shall indicate on the report to the
person who ordered the test the name and address of each environmental laboratory

at which a test was performed.
(Adopted effective November 29, 1995)

Sec. 19a-36-A61. Proficiency testing

(a) An environmental laboratory shall enroll in a proficiency testing program
approved by the department.

(b) An environmental laboratory shall successfully participate in an approved
program for each analyte or test for which it has approval.

(c) The proficiency testing samples shall be examined or tested with the environ-
mental laboratory’s regular workload by personnel who routinely perform the testing
in the environmental laboratory, using methods approved by the department.

(Adopted effective November 29, 1995)

Sec. 19a-36-A62. Qualifications of director

No person shall be a director of an environmental laboratory unless one (1) of
the following qualifications are met.

(a) When microbiology is performed, the director shall have at least:

(1) a baccalaureate degree from an accredited institution including a minimum
of eight (8) semester hours of microbiology; and

(2) a minimum of one (1) year of pertinent experience in environmental micro-
biology.

(b) When chemical analyses are performed, the director shall have at least:

(1) a baccalaureate degree from an accredited institution including a minimum
of eight (8) semester hours of inorganic and/or organic chemistry; and

(2) aminimum of one (1) year of pertinent experience in environmental chemistry.

(Adopted effective November 29, 1995)
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Sec. 19a-36-A63. Advisory committee

The advisory committee shall consist of:

(a) two (2) private environmental laboratory directors;

(b) two (2) public environment laboratory directors;

(c) two (2) members from public water utilities;

(d) one (1) specialist in microbiology from a registered or approved environmen-
tal laboratory;

(e) one (1) specialist in inorganic chemistry from a registered or approved environ-
mental laboratory;

(f) one (1) specialist in organic chemistry from a registered or approved environ-
mental laboratory;

(g) one (1) person who is not a laboratory director and has no financial interest
in any laboratory registered with the department; and

(h) one (1) person who is the owner of an environmental laboratory.
(Adopted effective November 29, 1995)

Clinical Laboratories
Secs. 19a-36-D1—19a-36-D19. Reserved

Sec. 19a-36-D20. Definitions

As used in sections 19a-36-D20 through 19a-36-D39:

(1) “‘Advisory committee’” means a group of consultants, appointed by the com-
missioner and serving in a voluntary capacity, to advise the department on matters
relating to the regulation of clinical laboratories. The advisory committee shall
consist of two hospital laboratory directors who are certified by the American Board
of Pathology in both clinical and anatomic pathology; two private clinical laboratory
directors; and four laboratory specialists specializing in the fields of cytopathology,
clinical chemistry, hematology, and microbiology of which two shall represent
laboratories in hospitals licensed in accordance with chapter 368v of the general
statutes and two shall represent private clinical laboratories; and a physician who
is not a pathologist and who has no financial interests in any laboratory licensed
and/or registered with this department.

(2) ““CLIA’’ means the Federal Clinical Laboratory Improvement Amendments
of 1988, Title 42 Part 493 of the code of federal regulations.

(3) ““Commissioner’’ means the commissioner of public health.

(4) “‘Department’” means the department of public health.

(5) “‘Director’’ means the person designated by the licensee to be responsible
for the daily technical and scientific operations of the laboratory, including choice
and application of methods, supervision of personnel and reporting of findings.

(6) ‘“‘Examination’” means an investigation, all or any part of which is necessary
to obtain an accurate result, which includes the process of instructing the patient,
preparing the specimen collection site, choosing the appropriate collection technique,
obtaining a valid specimen, assuring the patient’s well being, the judicious handling,
transporting and processing of the specimen, and reporting the results in a clear and
concise manner to the practitioner whose order initiated the process.

(7) “‘High complexity tests’” means laboratory tests categorized as high complex-
ity in accordance with CLIA.

(8) “‘Laboratory’” means any clinical laboratory as defined in Section 19a-30 of
the Connecticut General Statutes or other area, except those specifically exempted
by the Connecticut General Statutes, where any type of specimen or material derived
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from a human being or body is examined to obtain findings bearing upon the
presence, absence, prognosis or treatment of disease or upon susceptibility thereto.

(9) ‘“‘Licensee’’ means the person or persons in whose name licensure of a
laboratory has been sought and granted; this shall be the owner if an individual,
the owners if a partnership of two, or a responsible officer of any other group, firm
or corporation owning the laboratory.

(10) ““Moderate complexity tests’’ means laboratory tests categorized as moderate
complexity in accordance with CLIA.

(11) ““Non-waived laboratory tests’’ means moderate and high complexity tests
which are not included in the waived tests as set forth in Title 42 Part 493 of the
code of federal regulations.

(12) ““Owner’’ means any individual, partnership, group, firm or corporation
holding or claiming ownership of or title to a laboratory.

(13) ““Specimen’’ refers only to materials derived from a human being or body.

(Adopted effective June 4, 1996)

Sec. 19a-36-D21. Licensure required

The owner shall apply to the department for licensure of the laboratory or renewal
thereof on forms provided for that purpose. No clinical laboratory tests or examina-
tions shall be performed therein until the licensee has been notified by the department
that licensure is in effect. No such tests or examinations shall be made after licensure
has been suspended or revoked as provided in section 19a-36-D26 of the regulations
of Connecticut State Agencies or after the licensee has voluntarily surrendered its
license, until such licensure is renewed or reinstated.

(Adopted effective June 4, 1996)

Sec. 19a-36-D22. Application for licensure

(a) In applying for licensure, the applicant shall set forth the name and location
of the laboratory, a complete statement of its ownership including the names and
addresses of all owners and the agent for service of process and the agent’s address,
the name of the director, a list of laboratory tests and examinations for which
licensure is sought and such other information as to ownership, quarters, facilities,
personnel and proposed operations as the department may require. Application for
renewal of licensure shall delineate changes made in the preceding licensure period.
When applying for renewal of licensure under this section, the applicant shall
simultaneously apply for renewal of any additional registration required by sections
19a-36-A25 through 19a-36-A33 of the regulations of Connecticut State Agencies,
and such renewal, when granted, shall be considered to be in force for the issuance
of such certificates of approval as are required by section 19a-36-A33 of the regula-
tions of Connecticut State Agencies. The applicant shall, as part of each application,
agree to abide by such standards of operation as are made a part thereof.

(b) The following clinical laboratories are exempt from licensure:

(1) laboratories owned and operated by the United States or any agency of the
federal government;

(2) laboratories that perform tests or examinations for research purposes only;

(3) laboratories that perform tests or examinations for forensic purposes only; and

(4) laboratories that perform tests or examinations that are exempt for CLIA

purposes.
(Adopted effective June 4, 1996)
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Sec. 19a-36-D23. Inspection and investigation

The owner shall cause the quarters, facilities and records of the laboratory to be
made immediately available for inspection upon request of a representative of the
department and shall cooperate with such representative by furnishing information
in any pertinent investigation. Failure to allow the Department to inspect constitutes

cause for revocation of the laboratory’s license.
(Adopted effective June 4, 1996)

Sec. 19a-36-D24. Terms of licensure

The duration of each license shall be set at the discretion of the department, for
a period of not less than twenty-four (24) nor more than twenty-seven (27) months
from its effective date. The terms of licensure or renewal thereof may restrict the
scope of laboratory operations or establish a time limit for the owner to carry out
recommendations based upon inspection and investigation. Initial licensure shall
not be in force until notice of its effective date and term has been sent to the
applicant. Application for renewal of licensure shall be made as follows:

(a) biennially within thirty calendar days prior to expiration of the license then
current;

(b) thirty (30) days before any change in ownership that will result in an actual
change of the licensee of the laboratory or a planned change of director is made; or

(c) thirty (30) days prior to any major expansion or alteration in quarters, which
includes expanding the quarters through construction or relocating the laboratory

testing area to another floor, building or location.
(Adopted effective June 4, 1996)

Sec. 19a-36-D25. Denial of licensure

Whenever inspection and investigation pursuant to an application for licensure
yield evidence leading to a reasonable presumption that requirements of sections
19a-36-D20 through 19a-36-D38 of the Regulations of Connecticut State Agencies,
or of any applicable statute would not or could not be fulfilled, licensure shall
be denied.

(Adopted effective June 4, 1996)

Sec. 19a-36-D26. Suspension or revocation of licensure

(a) Licensure may be suspended or revoked whenever in the judgment of the
commissioner any one of the following conditions exists:

(1) the laboratory has operated in violation of any applicable statute or regulation
or has failed to implement a plan of correction as submitted to the department;

(2) the findings of the laboratory are found, after investigation, to be inaccurate
or unreliable beyond the limits of error inherent in the method and such condition
is not corrected forthwith;

(3) findings have been reported on specimens that were not tested or examined;

(4) the owner has failed to comply with instructions from the commissioner for
the correction of conditions adversely affecting the quality of work;

(5) CLIA certification has been suspended or revoked; or

(6) any other condition of the laboratory that is deemed prejudicial to the pub-
lic health.

(b) At the discretion of the commissioner, the licensee may be directed by written
notice to appear not less than five days thereafter at a hearing before the commissioner
or the commissioner’s designee to show cause why licensure should not be suspended
or revoked. When, in the judgment of the commissioner, conditions so warrant,
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suspension of licensure may be invoked without prior hearing. Revocation of a
suspended license shall become effective within thirty days after suspension unless
otherwise ordered by the commissioner. Prior to revocation, the owner may request

a hearing, stating upon what grounds such petition is based.
(Adopted effective June 4, 1996)

Sec. 19a-36-D27. Connecticut license number

A Connecticut license number, which will be assigned to the laboratory by the
department upon initial licensure, shall be inscribed on all reports, lists of tests, fee
schedules and advertisements of the laboratory.

(Adopted effective June 4, 1996)

Sec. 19a-36-D28. List of tests and fee schedules

A copy of each list of tests and each fee schedule issued by a laboratory shall
be maintained on file at the laboratory and be available to the department upon
its request.

(Adopted effective June 4, 1996)

Sec. 19a-36-D29. Acceptance and collection of specimens

(a) No specimen shall be accepted for analysis or collected by an owner or an
employee of the laboratory except when requested by a licensed physician or other
licensed person authorized by law to make diagnoses.

(b) No person shall be given any parenteral injection for the collection of a
specimen except by a licensed physician or other person so authorized by the
Connecticut General Statutes.

(c) This section shall not prohibit the transmission of specimens collected as
specified in subsection (a) to another licensed laboratory or to a qualified laboratory
exempt from licensure requirements nor shall it prohibit the acceptance of specimens
submitted by a representative of the department for evaluation of testing procedures.

(d) Except for specimens collected by a practitioner of the healing arts or an
employee working under such practitioner’s direction or by an employee of a
hospital or other health care facility licensed in accordance with chapter 368v of
the Connecticut General Statutes, no specimen requiring venipuncture shall be
accepted for analysis unless taken by an employee of a laboratory licensed in
accordance with sections 19a-36-D20 through 19a-36-D38 of the regulations of
Connecticut State Agencies. Any blood collection facility other than the actual
laboratory facility that is used for the collection of specimens by venipuncture shall
be inspected prior to use and a written certificate of approval shall be issued by the
department. The licensee or director of a laboratory shall notify the department in
writing immediately when the operations of an approved blood collection facility
are about to terminate.

(e) An approved blood collection facility shall meet all the requirements set forth
in subsection (b) of section 19a-36-D38 and shall possess as a minimum, a blood
drawing chair or cot acceptable to the department, a telephone, adequate hand
washing and toilet facilities for employees and patients located on the same floor
as the blood drawing facility and a written procedure manual detailing the steps to
be followed in the event of any emergency. Approved blood collection facilities
shall be identified by signs and advertising in a manner which will not suggest that
the facility is a laboratory. No laboratory examinations shall be performed in a
blood collection facility other than the separation of plasma and serum and the
preparative procedures necessary for the blood collection.
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(f) The director of the laboratory of which the approved blood collection facility
is a part shall be responsible for all aspects of the blood collection facility, including
without limitation, physical plant, personnel and processing and transporting speci-
mens. The director or supervisor of the laboratory of which the approved blood
collection facility is a part shall be available to blood collection facility personnel
at all times during operation of the facility for personal or telephone consultation
and shall make on-site monthly inspections of the facility to ensure suitable handling
of patients and specimens and to instruct the employees in such matters and in the
most recent improvements. The director of the laboratory of which the approved
blood collection facility is a part shall establish a protocol for action in cases of
emergency which shall include, without limitation, the immediate availability of a
physician or emergency medical service. Any technical employee of a blood collec-
tion facility shall be proficient in venipuncture, specimen processing as limited by
sections 19a-36-D20 through 19a-36-D38 of the regulations of Connecticut State
Agencies, and emergency procedures required to aid a distressed patient. Each
licensed laboratory shall be limited to six (6) blood collection facilities.

(g) Out-of-state laboratories obtaining specimens in blood collection facilities
located in Connecticut shall meet all applicable requirements in this section. In
accordance with Sections 19a-36-A25 through 19a-36-A33 of the regulations of
Connecticut State Agencies, blood collection facilities shall receive written approval
from the department before any specimens are collected. Said approval may be
revoked by the department at any time in accordance with Section 19a-36-D26 of

the regulations of Connecticut State Agencies.
(Adopted effective June 4, 1996)

Sec. 19a-36-D30. Identification of specimens

Every specimen received for testing shall be numbered or otherwise marked so
that it may be identified definitely and related to the submitting physician and the
patient from whom it was derived. An appropriate, dated record of its receipt,
disposition and examination and of the findings obtained shall be made and kept
on file for a minimum of one (1) year after receipt or in accordance with the CLIA
regulations, Title 42 part 493 of the code of federal regulations, whichever is

more stringent.
(Adopted effective June 4, 1996)

Sec. 19a-36-D31. Examination of specimens

(a) No specimen shall be examined if unsuitable for testing because of improper
collection, improper preservation, apparent spoilage, excessive time lapse between
collection and examination when applicable, or other reasons sufficient to render
the findings of doubtful validity.

(b) No specimen of excised tissue shall be subjected to pathological examination
except by a physician who is licensed to practice medicine in the state in which
the laboratory is located and is certified in anatomic pathology by the American
Board of Pathology or the American Osteopathic Board of Pathology or meets all
of the education, training or experience requirements to take the examination but
has not actually taken and successfully completed the examination. Physicians
qualified under these requirements may delegate the responsibility for examination
and interpretation of histopathology specimens to an individual who is a resident
in a training program leading to certification in anatomic pathology.

(c) No specimen of exfoliated tissue or cells shall be examined except under the
supervision and review of a physician who is licensed to practice medicine in the
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state in which the laboratory is located and meets the personnel qualification stan-
dards specified in the CLIA regulations, Title 42 part 493 of the code of federal
regulations, as applicable. The Commissioner or the Commissioner’s designee may
deem a Connecticut licensed physician who is not certified in anatomic pathology
to be qualified if said physician possesses qualifications that are equivalent to those
required for such certification.

(d) There shall be available at all times, in the immediate bench area of personnel
engaged in examining specimens and performing related procedures within a spe-
cialty (e.g., clinical chemistry, hematology, bacteriology) current laboratory manuals
or other complete written descriptions and instructions relating to the analytical
methods used by those personnel, properly designated and dated to reflect the most
recent supervisory reviews. Such manuals shall also contain information concerning
preparation and storage of reagents, control and calibration procedures, and pertinent
literature references. Textbooks may be used as supplements to such written descrip-
tions but may not be used in lieu thereof. Technical procedures employed in the
laboratory for the processing and examination of specimens shall be performed
according to directions detailed in the laboratory manual. Each laboratory shall
verify or establish performance specifications for any new test method being utilized
including accuracy, precision, reportable range or any other performance characteris-
tic requirements for test performance. If the department deems it necessary, it
shall review the laboratory’s verification or performance specifications on new
methodology to ensure its accuracy, precision, reportable range or other performance
characteristic requirements for test performance.

(Adopted effective June 4, 1996)

Sec. 19a-36-D32. Reports of findings

(a) Laboratory findings on a specimen shall be reported directly to the licensed
provider who ordered the testing pursuant to authority granted to such provider by
chapter 370, 372, 373, 375, 377, 378, 379, 380 or 400j of the Connecticut General
Statutes, and may be provided by laboratories other than the department’s laboratory
to lay persons upon the written request of the provider who ordered the testing.
Laboratories other than the department’s laboratory may also provide findings upon
the written request of providers who did not order the testing, so long as the
requesting provider is also statutorily authorized to order such testing pursuant to
chapter 370, 372, 373, 375, 377, 378, 379, 380 or 400j of the Connecticut General
Statutes, and is providing care to the patient who is the subject of the testing.
Nothing in this section shall prohibit the issuance of reports of laboratory findings
to town, city or state health officials as required by the Regulations of Connecticut
State Agencies or the inspection or impounding of records of such reports by a
representative of the department.

(b) No report shall be worded to convey or simulate a diagnosis or prognosis or
to specify or suggest specific medication, surgical manipulation or other form of
treatment unless signed by a physician licensed to practice in Connecticut or in the
state in which the laboratory performing the examinations is located. This subsection
shall not prohibit the laboratory from furnishing the normal ranges for the methods
of analysis employed in such laboratory nor shall it prohibit the laboratory from
identifying patient values that are outside the normal ranges for the methods of
analysis employed. When the specimen has been referred for examination to an
out-of-state laboratory, the report shall bear or be accompanied by a clear statement
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that such findings were obtained in such laboratory and shall specify its name
and location.
(Adopted effective June 4, 1996; amended October 3, 2005)

Sec. 19a-36-D33. Qualifications of director

No person shall be the director of a clinical laboratory unless he meets the
educational, training and/or experiential requirements identified in this section.

(a) For laboratories performing tests categorized as high complexity, the direc-
tor shall:

(1) be a physician licensed to practice medicine in Connecticut who is certified
in anatomic and/or clinical pathology by the American Board of Pathology or the
American Osteopathic Board of Pathology or meets all of the education, training
or experience requirements to take the examination but has not actually taken and
successfully completed the examination; or

(2) hold an earned doctoral degree in a chemical, physical, biological or clinical
laboratory science from an accredited institution and:

(A) be certified by the American Board of Medical Microbiology, the American
Board of Clinical Chemistry, the American Board of Bioanalysis, the American
Board of Medical Laboratory Immunology or other board deemed comparable by
the Commissioner; or

(B) have at least two (2) years of laboratory training or experience, or both,
and at least two (2) years of experience directing or supervising high complexity
testing; or

(3) have a combination of education, training and experience in the clinical
laboratory specialty, which, in the judgment of the commissioner, qualifies the
individual to direct a laboratory whose services are limited to that specialty.

(b) For laboratories performing tests categorized as moderate complexity, the
director shall:

(1) meet the qualification standards identified in subsection (a) of this section; or

(2) hold an earned doctoral degree in medicine or dentistry or in chemical, physical
or biological sciences from an accredited institution and have at least one (1) year
of experience directing or supervising non-waived laboratory testing; or

(3) have earned a master’s degree in a chemical, physical, biological or clinical
laboratory science or medical technology from an accredited institution and have
at least one (1) year of laboratory training or experience, or both, in non-waived
testing and at least one (1) year of supervisory laboratory experience in non-waived
testing; or

(4) have earned a bachelor’s degree in a chemical, physical or biological science
or medical technology from an accredited institution and have at least two (2) years
of laboratory training or experience, or both, in non-waived testing and at least two

(2) years of supervisory laboratory experience in non-waived testing.
(Adopted effective June 4, 1996)

Sec. 19a-36-D34. Qualifications of other personnel

Clinical laboratory personnel other than the director shall meet the educational,
training and/or experiential requirements identified in this section.

(a) For laboratories performing tests categorized as moderate complexity, person-
nel shall meet the following requirements.

(1) A technical consultant shall:

(A) be a physician licensed to practice medicine in Connecticut who is certified
in anatomic and/or clinical pathology by the Board of Pathology or the American
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Osteopathic Board of Pathology or meets all of the education, training or experience
requirements to take the examination but has not actually taken and successfully
completed the examination; or

(B) hold an earned doctoral or master’s degree in a chemical, physical, biological
or clinical laboratory science or medical technology from an accredited institution
and have at least one (1) year of laboratory training or experience, or both in non-
waived testing, in the designated specialty areas of service for which the technical
consultant is responsible; or

(C) have earned a bachelor’s degree in chemical, physical or biological science
or medical technology from an accredited institution and have at least two (2) years
of laboratory training or experience, or both in the designated specialty or sub-
specialty areas of services for which the technical consultant is responsible.

(2) A clinical consultant shall be qualified to consult with and render opinions
to the laboratory’s clients concerning diagnosis, treatment and management of patient
care and shall:

(A) be qualified as a laboratory director in accordance with Section 19a-36-
D33(a) (1) or (2) (A); or

(B) be a physician licensed to practice medicine, osteopathy or podiatry in Con-
necticut.

(3) Testing personnel shall:

(A) be a physician licensed to practice medicine or osteopathy in Connecticut or
have earned a doctoral, master’s or bachelor’s degree in a chemical, physical,
biological or clinical laboratory science or medical technology from an accredited
institution; or

(B) have earned an associate degree in chemical, physical or biological science
or medical laboratory technology from an accredited institution; or

(C) have earned a high school diploma or equivalent and have documentation of
training appropriate for the testing performed prior to analyzing patient specimens.

(b) For laboratories performing tests categorized as high complexity, personnel
shall meet the requirements identified in subsection (a) of this section or the require-
ments identified in CLIA, Title 42, Part 493 of the code of federal regulations,

whichever are more stringent.
(Adopted effective June 4, 1996)

Sec. 19a-36-D35. Responsibilities of licensee and director

(a) The licensee shall ensure that the laboratory is at all times under the direction
of a director who meets the qualification standards identified in Section 19a-13-
D33 of the regulations of Connecticut State Agencies. Whenever the designated
director is to be on leave for more than thirty (30) calendar days, the licensee shall
so notify the department in advance and shall designate an interim supervisor of
the laboratory who meets the qualifications identified in subsection (c) of this section.
The licensee shall notify the department at least thirty (30) days in advance of any
proposed change of ownership or major expansion or alteration in quarters. At such
time that the director severs connection with the laboratory, the department may
grant permission for the continued operation of the laboratory under an interim
supervisor for not more than six (6) weeks. In extenuating circumstances, permission
to operate longer without a permanent director may be granted subject to conditions
specified in writing by the department.

(b) The licensee and director, if different persons, shall be jointly and severally
responsible for the operation of the laboratory in compliance with sections 19a-36-
D20 through 19a-36-D38 of the regulations of Connecticut State Agencies, and
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with other pertinent regulatory and statutory requirements. They shall advise the
department within seven (7) days of changes in operations or personnel. They shall
submit to the department an annual report on forms provided for the purpose which
shall relate to the numbers and types of laboratory examinations performed during
the preceding year.

(c) The director shall be responsible for the work of subordinates, the proper
management of patient test specimens and records, the proper performance of all
tests in the laboratory, and the continual application of quality control procedures
to the work in accordance with recommendations and directives of the department.
In the absence of the director for any cause, the interim supervisor shall assume
the director’s responsibilities. Such interim supervisor shall meet the qualification
requirements identified in Section 19a-36-D34 of the regulations of Connecticut
State Agencies.

(d) Except for illness, vacation or other justifiable leave, the director shall be
responsible for the overall operation of the laboratory. No person shall act as director

of more than five (5) laboratories.
(Adopted effective June 4, 1996)

Sec. 19a-36-D36. Unethical practices prohibited

(a) Definitions. As used in this section:

(1) “‘Bribe’’ means any valuable consideration given or promised by a laboratory
providing service with a view to influence the behavior of a requester of labora-
tory services.

(2) “‘Fee-splitting inducement’’ means offering or implying a division of payment
in any manner between a requester of laboratory services and the laboratory providing
the service.

(3) ““Fraudulent practice’” means one that involves deceit, trickery or cheating.

(4) “‘Requester of laboratory services’’ means any person, firm, corporation or
other entity that submits specimens, refers specimens for laboratory services or
requests or prescribes laboratory tests.

(b) Permitted practices

(1) Discounts that represent a reduction in rates due to an actual saving to the
laboratory resulting from volume, cost or functional differences may be allowed by
the laboratory. If such discount is allowed, it must be available equally to all users
of the laboratory’s services. A statement of discount policy, if any, shall be clearly
indicated on any and all price lists provided to any user of the laboratory’s services.
A copy of all price lists and fiscal, operating and other business records shall be
submitted to the department upon request and at the time of the biennial renewal
licensing application.

(2) Competitive bids for laboratory services are exempt from the provisions of
subsection (b) (1) of this section. Any agreement resulting from such bidding must
be in the best interest of the patient or consumer.

(c) Prohibited practices: Bribes and fee-splitting inducements are prohibited

(1) The following practices are prohibited as bribes: offering or providing to a
requester of laboratory services office equipment or services of any kind, including,
but not necessarily limited to receptionists, nurses or any other employees, except
as provided in subdivision (2) of this subsection. Also prohibited are cars, trips,
credit cards, or similar favors, free or discounted services to private patients of such
requester of laboratory services to a greater extent than is provided by such requester.

(2) The following practices are excluded from the prohibitions identified in
subdivision (1) of this subsection: the provision of phlebotomists to collect specimens
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to be sent to the laboratory for analysis, the provision of equipment or supplies that
are used solely to collect, transport, process or store specimens or order or communi-
cate the results of tests or procedures for the laboratory or the provision of specimen
collection supplies needed by a physician to obtain and forward specimens for
testing, or goods needed by phlebotomists to service institutions such as nursing
facilities, or to make house calls or visits to other locations as directed by the
requester of laboratory services.

(3) The following are prohibited as fee splitting inducements:

(A) payments of cash by a laboratory to a requester of laboratory services for
referring patients or specimens;

(B) cash rebates for volume of business referred or for a period of time of referral
except as permitted in subsections (b) (1) and (b) (2) of this section;

(C) payments by a laboratory to rent or lease a portion of the facilities of a
requester of laboratory services not related to fair market value of the space or
facilities utilized;

(D) payment of excessive fees to a requester of laboratory services for consultation,
filing forms, providing standby emergency services to laboratory and blood collec-
tion facilities, or other services;

(E) payment of excessive interest by a laboratory on deposits collected for the
loan of laboratory equipment;

(F) the sale of coupons, tickets or booklets, or other variations of prepayments
by requesters of laboratory services that do not result in lower charges to the actual
patient or recipient of laboratory services; and

(G) the purchase of corporation stock, or the purchase or rental of equipment or
other tangible assets at more than fair market value by a laboratory.

(4) The following are prohibited as fraudulent practices:

(A) any written or oral agreement between a clinical laboratory and a requester
of laboratory services that results in utilization of laboratory services in excess of that
needed to provide information for diagnosis, prevention, treatment, or assessment
of health of the patient or recipient of such services or excessive charges for
these services;

(B) any system of billing or accepting payment for laboratory services that does
not accurately identify the laboratory, the requester, the patient or recipient and the
cost of such laboratory services; and

(C) any system of billing for laboratory services or issuance of receipts for payment

that does not accurately indicate the amount and the recipient of such payment.
(Adopted effective June 4, 1996)

Sec. 19a-36-D37. Referral of specimens to out-of-state laboratories

(a) A Connecticut licensed laboratory may refer specimens for testing to an out-
of-state clinical laboratory if the out-of-state laboratory is CLIA certified and is
licensed, certified, registered, or approved in the state in which the laboratory is
located, if applicable.

(b) The Connecticut licensed clinical laboratory shall maintain documentation
which verifies that the out-of-state clinical laboratory, to which specimens are
referred from Connecticut, meets the specimen collection, identification, examina-
tion, and reporting requirements specified in Sections 19a-36-D29 through 19a-36-
D32; the referral requirements specified in subsection (a) of this section; the specimen
collection, identification, urine drug testing, and reporting requirements specified
in sections 31-51t through 31-51z of the Connecticut General Statutes; and the
informed consent, HIV confirmation testing and confidentiality requirements speci-
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fied in sections 19a-581 through 19a-590 of the Connecticut General Statutes if
applicable. This documentation shall be verified as correct on a yearly basis.

(c) The laboratory shall maintain a list of out-of-state laboratories to which
specimens are referred, stating the types of tests or examinations for which such
specimens are submitted, which list shall be available to the department upon

its request.
(Adopted effective June 4, 1996)

Sec. 19a-36-D38. Minimum standards for the operation of private clinical lab-
oratories

(a) The laboratory shall be operated in compliance with all applicable state and
federal laws and regulations, including but not necessarily limited to CLIA Title
42 Part 493 of the code of federal regulations and with all reasonable administrative
directives pursuant thereto.

(b) Quarters in which laboratory work is performed or specimens collected shall
be kept free from filth, excessive dirt or litter or other objectionable condition, shall
be adequately lighted and ventilated, shall be equipped with utilities adequate for
the work, shall be of adequate size and arrangement for the proper conduct of the work
and shall be free from unnecessary safety hazards. Smoking and the consumption of
food or beverages shall be prohibited in those areas where the examination of
specimens is being carried out. No food or beverage shall be stored in a refrigerator
or freezer used for storing patient specimens or potentially infectious materials.

(c) Equipment shall be adequate and in good order at all times as considered
necessary for the proper handling of work for which licensure may be granted.

(d) The laboratory shall at all times be operated under the supervision of a director
or other qualified person acceptable to the department.

(e) No misrepresentation of the scope of laboratory services or of the qualifications

or special abilities of persons associated with the laboratory shall be permitted.
(Adopted effective June 4, 1996)
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Fire Sprinkler Regulations

Sec. 19a-37a-1. Notification of sprinkler installation

Any person engaged in the installation or modification of an automatic fire
extinguishing system in any building served by a public water system, as defined
in subsection (a) of section 25-33d of the General Statutes, shall notify that public
water system of such installation. Such persons shall be subject to al applicable

rules of such public water system.
(Effective March 7, 1989; amended December 5, 2001)
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Birth Certificates: Filing Requirements and Access

Sec. 19a-41-1. Birth certificates: Filing requirements for births occurring
outside of an institution

(a) When a birth occurs outside an institution, as defined in subdivision (2) of
Section 7-47a of the Connecticut General Statutes, the birth certificate shall be
prepared by the physician or nurse midwife licensed pursuant to Chapter 377 of
the Connecticut General Statutes in attendance at or immediately after the birth.
For purposes of this subsection the words ‘‘immediately after’” mean within thirty
(30) minutes. If there is no physician or licensed nurse midwife in attendance at or
immediately after the birth, the father or mother shall complete a draft birth certifi-
cate, also called a worksheet, which he or she may obtain from the town registrar
of vital statistics. The completed certificate of live birth, or worksheet with the
documentation described in this subsection, shall be filed with the registrar of vital
statistics in the town in which the birth occurred or the town in which the newborn
child is first removed from a moving conveyance in accordance with subdivision
(d) of Section 7-48 of the Connecticut General Statutes, not later than ten (10) days
after the birth. Prior to preparation and filing of such certificate, the father or mother
shall verify the fact and circumstances of that birth by providing to the town registrar
of vital statistics documentation of:

(1) proof of pregnancy to include either:

(A) a signed and dated report from either the physician or clinic that provided
prenatal care to the mother; or

(B) notarized affidavits provided by two (2) adults, other than the father and
mother, having firsthand knowledge of the pregnancy; or

(C) a signed and dated report from either the physician or clinic that provided
postpartum care to the mother within twenty-four (24) hours after the birth; and

(2) proof of live birth to include:

(A) a notarized affidavit by the mother attesting to the date, time, and place of
such live birth and, if any other adult witnessed the birth, a notarized affidavit by
one such adult; and

(B) a signed and dated report from either the physician or clinic providing medical
care to the newborn within twenty-four (24) hours after the birth.

(b) When the documents required in subsection (a) of this section are submitted
to the town registrar of vital statistics, such registrar shall either file the certificate
of live birth prepared by a physician or licensed nurse midwife, or prepare the
certificate from the worksheet and file such certificate. It shall be signed by the
person assisting in the delivery of the infant, or, in the absence of such person, the

father or the mother.
(Adopted effective March 4, 1996)

Sec. 19a-41-2. A certified copy of or access to birth certificates

(a) Anyone requesting a copy of, or permission to examine the original or copy
of, a birth certificate or birth record in the custody of any registrar of vital statistics
or the Department of Public Health shall provide proof, as specified in subsection
(b) of this section, that the person is eligible to receive or examine such certificate
or record under Section 7-51 of the Connecticut General Statutes.

(b) The person whose birth is recorded, if over eighteen (18) years of age, or
other requester as authorized by section 7-51 of the Connecticut General Statutes
shall submit a valid, government issued photographic identification that includes
the person’s or requester’s date of birth, signature, and an expiration date. Should
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such photographic identification be unavailable, originals or photocopies of the
following documents shall be substituted for it. Unless otherwise indicated, such
person or requester shall provide the documents listed in two (2) of the following
subdivisions. If a registrar or the department has reason to doubt the authenticity
of a document presented by such person or requester, such registrar or the department
may request any additional document listed in subdivisions (1) to (15), inclusive,
of this subsection:

(1) social security card;

(2) social security card supplemented with either an employment identification
card, a paycheck stub or a W-2 form. Providing the documents in this subdivision
fully satisfies the identification requirements of this section;

(3) automobile registration;

(4) copy of utility bill showing name and current address;

(5) checking account deposit slip or bank statement stating name and current
address;

(6) voter registration card;

(7) valid government issued trade or professional license;

(8) valid government issued firearm permit;

(9) probation documents issued by a court or other government agency, pursuant
to a criminal conviction;

(10) letter from a government agency verifying identity. The letter shall be dated
within six months prior to the date of the request;

(11) release documentation from a correctional institution containing a photograph
of the former inmate and a release date within 12 months prior to the date of
the request;

(12) birth certificate of the requester;

(13) military discharge papers;

(14) current school or college photographic identification; or

(15) government issued photographic identification that has expired within 12

months prior to the date of the request.
(Adopted effective March 4, 1996; amended January 3, 2011)

Sec. 19a-41-3. Belated registration of birth

(a) Any person making an affidavit under Section 7-57 of the Connecticut General
Statutes for the preparation and filing of a belated certificate of birth shall include
the following information on the individual whose certificate is being requested:

(1) first, middle, and last name;

(2) sex;

(3) date of birth;

(4) place of birth;

(A) town;

(B) county; and

(C) hospital name or address of out-of-hospital birth;

(5) mother’s maiden name; and

(6) father’s full name.

(b) A belated registration of birth shall not be prepared for any deceased person.
(Adopted effective March 4, 1996)

Sec. 19a-41-4. Electronic vital records

(a) Definitions. As used in this section:
(1) ““‘Authentication of an electronic vital record’”” means affixing to a vital
record transmitted to the department via an electronic vital records system the user
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identification, password or other means of electronic identification, as incorporated
in the electronic vital records system, of the creator of the record or his designee.
By affixing an assigned user identification, password or other means of electronic
identification, as incorporated in the electronic vital records system, to a record
transmitted electronically to the department, the creator or the creator’s designee
affirms that he or she is the transmitter of the record and that the information
transmitted is authentic. The department may from time to time incorporate in the
electronic vital records system such other means of electronic identification based
on the ability of such means to establish the identity of each user of the system.

(2) “‘Authorized entity’’ means any person, facility or institution, which is author-
ized by the department to transfer an electronic vital record through a controlled
process, including but not limited to the following persons or institutions:

(A) Local Registrars as defined by section 7-36 of the Connecticut General Statutes

(B) Health care facility personnel affiliated with certifying births and deaths

(C) Funeral Directors and Embalmers licensed by the State of Connecticut

(D) Chief Medical Examiner

Authorization shall be approved by the department in writing, on a form supplied
by the department. Upon approval, the department shall provide an authorized entity
with a security identification code and password to access the system. The department
may revoke authorization if it is determined that the authorized entity is not abiding
by the controlled process as described in subsection (c) of this section.

An authorized entity may approve a designated individual to electronically create
and transmit vital records to the department and to the local registrars of vital
statistics. The designee shall be an individual whose regular work duties include
assisting the authorized entity in creating and transmitting vital records. Authoriza-
tion for the designee shall be granted in writing upon a form supplied by the
department. The department shall also sign such form for final approval of the
authorization. Upon approval, the department shall provide the designee with a
security code and user identification code and password to access the system.

(3) ““Commissioner’” means the commissioner of public health.

(4) ““Controlled process’” means a department approved, written administrative
protocol that defines how an authorized entity protects the integrity and confidential-
ity of vital records that are electronically transmitted, and includes the criteria set
forth in subdivision (4) of subsection (c) of this section.

(5) “‘Department’” means the department of public health.

(6) “‘Electronic’’ means relating to technology having electrical, digital, magnetic,
wireless, optical, electromagnetic, or similar capabilities.

(7) ““Electronic signature’” means an electronic sound, symbol, or process attached
to or logically associated with a record and executed or adopted by a person with
the intent to sign the record.

(8) ‘‘Electronic vital record’’ means a vital record created, amended, stored,
generated, received or communicated by electronic means by the department or an
authorized entity.

(9) ““Electronic vital records system’ means a system used by the department
to electronically collect and transmit vital statistics data and which is designed to
ensure that data is not corrupted in the transmission process.

(10) “‘Local registrar of vital statistics’’ means the local registrar of births, mar-
riages and deaths or any local public official charged with the care of returns relating
to vital statistics as defined in section 7-36 of the Connecticut General Statutes.
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(11) “‘Superintendent of registration of vital statistics’’ means the commissioner
of public health as defined in section 19a-40 of the Connecticut General Statutes.

(12) ““Vital record’” means a certificate of birth, death, fetal death or marriage
as defined in section 7-47a(3) of the Connecticut General Statutes.

(b) Applicability

This section applies to the recording, preserving, indexing, amending, reproducing
or transmitting of data, certificates, forms, documents, copies, indices, and files and
the issuance of certified copies of vital records as authorized by Chapter 93 and
sections 19a-40 through 19a-45 of the Connecticut General Statutes.

(c) Electronic Vital Records Allowed

(1) A vital record may be submitted electronically in a retrievable form through
the electronic vital records system.

(2) Any vital record that requires a manual, facsimile or other form of signature
or that is given effect with a manual, facsimile or other form of signature may be
signed or given effect with an electronic signature. Such electronic signature has
the same force and effect as a manual, facsimile or other form of signature.

(3) Only an authorized entity may electronically transmit vital records in this
state. Such entity or its department approved designee, as described in subsection
(a)(2) of this section, shall electronically create and transmit vital records to the
department and to the local registrars of vital statistics.

(4) An authorized entity may create, store, access and transmit any electronic
vital record only through a controlled process. Such process shall ensure the accuracy
and integrity of an electronic record during its creation, storage, usage and transmis-
sion and shall include steps for:

(A) Ensuring that electronic vital records are secure, including a means of estab-
lishing their chain of custodys;

(B) Safeguarding the confidentiality of electronic vital records and preventing
access to them by unauthorized persons;

(C) Detailed record keeping to allow for auditing by and accountability to the
department;

(D) Ensuring that, for each electronic vital record, a single, unique, identifiable
record exists;

(E) Ensuring that electronic vital records may be altered only in accordance with
sections 19a-42 and 7-42 of the Connecticut General Statutes and applicable sections
of the Regulations of Connecticut State Agencies;

(F) The authentication of electronic vital records and for ensuring that the user
identification of each user of the controlled process is unique and incontrovert-
ible; and

(G) Ensuring that there is at all times a designated custodian of the electronic
vital records system.

The department shall provide a standardized controlled process that shall be
signed by the authorized entity and returned to the department. If the standardized
controlled process conflicts with the established business practices of the authorized
entity, the authorized entity may modify the controlled process to suit its business
needs. The modified controlled process shall be signed by the authorized entity,
and submitted to the department for approval. The department shall notify the
authorized entity in writing, whether the modified controlled process is accepted
or refused.

(5) The department shall use the system for the receipt and transmittal of electronic
vital records. Such system shall be the central repository of electronic vital records
for the State of Connecticut.
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(6) The local registrar of vital statistics shall be the custodian of the originals of
the paper or microfilm version of the vital records that he or she creates and shall
issue certified copies of vital records from the electronic vital record system, when
applicable, or the paper vital records or microfilmed vital records in his or her
custody.

(d) The Relationship between this Section and Regulations Adopted Pursuant
to Section 1-264 of the Connecticut General Statutes.

In the event of a conflict between any provisions of this section and the provisions
of any regulation the Department of Information Technology adopts pursuant to
section 1-264 of the Connecticut General Statutes, the provisions of the regulations
of the Department of Information Technology shall prevail, except where the incon-
sistency results from a specific requirement of the vital records statutes, sections
7-36 through 7-76, inclusive, and sections 19a-40 through 19a-45, inclusive, of the
Connecticut General Statutes, in which case the provisions of the vital records

statutes shall prevail.
(Adopted effective December 5, 2001)

Amendments and Corrections to Vital Records

Sec. 19a-41-5. Definitions

For the purposes of sections 19a-41-6 through 19a-41-11, inclusive of the Regula-
tions of Connecticut State Agencies:

(1) ““Medical Examiner’’ means any physician licensed to practice medicine in
this state who is employed by the Office of the Chief Medical Examiner for the
purpose of investigating and certifying the cause and manner of death. For the
purpose of these regulations, ‘‘medical examiner’’ does not include physicians who
perform the duties of a medical examiner through a contractual agreement with the
Department of Administrative Services;

(2) ““Certifier’” means the practitioner who attests to the cause and manner of
death and signs the death certificate.

(Adopted effective August 1, 2005)

Sec. 19a-41-6. General instructions for amending and correcting vital records

If a vital record is electronically filed, amendments and corrections shall be
completed through methods incorporated into the electronic vital records system.
If the original source of the vital record is in a paper format, the local registrar
shall insert the information that was left incomplete, or in the case of inaccurate
information, type a single line through the data that is to be changed. The added
or modified information shall be typed onto the certificate in the box designated
for such information. If a document is bound, the changes shall be legibly printed
in black ink. In the alternative, a vital record in paper format may be corrected or
amended by converting the certificate to an electronic format, if such electronic
format is available. For all corrections, as defined in section 7-36 of the Connecticut
General Statutes, the date of the correction and a summary description of the evidence
submitted in support of the correction shall be maintained as part of the record. For
all amendments, as defined in section 7-36 of the Connecticut General Statutes,
excluding amendments related to parentage, gender change or cause of death, the
word ‘‘Amended’’ shall be recorded on the face of the certificate along with the
item category, the information that was changed, the date of the amendment, and
a description of the documentation provided to support the amendment. The docu-
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mentation provided to support the amendment or the correction shall be maintained
in an evidence file.
(Adopted effective August 1, 2005)

Sec. 19a-41-7. Supporting documentation for amendment or correction. Due
process when request for amendment or correction is denied

A registrar of vital statistics shall amend or correct a vital record upon the
written request of a party authorized under section 19a-41-8 of the Regulations of
Connecticut State Agencies to make such request when the party provides documen-
tation to support the requested change. Only unaltered documents will be accepted.
In addition to documentary evidence, the requesting party shall also provide an
affidavit affirming that the existing vital record is incorrect or incomplete, and that
the newly provided information is accurate. A registrar shall waive the requirement
of an affidavit when the party requesting the amendment or correction is the funeral
director, birth registrar, or certifying practitioner who created the vital record. The
registrar shall evaluate the supporting documentation. If the documentation justifies
the requested change, the registrar shall amend or correct the record as requested,
and maintain the supporting documentation and the written request in an evidence
file. If the registrar finds reason to doubt the validity of the documentation, or if
the documentation is not adequate to support the requested amendment or correction,
the registrar shall deny the request in writing. In such a case, the local registrar
shall notify the applicant in writing that the applicant may request that the Department
review the matter. The local registrar shall send a copy of the denial letter to the
Department. On the applicant’s request, the State Registrar of Vital Records shall
review the information. If the State Registrar of Vital Records finds that the submitted
documentation is authentic and supports the requested change, the State Registrar
shall amend or correct the vital record to reflect the change. If the State Registrar
of Vital Records finds that the documentation is not authentic or that it does not
support the requested change, the State Registrar shall deny the request and notify
the applicant in writing of the denial. The Department shall also notify the applicant
in writing that the applicant has the right to a hearing on the matter. The hearing
shall be held in accordance with Chapter 54 of the Connecticut General Statutes
and sections 19a-9-1 to 19a-9-29, inclusive, of the Regulations of Connecticut State
Agencies. If the hearing officer finds that the submitted documentation is authentic
and supports the requested change, the State Registrar shall amend or correct the

vital record to reflect the change.
(Adopted effective August 1, 2005)

Sec. 19a-41-8. Who may apply to modify a vital record

(a) The local registrar at the town of occurrence or the State Registrar may correct
or amend obvious errors, omissions, or transpositions of letters in words of common
knowledge, upon his or her own observation or query.

(b) An individual responsible for filing a birth certificate may request in writing
the correction or amendment of the certificate. In addition, a registrant, if over 18
years old, may request in writing a correction or amendment of the registrant’s own
birth certificate. A custodial parent or legal guardian of a minor child may request
in writing the correction or amendment of the child’s birth certificate. Only a
registrant over 18 years old, or a custodial parent or legal guardian of a minor
registrant, may request the amendment of a birth certificate to reflect the registrant’s
gender change. Only the commissioner shall make amendments pertaining to adop-
tion, gestational agreements, or maternity upon receipt of a court order. Only the
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commissioner shall make amendments related to paternity based on a court order
or on a voluntary acknowledgement of paternity.

(c) A custodial parent, the certifier, medical examiner or funeral director may
apply for the modification of a fetal death certificate.

(d) Both parties to a marriage shall apply jointly to modify a license and certificate
of marriage or an affidavit recorded pursuant to subsection (b) of section 46b-34
of the Connecticut General Statutes, except that, where one spouse is deceased, the
surviving spouse may apply individually for the modification of such license and
certificate or affidavit. A party to an annulled or dissolved marriage may only apply
for the modification of items on the marriage certificate relating to such party.

(e) The next of kin, the informant, certifier, medical examiner, or funeral director
named on a death certificate may apply for the modification of a death certificate.
Only the Office of the Chief Medical Examiner or the practitioner who originally
certified the cause of death, may apply for a modification to the cause of death. In
the absence or inability of the certifying practitioner, or with his or her approval,
the cause of death may be amended upon receipt of a signed statement from an
associate practitioner approved to certify the cause of death in accordance with
section 7-62b of the Connecticut General Statutes, or the chief medical officer of
the institution in which the death occurred, provided such individual has access to
the medical history of the case.

(f) Except as otherwise specified by statute, no information shall be removed or
otherwise changed on a vital record if such information is known to be accurate.

(Adopted effective August 1, 2005)

Sec. 19a-41-9. Amending or correcting birth records: Corrections within one
month of filing birth certificate, legal name change, correcting obvious
errors to registrant’s name, adoptions, paternity, gender change

(a) The local registrar of the town where a birth occurred or the Department
shall amend a name on a birth certificate when the request for the amendment is
accompanied by a certified copy of a court order granting the legal name change.
The registrar or the Department shall place the new name on the birth certificate
in accordance with the provisions of these regulations, and shall mark the birth
certificate ‘‘Amended.”’ The registrar or the Department shall record on the face
of the certificate the original name of the person, the authority by which such legal
name change was granted, and the date of the amendment.

(b) For up to 30 days following a registrant’s birth, a parent may request that the
registrant’s name be changed to correct an obvious typographical or clerical error,
by signing and presenting to the local registrar of the town in which the birth
occurred, the Parent Notice issued by the birthing hospital. After said thirty-day
period, a registrant, if over eighteen years old, or a custodial parent or legal guardian
of the registrant, if the registrant is a minor, may request that the registrant’s name
be changed to correct or amend obvious typographical or clerical errors, by presenting
two items of documentary evidence that were produced during the registrant’s early
childhood, from birth through age 7. The following documents are acceptable in
their original form:

(1) Newspaper announcement of registrant’s birth;

(2) Computer printout of registrant’s application for a Social Security number;

(3) Early childhood insurance policy application;

(4) Early childhood savings bond;

(5) Federal census;
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(6) Certified copy of a sibling’s or parent’s birth certificate (last name spelling
correction only);

(7) Certified copy of parents’ marriage certificate (last name spelling correc-
tion only);

(8) Official legal document showing mother’s or father’s last name, such as a
passport, issued no later than the registrant’s date of birth (last name spelling
correction only);

(9) Letter from hospital where registrant was born verifying that a clerical error
was made;

(10) Other documents as approved by the State Registrar of Vital Records.

If a record or document containing proof of the registrant’s correct name exists
but the requester is unable to present the document in its original form, a duly
certified copy, or an attested copy signed by the custodian of the record or document,
may be submitted as proof of the registrant’s correct name. The document must
have been produced during the registrant’s early childhood, from birth through
age 7. This procedure may be used to submit evidence from the following types
of records:

(11) Early childhood baptismal record;

(12) Early childhood physician record;

(13) Early childhood hospital, clinic or nursery record;

(14) Application for day care or nursery;

(15) Early childhood elementary school record (kindergarten or 1% grade);

(16) Early childhood census record;

(17) Other documents as approved by the State Registrar of Vital Records.

A local registrar shall contact the Department to obtain approval to accept a
document for proof of evidence for any document not listed in subdivision (1)
through (16) of this section. The Department may grant approval either verbally or
in writing.

(c) Only the commissioner may amend a birth certificate related to an adoption.
The commissioner shall replace the original birth certificate on receipt of a certified
copy of a Record of Adoption (VS-51) or Out-of-State Record of Adoption (VS-
51a), along with a certified copy of the adoption decree, with a new certificate of birth
created in accordance with sections 7-53-1 to 7-53-3, inclusive of the Regulations of
Connecticut State Agencies. In the case of a foreign birth adoption, the commissioner
shall create a Certificate of Foreign Birth or Certification of Birth Registration upon
the written request of the adoptive parent, along with a certified copy of a Record
of Adoption (VS-51) for a foreign birth adoption finalized in the United States that
names a Connecticut resident as the adoptive parent or upon receipt of a certified
copy of a Connecticut probate court order authenticating a foreign birth adoption
finalized outside of the United States.

(d) Only the commissioner shall amend a birth certificate to include or change
paternity information on a birth certificate. Upon receipt of a notarized acknowledge-
ment of paternity form signed by both parents or a certified copy of an adjudication
of paternity, the commissioner shall create a new birth certificate to show the
father’s name on the birth certificate. The new birth certificate shall not be marked
““‘Amended.”’ If another father is already listed on the original birth certificate, a
new birth certificate may only be prepared when an adjudication of paternity is
made by a court of competent jurisdiction. A new birth certificate shall be created
by entering the new paternity information into the electronic birth registry system,
and by changing the name of the child if so indicated on the acknowledgement of
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paternity form or within the certified court order that establishes paternity. The new
certificate shall be used to issue certified copies. The commissioner shall place the
original birth certificate and the acknowledgement of paternity form or court order
in a confidential file. A certified copy of the amended certificate shall be sent either
through mail or electronically to all local registrars of vital statistics who have the
original certificate on file, along with a letter informing the local registrar that the
original birth certificate has been amended for reasons of paternity, and instructing
the local registrar to place the original birth certificate in a confidential file. Access
to confidential paternity files maintained at the State and local vital records offices,
and the information contained within such files, shall be restricted to the registrar,
designated staff members, or to other parties upon an order of a court of compe-
tent jurisdiction.

(e) Only the commissioner shall amend a birth certificate to reflect a gender
change. In order to request a gender change amendment the following documents
shall be submitted to the commissioner:

(1) Affidavit from a licensed psychiatrist, psychologist or clinical social worker
performing a psycho-social evaluation, attesting to the fact that the registrant is
socially, psychologically and mentally the designated sex;

(2) Affidavit from the surgeon performing the sex change operation, attesting to
the fact that the surgery was performed;

(3) Court order for legal name change if applicable.

Upon receipt of the required documentation, the commissioner shall create a new
birth certificate reflecting the newly assigned gender, and the legal name change if
applicable. The new certificate shall not be marked ‘‘Amended’’ and shall be
used to issue certified copies. The original birth certificate, and the supporting
documentation shall be placed in a confidential file. A certified copy of the amended
certificate shall be sent either through mail or electronically to all local registrars
of vital statistics who have the original certificate on file, along with a letter informing
the local registrar that the original birth certificate has been amended due to gender
change, and instructing the local registrar to place the original birth certificate in a
confidential file. Access to confidential files for gender change amendments main-
tained at the State and local vital records offices, and the information contained
within such files, shall be restricted to the registrar, designated staff members, or
to other parties upon an order of a court of competent jurisdiciton.

(f) To amend the date or time of birth, or the child’s birth weight, an applicant
shall provide documentation from the clinician attending the birth or an administrator

of the hospital of which the birth occurred, supporting the proposed amendment.
(Adopted effective August 1, 2005)

Sec. 19a-41-10. Death records: Amending cause-of-death information

(a) When existing language on a standard death certificate (VS-4) requires amend-
ment due to a change in the original cause-of-death diagnosis, the practitioner who
provided the original medical certification shall submit a letter to the local registrar
of the town where the death occurred, indicating the correct cause of death. The
letter shall be written on the practitioner’s professional stationery and signed and
dated by such practitioner. In the absence or inability of the certifying practitioner
or with such practitioner’s approval, the cause of death may be amended upon receipt
of a signed statement, on the hospital’s or practitioner’s professional stationery, from
an associate practitioner approved to certify the cause of death in accordance with
section 7-62b(c) of the Connecticut General Statutes, or the chief medical officer
of the institution in which the death occurred provided such individual has access to
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the medical history of the case. The state or local registrar may require documentary
evidence to substantiate the requested amendment. The Office of the Chief Medical
Examiner may also correct the cause-of-death information on a standard death
certificate by issuing to the local registrar of the town where the death occurred, a
Medical Examiner death certificate (VS-4 ME) listing the correct cause-of-death,
along with a letter instructing the registrar to replace the standard death certificate
with the Medical Examiner death certificate containing the correct medical diagnosis.

Upon receipt of proper documentation, the local registrar of the town where the
death occurred shall amend the original death certificate by drawing a single line
through the original cause-of-death information, and typing the correct medical
diagnosis, or by entering the corrected data in an electronic death registry system
if such system is available to the local registrar. The local registrar shall record the
word ‘‘Amended’’ on the face of the original death certificate, along with a descrip-
tion of the item that was amended, and the date of the amendment. If a private
practitioner initiates the amendment, the local registrar shall create a new death
certificate by typing all the information from the original death certificate onto a
blank standard death certificate, or by entering the data into the electronic death
registry system, except that the corrected cause-of-death information shall be substi-
tuted for the original cause-of-death information. If the amendment is initiated by
the medical examiner, the local registrar shall complete the Medical Examiner death
certificate received from the Office of the Chief Medical Examiner listing the new
cause of death, by entering all other information as stated on the original standard
death certificate. All dates are to remain the same as on the original death certificate,
except that the ‘‘Certificate Received for Record’’ date shall reflect the new receipt
date. The new death certificate shall contain the signatures of the practitioner or
medical examiner, and the funeral director who signed the original death certificate.
If the registrar cannot obtain the signature of the practitioner, medical examiner or
funeral director the registrar shall insert the name of the practitioner, medical exam-
iner, or funeral director in the appropriate spaces. The registrar shall not mark the
new certificate ‘‘Amended.”’

The local registrar shall send either by mail or electronically, an authenticated
copy of the new certificate to the Department and to the local registrar of the
decedent’s town of residence at the time of death, along with a letter explaining
that the certificate being sent is a replacement certificate for the original death
certificate already on file. If the death certificate is a paper certificate, the registrar
shall send the original death certificate and the documentation requesting and sup-
porting the change to the Department for placement in a confidential file. Only the
commissioner may order the confidential record unsealed. Upon receipt of the
amended death certificate, the Department and the local registrar of the town of
residence shall replace the original death certificate with the new death certificate.
When a certified copy of the death certificate is requested, the registrar or the
Department shall issue a certified copy of the new death certificate.

(b) Amendments to cause-of-death information on a Medical Examiner death
certificate (VS-4ME) shall be changed only upon the request of the Chief Medical
Examiner’s Office. To amend a cause of death listed as ‘‘Pending,”” the Chief
Medical Examiner’s Office shall submit a Correction Form (VS-35) to the local
registrar of the town where the death occurred, indicating the actual cause-of-
death diagnosis.

Upon receipt of a Correction Form, the local registrar shall enter the new informa-
tion in the electronic death registry system if available, or in the case of paper death
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certificates, type or draw a line through the word, ‘‘Pending’’, and insert the cause-
of-death information and any additional information into the appropriate boxes as
listed on the Correction Form. The registrar shall place the word ‘‘Amended’’ on
the face of the original death certificate, along with the item number that was
amended, the date of the amendment, and the phrase ‘per Medical Examiner.” Not
later than ten days after the registrar amends the original death certificate, the local
registrar shall send either through mail or electronically, an authenticated copy of
the amended death certificate to the Department. If the copy is in paper format, the
registrar shall send the authenticated copy separately from the regular monthly batch
of vital records sent to the Department. The local registrar shall also send either
through mail or electronically, an authenticated copy of the amended death certificate
to the decedent’s town of residence at the time of death. The Correction Form shall

be kept on file at the town of occurrence.
(Adopted effective August 1, 2005)

Sec. 19a-41-11. Amending race information on vital records

(a) The local registrar of the town where the vital event occurred or the Department
shall correct or amend race information on a vital record upon the request of an
eligible party as specified in section 19a-41-8 of these regulations. The party
requesting the modification shall provide documentation supporting the requested
change. The following documentation is acceptable to support a change in race infor-
mation:

(1) a certified copy of a certificate of birth for the registrant’s ancestor; or

(2) certification by a state or federally recognized Indian tribe that the registrant
is a member of a tribe; or

(3) other documents as approved by the State Registrar of Vital Records.

A local registrar shall contact the Department to obtain approval to accept a
document for proof of evidence for any document not listed in this subsection. The
Department may grant approval either verbally or in writing.

(Adopted effective August 1, 2005)

Sec. 19a-41-12. Amendment of the same item more than once

Once an amendment of an item is made on a vital record, that item shall not be
amended again except upon receipt of a court order from a court of competent juris-
diction.

(Adopted effective August 1, 2005)

Sec. 19a-41-13. Application for marriage license

Each person applying for a marriage license shall provide the local registrar of vital
statistics with a valid, government issued photographic identification that includes the
applicant’s date of birth, signature and an expiration date. Should a photographic
identification be unavailable, then the originals or photocopies of the following
documents shall be substituted. Unless otherwise indicated, the applicant shall pro-
vide the documents listed in two (2) of the following subdivisions. If the registrar
has reason to doubt the authenticity of a document presented by the applicant, the
registrar may request any additional document listed in subdivisions (1) to (15),
inclusive of this subsection:

(1) social security card;

(2) social security card supplemented with either an employment identification
card, a paycheck stub or a W-2 form. Providing the documents in this subdivision
fully satisfies the identification requirements of this section;



Sec. 19a-41 page 14 (2-11)
§ 19a-41-13 Department of Public Health

(3) automobile registration;

(4) copy of utility bill showing name and current address;

(5) checking account deposit slip or bank statement stating name and current
address;

(6) voter registration card;

(7) valid government issued trade or professional license;

(8) valid government issued firearm permit;

(9) probation documents issued by a court or other government agency, pursuant
to a criminal conviction;

(10) letter from a government agency verifying identity. The letter shall be dated
within six months prior to the date of the request;

(11) release documentation from a correctional institution containing a photograph
of the former inmate and a release date within 12 months prior to the date of
the request;

(12) birth certificate of the applicant;

(13) military discharge papers;

(14) current school or college photographic identification;

(15) government issued photographic identification that has expired within 12
months prior to the date of the request; or

(16) other documents as approved by the State Registrar of Vital Records.
(Adopted effective January 3, 2011)
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Newborn Infant Health Screening

Sec. 19a-55-1. Newborn infant health screening

(a) The administrator or other person in charge of any institution providing medical
care of newborn infants twenty-eight days of age or younger shall cause to be taken
from every newborn infant in its care a blood specimen for tests pursuant to section
19a-55 of the Connecticut General Statutes.

(b) A newborn infant shall be tested for the following: phenylketonuria and other
metabolic diseases, hypothyroidism, galactosemia, sickle cell disease, maple syrup
urine disease, homocystinuria, biotinidase deficiency, congenital adrenal hyperpla-
sia, amino acid disorders, organic acid disorders and fatty acid oxidation disorders,
including, but not limited to, 3-Hydroxy Long-Chain ACYL-CoA Dehydrogenase
Deficiency (LCHADD), Medium-Chain ACYL-CoA Dehydrogenase Deficiency
(MCADD), Tyrosine and such other tests for inborn errors of metabolism as shall
be prescribed by the Commissioner of Public Health.

(c) Testing shall be subject to the following conditions:

(1) Materials for the collection of the specimen and forms to accompany the
specimen shall be of a type furnished by or acceptable to the Department of Pub-
lic Health.

(2) The specimen shall be collected prior to the newborn’s discharge from the
institution. If the newborn is discharged prior to 24 hours of life, the specimen shall
be collected as close to the time of discharge as practicable. If the newborn’s medical
condition permits, the specimen shall be collected before the fourth day of life,
transfer to another institution, transfusion of blood or blood products, or dialysis.
If the newborn expires before discharge from the institution, the specimen shall be
collected as soon as practicable after death.

(3) Each specimen shall be submitted within forty-eight (48) hours after collection
to the Department of Public Health Laboratory, or to a laboratory approved by the
Department of Public Health.

(4) Information accompanying each specimen shall identify for future reference
the newborn from whom the specimen was taken, the time and date of birth, the
time and date of specimen collection, by whom the specimen was collected, and
the primary care provider after discharge from the institution.

(5) Laboratory tests shall be performed by methods approved by the Department
of Public Health.

(6) Records of tests shall clearly indicate the disorders tested for, and the results
thereof, and shall be maintained for a minimum of five years.

(7) The primary care provider identified in subdivision (4) of this section shall
receive notification of any abnormal test result.

(8) Each specimen shall be stored at the laboratory of the Department of Public
Health for not less than six months after testing.

(Adopted effective September 1, 2006)

Sec. 19a-55-2. Administration of HIV related test

(a) The administrative officer or other person in charge of each institution caring
for newborn infants shall cause to have administered to every such infant in its care
an HIV-related test, as defined in section 19a-581 of the Connecticut General
Statutes, if the mother has not had an HIV-related test pursuant to section 19a-90
or 19a-593 of the Connecticut General Statutes. It shall be administered:
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(1) by the institution caring for the newborn infant, and
(2) as soon after the birth as is medically appropriate.
(Adopted effective September 1, 2006)

Sec. 19a-55-3. Objection of parents to newborn infant health screening

If the parents or legal guardians of a newborn infant object to newborn infant
health screening as being in conflict with their religious tenets and practice, such
objection shall be reported on a waiver form provided by the Department of Public
Health. The parents or legal guardians shall sign the waiver form. The original shall
be placed in the newborn infant’s medical record, and a copy submitted with the
newborn infant’s unused specimen collection materials to the Department of Public

Health Laboratory.
(Adopted effective September 1, 2006)
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Newborn Hearing Screening Program

Sec. 19a-59-1. Newborn hearing screening program

(a) Not later than July 1, 2000, each institution as defined in section 19a-490 of
the Connecticut General Statutes that provides childbirth services shall develop and
implement auniversal newborn hearing screening program which shall at aminimum
include the following:

(1) A physiologic technologies testing mechanism which employs automated or
diagnostic auditory brainstem response (ABR) or otoacustic emissions (OAE), or
subsequently developed or improved physiologic technologies that substantialy
enhance newborn hearing assessment that are recognized by the American Academy
of Audiology or American Speech Language Association; and

(2) a mechanism for monitoring the ingtitution's compliance with the newborn
hearing screening program which shall include, but not necessarily be limited to,
the following information:

(A) name of each newborn infant;

(B) date of birth;

(C) date infant received hearing screening or documentation of parent refusal for
newborn hearing screening;

(D) method of screening;

(E) results of screening;

(F) person performing screening; and

(G) to whom referral for further evaluation was made, if applicable.

(b) A parent who refuses to alow his or her infant to be screened for a hearing
impairment based upon religious tenets and practice shall sign a statement attesting
to said refusal which shall include a statement by a licensed health care provider
that the parent was informed of the medical consegquences of such refusal. The
document shall identify the specific reasons for the refusal and shall be placed in
the infant’s medical record. If a parent declines to sign the refusal statement, the
institution shall document in the infant’s medical record the reason for the refusal
by the parent to permit newborn hearing screening and a statement that the parent
refused to sign the document and was informed of the medical consegquences of
such refusal.

(c) Documentation of the screening shall be maintained in the infant’s medical
record and shall be retained for aminimum of twenty-five (25) years after discharge
of the infant except that original medical records may be destroyed sooner if they
are microfilmed by a process approved by the department.

(d) The institution shall develop and implement policies and procedures for the
requirements of this section which shall bereviewed and approved by theinstitution’s
medical staff and governing body.

(e) Thedepartment may review implementation of Section 19a-59-1 of the Regula-
tions of Connecticut State Agencies at the time of licensure inspections.

(Adopted effective March 4, 1999; amended April 10, 2000)
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Special Supplemental Nutrition Program for Women,
Infants and Children (WIC)

Sec. 19a-59c-1. Definitions

As used in Sections 19a-59¢c-1 to 19a-59c-6, inclusive, of the Regulations of
Connecticut State Agencies:

(a) ‘*Allowable Costs’ means ‘‘food costs’ and ‘‘administrative and program
services costs’ in accordance with 7 CFR 246.14.

(b) ““Applicant’”” means a person who appears in person at the local WIC office
to request WIC program benefits.

(c) “*Authorized Foods' ' means foods authorized by the department for purchase
with WIC checks.

(d) **Authorized Vendor’’ means a food store or pharmacy that has met the
minimum qualifications for participation and has been approved for authorization
by the Connecticut WIC Program and has entered into a duly executed contract
with the Department of Public Hedlth.

(e) ‘‘Breastfeeding Women'’ means women up to one year postpartum who are
breastfeeding their infants an average of at least once per day.

(f) ‘“*Casdload Management’’ means the process of distributing the program
resources to the neediest individuals.

(g) ‘‘Category’’ means an indication of whether an individua is a pregnant
woman, breastfeeding woman, postpartum woman, infant or child.

(h) ** Categorical Eligibility’’ means persons who meet the definitions of pregnant
women, breastfeeding women, postpartum women, or infants or children.

(i) ** Certification”’ means the implementation of criteria and procedures to assess
and document each applicant’s eligibility for the program.

(j) ‘ Certified'” meansthat an applicant has been determined eligible by a Compe-
tent Professional Authority to receive program benefits.

(k) “* Certification Period’’ means the period which begins on the date the individ-
ual is certified. Duration of the certification period is defined as follows:

(2) for pregnant women - the duration of pregnancy and up to six weeks post-
partum,

(2) for postpartum women - up to six months after the termination of pregnancy,

(3) for breastfeeding women - intervals of approximately six months and ending
with the breastfed infant’s first birthday,

(4) for infants and children - approximately six months. Infants under six months
of age may, when authorized by the department, be certified for a period extending
up to their first birthday.

(1) **Children’” means persons who have had their first birthday but have not yet
attained their fifth birthday.

(m) ““*Commissioner’” means the Commissioner of the State Department of Pub-
lic Health.

(n) **Competent Professional Authority (CPA)"’ means a physician licensed in
Connecticut, nutritionist, dietitian, registered nurse licensed in Connecticut, Physi-
cian's assistant as defined in Section 20-12a, as amended, of the general statutes.

(0) “*Contract Account’ means any line item of the local agency budget annexed
to the local agency contract.

(p) ‘‘Coordinated Program’’ means a program of dietetic training approved by
the American Dietetic Association that provides for the integration of didactic
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instruction with a minimum of 900 hours of supervised dietetic practice within an
academic program.

(q) “‘Denid’’ means the act of refusal to accept an application for participation
of an individual applicant, food vendor, or local agency.

(n) *‘Days’ means calendar days.

(s) “‘Department’’ means the State Department of Public Health.

(t) ‘‘Dietitian’’ means an individua who is registered by the Commission on
Dietetic Registration of the American Dietetic Association or who is eligible to take
the registration examination.

(u) ‘“Dietetics* means ahealth science concerned with the application of nutrition
principles and services to achieving individuals health throughout life and in the
treatment of disease.

(v) ‘‘Disqualification’’ means the act of ending the Program participation of a
participant for the remainder of the certification period; an authorized food vendor
for a specified period of time; or contracted local agency for the remainder of the
contract period. Disqualification may be done for either a punitive sanction or for
administrative reasons.

(w) ‘‘Dual Participation’’ means simultaneous participation in the program in
one or more than one local agency during the same period of time.

(x) ‘*Potential Dual Application Report’’ means a computer generated list used
by the State WIC Program to identify actual and possible simultaneous participation
in more than one local agency.

(y) ‘‘Enrolled”” means certified by a CPA and listed by alocal agency to receive
benefits subject to availability of funds.

(2) ‘“*Equipment’’ means tangible personal property having a useful life of more
than one year and an acquisition cost of $100.00 or more per unit.

(aa) ‘‘Family’’ means a group of related or nonrelated individuals who are not
residents of an institution but who are living together as one economic unit except
that residents of a homeless facility should not be considered as a single family.

(bb) ** Food Delivery Systems' ' meansthe methods used by the State WIC Program
to provide supplemental foods to participants.

(cc) ““Food Instrument’” means a check which is used by a participant to obtain
supplemental foods.

(dd) ‘*General Waiting List’”” means a list of individuals who have not been
certified, but who are potentially eligible to receive WIC benefits.

(ee) ‘*High Risk Criteria’”” means nutritional risk criteria defined in the State WIC
Manual, as amended.

(ff) *“High Risk Participant’”’ means a participant presenting with one or more
high risk criteria.

(g9) ‘‘Homeless Individual’’ means:

(1) an individual who lacks a fixed and regular nighttime residence; or

(2) an individual whose primary nighttime residence is:

(A) asupervised publicly or privately operated shelter (including a welfare hotel
or congregate shelter) designed to provide temporary living accommodations; or

(B) an ingtitution that provides a temporary residence for individuals intended to
be institutionalized; or

(C) a temporary accommodation in the residence of another individual not to
exceed 365 days; or

(D) a public or private place not designed for, or ordinarily used as, a regular
deeping accommodation for human beings.
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(hh) ““Indirect Costs’ means costs which are (i) incurred for a common or joint
purpose benefiting more than one cost objective, and (ii) not readily assignable to
the cost objectives specifically benefited, without effort disproportionate to the
results achieved. This term applies to costs of this type originating in the grantee
department, as well as those incurred by other departments in supplying goods,
services, and facilities, to the grantee department.

(i) “‘Infants”’ means persons under one year of age.

(jj) ‘‘Loca Agency’’ means an administrative unit of a health or human service
agency, public or private, under contract with the State of Connecticut Department
of Public Health to administer the WIC Program in a designated area of the State.

(kk) ““Migrant’” meansan individual whose principal employment isin agriculture
on a seasonal basis, who has been so employed within the last 24 months, and who
establishes, for the purposes of such employment, a temporary abode.

(IN**Nutrition Aide’’ means an individual other than a nutritionist who is paid
either inwholeor in part by thelocal WIC Program and whose primary responsibility
is the provision of paraprofessional nutrition services.

(mm) ““Nutrition Education’” means individual or group education sessions and
the provision of information and educational materials designed to improve health
status, achieve positive changein dietary habits, and emphasi ze rel ationships between
nutrition and health, all in keeping with the individua’s personal, cultural, and
socioeconomic preferences.

(nn) “*Nutritional Risk’’ means:

(1) detrimental or abnormal nutritional conditions detectable by biochemical or
anthropometric measurements,

(2) other documented nutritionally related medical conditions;

(3) dietary deficiencies that impair or endanger health; or

(4) conditions that predispose persons to inadequate nutritional patterns or nutri-
tionally related medical conditions.

(0o0) ““Nutritionist’’ means an individual who is paid either in whole or in part
by the local WIC Program and whose primary responsibility is the provision of
nutrition services. This person shall hold a bachelor’s or master’s degree in clinical
nutrition, community nutrition, dietetics, home economics with an emphasis in
nutrition, nutritional sciences, or public health nutrition from a four year or post
baccalaureate institution which is accredited by a recognized regiona accrediting
body.

(pp) ‘‘Outreach’’ means the systematic attempt to provide services to the entire
WIC €ligible community.

(qq) ‘*Outreach Materials’ means printed material, films, video tapes, audio tapes
and other communications media which are used in the process of alerting the WIC
eligible community to the service of the WIC Program.

(rr) “*Participant’’ means pregnant women, breastfeeding women, postpartum
women, infants and children who are receiving supplemental foods or food instru-
ments under the WIC Program.

(ss) ‘*Participant Abuse’’ means the participant’ s knowing and deliberate misrep-
resentation to obtain WIC benefits; verba or physical abuse or threat of physical
abuse of local agency, department, clinic or vendor staff or property by a participant;
the sale of supplemental foods or checks or their exchange for credit or purchase
of unauthorized food or other items by a participant or other violations of state or
federal law.
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(tt) **Physician’s Assistant’’ means an individual who meets the requirements of
Section 20-12a, as amended, of the General Statutes.

(uu) ‘*Postpartum Women'* means women up to six months after termination
of pregnancy.

(vv) ** Pregnant Women'’ means women determined to have one or more embryos
or fetuses in utero.

(ww) ‘‘Priority System’’ means the basis for assigning degree of nutritional risk,
as specified in the State WIC Manual, as amended.

(xx) “‘Priority Waiting List”” means a list of potentidly eligible individuas
according to priority.

(vy) ‘‘Recognized Regional Accrediting Body’® means one of the following
regional accrediting bodies: New England Association of Schools and Colleges;
Middle States Association of Colleges and Schools; North Central Association of
Colleges and Schools; Northwest Association of Schools and Colleges; Southern
Association of Colleges and Schools; and Western Association of Schools and
Colleges.

(z2) **Regression’”’ means the deterioration of nutritional status which may result
from termination of WIC benefits, as determined by a CPA.

(aad) ' Service Area’’ means any office, room or space where the WIC Program
operates. It includes al reception areas, waiting rooms, interviewing offices or
locations, check distribution areas, and offices and other areas used for certification
or nutrition education.

(bbb) *‘ State WIC Manual’” means the most recent standards established by the
Commissioner for implementation of the Special Supplemental Nutrition Program
for Women, Infants and Children, available from the department and hereby incorpo-
rated into the Regulations of State Agencies, Sections 19a-59c¢-1 through 19a-59c-6.

(cce) ‘“ State WIC Program’” means the Special Supplemental Nutrition Program
for Women, Infants and Children which is administered by the Department of Public
Health in accordance with the United States Department of Agriculture regulations,
7 CFR 246.1, through 246.28, as amended.

(ddd) ** Suspension”” means atemporary period during which a vendor or partici-
pant is prohibited from participation in the program for reasons of abuse or continued
inability to meet program requirements, but is not disqualified.

(eee) ‘' SWIS’ means the Statewide WIC Information System which is a system
of computer programs, manuals, and reports.

(fff) “*Vendor’’ means any retail grocer, pharmacy, supermarket, or other food

store.
(Effective March 2, 1993; amended April 3, 1998)

Sec. 19a-59c-2. Eligibility criteria

To be eligible for State WIC Program benefits an individual shall:

(a) reside in Connecticut, and

(b) be recipients of Food Stamps or assistance under Temporary Assistance To
Needy Families (TANF) or Medicaid, or be a member of a family that contains a
TANF recipient or a pregnant woman or infant who receives Medicaid benefits, or
have household income at or below 185% of the poverty income guidelines estab-
lished by the Federal Office of Management and Budget, and

(c) fit one of the following nutritional risk priorities:

(2) Priority |

(A) The presence of one or more of the following nutritional risk criteria shall
qualify a pregnant or breastfeeding woman for Priority I:
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(i) Anemia,

(ii) Past or present pregnancy induced hypertension,

(iii) Past or present gestational diabetes,

(iv) Severe nausea and vomiting,

(v) Nutrition related non-infectious chronic disease,

(vi) Recent or present nutrition related infectious disease,

(vii) Nutritionally significant genetic disease,

(viii) Clinica sign(s) of malnutrition,

(ix) Severe oral problems which impair ingestion of nutrients,

(x) Alcohol consumption,

(xi) Drug use,

(xii) Smoking,

(xiii) Other nutrition related medical condition(s),

(xiv) Underweight for height,

(xv) Overweight for height,

(xvi) Insufficient or excessive weight gain during pregnancy,

(xvii) Short interconceptional period,

(xviii) High parity,

(xix) Birth of a low birth weight infant,

(xx) Birth of a premature infant,

(xxi) Fetal or neonatal death or miscarriage,

(xxii) Inadequate or excessive weight gain in recent pregnancy,

(xxiii) Multiple pregnancy,

(xxiv) Teenager or over 35 years of age at conception,

(xxv) Breastfeeding woman whose infant is at nutritional risk, or

(xxvi) Possible regression to a prior medical condition if removed from program.

(B) The presence of one or more of the following nutritional risk criteria shall
qualify an infant for Priority I:

(i) Anemia,

(i) Nutrition related non-infectious chronic disease,

(i) Recent or present nutrition related infectious disease,

(iv) Nutritionally significant genetic disease,

(v) Clinical sign(s) of malnutrition,

(vi) Failure to thrive,

(vii) Congenital defect with nutritional implications,

(viii) Severe ora problems which impair the ingestion of nutrients,

(ix) Other nutrition related medical conditions,

(x) Low birth weight,

(xi) Prematurity,

(xii) Underweight or overweight for height,

(xiii) Stunted growth,

(xiv) Weight loss or deviation from normal pattern of growth,

(xv) Infant of alcoholic or drug addicted mother,

(xvi) Bresastfeeding infant whose mother is at nutritional risk, or

(xvii) Possible regression to a prior medical condition if removed from program.

(2) Priority 11. Except those infants who qualify for Priority |, infants up to six
months of age of program participants who participated during pregnancy, and
infants up to six months of age born of women who were not Program participants
during pregnancy but whose medical records document that they were at nutritional
risk during pregnancy due to nutritional conditions detectable by biochemica or
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anthropometric measurements or other documented nutritionally related medical
conditions which demonstrated the person’s need for supplemental foods.

(3) Priority I1l. The presence of one or more of the following nutritional risk
criteria shall qualify a child for Priority 1l1:

(A) Anemia,

(B) Nutrition related non-infectious chronic disease,

(C) Recent or present nutrition related infectious disease,

(D) Nutritionally significant genetic disease,

(E) Clinica sign(s) of manutrition,

(F) Failure to thrive,

(G) Congenital defect with nutritional implications,

(H) Severe oral problems which impair the ingestion of nutrients,

(1) Other nutrition related medical condition(s),

(J) Underweight or overweight for height,

(K) Stunted growth,

(L) Weight loss or deviation from normal pattern of growth, or

(M) Possible regression to aprior medical condition if removed from the program.

(4) Priority V.

(A) The presence of one or more of the following nutritional risk criteria shall
qualify a pregnant or breastfeeding woman for Priority 1V:

(i) Inadequate diet,

(i) Pica,

(iii) Possible regression to a prior detrimental dietary condition if removed from
the program,

(iv) Developmenta disability, or

(v) Homeless individual or migrant.

(B) The presence of one or more of the following high risk criteria shall qualify
a postpartum woman for Priority 1V:

(i) Teenager,

(i) Diagnosed chronic disease requiring a therapeutic diet, or

(iif) A poor obstetrical history.

(C) The presence of one or more of the following nutritional risk criteria shall
qualify an infant for Priority 1V:

(i) Inadequate diet,

(if) Pica, possible regression to a prior detrimental dietary condition if removed
from program,

(i) Infant of a developmentally disabled woman, or

(iv) Homeless individual or migrant.

(5) Priority V. The presence of one or more of the following nutritional risk
criteria shall qualify a child for Priority V:

(A) Inadequate diet,

(B) Pica,

(C) Possible regression to a prior detrimental dietary condition if removed
from program,

(D) Child of acoholic or drug addicted mother,

(E) Child of a developmentally disabled woman, or

(F) Homeless individual or migrant.

(6) Priority VI. The presence of one or more of the following nutritional risk
criteria shall qualify a postpartum woman for Priority VI:

(A) Anemia,
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(B) Recent or present pregnancy induced hypertension,

(C) Recent or present gestational diabetes,

(D) Severe nausea and vomiting,

(E) Nutrition related non-infectious chronic disease that does not require a spe-
cial diet,

(F) Recent or present nutrition related infectious disease,

(G) Nutritionally significant genetic disease,

(H) Clinical sign(s) of malnutrition,

(1) Severe oral problems which impair the ingestion of nutrients,

(J) Alcohol consumption,

(K) Drug use,

(L) Smoking,

(M) Other nutrition related medical condition(s),

(N) Prenatal or postnatal underweight for height,

(O) Prenatal or postnatal overweight for height,

(P) Insufficient weight gain during pregnancy,

(Q) Excessive weight gain during pregnancy,

(R) Short interconceptional period,

(S) High parity,

(T) Birth of a premature infant,

(V) Fetal death or miscarriage,

(V) Inadequate or excessive weight gain in recent pregnancy,

(W) Multiple pregnancy,

(X) Over 35 years of age at conception,

(Y) Inadequate diet,

(2) Pica,

(AA) Possible regression to a prior medical condition or a detrimental dietary
condition if removed from the program,

(BB) Developmental disability, or

(CC) Homeless individual or migrant.

(Effective March 2, 1993; amended April 3, 1998)

Sec. 19a-59¢-3. Provision of WIC benefits

(@) Supplemental foods must meet the requirements of:

(1) 7 CFR 246.10, as amended, and

(2) food package criteria in the State WIC Manual, as amended, and

(3) authorized food list as defined in subsection 19a-59c-1 (c) of Regulations of
Connecticut State Agencies.

(b) The department may withhold benefits from a priority group which is other-
wise eligible to fund benefits for higher priority groups in accordance with 7 CFR

246.7 (g) (2), as amended.
(Effective March 2, 1993)

Sec. 19a-59c-4. Local WIC agency participation

(a) Local WIC agencies shall comply with federal regulations, state regulations
and their contract with the State Program.

(b) General Administration

(1) Staffing

(A) Each local agency shall employ one full-time local agency coordinator who
shall be responsible for its overall operation. This requirement may be waived by
the Commissioner if the Commissioner determines that management obligations as
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set forth in this subsection may be met by employing a part-time coordinator. Such
request for a waiver shall be in writing and give reasons why the Commissioner
should grant the request for waiver. A coordinator hired before October 1, 1982
shall be deemed qualified under these regulations. A coordinator shall meet the
following qualifications:

(i) a master's degree from an ingtitution accredited by a recognized regional
accrediting body in either public health, health administration, administration, busi-
ness administration, or a health science; and

(i) a bachelor’s degree from an institution accredited by a recognized regional
accrediting body; and

(iii) one year of full-time employment planning or administering a program,
including supervising personnel, or

(iv) any combination of the above experience and training totaling six years. A
bachelor's degree shall count for four years and a master's degree an additional
one year. Nonsupervisory professiona level experience in a WIC Program may be
substituted for up to two years.

(B) Each local agency shall employ one full-time WIC program nutritionist who
shall report to the program coordinator and be responsible for the nutrition services
component of the program. A WIC program nutritionist hired before October 1,
1984 shall be deemed qualified under these regulations. A program nutritionist shall
meet the following qualifications:

(i) a master’s degree from an ingtitution accredited by a recognized regional
accrediting body in either nutritional sciences, community nutrition, clinical nutri-
tion, dietetics, public health nutrition or home economics with amajor in foods and
nutrition, and one year of professional experience in nutrition in a health agency
or hedth care facility, or

(i) a bachelor’s degree from a four-year institution accredited by a recognized
regional accrediting body with a major in either foods and nutrition, community
nutrition, nutrition education or nutritional sciences and 2 years of professiona
experience in nutrition in a health agency or health care facility.

A successfully completed internship or traineeship approved by the American
Dietetic Association or a bachelor of science degree with a coordinated program or
amaster’ sdegreein public health nutrition or amaster’ sdegreein nutrition education
can qualify for one year of work experience. Persons with a master’s degree in
nutrition who do not have a bachelor’s degree in foods and nutrition shall have
successfully completed the equival ent subject matter at the graduate level to compen-
sate for any courses not completed at the undergraduate level.

(C) Other WIC nutritionistswho are hired by local agenciesshall have abachelor’s
degree from a four-year ingtitution accredited by a recognized regional accrediting
body with a major in foods and nutrition, community nutrition, nutrition education,
or nutritional sciences.

(D) Nutrition aides who are hired by local agencies shall demonstrate to the
satisfaction of the local agency WIC program coordinator:

(i) the ability to communicate clearly both oraly and in writing in English,

and in another language when the coordinator deems appropriate, and

(ii) the ability to establish rapport with individuals and small groups, or

(i) successful completion of the department’s paraprofessional training course.

(E) Each local agency shall maintain a WIC program staff which is sufficient to
operate the program efficiently, effectively and economically. The Department shall
presume that a local agency complies with this provision if it retains staff in
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accordance with the most recent revision of the State WIC Manual as promulgated
from time to time by the Commissioner.

(F) Prior to appointment to fill avacancy in alocal agency, the state WIC program
shall review and approve in writing the qualifications of selected candidates for the
following positions:

(i) WIC coordinator,

(if) WIC program nutritionist, and

(iii) WIC nutritionist.

(2) Temporary Appointments

(A) The local agency shall appoint an agency staff member to serve temporarily
in an acting capacity as local WIC coordinator or program nutritionist if either
position is vacated for four weeks or more. The local agency shall notify the state
WIC program in writing of al such appointments expected to last four weeks or
more. Individuals not meeting the qualifications for the permanent position may
not serve in the acting capacity for more than two calendar months unless an
extension is requested in writing by the local agency and approved in writing by
the state WIC program.

(3) Caseload Management

(A) The state WIC program shall assign the number of people to be served by
the local agency. The state WIC agency may adjust the caseload and direct the local
agency to initiate a waiting list, deny WIC benefits to the lowest priority groups or
terminate participants in mid-certification due to funding shortages.

(B) When the local agency’s assigned caseload level is reached, the local agency
shall continue to enroll any individual who meets the criteriafor priorities | through
VI unless notified otherwise in writing by the state WIC program.

(4) WIC Local Agency Plans

(A) Eachlocal agency shall prepare, have onfile, and implement acurrent program
plan approved by the department which comprises al of the following sections:

(i) background (including historical information and description of contracting
agency);

(ii) personnel and facilities (including job descriptions for all staff positions,
addresses and days of WIC operations);

(i) program (including a needs assessment, goals and measurable objectives,
action plans and methods of evaluation);

(iv) systems and procedures for administration, certification, food delivery, out-
reach, and nutrition education;

(v) lesson plans for nutrition education.

(B) The local agency shall revise their plan annually. Revisions shall include:

(i) the section on program,

(if) modifications reflecting changes in the current status or operations of the
local agency, and

(iif) modifications requested by the state WIC program.

(5) Contracts for Nutritional Assessment. The local agency may contract with a
competent professional authority to determine the nutritional risk status of potential
WIC participants. The contract shall include, at a minimum, each of the provisions
of the ‘*‘model agreement for professional services to the WIC program’’ which is
contained in the December 1997 State WIC manual and may be obtained by con-
tacting the Connecticut Department of Public Health, WIC Program, 410 Capitol
Avenue, M.S.11WIC, P.O. Box 340308, Hartford, CT 06134-0308 (Phone No: (860)
509-8084) and the following terms:
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(A) How referrals and appointments shall be handled.

(B) If applicable, the amount of, and the manner in which payment shall be made
for specified costs.

(6) Records

(A) Each loca agency shall maintain complete records for:

(i) outreach, as required in section 19a-59c-4(c), as amended;

(it) financial management, as required in subsection 19a-59¢-4(d) of Regulations
of Connecticut State Agencies, as amended,;

(iii) civil rights, asrequired in subsection 19a-59c¢-4(h) of Regulations of Connecti-
cut State Agencies, as amended;

(iv) certification, as required in subsection 19a-59c-4(i) of Connecticut State
Agencies, as amended,;

(v) nutrition education, as required in subsection 19a-59¢-4(i) and (k) of Connecti-
cut State Agencies, as amended;

(vi) food delivery, as required in subsection 19a-59c-4(l) of Connecticut State
Agencies, as amended;

(vii) food vendor participation, as required in subsection 19a-59¢-5(a) and (b) of
Connecticut State Agencies, as amended;

(viii) final decisions on hearings involving participants; and

(ix) records required by Federal Regulationsincluding 7 CFR 246.25, as amended.

(B) All local agencies shall obtain prior written approval from the state WIC
program for the use of locally developed substitutes for the state forms.

(C) Records shall be retained by the local agency for a minimum of three years
following the submission of the final expenditure report for the period to which the
reports pertain. The state WIC office reserves the right to require longer retention
for the resolution of an audit or any litigation.

(D) All records shall be available for inspection by authorized state WIC program,
department and USDA representatives during normal business hours. Denia of
access shall result in immediate disqualification.

(E) All records shall be destroyed in a manner which protects confidentiality.
Private non-profit agencies shall submit a written request to destroy records stating
which records and the manner in which they shall be destroyed to the State WIC
office. Permission to destroy public records of municipal government agencies shall
be obtained through the Connecticut State Library, Public Records Administrator.
Permission, if granted, shall be in writing by a procedure adopted by that office
pursuant to Sections 7-109 and 11-8 of the Connecticut General Statutes. Written
notification of approval of the request to destroy records shall be maintained by the
local agency for three years in accordance with 7 CFR 246.25, as amended. The
state WIC program shall evaluate such requests based on compliance with records
retention requirements in 7 CFR 246.25, as amended.

(7) Mestings

(A) Each local agency coordinator shall attend coordinators meetings called by
the state WIC program. In the event that the coordinator cannot attend a meeting,
the local agency may send a representative.

(B) Each local WIC nutritionist shall attend the department’s nutritionists' meet-
ings caled by the state WIC program.

(8) Continuing Education. WIC funds may be used for workshops and conferences,
but may not be used for college or graduate school tuition or expenses.

(9) Office Hours. Local agency offices shall remain open continuously during
regular business hours for five full working days a week, unless granted a waiver
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by the department upon written request to the state WIC program, because of
inadeguate staffing or other demonstrated inability to meet requirements of this sub-
section.

(10) Smoking Poalicy. Each local agency shall post a policy statement against
smoking in any area where WIC program functions are performed, including check
distribution sites where WIC services are provided on a part-time basis. These sites
shall prohibit smoking during the times WIC is operating.

(11) Reporting. Thelocal agency shall submit to the state WIC office thefollowing
reports as scheduled below:

(A) Administration/Finance/Management Due Dates

(i) audit reports Within 30 days of com-
pletion of audit

(i) budget submission May 1

(iii) expenditure report 20th of month following
report month

(iv) evauation/performance report December 1

(v) local agency plan May 1

(vi) outreach April 15 and October 15

(B) Nutrition

(i) Nutrition Survey May 1

(c) Outreach

(1) Publicity. Local agencies shall annually publicize, in a newspaper serving
that program’s area, the availability of WIC benefits including eligibility criteria
and the location of local agency offices.

(2) Media Contacts are reports of any contact between the local agency and the
media. The reports shall include all media event information in outreach reports
submitted to the state WIC office.

(3) WIC Referrals

(A) Local agencies shall encourage referrals to WIC through the distribution of
written information at least once per year to hospitals, private physicians, local
clinics, community action agencies, social agencies, churches, neighborhood centers,
welfare agencies, and other organizations in the service area who serve potential
WIC dligibles.

(B) Local agency staff shall inform all WIC applicants and participants who may
be eligible where they may apply for the TANF and Food Stamp Programs, the
Medicaid Program, the Child Support Enforcement Program and the Expanded Food
and Nutrition Education Program, if available.

(C) All referrals shall be documented.

(4) Outreach Materials. Local agencies shall use outreach materials which shall:

(A) be targeted to individuals at high risk,

(B) reflect ethnic and cultural groups in the community,

(C) be availablein an appropriate foreign language when the local agency submits
for determination by the state agency that the primary language of a substantial
number of persons in the service area is not English,

(D) promote the WIC Program as a community nutrition program which operates
as an adjunct to health care,

(E) contain the required nondiscrimination clause, as stated in 7 CFR 246.6,
as amended.
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(5) Records. The local agency shall submit awritten report of outreach activities
to the state WIC program biannually and include copies of al outreach materials
used or planned for use which have not previously been submitted to the state WIC
program. Such report shall include:

(A) date,

(B) brief description of activity, including location,

(C) staff involved,

(D) population targeted, and

(E) results’comments.

(d) Financial Management

(1) Accounting Records

(A) Each loca agency shall maintain accurate and completely documented
accounting records for all program funds received from the state WIC program.
These records shall include:

(i) budget, cash flow report (WIC 1-C),

(i1) check stubs,

(iit) infant formula register,

(iv) monthly expenditure report WIC 1-B, and

(v) equipment inventory.

(B) These records shall be made available by the local agency to state or federal
personnel or agents acting in their behalf for periodic review or auditing purposes.

(2) Mgjor areas. All local agency budget requests, expenditure records and reports
shall classify al funds, under one of the following four areas:

(A) General Administration. All costs generally considered to be overhead or
management costs, including:

(i) saaries,

(if) fringe benefits,

(i) equipment,

(iv) contracted services,

(v) space rental,

(vi) supplies,

(vii) postage,

(viii) telephone,

(ix) printing and reproduction,

(x) trave - in-state,

(xi) travel - out-state, and

(xii) other outreach, maintain payroll, personnel, administrative, fisca and pro-
gram records, audit expenses, legal services.

(B) Client Services. All costs expended to deliver food and other client services
and benefits, including:

(i) saaries,

(ii) fringe benefits,

(iii) contract services,

(iv) material preparation,

(v) space rental,

(vi) application processing,

(vii) medical supplies,

(viii) travel-in-state and out state,

(ix) notification of rights,

(x) transfer of certification,
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(xi) planning of certification,

(xii) telephone,

(xiii) training,

(xiv) conduct and participate in surveys/studies,

(xv) transfer of certification,

(xvi) income determination,

(xvii) diet assessment,

(xviii) equipment,

(xix) anthropometric measurements,

(xx) other assessments, and

(xi) miscellaneous documentation.

(C) Nutrition Education. All costs directly related to general nutrition educa
tion, including:

(i) saaries,

(if) fringe benefits,

(iii) planning for nutrition education,

(iv) travel - in or out of state,

(v) material preparation,

(vi) material procurement,

(vii) equipment,

(viii) printing,

(ix) training staff,

(x) counseling individuals,

(xi) group education,

(xii) continuing education,

(xiii) data collection,

(xiv) evauation,

(xv) monitoring,

(xvi) telephone, and

(xvii) space rental.

(D) Breastfeeding. All costs expended for promotion and support of breastfeed-
ing, including:

(i) salaries,

(ii) fringe benefits,

(iii) material preparation,

(iv) material procurement,

(v) space rental,

(vi) printing,

(vii) contract services,

(viii) counseling,

(ix) training,

(x) continuing education,

(xi) breastfeeding promotion and support,

(xii) telephone, and

(xiii) travel - in or out of state.

(3) Line Items. Local agency budgets and expenditure records and reports shall
classify funds under one of the twelve cost categories specified below:

(A) Salaries - costs of all salaries and wages.

(B) Fringe benefits - employees contributions or expenses for socia security,
life and health insurance plans, unemployment compensation insurance coverage,
workmen'’s compensation insurance, and pension plan.
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(C) Equipment - purchase and rental of property having a useful life of more
than one year and an acquisition cost of $1,000.00 or more per unit.

(D) Contracted services. Chargeable under certification only. In cases where
certification procedures are not performed by members of the local WIC staff, the
local agency may contract with health care providers for such. Contracted services
include only personnel compensation and laboratory fees.

(E) Space Rental. The total cost of space may not exceed the fair market rental
cost of comparable space in the same locality. The cost of utilities, insurance,
security, janitoria service, elevator service, grounds upkeep, normal repairs, and
alterations are allowable to the extent they are not otherwise included in rental or
other charges for space. Costsfor rearrangement and alterations of facilities required
specifically for the WIC program or those that increase the value or useful life of
the facilities are allowable only when the state WIC program has given prior
written approval.

(F) Supplies. Office supplies, books, publications, audio visual supplies, food
demonstration supplies, and breastfeeding promotion aids.

(G) Postage.

(H) Telephone.

() Printing and reproduction. Total costs for printing and reproducing forms,
reports, manuals, and informational literature.

(J Travel Requirements. Records required by this paragraph shall be reviewed,
approved and signed by personnel authorized by the local agency. The local agency
shall retain a copy of the expense report. Travel records shall be maintained as
follows:

(i) In-state. The local agency shall document:

(a) date of trip,

(b) driver's name,

(c) beginning and ending odometer readings and total mileage,

(d) origin and destination of trip,

(e) parking receipts and tolls,

(f) reason for trip.

(i) Out-of-state. The local agency shall document:

(a) employee's name and position,

(b) reason for trip,

(c) date of trip,

(d) origin and destination,

(e) itemized costs as follows:

(2) date of each trip;

(2) employee’'s name;

(3) transportation tickets, hotel receipts, etc.;

(4) origin and destination of each trip;

(5) parking and taxi receipts; and

(6) reason for each trip.

(K) Other. Continuing education, outreach, equipment maintenance, and other
WIC program costs alowable under 7 CFR 246.14, as amended.

(4) Specia Limitations on Costs

(A) Nutrition education expenditures shall account for at least 25% of the total
expenditures.

(B) All equipment purchases by the local agency over $1,000.00 per item and
equipment rental charges over $50.00 per month are subject to approval, based on



Sec. 19a-59c page 17 (6-00)
Department of Public Health § 19a-59c-4

costs and necessity, in advance, by the state WIC Program. The local agency shall
retain a copy of the request and approval.

(C) Space expenses. Costs for rearrangement and aterations of facilities required
specifically for the WIC program or those that increase the value or useful life of
the facilities are allowable only when the state WIC program has given prior written
approval to the local agency. The local agency shall:

(i) submit to the state WIC program written requests with justification and
detailed costs.

(ii) retain a copy of the request and the state response.

(D) Indirect costs. Indirect costs to local agencies are not allowed.

(5) Annua Budgets

(A) Each local agency shall submit to the state WIC program by May 1 each
year, an annual budget using state supplied budget forms.

(B) All budget line item modifications from the contract budget which bring the
total of revisions to either $500 for a line item or 10% of aline item, whichever is
greater, are subject to advance, written approval by the state WIC program. Budget
modifications of |esser amountsrequire written notification to the state WIC program.
All budget modification requests shall be received by the state WIC program by
September 30. The local agency shall submit requests in writing with justification
and shall retain a copy of the request and the state response.

(6) Reports

(A) Revenue, expenditures, and cash-on-hand shall be reported to the state WIC
office monthly by the local agency.

(B) All revenue earned and expenditureswhich result in liabilities shall be reported
by the local agency in the fiscal year for which they are contracted, even though
the receipt of the revenue or the payment of the expenditure may take place in
whole or in part in a previous or subsequent fiscal year.

(7) Settlement of Contract Account. Settlement of the contract account shall be
made for each of the twelve line items as separate accounts. Differences shall be
totaled to enabl e settlement with a single payment. Nutrition education expenditures
shall account for at least 25% of the total expenditures.

(A) The local agency shall verify the state WIC program settlement figures and
notify the state WIC program within 10 days of receipt of any discrepancies.

(B) The local agency shall refund excess advancement or request additional
reimbursement within 30 days of the date of the settlement letter.

(e) Criteria for Selection of Local Agencies

(1) The department shall accept applications only from local agencies that meet
the following criteria in priority order:

(A) apublic or private nonprofit health agency that will provide ongoing, routine
pediatric and obstetric care and administrative services.

(B) a public or private nonprofit health or human service agency that will enter
into a written agreement with another agency for either ongoing, routine pediatric
and obstetric care or administrative services.

(C) a public or private nonprofit health agency that will enter into a written
agreement with private physicians, licensed by the state, in order to provide ongoing,
routine pediatric and obstetric care to a specific category of participants (women,
infants, or children).

(D) a public or private nonprofit human service agency that will enter into a
written agreement with private physicians licensed by the state, to provide ongoing,
routine pediatric and obstetric care.
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(E) apublic or private nonprofit health or human service agency that will provide
ongoing, routine pediatric and obstetric care through referral to a health provider.

(2) The department shall consider applications to provide WIC program benefits
to an area that has at least 600 potentialy eligible individuals.

(f) Local Agency Disqualifications and Penalties

(2) A local agency shall be considered in violation of the WIC Program if it:

(A) fails to submit to the department, obtain approval for, or fully implement the
local agency plan including the nutrition education portion;

(B) diverts money budgeted for administrative expenses to non-budgeted adminis-
trative items;

(C) fails to submit reports as required by the department;

(D) otherwise does not comply with the terms of its contract with the department.

(2) When alocal agency is found in violation of the state WIC program, it may
be subject to one or more of the following pendlties:

(A) reduction of reimbursement by 1/6 of the administrative budget for failure
to fulfill its contractual responsibilities for nutrition education; reduction of reim-
bursement for costs of activities which were not authorized under the terms of the
agreement with the state WIC program;

(B) termination of the agreement with the department; or

(3) A local agency may be disqualified from participation on sixty days advance
written notice of the disqualification.

(9) Dual Participation - The potential dual application report shall be validated
immediately upon receipt by the local agency. The local agency shall eliminate any
real dual participation through its own or other local agencies.

(h) Civil Rights

(1) The local agency shall comply with al civil rights requirements as specified
in 7 CFR 246.6, as amended. The nondiscrimination clause referred to in 7 CFR
246.6, as amended, shall appear on al materials that identify or describe the
WIC program.

(2) Discrimination Complaints

(A) Within 24 hours the local agency shall send a copy of any complaint to:

(i) Affirmative Action Officer, State of Connecticut, Department of Public
Health; and

(ii) State WIC Office, State of Connecticut, Department of Public Health.

(B) All complaints received by the local agency which allege discrimination based
on race, color, national origin, sex, age or disability shall also be referred by the
local agency to the Secretary of Agriculture, USDA, Washington, D.C. 20250.

(C) The local agency shall ensure that the identity of every complainant be kept
confidential except to the extent necessary to carry out the purposes of this subsection,
including the conduct of any investigation or hearing.

(D) Records. All records regarding any civil rights matter shall be retained a
minimum of three years by the local agency.

(i) Certification. In accordance with the contract between the department and
the local agency, the local agency shall cooperate in furnishing information in
this subsection.

(1) Theloca agency shall develop a system to certify applicants for WIC benefits
in accordance with the processing standards delineated in 7 CFR 246.7, as amended,
and as specified in subdivisions 19a-59c-4(i) (1) through 19a-59c-4(i) (3) of the
Regulations of Connecticut State Agencies. The processing standard begins when
the applicant visits the local agency during office hours to request program benefits.
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(2) Employed individuals seeking to apply for WIC benefits shall be given a
convenient appointment so as to minimize the time that such an individual is absent
from the workplace for the purpose of applying for the program.

(3) Pregnant women in priority I, infants, the homeless and migrants shall be
notified by the local agency of their éigibility or ineligibility within 10 days of the
date of the initial request for program benefits. An extension of the notification
period to a maximum of 15 days may be requested in writing by the local agency
to the state agency.

(4) All other applicants shall be notified by the local agency of the determination
of eligibility within 20 days of the date of the initial request for program benefits.

(5) Local program staff shall attempt to contact any pregnant woman who misses
her initia certification appointment in order to reschedule the appointment.

(6) A CPA on the local agency staff shall certify as eligible al applicants who:

(A) reside in Connecticut, and

(B) meet the WIC approved categories, and

(C) meet the income standard, and

(D) are at nutritional risk, as defined in subsection 19a-59c-1(mm) of the regula-
tions of Connecticut state agencies.

(7) Individuals who are being certified shall be physicaly present at the WIC
office or satellite at the time of each certification. The local agency shall notify
every applicant/participant prior to certification that the individual shall be present
in order to complete the certification process. Physical presence shall be documented
in the individua’s certification file.

(8) Infants of women who were enrolled in the WIC program during pregnancy
may be certified for up to six weeks of age without being physically present at the
time of certification. Physical presence of the infant shall be documented by six
weeks of age.

(9) When an applicant initially applies for WIC benefits, local agency staff shall
determine if the applicant lives in Connecticut. State residency shall be verified by
asking the applicant to present documentation which lists the applicant’s name and
address. Verification of residency is not required for homeless applicants.

(10) Nutritional risk shall be determined and documented by a CPA on the staff
or on contract with the local agency.

(11) The CPA shall determine the extent of present health care and shall advise
applicants and participants where they may go for adequate care.

(12) If thelocal agency does not have a contract with the CPA providing informa-
tion on the nutritional status of a potential participant, then it shall be considered
areferral and SHALL be reviewed by the local agency’s CPA and countersigned.

(13) For determination of nutritional risk, the following data shall be obtained
no more than 60 days before certification, provided that data used to determine the
nutritional status of pregnant, postpartum or breastfeeding women was obtained
while she was pregnant, postpartum or breastfeeding, respectively:

(A) height or length, and weight;

(B) a hematological test for anemia such as a hemoglobin or hematocrit test for
all participants except for infants under six months of age and children whose blood
valueswere normal at the previous certification. However, thetest shall be performed
on children whose values were normal at the previous certification at least once
every 12 months.

(C) as alast resort, and after all other options have been pursued to resolve the
issue of obtaining timely bloodwork data, as documented by the local agency on
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the participant certification form, a pregnant woman may be temporarily certified
without bloodwork data, one time only during her pregnancy for a period which may
not exceed 60 days, aslong as she is otherwise eligible to receive program benefits.

(14) A diet history shall be performed by anutritionist or by a staff person trained
and supervised by the program nutritionist to assess the adequacy of the potential
participant’s diet. A diet assessment form shall be completed if the nutritional risk
criterion for certification is based on a dietary inadequacy.

(15) The local agency shall ensure that at least two people are involved in the
certification process for each participant. This shall be reflected on the certification
form by having the CPA complete and sign the Medical/Nutritional assessment and
another WIC staff member shall be responsible for the income digibility determi-
nation.

(16) The local agency shall ensure that signatures on the WIC Certification Form
are handwritten and shall comprise, at a minimum: first initial and last name. CPA
signatures shall be legible.

(17) The local agency may extend the certification period for infants up to their
first birthday, provided that the quality and accessibility of health care to infants
are not diminished. A request for approval shall be made in writing to the state
WIC program.

(18) The criteria for determining regression as defined in subsection 19a-59c-
1(yy) of Regulations of Connecticut State Agencies shall not be used for an initial
certification or for the recertification of priority Il infants or postpartum women.
These criteriamay be used only if there was a documented nutritional risk condition
at a prior certification, as evidenced by anthropometric, biochemical, clinical or
dietary assessment. The regression criterion may not be used two or more times
consecutively to certify an individua .

(19) Priority Assignment

(A) Participants certified on the basis of regression shall be assigned to the same
priority group to which they were previously assigned.

(B) High risk postpartum women shall be assigned to priority 1V. (See the State
WIC Manuad).

(C) Both the mother and infant of a breastfeeding dyad shall be assigned the
highest priority for which either qualifies.

(D) A participant shall be assigned to the highest priority group for which he or
sheis eligible.

(20) Transfer of Certification

(A) The local agency shall comply with al reguirements related to transfer of
certification as specified in 7 CFR 246.7 (j), as amended, and in subparagraph 19a-
59c-4 (i) 16 (B) through (D) of Regulations of Connecticut State Agencies.

(B) The local agency shall accept all verification of certification (VOC) cards
which are recognized as state or national cards if such cards include as a minimum
the participant’s name and the certification date, including those cards which may
have some incorrect information. A person with a valid VOC card shall not be
denied participation because the person does not meet the state WIC program’'s
eligibility criteria

(C) If the certification period is still valid and the VOC card is incomplete, the
local agency shall obtain the missing information and complete the card.

(D) If the certification period is no longer valid, the local agency shall process
the individual as a new applicant.
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(21) Certification Records - Thelocal agency shall maintain complete certification
records for active WIC participants composed of:

(A) request for alternate/proxy (WIC-12);

(B) certification form(s);

(C) prenatal weight gain grid for women, growth charts for children;

(D) nutrition education documentation;

(E) diet assessment form(s) in accordance with subsection 19a-59c-4(h) of Con-
necticut State Agencies, as amended;

(F) high risk care plan in accordance with subsection 19a-59¢-4(j) of Connecticut
State Agencies, as amended; and

(G) denia form for the National Voter Registration Act, if warranted.

(22) Aliens. During the certification processif it becomes known that the applicant
is an dien, the local agency shall:

(A) inform aliens that participation in WIC may be considered by the Immigration
and Naturalization Service (INS) as an indication that they have become a public
charge and may be subject to deportation in accordance with the Immigration and
Nationality Act (8 U.S.C. 1251 (a) (8)).

(B) refer the applicant to the INS for counseling,

(C) not further advise the applicant on this subject,

(D) refer any INS officials seeking information regarding WIC program participa-
tion to the state WIC office.

(23) Phenylketonuria (PKU). The certification and enrollment in the WIC program
of eligible children who have PKU shall be accomplished through coordinated
efforts of the local agency, the PKU clinics, the state WIC and genetics programs
and the primary care providers.

(A) The local agency shall complete the initial and subsequent certification.

(B) The local agency shall establish and maintain certification records for al
WIC/PKU participants.

(C) The loca agency shall issue an appropriate PKU formula to infants and
children when prescribed by a physician and not provided by another source.

(D) Other inborn errors of metabolism shall be handled in the same manner
as PKU.

(24) Termination. A termination notice shall be provided to participants, in writing,
no less than 15 days before the disqualification. The notice should include reasons
for disgualification and the right to a hearing under Chapter 54 of the general statutes
and section 19a-2A-1 through 19a-2A-41 of Connecticut State Agencies, asamended,
of regulations of Connecticut State Agencies. The local agency shall terminate a
WIC participant:

(A) if there are individuals waiting who, according to the priority system, are at
greater nutritional risk;

(B) who is no longer in a WIC approved category;

(C) whose family income exceeds the income guidelines;

(D) if participant reguests termination;

(E) for participation in more than one local WIC program;

(F) who abusesthe program as specified in subsection 19a-59c¢-6 (a) of Regulations
of Connecticut State Agencies; or

(G) if directed by the state agency for administrative or fiscal reasons.

(25) Waiting Lists. As directed by the state WIC program, the local agency shall
maintain awaiting list of individuals who visit the local agency to express an interest
in receiving program benefits and who are likely to be served. However, in no case
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shall an applicant who requests placement on the waiting list be denied inclusion
on the list.

(A) The competent professional authority shall fill vacancies, as directed by the
state WIC program, by applying the participant priority system as defined in subsec-
tion 19a-59c¢-1(vv) of Regulations of Connecticut State Agenciesand 7 CFR 246.7(d)
(4), as amended.

(B) The waiting list shall comprise the following:

(i) name, address, telephone number;

(ii) categorical status; and

(iii) date placed on the waiting list.

() Local agency staff shall conduct an orientation for each participant to include:

(1) the general purpose and scope of WIC,

(2) the food delivery system,

(3) encouragement to attend all nutrition education activities,

(4) the importance of obtaining health care,

(5) rights and responsihilities as specified on the certification form, and

(6) The option of registering to vote.

(k) Nutrition Services

(1) The nutrition services component of the local agency shall be the primary
responsibility of the WIC program nutritionist.

(2) A competent professional authority at the local agency shall prescribe or
modify the food package for each participant according to federal requirements that
delineate the quantity and quality of food to be prescribed to participants as specified
in the State WIC Plan, as currently revised.

(3) Nutrition Education

(A) The local agency shall make nutrition education available to each participant
a least twice every six months through individual or group sessions which are
appropriate to the individual participant’s nutritional needs and based upon the U.S.
Dietary Guidelines (U.S. Department of Agriculture and U.S. Department of Health
and Human Services, Home and Garden Bulletin No. 232). All pregnant participants
shall be encouraged to breastfeed unless contraindicated for health reasons as deter-
mined by a physician.

(B) The local agency shall offer newly enrolled participants an explanation of
one or more of the following:

(i) participant’s nutritional risk condition and ways to achieve an adequate diet;

(ii) either verbally or through an audio-visual presentation, the type and amount
of food approved by the program;

(i) the importance of the supplemental foods being consumed by the participant
for whom they are prescribed rather than by the whole family;

(iv) that the program is a supplemental rather than a total food program;

(v) the nutritional value of the supplemental food; or

(vi) the importance of health care.

(C) The local agency shall offer subsegquent nutrition education contacts as
described in the local agency plan, to include a discussion of the following:

(i) participants’ particular nutritional needs according to the category of eligibility,
i.e., needs of pregnant, breastfeeding, postpartum women, infants, and children;

(ii) relationship of diet to health;

(iii) the benefits of consuming a variety of foods including those not provided
by the program;

(iv) nutrients of special interest or need to the participant; and
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(v) additional topics at the local agencies discretion, as described in the local
agency plan.

(D) Thelocal agency shall implement a plan to promote breastfeeding among parti-
Cipants.

(E) The local agency shall provide information on the dangers of drug, alcohol
and tobacco use during pregnancy to each pregnant participant, and appropriate
referrals shall be made.

(F) The local agency shall document nutrition education as follows:

(i) topic(s),

(ii) date,

(iii) staff initials, and

(iv) participant refusal or inability to attend or participate.

(G) Each local agency shall use other available community resources, such as
the Expanded Food and Nutrition Education Program (EFNEP), in providing nutri-
tion education.

(H) The loca agency nutritionist shall develop and implement a nutrition care
plan for each high risk participant and any other participant who wishes to have
such a plan.

(1) Food Delivery

(1) The local agency shall issue checks which correspond to the food packages
selected by the CPA, according to the procedures and policies as prescribed by SWIS.

(2) The local agency staff shall issue a WIC identification (ID) card or folder to
each participant.

(3) Alternate (Proxy) Authorization. A participant may request in writing authori-
zation of an alternate to pick up or redeem WIC checks. In cases which the local
coordinator or CPA determines to be hardship, a one month alternate may be
authorized without a written request from the participant. The justification for
authorization of an alternate and a copy of the alternate’ s name and signature shall
be obtained by the local agency prior to authorization. The process of authorizing
alternates shall ensure that only two individuas - the participant and the current
aternate - may use the WIC checks. The local agency shall clearly document the
individual(s) authorized to use each set of WIC checks and these individuals
signatures shall be on file at the local agency.

(4) The local agency shall prorate participants’ food packages as prescribed
by SWIS.

(m) Managment Information Systems

(1) The local agency shall follow security policies with regard to copyright laws,
equipment, backup and recovery, installation and upgrades and software passwords

as established by the state WIC office.
(Effective March 2, 1993; amended April 3, 1998)

Sec. 19a-59¢c-5. Food vendor participation

(a) In order to be considered for authorization, a vendor shall:

(1) be necessary to the program as determined in accordance with subsection
19a-59c¢-5(c) of Regulations of Connecticut State Agencies and as specified in the
WIC vendor agreement.

(2) request an application package in writing,

(3) submit a completed application package by the due date, and

(4) meet the minimum criteria at the time of an authorized site visit as established
by the state WIC program in subsection 19a-59¢-5(c) of Regulations of Connecticut
State Agencies and according to 7 CFR 246.12, as amended.
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(b) The state WIC program, in cooperation with local agencies, shall process
requests from food vendors who wish to become authorized WIC vendors, monitor
vendor performance, document and resolve participant complaints.

(1) When the local agency is contacted by a vendor requesting authorization, the
following procedure shall be followed:

(A) During the open enrollment period, which is designated by the state WIC
program, the local agency will direct the vendor to submit the request in writing to
the state WIC office.

(B) Applications will not be accepted any time other than the open enrollment
period and before the due date. However, the state WIC program may authorize
vendors based upon documented participant hardship at times other than open
enrollment. In case of participant hardship, the local agency shall refer the vendor
to the state WIC office.

(2) For vendors in its area, the local agency shall maintain a file which contains
the following information:

(A) data sheet including store name, address, WIC vendor number and contact
name;

(B) changes in vendor; e.g., change of ownership or address;

(C) documentation of any tel ephone conversations with the vendor and complaints
received about the vendor;

(D) any other information which the department deems pertinent.

(3) The local agency shall process participant complaints as follows:

(A) document receipt of the complaint in writing to include:

(i) date of complaint,

(if) name of participant making complaint (if available),

(iii) name of vendor about whom participant is making complaint, and

(iv) nature of complaint according to participant.

(B) submit the original of the written documentation to the state WIC program
within 5 working days;

(C) retain a copy of the written documentation for the local agency file.

(c) Authorization of WIC vendors is the sole responsibility of the state WIC
program. Vendor agreements are between the state and the vendor. The department
shall authorize an appropriate number and distribution of food vendors, as well as
perform an effective review and monitoring of vendors. The appropriate number
and distribution of vendors shall be based upon store location, number of authorized
stores in the area, the number of WIC participants in that area, adequate participant
access and lowest prices charged by vendor. The department may make any adjust-
ments in the number of authorized stores required for special needs such as second
language stores and access for the handicapped.

A vendor shall not be authorized by the state WIC program if the minimum
requirements of the program are not met at the time of an initial visit. Minimum
requirements include posting product prices, stocking the minimum inventory,
attending vendor training sessions, maintaining WIC redemptions of an average of
twenty-five checks per month, store business hours a minimum of 10 hours a day,
6 days aweek and no history of overcharging the WIC Program. Satisfactory Food
Stamp compliance as evidenced in part by no Food Stamp chargeletter onfile. Prices
charged by stores for WIC foods cannot exceed fair market prices as determined by
the state WIC program.

After the initial pre-authorization visit, inventory audits shall be conducted and
periodic visits shall be made to authorized vendors. On-site monitoring and compli-
ance investigations shall be performed by department staff or contracted designees.
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Theseinventory audits and additional visits, made during the period of authorization,
may result in warning, fine, or disqualification letters being issued, dependent on
the abuse. On any visit made to a store, the minimum requirements shall be met at
the time of the visit or the vendor may be subject to penalties in accordance with
subsection 19a-59¢-6(c) of Regulations of Connecticut State Agencies, as amended.
Details of any violations shall be documented.

(d) Vendor Agreements are rendered null and void if the ownership changes. The
food vendor shall notify the state WIC program when the vendor ceases operation

or when the ownership changes.
(Effective March 2, 1993; amended April 3, 1998)

Sec. 19a-59¢c-6. Program abuse

(a) Participant Abuse

(1) In cases of participant abuse of the WIC program, the local agency shall:

(A) issue al warnings either in writing or orally to the participant in the presence
of at least one witness, and document the abuse in the participant’ sfile by recording
name, date, description of incident and name(s) of witness(es);

(B) if a decision is made to suspend the participant, hand deliver or mail, by
certified mail, return receipt requested, a written notice of suspension indicating
length of time and reason;

(C) mail a copy of the notice of suspension to the state WIC office within 15
days, and retain copies in the participant’s file;

(D) should the participant request a hearing, have the participant complete the
necessary hearing form, and forward it to the state WIC office;

(E) report threats or acts of violence against a person or property immediately
to the police;

(F) if the abuse in question includes the sale of supplemental foods or checks or
their exchange for credit toward the purchase of unauthorized food or other items
by the participant,

(i) report by phone alleged or suspected abuse to the State WIC Office immedi-
ately, provide written documentation within 15 days, retain acopy in the participant’s
file, include name, date, description of the incident, names of witnesses, and other
appropriate information, and

(ii) implement actions regarding the participant’s WIC status as described in
subparagraph 19a-59c-6(a) (1) (B) of Regulations of Connecticut State Agencies,
as amended, unless given other instructions by the state WIC office, and maintain
documentation of actions taken;

(iif) Claims Against Participants - The recovery of the cash value of program
benefits which have been improperly issued to a participant due to the intentional
misrepresentation or withholding of information may beinitiated by the state agency
in addition to imposition of the sanctions described in subsection 19a-59c-6(a) of
Regulations of Connecticut State Agencies, as amended. The state agency may
pursue recovery when the value of the overissuance exceeds $300.00.

(G) inform participant of the right to review termination, disgualification, or
suspension from the WIC program in accordance with section 19-2a-1 through 19-
2a-40, as amended, of Regulations of Connecticut State Agencies.

(2) Category | Violations

(A) Category | violations are actions related to misuse of checks, including but
not limited to:

(i) refusal to follow proper redemption procedures such as signing checks,

(ii) failure to follow proxy procedures,
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(iii) selection of unauthorized foods within an approved food category, or

(iv) selection of unauthorized quantities of authorized foods.

(B) Category | violations shall be subject to the following sanctions:

(i) awritten or oral warning for the first occurrence within a 12-month period,

(i) a one month suspension for the second occurrence within a 12-month
period, and

(iii) a three month suspension for the third violation within a 12-month period.

(3) Category Il Violations

(A) Category |l violations are actions related to misuse of program benefits and
participant rights, including but not limited to:

(i) verbal abuse of program, local agency or vendor staff,

(i) redeeming checks which have expired or been altered, and

(iii) purchase of unauthorized foods, or returning WIC foods for cash.

(B) Category Il violations shall be subject to the following sanctions:

(i) awritten or oral warning for the first actual or attempted occurrence, and

(if) athree month suspension for any subsequent, actual or attempted occurrence
within a 12-month period.

(4) Category 111 Violations

(A) Category Il violations are actions related to deliberate fraud or abuse of the
WIC program, including but not limited to:

(i) physical abuse of program, local agency or vendor staff;

(i) misrepresentation of eligibility for program benefits;

(i) purchase of non-food items;

(iv) purchase of alcohol or tobacco products;

(v) exchanging checks for cash;

(vi) sale of WIC foods;

(vii) receipt from food vendors of cash or credit toward purchase of unauthorized
foods or other items of value in exchange for checks; or

(viii) simultaneous participation in more than one local agency WIC program.

(B) Category Il violations shall be subject to a three month suspension for
any offense.

(b) Applicant Abuse - Sanctions shall be applied by the local agency when an
applicant knowingly and deliberately misrepresents circumstances to obtain WIC
benefits, or, when an applicant uses verbal or physical abuse or threat of physical
abuse to local agency, clinic or vendor staff or property, or refuses to cooperate
when asked for information.

(1) Penalty - Denial of participation in the WIC program.

(2) The loca agency shall:

(A) issue awritten Denial of Participation Notice stating the reason for the denial
and the right to a hearing;

(B) mail a copy of the Denial of Participation Notice to the state WIC office
within 15 days, which shall include a notice of the right of review, and retain copies
in the participant’s file;

(C) should the applicant request a hearing, have the applicant complete the
necessary hearing form and forward to the state WIC office; and

(D) report threats or acts of violence against a person or property immediately
to the police.

(c) Vendor Abuse - Sanctions are to be applied by the state WIC program against
vendors based on the nature and severity of violations and the Vendor authorization
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agreement. Depending upon the offense, the state WIC program may impose the fol-
lowing:

(1) Warnings - A warning letter shall be sent to the vendor upon documentation
of the first violation for abuses in accordance with the WIC vendor agreement for
certain abuses.

(2) Finesand disgualifications- civil penalties—acivil penalty pursuant to Section
19a-59d of the General Statutes may be imposed on vendorsin lieu of or in addition
to disqualification. Disqualification may result upon documentation of certain abuses
by a vendor in accordance with the following:

(A) ClassA violations: An automatic three-year disqualification shall be assessed
for the following violations:

(i) providing cash for redemption of a WIC check,

(ii) allowing cigarettes or alcoholic beverages to be purchased with a WIC check,

(i) allowing any non-food items such as soaps, paper goods, etc. to be purchased
with a WIC check,

(iv) not providing refunds or not paying fines by the due date as requested by
the WIC program,

(v) using a counterfeit WIC vendor stamp,

(vi) receiving, transacting, or redeeming WIC checks outside of authorized chan-
nels or through unauthorized persons,

(vii) forging the signature of a WIC participant/alternate or a designee of the
WIC program on any WIC document,

(viii) charging the WIC program for foods not received in exchange for a WIC
check as determined during compliance purchases or check audits, or

(ix) charging the WIC program more for WIC foods than the lesser of the shelf
or sale price at the time of purchase as determined during compliance purchases or
check audits.

(B) Class B violations: A six-month disqualification or a five hundred dollar
($500.00) fine in lieu of disqualification shall be assessed for each occurrence of
the following violations. Upon the fifth Class B violation within a one-year period,
a two-year disqualification shall be imposed. The option to pay a fine shall not be
available at that time:

(i) the inability to justify WIC redemptions through documented WIC food
item purchases,

(i) pricing a WIC check by type rather than by the actual purchase price of
the foods,

(iit) not providing information as requested by the WIC program within the time
frame that is stated,

(iv) not having the participant enter the purchase price in ink on a WIC check
at the time of the purchase, or

(v) redeeming a WIC check for any food not specified on the WIC check or WIC
food list.

(C) Class C violations: A three-month disqualification or a two hundred fifty
dollar ($250.00) finein lieu of disgualification shall be assessed for each occurrence
of the following violations. Upon the fifth Class C violation within a one-year
period, a one-year disgualification shall be imposed. The option to pay a fine shall
not be available at that time:

(i) accepting a WIC check before the approved WIC foods have been provided
or for credit, iou’s or rain checks,

(ii) redeeming an atered WIC check,
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(iii) not attending assigned training sessions,

(iv) alowing the return of any WIC purchases, or

(v) providing false information on any WIC document or on any WIC request
for information.

(D) Class D violations: A one hundred twenty-five dollar ($125.00) fine shall
be assessed for each occurrence of the following violations. Upon the Fifth Class
D violation within a one-year period, a six-month disqualification shall be imposed.
The option to pay a fine shall not be available at that time:

(i) not checking the WIC program identification card or folder at the time of
purchase,

(it) not verifying the WIC participant/alternate signature at the time of purchase,

(iii) not posting all WIC food prices on the item itself or on the shelf or door in
front of the item,

(iv) not having the minimum inventory of WIC-approved foods on shelves at
all times,

(v) not providing savings to WIC participants/aternates through the use of
coupons or store offered promotions that include WIC authorized foods, or

(vi) accepting a WIC check before the *‘first day to use’’ or after the *‘last day
to use'’ as specified on WIC checks.

(E) FNS Programs- whenever a vendor is disqualified from participation in any
other FNS (Food and Nutrition Service) program such as the Food Stamp Program,
the vendor shall also be disqualified from participation in the WIC program for the
same length of time up to a maximum of three (3) years. Also, if avendor is assessed
a civil money pendlty in lieu of disqualification from a FNS program, that vendor
shall be disqualified from the WIC program for the same length of time that the
FNS program would have disquaified the vendor up to a maximum of three (3)
years. In addition, if a vendor is assessed a settlement fine, or any other monetary
penalty or fee relating to a disqualification from the Food Stamp Program, a WIC
civil penalty shall be assessed the vendor equal to the lesser of the FNS penalty or
two thousand five hundred dollars ($2500.00).

(F) Intent to pay- if the option to pay afinein lieu of disqudlification for Class
B or Class C violations is elected, the total amount of the fine is payable on or
before the date the disqualification would have been effective. The notification of
intent to pay the fine shall be received at the department of Public Health within
seven (7) days of receipt of the WIC program sanction letter. Any fines levied for
Class D violations are payable fifteen (15) days from receipt of the WIC program
sanction letter.

(G) Undue hardship - if the WIC program determines that there shall be undue
hardship for WIC participants if a vendor is disqualified, the store shall be alowed
to remain on the program until such time that undue hardship no longer exists. A
fine of two thousand five hundred dollars ($2500.00) shall be paid by the vendor
to continue to accept WIC checks. A hearing may be requested to determine if the
disgualification is warranted. At such time that the WIC program determines that
undue hardship no longer exists, the vendor shall be notified that the origina
disqualification shall be effective fifteen (15) days from receipt of the letter. The
vendor may request a hearing for the sole purpose of arguing the issue of undue
hardship.

(H) Aggregate fines - any store that has paid more than two thousand five
hundred dollars ($2500.00) in fines in the last three (3) years shall not be selected
for authorization.
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(3) Expiration - records of violations shall be erased after related disqualification
periods have been served. However, warnings shall remain active during the entire
term of the store’s current ownership.

(4) Termination. Theright to terminate the Agreement may be exercised by either
party upon not less than fifteen (15) days advance written notice. Neither the State
of Connecticut, Department of Public Health nor the vendor has any obligation to
renew the Vendor Agreement.

(5) Waiver of Sanctions - The state WIC program may waive the action against
the vendor if such action would significantly impair the ability of the state WIC
program to meet its goals and objectives.

(6) Notice of review: Any person aggrieved by an order issued by the state WIC
program may request a review of the order by the commissioner. Expiration of the
agreement is not subject to review. The request for review shall be received by the
commissioner within seven (7) days of the date of issuance of the order. If the
seven (7) day period expires on a day which is not a normal business day for the
department, the time period for making a request for review shal be extended
through the close of business of the first regular business day following.

The request for review shall state:

(A) the name of the person claiming to be aggrieved;

(B) the nature of the claimed aggrievement;

(C) the order being reviewed; and

(D) the grounds for review.

(Effective March 2, 1993; amended April 3, 1998)
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Connecticut Tumor Registry

Sec. 19a-73-1. Tumor registry regulations. Connection of information on
occupational history

All short term and long term hospitals licensed under sections 19a-490 to 19a
503, inclusive, of the Connecticut General Statutes shall collect information on

occupational history from each newly diagnosed cancer patient.
(Effective September 23, 1983)

Sec. 19a-73-2. Content of history

Occupational history shall include places of employment, types of employment

and length of employment of the cancer patient prior to diagnosis of cancer.
(Effective September 23, 1983)

Sec. 19a-73-3. Recording of history on form

The occupational history shall be recorded on aform to be provided by the State

Department of Health Services, and shall befiled in the medical record of the patient.
(Effective September 23, 1983)

Sec. 19a-73-4. Availability of forms

A copy of the occupational history forms shall be made available to the hospital
tumor registrar or other hospital employee who isresponsible for reporting informa-
tion on newly diagnosed cancer cases to the tumor registry in the Department of
Health Services.

(Effective September 23, 1983)

Sec. 19a-73-5. Registration of forms

The hospital tumor registrar or other designated hospital employee shall submit
a copy of the occupational history form to the tumor registry in the Department of
Health Services at the time the regular cancer report forms are submitted as required

by section 19a-73-6 of these regulations.
(Effective September 23, 1983)

Sec. 19a-73-6. Reporting

Each general, special and chronic disease hospital licensed under chapter 368v
of the Connecticut General Statutes and each clinical laboratory licensed under
section 19a-30 of the Connecticut General Statutes shall report within six months
of the close of the calendar year, on forms furnished by the State Department of
Health Services, such information as the department requires concerning diagnosis,
stage of disease, medical history, laboratory data, tissue diagnosis, radiation, surgical
or other methods of treatment, and annual lifetime follow-up on each cancer patient

at such times as are necessary to maintain the Connecticut Tumor Registry.
(Effective September 23, 1983)

Sec. 19a-73-7. Non-compliance

Failure to comply with the requirements stated in section 19a-73-6 above within
six months after the end of a caendar year may be a cause for suspension or

revocation of the license of the hospital or clinical laboratory.
(Effective September 23, 1983)
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Public Sources of Nicotine Yield Ratings for Cigarettes

Sec. 19a-74a-1. Definitions

As used in sections 19a-74a-1 and 19a-74a-2 of the Regulations of Connecticut
State Agencies:

(1) *‘Department’” means the Department of Public Health;

(2) **Commission’”’ means the Federal Trade Commission (FTC), an independent
administrative agency which was organized in 1915 pursuant to the Federal Trade
Commission Act of 1914. It is responsible for the administration of a variety of
statutes which, in general, are designed to promote competition and to protect the
public from unfair and deceptive acts and practicesin the advertising and marketing
of goods and services; and

(3) ‘*Public Sources of Nicoting'’ includes the Commission’s documents con-
taining the nicotine yield ratings pursuant to the Federal Cigarette Labeling and

Advertising Act of 1966.
(Adopted effective September 13, 2001)

Sec. 19a-74a-2. Access to information

The department shall access the Commission’s information including, but not
limited to, their website for public sources of nicotine provided pursuant to 15
USC § 1335a.

(Adopted effective September 13, 2001)
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Per Capita Grants for Part-Time Health Departments

Sec. 19a-76-1. Definitions

(2) “*Full-time local director of health’” or ‘*director’”” means a municipal or
district director of heath who is responsible for enforcing public health laws and
administering public health programs; and is employed on a full-time basis by a
district or municipality.

(2) *'Part-time health department’” means a health department that has been
designated by amunicipality as a part-time health department for purposes of section
19a-202a of the Connecticut General Statutes.

(3) **Health department’’ means the municipality or district unit which isadminis-
tered by the full-time local director of health.

(4) **Commissioner’’ means the Commissioner of Public Health.

(5) ‘“Employee’”’ means a person who: (1) is designated as a local director of
health pursuant to section 19a-200 of the Connecticut General Statutes; or (2) reports
to alocal director of health, and is licensed pursuant to the provisions of chapters
370, 371, 379, 395, subsections (a) or (b) of section 20-87a of the Connecticut
General Statutes or holds a bachelor's or higher degree in public health from a
regionally accredited college or university; and (3) isemployed by a part-time health
department to provide services pursuant to section 19a-76-2 of the Regulations of
Connecticut State Agencies.

(6) *‘Full-time employeeor itsequivalent’’ means amaximum of three employees,
as defined in subdivision (5) of this section, whose total work week consists of a
minimum of thirty-five hours.

(Effective December 15, 1983; amended April 29, 1999)

Sec. 19a-76-2. Basic local health program

(a) Except as provided in subsection (c) of this section, to be eligible for state
grants under section 19a-202 or section 19a-245 of the Connecticut General Statutes
or section 19a-202a of the Connecticut General Statutes health departments shall
ensure the provision of a basic public health program in accordance with subsection
(b) below. The health department may ensure the provision of a program by directly
providing the service, contracting with another health department or community
agency or coordinating public health services with other community or regional
resources providing specialized services. Nothing in these regulations shall prohibit
any health department from providing health servicesin addition to the basic services
described in subsection (b) below.

(b) The basic health program to be provided shall include the following services
that prevent disease or reduce conditions that have an adverse effect on health:

(1) Public health statistics. There shall be participation in a mechanism for the
collection, tabulation, analysis and reporting of public health statistics for the health
jurisdiction served;

(2) Health education. There shall be public and professional information and
education with emphasis on prevention and individual responsibility for health status,
community organization and outreach;

(3) Nutritional services. There shall be a nutrition program including appropriate
activities in education and consultation for the promotion of positive health, the
prevention of ill health, and the dietary control of disease;

(4) Maternal and child health. There shall be a comprehensive plan for maternal
and child health services to include but not necessarily be limited to:

(A) Prenatal, childbearing, and reproductive care;
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(B) Family planning;

(C) Child and adolescent health including school health;

(D) Child abuse;

(E) Genetic disease control;

(5) Communicable and chronic disease control

(A) There shall be preventive servicesincluding immunization, screening, consul-
tation, diagnostic services, epidemiological investigation, and community education;

(B) The qualifying health department shall identify resources and provide referral
for treatment and rehabilitation of persons with communicable, chronic, and handi-
capping conditions including, but not necessarily limited to, tuberculosis, venerea
disease, cancer, hypertension, and cardiovascular disease;

(C) There shall be a plan for the prevention and control of vision, hearing, and
dental problems;

(6) Environmental services. These shall include activities relating to water, food,
air, wastes, vectors, housing, bathing places, safety, noise, toxic hazards, and nui-
sances in the community and work place;

(7) Community nursing services. There shall be provision for community nursing
need to implement programs for which the qualifying health department is
responsible;

(8) Emergency medical services. There shall be provision for the development and
implementation of an emergency medical service system to include: identification of
primary services, written mutual aid and mass casualty plans, and participation in
regional planning.

(c) A municipality that has designated itself as having a part-time health depart-
ment may ensure the provision of a basic public health program as described in
subsection (b) of this section by directly providing the service, contracting with
another health department or community agency or coordinating public health ser-
vices with other community or regional resources providing specialized services.

(Effective December 15, 1983; amended April 29, 1999)

Sec. 19a-76-3. Use of funds

(a) Funds available to qualifying health departments under section 19a-202 or
section 19a-245 of the General Statutes shall be used only to augment local appropria-
tions provided for public health purposes through the health department in further-
ance of those functions listed in section 19a-76-2 of these regulations and any other
programs approved by the commissioner.

(b) Funds available to qualifying health departments under section 19a-202a of
the Connecticut General Statutes shall be used only for public health purposes
through the health department in furtherance of those functions listed in section
19a-76-2 of the Regulations of Connecticut State Agencies and any other programs
approved by the commissioner.

(Effective December 15, 1983; amended April 29, 1999)

Sec. 19a-76-4. Applications for funds

(a) Budget and program

(1) The director of each health department applying for funds under section 19a
202 or section 19a-245 of the Connecticut General Statutes or section 19a-202a of
the Connecticut General Statutes shall submit a budget each year showing a total
plan for the expenditure of all public health funds during the year together with an
outline of the programs contemplated.
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(2) Budget and program revisions shall be approved by the commissioner prior
to implementation.
(b) Reports
(1) Attheend of each fiscal year, the director of each qualifying health department
shall submit to the commissioner reports of expenditures, operations, and services
rovided.
P (Effective December 15, 1983; amended April 29, 1999)
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Child Day Care Centers & Group Day Care Homes

Secs. 19a-79-1—19a-79-8.
Repealed, July 27, 1993.

Sec. 19a-79-1a. Definitions

(1) *“Administration of medication’” means the direct application of a medication
by inhalation, ingestion or any other means to the body of a person;

(2) ‘“‘Advanced practice registered nurse’’ means an individual licensed pursuant
to subsection (b) of section 20-94a of the Connecticut General Statutes;

(3) ““Alteration’” means remodeling or revision that does not change the physical
plant of the licensed space;

(4) “‘Alternate staff’’ means a substitute;

(5) ‘““‘Ambient air’’ means the surrounding air;

(6) ““‘Attendance’” means the names and number of children and staff present at
the facility on a daily basis;

(7) ““Authorized prescriber’” means a physician, dentist, advanced practice regis-
tered nurse or physician assistant;

(8) ‘‘Business day’’ means the normal and customary workday schedule;

(9) ““Certified playground safety inspector’” means an individual certified by the
National Playground Safety Institute, a program of the National Recreation and
Park Association;

(10) ““Child day care center’” means a program of supplementary care for more
than twelve (12) related or unrelated children outside their own homes on a regu-
lar basis;

(11) *“Child or children with special health care needs’” means a child or children
who have or are at risk for chronic physical, developmental, behavioral or emotional
conditions and who also require health and related services of a type or amount
beyond that required by children generally;

(12) ““Commissioner’’ means the Commissioner of Public Health or the commis-
sioner’s designated representative;

(13) ““Conspicuous place’’” means an area that is easy to notice;

(14) ““Contracted services’’ means services provided that are subject to a writ-
ten agreement;

(15) ““Construction’” means the act or process of building;

(16) “‘Days’’ means calendar days unless otherwise noted;

(17) “‘Dental hygienist’” means an individual licensed to practice dental hygiene
in this or another state;

(18) “‘Dentist’”” means an individual licensed to practice dentistry in this or
another state;

(19) “‘Department’’ means the Connecticut Department of Public Health or any
duly authorized representative thereof;

(20) “‘Developmentally appropriate practice’” means a framework for working
with young children to apply current knowledge about how children develop based
upon age and the individual needs of each child;

(21) “‘Director’’ means the program administrator or person responsible for the
day to day administrative operation of the program, who may be the head teacher;

(22) “‘Disability’’ means a physical or mental impairment that substantially limits
one or more major life activities;

(23) ““Early childhood education consultant’ means an individual who is a creden-
tialed early childhood specialist with an Associate, Bachelors, Masters, or Doctoral
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degree in early childhood education, child development or human development or
a four (4) year degree in a related field with at least twelve (12) credits in child
development or early childhood education from an accredited college or university,
who has two (2) or more years experience administering a licensed child day care
center that meets standards comparable to those in Connecticut;

(24) ‘‘Emergency medical technician’’ means an individual certified in accordance
with section 19a-179 of the Connecticut General Statutes or licensed in another state;

(25) ““‘Employment’’ means working at a child day care center or group day care
home and includes volunteers and alternate staff, who work more than twelve (12)
times per year;

(26) ‘‘Endorsement’” means the specific services for which a program has applied,
have been approved by the department and are listed on the face of the license;

(27) “‘Enrollment’” means the number of children registered and who have been
admitted to the child day care center or group day care home for any given period
of time;

(28) ‘““Expansion” means an increase in the physical size or licensed capacity of
the child day care center or group day care home;

(29) “‘Facility’’ means the building in which the child day care center or group
day care home is housed;

(30) “‘First aid course’’ means a specified program of emergency treatment
that has been approved by the department as listed in section 19a-79-4a(e) of the
Regulations of Connecticut State Agencies;

(31) ““‘Group day care home’” means a program of supplementary care for not
less than seven (7) nor more than twelve (12) related or unrelated children on a
regular basis, or that meets the definition of a family day care home as provided
in section 19a-77 of the general statutes except that it operates in a facility other
than a private family home;

(32) “‘Group size’” means the maximum number of children allowed to be cared
for together at a given time in a specific area;

(33) “‘Head teacher’” means the person responsible for the day to day educational
portion of the child day care center or group day care home who shall be on site
for sixty (60) percent of the hours the center is in operation on a weekly basis, who
may also be the director;

(34) ‘‘Health consultant’” means a physician, physician assistant, advanced prac-
tice registered nurse or registered nurse holding a current and valid license in this
or another state;

(35) ““Ill child’’ means one who is excluded from a child care program or school
due to discomfort, injury or other symptoms of short term contagious illness;

(36) “‘Investigational drug’’ means any medication with an approved investigation
new drug application on file with the federal Food and Drug Administration (FDA),
that is being scientifically tested and clinically evaluated to determine its efficacy,
safety and side effects and that has not yet received FDA approval;

(37) ““Job description’’ means a written outline developed for each position in
the facility, containing the qualifications, duties, responsibilities and accountability
required of all employees in that position;

(38) ‘‘Legal representative’” means a person authorized by the operator to repre-
sent and act on behalf of the operator, including but not limited to, the signing of
licensure applications and renewals;

(39) “‘License’’” means the form of permission issued by the department that
authorizes the operation of a child day care center or group day care home;
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(40) “‘Licensed capacity’’ means the maximum number of children allowed under
the license to be in the licensed premises at any one time;

(41) ““Licensed premises’’ means the space identified in the license application
in which child day care services are provided;

(42) “‘Local director of health’’ means the person appointed as the director of
health for a city, town or borough pursuant to section 19a-200 of Connecticut
General Statutes or for a health district pursuant to section 19a-242 of the Connecticut
General Statutes;

(43) ““‘Meal”” means the food served and eaten in one sitting containing the four
(4) food groups;

(44) ‘‘Medication’’ means any legend or nonlegend drug as defined in section 20-
571, including controlled substances, as defined in section 21a-240 of the Connecticut
General Statutes;

(45) ““Night care’” means the care provided for one (1) or more hours between
the hours of 10:00 P.M. and 5:00 A.M,;

(46) ‘‘Medication error’’ means failure to administer medication to a child, or
failure to administer medication within one (1) hour of the time designated by the
prescribing practitioner, or failure to administer the specific medication prescribed
for a child, or failure to administer the medication by the correct route or failure
to administer the medication according to generally accepted medical practices or
failure to administer the correct dosage of medication;

(47) ““‘Operator’’ means a person, group of persons, association, organization,
corporation, institution or agency, public or private, who has the legal responsibility
for the overall operation of the child day care center or group day care home and
to whom the license is issued;

(48) “‘Paramedic’’ means an individual licensed in accordance with section 20-
206/ of the Connecticut General Statutes or in another state;

(49) ‘‘Parent(s)’’ means the person(s) responsible for the child and may include
the legally designated guardian(s) of such child;

(50) ‘‘Physician’’ means a doctor of medicine or osteopathy licensed to practice
medicine in this or another state;

(51) “‘Physician assistant’” means an individual who is licensed in accordance
with section 20-12b of the Connecticut General Statutes and regulations adopted
thereunder;

(52) “‘Primary health care provider’’ means the person who is responsible for
the health care of the child outside the center;

(53) ““Professional development’ means attendance at classes, seminars, work-
shops, conferences or forums, and participation in distance learning activities that
improve one’s knowledge, skills and abilities;

(54) “‘Program’” means the group of services and activities provided in the child
day care center or group day care home;

(55) “‘Program space’’ means the defined area within a child day care center or
group day care home in which a safe nurturing environment planned in accordance
with the age, group size and child staff ratio promotes physical, social, emotional
and cognitive development;

(56) ‘‘Program staff’” means those persons, sixteen (16) years of age or older,
responsible for the direct care of children;

(57) ““Quarterly’’ means approximately once every three months;

(58) “‘Registered dietitian’” means a person certified as a dietitian-nutritionist in
this or another state;
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(59) ‘‘Registered nurse’’ means a person with a license to practice as a registered
nurse in Connecticut in accordance with chapter 378 of the Connecticut General
Statutes;

(60) ‘‘Renovation’” means remodeling or revision that changes the physical plant
of the licensed space;

(61) ““School age’” means at least five (5) years of age by January 1 of the current
school year, and less than thirteen (13) years of age or less than nineteen (19) years
of age with special needs requiring the child to receive supplementary care, and
attending school,

(62) “‘Semi-annual’’ means two times per calendar year, approximately six (6)
months apart;

(63) ““Services’’ means those specific activities that contribute to the health,
education and welfare of the children,;

(64) ““Snack’ means a light meal containing two (2) food groups;

(65) ““Social service consultant’”’ means a person who holds a baccalaureate
degree in social work with at least one (1) year of social work experience under
social work supervision, or a baccalaureate degree in a field that the commissioner
deems related to social work with at least two (2) years of social work experience
under social work supervision;

(66) “‘Staff”” means personnel including volunteers, sixteen (16) years of age or
older, who provide a service to a child day care center or a group day care home;

(67) “‘Staff child ratio’” means the maximum number of children per program
staff person;

(68) “‘Supervision’’ means the direction and on-site observation of the functions
and activities of staff or children;

(69) ‘“‘Supplementary care’” means out-of-home care where an individual or
organization takes responsibility for the child’s activities; and,

(70) ““Vector’” means an organism that carries pathogens from one individual or

object to another such as flies, mosquitoes, ticks and rodents.
(Effective July 27, 1993; amended August 8, 1995, November 3, 1997, April 29, 2002, November
6, 2008)

Sec. 19a-79-2a. Licensure procedures

(a) No person, group of persons, association, organization, corporation, institution
or agency, public or private, shall operate a child day care center or group day care
home without a license issued by the department in accordance with sections 19a-
77 through 19a-87, of the Connecticut General Statutes and 19a-79a-1a through
19a-79-13, of the Regulations of Connecticut State Agencies.

(b) Application for licensure

(1) Application for the initial granting or renewal of a license to operate a
child day care center or a group day care home shall be on forms provided by
the department.

(2) The application for initial licensure shall be signed by the operator, who shall
be twenty (20) years of age or older if the operator is an individual, or by the legal
representative of the operator if the operator is a group of persons, association,
organization, corporation, institution or agency, public or private, and shall contain
the following information:

(A) a notarized original affidavit on a form supplied by the department;

(B) the name of the child day care center or the group day care home and address
and telephone number (and mailing address, if different);
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(C) the name, home address(es) and home phone number(s) of the operator, if
the operator is an individual, or of the legal representative of the operator, if the
operator is a group of persons, association, organization, corporation, institution or
agency, public or private;

(D) a copy of the current fire marshal certificate of approval, written verification
of compliance with state and local building codes, local zoning requirements and
local health ordinances;

(E) proposed licensed capacity;

(F) ages of children to be served;

(G) days, hours and months of program operation;

(H) criminal checks and a check of the State Child Abuse Registry as required
by section 19a-79-4a(b) of the Regulations of Connecticut State Agencies; and

(D all other documentation that the commissioner deems necessary to establish
that the licensee will meet the health, educational and social needs of the children
likely to attend the child day care center or group day care home.

(c) Issuance and renewal of a license

(1) Upon determination by the department that a child day care center or group
day care home is in compliance with the state statutes and regulations and local
health codes pertaining to its licensure, the department shall issue a two (2) year
license for all new programs.

(2) Renewal of a license shall be contingent upon payment of the licensure fee
for the period specified in section 19a-80 of the Connecticut General Statutes.

(3) The license shall be issued to the operator in the name of the child day care
center or group day care home and premises as listed on the affidavit. The license
shall not be transferable.

(4) Each license shall list:

(A) the operator,

(B) the location,

(C) the licensed capacity,

(D) the name of the child day care center or group day care home,

(E) the date of expiration of the license, and

(F) the services offered.

(5) The license shall be posted in a conspicuous place in the child day care center
or group day care home in an area accessible to the public.

(6) Each operator who desires to make application for a license shall submit a
complete application to the commissioner at least sixty (60) days prior to the
anticipated date of opening.

(7) At least every two (2) years, the commissioner and the local health director
shall make unannounced visits, inspections or investigations of a licensed child day
care center or group day care home, including viewing the records required by
section 19a-79-1a to section 19a-79-13, inclusive, of the Regulations of Connecticut
State Agencies.

(8) If a completed application for renewal of the license has been submitted in
a timely manner to the department, but has not been acted upon by the commissioner,
the license shall be valid until the commissioner makes a decision on such application.

(d) Civil Penalties and Other Disciplinary Remedies

(1) In accordance with the procedures set forth in sections 19a-79(b) and 19a-84
of the Connecticut General Statutes, if the department finds that the operator of a
child day care center or group day care home has failed to substantially comply
with section 19a-79-1a to section 19a-79-13, inclusive, of the Regulations of Con-
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necticut State Agencies, the department may, following a contested case hearing
only, take any of the following actions, singly or in combination, against the license
of the operator:

(A) revocation of the license;

(B) suspension of the license for a specific time period, or until regulatory
compliance is secured or conditions deemed necessary to protect the health, safety
and welfare of the children cared for in the child day care center or group day care
home are met;

(C) the imposition of a civil penalty of up to one hundred dollars ($100.00) per
day for each day of violation of sections 19a-79-1a to 19a-79-13, inclusive, of the
Regulations of Connecticut State Agencies; or

(D) place the license on probationary status and impose such conditions or correc-
tive measures which the department deems necessary to assure the health, safety
and welfare of the children cared for in the child day care center or group day care
home, including, but not limited to:

(i) reporting regularly to the department upon the matters, which are the basis
of probation;

(ii) placement of restrictions upon the operation of the child day care center or
group day care home deemed necessary to protect the health, safety and welfare of
the children cared for in the facility; and,

(iii) continue or renew professional education until a satisfactory degree of skill
has been attained in those areas which are the basis for the probation.

(2) The commissioner may initiate action against a license, whenever in the
judgment of the commissioner, the operator or a person who has an ownership
interest or serves as an officer, corporate director, managing member or managing
partner of the operator:

(A) fails or previously failed to substantially comply with:

(i) all applicable federal, state or local laws;

(i1) ordinances or regulations related to the building, health, fire protection, safety,
sanitation or zoning codes;

(iii) sections 19a-79-1a to section 19a-79-13, inclusive, of the Regulations of
Connecticut State Agencies; or

(iv) sections 19a-87b-1 to section 19a-87b-18, inclusive, of the Regulations of
Connecticut State Agencies.

(B) knowingly furnishes or makes any false or misleading statements to the
department in order to obtain or retain the license.

(3) The commissioner may refuse to grant a license to an applicant whenever, in
the judgment of the commissioner, the applicant:

(A) fails or previously failed to substantially comply with:

(i) all applicable federal, state or local laws;

(i1) ordinances or regulations related to the building, health, fire protection, safety,
sanitation or zoning codes;

(iii) sections 19a-79-1a to section 19a-79-13, inclusive, of the Regulations of
Connecticut State Agencies; or

(iv) sections 19a-87b-1 to section 19a-87b-18, inclusive, of the Regulations of
Connecticut State Agencies.

(B) knowingly furnishes or makes any false or misleading statements to the
department in order to obtain the license.

(C) For the purposes of this section, the history of a licensee of which an officer,
corporate director, managing member or managing partner of the applicant or the
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applicant had an ownership interest or served as an officer, corporate director,
managing member or managing partner shall be considered as attributable to the
applicant in assessing compliance under subparagraph (A) of this subdivision.

(4) The licensee has a right to a hearing regarding any licensure action as stated
in section 19a-84 of the Connecticut General Statutes.

(5) The child day care center or group day care home shall notify the parent(s)
of the children using the child day care center or group day care home within
twenty-four (24) hours of the department’s revocation or suspension order.

(6) After issuance of the commissioner’s decision to suspend or revoke a license
to operate, the license shall be surrendered to the department on demand.

(e) Voluntary surrender of license

(1) At least thirty (30) days prior to the voluntary termination of day care services
the department and the parent(s) shall be notified in writing by the child day care
center or group day care home of its intended date of closing.

(2) When a child day care center or group day care home discontinues the operation
for which it is licensed, a written notice of the closing accompanied by the license
shall be sent to the commissioner within ten (10) days after the date of closing.
Such a child day care center or group day care home shall be inspected and licensed
before reopening for operation.

(Effective July 27, 1993; amended March 4, 1999, March 29, 2001, March 8, 2004, November 6, 2008)

Sec. 19a-79-3a. Administration

(a) The operator of the child day care center or group day care home shall be
responsible for compliance with the requirements of sections 19a-79-1a to section
19a-79-9a, inclusive, and section 19a-79-13 of the Regulations of Connecticut State
Agencies and applicable endorsements in sections 19a-79-10 to section 19a-79-12,
inclusive, in such a manner as to ensure the safety, health and development of the
children while in the operator’s care.

(b) The operator shall be responsible for the overall management and operation
of the child day care center or group day care home in accordance with applicable
state and local laws and regulations and shall:

(1) provide and maintain a safely equipped physical plant,

(2) provide programs and services to meet the needs of the children,

(3) employ staff and substitute staff in accordance with section 19a-79-4a of the
Regulations of Connecticut State Agencies,

(4) submit for the commissioner’s approval the required qualifications and experi-
ence of the head teacher on the forms provided,

(5) develop and implement a written organizational chart that establishes a clear
line of authority,

(6) define in writing and ensure the performance of the duties and responsibilities
of all staff classifications,

(7) require participation by new staff in employee orientation, and assure annual
training for all current staff on the child day care center or group day care home
policies, plans and procedures, and

(8) be responsible for managing child behavior using techniques based on develop-
mentally appropriate practice and communicate acceptable techniques to all staff.

(A) The operator and staff shall manage child behavior using techniques based
on developmentally appropriate practice, including positive guidance, redirection
and setting clear limits that encourage children to develop self-control, self-discipline
and positive self-esteem.
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(B) The operator shall document that the techniques used to manage child behav-
iors in the facility have been discussed with the child’s parent(s) prior to enrollment
and reviewed as needed during the period of the child’s enrollment.

(C) While children are in attendance at the program the operator and staff shall
not engage in, nor allow, abusive, neglectful, physical, corporal, humiliating or
frightening treatment or punishment, and shall not tie nor bind children and shall
not physically restrain children except for the protection and safety of the child or
others, using least restrictive methods, as appropriate.

(D) The operator and staff shall not engage in, nor allow, anyone else to engage
in any sexual activity with the day care children while in attendance at the program.

(E) The operator and staff shall report actual or suspected child abuse or neglect,
or the imminent risk of serious harm of any child to the Department of Children
and Families as mandated by section 17a-101 to section 17a-101e, inclusive, of the
Connecticut General Statutes.

(c) The operator shall notify the department, the parent(s) and staff of any changes
in programs or services.

(1) Notification of personnel changes shall be made within five (5) business days
after the change.

(A) If the change is for a head teacher, a plan for interim head teacher coverage
shall be submitted to the department.

(B) A qualified head teacher or a plan approved by the commissioner shall be
in place within thirty (30) days of change of a qualified head teacher.

(2) Notification of changes related to the licensed capacity, fees, services or
voluntary closing shall be made at least thirty (30) days prior to the effective date
of the proposed change. A change of location, change of operator or a change of
ownership requires a new initial application.

(d) The operator shall implement and annually review specific written policies,
plans and procedures required by any applicable statute or regulation. The operator
shall notify the parent(s), staff and the department within five (5) days of changes
in these policies, plans and procedures. The policies, plans and procedures shall
include, but not necessarily be limited to:

(1) daily attendance records for both children and staff, recorded daily at the time
of arrival and departure and kept on file at the facility for at least two (2) years,
showing the specific times of arrival and departure;

(2) discipline as referenced in section 19a-79-3a(b)(8) including, but not necessar-
ily limited to:

(A) positive guidance, redirection, setting clear limits and continuous supervision
by staff during disciplinary action;

(B) the prohibition of abusive, neglectful, physical, corporal, humiliating or fright-
ening treatment or punishment and physical restraint, unless such restraint is neces-
sary to protect the health and safety of the child or others;

(C) child abuse and neglect, including child protection and mandated reporting;

(3) when a child is not picked up as planned, including, but not necessarily
limited to:

(A) staffing of at least two (2) staff eighteen years of age or older on the
licensed premises,

(B) time frames (for when the policy will be implemented),

(C) parent(s) or emergency contacts,

(D) alternate pick up person,

(E) notification of police department;
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(4) emergencies, including, but not necessarily limited to:

(A) medical emergencies, including, but not necessarily limited to, a personal
emergency, accident or illness, designation of a licensed physician or hospital
emergency service to be available, transportation to medical services and notification
of the parents;

(B) fire emergencies, including, but not necessarily limited to, identification of
means of egress, roles and responsibilities of staff, designated safe location for
reconvening and notification of the parents;

(C) weather related emergencies, including, but not necessarily limited to, closings,
a safe location for children, resources available and notification of the parent(s);

(D) evacuation, including, but not necessarily limited to, transportation, location
of an alternate shelter, community resources and notification of the parent(s);

(5) supervision of children, including, but not necessarily limited to:

(A) group size,

(B) ratio of staff to children,

(C) indoor and outdoor supervision,

(D) nap time,

(E) bathroom areas;

(6) a copy of both section 19a-87a of the Connecticut General Statutes, which
concerns civil penalties against operators and criminal conviction of an operator or
a person employed in a child day care center or group day care home in a position
connected with the provision of care to a child receiving child day care services,
and section 53-21 of the Connecticut General Statutes, which concerns injury or
risk of injury to, or impairing morals of children;

(7) general operating policies, including, but not necessarily limited to:

(A) admission which includes a health record and the ages of children enrolled,

(B) agreements with the parent(s),

(C) parent(s) involvement,

(D) medication policies if applicable,

(E) content and times of meals and snacks,

(F) provisional enrollment period,

(G) days and hours of operation, including sick days, holidays and vacations,

(H) withdrawal and expulsion of children,

(I) access to the program and facility; and,

(8) personnel policies, including, but not necessarily limited to:

(A) job descriptions,

(B) employee benefits,

(C) supervision and discipline of staff,

(D) probationary period of staff,

(E) communication with the parent(s).

(e) The operator shall post the following items in a conspicuous place, accessible
to the public:

(1) the license,

(2) the current fire marshal certificate,

(3) the department complaint procedure,

(4) food service certificate as required by the local director of health,

(5) menus,

(6) emergency plans,

(7) no smoking signs at entrances,
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(8) the most recent department inspection report posted for thirty (30) of the
program’s operating days and,

(9) radon test results.

(f) The parent(s) shall have immediate access to the child day care center or
group day care home during the hours of operation, unless otherwise prohibited
by law.

(g) The operator shall keep on file for a two (2) year period at the child day care
center or group day care home all inspection reports, the current licensing application
and correspondence related to licensure which shall be available to the parent(s)
and the department on request.

(h) Failure to grant the department immediate access to the child day care center
or group day care home, its staff or its records or failure to provide the department
with documentation obtained by the facility about child abuse or neglect or conviction
records, upon request of the department, shall be grounds for suspension or revocation
of the license or denial of issuance or renewal of the license. The operator may deny
access to facility inspections if department staff fails to show official identification.

(i) (1) The operator shall notify the parent(s), if the department issues a notice
of hearing for the suspension or revocation of the license pursuant to section 19a-
84 of the Connecticut General Statutes, of the proceeding and the alleged violation.
The notification to parents shall be in writing and sent by United States mail,
certified or registered, postage prepaid, return receipt requested not later than ten
(10) days before the scheduled hearing date. The operator shall demonstrate compli-
ance with this subsection at the commencement of the hearing. Inability to do so
shall be construed as a substantial failure to comply with the regulations and may
constitute an additional basis for suspension or revocation of the license in that
proceeding without a new statement of charges.

(2) In addition to the requirements of this section of the Regulations of Connecticut
State Agencies, the operator shall notify the parent(s) in writing of the final decision
of the department if one is rendered, within fourteen (14) days of the receipt of
the decision.

(j) The operator shall provide to the department copies of all service contracts
or current agreements with consultants, practitioners and agencies used on a regular
or consultative basis in the delivery of services within ten (10) days after execution
of said contract or agreement. Any changes in said contracts or agreements shall
be reported to the department within ten (10) days.

(k) The operator shall enroll only children for whom the child day care center
or group day care home is licensed to provide services. No services that require
an endorsement shall be provided without the applicable endorsement from the
department. Categories for licensure are:

(1) six (6) weeks to three (3) years,

(2) preschool (three (3) years to five (5) years),

(3) school age, and

(4) night care.

() For September, October, November and December enrollment only, a child
who will be three (3) on or before January 1, may be enrolled as a three year old.
At any other time of the year a three (3) year old must have had his or her third
(3rd) birthday to be considered a three (3) year old.

(m) The operator shall be responsible for compliance with all applicable motor
vehicle laws when transporting children enrolled in any child day care center or

group day care home.
(Effective July 27, 1993; amended November 6, 2008)
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Sec. 19a-79-4a. Staffing

(a) A file shall be kept on the licensed premises for each employee of the child
day care center or group day care home which shall include:

(1) a medical statement signed by a physician, advanced practice registered nurse
or physician assistant, completed within twelve (12) months before the date of
employment for new staff, and every twenty-four (24) months for current staff and
at any other time requested by the commissioner, such statement to document the
presence of any known medical or emotional illness or disorder that would currently
pose a risk to children in care or would currently interfere with effective functioning
as an employee of a child day care center or group day care home;

(2) upon employment, a written report of a negative tuberculin test completed
within twelve (12) months prior to the date of employment or for a known prior
reactor, no evidence of active tuberculosis on a chest x-ray;

(3) documentation of professional development for each program staff person
who cares for the children, including new employee orientation and annual training
for current staff on the child day care center or group day care home policies, plans
and procedures; and

(4) disciplinary actions.

(b) For each prospective employee, the file shall include:

(1) a completed state and a completed federal fingerprint card shall be submitted
to the department for a State Police Bureau of Identification and a Federal Bureau
of Investigation Criminal Records check;

(2) a completed form approved by the department shall be submitted to the
department for a check of the state child abuse registry; and

(3) the operator shall provide to the department any information obtained concern-
ing substantiated child abuse or neglect records or criminal convictions, upon request
of the department.

(c) The operator shall maintain a staff adequate for the number, ages and develop-
mental needs of the children to be accommodated.

(1) A designated head teacher shall be on site for sixty percent (60%) of the time
the child day care center or group day care home is in operation on a weekly basis.

(2) There shall be at least two (2) staff eighteen (18) years of age or older on
the premises when one (1) or more children are in attendance. The staff shall be
available to care for the children.

(3) All staff in the child day care center and group day care home shall have the
personal qualities necessary to:

(A) care for and work with children,

(B) relate to adults, and

(C) relate to the parent(s).

(4) Proper staff child ratios shall be maintained at all times.

(A) There shall be at least one (1) program staff person for every ten (10) children,
or fraction thereof in attendance.

(B) When there is a mixed age group, the lower required ratio for the age of the
youngest child shall prevail.

(C) When children are participating in swimming or wading as part of the program,
whether at the facility or on a field trip, the following staff child ratios, at a minimum,
shall be maintained at all times with the children:

(i) all non-swimmers shall be clearly identified as non-swimmers in a way that
is visually and easily recognized by lifeguards and staff;
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(ii) for infants twelve (12) months of age and younger, there shall be at least one
(1) program staff person with every child who is in direct physical contact with
the child;

(iii) for toddlers under three (3) years of age, there shall be at least one (1)
program staff member with every two (2) children;

(iv) for preschool children (three (3) years to five (5) years of age) there shall
be at least one (1) program staff member with every four (4) children; and

(v) for school-age children there shall be at least one (1) program staff member
with every six (6) children.

(D) The operator shall be responsible for assuring the supervision of the children
at all times while the children are at the facility, indoors or outdoors, or on field
trips. At no time shall a child be left unsupervised.

(5) Group size shall be maintained at all times.

(A) The group size shall not exceed twenty children.

(B) When there is a mixed age group, the smaller required group size shall prevail.

(6) During nap time, when all of the children in the group are sleeping, the overall
staff child ratios shall be maintained on the licensed premises. At no time shall a
group of children be left unsupervised.

(d) Programs shall have the following staff:

(1) The child day care center or group day care home shall maintain documentation
on site that there is a designated director. Any director hired or newly designated
on or after January 1, 2010 shall have within one (1) year of being hired or designated
at least three (3) credits in the administration of early childhood education programs
or educational administration from an institution of higher education accredited by
the Board of Governors of Higher Education or from a regionally accredited institu-
tion of higher education. Any person designated as director at a specific facility
prior to January 1, 2010 shall not be required to meet such educational requirements
for director for the duration of their employment as director at that facility.

(2) A designated head teacher shall submit to the department written verification
of being twenty (20) years of age or older, having the personal qualifications needed
to supervise people, and having either:

(A) in a child day care center,

(1) a high school diploma or equivalency certificate, and

(i1) at least one thousand and eighty (1080) hours of documented supervised
experience over a nine (9) month span of time, including working with children in
a program with these standards or comparable standards in this or another state,
which program serves children of the same ages and developmental stages who are
served at the child day care center, and one of the following: a current center-
based Child Development Associate Credential issued from the Council for Early
Childhood Professional Recognition, or twelve (12) credits in early childhood educa-
tion or child development from an accredited institution of higher education with
program approval from the Board of Governors of Higher Education or

(iii) approval by the department as a head teacher prior to January 1, 1994;

(B) in a group day care home,

(i) a high school diploma or equivalency certificate, and

(ii) at least one thousand and eighty (1080) documented hours of experience over
a nine (9) month span of time working with unrelated children of the same ages
and developmental stages to be served in this group day care home; or

(C) in a child day care center or group day care home,
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(i) afour (4) year college degree in early childhood education or child development
from an accredited institution of higher education with program approval from the
Board of Governors of Higher Education, and

(ii) at least three hundred sixty (360) hours of documented supervised experience
in working with unrelated children of the same age(s) to be served in this child day
care center or group day care home with these standards or comparable standards
in this or another state and at least one (1) semester of student teaching with children
of the same age(s) and developmental stages that are served in the child day care
center or group day care home.

(3) A second program staff person who works under supervision of the head
teacher shall be eighteen (18) years of age or older and have at least one of
the following:

(A) a high school diploma, or

(B) an equivalency certificate, or

(C) at least five hundred and forty (540) hours documented experience in working
with unrelated children of the same age(s) to be served in this child day care center
or group day care home.

(4) Other program staff shall be able to work under supervision and shall be at
least sixteen (16) years of age.

(5) Additional program staff shall be sufficient to provide care of children during
all hours of operation in keeping with group size and ratio.

(6) When children are participating in swimming or wading as part of the program,
whether at the facility or on a field trip, there shall be a qualified program staff
member present and directly supervising the children who shall be at least twenty
(20) years of age and who is certified in cardiopulmonary resuscitation in accordance
with section 19a-79 of the Connecticut General Statutes. The operator shall verify
that there is a person directly supervising the children who holds a current lifeguard
certification accepted by the department.

(e) (1) At all times the child day care center is in operation there shall be present
at least one (1) staff member who has current certification in cardiopulmonary
resuscitation (CPR) in accordance with section 19a-79 of the Connecticut General
Statutes, appropriate for all of the children served at the child day care center.

(2) In addition, at all times the child day care center or group day care home is
in operation, there shall be present at least one (1) staff member who has successfully
completed within the past three (3) years a department approved first aid course
that meets the following requirements:

(A) It shall be at least six (6) hours in length.

(B) Instruction shall include, but not necessarily be limited to:

(i) the recognition and emergency management of bleeding, burns, poisoning,
anaphylaxis, respiratory distress including choking, musculo-skeletal injury, sei-
zures, wounds including insect bites, head injuries, shock, loss of consciousness,
dental emergencies, child abuse and sexual abuse;

(i) communicable disease prevention, recognition and management, which
includes: a discussion of transmission through the intestinal tract, the respiratory
system and direct contact; hygiene, including hand washing, cleaning and disinfec-
tion; diapering techniques; signs and symptoms of illness, including fever, rash
and vomiting; temperature taking; education in specific communicable disease,
including, but not necessarily limited to, diarrheal diseases, bacterial meningitis,
chicken pox, hepatitis, strep throat, head lice, scabies and vaccine-preventable dis-
eases; and
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(iii) accident prevention and safety including, but not necessarily limited to: safety
for the indoor environment and outdoor play area, first aid supplies, child restraint
systems and seat belt safety in accordance with section 14-100a of the Connecticut
General Statutes and section 14-100a-1 of the Regulations of Connecticut State
Agencies.

(C) Instruction shall be provided by a person who meets at least one of the
following requirements:

(i) a first aid instructor currently certified by the American Red Cross, American
Safety and Health Institute, Medic First Aid International, Inc., National Safety
Council or an American Heart Association Heartsaver Instructor or BLS Instructor,

(ii) a physician, physician assistant, advanced practice registered nurse or regis-
tered nurse licensed in this or another state or

(iii) an emergency medical technician or paramedic.

(D) The course outline and all other written materials used in the course shall be
submitted to the department and shall not be used without approval by the department.

(f) The child day care center or group day care home shall keep on file written
verification of compliance with subsection (e) of this section for each staff member
who the child day care center or group day care home designates to meet the
requirements of such subsection. Such verification shall be maintained for three (3)
years after the date that staff member completed first aid training for group day
care homes and child day care centers, or CPR training as required for child day
care centers only. Verification shall include:

(1) written verification or certification in CPR from an organization specified in
accordance with section 19a-79(a)(5) of the Connecticut General Statutes that is
signed and dated by a representative of the specified organization; and

(2) written verification of first aid training by a representative of the organization,
physician, physician assistant, advanced practice registered nurse, registered nurse,
emergency medical technician or paramedic who conducted the training.

(g) Professional development for program staff shall be required for one (1) per
cent of the total annual hours worked. Such education may include, but is not limited
to, early childhood education and child development, licensing and regulations,
health issues, nutrition, first aid, social services, child abuse laws and programming
for children with disabilities or special health care needs.

(1) The operator of the child day care center or group day care home shall develop,
implement and maintain a written plan for professional development in child care.

(2) The operator shall have documentation of a professional development plan
for each program staff member which shall be maintained on site at the facility and
made available for review.

(h) A written plan for consultation services shall be developed, signed annually
by the consultant and implemented.

(1) These services shall include:

(A) an early childhood educational consultant available to the operator and staff
for advice and support regarding the educational content of the program; anyone
approved as an early childhood consultant prior to January 1, 2009, will continue
to be an approved early childhood educational consultant, except for good cause
shown. Program staff shall not serve as early childhood educational consultants for
programs in which they provide direct care or direct program supervision in a non-
consultative role;

(B) a health consultant available to the operator and staff for advice regarding
the health of the children and the health program;
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(C) a dentist or dental hygienist consultant available to the operator and staff for
advice regarding the dental health of children or a dental health education program;

(D) a social service consultant available to the operator and staff for advice
regarding the emotional needs, staff support and the social service program; and

(E) a registered dietitian consultant available to the operator and staff for advice
regarding nutrition and food service for those programs that serve meals.

(2) Consultative service shall include, but not necessarily be limited to:

(A) annual review of written policies, plans and procedures;

(B) annual review of education programs;

(C) availability by telecommunication for advice regarding problems;

(D) availability, in person, of the consultant to the program;

(E) consulting with administration and staff about specific problems;

(F) acting as a resource person to staff and the parent(s);

(G) documenting the activities and observations required in this subsection in a
consultation log that is kept on file at the facility for two (2) years; and

(H) specific duties of the health consultant shall include, but not be limited to:

(i) making, at a minimum, quarterly site visits to facilities that serve children
three (3) years of age and older; or for group day care homes, facilities that operate
no more than three (3) hours per day, or facilities that enroll only school age children,
semi-annual site visits. Facilities that are closed during the summer months may
omit the summer quarterly visit. Site visits shall be made by the health consultant
during customary business hours when the children are present at the facility;

(ii) reviewing health and immunization records of children and staff;

(iii) reviewing the contents, storage and plan for maintenance of first aid kits;

(iv) observing the indoor and outdoor environments for health and safety;

(v) observing children’s general health and development;

(vi) observing diaper changing and toileting areas and diaper changing, toileting
and hand washing procedures;

(vii) reviewing the policies, procedures and required documentation for the admin-
istration of medications, including petitions for special medication authorizations
needed for programs that administer medication; and

(viii) assisting in the review of individual care plans for children with special
health care needs or children with disabilities, as needed.

(3) The commissioner, with good cause shown, may deny or revoke a consultant’s
approval status as a consultant to licensed child day care centers and group day
care homes.

(Effective July 27, 1993; amended August 8, 1995, March 4, 1999, December 23, 2002, November
6, 2008)

Sec. 19a-79-5a. Record keeping

(a) The operator of a child day care center or group day care home is responsible
for maintaining on the licensed premises a current record for each child enrolled.
A copy of the record shall be available and provided upon request to the department,
the child’s parent(s) and the local health director. It shall include, but not necessarily
be limited to:

(1) enrollment information and permission forms signed and dated by the parent(s)
that shall include, but not necessarily be limited to:

(A) the child’s name, address, date of birth and date enrolled;

(B) the residence, business address(es) and telephone number(s) of the parent(s);

(C) the name and telephone number of the child’s physician or other primary
health care provider;
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(D) specific written permission forms signed by the parent(s) authorizing:

(i) the operator to use previously selected emergency policies as described in
section 19a-79-3a(d)(4) of the Regulations of Connecticut State Agencies, which
shall accompany the child on trips away from the premises;

(ii) the name and telephone number of one responsible person other than the
parent(s) who can remove the child from the child day care center or group day
care home;

(iii) any activity away from the premises;

(iv) transportation services;

(2) a health record that shall include, but not necessarily be limited to:

(A) date of birth;

(B) except as provided in subsection (b) of this section, a physical examination
form signed by a physician, physician assistant or advanced practice registered nurse
documenting an examination completed within one (1) year prior to enrollment,
and yearly from the date of the initial physical examination thereafter, with a thirty-
day allowance, which form shall provide:

(i) a statement about the child’s general health and the presence of any known
medical or emotional illness or disorder that would currently pose a risk to other
children or which would currently affect this child’s functional ability to participate
safely in a day care setting; and

(ii) a statement that the child has been screened for risk factors for tuberculosis,
as defined by the American Academy of Pediatrics, and for those children with
identified risk factors, evidence that the child has been screened for latent tuberculosis
infection and if infected, whether they have been treated for such infection;

(C) an immunization record that includes the month, day and year of each immuni-
zation required for admission as specified in subdivision (1) of subsection (d)
of section 19a-79-6a of the Regulations of Connecticut State Agencies and such
documentation as is required to confirm age appropriate immunization, immunization
in progress or exemption to immunization as defined in subdivision (3) of subsection
(d) of section 19a-79-6a of the Regulations of Connecticut State Agencies. The
immunization record and said documentation of immunizations shall be submitted
to the department upon request;

(D) copies of the health records acceptable to the local education authority and
the local director of health, where children of school age are enrolled; and

(E) information regarding disabilities or special health care needs such as, allergies,
special dietary needs, dental problems, hearing or visual impairments, chronic illness,
developmental variations or history of contagious disease, and an individual plan
of care for a child with special health care needs or disabilities, developed with the
child’s parent(s) and health care provider and updated, as necessary. Such plan shall
include appropriate care of the child in the event of a medical or other emergency
and shall be signed by the parent(s) and staff responsible for the care of the child.

(3) Injury, illness and accident reports:

(A) The facility shall produce and maintain on the premises, for a period of not
less than two years, a written record of all injuries or accidents that result in an
injury to a child or illness of a child enrolled at the facility that occur on or off site
as part of the child day care program. The report shall include a description of the
injury, illness or accident, the date, time of occurrence and location and any action
taken by the facility including, but not limited to, whether the child was transported
to a hospital emergency room, doctor’s office or other medical facility. The written
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report for an individual child shall be available to the department and a copy shall
be provided to the child’s parent(s) no later than the next business day.

(B) The licensee shall notify the department no later than the next business day of:

(i) the death of a child enrolled at the facility, if the child died while at the
facility, or at a facility sponsored event; and

(ii) any injury of a child that occurs while the child is at the facility, or at a
facility sponsored event, that results in the child’s admission to a hospital.

(C) The licensee of a child day care center or group day care home shall report
each case occurring at the facility of any disease listed on the commissioner’s list
of reportable diseases and laboratory findings issued pursuant to section 19a-2a of
the Connecticut General Statutes to local health officials and the department in
accordance with sections 19a-36-A3 and 19a-36-A4 of the Regulations of Connecti-
cut State Agencies.

(b) The physical examination requirements of section 19a-59-5a (a)(2)(B) shall
be waived when such examination is contrary to the religious beliefs and practices
of the child or the parent(s) of such child, or when a child has been displaced from
their place of residence due to a declared state of emergency by a state or federal
official who has the authority to make such declaration, and existing physical
examination records are inaccessible for a period not to exceed six (6) months,
unless an extension is approved by the department. A statement requesting such
waiver shall be submitted and shall be maintained in the child’s health record. Such
statement shall be signed by the parent(s). The parent(s) shall certify that he or she
accepts complete responsibility for the health of the child and that, to the best of
the parent’s knowledge, the child is in good health.

(Effective July 27, 1993; amended August 8, 1995, August 29, 1996, March 8, 2004, November 6, 2008)

Sec. 19a-79-6a. Health and safety

(a) Food service

(1) Transportation of food(s) not prepared on the premises shall satisfy the mini-
mum requirements of section 19-13-B49 of the Regulations of Connecticut State
Agencies.

(2) A nutritionally adequate meal as recommended by The United States Depart-
ment of Agriculture, 7 Code of Federal Regulations 226.20, as amended, shall be
provided by the child day care center or group day care home, or the parent(s)
whenever a child remains on the premises for five (5) hours or more.

(A) Children who stay on the premises less than five (5) hours shall have a
nutritious snack.

(B) Children who stay on the premises longer than five (5) but less than eight
(8) hours shall have one (1) meal and one (1) nutritious snack.

(C) Children who stay on the premises eight (8) hours or more shall have one
(1) meal plus two (2) nutritious snacks, or two (2) meals plus one (1) nutritious snack.

(3) There shall be proper refrigeration of no more than forty-five (45) degrees
Fahrenheit for perishable foods in all child day care centers and group day care
homes and on field trips.

(4) When a child day care center or group day care home provides either meals
or snacks, menus shall be prepared at least one (1) week in advance, dated and
copies posted in a conspicuous place. Changes shall be documented by the end of
the program day. A copy of what was served shall be kept on file for three (3) months.

(5) All areas used for the preparation and serving of meals in child day care
centers shall be maintained in accordance with sanitary practices and procedures as
set forth in section 19-13-B42 of the Regulations of Connecticut State Agencies.
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(6) The kitchen in child day care centers or group day care homes that is used
for the preparation and serving of food to children shall be clean, well lighted and
ventilated, protected by window screening and provided with hot and cold running
water, adequate and safe storage for food and supplies and refrigeration.

(7) Separate hand washing facilities shall be located convenient to the room where
food is prepared in child day care centers and group day care homes.

(8) All multi-use eating and drinking utensils shall be thoroughly washed, rinsed
and sanitized after each use in child day care centers and group day care homes.

(9) The kitchen in child day care centers or group day care homes shall not be
used as a playroom, but may be used for a specific program activity room under
supervision. It shall be separated by a door or a gate from the rooms used by the
children in the child day care center or group day care home to prevent them from
entering the kitchen except under supervision.

(10) Children in child day care centers or group day care homes shall not be left
unsupervised during meal preparation.

(11) Children and staff shall wash their hands with soap and water before eating
or handling food.

(b) Procedures in case of illness

(1) Staff members shall be knowledgeable about signs and symptoms of childhood
illness and shall be responsible for the initial observation of each child upon arrival
and continued observation throughout the day for such signs and symptoms.

(2) Any child showing suspicious signs or symptoms of short-term contagious
illness shall be placed in a designated isolation area with continual visual supervision
by staff. The parent(s) or other authorized adult shall be called immediately to
remove the child from the child day care center or group day care home.

(c) The facility shall maintain at least one (1) portable, readily available first aid
kit wherever children are in care, including field trips, outdoor play areas and one
to remain at the facility if all the children do not attend the field trip. Each kit shall
be a closed container for storing first aid supplies, accessible to staff at all times
but out of the reach of children. First aid kits shall be restocked after use, and an
inventory shall be conducted at least monthly. The first aid kit shall contain at least
the following items:

(1) assorted sizes of non medicated adhesive strips;

(2) sterile, individually wrapped, three (3) or four (4) inch gauze squares;

(3) a two (2) inch gauze roller bandage;

(4) one (1) roll of adhesive tape (hypoallergenic);

(5) scissors;

(6) tweezers;

(7) two (2) instant cold packs;

(8) a non-glass thermometer to measure a child’s temperature with plastic covers
for the thermometer or alcohol to clean the thermometer, or single use Tempa Dots;

(9) two (2) triangular bandages with safety pins;

(10) disposable, nonporous gloves;

(11) a current American Academy of Pediatrics (AAP) standard first aid chart,
or current (less than five (5) years in print) first aid manual, chart or guide provided
by an approved first aid course for children and adults; and

(12) CPR mouth barrier (face shield).

(d) First aid supplies for field trips shall also include:

(1) water;

(2) reliable communication device;
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(3) liquid soap;

(4) emergency contact numbers for each child;

(5) medications, as needed, if the program administers medications; and

(6) plastic bags, for storage.

(e) Immunization requirements

(1) A child seeking admission to or attending a child day care center or group
day care home shall be protected as age-appropriate by adequate immunization
against diphtheria, pertussis, tetanus, poliomyelitis, measles, mumps, rubella, hemo-
philus influenzae type b, hepatitis b if such child was born after December 31, 1993,
and varicella if such child was born after December 31, 1996 and against any other
disease for which vaccination is recommended in the current schedule for active
immunization adopted by the commissioner in accordance with section 19a-7f of
the Connecticut General Statutes.

(2) The operator shall admit no child to a child day care center or group day
care home unless such child’s parent(s) furnishes documentation of age-appropriate
immunization, immunization-in-progress or exemption from immunization as speci-
fied in subdivision (3) of this subsection. No child shall be permitted to continue
to attend a child day care center or group day care home for more than thirty (30)
days unless such child continues to meet said requirements of subdivision (3) of
this subsection.

(3) For each enrolled child, the operator shall obtain from the child’s parent(s)
and keep on file at the child day care center or group day care home one or more
of the following types of documentation for each of the diseases listed in subdivision
(1) of this subsection:

(A) a statement signed and dated by a physician, physician assistant or an advanced
practice registered nurse indicating that the child is current or in progress with
immunizations according to the schedule adopted by the commissioner in accordance
with section 19a-7f of the Connecticut General Statutes and that names the appoint-
ment date for the child’s next immunization;

(B) a statement signed and dated by a physician, physician assistant or an advanced
practice registered nurse indicating that the child has an appointment that will keep
the immunizations current or in progress as required by said schedule and that
names the date for the child’s next immunization;

(C) a statement signed and dated by a physician, physician assistant or an advanced
practice registered nurse indicating that the child has laboratory confirmed proof of
immunity to natural infection, or, in the case of varicella, a statement signed and
dated by a physician, physician assistant or an advanced practice registered nurse
indicating that the child has already had chickenpox based on family or medical
history;

(D) a statement signed and dated by a physician, physician assistant or an advanced
practice registered nurse indicating that the child has a medical contraindication
to immunization;

(E) a written statement that immunization is contrary to the religious beliefs and
practices of the child or the parent(s) of such child. Such statement shall be signed
by the child’s parent(s); or

(F) a written statement from the child’s parent(s) that the child has been displaced
from their place of residence due to a declared state of emergency by a state
or federal official who has the authority to make such declaration, and existing
immunization records are inaccessible and the child is current with their immuniza-
tions, or a statement signed and dated by a physician, physician assistant, or an
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advanced practice registered nurse indicating that the child has an appointment that
shall keep the immunizations current or in progress as required by said schedule.

(4) For each child to whom subparagraph (B) or (F) of subdivision (3) of this
section applies, continued enrollment in day care for more than thirty (30) days
after the named immunization appointment shall be contingent on the operator
receiving written documentation from a physician, physician assistant or an advanced
practice registered nurse stating either: that the named appointment was kept and
the child received the scheduled immunizations, or that the child was unable to
receive the scheduled immunizations for medical reasons and a new appointment
date is named.

(Effective July 27, 1993; amended August 29, 1996, December 28, 1999, November 6, 2008)

Sec. 19a-79-7a. Physical plant

(a) The standards established by the following sources for the construction, renova-
tion, alteration, expansion, conversion, maintenance and licensure of child day care
centers and group day care homes, as they are amended from time to time, are
incorporated and made a part of this section by reference:

(1) State of Connecticut Basic Building Code,

(2) State of Connecticut Fire Safety Code,

(3) State of Connecticut Public Health Code,

(4) local codes and ordinances.

(b) Plans for new construction, expansion, renovation or conversion, indicating
the proposed use and accompanied by a written narrative shall be submitted to the
department prior to the start of construction.

(1) Completed plans and specifications shall be submitted to and reviewed by
the department on the basis of compliance with the Public Health Code.

(2) Written approval by the local building inspector, local director of health or
designee, local zoning and local fire marshal shall be submitted to the department,
upon request of the department.

(3) Approval by the department is required prior to the use of any space that has
been newly constructed, expanded, renovated or converted.

(4) All construction, remodeling, renovation, repairs or alterations of structures
shall be done in such a manner to prevent hazards or unsafe physical or environmental
conditions during periods of operation.

(c) General requirements

(1) Any operator is responsible for maintaining the child day care center or group
day care home in compliance with section 19a-79-1a to section 19a-79-13, inclusive,
of the Regulations of Connecticut State Agencies.

(2) The building, equipment and services shall be maintained in a good state of
repair. A maintenance program shall be established that ensures that the interior,
exterior and grounds of the building are maintained, kept clean and orderly, free
from accumulations of refuse, dampness, stagnant water, dilapidated structures and
other health and safety hazards.

(3) Water supply, food service and sewage disposal facilities shall be in compliance
with all applicable sections of the Public Health Code.

(A) All water supplies shall be tested every two (2) years for lead content and
the results submitted to the local and state health departments.

(B) Whenever water is obtained from other than a department-approved public
water supply, it shall be of a safe and sanitary quality and tested every two (2)
years for bacterial and chemical quality and the results submitted to the local and
state health departments.
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(C) Sanitary drinking fountains or individual disposable drinking cups shall be
provided and accessible to the children at all times.

(d) Basic requirements

(1) Emergency vehicles shall have access to all child day care centers or group
day care homes.

(2) Established walkways shall be provided and properly maintained for each
entrance and exit leading to a driveway or street.

(3) In child day care centers that are licensed by January 1, 1994, a toilet and
sink shall be designated for use by the staff and other adults. In child day care
centers that are licensed or renovated after January 1, 1994, a room with a toilet
and sink within the licensed child day care center shall be designated for the exclusive
use of staff and other adults.

(4) All windows that open to the outside and are used for ventilation shall be
equipped with sixteen (16) mesh screening, and shall be protected to prevent falls.

(5) Any unprotected glass doors, windows or mirrors to which children have
access shall be protected to a height of thirty six (36) inches from the floor or
surface on which a child stands.

(6) Where overhead doors are accessible to the children, they shall be equipped
with locking devices and spring protectors.

(7) Exit doorways, stairs or hallways shall not be blocked by furniture, toys or
play equipment.

(8) There shall be an area available for the individual storage of each child’s
clothing and bedding.

(9) Smoking is prohibited in all child day care centers or group day care homes
and outdoor areas except in designated smoking areas, provided these areas are
separate, properly ventilated and enclosed away from any children present at the
facility. Signs shall be posted, visible to the public, on entrance to the facility
indicating that smoking is prohibited except in designated areas. Matches and lighters
shall be inaccessible to children at all times.

(10) Electrical outlets shall be provided with safety covers or approved safety
outlets. The use and maintenance of electrical cords, appliances and adaptors shall
be in full compliance with state codes.

(11) Toilet and washing facilities

(A) Where toilets and sinks are shared by children and adults, a written policy
shall be developed and implemented that requires supervision of children when
using the shared toilet room.

(B) Programs shall provide changing and sanitary facilities appropriate to meet
the individual needs of children who are enrolled at the facility who need assistance
with toileting or who are not independent with toileting.

(C) For programs serving children under six (6) years of age there shall be at
least one (1) toilet and one (1) sink with hot and cold running water for every
sixteen (16) children, or fraction thereof. Standard size toilets and sinks shall be
adapted for children’s use. Facilities using potty chairs in addition to the required
toilets shall ensure that they are of a nonporous, synthetic product, and emptied
into the toilet, cleaned and disinfected after each individual use.

(D) For programs serving only school age children, there shall be at least one
(1) toilet and one (1) sink with running water for every twenty-five (25) children,
or fraction thereof. Toilet facilities shall be designed in such a manner to allow
individual privacy.
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(E) Sinks with running water shall be readily accessible to the toilet rooms if not
located within them. Toilet tissue, soap, single use disposable towels and a waste
receptacle shall be accessible to the toilets and sinks. Staff and children shall wash
their hands with soap and water after toileting.

(F) Each toilet room shall be well lighted and ventilated to the outside atmosphere.

(G) In child day care centers constructed or renovated after January 1, 1994, all
toilet facilities shall be mechanically ventilated to the outside atmosphere.

(e) Environmental requirements

(1) Every area used by children shall be adequately ventilated and have a thermom-
eter affixed to the wall. The ambient air temperature shall be at least sixty-five (65)
degrees Fahrenheit as measured three (3) feet from the floor.

(2) When the temperature exceeds eighty (80) degrees Fahrenheit, the operator
shall provide more fluids and increase ventilation.

(3) The water heating equipment shall deliver water at the tap, the temperature
of which shall be within a range of sixty (60) degrees Fahrenheit to one hundred
fifteen (115) degrees Fahrenheit. It shall have the capacity to deliver the required
amounts at all times in conformance with the State of Connecticut Basic Build-
ing Code.

(4) Only central heating or permanently installed heating systems shall be used.
Portable space heaters are prohibited.

(5) Walls, ceilings, floors and rugs shall be maintained in a state of good repair
and be washable or easily cleanable. Rugs, if used, shall be secured to the floor.

(6) Hot water or steam pipes located in areas accessible to children shall have
adequate protective covering which is maintained safely and in good repair.

(7) Each level of the child day care center or group day care home shall be
provided with a telephone in working order located within the licensed program
space accessible to staff for emergency purposes. Emergency telephone numbers
shall be posted in an area adjacent to the phone.

(8) All spaces occupied by people, equipment within buildings, approaches to
buildings and parking lots shall have a minimum of one (1) foot candle of lighting
per square foot.

(9) Child day care centers and group day care homes shall have at least fifty (50)
foot candles of light per square foot in rooms used by children for reading, painting
and other close work. There shall be at least thirty (30) foot candles of light in
other work or play areas. In child day care centers and group day care homes
constructed or renovated after January 1, 1994, all rooms and toilet rooms shall
have at least one (1) light fixture switch at each entrance. All areas accessible to
children shall have light fixtures that are shielded or shatter proof.

(10) Potentially hazardous substances in the child day care centers and group day
care homes shall be stored in a separate locked area.

(11) Garbage and rubbish shall be kept in containers constructed of durable
material approved by the local health director. Receptacles shall be in good repair
to prevent infestations by rodents, insects and other pests and to prevent odors,
injuries and other nuisance conditions. The garbage and rubbish shall be moved to
an exterior waste storage area at least daily.

(12) Stairs must be properly protected and maintained in good repair. There must
be handrails installed at a height usable by children.

(13) Toxic plants and materials are prohibited in areas accessible to children.

(14) Any pet or animal present at the facility, indoors or outdoors, shall be in
good health, show no evidence of carrying disease and be a friendly companion for
the children.
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(15) When pets are kept on the premises, procedures for their care and maintenance
and access to the children shall be written and implemented.

(16) There shall be effective measures taken to prevent vermin from entering or
breeding in the child day care center or group day care home. All openings to the
outer air used for ventilation shall be screened with a minimum of sixteen (16)
mesh screening and doors shall be provided to prevent the entrance of vectors.

(17) If the child day care center or group day care home uses the basement level
or the first floor of a building, a minimum of one (1) radon test shall be conducted
using a device or service listed by the National Radon Proficiency Program and
approved by the department.

(A) This test shall be completed during the months of November through April
and the results posted with the license. The department and the local director of
health shall be notified of the results.

(B) When confirmatory sampling results of radon gas in the air are equal to or
greater than 4.0 picocuries per liter (pCi/L), the operator shall ensure that the radon
gas is reduced to below 4.0 pCi/L. A qualified residential mitigation service provider
as defined in sections 19a-14b and 20-420 of the Connecticut General Statutes shall
be hired to reduce the level of radon gas in the air.

(18) Child day care centers and group day care homes that utilize combustible
fuel shall be equipped with at least one (1) operable carbon monoxide (CO) detector
on each occupied level of the facility. CO detectors shall comply with Underwriters
Laboratories (UL) Standards for Safety, and shall be operated in accordance with
the manufacturer’s instructions.

(f) Program space

(1) The requirements of this subdivision shall apply to a child day care center or
group day care home operating in a facility first licensed after January 1, 1986.

(A) The operator shall provide a minimum of thirty-five (35) square feet of total
indoor usable program space per child. The total licensed capacity shall be deter-
mined on a room-by-room basis measuring from interior wall to interior wall.

(B) Within the allowance for total indoor usable program space, there may be
furniture used by other individuals as well as the children; but there shall be open
program space available which allows for freedom of movement by the children.

(C) The following items shall be deducted from the total indoor usable square
footage of program space:

(i) bathrooms, hallways, kitchen and food service areas;

(ii) refrigerators;

(iii) heating and cooling units;

(iv) staff desks and storage units;

(v) any space or equipment used for other than the activities of the children; and

(vi) large indoor activity room.

(2) The requirements of this subdivision shall apply to a child day care center or
group day care home operating in a facility first licensed before January 1, 1986.

(A) The operator shall provide a minimum of thirty (30) square feet of total
indoor usable program space per child. Measurements to determine total indoor
usable program space shall be taken from interior walls.

(B) Such space shall be free of furniture except that needed for the children’s
purposes, exclusive of toilet rooms, bathrooms, coat rooms, kitchens, halls, isolation
room or other rooms used for purposes other than the activities of the children.

(3) Cots, cribs and playpens shall be placed so that walkways are clear for
emergencies and evacuation.
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(g) Equipment. All equipment shall be of such design and material as to be
readily cleaned and safe for children.

(1) Equipment shall not be colored or covered by any poisonous material. All
solid constituents of paint for equipment and toys, and pigment coloring in paints,
pencils, crayons and inks, to be used by the children shall be non-toxic. Equipment
shall be sturdy, safely constructed and free from protruding nails, rust, toxic material
and other hazards.

(2) Adequate equipment for rest shall be provided. An individual cot shall be
provided for any child who regularly remains five (5) hours or longer per day. When
cots are shared, they shall be washed and disinfected and linens changed between
children. In a group day care home, an individual mat or individual sleeping bag
may be substituted for the individual cot.

(3) Metal equipment shall be free from rust or chipping paint.

(4) Hardware such as air conditioners, water heaters or fuse boxes shall be
inaccessible to children.

(5) The materials and equipment available and used by children shall be develop-
mentally appropriate for the ages of the children served.

(h) Outdoor play space

(1) There shall be access to a minimum of seventy-five (75) square feet per child
of outdoor space for the number of children using the space at any one time. This
could include parks, school yards, parking areas or elevated or roof top play areas.
The outdoor area shall be fenced or protected for safety.

(2) Where swings, seesaws or climbing apparatus are used, the surface in the
space shall be protected with a minimum of eight (8) inches of impact absorbing
materials, e.g., sand or its equivalent.

(3) The playground shall be free of glass, debris, holes and other hazards.

(4) Nuts, bolts and screws shall be tight; and those that protrude shall be covered
or protected.

(5) Outside equipment shall be anchored for stability. Anchors shall be buried
below ground level.

(6) The operator shall provide documentation to the department, upon request,
by a certified playground safety inspector that newly constructed playgrounds and
all newly installed playground equipment that are set in position and anchored in
such a way to last indefinitely are designed and installed in accordance with U.S.
Consumer Product Safety Commission and the American Society for Testing and
Materials Standards.

(7) The outdoor play area shall be protected from traffic, bodies of water, gullies
and other hazards by barriers in a manner safe for children.

(A) Fences used to protect children from hazards shall be at least four (4) feet
in height.

(B) When there is a swimming pool or any other body of water at the facility or
near enough to the facility to attract or be accessible to children at any time of the
year, there shall be a sturdy fence or barrier, four (4) feet high or higher, with
locked entrances, which totally and effectively bars access to the water by children.

(C) On and after January 1, 2010, a rooftop used as a play area shall be enclosed
with a wall, fence or permanent physical barrier not less than six (6) feet high and
the bottom edge shall be no more than than three and one half (3 !/2) inches from
the base or floor. The wall, fence or permanent physical barrier shall be designed
to prevent children from climbing it.

(8) Drinking water shall be available and accessible.
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(9) Outdoor equipment shall be arranged in such a way as to avoid accidents.

(i) Swimming, wading and bathing facilities. Swimming, wading and bathing
facilities, if provided, shall comply with the provisions of sections 19-13-B33b, 19-
13-B34 and 19-13-B36 of the Regulations of Connecticut State Agencies. No wading
pools shall be used. No day care child shall be permitted in a hot tub, spa or sauna.
Hot tubs, spas and saunas shall be locked and inaccessible to children.

(j) No dangerous weapon as described in section 53-206 of the Connecticut
General Statutes or facsimile of a firearm as defined in section 53-206c of the
Connecticut General Statutes shall be permitted on the premises of the child day
care center or group day care home unless the carrier of such weapon or facsimile
firearm is a peace officer as defined in section 53a-3 of the Connecticut General

Statutes.
(Effective July 27, 1993; amended August 8, 1995, November 6, 2008)

Sec. 19a-79-8a. Educational requirements

Each child day care center and group day care home shall develop and implement
a written plan for the daily program that includes a flexible schedule and shall be
available to the parent(s) and staff. Child day care centers and group day care homes
shall have policies, procedures and activities that meet and enhance the individual
needs of the diverse population of children served, which includes children with
cultural, language and developmental differences.

(a) The plan shall include:

(1) indoor and outdoor physical activities which provide opportunities for fine
and gross motor development;

(2) problem-solving experiences that facilitate concept formation, language devel-
opment and sensory discrimination;

(3) creative experiences which allow children the opportunity to develop and
express their own ideas and feelings in all parts of the program, including, but not
necessarily limited to:

(A) art and media,

(B) dramatic play,

(C) music,

(D) language, and

(E) motor activity;

(4) language learning experiences that provide opportunities for spontaneous
conversation, as well as experiences with books, poems, stories and songs;

(5) experiences that promote self-reliance and build self-esteem, including, but
not necessarily limited to, self care of body and clothing, care of possessions and
shared group responsibility for equipment and materials;

(6) health education experiences that include modeling good health practices,
sound nutrition and safety awareness.

(b) The program shall include:

(1) child-initiated and teacher-initiated activities;

(2) exploration and discovery;

(3) varied choices for children in materials and equipment;

(4) individual and small group activities;

(5) active and quiet play;

(6) rest, sleep or quiet activity;

(7) nutritious snacks and meals; and

(8) toileting and clean up.

(Effective July 27, 1993; amended November 6, 2008)
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Sec. 19a-79-9.
Repealed, November 3, 1997.

Sec. 19a-79-9a. Administration of medications

Group day care homes and child day care centers that administer medications of
any kind shall comply with all requirements of this section and shall have written
policies and procedures at the facility governing the administration of medications
which shall include, but not be limited to, the types of medication that shall be
administered, parental responsibilities, staff responsibilities, proper storage of medi-
cation and record keeping. Said policies and procedures shall be available for review
by the commissioner during site inspections or upon demand and shall reflect best
practice. A group day care home or child day care center shall not deny services
to a child on the basis of a child’s known or suspected allergy or because a child
has a prescription for an automatic pre-filled cartridge injector or similar automatic
injectable equipment used to treat an allergic reaction or for injectable equipment
used to administer glucagon. A group day care home or child day care center shall
not deny services to a child on the basis of a child’s diagnosis of asthma or because
a child has a prescription for an inhalant medication to treat asthma.

(a) Administration of Nonprescription Topical Medications Only

(1) Description

For the purposes of this section nonprescription topical medications shall include,
but not be limited to:

(A) diaper changing or other ointments free of antibiotic, antifungal or steroi-
dal components;

(B) medicated powders; and

(C) teething, gum or lip medications.

(2) Nonprescription Topical Medications Administration/Parent Permission
Records

The written permission of the parent(s) shall be required prior to the administration
of the nonprescription topical medication and a medication administration record
shall be written in ink and kept on file at the facility for each child administered a
nonprescription topical medication. The medication administration record and the
parent(s) permission shall become part of the child’s health record when the course
of medication has ended. The parent(s) shall be notified of any medication adminis-
tration errors immediately in writing and the error shall be documented in the record.
The following information shall be included on a form as part of the medication
administration record:

(A) the name, address and date of birth of the child;

(B) the name of the medication;

(C) the schedule and site of administration of the medication;

(D) a statement indicating that the medication has been previously administered
to the child without adverse effect;

(E) the signature in ink of the director, head teacher, program staff or group day
care home provider receiving the parent permission form and the medication;

(F) the name, address, telephone number, signature and relationship to the child
of the parent(s) authorizing the administration of the medication;

(G) the date and time the medication is started and ended;

(H) medication administration errors; and

(I) the name of the person who administered the nonprescription topical medi-
cation.
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(3) Nonprescription Topical Medications/Labeling and Storage

(A) The medication shall be stored in the original container and shall contain the
following information on the container or packaging indicating:

(i) the individual child’s name;

(i1) the name of the medication; and

(iii) directions for the medication’s administration.

(B) The medication shall be stored away from food and inaccessible to children.

(C) Any unused portion of the medication shall be returned to the parent(s).

(b) Administration of Medications Other Than Nonprescription Topical Med-
ications

(1) Training Requirements

(A) Prior to the administration of any medication, the director(s), head teacher(s),
program staff or group day care home provider(s) who are responsible for administer-
ing the medications shall first be trained by a physician, physician assistant, advanced
practice registered nurse or registered nurse in the methods of administration of
medications and shall receive written approval from the trainer which indicates that
the trainee has successfully completed a training program as required herein. A
director, head teacher, program staff or group day care home provider trained and
approved to administer medication shall also be present whenever a child who has
orders to receive medication is enrolled and present at the facility.

(B) The training in the administration of medications shall be documented and
shall include, but not be limited to, the following:

(i) objectives;

(ii) a description of methods of administration including principles and techniques,
application and installation of oral, topical and inhalant medication, including the
use of nebulization machines, with respect to age groups;

(iii) administering medication to an uncooperative child;

(iv) demonstration of techniques by the trainer and return demonstration by
participants, assuring that the trainee can accurately understand and interpret orders
and carry them out correctly;

(v) recognition of side effects and appropriate follow up action;

(vi) avoidance of medication errors and the action to take if an error occurs;

(vii) abbreviations commonly used;

(viii) documentation including parent permission, written orders from physicians
and the record of administration;

(ix) safe handling including receiving medication from the parent(s), safe disposal
and standard precautions; and

(x) proper storage including controlled substances, in accordance with section
21a-262-10 of the Regulations of Connecticut State Agencies.

(C) The facility shall have staff trained in the administration of inhalant medication
used to treat asthma on site during all hours when a child who has a diagnosis of
asthma and who has a prescription for an inhalant medication to treat asthma is
on-site.

(D) Injectable Medications

In addition to the above training, before a director, head teacher, program staff
or group day care home provider may administer injectable medications, he shall
have successfully completed a training program on the administration of injectable
medications by a premeasured, commercially prepared syringe. The trainer, who
shall be a physician, physician assistant, advanced practice registered nurse or
registered nurse, shall assure that the director, head teacher, program staff or group
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day care home provider understands the indications, side effects, handling and
methods of administration for injectable medication. Thereafter, on a yearly basis,
the director, head teacher, program staff or group day care home provider shall have
their skills and competency in the administration of injectable medication validated
by a physician, physician assistant, advanced practice registered nurse or registered
nurse. Injectable medications shall only be given in emergency situations, by a
premeasured commercially prepared syringe, unless a petition for special medication
authorization is granted by the department. The facility shall have staff trained in
the use of an automatic prefilled cartridge injector or similar automatic injectable
equipment used to treat an allergic reaction on site during all hours when a child
with a prescription for an automatic prefilled cartridge injector or similar automatic
injectable equipment used to treat an allergic reaction is on-site.

(E) A program staff member currently certified by the State of Connecticut
Department of Developmental Services, formerly the Department of Mental Retarda-
tion, to administer medications shall be considered qualified to administer medica-
tions for the modalities in which they have been trained at child day care centers
or group day care homes.

(2) Training Approval Documents/Training Outline

(A) Upon completion of the required training program, the physician, physician
assistant, advanced practice registered nurse or registered nurse who conducted the
training shall issue a written approval to each director, head teacher, program staff
or group day care home provider who has demonstrated successful completion of
the required training. Approval for the administration of oral, topical and inhalant
medications shall remain valid for three (3) years. Approval for the administration
of injectable medications shall be valid for one (1) year. A copy of the approval
shall be on file at the facility where the director, head teacher, program staff or
group day care home provider is employed and shall be available to department
staff upon request.

(B) The written approval shall include:

(i) the full name, signature, title, license number, address and telephone number
of the physician, physician assistant, advanced practice registered nurse or registered
nurse who gave the training;

(ii) the location and date(s) the training was given;

(iii) a statement that the required curriculum areas listed in subparagraphs (B)
and (D) of subdivision (1) of this subsection when applicable were successfully
mastered, and indicating the route(s) of administration the trainee has been approved
to administer;

(iv) the name, address and telephone number of the director, head teacher, program
staff or group day care home provider who completed the training successfully; and

(v) the expiration date of the approval.

(C) The trainer shall provide the trainee with an outline of the curriculum content
which verifies that all mandated requirements have been included in the training
program. A copy of said outline shall be on file at the facility where the trainee is
employed for department review. The department may require at any time that the
operator obtain the full curriculum from the trainer for review by the department.

(3) Order From An Authorized Prescriber/Parent’s Permission

(A) Except for nonprescription topical medications described in section 19a-79-
9a(a) (1) of the Regulations of the Connecticut State Agencies, no medication,
prescription or nonprescription shall be administered to a child without the written
order of an authorized prescriber and the written permission of the child’s parent(s)
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which shall be on file at the facility for at least two (2) years after the child is no
longer attending the program. Such medications may include:

(i) oral medications;

(i) topical medications;

(iii) inhalant medications; or

(iv) injectable medications, by a premeasured, commercially prepared syringe, to
a child with a medically diagnosed condition who may require emergency treatment.

(B) The written order from an authorized prescriber shall be on one form that
indicates that the medication is for a specific child and that contains the follow-
ing information:

(i) the name, address and date of birth of the child;

(i1) the date the medication order was written;

(iii) the medication or drug name, dose and method of administration;

(iv) the time the medication is to be administered;

(v) the date(s) the medication is to be started and ended;

(vi) relevant side effects and the authorized prescriber’s plan for management if
they occur;

(vii) notation if the medication is a controlled drug;

(viii) a listing of any allergies, reactions to or negative interactions with foods
or drugs;

(ix) specific instructions from the authorized prescriber who orders the medication
regarding how the medication is to be given;

(x) the name, address and telephone number of the authorized prescriber ordering
the drug;

(xi) the authorized prescriber’s signature; and

(xii) the name, address, telephone number, signature and relationship to the child
of the parent(s) giving permission for the administration of the drug by the director,
head teacher, program staff or group day care home provider.

(C) If the authorized prescriber determines that the training of the director, head
teacher, program staff or group day care home provider is inadequate to safely
administer medication to a particular child, or that the means of administration of
medication is not permitted under these regulations, that authorized prescriber may
order that such administration be performed by licensed medical personnel with the
statutory authority to administer medications.

(D) The director, head teacher, program staff or group day care home provider shall
administer medication only in accordance with the written order of the authorized
prescriber and shall not administer the first dose of any medication, except in an
emergency. The parent(s) shall be notified of any medication administration errors
immediately in writing and the error shall be documented in the record.

(E) Investigational drugs shall not be administered.

(4) Required Records

(A) Except for nonprescription topical medications described in section 19a-79-
9a(a)(1), individual written medication administration records for each child shall
be written in ink, reviewed prior to administering each dose of medication and kept
on file at the facility for at least two (2) years after the child is no longer attending
the program. The medication administration record shall become part of the child’s
health record when the course of medication has ended.

(B) The individual written administration record for each child shall include:

(i) the name, address and date of birth of the child;

(i1) the name of the medication or drug;



Sec. 19a-79 page 32 (12-08)
§ 19a-79-9a Department of Public Health

(iii) the dosage ordered and method of administration;

(iv) the pharmacy and prescription number if applicable;

(v) the name of the authorized prescriber ordering the drug;

(vi) the date, time and dosage at each administration;

(vii) the signature in ink of the director, head teacher, program staff or group
day care home provider giving the medication;

(viii) food and medication allergies;

(ix) level of cooperation from the child in accepting the medication;

(x) the date and time the medication is started and ended; and

(xi) medication administration errors.

(5) Storage and Labeling

(A) Medication shall be stored in the original child-resistant safety container. The
container or packaging shall have a label which includes the following information:

(i) the child’s name;

(i1) the name of the medication;

(iii) directions for the medication’s administration; and

(iv) the date of the prescription.

(B) Except for nonprescription topical medications described in subdivision (1)
of subsection (a) of this section, automatic prefilled cartridge injectors, or similar
automatic injectable equipment used to treat an allergic reaction, injectable equip-
ment used to administer glucagon or an inhalant medication to treat asthma and
over the counter medications prescribed as an emergent first line of defense medica-
tion against an allergic reaction, medication shall be stored in a locked area or a
locked container in a refrigerator in keeping with the label directions away from
food and inaccessible to children. Keys to the locked area or container shall be
accessible only to personnel authorized to administer medication. Controlled drugs
shall be stored in accordance with section 21a-262-10 of the Regulations of Connecti-
cut State Agencies.

(C) Equipment and medications prescribed to treat asthma, administer glucagons,
or as an emergent first line of defense medication against an allergic response shall
be stored in a safe manner, inaccessible to other children, to allow for quick access
in an emergency.

(D) All unused or expired medication shall be returned to the parent(s) or disposed
of if it is not picked up within one (1) week following the termination of the order,
in the presence of at least one witness. The facility shall keep a written record of
the medications destroyed which shall be signed by both parties.

(E) The facility shall require the parent(s) of a child who has a prescription for
an automatic prefilled cartridge injector, or similar automatic injectable equipment
used to treat an allergic reaction or injectable equipment used to administer glucagon
or inhalant medication to treat asthma, to provide the injector or equipment labeled
with the information from the prescriber upon enrollment and attendance of such
child at the facility, and replace such medication and equipment prior to its expira-
tion date.

(6) Children enrolled at the facility may self administer medications with docu-
mented parental and authorized prescriber’s permission. Children may request and
receive assistance from staff in opening containers or packages or replacing lids.
Children who self administer medications shall be able to identify and select the
appropriate medication by size, color, amount or other label identification; know
the frequency and time of day for which the medication is ordered; and consume
the medication appropriately. Medication to be self administered shall be stored in
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accordance with section 19a-79-9a(b)(5) of the Regulations of Connecticut State
Agencies.

(7) Petition For Special Medication Authorization

(A) The operator of a child day care center or group day care home may petition
the department to administer medications to a child cared for at the child day care
center or group day care home by a modality which is not specifically permitted under
these regulations by submitting a written application to the department including the
following information:

(i) a written order from an authorized prescriber containing the information for
the specific child set forth in subdivision (3)(B) of this subsection and a statement
that the administration by the requested modality is the only reasonable means of
providing medication and that the administration must occur during hours of the
child’s attendance at the facility;

(ii) a written training plan including the full name, signature, title, license number,
address and telephone number of the physician, advanced practice registered nurse,
physician assistant or registered nurse who shall provide the training, a detailed
outline of the curriculum areas to be covered in training and a written statement by
the authorized prescriber that the proposed training is adequate to assure that the
medication shall be administered safely and appropriately to the particular child;

(iii) name, address and telephone number of the person(s) who shall participate
in the training;

(iv) written permission from the child’s parent(s); and

(v) such other information that the department deems necessary to evaluate the
petition request.

(B) After reviewing the submitted information, if the department determines that
the proposed administration of medication for the particular child can be provided
in a manner to assure the health, welfare and safety of the child, it may grant the
petition. The department may grant the petition with any conditions or corrective
measures which the department deems necessary to assure the health, safety and
welfare of the child. The department shall specify the curriculum that the training
program shall cover and the expiration date of the authorization provided in granting
the petition. If the department grants the petition, no medication may be administered
until after the proposed training program has been successfully completed and
a written certification from the physician, physician assistant, advanced practice
registered nurse or registered nurse who provided the training is submitted to the
department. The certification shall include:

(i) the full name, signature, title, license number, address and telephone number
of the physician, physician assistant, advanced practice registered nurse or registered
nurse who provided the training;

(i1) the location and date(s) the training was given;

(iii) a statement that the curriculum approved by the department was successfully
mastered and stating the modality of administration of medication that the trainee
has been approved to administer; and

(iv) the name, address and telephone number of the person(s) who successfully
completed the training.

(C) Copies of all documentation required under this subsection shall be maintained
at the facility. The requirements of subsection (b) (4) and (b) (5) of this section
shall apply to the administration of medication authorized by petition.
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(c) Cease and Desist Orders

If the department determines that the health, safety or welfare of a child in the
child day care center or group day care home imperatively requires emergency
action to halt the administration of medications by a director, head teacher, program
staff or group day care home provider in a child day care center or group day care
home, the department may issue a cease and desist order requiring the immediate
cessation of the administration of medications by a director, head teacher, program
staff or group day care home provider in the facility. The department shall provide
an opportunity for a hearing regarding the order within ten (10) business days of
date the order is issued. Upon receipt of the order, the operator shall cease the
administration of all medications and provide immediate notification to the parent(s)
of all children under his care that no medications may be administered at the child
day care center or group day care home until such time as the cease and desist order
is terminated.

(d) Emergency Distribution of Potassium Iodide

Notwithstanding any other provisions of the Regulations of Connecticut State
Agencies, during a public health emergency declared by the Governor pursuant to
section 19a-131a of the Connecticut General Statutes and if authorized by the
Commissioner of Public Health via the emergency alert system or other communica-
tion system, a child day care center or group day care home licensed in accordance
with section 19a-80 of the Connecticut General Statutes and located within a ten
(10) mile radius of the Millstone Power Station in Waterford, Connecticut shall
permit designated staff members to distribute and administer potassium iodide to
adults present or to a child in attendance at the child day care center or group day
care home during such emergency, provided that:

(1) prior written consent has been obtained by the child day care center or group
day care home for such provision. Written consent forms shall be provided by the
child day care center or group day care home to the parent(s) of each child currently
enrolled or employees currently employed by the child day care center or group
day care home promptly upon the effective date of this subdivision. Thereafter,
written consent forms shall be provided by the child day care center or group day
care home to the parent(s) of each minor child upon enrollment and to each new
employee upon hire. Such documentation shall be kept at the facility;

(2) each person providing consent has been advised in writing by the child day
care center or group day care home that the ingestion of potassium iodide is voluntary;

(3) each person providing consent has been advised in writing by the child day
care center or group day care home about the contraindications and the potential
side effects of taking potassium iodide, which include:

(A) persons who are allergic to iodine should not take potassium iodide;

(B) persons with chronic hives, lupus or other conditions with hypocomplemen-
temic vasculitis should not take potassium iodide;

(C) persons with Graves disease or people taking certain heart medications should
talk to their physician before there is an emergency to decide whether or not to
take potassium iodide; and

(D) side effects may include minor upset stomach or rash;

(4) child day care centers and group day care homes shall have designated staff
members to distribute and administer potassium iodide to those individuals and
minor children for whom prior written consent has been obtained. Such designated
staff members shall be eighteen (18) years of age or older and shall have been
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instructed by the child day care center or group day care home in the administration of
potassium iodide. Such instruction shall include, but not be limited to, the following:

(A) the proper use and storage of potassium iodide;

(B) the recommended dosages of potassium iodide to be administered to children
and adults as prescribed by the Food and Drug Administration; and

(5) potassium iodide shall be stored in a locked storage area or container, inaccessi-
ble to children.

(Adopted effective November 3, 1997; amended March 8, 2004, January 4, 2005, November 6, 2008)

Sec. 19a-79-10. Under three endorsement

(a) The operator of a program caring for children under three (3) years of age
shall comply with section 19a-79-1a to section 19a-79-10, inclusive, and section
19a-79-13 of the Regulations of Connecticut State Agencies.

(b) A program caring for children under three (3) years of age is required to have
a separate endorsement by the department.

(c) Infants and toddlers

(1) Age. Children from six (6) weeks to thirty six (36) months of age shall be
considered infants and toddlers.

(2) Ratio. There shall be at least one (1) program staff qualified under section
19a-79-4a(d) of the Regulations of Connecticut State Agencies for every four (4)
children or fraction thereof in attendance.

(3) Group size. The group size shall not exceed eight (8) children.

(4) There shall be a physical barrier separating each group of eight (8) children,
indoors and outdoors.

(d) Special equipment

Each child day care center and group day care home shall have equipment and
furniture to meet the developmental needs of the children served.

(1) Sinks

(A) In child day care centers there shall be a sink with hot and cold running
water designated for diaper changing and hand washing of staff and children. This
sink shall be located in the program space. Visual contact with all other children
shall be maintained while changing diapers or using the sink. Child day care centers
which staff three (3) adults to a group size of eight (8) infants or toddlers may use
an accessible diaper changing facility if it is immediately adjoining the program area.

(B) Separate sinks shall be available for purposes other than hand washing after
diaper changing within child day care centers.

(C) Group day care homes shall have a sink accessible for hand washing other
than the sink used for food preparation.

(2) Furniture shall include:

(A) well constructed free standing cribs, not stacked cribs, each of which has
slats no more than two and three-eighths (2 3/8) inches apart and a fully water-
proofed, firm, snug-fitting mattress for infants;

(B) washable cots for toddlers;

(C) chairs for feeding, each of which has a stable base, safety straps on all high
chairs attached to the chair and a tray which locks securely;

(D) low tables and chairs according to children’s size and development; and

(E) a refrigerator and facilities to store and heat food and bottles.

(3) Furniture may include but not be limited to:

(A) strollers, each of which has a stable base, firmly attached safety straps and
tightly locking brakes;
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(B) play pens, each of which has either small weave mesh netting or slats no
more than two and three-eighths (2 3/s) inches apart, a firm floor with a secured
foam pad and hinges that lock tightly; and

(C) an adult rocking chair.

(e) Diapering and toileting

(1) The diapering area shall be an elevated sturdy table or counter equipped with
a safety rail.

(2) Infants and toddlers shall be diapered at a diapering area used only for this
purpose and located in the program area.

(3) Each diapering area shall have a non-porous surface and be kept in good repair.

(4) Diapering areas shall be washed and disinfected after each use.

(5) Disposable paper sheets shall be used and discarded immediately after each dia-
pering.

(6) A covered washable lined waste receptacle shall be available and located in
a convenient place for soiled waste material. These materials shall be removed to
an exterior waste storage area at least daily.

(7) The hands of the staff and the children shall be washed before and after each
diaper change.

(8) Diapering and hand washing policies and procedures shall be posted in each
diapering area.

(9) Disposable diapers shall be discarded in a covered receptacle immediately
after diapering.

(10) When cloth diapers or training pants are used, a plan for their use and care
shall be submitted to and approved by the department prior to implementation of
the plan. This plan shall include, but not necessarily be limited to, these procedures:

(A) placing soiled clothing and diapers in a sealed air tight container,

(B) removing soiled clothing and diapers from the child day care center or group
day care home daily, and

(C) cleaning and sanitizing the container daily.

(f) Linens and clothing and bedding

(1) A supply of linen and emergency clothing shall be available for each child
in the child day care center or group day care home at all times.

(2) All children’s linens shall be washed at least weekly and as needed.

(3) Each child’s linens and clothing shall be stored individually. Plastic bags shall
not be accessible to infants and toddlers.

(4) When cribs and cots are shared, they must be washed and disinfected and
linens changed between children.

(g) Sleep arrangements

(1) Infants under twelve (12) months of age shall be placed in a supine (back)
position for sleeping in a well constructed, free standing crib or bed designed for
infant sleeping, with a snug fitting mattress unless the child has written documenta-
tion from a physician, physician assistant or advanced practice registered nurse
specifying a medical reason for an alternative sleep position.

(2) When infants can easily turn over from the supine to the prone position, they
shall be put down to sleep on their back, but allowed to adopt whatever position
they prefer for sleep.

(3) Soft surfaces and gas-trapping objects such as pillows, quilts, sheepskins, soft
bumpers or stuffed toys shall not be placed under or with an infant for sleeping
and shall be kept out of the infant’s crib or bed.
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(4) No infant shall be put to sleep on a sofa, soft mattress, waterbed or other soft
surface. No infant shall be put to sleep in a child restraint system intended for use
in a vehicle, an infant carrier, a swing or any place that is not specifically designed
to be an infant bed unless the child has written documentation from a physician,
physician assistant or advanced practice registered nurse specifying a medical reason
for their use.

(h) Toys and other objects

(1) Toys used for infants shall be kept separate, washed and disinfected at least
daily. Toys for toddlers, including floor and riding toys, shall be washed and
disinfected at least weekly and as needed.

(2) Toys and other objects with a diameter of less than one and one-quarter (1
1/4) inches, objects with removable parts that have a diameter of less than one and
one-quarter (1 !/4) inches, plastic bags, balloons and Styrofoam objects shall not be
accessible to children under three (3) years of age.

(i) Health consultant

(1) A health consultant shall visit the program on the days and times children
under the age of three (3) are present. The scheduled times of the visits shall be
arranged so that all children under the age of three (3) are observed. The health
consultant shall prepare and maintain signed documentation of visits which shall
be kept on the licensed premises.

(2) The health consultant shall visit the program according to the following
schedule:

(A) once a week for children up to twenty-four (24) months of age,

(B) once a week for children two (2) to three (3) years of age attending a full
day, and

(C) once a month for children two (2) to three (3) years of age attending part
day programs.

(§) Infants shall be removed from their cribs and held for all bottle feedings. They
may be placed in chairs for all other feedings. Infants and toddlers shall be removed
from their cribs or playpens at other intervals during the day for individual cuddlings
and for verbal communication. They shall be allowed to crawl and toddle as age
and development permit. Each infant shall be placed in a prone (front) position part
of the time when awake.

(k) Foods and Liquids. When food and liquids are served:

(1) a written statement specifying the formula, breast milk or other liquids and
the feeding schedule for infants shall be obtained from the parent(s),

(2) unused portions of formula, breast milk or other liquids shall be discarded
after each feeding,

(3) clean bottles shall be provided by the parent(s) unless the facility uses dispos-
able bottles or has a dishwasher or dishwashing system approved by the local health
director to wash bottles,

(4) baby food shall be served from a dish unless the whole contents of the jar
will be served, and

(5) each child’s bottle shall be individually identified with the child’s name.

()) Outdoor play space

(1) All infant toddler play space shall be fenced.

(2) The equipment available to the infants and toddlers shall be developmentally
appropriate for the ages of the children.

(Effective July 27, 1993; amended August 8, 1995, November 6, 2008)
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Sec. 19a-79-11. School age children endorsement

(a) The operator of a child day care center or group day care home caring for
children of school age shall comply with section 19a-79-1a to section 19a-79-
9a, inclusive, section 19a-79-11 and 19a-79-13 of the Regulations of Connecticut
State Agencies.

(b) A program providing care for school age children shall have a separate school
age children endorsement by the department.

(c) The program shall provide adequate opportunities for creative, recreational
and restful activities as appropriate to meet the needs of the individual school
age child.

(1) These activities shall not be an extension or duplication of the child’s
school day.

(2) Children shall have opportunities to choose among activities, including, but
not necessarily limited to:

(A) free time,

(B) creative activities,

(C) opportunities for homework assignments,

(D) nutritional snacks,

(E) physical activities,

(F) quiet activities,

(G) small group activities,

(H) special events which may include field trips, and

(D self-concept activities.

(d) There shall be at least one (1) qualified program staff person for each ten
(10) children or fraction thereof.

(e) The group size shall not exceed twenty (20) children.

(f) When a program serves school age children only, the designated head teacher
shall be on site for sixty percent (60%) of the time the child day care center or
group day care home is in operation on a weekly basis, and shall submit written
verification of the following qualifications and experiences:

(1) the age of twenty (20) years or older;

(2) the personal qualities needed to supervise others;

(3) a high school diploma or equivalency certificate;

(4) at least five hundred and forty (540) hours of documented supervised experi-
ence over at least a nine (9) month span of time including working with children
in a program with comparable standards to the standards in this or another state,
which program must serve children of the same ages and developmental stages who
are served at the child day care center; and

(5) one of the following:

(A) twelve (12) credits in early childhood education or child development, elemen-
tary education, recreation, group social work or a related field from an accredited
institution of higher education with program approval from the Board of Governors
of Higher Education; or

(B) approval by the department as a head teacher prior to January 1, 1994; or

(6) a four (4) year college degree in elementary education, recreation, group social
work or a related field from an accredited institution of higher education with
program approval from the Board of Governors of Higher Education, with at least
two hundred and seventy (270) hours of documented supervised experience working
with unrelated children of the same ages to be served in this child day care center
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or group day care home. This supervised experience could be student teaching or
a practicum assignment.

(g) The education consultant used in the program shall have training and experi-
ence in child development, recreation, leisure activities, group social work or elemen-
tary education.

(h) When a program for school age children is located in a public or private
school facility currently used as a school, the local health, building and zoning
regulations pertaining to school facilities shall apply. Under these circumstances,
written verification of building and zoning approval is not required. A fire marshal
certificate of approval and written local health approval are required for the facility
as defined in section 19a-79-2a(b)(2)(D) of the Regulations of Connecticut State

Agencies.
(Effective July 27, 1993; amended November 6, 2008)

Sec. 19a-79-12. Night care endorsement

(a) The operator of a child day care center or group day care home providing
night care shall comply with section 19a-79-1a to section 19a-79-13, inclusive of
the Regulations of Connecticut State Agencies.

(b) The program providing care for one (1) or more hours between the hours of
ten (10) P.M. and five (5) A.M. shall have a separate night care endorsement by
the department.

(1) There shall be a person on the licensed premises designated as the person in
charge who shall meet the head teacher qualifications in section 19a-79-4a(d)(2) of
the Regulations of Connecticut State Agencies.

(2) There shall be a written plan for program activities to meet the needs of the
individual child, including individual sleep patterns and quiet activities.

(3) There shall be a written plan for continuous supervision of sleeping children
including cot placement and evacuation from the building.

(4) A child shall not be in care for more than twelve (12) hours in a twenty-four
(24) hour period on a regular basis.

(5) All staff persons shall be awake and available to work with children in care.

(6) There shall be an individual cot or crib with bedding for each child, in
accordance with section 19a-79-10(d)(2)(A) and 19a-79-10(d)(2)(B) of the Regula-
tions of Connecticut State Agencies. Bunk beds shall not be used.

(A) Sleeping apparel and toiletries shall be individually labeled and stored.

(B) Bedding for children over twelve (12) months of age shall consist of a blanket
and sheet or a sleeping bag, with a pillow in a pillowcase.

(C) Toiletries shall include a towel, washcloth, toothbrush, toothpaste and soap.

(D) Bedding and sleeping apparel shall be laundered weekly and as needed.

(7) Sleep arrangements for infants shall comply with section 19a-79-10(g) of the
Regulations of Connecticut State Agencies.

(8) The ambient air temperature shall be maintained to at least sixty-five (65)
degrees Fahrenheit measured at thirty six (36) inches from the floor.

(9) There shall be written approval from the local fire marshal specifying the
hours of operation.

(10) There shall be written approval from the local health director for night care.
(Effective July 27, 1993; amended November 6, 2008)

Sec. 19a-79-13. The monitoring of diabetes in child day care centers and
group day care homes
(a) Policy and Procedures
(1) All child day care centers and group day care homes at which designated
staff members will be administering finger stick blood glucose tests shall have
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written policies and procedures governing the administration of finger stick blood
glucose tests to children diagnosed with diabetes mellitus. The policies and proce-
dures shall address at least the following areas:

(A) parental responsibilities;

(B) staff training and responsibilities;

(C) proper storage, maintenance and disposal of test materials and supplies;

(D) record keeping;

(E) reporting test results, incidents and emergencies to the child’s parent(s) and
the child’s physician, physician assistant or advanced practice registered nurse; and

(F) a location where the tests occur that is respectful of the child’s privacy and
safety needs.

(2) Said policies and procedures shall be available for review by the department
during facility inspections or upon demand.

(b) Training

(1) Prior to the administration of finger stick blood glucose tests, the director,
head teacher, program staff or group day care home provider shall have completed
the following training requirements:

(A) a course approved by the department in first aid, as verified by a valid first
aid certificate on file at the facility; and

(B) additional training given by a physician, physician assistant, advanced practice
registered nurse, registered nurse, certified emergency medical technician or the
child’s parent(s) according to written guidelines provided by the child’s physician,
physician assistant or advanced practice registered nurse. The additional training
shall include, but not be limited to:

(i) the proper use, storage and maintenance of the child’s individual monitor-
ing equipment;

(i) reading and correctly interpreting test results; and

(iii) appropriate actions to take when test results fail to fall within specified ranges
indicated in the written order from the child’s physician, physician assistant or
advanced practice registered nurse.

(2) The training shall be updated at least every three years when a child with
diabetes mellitus who requires finger stick blood glucose testing is present at the
facility.

(3) Documentation that staff has been trained to administer finger stick blood
glucose tests shall be in writing and kept at the facility for review by the department.
Such documentation shall indicate:

(A) the subjects covered in training;

(B) the signature and title of the instructor;

(C) the signature and title of the trainee; and

(D) the date the training was given.

(c) Administration of Finger Stick Blood Glucose Test

(1) Except as provided in subdivision (3) of this subsection, only staff members
trained in accordance with subsection (b) of this section may administer the finger
stick blood glucose test in a child day care center or group day care home.

(2) Whenever a child diagnosed with diabetes mellitus who has orders to receive
finger stick blood glucose monitoring is enrolled and present at the facility, a staff
member designated and trained to administer finger stick blood glucose tests shall
be present at the facility.

(3) Upon the written authorization of the child’s physician, physician assistant
or advanced practice registered nurse and the child’s parent(s), a child may self
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administer the finger stick blood glucose test under the direct supervision of the
designated staff member who has met the training requirements in subsection (b)
of this section.

(4) The operator of a child day care center or group day care home may petition
the department to permit staff to administer glucagon by injection, in emergency
situations only, in accordance with section 19a-79-9a(b)(7) of the Regulations of
Connecticut State Agencies.

(d) Equipment

(1) The child’s parent(s) shall supply the operator with the necessary equipment
and supplies to meet the child’s individual needs.

(2) Such equipment and supplies shall be labeled with the child’s name and shall
remain inaccessible to other children when not in use.

(3) The operator shall obtain a signed agreement from the child’s parent(s) that
the parent(s) agrees to check and maintain the child’s equipment in accordance with
manufacturer’s instructions, restocks supplies and removes material to be discarded
from the facility on a daily basis. All materials to be discarded shall be kept locked
until it is given to the child’s parent(s) for disposal.

(e) Record Keeping

The operator shall keep the following records at the facility as part of the child’s
medical record, and shall update them annually or when there is any change in
the information.

(1) A current, written order signed and dated by the child’s physician, physician
assistant or advanced practice registered nurse indicating:

(A) the child’s name;

(B) the diagnosis of diabetes mellitus;

(C) the type of blood glucose monitoring test required;

(D) the test schedule;

(E) the target ranges for test results;

(F) specific actions to be taken and carbohydrates to be given when test results
fall outside specified ranges;

(G) diet requirements and restrictions;

(H) any requirements for monitoring the child’s recreational activities; and

(D conditions requiring immediate notification of the child’s parent(s), emergency
contact, the child’s physician, physician assistant or advanced practice registered
nurse.

(2) An authorization form signed by the child’s parent(s) which includes the
following information:

(A) the child’s name;

(B) the parent(s) name;

(C) the parent(s) address;

(D) the parent(s) telephone numbers at home and at work;

(E) two adult, emergency contact people including names, addresses and tele-
phone numbers;

(F) the names of staff designated to administer finger stick blood glucose tests
and provide care to the child during testing;

(G) additional comments relative to the care of the child, as needed;

(H) the signature of the parent(s);

(I) the date the authorization is signed; and

(J) the name, address and telephone number of the child’s physician, physician
assistant or advanced practice registered nurse.
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(3) The operator shall notify the child’s parent(s) daily in writing of the results
of all blood glucose tests and any action taken based on the test results, and shall

document the test results and any action taken in the child’s medical record.
(Adopted effective June 30, 1998; amended November 6, 2008)
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Family Day Care Homes

Sec. 19a-87b-1. Purpose

The purpose of registration of family day care homesis to assure that family day
care homes meet the health, educational and social needs of the children utilizing
such homes.

(Effective September 1, 1993; transferred January 29, 1996)

Sec. 19a-87b-2. Definitions

For the purpose of Sections 19a-87b-2 through 19a-87b-17 of the Regulations of
Connecticut State Agencies, the following definitions shall apply:

(2) ** Administration of Medication’” means the direct application of amedication
by inhalation, injection or any other means to the body of a person.

(2) **Adult’”’ means a person eighteen (18) years of age or over.

(3) ‘*Advanced practice registered nurse’’ means an individual licensed pursuant
to subsection (b) of section 20-94a of the Connecticut General Statutes.

(4) “*Applicant’’ means a person, twenty (20) years of age or older, who has
completed, signed and submitted an application to the department to obtain afamily
day care home registration.

(5) ‘“*Application’” means the forms prescribed by the Commissioner which are
to be used by applicantsfor initial registration, by providersfor registration renewal,
and by family day care staff for staff approval. Forms may be changed by the
Department from time to time.

(6) ‘*Assistant’’ means an adult approved in writing by the Commissioner, who
assists the provider or substitute in caring for children in the registered facility,
while the provider or substitute is present.

(7) ** Authorized prescriber’” means a physician, dentist, advanced practice regis-
tered nurse or physician assistant.

(8) ‘*Child’’ means any person under eighteen (18) years of age.

(9) **Commissioner’’ meansthe Commissioner of the Department of Public Health
or the commissioner’s designee(s) or representative(s).

(20) ‘** Customary Business Hours'' means the hours in which the family day care
home is in operation caring for children.

(11) ** Department’’ means the Department of Public Health.

(12) ‘*Emergency Caregiver’’ means a person twenty (20) years of age or older,
who can assume the provider’s duties in an unforeseen emergency situation.

(13) “*Facility’” means the entire premises, identified on the registration applica-
tion, indoors and outdoors, including space not directly used for child care.

(14) **Family Day Care Home'’' means afacility so designated under Connecticut
General Statute 19a-77 as same may be amended.

(15) *‘Family Day Care Services’ means care of not more than six children,
including provider’s own children not in school full time, where the children are
cared for not less than three nor more than twelve hours during a twenty-four-hour
period and where care is given on a regularly recurring basis. During the regular
school year, a maximum of three additional children who are in school full time,
including the provider’s own children, shall be permitted, except that if the provider
has more than three children who are in school full time, al of the provider's
children shall be permitted.

(16) ‘‘Investigational drug’’ means any medication with an approved investigation
new drug application on file with the Federal Food and Drug Administration (FDA),
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that is being scientifically tested and clinically evaluated to determine its efficacy,
safety, and side effects and that has not yet received FDA approval.

(17) “*"Home Visit"”” means a visit to the family day care home of an applicant
or provider by department staff. Said home visit may be announced, as when the
initial application inspection is performed; or unannounced, when performed in
response to a complaint or as a spot inspection. All home visits shall be performed
during customary business hours.

(18) ‘*Household member’’ means any person other than the provider who resides
inor hasaright to reside in the family day care home, such as the provider’s spouse
or children, boarders, and any other occupant.

(19) ““Medication”” means any medicinal preparation including controlled sub-
stances, as defined in section 21a-240 of the Connecticut General Statutes.

(20) ‘*Medication error’’ means failure to administer the medication to a child,
or failure to administer medication within one (1) hour of the time designated by
the prescribing practitioner, or failure to administer the specific medication pre-
scribed for a child, or failure to administer the medication by the correct route or
failure to administer the medication according to generally accepted medical prac-
tices, or failure to administer the correct dosage of medication.

(21) **Night Care’’ means family day care services provided during a child's
normal night time sleeping hours.

(22) **Parent’”’” means the person who retains custody of the child; i.e. the mother,
father, supervising relative, legal guardian or foster parent.

(23) ‘*Physician’’ means a doctor of medicine or osteopathy licensed to practice
medicine in this or another state.

(24) **Physician assistant’’ means an individual licensed pursuant to section 20-
12b of the Connecticut General Statutes.

(25) ‘*Primary health care provider’’ means the individual who is responsible for
the health care of the child outside the facility.

(26) ‘‘Provider’’ means the person registered by the department to provide family
day care services, and who may substitute for another registered provider.

(27) *'Registered Capacity’’ means the number of day care children that the
provider is authorized to care for as contained in the registration certificate.

(28) ‘‘Registered nurse’’ means a person with alicense to practice as a registered
nurse in connecticut in accordance with chapter 378 of the Connecticut General
Statutes.

(29) ‘‘Registration’” means the official process by which an applicant has been
given alicense granting legal permission by the Commissioner to operate a family
day care home.

(30) ‘‘Residence’’ means a home occupied by the provider or approved for
occupancy as a home as evidenced by a valid certificate of occupancy.

(31) ‘* Substitute’’” means a person approved in writing by the Commissioner who
may assume the provider’ s responsibilitiesin the provider’ s absence, and who meets
the same qualifications as a provider.

(Effective September 1, 1993; amended August 8, 1995; transferred January 29, 1996; amended
November 3, 1997)

Sec. 19a-87b-3. Application for a registration to operate a family day care
home
() Registration Required to Operate
No person, group of persons, association, organization, corporation, institution
or agency, public or private, may operate a family day care home in the State of
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Connecticut without aregistration issued by the Commissioner. Only oneregistration
shall be issued per residence.

(b) Reélative Providers who are Required to Register

An individual who provides child care at a home other than the child’s own for
children who are not his’her grandchild(ren), niece(s), nephews(s), sibling(s), son(s)
or daughter(s) by blood, adoption or marriageisrequired to register. The Department
may require documentation verifying the relationship.

(c) Application Form

A person may apply for a family day care home registration by completing,
signing and submitting to the Department an application to obtain afamily day care
homeregistration. Only oneregistration shall beissued per residence. The application
forms are available through any office of the Department. The application forms,
which may be modified by the Commissioner from time to time, shall contain
information that the Commissioner deems necessary to determine whether the appli-
cant or provider shall be issued or re-issued a family day care home registration.
The application forms shall contain a notice that false statements made therein are
punishable in accordance with Section 53a-157 of the Connecticut General Statutes,
and that false statements may also be grounds for the denial of the registration. The
application formsshall contain acertification that the applicant or provider isfamiliar
with the family day care home regulations, agrees to abide by them, and will alow
home visits by Department staff to the family day care home.

(d) Release Forms

The applicant, household members, and proposed family day care staff, as part
of the application process, shall also agree to provide and/or authorize Department
access to any information or records that the Commissioner deems necessary to
investigate and/or verify that the applicant meets the requirements of Section 19a
87b-6 through 19a-87b-8 of the Regulations of Connecticut State Agencies, inclusive,
including, but not limited to, medical information, police records and records of the
Department of Children and Families.

If the applicant, household members and proposed day care staff refuse to cooper-
ate with the Department in completing this process, or fail to provide the required
information, such failure shall constitute sufficient reason for denia of the appli-
cation.

(e) Interview and Inspection

The applicant shall be interviewed as part of the application process, and shall
allow Department personnel to inspect thoroughly the entire premises.

(f) Denial of Application - Request for a Fair Hearing

An applicant who is aggrieved by the Department’s denia of his’her application
for family day care home registration may submit to the Commissioner a written
request for a fair hearing on the denial, which shall state in simple language the
reasons why the aggrieved person is seeking to have the denial reviewed by the
Department. The request for a fair hearing shall be mailed to the Commissioner
within sixty (60) days from the date of the denia letter.

(g) Reapplication Process

A provider who hasvoluntarily withdrawn or terminated an application or registra-
tion may reapply by filing a new application with the Department at any time.

(Effective September 1, 1993; amended August 8, 1995; transferred January 29, 1996)

Sec. 19a-87b-4. Renewal of registration
(8 Renewal Application
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A registered provider of family day care home services who desires to renew a
registration shall submit before the expiration date an unaltered, completed and
signed application for renewal on the forms prescribed by the Commissioner. Infor-
mation requested at renewal includes, but is not limited to:

(1) Current enrollment

(2) A statement that all children in facility are up to date on immunizations

(3) Information on staff

(4) Statement of change in any household member’s health status

(5) Physical changes made to the facility

(6) Changes in family situation

(7) Statement of compliance with the regulations for family day care homes.

(b) Registration to Remain in Effect

In the event that an unaltered, completed and signed application for a renewal
of aregistration to operate a family day care home has been submitted in a timely
manner to the Department, but has not been acted upon by the Commissioner before
the expiration date, the registration shall remain in effect until the Commissioner
makes his decision on such application. During this period, al laws and regulations,
as amended, governing the operation of a day care home shall remain in effect and

be binding upon the provider.
(Effective September 1, 1993; transferred January 29, 1996)

Sec. 19a-87b-5. Terms of the registration

(@) Registration Term and Fee

The registration shall be for a term of one year from the date of issuance and
the Commissioner shall collect a fee of ten dollars for such registration from the
applicant or provider. Only one registration at a time shall be issued per residence.

(b) Suitability

A registration will not be issued to any applicant, or renewed for a provider,
unless the Commissioner finds that such applicant or provider is a suitable person
to care for children in a family day care home and meets and agrees to comply
with Sections 19a-87b-1 to 19a-87b-16 inclusive of these regulations. Suitability
shall be determined by areview of the application materials, references, any criminal
records, law enforcement records, medical records, protective services records and
any other relevant material obtained by the Department. The Commissioner shall,
after reviewing all the circumstances, make a determination whether the applicant
or provider is a suitable person to care for children in a family day care home and
whether the children’s health and safety would be at risk under said applicant or
provider's care.

(c) Nontransferability of the Registration

An applicant may apply for a registration only in his’her own name and only for
the premises indicated on the application, which premises shall be a residence.

(1) A registration shall not be assigned by a provider to any other person under
any circumstances. A provider shall not use asubstitute on aregularly, recurring basis
which effectively franchises or transfersthe family day care servicesto the substitute.

(2) When the provider moves the family day care home to another facility, the
old registration is no longer valid asissued. A new application to change the address
shall befiled with the Department immediately. Nofeeis charged for thisapplication,
but a home visit is required to operate. The provider must notify the Department
immediately to schedule a home visit.

(d) Factorsin Determining the Registered Capacity
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(1) The registered capacity of the facility shall be indicated by two (2) numbers
on the registration certificate:

(A) Regular capacity defines the maximum number of infants, toddlers, pre-
schoolers, kindergarten and school age children that a provider may care for together
a any time during the year, including the provider’s own children not in school
full time. School age children who are not the provider’s own children and receive
family day care services for three (3) or more hours before school or three (3) or
more hours after school shall be counted in the regular capacity. The regular capacity
of afamily day care home shall not exceed six (6) children.

(B) School age capacity defines the maximum number of additional children
attending school full time that a provider may care for together before and after
school during the school year only, including the provider’ s own school age children.
The school age capacity shall not apply during the summer school vacation; however,
the provider’s own school age children shall be permitted without counting them
in the regular capacity. The school age capacity of a family day care home shall
not exceed three (3) children.

(2) Children attending full day kindergarten shall be counted in the school age
capacity; children attending half day kindergarten shall be counted as preschoolers
in the regular capacity until graduation from kindergarten.

(3) Staff members' children present at the facility shall be counted in the capacity
like the other children receiving care.

(4) Foster children and children who reside at the facility shall be counted as
household members in the same manner as the provider’s own children.

(5) The provider's own children twelve (12) years of age and older shall not
count in the capacity.

(6) Theregistered capacity shall be determined at the Commissioner’s discretion
taking into account theindoor and outdoor space and other accommodations available
for child care at the facility and the qualifications of the applicant or provider.

(e) Infant and Toddler Restriction

The provider shall care for no more than two (2) children under the age of two
(2) years at one time, including his’/her own children, except that the provider may
care for up to six (6) children under the age of two (2) years when an assistant
is present.

(f) Variance of Requirements

A family day care home and provider shall comply with al family day care
regulations unless a variance for specific requirement(s) has been granted through
a prior written agreement with the Commissioner. This agreement shall specify the
particular requirement(s) affected, the duration of the variance, and the terms under
which the variance is granted. Variance of specific requirements shall be granted
only when the home and provider have documented that the intent of the specific
requirement(s) affected will be satisfactorily achieved in a manner other than that
prescribed by the requirement(s). A variance shall not be given to allow a provider
to care for more children than indicated by the registered capacity. When the
home or provider fail to comply with the variance agreement in any particular, the
agreement shall be subject to immediate cancellation.

(0) Registration Certificate

Upon approval of the initia application and or renewal application, and payment
of the fee, aregistration certificate shall be signed by the Commissioner and issued
to the provider. The registration certificate shall identify the provider’s name, the
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address of the facility, the registered capacity of the family day care home, the
registration number and the expiration date.

(1) The registration certificate remains the property of the Department and shall
be surrendered to the Commissioner if the registration is suspended, revoked, or
voluntarily terminated.

(2) The registration certificate shall be displayed conspicuously in a location
visible to the Department Staff and to parents whose children are in care or who
are considering placing their children in the provider's care.

(3) The registration number shall be used in any advertisement of services.

(h) Parental Access to the Department

When achildisenrolled, the provider shall furnish the parent(s) with the telephone
number of the local office of the Department. The provider shall explain that any
person with good cause and in good faith may file a complaint about a registered
or unregistered provider with the Department.

(i) Consent to Home Visits

The provider and substitute shall consent inwriting and agree to allow Department
staff to inspect the facility and have access to day care records for the performance
of home visits during customary business hours.

(i) Natification of Change

The applicant or provider shall notify the Commissioner in writing within five
(5) working days of any change in circumstances which alters or affects the day
care service as registered or as stated in the application. Changes of circumstances
which shall be reported include, but are not limited to, the following: change of
address, renovation of facility, the addition of household members, or changes in
the health status of the provider, staff, or household members that may affect the

provision of family day care services.
(Effective September 1, 1993; transferred January 29, 1996)

Sec. 19a-87b-6. Qualifications of the applicant and provider

(@) Awareness of Regulations

The applicant and provider shall have a copy of the regulations at the facility
and shall have read and understood the family day care standards set forth in
these regulations.

(b) Health

The applicant and provider shall be physically, emotionally and mentaly able to
handl e child care responsibilities and emergencies and shall be free from any mental,
emotional or physical health problems which might impair such ability or otherwise
adversely affect the day care children. In order to enable the Commissioner to
determinethat the provider meets these requirements, the following shall be provided
upon reguest:

(1) Medica Statements

The applicant shall furnish, at the time of initial application, a medical statement
signed by a physician, physician assistant or advanced practice registered nurse
based on an examination conducted within the past twelve (12) months, documenting
the presence of any known medical or emotional illness or disorder that would
currently pose arisk to children in care or would currently interfere with effective
functioning as a provider. Thereafter, the provider shall submit a medical statement,
described above, every two (2) yearsand at any other time requested by the Commis-
sioner.

(2) Tuberculosis
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The applicant shall furnish a negative skin test for tuberculosis or, for a known
reactor, evidence of no active tuberculosis on a chest x-ray, based on a test or x-
ray given during the past twelve (12) months, and thereafter upon the request of
the Commissioner.

(3) Medical Records

The applicant and provider shall supply to the Commissioner on request any
medical recordsregarding his/her physical, emotional or mental health. The applicant
and provider shall execute a release authorizing access to his’her medical records
upon request of the Commissioner when the Commissioner deems the applicant or
provider's medica history may reveal arisk to children in care.

(4) Medications

At the Commissioner’ srequest the applicant and provider shall furnishinformation
and/or shall supply or authorize the release of medical records regarding any ongoing
medications being used by the applicant or provider.

(c) Training Requirements

(1) Any application for registration submitted to the Department on or after
January 1, 1994 shall, before final approva of the application is given, include a
copy of avalid certificate from an approved course in basic first aid appropriate
for child care providers.

(2) Providers registered prior to January 1, 1994 shall furnish to the Department
acopy of avalid certificate documenting successful completion of such training by
September 1, 1994.

(3) Thereafter, as part of the renewal application, the provider shall furnish a
copy of avalid certificate of such training to the Department as necessary to verify
continuous certification.

(4) The Department shall approve a course in basic first aid if it meets the
standards set for Group Homes and Day Care Centers as specified in the Child Day
Care Unit Policy Manua of the Department of Health Services.

(d) References

The applicant shall submit at least three (3) reliable and satisfactory references
from individuals who have known the applicant for at least three (3) years. The
references shall indicate the applicant’s interest in, and affection for children, their
understanding of children’s developmental needs, good judgment about supervision
and safety for children, personal competence, emotional stability and dependability.
Only one reference may be from a person related to the applicant by blood or
marriage. The Commissioner may request additional references as needed to verify
continuing compliance with the regulations during the registration period.

(e) Personal Qualities

The applicant and provider shall have the personal qualities appropriate for work-
ing and communicating with children and their families. The Commissioner will
review all application materials, persona references, medical records, crimina
records and Department of Children and Families records submitted on an applicant
and provider to determine if he/she has an interest in and liking for children,
understanding of children and their developmental needs, good judgement about
supervision and safety for children, personal competence, emotional stability and
dependability. Suitability shall also be determined from a review of any complaint
investigation and any law enforcement or protective services records.

(f) Criminal Record Check

National, state and local police records shall be checked by the department. The
applicant, provider, or any person working in the family day care home shall not
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have a criminal record that the Commissioner reasonably believes renders such
applicant, provider, assistant or substitute unsuitable to own, conduct, operate, or
maintain or be employed by a family day care home.

(g) Protective Services Check

(1) The applicant and provider shall be checked with the Department of Children
and Families to determine whether:

(A) ThereisaDepartment of Children and Families record of child abuse, neglect
or risk thereof, or whether there is an ongoing investigation for such offenses.

(B) A child has been removed from care or custody for reasons of abuse, neglect
or risk thereof.

(2) A finding that there is a Department of Children and Families record or an
on-going Department of Children and Families investigation or that a child has been
removed from care or custody, as set forth in subdivision (1) of this subsection (h),
shall provide a sufficient basis for the Commissioner to take immediate action
against the registration. The Commissioner may deny a day care application, sum-
marily suspend and/or propose to revoke a registration, or immediately revoke
permission for a family day care home staff member to provide care under this
section, depending on the particular circumstances of a given case.

(3) In keeping with the confidentiality provisions of Section 17a-101 of the
Connecticut Genera Statutes, the Department will hold confidential information
obtained under this section.

(h) Offenses or Information from Other Jurisdictions

The Commissioner may request that a screening for child abuse, neglect, or
crimina conviction records be done in another state as necessary to ensure the
applicant or provider’ s background doesnot present arisk to children. If the Commis-
sioner obtains information of conduct in another jurisdiction by an applicant or
provider that would have resulted in adenial of afamily day care home registration
to such an applicant or provider if such conviction or conduct had occurred in this
state, it may be grounds for denial or suspension or revocation of such aregistration.

(Effective September 1, 1993; amended August 8, 1995; transferred January 29, 1996; amended
June 4, 1999)

Sec. 19a-87b-7. Members of the household

(a) Health

The members of the household shall be free from any mental, emotional or
physical health problems which might adversely affect the day care children. The
following documentation shall be part of the initial application process and updated
as deemed necessary by the Commissioner:

(1) Medica statements and children’s immunization records

A medical statement signed by a physician, physician assistant or advanced
practice registered nurse, based on an examination conducted within the past twelve
(12) months. The statement shall document, for each household member, the presence
of any known medical or emotional illness or disorder that would currently pose a
risk to childrenin care or would currently interfere with, or otherwise put in jeopardy,
the provider’s ability to render proper care to the day care children in the day care
facility. All adult members of the household shall furnish a negative skin test for
tuberculosis or, for a known reactor, no evidence of active tuberculosis on a chest
X-ray, based on a test or x-ray given during the past twelve (12) months, and
thereafter upon request of the Commissioner. The provider shall maintain forms for
each child in the household including the provider's own children present at the
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facility as specified in subdivisions (2) and (3) of subsection (b) of section 19a
87b-10. Theforms shall also state that the child is current with all required immuniza-
tions and shall indicate the date for the next scheduled immunization.

(2) Medical and medication records

A medical history and medication records for each member of the household, if
requested by the Commissioner, or authorizations from such members allowing the
release of these records, when the Commissioner deems the household member’s
medical history may revea arisk to children in care.

(b) Criminal record check

The members of the household in a family day care home shall not have been
convicted of any offenses which the Commissioner reasonably believes renders such
household unsuitable for the provision of family day care services, including but
not limited to:

(1) Cruelty to persons under Section 53-20 of the Connecticut General Statutes.

(2) Injury or risk of injury to or impairing morals of children under Section 53-21.

(3) Abandonment of children under the age of six (6) years under Section 53-23.

(4) Sexua assault in the fourth degree under Section 53a-73a, as same may
be amended.

(5) Ilegal manufacture, distribution, sale, prescription, dispensing or administra-
tion of controlled substances under Section 21a-277, 21a-278 or 21a-278a.

(6) lllegal possession under Section 21a-279, as same may be amended.

(c) Protective Services Check

All members of the household shall meet the same standards as required for the
provider by Section 19a-87b-6 (h).

(d) Offenses or Information from other Jurisdictions

All members of the household shall meet the same standards as required for the
provider by Section 19a-87b-6 (i).

(e) Household Environment

The environment in the household shall foster the health, growth and development
of children. Evidence of violent or threatening behavior by household members will
be reviewed by the Commissioner for its impact on the health and safety of the
day care children and may be grounds for denial, suspension, or revocation of
the registration.

(Effective September 1, 1993; amended August 8, 1995; transferred January 29, 1996)

Sec. 19a-87b-8. Qualifications of staff

The provider may have substitutes and assistants in the facility only after the
intended staff member has submitted a staff approval application to the Department
and it has been approved in writing by the Commissioner.

(a) Substitute

Any person twenty (20) years of age or older who meets al of the requirements
set forth in Section 19a-87b-6, ‘‘Qualifications of the Applicant and Provider,”
may apply to be asubstitutefor afamily day care provider. A registered provider may
substitute for another provider without filing a separate staff approval application.

(b) Assistant

Any adult who meets the requirements set forth in Section 19a-87b-6, ** Qualifica-
tions of the Applicant and Provider,”” except for subsection (a) pertaining to age
and (d) pertaining to training, may apply to be an assistant in a family day care
home. An assistant is required to be present when more than two (2) children under
(2) years of age receive family day care services at the same time at the facility.

(c) Emergency Caregiver
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Each provider shall identify to the Department at least one emergency caregiver
who shall be available and on call during customary business hours to provide child
care only for unscheduled, unforeseen emergencies.

(1) The emergency caregiver shall be a responsible person who is twenty (20)
years of age or older and known to the provider. The provider shall list at least one
potential emergency provider with the Department, but may use others as necessary.

(2) The emergency caregiver shall be able to arrive at the facility within ten (10)
minutes of being summoned by the provider.

(3) The Commissioner may disallow any emergency caregiver who had a family
day care home registration revoked or denied, or who has a substantiated child
abuse/neglect or a criminal conviction record that the Commissioner deems would
put children at risk.

(d) Knowledge of Regulations and Operative Procedures

All staff members shall have read and understood the regulations for family day
care homes and shall be familiar with the operating procedures of the facility.

(e) Staff Approval Process

Staff approvals for substitutes, assistants, and helpers shall be for a period of two
(2) years from the date of the approved staff application. Approvals may be renewed
by submitting to the Department a new staff renewal application and a new medical
statement as described in Section 19a-87b-6 subsection (c) for substitutes and assis-
tants, and in Section 19a-87b-10 subsection (2) for helpers. Emergency providers
may remain on call aslong asthey continue to meet the requirements of that position.
The Commissioner may at any time deny or revoke the approval of any staff member
who fails to meet the requirements of the position.

(Effective September 1, 1993; transferred January 29, 1996)

Sec. 19a-87b-9. Requirements for the physical environment

(a) Cleanliness

The facility and equipment shall be kept in a clean and sanitary condition and
shall not pose a health hazard to children. The Commissioner, upon inspection, may
require the provider to correct any condition that may put children at risk of injury.

(b) Freedom from Hazards

The facility and equipment shall be in good repair, and reasonably free from
anything that would be dangerous to children. The Commissioner, upon inspection,
may require the provider to correct any condition that may put children at risk
of injury.

(c) Absence of poisonous substances

Poisonous substances shall not be accessible to children enrolled in the facility.
Poisonous and unidentified plants and plant parts shall be removed from the area,
protected by barriers, or kept out of the reach of children.

(d) Fire Safety

Theprovider shall ensurethat the home and grounds provide areasonabl e degree of
safety fromfire, which shall include, but not be limited to the following requirements:

(1) Safe Storage of Flammable Materials

Materials such as, but not limited to, flammable or combustable liquids, cleaning
solvents, paints, excess amounts of combustable solids and fabrics shall be properly
stored and out of reach of children.

(2) Safe Door Fasteners

Fasteners for doors to cupboards, closets and rooms shall be designed so that it
is impossible for a child to become locked in the enclosed area.
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Every room used for child care or capable of access by children, when provided
with a door latch or lock, shall be of a type that children can open from the inside
and each lock shall be designed to permit opening of the locked door from the
outside in an emergency. The opening device shall be readily accessible to the
provider and staff.

(3) Electrica Safety

Electrical cords and appliances shall be in good repair.

Specia protective covers for all electrical receptacles shall be installed in all
areas occupied by children.

(4) Safe Exits

There shall be two (2) readily accessible, passable, remotely located and safe
means of escape from each room used for day care in the facility.

Every room used by children for sleeping, living, or dining purposes shall have
at least two (2) means of escape, at least one of which shall be a door or stairway
providing a means of unobstructed travel to the outside of the building at street or
ground level.

The second means of escape shall be permitted to be a window that is accessible
and openable from the inside without the use of tools and provides a clear opening.

(A) The provider shall remain with the children at al times, when the children
are being cared for in space below ground level, to assist with emergency exiting.

(B) Passageways leading to means of escape shall have adequate lighting and
be kept free from barriers or obstructions.

(C) All means of escape shall be easily opened and kept free of obstructions at
all times.

(D) Every stairway shall have a sturdy handrail for children to use, shall provide
safe passageway and be maintained free of obstructions. Sturdy child-safe gates
shall be placed at the top and bottom of stairways to prevent falls.

(E) Duringahomevisit Department Staff may require the provider to demonstrate
the safety and feasibility of children and child care staff using intended escape routes.

(5) Evacuation Plan

The provider shall establish a written plan for the protection of occupants in the
event of fire or other emergency evacuation from the building. All child care staff
shall be periodically instructed and kept informed of their duties under the plan and
shall practice at least quarterly an emergency evacuation drill.

(6) Smoke Detectors

The provider shall have smoke detectors, in operating condition, placed in the
home so asto protect day care children’ s sleeping areas, play areas and the basement.
There shall be at least one smoke detector on each level of the facility.

(7) Fire Extinguisher

(A) The provider shall have easily accessible to the area of child care at least
one five (5) pound ABC multi-purpose fire extinguisher in operating condition and
shall have knowledge of its use.

(B) Eachfireextinguisher shall beinstalled using the hanger or brackets supplied,
at a height not to exceed five (5) feet above the floor. Extinguishers shall not be
obstructed or obscured from view.

(8) Safe Heating Systems and Devices

(A) The provider shall show documentation that any new heating system or
auxiliary heater installed after original construction of the facility has been inspected
and approved for proper and safe installation by an authorized licensed professional
and, where applicable the local building official. All devices shall be safely located,
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shall be properly cleaned and maintained with a barrier where necessary for the
protection of day care children.

(B) There shall be no kerosene heaters or unsafe space heaters used during the
hours of day care.

(e) Safe Storage of Guns, Ammunition and other Weapons

The provider shall protect children from guns, ammunition and weapons stored
at the facility.

(1) All guns shall be stored unloaded.

(2) Ammunition shall be stored in a separate location away from the guns and
inaccessible to children.

(3) All gunsand weapons shall be kept locked or stored in alocked storage area.
Locks shall be openable with a key or combination only.

(f) Safe Space

(1) There shall be sufficient indoor and outdoor play space to ensure appropriate
activities, safety and comfort for the day care children. The indoor and outdoor play
space shall be neither isolated nor remote from the primary care areas. The outdoor
play area shall be protected from traffic, bodies of water, gullies, and other hazards
by barriers, in a manner safe for children.

(2) When there is a swimming pool or any other body of water at the facility or
near enough to the facility to attract or be accessible to children at any time of the
year, there shall be a sturdy fence/barrier, four (4) feet high or higher, with locked
entrances, which totally and effectively bars access to the water by the day care
children. Shallow wading pools that are not fenced shall be emptied after each use
and shall not collect water.

(g) Proper Ventilation, Light and Temperature

The ventilation, light and temperature of the facility shall ensure the health and
comfort of the day care children. The room temperature where children are present
at the facility shall not be lower than 68 degrees Fahrenheit.

(h) Adequate Washing, Toileting, Sewage and Garbage Facilities

The bathroom washing and toileting facilities shall be adequate to ensure the
health, safety and comfort of the day care children. Sewage and garbage disposal
systems shall ensure a sanitary environment. Garbage and trash shall be disposed
of properly and kept covered.

(i) Adequate and Safe Water

If the facility is not served by a public water supply, the provider shall show
proof from analysis by a state certified laboratory dated no more than one year prior
to the application date at initial registration and as often as the Department deems
necessary, that its water supply is potable, adequate, and safe. The water test shall
include, but not be limited to tests for bacteria, physical parameters (color, odor,
turbidity, pH), and sanitary chemicals (nitrogen series, chloride, surfactants, hard-
ness, iron, manganese and sodium). Additional tests may be required as deemed
necessary by the Commissioner.

(j) Pasteurization or Licensed Milk Supply

If milk or milk products provided by the family day care home provider for
consumption by the children in care are not pasteurized, the provider shall submit
to the Department proof that the milk products are licensed by the Department
of Agriculture.

(k) Working Telephone

The provider shall have a working telephone at the facility, with emergency
numbers (fire, ambulance, police or 911, parents, emergency caregivers, and poison
control) posted nearby in an easily visible location.
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() Safe Transportation

The provider shall utilize safe transportation for children when transportation is
required for an emergency or a day care activity. This shall include, but not be
limited to, the use of child auto safety restraints according to Section 14-100a ()
of the Connecticut General Statutes. Any vehicles used to transport day care children
shall be properly registered and insured.

(m) First Aid Supplies

The provider shall have easily available, but out of reach of young children,
adequate first aid supplies and current information about medical emergencies and
appropriate first aid procedures.

(n) Protection from Pets

The provider shall be responsible for protecting the health and safety of the
children from household pets and other animals at the facility. A current rabies
vaccination certificate shall be kept on file at the facility for each dog and cat over
fourteen (14) weeks of age. The provider shall be responsible for maintaining
household pets in accordance with all applicable local and state laws and to have
such documentation on file. The Commissioner has the discretion to deny, suspend
or revoke a registration if he deems that the type, number or condition of the pets
at the facility presents a health or safety hazard to children.

(0) Smoking

The provider shall protect children from hazards associated with tobacco use in
the facility.

(1) If the provider, household members, or staff members smoke cigarettes,
cigars, or pipes, the provider shall make this known in advance to parents who are
considering placing their children in the provider’s care.

(2) The provider or staff members may not smoke while engaged in caregiving
activities requiring direct physical contact with children, including, but not limited
to feeding, diapering, dressing and rocking.

(3) Theprovider shall ensurethat all cigarettes, cigars, pipes, ashes, butts, lighters
and matches are kept out of the reach of children.

(Effective September 1, 1993; transferred January 29, 1996)

Sec. 19a-87b-10. Responsibilities of the provider and substitute

() Registered Capacity and Maintaining Compliance with the Regulations

The provider shall maintain the family day care home within the registered
capacity, and in compliance with the regulations for family day care.

(b) Maintaining records on children

The provider shall maintain the following records for each child enrolled in day
care, or who has been in day care at the facility, and shall keep them current and
available in the facility. Forms may be obtained from the Department.

(1) Enrollment Form

The provider shall have on file an enrollment form including the schedule of
days and hours of care, the parent's name, address, telephone numbers and the
child's date of birth and date of enrollment at the facility. This form shall be kept
for one year after a child ceases to be cared for in the facility.

(2) Genera health record

(A) The provider shall have a complete and current general health record on file
when the child begins attending the family day care home, signed and dated by a
physician, physician assistant or advanced practice registered nurse, based on an
examination within the past year for preschoolers or within the period allowed by
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schoolsfor older children. A complete and current general health record shall include
but not be limited to, the following information pertaining to the child:

(i) A statement about the child’s general health and the presence of any known
medical or emotional illness or disorder that would currently pose a risk to other
children in care or which would currently affect the child’s functional ability to
participate safely in a day care setting.

(ii) Allergies.

(iii) Disabilities.

(iv) Ongoing medications.

(v) An immunization record that includes the month, day, and year of each
immunization required for admission as specified in subdivision (1) of subsection
(K) of this section, and such documentation asis required to confirm age appropriate
immunization, immunization in progress or exemption to immunization as defined
in subdivision (3) of subsection (k) of this section. Theimmunization record and said
documentation of immunizations shall be submitted to the department upon request.

(B) Medical records for infants/toddlers and preschool ers shall be updated at |east
annually, and for school age children according to the schedule required by the
public school system.

(C) These records shall be returned to the parent when the child is withdrawn
from the family day care home.

(D) The physical examination requirements of this subdivision shall be waived
when such examination is contrary to the religious beliefs and practices of the child
or the parents of such child. A statement requesting such waiver shall be submitted
and shall be maintained in the child's general health record. Such statement shall
be signed by the parent and shall include affirmation of church membership by an
appropriate church authority. The parent shall certify that he or she accepts complete
responsibility for the health of the child and that, to the best of the parent’ sknowledge,
the child is in good hedlth.

(3) Written Permission from the Parent

The provider shall have on file and shall keep updated the parent’s written
permission and instructions specifying, but not limited to, the following:

(A) Any persons permitted to remove the child from the day care home on behalf
of the parent.

(B) Emergency health care for the child, including information about the child’s
dentist, physician or other primary health care provider, and adults to be contacted
if the parent cannot be reached.

(C) Transportation for children leaving the home as part of the day care program.

(D) The conditions under which the parent will allow swimming when recreational
swimming is part of the family day care program.

(4) Incident Log

The provider shall have on file an incident log for each enrolled child to record
accidents, illnesses, unusual behaviors that occur at the facility and observations of
the child made by the provider.

(5) Confidentiality of Records

The provider and day care staff shall not release any records pertaining to the
child or family except in emergencies, or upon request of the Department, police,
or Department of Children and Families, unless the parent of the child gives the
provider and staff written permission to release this information.

(c) Meeting Children’s Physical Needs
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The provider is responsible for seeing that the day care children’s physical needs
are adequately met while in the facility including the following:

(1) Sufficient Play Equipment

There shall be a sufficient quantity and variety of indoor and outdoor equipment
which is appropriate to the needs of the children, their developmental levels and
interests. There shall be equipment which encourages large and fine muscle activity,
solitary and group play and quiet play.

(2) Good Nutrition

The family day care program shall include adequate and nutritious meals and
snacks, prepared and stored in a safe and sanitary manner including proper refrigera
tion for perishable foods. Readily available drinking water shall be accessible to
children at all times.

(3) Flexible and Balanced Schedule

The schedule shall remain flexible, with time for free choice play, snacks, meals
and a rest period.

(4) Proper Rest

There shall be a bed, cot, mat or other provision for each child for napping or
resting which is comfortable, clean, safe, and allows for minimal disturbance for
each day care child. Day care children shall not be napped directly on carpeting
or flooring.

(5) Personal Articles

For each day care child, there shall be an individual blanket, towel and toilet
articles appropriate to the needs of the child.

(d) Individual Plan for Care

The provider shall establish a planned program of developmentally appropriate
activities at the facility, which promotes the social, intellectual, emotional and
physical development of each child.

(1) Theprovider shall have an understanding and respect for the needs of children
and their familieswho are bilingual and/or whose culture may differ from their own.

(2) The provider shall have an understanding of the special needs of children
with disabilities receiving family day care services.

(3) An appropriate plan for each child’s care shall be developed with the child’s
parent(s) at intake and updated as necessary to meet the child’s changing needs.

(e) Planning for the Special Needs of Infants

The provider shall allow infants to crawl or toddle, shall hold them for bottle
feedingsand at other timesduring the child care period, and shall givethem individual
attention, and verbal communication.

(f) Diaper Changing

The provider shall change an infant’s diapers frequently for the child’s comfort,
shall cleanse and disinfect the surface of the changing area after changing each
diaper, shall dispose of waste material in a sanitary manner out of reach of the
children, and shall wash higher own hands with soap and hot water after changing
and disposing of each diaper.

(g) Giving Parents Information and Access

The provider shall furnish each child’s parent(s) with the following:

(1) Opportunities to observe the day care home in operation prior to enrollment,
as well as following enrollment.

(2) Immediate access to their child while the child is at the facility.

(3) Opportunities prior to enroliment as well as following enrollment to discuss
the child’s needs and the family day care program and policies, including the type
of records the provider is required to keep and registered capacity.



Sec. 19a-87b page 18 (6-00)
§ 19a-87b-10 Department of Public Health

(4) Daily information about the child.

(5) Immediate information about any accident involving the child, or any illness
or injury to the child which occurred at, or was detected in, the day care home.

(6) Information about the names of substitutes, assistants, helpers, emergency
providers and household members who have contact with the day care children.

(7) Information about the presence of enrolled children, or children of the pro-
vider, who are not properly immunized and any contagious illness affecting children,
staff or household members at the facility, that could pose a health hazard to day
care children.

(8) The provider shall allow the parents of al children receiving family day care
services or wishing to place a child in the facility to see the provider’s copy of the
last interview/home visit report completed by Department Staff upon request.

(h) Supervision

The provider shall be responsible for the supervision of the children at al times
while the children are at the facility, indoors or outdoors or on excursions. Supervi-
sion means guidance of the children’s behavior and activities to insure their health,
safety, and well being. It is done by a provider who is within effective sight or
sound of the children.

(1) Persona Schedule

The provider’s personal schedule shall ensure that the provider has sufficient rest
for aert and competent attention to the children at the facility.

(2) Full Attention

The provider shall not engage in any activity while on duty during customary
businesshoursthat distracts his/her attention from providing family day care services.
Such activities shall include but not be limited to other employment, volunteer
services, recreation, hobbies, or frequent or prolonged socialization with adults.

(3) Immediate Attention

The provider shall give an injured, ill, or distressed child immediate appro-
priate attention.

(4) Substitute Care

The provider shall not leave the presence of the day care children unless and
until the substitute or emergency provider has assumed the provider’ sresponsibilities
and is actually present with the day care children.

(i) Appropriate Discipline Practices

The provider is responsible for the behavior management methods used in the
family day care home and shall communicate them to staff members.

(1) The provider shall use only developmentally appropriate behavior manage-
ment methods such as positive guidance, redirection, and setting clear limits that
encourage children to develop self-control, self-discipline, and positive self-esteem,
while aso protecting them from harm to themselves or others.

(2) The provider shall discuss behavior management methods used in the facility
with the child’s parents prior to enrollment and regularly during the period a child
remains enrolled.

(i) Child Protection

(1) The provider shall not engage in, nor alow, abusive, neglectful, physical,
corporal, humiliating or frightening treatment or punishment, and shall not tie nor
bind children and shall not restrain children except in appropriate circumstances for
the protection and safety of the children or others. The provider shall not engage
in nor allow anyone else to engage in any sexua activity with the day care children.
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(2) The provider or substitute shall notify the Department within twenty-four (24)
hours of:

(A) The death of any child enrolled in the family day care home, if the child
died while at the facility or if the child died of a contagious disease.

(B) Any injury to achild that occurs while the child is at the facility which results
in the child being admitted to a hospital or the child's death.

(3) The provider shall report actual or suspected child abuse or neglect of any
child to the nearest office of the Department of Children and Families as mandated
by Section 17a-101 and 17a-102 of the Connecticut General Statutes. An oral report
shall be made immediately by telephone or otherwise to the State Commissioner
of the Department of Children and Families or his representative, or the local police
department, or the state police, to be followed by awritten report as required by law.

(k) Immunization requirements

(1) A child seeking admission to or attending a family day care home shall be
protected as age-appropriate by adequate immunization against diphtheria, pertussis,
tetanus, poliomyelitis, measles, mumps, rubella, hemophilusinfluenzaetypeb, hepa-
titisb if such child was born after December 31, 1993, and varicellaif such child was
born after December 31, 1996, and against any other disease for which vaccination
is recommended in the current schedule for active immunization adopted by the
Commissioner in accordance with Connecticut General Statutes Section 19a-7f.

(2) The provider shall admit no child to afamily day care home unless such child’s
parent furnishes documentation of age-appropriate immunization, immunization-in-
progress or exemption to immunization as specified in subdivision (3) of this sub-
section.

(3) For each enrolled child, the provider shall obtain from the child’s parent and
keep on file at the family day care home one or more of the following types of
documentation for each of the diseases listed in subdivision (1) of this subsection:

(A) a statement signed and dated by a physician, physician assistant, or an
advanced practice registered nurse indicating that the child is current or in progress
with immunizations according to the schedule adopted by the Commissioner in
accordance with Connecticut General Statutes Section 19a-7f and that names the
appointment date for the child’s next immunization;

(B) astatement signed and dated by aphysician, physician assistant, or an advanced
practice registered nurse indicating that the child has an appointment that will keep
the immunizations current or in progress as required by said schedule and that
names the date for the child’'s next immunization;

(C) astatement signed and dated by aphysician, physician assistant, or an advanced
practice registered nurse indicating that the child has laboratory confirmed proof of
immunity to natural infection, or, in the case of varicella, a statement signed and
dated by a physician, physician assistant, or an advanced practice registered nurse
indicating that the child has already had chickenpox based on family and/or medi-
ca history;

(D) a statement signed and dated by a physician, physician assistant, or an
advanced practice registered nurse indicating that the child has amedical contraindi-
cation to immunization;

(E) awritten statement that immunization is contrary to the religious beliefs and
practices of the child or the parent of such child. Such statement shall be signed
by the child’s parent.

(4) For each child to whom subparagraph (B) of subdivision (3) of this section
applies, continued enrollment in day care for more than thirty days after the named
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immunization appointment shall be contingent on the provider receiving written
documentation from a physician, physician assistant, or an advanced practice regis-
tered nurse stating either: that the named appoi ntment was kept and the child received
the scheduled immunizations, or that the child was unable to receive the scheduled
immunizations for medical reasons and a new appointment date is hamed.

(Effective September 1, 1993; amended August 8, 1995; transferred January 29, 1996; amended
August 29, 1996, December 28, 1999)

Sec. 19a-87b-11. Sick child care

(a) A family day care provider may choose to continue caring for a mildly ill
child under the following circumstances:

(1) The child does not have a fever exceeding 101 degrees F, more than one
undiagnosed episode of diarrhea or vomiting, or an undiagnosed skin rash.

(2) The child attends the facility on a regular basis. No child shall be accepted
for sick child care on adrop in basis.

(3) Universal precautions and sanitary practices are used to prevent the spread
of infection.

(Effective September 1, 1993; transferred January 29, 1996)

Sec. 19a-87b-12. Night care

(@) The provider is responsible for meeting the following additional conditions
if care extends into the child’s norma sleeping hours:

(1) A Separate Bed

A separate bed, appropriate to the child's age, with individual, clean bedding,
shall be provided.

(2) Proper Location of the Bed

The bed shall be located in a quiet part of the facility, and for a child six (6)
years of age or older, shall not bein aroom shared with another child of the opposite
sex hor with any adult. For a child younger than three (3) years of age, the bed
shall be on the same floor as the provider or a responsible adult.

(3) Appropriate, Comfortable Sleepwear

In preparation for sleep, the child shall be dressed in appropriate, comfortable

sleep wear as agreed to by the parent of the child.
(Effective September 1, 1993; transferred January 29, 1996)

Sec. 19a-87b-13. Department access, inspection and investigation during
home visits

(@) Access

The provider or substitute shall allow Department staff access to the facility
named on the registration, whenever Department staff seeksto perform home visits.
The provider may request to see a picture identification card identifying the Depart-
ment staff member. If a provider does not consent to departmental access for the
performance of ahome visit, Department staff will not enter the residence. However,
failure of the provider to alow access to the facility for a home visit is deemed
substantial noncompliance with this regulation and is an automatic ground for the
Commissioner to initiate registration suspension or revocation proceedings.

(b) Inspection of Facility

The provider or substitute shall allow Department staff to inspect, upon request,
any part of the family day care facility during the performance of a home visit. If
a provider does not consent to departmental inspection of a part of the day care
facility, Department staff will not inspect that part of the facility. However, failure
of the provider to allow a complete inspection may be grounds for the initiation of
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registration suspension or revocation proceedings. A copy of the interview/home
visit report form completed during the home visit shall be left with the provider.

(c) Ingpection of Records; Right to Contact Parents

The provider or substitute shall allow Department staff to inspect, upon request,
any records required to be maintained under Section 19a-87b-10 of these regulations,
including enrollment records with information on the parents’ names, addresses and
telephone numbers. The Commissioner shall have the right at any time to contact
and/or interview parents of any child who is receiving, or who has received, family
day care services from the facility. With parental permission, the Commissioner
may also talk to day care children who are receiving such services or who have
received said services concerning the operation of the family day care home.

(d) Announced Home Visits

The Commissioner shall make announced home visits to inspect the facility at
the time of initial application by a prospective provider or when there is a change
of circumstances affecting the provider's registration such as a move to a new
address where day care services are to be provided.

(e) Spot Inspections

The Commissioner shall make unannounced home visits, during customary busi-
ness hours, to at least thirty-three and one-third (33.3%) percent of the registered
family day care homes each year.

(f) Complaint Home Visits

The Commissioner shall make unannounced home visits to the family day care

homes of registered or unregistered providers against whom complaints are lodged.
(Effective September 1, 1993; transferred January 29, 1996)

Sec. 19a-87b-14. Complaint investigations

(& Anonymity of Complainant

Any individual making a complaint against a day care applicant or provider
may do so anonymously. If a complainant reveals his’her identity and requests
confidentiality, the Department will not disclose the complainant’s identity unless
mandated by state or federal law.

(b) Confidentiality of Child Abuse and/or Neglect Investigations

For complaints that allege or that may congtitute allegations of child abuse or
neglect, detailed information, including but not limited to the identity of the com-
plainant, shall be confidential. Information that can be disclosed would include the
number, types and dates of the Department’s contact with the provider about the
complaint issues, the general status of a current investigation about the complaint
or the Department’s findings if the investigation has been completed.

(c) Duty to Investigate

The Department shall investigate each complaint that it receives concerning a
registered or unregistered family day care home provider who is allegedly out of
compliance with the requirements set forth in these regulations and any applicable
provisions of the Connecticut General Statutes.

(d) Unannounced Home Visit; Notice and Interview

The investigation of a complaint may involve an unannounced home visit to the
facility of the provider against whom the complaint was made. Department staff
shall inform the provider that the home visit is being conducted pursuant to a
complaint, and shall describe the nature of the complaint and alleged violations.
The provider shall consent to an interview regarding the complaint, and shall discuss
the subject matter of the complaint, so that the Department can assess its validity.

(e) Interviews
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The investigation may include contacts and interviews with persons who have
knowledge or information concerning the family day care home or provision of
care including, but not limited to, the following:

(1) parents and relatives of children receiving care;

(2) children receiving care with parental permission;

(3) socia workers from the Department of Children and Families;

(4) persons mentioned in the complaint;

(5) fire inspectors, sanitarians or public health officials;

(6) law enforcement personnel;

(7) the registered provider and/or current or past substitutes and assistants; and

(8) other individuals who may have information which may assist in the investiga-
tion of a complaint.

(f) Complaints Referred to Department of Children and Families

Complaints that allege and/or complaints that the Department determines may
constitute child abuse or neglect shall be immediately reported to the Department
of Children and Families.

(Effective September 1, 1993; amended August 8, 1995; transferred January 29, 1996)

Sec. 19a-87b-15. Agency action and appeal rights

(a) In accordance with the procedures set forth in sections 19a-79(b) and 19a
87e of the Connecticut General Statutes, if the department finds that the provider
in the family day care home has failed to substantially comply with sections 19a
87b-1 through 19a-87b-18 of the Regulations of Connecticut State Agencies or
conducts, operates or maintains afamily day care home in amanner which endangers
the health, safety and welfare of the children receiving family day care services,
the department may, following a contested case hearing only, take any of the
following actions singly or in combination against the license of the provider:

(1) Revocation of the license;

(2) Suspension of the license for a specific time period, or until regulatory
compliance is secured, or conditions deemed necessary to protect the health, safety
and welfare of the children cared for in the family day care home are met;

(3) The imposition of a civil penalty of up to one hundred dollars ($100.00) per
day of violation of sections 19a-87b-1 to 19a-87b-18, inclusive, of the Regulations
of Connecticut State Agencies; or

(4) Place the license on probationary status and impose such conditions or correc-
tive measures which the department deems necessary to assure the health, safety
and welfare of the children cared for in the family day care home, including but
not limited to:

(A) Reporting regularly to the department upon the matters which are the basis
of probation;

(B) Placement of restrictions upon the operation of the family day care home
deemed necessary to protect the health, safety and welfare of the children cared for
in the family day care home; and

(C) Continue or renew professional education until a satisfactory degree of skill
has been attained in those areas which are the basis for the probation.

(b) Denial of applications and renewals

A license may be denied or its renewal refused whenever the Commissioner is
satisfied that the family day care provider fails to substantially comply with the
regulations prescribed by the Commissioner or conducts, operates or maintains a
family day care home in a manner which endangers the health, safety and welfare
of the children receiving family day care services.



Sec. 19a-87b page 23 (6-01)
Department of Public Health § 19a-87b-16

(c) Summary Suspension of a License

Summary suspension of a family day care home license, pending proceedings
for revocation or other action, including the completion of a Department of Children
and Families investigation, may be ordered pursuant to subsection (c) of section 4-
182 of the Connecticut General Statutes, whenever the Commissioner finds that
the health, safety, or welfare of day care children requires emergency action and
incorporates a finding to that effect in his order.

(d) Request for a Hearing

The provider may, within thirty (30) days after receipt of notification of an
intended licensure action by the commissioner, send awritten request to the Commis-
sioner asking for a hearing. The Department’s hearing procedures are governed
by applicable provisions of the Uniform Administrative Procedure Act and the
Department’s Rules of Practice. In the absence of a timely request for a hearing
one or more licensure actions shall be imposed.

(e) Parental Notification

In al cases where a summary suspension order has been issued in conjunction
with a notice of proposed agency action, the provider shall so notify the parents of
all children who would be expected to use the day care facility during the period
of suspension. Such noatification shall aso be required when so ordered by the
Commissioner in any notice of proposed agency action, which does not contain a
summary suspension order. The natification described in this section shall be given
within 24 hours of receipt by the provider of the notice of proposed agency action.
Nothing in this section shall prevent the Department from directly notifying parents
of day care children.

(f) Operating a Family Day Care Home Without a License; Civil Penalty

Any person or officer of an association, organization or corporation who shall
establish, conduct, maintain or operate a family day care home without a current
and valid license or in violation of these regulations is subject to a civil penalty of
not more than one hundred dollars ($100) a day for each day that such facility is
operated without a license or in violation of these regulations pursuant to sections
19a-79(b) and 19a-87c of the Connecticut General Statutes.

(g) Operating a Family Day Care Home Without a License; Court Action
by Attorney General

When evidence indicates that the provider is operating a family day care home
without avalid license or in violation of the adopted regulations, the Commissioner
may reguest the Attorney General to bring an action in the Superior Court for the
judicial district in which the facility is located, to enjoin the provider from main-
taining the family day care home without alicense or in violation of the regulations

pursuant to Section 19a-87d of the Connecticut General Statutes.
(Effective September 1, 1993; amended August 8, 1995; transferred January 29, 1996; amended
March 29, 2001)

Sec. 19a-87b-16. Public access to information

(a) Routine Requests

Any person may request and receive the following information about a family
day care home from the Department on a routine basis:

(1) Registration status, which indicates whether the facility is unregistered, regis-
tered, applying for registration, or is no longer registered due to suspension, revoca
tion or voluntary withdrawal;

(2) registration number,

(3) capacity of the facility;
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(4) expiration date of the registration;

(5) listing of substantiated complaints against a provider during the past year,
excluding complaints for child abuse and neglect;

(6) the date of the last home visit made by the Commissioner;

(7) the status of any existing corrective action plan reguired to bring the provider
into compliance with regulations;

(8) any variances that have been granted by the Commissioner.

(b) Freedom of Information Requests

Any person requiring more detailed case specific information about a family day
care home may file a written request with the Department in accordance with the
Freedom of Information Act. A per page charge will be assessed for any information
released, according to Departmental policies. A record of all freedom of information
requests shall be kept by the Department. Providers shall be notified of all freedom
of information requests concerning their casefile, specifically the name of the person
requesting the information, the date of the request and the information released.

(Effective September 1, 1993; transferred January 29, 1996)

Sec. 19a-87b-17. Administration of medications

Family day care home providers are not required by this section to administer
medications to children. If the provider accepts responsibility for the administration
of medications of any kind, the provider shall comply with all requirements of this
section and shall have a written policy and procedures at the facility governing the
administration of medications which shall include, but not be limited to, the types of
medication that shall be administered, parental responsibilities, staff responsibilities,
proper storage of medication and record keeping. Said policies and procedures shall
be available for review by the Commissioner during site inspections or upon demand
and shall reflect best practice.

(a) Administration of Nonprescription Topical Medications Only

(1) Description

For the purposes of this section nonprescription topical medications shall include;

(A) Diaper changing ointments free of antibiotic, antifungal, or steroidal com-
ponents;

(B) Medicated powders; and

(C) Teething medications.

(2) Nonprescription Topical Medications Administration/Parent Permission
Records

The written permission of the parent shall be required prior to the administration
of the nonprescription topica medication and a medication administration record
shall be written in ink and kept on file at the facility for each child administered a
nonprescription topical medication. The medication administration record and parent
permission shall become part of the child’ s health record when the course of medica-
tion has ended. The parent shall be notified of any medication administration errors
immediately inwriting and the error shall be documentedinthe record. Thefollowing
information shall be included on a form as part of the medication administration
record:

(A) The name, address, and date of birth of the child;

(B) The name of the medication;

(C) The schedule and site of administration of the medication;

(D) A statement indicating that the medication has been previously administered
to the child without adverse effect;
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(E) The signature in ink of the family day care home provider or substitute
receiving the parent permission form and the medication;

(F) The name, address, telephone number, signature and relationship to the child
of the parent(s) authorizing the administration of the medication;

(G) The date and time the medication is started and ended;

(H) Medication administration errors; and

(I) The name of the person who administered the nonprescription topical medi-
cation.

(3) Nonprescription Topica Medication/Labeling and Storage:

(A) The medication shall be stored in the original container and shall contain the
following information on the container or packaging indicating :

(i) the individua child’s name;

(ii) the name of the medication; and

(iii) directions for the medication’s administration.

(B) The medication shall be stored away from food and inaccessible to children.

(C) Any unused portion of the medication shall be returned to the parent.

(b) Administration of medications other than nonprescription topical medi-
cations.

(1) Training Requirements

(A) Prior to the administration of any medication, the licensed provider and any
substitute(s) who are responsible for administering the medications shall first be
trained by a physician, physician assistant, advanced practice registered nurse or
registered nurse in the methods of administration of medications and shall receive
written approval from the trainer which indicates that the trainee has successfully
completed a training program as required herein. A provider or substitute trained
and approved to administer medication shall also be present whenever a child who
has orders to receive medication is enrolled and present at the facility.

(B) The training in the administration of medications shall be documented and
shall include, but not be limited to, the following:

(i) objectives;

(ii) adescription of methods of administration including principlesand techniques,
application and installation of oral, topical, and inhalant medication, including the
use of nebulization machines, with respect to age groups;

(iii) administering medication to an uncooperative child;

(iv) demonstration of techniques by the trainer and return demonstration by
participants, assuring that the trainee can accurately understand and interpret orders
and carry them out correctly;

(v) recognition of side effects and appropriate follow up action;

(vi) avoidance of medication errors and the action to take if an error occurs,

(vii) abbreviations commonly used;

(viii) documentation including parent permission, written orders from physicians,
and the record of administration;

(ix) safe handling including receiving medication from a parent, safe disposal,
and universal precautions; and

(x) proper storage including controlled substances, in accordance with Section
21a-262-10 of the Regulations of Connecticut State Agencies.

(C) Injectable Medications

In addition to the above training, before a family day care provider or substitute
may administer injectable medications, he shall have successfully completed a
training program on the administration of injectable medications by a premeasured,
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commercialy prepared syringe. The trainer who shall be a physician, physician
assistant, advanced practice registered nurse or registered nurse, shall assure that
the provider or substitute understands the indications, side effects, handling and
methods of administration for injectable medication. Thereafter, on a yearly basis,
the provider or substitute shall have their skills and competency in the administration
of injectable medication validated by a physician, physician assistant, advanced
practice registered nurse or registered nurse. Injectable medications shall only be
given in emergency situations, by a premeasured commercially prepared syringe,
unless a petition for special medication authorization is granted by the department.

(2) Training Approval Documents/Training Outline

(A) Upon completion of the required training program, the physician, physician
assistant, advanced practice registered nurse or registered nurse who conducted
the training shall issue a written approval to each provider or substitute who has
demonstrated successful completion of the required training. Approval for theadmin-
istration of oral, topical, and inhalant medications shall remain valid for three (3)
years. Approval for the administration of injectable medications shall be valid for
one (1) year. A copy of the approval shall be on file at the facility where the provider
or substitute is employed and shall be available to department staff upon request.

(B) The written approval shall include:

(i) the full name, signature, title, license number, address and telephone number
of the physician, physician assistant, advanced practice registered nurse or registered
nurse who gave the training;

(ii) the location and date(s) the training was given;

(iii) a statement that the required curriculum areas listed in Sec. 19a-87b-17(b)
(2) (B) and Sec. 19a-87b-17(b) (1) (C) when applicable were successfully mastered,
and indicating the route(s) of administration the trainee has been approved to
administer;

(iv) the name, address and telephone number of the provider or substitute who
completed the training successfully; and

(v) the expiration date of the approval.

(C) Thetrainer shal provide the trainee with an outline of the curriculum content
which verifies that all mandated requirements have been included in the training
program. A copy of said outline shall be on file at the facility where the trainee is
employed for department review. The department may require at any time that the
provider obtain the full curriculum from the trainer for review by the department.

(3) Order From An Authorized Prescriber/Parent’s Permission

(A) Except for nonprescription topical medications described in Section 19a-87b-
17(a) (1), no medication, prescription or nonprescription, shall be administered to
a child without the written order of an authorized prescriber and the written permis-
sion of the child’'s parent which shall be on file at the facility. Such medications
may include:

(i) ora medications;

(ii) topical medications;

(iii) inhalant medications; or

(iv) injectable medications, by a premeasured, commercially prepared syringe, to
achild with amedically diagnosed condition who may require emergency treatment.

(B) The written order from an authorized prescriber shall be on one form which
shall indicate that the medication is for a specific child and shall contain the
following information:

(i) the name, address, and date of birth of the child;
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(ii) the date the medication order was written;

(iii) the medication or drug name, dose and method of administration;

(iv) the time the medication is to be administered;

(v) the date(s) the medication is to be started and ended;

(vi) relevant side effects and the authorized prescriber’s plan for management if
they occur;

(vii) notation if the medication is a controlled drug;

(viii) alisting of any allergies, reactions to, or negative interactions with foods
or drugs,

(ix) specificinstructions from the authorized prescriber who orders the medication
regarding how the medication is to be given;

(x) the name, address and telephone number of the authorized prescriber ordering
the drug;

(xi) the authorized prescriber’s signature; and

(xii) the name, address, telephone number, signature and relationship to the child
of the parent(s) giving permission for the administration of the drug by the provider
or substitute.

(C) If the authorized prescriber determines that the training of the provider or
substitute is inadequate to safely administer medication to a particular child, or that
the means of administration of medication is not permitted under these regulations,
that authorized prescriber may order that such administration be performed by
licensed medical personnel with the statutory authority to administer medications.

(D) The provider or substitute shall administer medication only in accordance
with the written order of the authorized prescriber and shall not administer the first
dose of any medication, except in an emergency. The parent shall be notified of
any medication administration errors immediately in writing and the error shall be
documented in the record.

(E) Investigational drugs shall not be administered.

(4) Required Records

(A) Except for nonprescription topical medications described in Section 19a-87b-
17(a) (1), individual written medication administration records for each child shall
be written in ink, reviewed prior to administering each dose of medication and kept
on file at the facility. The medication administration record shall become part of
the child’'s health record when the course of medication has ended.

(B) The individual written administration record for each child shall include:

(i) the name, address, and date of birth of the child;

(ii) the name of the medication or drug;

(iii) the dosage ordered and method of administration;

(iv) the pharmacy and prescription number if applicable;

(v) the name of the authorized prescriber ordering the drug;

(vi) the date, time, and dosage at each administration;

(vii) the signature in ink of the family day care provider or substitute giving
the medication;

(viii) food and medication alergies;

(ix) level of cooperation from the child in accepting the medication;

(X) the date and time the medication is started and ended; and

(xi) medication administration errors.

(5) Storage and Labeling

(A) Medication shall be stored in the original child-resistant safety container. The
container or packaging shall have alabel which includes the following information:
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(i) the child's name;

(if) the name of the medication;

(iii) directions for the medication’s administration; and

(iv) the date of the prescription.

(B) Except for nonprescription topical medications described in Section 19a-87b-
17(a) (1), medication shall be stored in a locked area or a locked container in a
refrigerator in keeping with the label directions away from food and inaccessible
to children. Keysto the locked area or container shall be accessible only to personnel
authorized to administer medication. Controlled drugs shall be stored in accordance
with Section 21a-262-10 of the Regulations of Connecticut State Agencies.

(C) All unused medication shall be returned to the parent or destroyed if it is not
picked up within one (1) week following the termination of the order, by flushing
into sewerage or a septic system in the presence of at least one witness. The facility
shall keep a written record of the medications destroyed which shall be signed by
both parties.

(6) Petition For Special Medication Authorization

(A) A provider may petition the department to administer medications to a child
cared for at the family day care home by a modality which is not specifically
permitted under these regulations by submitting a written application to the depart-
ment including the following information:

(i) a written order from an authorized prescriber containing the information for
the specific child set forth in subsection (b) (3) (B) and astatement that the administra-
tion by the requested modality is the only reasonable means of providing medication
and that the administration must occur during hours of the child’s attendance at the
family day care home;

(i) awritten training plan including the full name, signature, title, license number,
address and telephone number of the physician, advanced practice registered nurse,
physician assistant or registered nurse who shall provide the training, a detailed
outline of the curriculum areas to be covered in training, and a written statement
by the authorized prescriber that the proposed training is adequate to assure that
the medication shall be administered safely and appropriately to the particular child;

(i) the name, address and tel ephone number of the person(s) who shall participate
in the training;

(iv) written permission from the child’s parent; and

(v) such other information that the department deems necessary to evaluate the
petition request.

(B) After reviewing the submitted information, if the department determines that
the proposed administration of medication for the particular child can be provided
in a manner to assure the health, welfare and safety of the child, it may grant the
petition. The department may grant the petition with any conditions or corrective
measures which the department deems necessary to assure the health, safety and
welfare of the child. The department shall specify the curriculum that the training
program shall cover and the expiration date of the authorization provided in granting
the petition. If the department grants the petition, no medication may be administered
until after the proposed training program has been successfully completed and a
written certification from the physician, advanced practiceregistered nurse, physician
assistant or registered nurse who provided thetraining is submitted to the department.
The certification shall include:

(i) the full name, signature, title, license number, address and telephone number
of the physician, advanced practice registered nurse, physician assistant or registered
nurse who provided the training;
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(if) the location and date(s) the training was given;

(iii) a statement that the curriculum approved by the department was successfully
mastered and stating the modality of administration of medication that the trainee
has been approved to administer; and

(iv) the name, address and telephone number of the person(s) who successfully
completed the training.

(C) Copiesof al documentation required under this subsection shall be maintained
at the family day care home. The requirements of subsection (b) (4) and (b) (5)
shall apply to the administration of medication authorized by petition.

(c) Department Action

(1) Cease and Desist Orders

(A) If the department determines that the health, safety or welfare of a child
in the family day care home imperatively requires emergency action to halt the
administration of medications by a provider or substitute in afamily day care home,
the department may issue a cease and desist order requiring the immediate cessation
of the administration of medications by a provider or substitute in the family day
care home. The department shall provide an opportunity for a hearing regarding the
order within 10 business days of the date the order is issued. Upon receipt of the
order, the provider or substitute shall cease the administration of all medications
and provide immediate notification to the parents of al children under his care that
no medications may be administered at the family day care home until such time
as the cease and desist order is terminated.

(2) Other Action

In accord with the procedures set forth in Connecticut General Statutes Section
19a-87¢, if the department finds that the provider or substitute in the family day
care home fails to substantially comply with the regulations in this section or fails
to administer medications in compliance with policies or procedures adopted for
the family day care home, or administers medications in a manner which endangers
the health, welfare or safety of the children cared for in the family day care home,
the department may take any of the following actions singly or in combination
against the license of the provider:

(A) Revocation of the license;

(B) Suspension of thelicense for a specific time period or until regulatory compli-
ance is secured or conditions deemed necessary to protect the health, safety and
welfare of the children cared for in the family day care home are met;

(C) The imposition of a civil penalty of up to one hundred dollars ($100.00) per
day of violation of these regulations; or

(D) Place the licensee on probationary status and impose such conditions or
corrective measures which the department deems necessary to assure the health,
safety and welfare of the children cared for in the family day care home including
but not limited to:

(i) reporting regularly to the department upon the matters which are the basis
of probation;

(ii) placement of restrictions upon the operation of the family day care home
deemed necessary to protect the health, safety and welfare of the children cared for
in the family day care home; and

(iii) continue or renew professional education until a satisfactory degree of skill
has been attained in those areas which are the basis for the probation.

(d) Emergency Distribution of Potassium lodide. Notwithstanding any other
provisions of the Regulations of Connecticut State Agencies, during a public health
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emergency declared by the Governor pursuant to section 2 of public act 03-236
and, if authorized by the Commissioner of Public Health via the emergency aert
system or other communication system, a family day care home provider licensed
in accordance with section 19a-87b of the Connecticut General Statutes, or a substi-
tute or an assistant approved in accordance with section 19a-87b-8 of the Regulations
of Connecticut State Agencies and located at a family day care home, within a 10-
mile radius of the Millstone Power Station in Waterford, Connecticut, shall be
permitted to distribute and administer potassium iodide tablets to adults present or
to a child in attendance at the family day care home during such emergency,
provided that:

(2) Prior written consent has been obtained by the family day care home provider
for such provision. Written consent forms shall be provided by the family day care
home provider to the parent(s) or guardian(s) each child currently enrolled or
employees currently employed by the family day care home provider promptly upon
the effective date of this subdivision. Thereafter, written consent forms shall be
provided by the family day care home provider to the parent(s) or guardian(s) of
each minor child upon enroliment and to each new employee upon hire. Such
documentation shall be kept at the facility;

(2) Each person providing consent has been advised in writing by the family day
care home provider that the ingestion of potassium iodide is voluntary;

(3) Each person providing consent has been advised in writing by the family day
care home provider about the contraindications and the potential side effects of
taking potassium iodide, which include:

(A) persons who are alergic to iodine should not take potassium iodide;

(B) persons with chronic hives, lupus, or other conditions with hypocomplemen-
temic vasculitis should not take potassium iodide;

(C) persons with Graves disease or people taking certain heart medications should
talk to their physician before there is an emergency to decide whether or not to
take potassium iodide; and,

(D) side effects including minor upset stomach or rash.

(4) Only family day care home providers who have read the regulations pertaining
to the administration of potassium iodide and approved substitutes and approved
assistants who have been instructed by the family day care home provider in the
administration of potassium iodide may distribute and administer potassium iodide
to adults or minors for whom written consent has been obtained. Such instruction
shall include, but not be limited to the following:

(A) the proper use and storage of potassium iodide;

(B) the recommended dosages of potassium iodide to be administered to children
and adults as prescribed by the Food and Drug Administration.

(5) Potassium iodide tablets shall be stored in a locked storage area or container,

inaccessible to children.
(Adopted effective November 3, 1997; amended January 4, 2005)

Sec. 19a-87b-18. The monitoring of diabetes in family day care homes

(a) Policy and Procedures

(2) All family day care homes at which the provider or substitute, as defined
in section 19a-87b-2 of the Regulations of Connecticut State Agencies, will be
administering finger stick blood glucose tests shall have written policies and proce-
dures governing the administration of finger stick blood glucose tests to children
diagnosed with diabetes mellitus. The policies and procedures shall address at |east
the following aress:
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(A) parental responsibilities;

(B) staff training and responsibilities;

(C) proper storage, maintenance, and disposal of test materials and supplies;

(D) record keeping;

(E) reporting test results, incidents, and emergencies to the child’s parent or
guardian and the child’s physician, physician assistant, or advanced practice regis-
tered nurse; and

(F) alocation where the tests occur that is respectful of the child's privacy and
safety needs.

(2) Said policies and procedures shall be available for review by the Department
during facility inspections or upon demand.

(b) Training

(1) Prior to the administration of finger stick blood glucose tests, the provider or
substitute shall have completed the following training requirements:

(A) a course approved by the Department in first aid, as verified by a valid first
aid certificate on file at the facility; and

(B) additional training given by aphysician, physician assistant, advanced practice
registered nurse, registered nurse, certified emergency medical technician, or the
child's parent or guardian according to written guidelines provided by the child's
physician, physician assistant, or advanced practice registered nurse. The additional
training shall include but not be limited to:

(i) the proper use, storage and maintenance of the child’s individual monitor-
ing equipment;

(ii) reading and correctly interpreting test results; and

(iii) appropriate actions to take when test resultsfail to fall within specified ranges
indicated in the written order from the child’s physician, physician assistant, or
advanced practice registered nurse.

(2) The training shall be updated at least every three years, when a child with
diabetes mellitus who requires finger stick blood glucose testing is present at the
facility.

(3) Documentation that the provider or substitute has been trained to administer
finger stick blood glucose tests shall be in writing and kept at the facility for review
by the Department. Such documentation shall indicate:

(A) the subjects covered in training;

(B) the signature and title of the instructor;

(C) the signature and title of the trainee; and

(D) the date the training was given.

(c) Administration of Finger Stick Blood Glucose Test

(1) Except as provided in subdivision (3) of this subsection, only providers and
substitutes trained in accordance with subsection (b) of this section may administer
the finger stick blood glucose test in a family day care home.

(2) Whenever a child diagnosed with diabetes mellitus who has orders to receive
finger stick blood glucose monitoring is enrolled and present at the facility, a
provider or substitute designated and trained to administer finger stick blood glucose
tests shall be present at the facility.

(3) Upon the written authorization of the child’'s physician, physician assistant,
or advanced practice registered nurse, and the child's parent or guardian, a child
may self administer the finger stick blood glucose test under the direct supervision
of the designated provider or substitute who has met the training requirements in
subsection (b) of this section.
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(4) Only those providers and substitutes trained to administer injectable medica-
tions as described in section 19a-87b-17(b) of the Regulations of Connecticut State
Agencies and authorized to do so in writing by the child’'s parent or guardian and
physician, physician assistant, or advanced practice registered nurse may administer
glucagon in a prefilled syringe in emergency situations only.

(d) Equipment

(1) The child’s parent or guardian shall supply the provider with the necessary
equipment and supplies to meet the child's individual needs. Such equipment and
supplies shall include at least the following items:

(A) the child’s blood glucose meter and strips;

(B) an appropriate retracting lancing device used in accordance with infection
control procedures,

(C) tissues or cotton balls; and

(D) fast acting carbohydrates to be given to the child as indicated in the written
order from the child’ s physician, physician assistant, or advanced practice registered
nurse for hypoglycemia.

(2) Such equipment and supplies shall be labeled with the child’s name and shall
remain in a locked storage area when not in use.

(3) The provider shall obtain a signed agreement from the child’s parent or
guardian that the parent or guardian agrees to check and maintain the child's
equipment in accordance with manufacturer’s instructions, restock supplies, and
removes materia to be discarded from the facility on a daily basis. All materials
to be discarded shall be kept locked until it is given to the child’s parent or guardian
for disposal.

(e) Record Keeping

The provider shall keep the following records at the facility as part of the child's
medical record, and shall update them annually or when there is any change in
the information:

(1) A current, written order signed and dated by the child’s physician, physician
assistant, or advanced practice registered nurse indicating:

(A) the child’'s name;

(B) the diagnosis of diabetes mellitus;

(C) the type of blood glucose monitoring test required;

(D) the test schedule;

(E) the target ranges for test results;

(F) specific actions to be taken and carbohydrates to be given when test

results fall outside specified ranges,

(G) diet requirements and restrictions;

(H) any reguirements for monitoring the child’s recreational activities; and

(I) conditions requiring immediate notification of the child’s parent, guardian,
emergency contact, the child’s physician, physician assistant, or advanced practice
registered nurse.

(2) An authorization form signed by the child’ s parent or guardian which includes
the following information:

(A) the child's name;

(B) the parent’s or guardian’s name;

(C) the parent’s or guardian’s address;

(D) the parent’s or guardian’s telephone numbers at home and at work;

(E) two adult, emergency contact people including names, addresses and tele-
phone numbers;
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(F) the names of the provider and substitutes designated to administer finger stick
blood glucose tests and provide care to the child during testing;

(G) additional comments relative to the care of the child, as needed;

(H) the signature of the parent or guardian;

() the date the authorization is signed; and

(J) the name, address and telephone number of the child's physician, physician
assistant, or advanced practice registered nurse.

(3) The provider or substitute shall notify the child’s parent or guardian daily in
writing of the results of all blood glucose tests and any action taken based on the
test results, and shall document the test results and any action taken in the child’s
medical record.

(Adopted effective June 30, 1998)
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Retired Licensure for Nurses

Sec. 19a-88-1. Definitions

For the purposes of sections 19a-88-1 to 19a-88-4, inclusive, of the Regulations
of Connecticut State Agencies:

(1) ““Licensee’” means a licensed practical nurse, registered nurse or advanced
practice registered nurse holding a current license pursuant to Chapter 378 of the
Connecticut General Statutes.

(2) ““‘Department’” means the Department of Public Health.

(3) “‘Retired from the profession’’ means a licensee who does not intend to
practice nursing for monetary compensation for a period of at least three years, who
may provide volunteer nursing services.

(4) “‘Retired license’’ means a license that is issued to a licensee who is retired
from the profession.

(5) ““‘Good Standing’’ means the license is not revoked, suspended, subject to

probation or any other restriction or an unpaid civil penalty.
(Adopted effective December 28, 2000)

Sec. 19a-88-2. Qualifications

(a) A licensee shall be eligible for conversion of his/her license into a retired
license if such licensee:

(1) Is retired from the profession;

(2) Holds a current license in good standing; and

(3) Is due to renew such license.

(b) An advanced practice registered nurse who holds a retired license shall maintain
certification by a national certifying body as prescribed in section 19a-88(c)(2) of

the Connecticut General Statutes.
(Adopted effective December 28, 2000)

Sec. 19a-88-3. Restrictions upon the scope of practice
Individuals who hold a retired license shall not:
(1) Supervise or delegate nursing care; or

(2) Practice nursing for monetary compensation.
(Adopted effective December 28, 2000)

Sec. 19a-88-4. Requirements for returning a retired license to a full, active
license to practice

An individual who holds a retired license who wishes to return to active employ-
ment shall:

(1) Submit an application for licensure, on forms provided by the department, as
an advanced practice registered nurse, registered nurse or licensed practical nurse;

(2) Hold a current retired license in good standing; and

(3) Be subject to the provisions of sections 19a-14-1 through 19a-14-5 of the

Regulations of Connecticut State Agencies.
(Adopted effective December 28, 2000)

License Renewal for Retired Dentists

Sec. 19a-88-5. Definitions

For the purposes of sections 19a-88-5 to 19a-88-10, inclusive, of the Regulations
of Connecticut State Agencies:

(1) ““Licensee’” means a dentist who holds a full and unrestricted license to
practice dentistry issued pursuant to Chapter 379 of the general statutes.



Sec. 19a-88 page 4 (4-09)
§ 19a-88-5 Department of Public Health

(2) “‘Department’” means the Department of Public Health.

(3) “‘Retired from the profession of dentistry’’ means a licensee who does not
practice dentistry for monetary compensation.

(4) “‘Retired license’’ means a license issued by the Department to a licensee
who is retired from the profession of dentistry.

(5) ““Volunteer services without compensation’’ means the direct provision of
dental services without compensation or teaching in an accredited dental or dental
hygiene education program without compensation, except such services shall not
include (A) prescribing or administering controlled substances under schedules I or
II, or (B) owning or operating a dental practice.

(6) “‘Good standing’’ means the license is not revoked, suspended, subject to

probation or an unresolved complaint.
(Adopted effective April 3, 2009)

Sec. 19a-88-6. Good standing

A licensee in good standing may apply to the department for a retired license during
the licensee’s renewal period provided the licensee is retired from the profession of
dentistry. The application shall be on forms prescribed by the department. The
application shall include a statement from the licensee that such licensee is retired

from the profession of dentistry.
(Adopted effective April 3, 2009)

Sec. 19a-88-7. Display of license

A licensee holding a retired license and providing volunteer services without
compensation must post, or be able to produce on request of a patient, a current
retired license.

(Adopted effective April 3, 2009)

Sec. 19a-88-8. Continuing education

A licensee holding a retired license and providing volunteer services without
compensation shall be in compliance with section 20-126c of the general statutes
with regard to continuing education.

(Adopted effective April 3, 2009)

Sec. 19a-88-9. Professional liability insurance

A licensee holding a retired license and providing volunteer services without
compensation shall be in compliance with the provisions of section 20-126d of the

general statutes with regard to professional liability insurance.
(Adopted effective April 3, 2009)

Sec. 19a-88-10. Return to active employment

A licensee who holds a retired license and wishes to return to practice dentistry
for monetary compensation shall submit to the department an application for rein-
statement on a form prescribed by the department, pay the required application fee
and meet the following requirements:

(1) A licensee who holds a retired license who has provided volunteer services
without compensation within the two years immediately preceding the date of
application shall provide:

(A) Written verification of licensure from each state where the licensee holds or
has ever held a license to practice dentistry;

(B) Evidence satisfactory to the department documenting the applicant’s provision
of volunteer services without compensation within the two years immediately preced-
ing the date of application for reinstatement; and
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(C) Evidence satisfactory to the department of completion of twelve hours of
continuing education as required pursuant to Section 20-126¢ of the general statutes
completed within the twelve months immediately preceding the date of application.

(2) A licensee who has not provided volunteer services without compensation
within the two years immediately preceding the date of the application for reinstate-
ment shall provide:

(A) Written verification of licensure from each state where the licensee holds or
has ever held a license to practice dentistry;

(B) Evidence satisfactory to the department of completion of twenty-five hours
of continuing education required pursuant to Section 20-126¢ of the general statutes
within the twelve months immediately preceding the date of application; and

(C) Evidence of successful completion of the clinical skills examination adminis-
tered by the Northeast Regional Board of Dental Examiners, Inc. or its successor
organization.

(Adopted effective April 3, 2009)
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Conditions for Advanced Practice Registered Nurses, Registered Nurses,
Physician Assistants and Technicians Engaged in Tattooing

Sec. 19a-92a-1. Conditions for tatooing of human beings

(@) An advanced practice registered nurse, when engaging in the tattooing of
human beings under the direction of a physician or osteopathic physician, shall do
so under the conditions specified in Sections 20-87a-2 through 20-87&5 of the
regulations of Connecticut State Agencies. Said conditions shall apply even if the
directing physician is an osteopathic physician, with the restriction that medical
therapeutics, corrective measures, laboratory tests and other diagnostic procedures
shall be specific to the tattooing activity.

(b) A physician or osteopathic physician exercising supervision, control and
responsibility over a registered nurse engaged in tattooing of human beings shall
provide explicit instructions and clinical training to the registered nurse with regard
to the tattooing of a human being, and document annual review of the registered
nurse's knowledge and clinical competence. Such documentation shall be available
to the department and the local health director upon request. Said directing physician
or osteopathic physician shall provide written information to the registered nurse
specifying situations in which medical consultation or referral is required. Said
physician or osteopathic physician shall be available to said nurse for direct commu-
nication either in person, by telephone, radio or other form of telecommunication
at all times that the registered nurse is engaged in the tattooing of human beings.

(c) A physician assistant shall, when engaging in the tattooing of human beings,
do so pursuant to the provisions of Sections 20-12c and 20-12d of the Connecticut
General Statutes.

(d) A physician or osteopathic physician supervising a technician engaged in
tattooing human beings shall provide explicit instructions and clinical training to
the technician with regard to the tattooing of a human being and with regard to
sanitation procedures. Annual review of the technician's knowledge and clinical
competence shall be documented by said supervising physician or osteopathic physi-
cian. Such documentation shall be available to the department and the local health
director upon request. Prior to supervising said technician in rendering the service
of tattooing, the supervising physician or osteopathic physician shall perform and
document an on-site inspection of the technician’s site of practice to ensure that
appropriate sanitary procedures are in place. Said inspections shall be repeated at
least annually, or more frequently as necessary to ensure the health and safety of
clients. Documentation of inspections shall be available to the department and the
local health director upon request. Said inspection shall not be delegated by the
supervising physician or osteopathic physician, and shall be carried out while the
technician is on the site of the tattooing activity. Said supervising physician or
osteopathic physician shall provide written information to the technician specifying
situations in which medical consultation or referral is required. Said physician or
osteopathic physician shall be available to said technician for direct communication
either in person, by telephone, radio or other form of telecommunication at all times

that the technician is engaged in the tattooing of human beings.
(Adopted effective April 20, 1995)
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The Sale of Turtles

Sec. 19a-102a-1. Caution notice requirements

(a) Each person who offers for sale aturtle, as defined in section 19a-102a of the
Connecticut General Statutes, shall comply with the following notice requirements:

(1) The caution notice shall be:

(A) within three feet of each turtle enclosure or display;

(B) in plain unobstructed view;

(C) a minimum of 8% by 11 inchesin size;

(D) firmly attached to a wall or other structure; and

(E) the bottom edge not less than three feet nor the top edge more than six feet
from the floor.

(2) The caution notice shall contain the following three parts, each separated by
a horizontal four point rule or a space of at least one half inch:

(A) part one has the word ‘* Caution’’ in capital letters set in Times Roman Bold
font of aleast 60 points and centered on the ling;

(B) part two has the following set in Times Roman font of at least 25 points:
““Turtles may carry and transmit germs (including Salmonella) to people.”’ The
words ‘‘turtles’” and ‘* Salmonella’’ shall be in bold; and

(C) part three has the following centered heading in underlined Times Roman
Bold font of at least 25 points. ‘‘Preventive Measures.”” The heading shall be
followed by these bulleted sentences set in Times Roman font of a least 25 points:
‘*Wash hands after touching turtles or other reptiles or tank objects. Keep turtles
in their tank to avoid contamination of surfaces in the home. Do not alow turtles
or materials from their tank to contact food preparation areas. Households with
people at increased risk for infection (e.g., immunocompromised persons, children
less than 5 years of age, pregnant women) should consult a physician before
purchase.’”’

(b) Notwithstanding subsection (&) of this section, a caution notice approved by
the national Centers for Disease Control and Prevention which contains the same
messages as specified in subdivision (2) of subsection (a) of this section, even if
the phrasing is different, may be substituted for the caution message specified in
subsection (a) of this section.

(Adopted effective October 7, 1997)

Sec. 19a-102a-2. Acknowledgment of caution notice

At the time of sale of aturtle:

(a) the seller shall furnish the buyer with a copy of the caution notice and
information obtained from a veterinarian regarding the proper care and feeding for
the species of turtle being sold; and

(b) the buyer or, if the buyer is less than 16 years of age, parent or guardian,
shall sign and date a statement indicating that he has read the notice. Signatures
may be collected in logbook format, provided the statement appears at the top of

each page.
(Adopted effective October 7, 1997)

Sec. 19a-102a-3. Woritten verification of the source of the turtle

Written verification that the turtle was bred at a licensed commercial fish farm
or aquaculture facility and was not collected from the wild shall be retained and
available for inspection by the Commissioner of Agriculture by the seller or whole-
sale supplier of the seller. If retained by the wholesale supplier, the seller shall
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receive and retain a statement from the wholesale supplier that such verification is

available for inspection. Requested written verification shall be provided by the

seller within 24 hours of arequest being made by the Commissioner of Agriculture.
(Adopted effective October 7, 1997)
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L ead Poisoning Prevention and Control

Sec. 19a-111-1. Definitions

As used in sections 19a-111-1 thru 19a-111-11 inclusive:

(1)'*Abatement’’ means any set of measures designed to eliminate lead hazards
in accordance with standards established pursuant to Sections 20-474 through 20-
482 and subsections (€) and (f) of Section 19a-88 of the Connecticut General Statutes
and regulations of Connecticut State Agencies sections 19a-111-1 through 19a-111-
11 and 20-478-1 and 20-478-2 including, but not limited to, the encapsulation,
replacement, removal, enclosure or covering of paint, plaster, soil or other material
containing toxic levels of lead and all preparation, clean-up, disposal and reoccu-
pancy clearance testing.

(2) ** Abatement area’’ means aroom or areaisolated with containment in accord-
ance with subdivision 19a-111-4(c)(2) of the regulations of Connecticut State Agen-
cies where lead abatement is occurring.

(3) “*Accessible surface’” means any surface which is below five (5) feet in height
or is exposed in such a way that a child can come in contact with the surface.

(4) **Apparent lead concentration’’ (ALC) means the average of at least three
displayed lead concentration readings taken using a direct reading type x-ray fluores-
cence analyzer.

(5) “*Approved training course’’ or ‘‘approved refresher training course’”’ means
atraining course or arefresher training course, respectively, approved by the depart-
ment pursuant to Section 20-477 of the Connecticut General Statutes.

(6) ‘*Atomic absorption spectrophotometer’” (AAS) means an instrument which
measures the lead content in parts per million (ppm) using a lead source lamp, a
flame capable of measuring the absorbed energy and converting it to concentration.

(7) “*Biological monitoring’’ means the analysis of a person’s blood and/or urine,
to determine the level of lead contamination in the body.

(8) ‘‘ Certificate’” means a document issued by the department indicating success-
ful completion of an approved training course.

(9) ‘*Certified historic property’’ means any building, structure, or site which
has been determined historic by the Connecticut Historical Commission. Historic
properties must be included in or éigible for inclusion in the national or state
registers of historic places.

(20) ‘* Certified industrial hygienist’’ means a person possessing a certificate from
the American Board of Industrial Hygiene which indicates that they have specific
academic credentias, five years professional experience in industrial hygiene, and
have passed an examination given by the American Board of Industrial Hygiene.

(11) “*Certified lead inspector risk assessor’” means any lead consultant who
completes an appropriate approved training course and obtains a certificate as a
lead inspector risk assessor from the department. A certified lead inspector risk
assessor conducts inspections and collects and interprets information to assess the
level of risk from lead hazards.

(12) **Certified lead abatement supervisor’’ means any person who completes an
appropriate approved training course and obtains a certificate as a lead abatement
supervisor from the department. A lead abatement supervisor oversees lead abate-
ment activities.

(13) ‘*Certified lead abatement worker’’ means any person who completes an
appropriate approved training course and obtains a certificate as a lead abatement
worker from the department. A lead abatement worker performs lead abatement
activities.
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(14) “*Certified lead inspector’” means any lead consultant who completes an
appropriate approved training course and obtains a certificate as a lead inspector
from the department. A certified lead inspector conducts inspections to determine
the presence of lead in paint, other surface coverings and various environmental
media. Theterms*‘lead inspector’’ and *‘inspector’’ mean *‘ certified lead inspector’”’
or ‘*code enforcement official’’ as defined in subsection (20) of this section unless
specifically noted otherwise.

(15) ‘‘Certified lead planner-project designer’’” means any lead consultant who
completes an appropriate approved training course and obtains a certificate as a
lead planner-project designer from the department. A certified lead planner-project
designer designs lead abatement and management activities.

(16) **Chewable surface’” means any projection one half (0.50) inch or greater
from an interior or exterior surface up to five (5) feet in height that can be mouthed
by a child. The chewable surface includes window sills, door frames, stair rails and
stairs, two (2) inches back from any edge, and any other exterior and interior surface
that may be readily chewed by children. Baseboards with an exposed horizontal
edge may have quarter round molding applied to the top so that only vertical edges
forming outside corners, if present, constitute a chewable surface.

(17) **Child"’ means a person under the age of six (6).

(18) ‘*Child day care services’' means a program of supplementary care in
accordance with section 19a-77(a) of the Connecticut General Statutes.

(19) *“*Child day care center’’ means a program of supplementary care in accord-
ance with section 19a-77(a)(1) of Connecticut General Statutes.

(20) **Code enforcement agency’’ means the local health department responsible
for enforcing the public health code or the local housing agency responsible for
enforcing housing code regulations or any other agency designated by the appropriate
authority to enforce either the public health code or housing code regulations.

(21) ‘*Code enforcement official’’ means the director of health or a person
authorized by him to act on his behalf, the local housing code official or a person
authorized by him to act on his behalf, or an agent of the commissioner.

(22) **Commissioner’’ means the commissioner of public health.

(23) ‘*Common area’ means a room or area that is accessible to all tenants in
a building (e.g. hallway, boiler room).

(24) **Containment’’ means a process for protecting workers, residents, and the
environment by controlling exposures to lead dust and debris created during
abatement.

(25) ‘* Confirmatory testing’’ means analysis using atomic absorption spectropho-
tometry (AAS), graphite furnace atomic absorption spectrophotometry (GFAAS),
inductively coupled plasma atomic emission spectrophotometry (ICP-AES), or x-
ray fluorescence spectrum analysis spectrometry with a 240 second spectrum ana-
lyzer test.

(26) *‘Corrected lead concentration’” (CLC) means the difference between the
average displayed lead concentration readings (using a direct reading type x-ray
fluorescence analyzer) taken on a painted surface and the average of three readings
taken on a bare substrate (substrate contribution).

(27) ‘' Department’’ means the department of public health.

(28) ‘' Defective surface’” means peeling, flaking, chalking, scaling or chipping
paint; paint over crumbling, cracking or falling plaster, or plaster with holes in it;
paint over a defective or deteriorating substrate; or paint that is damaged in any
manner such that a child can get paint from the damaged area.
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(29) ‘‘Director’” means the director of the state program for childhood lead
poisoning prevention.

(30) ‘‘Dwelling’’ means every building or shelter used or intended for human
habitation, including exterior surfaces and all common areas thereof, and the exterior
of any other structure located within the same lot, even if not used for human habi-
tation.

(31) ‘“*Dwelling unit’’ means aroom or group of roomswithin adwelling arranged
for use as a single household by one or more individuals living together who share
living and dleeping facilities.

(32) ‘‘Elevated blood lead level’” means a blood lead concentration equal to or
greater than twenty (20) micrograms per deciliter (ug/dl) or as defined by Connecticut
Genera Statutes section 19a-111.

(33) ‘‘Encapsulation’’ means resurfacing or covering surfaces, and sealing or
caulking with durable materials, so as to prevent or control chalking, flaking sub-
stances containing toxic levels of lead from becoming part of house dust or accessible
to children.

(34) *‘Entity’’ means any person, partnership, firm, association, corporation, sole
proprietorship or any other business concern, state or local government agency or
political subdivision or authority thereof, or any religious, social or union organiza-
tion, whether operated for profit or otherwise.

(35) ‘‘Epidemiological investigation’” means an examination and evaluation to
determine the cause of elevated blood lead levels. An epidemiological investigation
will include an inspection conducted by a lead inspector to detect |ead-based paint
and report of findings. This investigation must also include evaluation of other
sources such as soil, dust, pottery, gasoline, toys, or occupational exposures, to
determine the cause of elevated blood lead levels. Theinvestigation may also include
isotopic analysis of lead-containing items.

(36) ‘‘Family day care home'’ means a program of supplementary carein accord-
ance with section 19a-77(a)(3) of Connecticut General Statutes.

(37) ‘* Graphite furnace atomic absorption spectrophotometer’’ (GFAAS) means
an instrument that functions the same as an AAS, with one exception, i.e., the flame
isreplaced by an electrically heated chamber, a graphite tube, into which the sample
is deposited.

(38) ‘*Group day care home'’ means a program of supplementary care in accord-
ance with section 19a-77(a)(2) of Connecticut General Statutes.

(39) ‘“High efficiency particulate air'’’ (HEPA) means a type of filtering system
capable of filtering out particles of 0.3 microns or greater diameter from a body of
air at 99.97% efficiency or greater.

(40) ‘*High phosphate detergent’’ is detergent which contains at least five (5%)
percent tri-sodium phosphate (TSP).

(41) *“‘Inductively coupled plasma-atomic emission spectrophotometer’” (ICP-
AES) is an instrument which measures lead in ppm using a heat source (plasma
torch) to dissociate and ionize lead atoms thereby emitting energy. This emission
energy is measured and converted to concentration by the detector.

(42) **Intact surface’’ means a defect-free surface with no loose, peeling, chipping
or flaking paint. Painted surfaces must be free from crumbling, cracking or falling
plaster and must not have holes in them. Intact surfaces must not be damaged in
any way such that a child can get paint from the damaged area.

(43) *‘Isotopic analysis’ means a physicochemical method which differentiates
between chemical elements having different atomic weight and electrica charge.
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(44) **Lead-based’’ refersto paints, glazes, and other surface coverings, containing
atoxic level of lead.

(45) ‘*Lead abatement plan’’ means a written plan that identifies the location of
intact and defective | ead-based paint and describes how defective |ead-based surfaces
will be abated and how the environment, health, and safety will be protected. The
plan also identifies the location of soil containing lead and describes sampling
protocol used and abatement options.

(46) ‘‘Lead consultant’”” means any person who performs lead detection, risk
assessment, abatement design or related services in disciplines including, but not
necessarily limited to, inspector, inspector risk assessor and planner-project designer.

(47) **Lead management plan’’ means awritten plan that describes how an intact
surface with lead-based paint will be monitored to ensurethat defective paint surfaces
will be identified and abated.

(48) ‘‘Licensed lead abatement contractor’” means any entity that contracts to
perform lead hazard reduction by means of abatement including, but not limited to,
the encapsulation, replacement, removal, enclosure or covering of paint, plaster,
soil or other material containing toxic levels of lead and obtains a license from the
department to conduct such abatement work. The contractor utilizes certified lead
abatement supervisors to oversee such lead abatement activities and certified lead
abatement workersto perform such abatement activities. Theterms*‘lead abatement
contractor’’ and ‘‘abatement contractor’’ mean ‘*licensed lead abatement contrac-
tor’” unless specifically noted otherwise.

(49) ‘‘Licensed lead consultant contractor’” means any entity that contracts to
perform lead hazard reduction consultation work utilizing an inspector, inspector risk
assessor and/or planner-project designer and obtains a license from the department
to conduct such consultation work. The terms ‘‘lead consultant contractor’’ and
“*consultant contractor’’ mean *‘licensed lead consultant contractor’’ unless specifi-
cally noted otherwise.

(50) “*Owner’’ means any person, partnership, firm, association, corporation, sole
proprietorship or any other business concern, state or local government agency or
political subdivision or authority thereof, or any religious, social or union organiza-
tion, whether operated for profit or otherwise, who, aone or jointly with others
owns, holds, or controls the whole or any part of the deed or title to any property.
No holder of an easement, mortgagee, bank or lender holding the mortgage, shall
be considered an owner except when the holder of an easement, mortgagee, banker,
or lender takes physical possession of the property.

(51) *‘Paint removal’’ means a strategy of abatement which entails stripping lead
paint from surfaces.

(52) “*Replacement’” means a strategy of abatement which entails the removal
of components such as windows, doors and trim that contain toxic levels of lead
and installing new components which are lead free.

(53) ‘‘Secretary of Interior's Standards for Rehabilitation and Guidelines for
Rehabilitating Historic Buildings’ means the guidelines and methods approved by
the state and federal governments for alterations to historic properties (36 CFR
section 67).

(54) ‘* Statelaboratory for lead and | ead poisoning detection’” meansthe laboratory
established by the commissioner, for the purpose of analyzing blood specimens
from persons for the presence of lead; and analyzing samples of paint, plaster, soil
and other materials, within the laboratory or on site with mobile units, for toxic
levels of lead.
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(55) ‘* State program’’ means the childhood lead poisoning prevention program
established by the department.

(56) ‘‘Substrate’’ means the underlying surface which remains after paint is
removed.

(57) ‘*Substrate equivalent lead’’ (SEL) means the average of at least three
displayed lead concentration readings with a direct reading type x-ray fluorescence
analyzer after paint is removed from the substrate.

(58) ' Target housing’’ means any housing constructed prior to 1978, except any
zero-bedroom dwelling unit or any housing for the elderly or personswith disabilities
unless a child resides or is expected to reside in such dwelling unit or housing.

(59) “‘Toxic level of lead”” means a level of lead that:

(A) when present in paint offered for sale for use on or in aresidential dwelling
contains greater than 0.06 percent lead by weight as measured by atomic absorption
spectrophotometry (AAS), graphite furnace atomic absorption spectrophotometry
(GFAAYS), inductively coupled plasma-atomic emission spectrophotometry (ICP-
AES) or another accurate and precise testing method that has been approved by the
commissioner, by a laboratory approved by the department for lead anaysis.

(B) when present in a dried paint, plaster or other accessible surface on or in a
residential dwelling contains equal to or greater than 0.50 percent lead by dry weight
asmeasured by atomic absorption spectrophotometry (AAS), graphite furnace atomic
absorption spectrophotometry (GFAAS), inductively coupled plasma-atomic emis-
sion spectrophotometry (ICP-AES) or another accurate and precise testing method
that has been approved by the commissioner, by a laboratory approved by the
department for lead analysis, or equal to or greater than 1.0 milligrams lead per
sguare centimeter of surface as measured on site by an X-ray fluorescence analyzer
or another accurate and preci se testing method that has been approved by the commis-
sioner.

(60) *‘Treatment”’ means any method, technique or process designed to change
the physical chemical, or biological character or composition of any hazardous waste
so as to render it non-hazardous, or to recover it, or to make it safer to transport,
store or dispose of, or to make it amenabl e for recovery, storage, or volume reduction.

(61) ‘TSP’ means tri-sodium phosphate. A TSP solution contains at least 5%
TSP or its equivalent.

(62) ‘* X-ray fluorescence analyzer (XRF)'' means an analytical instrument that
measures lead concentration of dried paint on surfaces or in a laboratory sample
in milligrams per square centimeter (mg/cm?) using a radioactive source within
the instrument.

(Effective September 29, 1992; amended November 29, 1995, July 25, 1997, September 30, 2003)

Sec. 19a-111-2. Applicability of regulations

(@) When achild residesin adwelling unit al defective |ead-based surfaces shall
be abated. A property owner may not avoid abatement by taking eviction action
against a family with a child.

(b) When a child resides in a dwelling al defective exterior surfaces and all
defective surfaces in common areas containing toxic levels of lead shall be abated.

(c) When a child has an elevated blood lead level then abatement shall include
all lead-based chewable surfaces whether or not that surface is defective and all
lead-based movable parts of windows and surfaces that rub against movable parts
of windows.

(d) When a child resides in a dwelling requiring lead abatement, interior dust,
drinking water and exterior soil shall be assessed. When soil or sand areas that are
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not covered by grass, sod, other live ground covers, wood chips, gravel, artificial
turf, or similar covering are found to contain lead concentrations in excess of 400
parts per million, such bare soil or sand areas shall be abated. When lead dust
hazards are found to be a source or a potential source of elevated blood lead in a
child, lead dust shall be reduced to a safe level using appropriate cleaning methods.
When lead in drinking water is determined to be a source or potential source of
elevated blood lead in a child, appropriate remedial action approved by the local
director of health shall be implemented.

(e) Intact surfaces containing toxic levels of lead except as noted in section 19a
111-2 (c) of regulations of Connecticut State Agencies are not required to be abated
by these regulations, however, when a child resides in a dwelling the owner shall
have alead management plan written within sixty (60) days of receipt of inspection
results. The plan shall be implemented and kept by the owner and transferred with
ownership upon transfer of title. The management plan shall identify the location
of intact lead surfaces and describe how these intact surfaces will be monitored on
aregular basis by the owner to ensure that if they become defective, the surfaces
will be identified and abated. The plan must be submitted to the local director of
health or the commissioner upon request.

(f) Repealed, November 29, 1995.
(Effective September 29, 1992; amended November 29, 1995, September 30, 2003)

Sec. 19a-111-3. Inspections, reports and notifications

(8) Methods—L ead inspectors may conduct inspections, tests and measurements
and issue reports on forms prescribed by the Department for the purpose of recording
the presence of toxic levels of lead. When used to determine compliance with
Connecticut General Statutes section 19a-111 and regulations of Connecticut State
Agencies Sections 19a-111-1 through 19a-111-11, such reports shall be based upon
X-ray fluorescence (XRF), atomic absorption spectrophotometry (AAS) graphite
furnace atomic absorption spectrophotometry (GFAAS), or inductively coupled
plasma-atomic emission spectrophotometry (ICP-AES). Paint samples taken for
AAS, GFAAS, or ICP-AES analysis shall be a minimum size of 1 square inch and
shall contain al layers of paint down to the substrate.

(1) Surface testing sites—

(A) Interior Locations—In each area of an interior location (e.g. back room,
closet, pantry, hall, or part of a divided room), the following representative surfaces
will be tested for the presence of toxic levels of lead: baseboard, ceiling, crown
molding, door surface and side of door frame for a representative interior door,
floor, fireplace, radiator, shelf, shelf support, stair riser, stair tread, stair stringer,
stair newel post, stair railing cap, stair balustrade, upper wall, lower wall, chair rail,
window sash and window casing and window sill for a representative window,
representative door and window lintel.

(B) Exterior Locations—For each side of an exterior surface the following repre-
sentative surface will be tested for the presence of toxic levels of lead: bulkhead,
porch, entrance canopy, exterior wall, siding, lattice, ceiling, railing, railing cap,
stair stringer, stair tread, stair riser, trim, cellar window unit, window sill, window
casing, window sash for a representative window.

(2) Testing protocols for determining lead present at or above the toxic level
using XRF analyzer instruments

(A) The methodology shall be consistent with performance characteristics specific
to each make and model of instrument so as to maintain accuracy and precision.
Readings shall be classified as (1) lead present at or above the toxic level of lead
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as defined in section 19a-111-1(59), (2) inconclusive or (3) lead not present at or
above the toxic level. Instruments used to determine these classifications shall have
verified accuracy and precision utilizing x-ray fluorescence performance characteris-
tic sheets published jointly by the United States Environmental Protection Agency
and the United States Department of Housing and Urban Development. The perfor-
mance characteristic sheets describe the methodology to be used for obtaining x-
ray fluorescence readings taken on specific substrates, calibration check tolerances,
and provide information describing the performance of the specific model of x-ray
fluorescence instrument, including inconclusive ranges.

(B) Multifamily dwelling protocols and decision flowcharts shall not be acceptable
methodology for residential lead inspections conducted pursuant to section 19a
111-3 (a) (1).

(C) XRF testing of representative surfaces as described within section 19a-111-
3 (a) (1) shall require testing of a representative surface on each listed component
when present within an interior area (e.g. room, closet, pantry, hall) or on an exterior
side of a building. When multiple readings are required upon a component per
performance characteristic sheet protocol, these readings shall be taken on different
locations upon the component testing surface. The average of the multiple readings
shall then be used to determine the classification of the readings as described within
subdivision (2) (A) of this subsection and within the performance characteristic
sheet for the specific model of the XRF instrument used to obtain the readings. An
inspector or inspector risk assessor may terminate the series of readings when an
individual reading or readings are sufficiently high so asto substantiate a conclusion
that lead is present at or above the toxic level without completion of the full
test sequence.

(D) When the reading classification obtained from a surface has been determined
to be within the inconclusive range, confirmation shall be required except as noted
in this subsection. Confirmation shall be performed through testing with atomic
absorption spectrophotometry (AAS), graphite furnace atomic absorption spectro-
photometry (GFAAS), inductively coupled plasma atomic emission spectrophotome-
try (ICP-AES), or another testing protocol deemed acceptable by the commissioner.
Alternatively at the discretion of the owner and in lieu of confirmation, (1) a surface
that is found to be within the inconclusive range may be presumed to contain a
toxic level of lead and abated with no further confirmation or (2) an intact surface,
except for those noted in subsection (c) of section 19a-111-2, may be placed under
the auspices of alead management plan without confirmatory testing. If deterioration
occurs on any such intact surface, the owner shall provide confirmatory testing of
that surface and abate the surface if found to contain a toxic level of lead or, at the
discretion of the owner, abate any such defective surface as containing atoxic level
of lead, without further confirmatory testing.

(E) XRF testing shall beimmediately preceded by a minimum of three calibration
check readings. Calibration check readings shall be made immediately after an
inspection has been completed. Additional calibration check readings shall be made
every 4 hours during an inspection or as indicated by the manufacturer, whichever
is more frequent. Calibration check readings shall be within the calibration check
tolerances outlined in the performance characteristic sheet of the model being utilized
before the inspection may proceed. Calibration check readings shall belogged within
the inspection documents by the inspector.

(F) XRF instruments may be used to test surfaces that are flat and accessible to
the measuring probe of the instrument. XRF instruments shall not be used to test
surfaces that are curved, ornate or inaccessible.
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(G) For those XRF instruments that require substrate correction, apparent lead
concentration (ALC) analysis results may be used to determine that lead is present
at or above thetoxic level when an ALC result is greater than or equal to 4.0 mg/cn?.

(H) Where manufacturer’s protocol including calibration check criteria are more
stringent than those specified in the performance characteristic sheet for that XRF,
the manufacturer’s protocol shall take precedence.

(b) Soil—The methodology for sampling soil for lead varies depending on the
site. The methodology used shall be detailed in the lead abatement plan.

(c) Inspection priorities—Code enforcement agenciesshall carry out inspections
according to the following priorities:

(1) Elevated blood lead level—As part of an epidemiological investigation of a
child's elevated blood lead level, dwelling units in which the child resides shall be
inspected for toxic levels of lead by thelocal director of health. This epidemiological
investigation shall begin within five (5) working days after notification of the local
director of health by the child's physician, hospita, clinic or by the state lead
poisoning prevention program and be completed as expeditiously as possible.

(2) Other dwellings—Inspections shall begin within thirty (30) working days and
be completed as expeditiously as possible in al dwelling units in which a child
resides in the same building as those identified under section 19a-111-3 (c) (1) of
regulations of Connecticut State Agencies.

(3) Child day care services—Before licensure or relicensure of a child day care
center or group day care home by the department, or before registration of afamily
day care home by the State of Connecticut department of human services, the
premises in which the services are provided shall be inspected by a lead inspector
for toxic levels of lead.

(d) Report of inspection—Whenever an inspector finds a toxic level of lead
requiring abatement, the inspector shall report this to the owner, local director of
health, and the commissioner. This report shall include a properly completed copy
of the inspection form prescribed by the department and shall be postmarked and
sent by certified mail or hand delivered by the end of the second working day
following completion of the inspection. The inspection form will indicate all defec-
tive and intact |ead-based surfaces. Soil and dust exposure pathways shall be investi-
gated and the potential for lead poisoning to a child assessed. Soil sampling
methodology shall be documented.

(e) Notification—Withintwo (2) days after receipt of an inspection report identi-
fying toxic levels of lead requiring abatement the owner shall have posted notice
on each entrance to the dwelling unit or common area of dwelling if affected. The
notice shall measure at least 81/2" x 11" with letters measuring at least one half (1/2)
inch. The notice shall state that the dwelling unit contains a toxic level of lead
which may be dangerous and which a child should not be allowed to mouth or
chew. The notice shall not be removed until the dwelling unit has been found
to comply with Connecticut General Statutes section 19a-111 and regulations of
Connecticut State Agencies sections 19a-111-1 through 19a-111-11. The owner will
provide a summary report of the lead inspection and/or lead management plan, and
the post-abatement inspection report to the residents. This summary inspection report
will contain the results of lead-based surface testing as required by section 19a
111-3 of theregulations of Connecticut State Agencies and will include adescription
of the testing methods used. The owner shall also provide the residentswith informa-
tion prescribed by the department concerning the toxicity of lead and precautions
that should be taken to avoid exposure.
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(f) Corrective action—The loca code enforcement agency shall issue an order
to correct al defective lead-based surfaces requiring abatement and soil areasidenti-
fied as a source, or potential source for elevated blood lead within the time period
specified in section 19a-111-5 of regulations of Connecticut State Agencies.

(g) Identification and certification of historic properties—When a dwelling
is fifty (50) years old or older and requires lead abatement, the owner shall within
five (5) working days after completion of the inspection report postmark or hand
deliver an inspection report and a good quality photograph of the property to
the Connecticut Historical Commission. The commission will determine whether
properties over fifty (50) years old which require lead abatement are historic in
order to provide guidance on which lead abatement techniques are appropriate for
historic properties. The commission will certify properties which are included in or
eigiblefor inclusion in the national or state registers of historic places. The commis-
sion shall within ten (10) working days after receipt of the inspection report and
photograph send by first class mail a written report of the building’s historic status.

(h) Post abatement inspection—consists of:

(1) Reinspection: All areas where abatement has been completed in accordance
with the abatement plan mandated in section 19a-111-4 (a) of the regulations of
Connecticut State Agencies shall be reinspected by the code enforcement agency
within ten (10) working days after notification has been received from the owner
that lead abatement has been completed. The inspection shall ascertain whether the
defective lead based paint has been properly abated. A lead abatement project shall
be considered complete when all defective lead based paint has been abated, there
is no visible residue in the work area, and the level of lead has been reduced in the
abatement area to below the toxic level of lead as determined by the use of lead in
dust sampling in the abatement area. A copy of the post abatement inspection report
shall be sent by certified mail or hand delivered to the owner of the residential
property, the local director of health and the commissioner within two (2) working
days after the reinspection is completed.

(2) Lead in dust sampling: Wipe sampling procedure—T he standard sample size
in this technique is one square foot, which is obtained with a plastic template or
measuring device according to the following formula: length in inches times width
ininchesdivided by 144 equal sthefraction or multiple of one squarefoot. Disposable
gloves are worn throughout the sampling procedure. A pre-moistened wipe or
towelette is placed flat on the surface to be sampled. The wipeisrubbedinan ‘'S’
pattern over the entire measured area. The wipe is then folded in half and rubbed
once over the surface again at a 90 degree angle to the first series of wipes.
Finally, the wipe is folded and placed in a marked tube or plastic bag for laboratory
determination of lead via AAS, GFAAS, or ICP-AES. A minimum of 2 unused
wipes or 1 wipe for every 20 used, whichever number is greater, is submitted to
the laboratory as a blank.

(i) Conflict of interest—The lead inspector shall not be an owner or the lead
abatement contractor for any property for which the lead inspector issues a lead
inspection report.

(j) Risk Assessment-For the purpose of assessing the level of risk from lead
dust, a lead dust hazard is present when the concentration of lead in dust is equal
to or exceeds the following.

(A) floors — 40 mg/sg. ft. (micrograms per square foot);

(B) window sills — 250 mg/sg. ft.
(Effective September 29, 1992; amended July 25, 1997, September 30, 2003)
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Sec. 19a-111-4. Abatement of toxic levels of lead

(a) Lead abatement plan—When toxic levels of lead requiring abatement have
been identified the owner shall have a written lead abatement plan prepared and
submitted to the local director of health according to the time period for compliance
listed in section 19a-111-5 of regulations of Connecticut State Agencies. The local
director of health shall review the plan for completeness and compliance with
sections 19a-111-1 through 19a-111-11 of the regulations of Connecticut State
Agencies. The plan shall describe repair work necessary prior to abatement, all
surfaces and soil areas containing toxic levels of lead, the sampling and testing
methodologies utilized, how surfaces and soil areas requiring abatement will be
abated, clean up procedures, and clearance testing prior to reoccupancy. The plan
shall state estimated starting and completion dates for the abatement project. The
abatement project shall follow the plan and be in compliance with section 19a-111-
1 through 19a-111-11 of the regulations of Connecticut State Agencies. If the
property is a certified historic property as identified according to section 19a-111-
3 (g) of the regulations of Connecticut State Agencies the lead abatement plan must
also be submitted to the Connecticut Historical Commission for review. Review of
the plan by the Connecticut Historical Commission will be completed and state if
the lead abatement plan proposes to use lead abatement techniques which are
appropriate for historic properties. This written review shall be postmarked within
ten (10) working days of receipt of the abatement plan and be sent to the owner
and local director of health. If the plan requires revision the local director of health
shall establish a time table for development of a revised plan with the owner.

(b) Noticeto residents—Prior to beginning a lead abatement project, the owner
shall give the affected premises or dwelling unit residents a minimum of five (5)
working days written notice of the date the abatement will begin. This notice shall
inform the residents of their rights and responsibilities in accordance with genera
statutes section 19a-111 and sections 19a-111-1 through 19a-111-11 of the regula-
tions of Connecticut State Agencies and state which surfaces or soil areas shall
be abated.

() Methods of abatement—The owner of a dwelling is responsible for proper
abatement of toxic levelsof lead in dwelling unitswhere achild resides. All defective
paint, plaster or other material containing toxic levels of lead on both interior and
exterior surfaces and soil areas and fixtures shall be adequately abated by proper
preparation, containment, abatement, clean-up, and waste disposal.

(1) Preparation prior to abatement

(A) Post warnings—Warning signs shall be placed at all entrances and exits to
abatement area.

(B) Packing residents' belongings—The residents shall pack their belongings in
easily handled containers. The owner shall have these belongings moved from the
abatement area to a secure area where the residents can have access to their belong-
ings on a daily basis. Belongings must be moved unless abatement methods of
replacement or encapsulation are used in alimited areaand very little dust is expected
to be generated and the abatement plan specifies that the belongings will remain in
the abatement area.

(C) Covering residents’ belongings—The abatement contractor shall ensure that
all permanent fixtures are covered with 6 mil polyethylene sheeting and sealed with
duct tape.

(D) Repair work prior to abatement—~Prior to abatement, repairs shall be made
to pre-existing conditions that may impede abatement including water leaks and
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inadequate heat. A description of these repairs shall be summarized in the lead
abatement plan.

(2) Containment—T he abatement areashall be properly contained using materials
such as 6 mil polyethylene sheeting to prevent lead dust from contaminating the
dwelling or environment.

(A) Cover objects—Nonmovable objects shall be covered with 6-mil polyethyl-
ene sheeting and floors shall be covered with two layers of 6-mil polyethylene
sheeting.

(B) Air systems—Air heating and conditioning systems shall be turned off and
air intake and exhaust systems shall be sealed.

(C) Entrances—Entrances to the abatement area shall be sealed by using two
layers of 6-mil polyethylene sheeting (each layer attached to the top of the entrance
and opposite side using heavy duty tape).

(D) Exterior—Exterior abatement shall have proper containment using 6-mil
polyethylene sheeting to prevent release of lead into the environment.

(i) For liquid waste extend the end of the polyethylene sheets a sufficient distance
to contain the runoff and raise the outside edge of the sheets to trap liquid waste.

(if) For dry waste extend the sheeting out from the foundation a distance of three
(3) feet per story being abated with a minimum of five (5) feet and a maximum of
twenty (20) feet. Erect vertical shrouds to contain any potential dust release into
the adjacent environment.

(3) Abatement—Defective lead-based surfaces requiring abatement shall be
abated by either replacement, encapsulation or removal methods. Repainting or use
of paper or vinyl wall covering without abating the defective lead-based surface
does not constitute compliance with sections 19a-111-1 through 19a-111-11 of the
regulations of Connecticut State Agencies. Appropriate worker protection practices
shall be followed as specified in section 19a-111-6 of the regulations of Connecticut
State Agencies.

(A) Replacement of surfaces containing toxic levels of lead—OIld surfaces shall
be removed and new surfaces that have no lead-based surfaces shall be installed.

(B) Encapsulation—A permanent cover shall be installed over the lead-based
surface. Encapsulant materials shall bind to the substrate and not just the surface
paint.

(C) Removal—Remova methods include:

(i) heat based removal using heat guns with temperature not in excess of 700°F
to prevent vaporization of lead (open flames shall not be used);

(ii) chemical removal with caustic or solvent-based chemicals done either on site
or components taken off site for removal of the lead-based surface;

(iii) wet scraping by misting the surface and then scraping;

(iv) sanding only with a HEPA vacuum attachment to collect dust;

(v) for exterior lead-based surfaces only, this surface may be removed by abrasive
blasting with a HEPA vacuum arrangement or contained water blasting or the
methods listed above such that no visible emissions or residue can be observed.
Uncontained abrasive blasting is not allowed. Soil shall be sampled for lead content
according to methodologies specified in the lead abatement plan both before and
after exterior lead abatement to ensure that containment, abatement, and clean-up
are effective.

(4) Clean-up—Preliminary clean-up shall be done by wet sweeping the contain-
ment area and carefully removing the polyethylene covering by folding the plastic
upon itself to trap all dust. After the polyethylene covering is removed the abatement
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area shall be HEPA vacuumed and then washed with TSP detergent. Then for fina
clean-up the abatement area shall be HEPA vacuumed, washed with TSP detergent,
and HEPA vacuumed again. To give airborne lead time to settle, the fina cleanup
should be scheduled to start no sooner than twenty-four (24) hours after active
abatement has ceased. Fina clearance testing should be performed using lead in
dust testing and XRF, GFAAS, AAS or ICP-AES &fter the final clean-up has been
performed but before the removal of the polyethylene sheeting material that isolates
the abatement area from the rest of the dwelling and seals off the ventilation.

(5) Wastedisposal—Disposal of lead abatement waste and soil must bein compli-
ance with local, state, and federal regulations including sections 22a-209-1, 22a-
209-8 (c), 22a-449 (¢)-11, and 22a-449 (c)-100 through 22a-449 (c)-110 of the
regulations of Connecticut State Agencies.

(d) Soil Areas—Soil areas shall be abated when necessary in a site specific
manner asdetailed in thelead abatement plan and in accordance with the Connecticut
Department of Environmental Protection regulations as noted in section 19a-111-4
(c) (5) of the regulations of Connecticut State Agencies.

(e) Occupancy—~Prior to reoccupancy of the abatement area the lead inspector
shall ensure through reinspection that the lead abatement plan has been followed
and that the following criteria are met.

(1) Every building component upon which removal of lead based surfaces has
been performed will betested using XRF, AAS, GFAAS, or ICP-AES technologies.
Successful abatement of these components consists of either meeting the X RF testing
criteriadefined in 19a-111-3 (a) (1) through 19a-111-3 (a) (3) or by AAS, GFAAS,
or ICP-AES analysis of every component abated and determination of a level of
lead less than toxic.

(2) Samples of dust shall be collected at the following locations in each room or
area where lead-based paint has been abated. Additionally, if only a portion of a
dwelling unit has been abated, a sample shall be collected from the floor outside
the containment within ten (10) feet of the entrance to the abatement area upon
completion of abatement activities. Any samples collected under this section shall
have lead in dust levels that are below the following clearance criteria for reoccu-
pancy to be allowed:

(A) floors — 40 mg/sg. ft. (micrograms per square foot);

(B) window sills — 250 mg/sg. ft.;

(C) window wells — 400 mg/sq. ft.

(3) When abatement methods of replacement or encapsulation are used in a
limited area and very little dust is expected to be generated then clearance dust
monitoring may be less than specified in section 19a-111-4 (e) (2) if the aternative
dust monitoring is specified in the lead abatement plan.

(f) Letter of Compliance—After lead abatement has been completed in adwelling
unit according to the lead abatement plan and dust levels have been found to bein
compliance with section 19a-111-4 (e) (2) of the regulations of Connecticut State
Agenciesthe lead inspector shall issue aletter of compliance within five (5) working
days for that dwelling unit stating that the lead inspector has found the dwelling
unit free of lead hazards. If intact lead-based surfaces remain then the letter of
compliance must state that the lead management plan must be followed to assure
compliance with sections 19a-111-1 through 19a-111-11 of the regulations of Con-
necticut State Agencies.

(Effective September 29, 1992; amended September 30, 2003)
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Sec. 19a-111-5. Time periods for compliance

Thelocal director of health shall ensure that |ead abatement projects be completed
in a timely fashion according to the time frames specified in the lead abatement
plan and according to the following schedule. However, the local director of health
may shorten this time table when he/she deems it necessary for prevention of an
imminent health hazard.

(@) Child with an elevated blood lead level—In a dwelling unit in which a
child resides, and has an elevated blood lead level, the owner shall submit awritten
lead abatement plan to the local director of health within fifteen (15) working days
of notification of inspection results. When a property is over 50 years old and is
being reviewed for historic status by the Connecticut Historical Commission as
required in section 19a-111-3 (g) of the regulations of Connecticut State Agencies,
then the owner shall submit a written lead abatement plan to the local director of
health within five (5) working days after notification and guidance from the Connecti-
cut Historical Commission is received. The local director of health shall review the
plan for completeness and compliance with sections 19a-111-1 through 191-111-
11 of the regulations of Connecticut State Agencies. If the plan is found to be
incomplete, the local director of health shall notify the owner in writing within ten
(10) working days of receipt of the plan of the reasonswhy the plan was not complete
and establish a time table for compliance. The owner shal initiate abatement of
toxic levels of lead within forty-five (45) working days of notification of inspection
results and diligently pursue such abatement.

(b) Other dwellings—In a dwelling in which a child resides, but does not have
an elevated blood lead level, the owner shall initiate abatement of all toxic levels
of lead in defective condition within ninety (90) working days of notification of
the inspection results and diligently pursue such abatement. The owner shall submit
a written lead abatement plan to the local director of health within twenty (20)
working days of initia identification of alead hazard. The local director of health
shall review the plan for completeness and compliance with sections 19a-111-1
through 191-111-11 of the regulations of Connecticut State Agencies. If the plan
is found to be incomplete, the director of health shall notify the owner in writing
within fifteen (15) working days of the reasons why the plan was not approved and
establish a time table for compliance.

(Effective September 29, 1992)

Sec. 19a-111-6. Worker protection

(@) Health monitoring—The employer shall provide medical examination and
monitoring for lead abatement workers.

(1) Information to physicians—The employer shall instruct any examining physi-
cian to:

(A) not reveal to the employer any findings unrelated to a worker’s occupational
exposure to lead;

(B) advisetheworker of any medical condition, occupational or nonoccupational,
which dictates further medical examination or treatment;

(C) provide the worker with a clear warning of the reproductive and other health
hazards of exposure to high levels of lead.

(2) Employment physical—Health monitoring on all lead abatement workers
shall include an employment medical examination by a licensed physician which
shall consist of:

(A) awork and medical history;
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(B) blood pressure measurement;

(C) blood lead level and erythrocyte protoporphyrin level;

(D) complete blood count;

(E) blood urea nitrogen, serum creatinine, routine urinalysis,

(F) other evaluations deemed necessary by the attending physician.

(3) Periodic monitoring—Lead abatement workers shall have blood lead and
erythrocyte protoporphyrin tests monthly for thefirst three (3) months of employment
and every three (3) months thereafter.

(4) Physician’sreport—Withintwo (2) working days after the receipt of amedical
report from the physician the employer shall furnish the applicant with a copy of
a written medical report from the physician which contains:

(A) the physician’s opinion as to whether the applicant has any detected medical
condition which would place the applicant at increased health risk;

(B) any recommended special protective measuresto be provided to the applicant,
or limitations to be placed upon the applicant’s exposure to lead;

(C) any recommended limitation upon the applicant’s use of respirators.

(b) Management of lead poisoned workers

(1) At blood lead level 25-50 ug/dl the following procedures shall apply.

(A) The attending physician shall report the elevated blood lead level to the
individual and to the Department.

(B) Theattending physician shall determineif there are symptoms of lead poison-
ing. If symptoms exist then the provisions of subdivision 19a-111-6 (b) (2) of
regulations of Connecticut State Agencies shall be followed.

(C) The attending physician shall contact the affected individual and arrange for
repeat blood lead level and erythrocyte protoporphyrin measurement within one (1)
month and repeat blood lead level and erythrocyte protoporphyrin measurement
until the blood lead level drops below 25 ug/dl.

(D) The attending physician shall notify the employer of the affected individual
that this worker has an elevated blood lead level.

(2) In addition to the procedures in subdivision (1) of this subsection, at a blood
lead level of greater than 50 ug/dl the following procedures shall also apply.

(A) Theattending physician shall arrangefor blood |ead and erythrocyte protopor-
phyrin testing every month until the blood lead level drops below 25 ug/dl.

(B) Until the worker’s blood lead is less than 50 ug/dl and exhibits no symptoms
of lead poisoning, the worker shall be removed from work. The worker may not
return to work until a recommendation to start work from the attending physician
is received by the worker with a written copy sent to the Department.

(c) Employer responsibility

The employer is responsible for any costs incurred as a result of the health
monitoring system.

(d) Personal protective equipment and precautions

(1) Theemployer shall ensurethat all lead abatement workers wear work clothing
and protective equipment during the lead abatement procedure. Such clothing shall
include but not necessarily be limited to:

(A) when caustic paste is not used as a deleading agent—

(i) coverdls or similar full body covering,

(ii) shoe covers,

(iii) gloves,

(iv) hats,

(v) face shields, vented goggles or other eye protection equipment;
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(B) or, when caustic paste is used as a deleading agent—

(i) full-body overalls impervious to caustic substances,

(ii) gloves impervious to caustic substances,

(iii) glove extenders,

(iv) face shield when workers are applying or removing any caustic substance
at or above face level,

(v) appropriate boot or shoe covers;

(C) respirators approved by the National Institute of Occupational Safety and
Health (NIOSH) and the U.S. Department of Labor Mine Safety and Health Adminis-
tration (MSHA) selected according to the type of abatement process as listed below
(or, air monitoring may be used according to OSHA lead standard (29 CFR
1910.1025) to demonstrate which form of respiratory protection is appropriate)—

(i) for use while vacuum sanding with HEPA filter, scraping and with heat
guns—powered air-purifying respirator with high efficiency filters, or the half mask
supplied-air respirator operated in the positive-pressure mode;

(ii) for use with caustic materials or during abatement involving replacement—
half-mask, air-purifying respirator equipped with high efficiency filters;

(iii) for use with a chemical preparation (for example, a solvent) in conjunction
with a mechanical or powered technique—an additional cartridge, appropriate to
the exposure, unless a supplied-air respirator is used. Any additional cartridge
must meet the requirements of the OSHA/MSHA certification for contaminants
appropriate to the exposure.

(2) The employer shall:

(A) maintain records on health monitoring tests required on workers for two
(2) years;

(B) provide protective clothing in a clean and dry condition daily;

(C) provide for the cleaning, laundering or disposal of protective clothing or
equipment;

(D) repair or replace protective equipment as necessary to maintain its effec-
tiveness;

(E) ensurethat all protective clothing is removed only in designated change areas
at the completion of a work shift;

(F) ensurethat contaminated protective clothing which isto be cleaned, laundered
or disposed of, is placed in a closed container located in the designated change area
which prevents dispersion of lead outside the container;

(G) inform, in writing, any person who cleans or launders protective clothing
and equipment of the potentially harmful effects of exposure to lead;

(H) ensure that the containers of contaminated protective clothing and equipment
required by these regulations are labeled as follows: CAUTION CLOTHING CON-
TAMINATED WITH LEAD. DO NOT REMOVE DUST BY BLOWING OR
SHAKING. DISPOSE OF LEAD CONTAMINATED WASH WATER IN
ACCORDANCEWITH APPLICABLELOCAL, STATE, AND FEDERAL REGU-
LATIONS;

(I) prohibit the removal of lead from protective clothing or equipment by blowing,
shaking or any other means which disperses lead into the air.

(e) Hygiene facilities and practices—The employer shall ensure that:

(1) food or beverage is not present or consumed, smoking or chewing of tobacco
is not allowed, and cosmetics are not applied in the lead abatement areas;

(2) designated change areas are equipped with separate storage facilities for
equipment and protective clothing and for street clothes to prevent contamination
with lead;
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(3) plastic with a minimum thickness of 6 mils shall cover the walls and floor;

(4) no person shall exit the changing area to enter the work area unless they
are equipped in conformance with subsection 19a-111-6 (d) of the regulations of
Connecticut State Agencies,

(5) no contaminated person shall exit this area unless such person has removed
their protective clothing, gloves, boot or shoe covers, and respirator;

(6) nor will aperson in any other way cause lead contamination to enter the non-
work areg;

(7) employees do not leave the job site wearing any clothing or equipment, worn
during the work shift, that may be contaminated with lead;

(8) employeesin lead abatement areas wash their hands prior to eating, drinking,
smoking or applying cosmetics.

(Effective September 29, 1992)

Sec. 19a-111-7. Absence of non-workers during abatement

() Residents—Residents shall not occupy a room or work area where on-site
lead paint abatement is occurring. The lead work areas where lead abatement is
occurring must be sealed from the remainder of the dwelling according to section
19a-111-4 of the regulations of Connecticut State Agencies.

(b) Work area—No person shall enter or remain in a work area at any time
during a lead abatement project which involves the on-site removal of lead paint,
except for the lead abatement contractor and lead abatement workers, federal, state,
and local enforcement officials and their designees, lead inspectors, and the property
owner or the owner’s designee.

(1) Personsnot listed above may enter the work area only after the lead inspector
determines that the lead abatement project has been completed in accordance with
sections 19a-111-1 through 19a-111-11 of the regulations of Connecticut State
Agencies.

(2) All persons present in a work area during a lead abatement project which
involves the removal of lead paint shall wear protective equipment as listed in
section 19a-111-6 (d) of regulations of Connecticut State Agencies.

(3) At al times when alead abatement project is being conducted in a common
area of a dwelling occupied by two (2) or more dwelling units:

(A) residentsshall usealternative entrancesand exitswhich do not require passage
through the abatement area, if any such entrance and exit exists;

(B) thelead abatement contractor and lead abatement workers shall use all reason-
able efforts to create an uncontaminated passage for al dwelling residents;

(C) in the event that the passage in a building can be reached only through the
abatement area, abatement in common areas shall be conducted between the hours
of 9 A.M. to 3 P.M. only, and the abatement area shall be thoroughly cleaned with
a HEPA vacuum at the end of each working day;

(D) all building unit and fire code requirements for access to a dwelling must
be maintained for occupied dwellings. If containment required for lead abatement

blocks access, then affected dwelling units must be vacated during blockage.
(Effective September 29, 1992)

Sec. 19a-111-8. Reports to the commissioner

In addition to notification of inspection reports required under subsection 19a-
111-3 (d) of regulations of Connecticut State Agencies, local code enforcement
agencies shall submit a report to the commissioner, on a form prescribed by the
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commissioner by the 15th day of January, April, July, and October for the previous
quarter signed by the head of such agency. This report shall list:

(a) the medical status of all lead poisoned children,

(b) al uncorrected violations at the end of the previous quarter,

(c) all violations corrected during the previous quarter, and

(d) what legal action has been taken regarding each uncorrected violation.
(Effective September 29, 1992)

Secs. 19a-111-9—19a-111-10.
Repealed, November 29, 1995.

Sec. 19a-111-11. Severability

If any provision of Sections 19a-111-1 through 19a-111-11 inclusive of the
regulations of Connecticut State Agencies shall be held inconsistent with federal
laws or the laws of the State of Connecticut, that inconsistency shall not affect the
remaining provisions.

(Effective September 29, 1992)
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Requiring Lifeguards to be Certified in
Cardiopulmonary Resuscitation

Sec. 19a-113a-1. Requirement for lifeguards to be certified in cardiopulmo-
nary resuscitation

(a) Definitions. As used in this section:

(1) “*Certified”’ means currently recognized as a trained practitioner of a skill.

(2) *‘Employed’’ meansused in acapacity of responsibility, whether for financial
remuneration or as a volunteer.

() ‘‘Face mask or shield’”” means a device constructed so asto prevent the return
flow of air from a victim to the rescuer.

(4) *‘Lifeguard’’ means the person employed at the waterfront who has responsi-
bility for the safety and well-being of persons at a pool, beach, or other swim-
ming facility.

(b) Personswho are employed as lifeguards shall be certified in cardiopulmonary
resuscitation by the American Heart Association or the American Red Cross.

(c) Cardiopulmonary resuscitation certification—for purposes of this section
cardiopulmonary resuscitation certification shall include at least the following com-
ponents:

(1) Methods for clearing the obstructed airway.

(2) One rescuer adult cardiopulmonary resuscitation.

(3) Two rescuer adult cardiopulmonary resuscitation.

(4) Infant small child cardiopulmonary resuscitation.

(d) Each facility employing lifeguards shall provide infant, child, and adult face
masks or shields and shall provide appropriate receptacles or holders in proximity

to the lifeguard duty stations.
(Effective March 7, 1989)
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Medical Test Units

Secs. 19a-115-1—19a-115-6.
Repealed, October 7, 2008.
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Regulations on Abortions

Sec. 19a-116-1. Abortion services in outpatient clinics

Outpatient clinics which offer abortion services shall comply with sections 19-
13-D45 through 19-13-D54 of the Regulations of Connecticut State Agencies and
in addition thereto, shall comply with the following provisions:

(a) Facilities, equipment and care shall be consistent with the national standards
of the American College of Obstetrics and Gynecology.

(b) Any women seeking an abortion shall be given:

(2) Verification of the diagnosisand duration of pregnancy, including preoperative
history and physical examination;

(2) Information and an explanation of the procedure to be followed in accordance
with subsection (c) of this section;

(3) Counseling about her decision;

(4) Laboratory tests, including blood grouping and Rh factor;

(5) Preventive therapy if at risk for Rh sensitization;

(6) Examination of tissue by a pathologist;

(7) Consultation as to the need for follow-up care;

(8) Information on family planning;

(9) A written discharge summary which indicates the patient’ s status and discharge
plan, signed by both the patient and a licensed or certified health care provider, a
copy of which shall be given to the patient and a copy shall be retained as part of
the medical record; and

(20) Information regarding access to her medical record, which shall include a
statement of patient confidentiality and the requirement for written consent for
release of information to persons not otherwise authorized by law to accesstherecord.

(c) Informed consent. Prior to performing an abortion, a counselor shall obtain
informed consent from the woman seeking to have the abortion. Informed consent
shall exist only when a consent form is completed voluntarily and in accordance
with the following provisions:

(1) An individual who obtains informed consent from a woman for an abortion
procedure shall:

(A) Offer to answer any questions the patient may have concerning the procedure;

(B) Provide a copy of the informed consent form to the patient as described in
subdivision (2) of this subsection;

(C) Provide all of the following information orally to the patient:

(i) A thorough explanation of the procedures to be performed; and

(if) A full description of the discomforts and risks that may accompany or follow
the performance of the procedure; and

(D) Assure the patient that an interpreter is provided to assist the patient if she
does not understand the language used on the consent form or the language used
by the counselor obtaining consent.

(2) Consent form requirements

(A) A consent form shall clearly spell out in language the patient can understand
the nature and consequences of the procedure which shall be used.

(B) The consent form shall be signed and dated by:

(i) the patient;

(ii) the interpreter, if one is provided;

(iii) the counselor who obtains the consent; and

(iv) the physician who will perform the procedure.
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(d) staff qualifications

(1) All counselors in an abortion clinic shall have background preparation in
social work, psychology, counseling, nursing, or ministry. Such preparation shall
have been obtained in formal course work or through in-service staff training.

(2) Those counselors who do not have a graduate degree in any of the above
mentioned fields shall be supervised by a person with such a graduate degree. Such
supervision shall consist of the direction, inspection, and on-site observation of the
activities of the counselors in performance of their duties.

(e) Quality assurance and risk management. All abortion clinics shall imple-
ment a written quality assurance and risk management program which shall include
but not necessarily be limited to the following components:

(1) annua program objectives and evaluation;

(2) quarterly clinical record review;

(3) annua documentation of clinical competence of professiona staff; and

(4) annual outcome audits.

(f) Emergency preparedness. Each clinic shall formulate and implement when
necessary a plan for the safety of the patients in the event of fire, natural and other
disasters, and bomb threat.

(1) Fire. A written plan shall include but not necessarily be limited to:

(A) posted fire evacuation plansin prominent areas showing two evacuation routes,

(B) fire drills conducted at unexpected times, at least quarterly on each shift;

(C) awritten record of each firedrill including date, time, personnel in attendance
and evaluation;

(D) tasks and responsibilities assigned to all personnel; and,

(E) an annual review and acceptance of the plan by the local fire marshal.

(2) Natural and other disasters. A written plan shall include but not necessarily
be limited to:

(A) policies for internal and external disasters;

(B) natification of designated persons;

(C) orderly patient removal and relocation if required;

(D) accountability of patients and staff during evacuation; and

(E) petient notification in the event of an interruption in services.

(3) Bomb threat. A written plan shall include but not necessarily be limited to:

(A) collection of al information from the caller by the recipient of the call;

(B) natification of emergency and administrative personnel;

(C) total communication and coordination between emergency and facility per-
sonnel;

(D) responsihilities of all staff during bomb threat;

(E) orderly patient removal and relocation if required; and

(f) accountability of patients and staff during evacuation.

(Effective August 1, 1983; amended December 30, 1996)
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Allocation of AIDS Funds

Sec. 19a-121b-1. Funding

Funds are allocated to qualifying individuals and organizations, including local
health departments, that serve persons infected with and affected by human immuno-
deficiency virus (HIV) or acquired immune deficiency syndrome (‘‘AIDS’’), the
families of such persons and persons at risk of contracting HIV or AIDS, or both.
Services provided shall include, but not be limited to, education, counseling, and pre-
vention.

(Effective May 2, 1988; amended December 8, 2008)

Sec. 19a-121b-2. HIV testing

Any agency that receives funds to provide tests for HIV shall give priority to
persons in high risk categories.

(Effective May 2, 1988; amended December 8, 2008)
Sec. 19a-121b-3. Commissioner’s requests for proposals

The Commissioner may issue requests for proposals to qualifying individuals
and organizations.

(Effective May 2, 1988; amended December 8, 2008)
Secs. 19a-121b-4—19a-121b-6.

Repealed, December 8, 2008.

Sec. 19a-121b-7.
Amended and renumbered as section 19a-121b-3, December 8, 2008.
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Adverse Event Reporting for Hospitals and
Outpatient Surgical Facilities

Sec. 19a-127n-1. Definitions

As used in section 19a-127n-1 to section 19a-127n-2, inclusive of the Regulations
of the Connecticut State Agencies:

(1) ““‘Adverse event’” means ‘‘adverse event’’ as defined in section 19a-127n of
the Connecticut General Statutes;

(2) ““Commissioner’’ means the commissioner of the Department of Public Health;

(3) ““Corrective action plan’’ means ‘corrective action plan’’ as defined in section
19a-127n of the Connecticut General Statutes;

(4) “‘Department’” means the Department of Public Health;

(5) “‘Disability’’ means a physical or mental impairment that substantially limits
one or more of the major life activities of an individual;

(6) ‘“‘Emergent report’’ means the report of an unexpected situation or sudden
occurrence of a serious and urgent nature which requires immediate remedial action
on the part of the facility to protect the health and safety of its patient population,
or an event which is unusually serious in nature and has resulted in a patient’s death
or injury. Emergent reports shall include but are not limited to: abduction of a
patient of any age, sexual assault on a patient, patient death associated with the use
of restraints and all fires;

(7) “‘Facility’’ means any hospital or outpatient surgical facility licensed pursuant
to section 19a-490 of the Connecticut General Statutes;

(8) “‘Immediate plan of action’” means immediate actions taken by the facility
to reduce the risk of a similar event occurring until the long-term preventive strategies
can be determined and implemented;

(9) ““Off campus satellite sites’” means health care and service delivery sites that
would require a separate institutional license in accordance with Connecticut General
Statutes section 19a-490 but for the fact that these entities are incorporated within
the hospital’s single license; and

(10) “‘Serious’” means an event that results in death or loss of a body part,
disability or loss of bodily function lasting more than seven days or still present at

the time of discharge from an inpatient facility.
(Adopted effective October 29, 2007)

Sec. 19a-127n-2. Procedures for adverse event reporting

(a) All adverse events shall be documented by the facility and submitted to the
department. All documentation of adverse events shall be maintained at the facility
for not less than three (3) years.

(b) All adverse events identified in the National Quality Forum’s list of serious
events, as amended, and those on the list compiled by the department, as amended,
shall be reported by the facility on the adverse event reporting form prescribed by
the Commissioner.

(c) Reports: A hospital or outpatient surgical facility shall report an adverse event
to the department as follows:

(1) An adverse event deemed to be emergent by the facility shall be reported
immediately by telephone and confirmed by written report not later than seven (7)
days after the occurrence of said event; and

(2) An adverse event not deemed to be emergent by the facility shall be submitted
in writing not later than seven (7) days after the occurrence of the event.

(d) Emergent adverse event telephone notification shall include the following:



Sec. 19a-127n page 4 (2-11)
§ 19a-127n-2 Department of Public Health

(1) Date and time of occurrence;

(2) Name and phone number of the facility’s contact person;

(3) Name and address of the hospital or outpatient surgical facility;

(4) The number assigned to the adverse event report; and

(5) A brief description of the emergent adverse event.

(e) Each written adverse event report shall contain the following information:

(1) Demographic data for all facilities

(A) Facility information: type of facility, facility name and address, license num-
ber, reporter’s name, contact person’s name and telephone number; and

(B) Patient information: medical record number, age, sex, date of admission,
patient’s billing number, date and time of event, date and time event first known,
date of patient death, if applicable, and patient admission diagnosis;

(2) Demographic data for hospitals only

(A) Inpatient: hospital based, off campus satellite site-name and address; or

(B) Outpatient: hospital based, off campus satellite site-name and address; and

(C) Location of occurrence within the site;

(3) Notifications: Indicate whether notification of the event was provided to the
patient or to any other entity listed in the adverse event reporting form;

(4) Description of event from list of required reportable adverse events;

(5) Facts of event and patient condition; and

(6) Immediate plan of action, which shall include the immediate care provided
to the patient as well as the immediate actions taken by the facility to reduce the
risk of a similar event occurring until the long-term preventive strategies can be
determined and implemented.

(f) A corrective action plan shall be submitted to the department not later than
thirty (30) days after the occurrence of the adverse event.

(g) Each corrective action plan shall include the following information:

(1) Facility name;

(2) Report number;

(3) Patient billing number;

(4) Date plan submitted;

(5) Event being addressed;

(6) Findings of facility investigation;

(7) Corrective action plan: Following the facility investigation, each corrective
action plan shall address a prospective plan to reduce the risk of the occurrence of
a similar adverse event and shall include but not be limited to the following infor-
mation:

(A) How other patients having the potential to be affected by a similar event will
be identified;

(B) Identification of long term strategies to be implemented to prevent subse-
quent occurrences;

(C) Mechanisms for monitoring the implementation of the components of the
corrective action plan;

(D) Root cause analysis determination;

(E) Timeline for implementation of the corrective action plan;

(F) Completion date for the corrective action plan;

(G) Identification of the staff member, by title, who will monitor the implementa-
tion of the corrective action plan;

(H) Name of person submitting the corrective action plan; and

(D) Date the corrective action plan was signed.
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(h) Numbering: Each adverse event report shall be identified on each page with
a number as follows:

(1) The number appearing in the facility license;

(2) The last two digits of the year; and

(3) The sequential number assigned to the report for the calendar year.

(i) The department’s list of reportable adverse events includes:

(1) Perforations during open, laparoscopic and/or endoscopic procedures resulting
in death or serious disability;

(2) Obstetrical events resulting in death or serious disability to the neonate;

(3) Significant medication reactions resulting in death or serious disability;

(4) Laboratory or radiologic test results not reported to the treating practitioner
or reported incorrectly which result in death or serious disability due to incorrect
or missed diagnosis in the emergency department; and

(5) Nosocomial infections defined as reportable sentinel events by the Joint

Commission on Accreditation of Healthcare Organizations.
(Adopted effective October 29, 2007; amended December 4, 2009)
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Description of Organization

Sec. 19a-160-1.
Transferred to § 19a-643-1, February 26, 1999.

Sec. 19a-160-2.
Transferred to § 19a-643-2, February 26, 1999.

Sec. 19a-160-3.
Transferred to § 19a-643-3, February 26, 1999.

Sec. 19a-160-4.
Transferred to § 19a-643-4, February 26, 1999.

Secs. 19a-160-5—19a-160-10.
Transferred to 88 19a-643-5—19a-643-7, February 26, 1999.

RULES OF PRACTICE
ARTICLE 1
GENERAL PROVISIONS
Part 1
Scope and Construction of Rules

Sec. 19a-160-11.
Transferred to § 19a-643-8, February 26, 1999.

Sec. 19a-160-12.
Transferred to § 19a-643-10, February 26, 1999.

Sec. 19a-160-13.
Transferred to § 19a-643-16, February 26, 1999.

Sec. 19a-160-14.
Transferred to § 19a-643-17, February 26, 1999.

Sec. 19a-160-15.
Transferred to § 19a-643-18, February 26, 1999.

Sec. 19a-160-16.
Transferred to § 19a-643-19, February 26, 1999.

Sec. 19a-160-17.
Transferred to § 19a-643-20, February 26, 1999.

Sec. 19a-160-18.
Transferred to 8 19a-643-21, February 26, 1999.

Sec. 19a-160-19.
Transferred to § 19a-643-22, February 26, 1999.

Sec. 19a-160-20.
Transferred to § 19a-643-23, February 26, 1999.
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Sec. 19a-160-21.
Transferred to § 19a-643-9, February 26, 1999.

Sec. 19a-160-22.
Repealed, April 20, 1990.

Part 2
Formal Requirements

Sec. 19a-160-23.
Repealed, April 20, 1990.

Sec. 19a-160-24.
Transferred to 8 19a-643-29, February 26, 1999.

Sec. 19a-160-25.
Transferred to § 19a-643-30, February 26, 1999.

Sec. 19a-160-26.
Transferred to 8 19a-643-31, February 26, 1999.

Sec. 19a-160-27.
Transferred to § 19a-643-32, February 26, 1999.

Sec. 19a-160-28.
Transferred to § 19a-643-33, February 26, 1999.

ARTICLE 2
CONTESTED CASES
Part 1
Parties, Intervention and Participation

Sec. 19a-160-29.
Transferred to § 19a-643-36, February 26, 1999.

Sec. 19a-160-30.
Transferred to § 19a-643-37, February 26, 1999.

Sec. 19a-160-31.
Transferred to § 19a-643-38, February 26, 1999.

Sec. 19a-160-32.
Transferred to § 19a-643-39, February 26, 1999.

Sec. 19a-160-33.
Transferred to § 19a-643-40, February 26, 1999.

Sec. 19a-160-34.
Repealed, April 20, 1990.
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Sec. 19a-160-35.
Transferred to 8 19a-643-41, February 26, 1999.

Part 2
Hearing, General Provisions

Sec. 19a-160-36.
Transferred to § 19a-643-44, February 26, 1999.

Sec. 19a-160-36a.
Transferred to § 19a-643-45, February 26, 1999.

Sec. 19a-160-37.
Transferred to § 19a-643-46, February 26, 1999.

Sec. 19a-160-38.
Transferred to § 19a-643-47, February 26, 1999.

Sec. 19a-160-39.
Transferred to § 19a-643-48, February 26, 1999.

Part 3
Hearings, Procedure

Sec. 19a-160-40.
Transferred to § 19a-643-51, February 26, 1999.

Sec. 19a-160-41.
Transferred to § 19a-643-52, February 26, 1999.

Sec. 19a-160-42.
Transferred to § 19a-643-53, February 26, 1999.

Sec. 19a-160-43.
Transferred to 8 19a-643-54, February 26, 1999.

Sec. 19a-160-43a.
Transferred to § 19a-643-55, February 26, 1999.

Sec. 19a-160-43b.
Transferred to § 19a-643-56, February 26, 1999.

Sec. 19a-160-43c.
Transferred to § 19a-643-57, February 26, 1999.

Sec. 19a-160-43d.
Transferred to 8 19a-643-58, February 26, 1999.

Sec. 19a-160-43e.
Transferred to § 19a-643-59, February 26, 1999.

Sec. 19a-160-43f.
Transferred to § 19a-643-60, February 26, 1999.
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Sec. 19a-160-43g.
Transferred to § 19a-643-61, February 26, 1999.

Part 4
Hearings, Decision
Sec. 19a-160-44.
Transferred to § 19a-643-64, February 26, 1999.

Sec. 19a-160-45.
Transferred to 8 19a-643-65, February 26, 1999.

Sec. 19a-160-46.
Transferred to § 19a-643-66, February 26, 1999.

ARTICLE 3
PETITIONS AND APPLICATIONS
Part 1
Petitions and Applications, General Provisions

Sec. 19a-160-47.
Transferred to § 19a-643-69, February 26, 1999.

Sec. 19a-160-48.
Transferred to § 19a-643-11, February 26, 1999.

Sec. 19a-160-49.
Transferred to § 19a-643-70, February 26, 1999.

Sec. 19a-160-50.
Transferred to § 19a-643-71, February 26, 1999.

Sec. 19a-160-51.
Transferred to § 19a-643-72, February 26, 1999.

Sec. 19a-160-52.
Transferred to § 19a-643-73, February 26, 1999.

Sec. 19a-160-53.
Transferred to § 19a-643-74, February 26, 1999.

Sec. 19a-160-53a.
Transferred to § 19a-643-24, February 26, 1999.

PETITIONS AND APPLICATIONS, SPECIAL PROVISION
Part 2
Rate Regulation and Budget Review

Sec. 19a-160-54.
Transferred to § 19a-643-102, February 26, 1999.
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Sec. 19a-160-55.

Transferred to § 19a-643-103, February 26, 1999.

Sec. 19a-160-56.

Transferred to § 19a-643-104, February 26, 1999.

Sec. 19a-160-57.

Transferred to § 19a-643-105, February 26, 1999.

Sec. 19a-160-58.

Transferred to § 19a-643-106, February 26, 1999.

Sec. 19a-160-59.

Transferred to 8 19a-643-109, February 26, 1999.

Sec. 19a-160-60.

Transferred to § 19a-643-107, February 26, 1999.

Sec. 19a-160-61.

Transferred to § 19a-643-108, February 26, 1999.

Sec. 19a-160-62.
Transferred to § 19a-643-87, February 26, 1999.

Sec. 19a-160-63.

Transferred to § 19a-643-110, February 26, 1999.

ARTICLE 3

PETITIONS AND APPLICATIONS, SPECIAL PROVISIONS

Part 3

Review of Capital Expenditure, Additional Function or
Additional Service Proposals

Sec. 19a-160-64.
Transferred to § 19a-643-78, February 26, 1999.

Sec. 19a-160-64a.
Transferred to § 19a-643-79, February 26, 1999.

Sec. 19a-160-65.
Transferred to § 19a-643-80, February 26, 1999.

Sec. 19a-160-65a.
Transferred to § 19a-643-81, February 26, 1999.

Sec. 19a-160-65b.
Transferred to § 19a-643-82, February 26, 1999.

Sec. 19a-160-66.
Transferred to § 19a-643-83, February 26, 1999.
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Sec. 19a-160-67.
Transferred to § 19a-643-84, February 26, 1999.

Sec. 19a-160-68.
Transferred to 8 19a-643-85, February 26, 1999.

Sec. 19a-160-69.
Transferred to § 19a-643-86, February 26, 1999.

Sec. 19a-160-70.
Repealed, December 17, 1984.

Part 4

Certificate of Need Review of Coordination Assessment and
Monitoring Agency Proposals
Secs. 19a-160-71—19a-160-78.
Repealed, February 26, 1999.

Sec. 19a-160-79.
Transferred to § 19a-643-75, February 26, 1999.

Sec. 19a-160-80.
Repealed, February 26, 1999.

Rates to be Charged by Home Health Care, and
Homemaker Home Health Aide Agencies

Secs. 19a-160-81—19a-160-87.
Repealed, February 26, 1999.

Establishment of an Expedited Hearing Process for the
Review of Certain Capital Expenditures

Sec. 19a-160-88.
Transferred to § 19a-643-94, February 26, 1999.

Sec. 19a-160-89.
Transferred to 8 19a-643-95, February 26, 1999.

Sec. 19a-160-90.
Transferred to § 19a-643-96, February 26, 1999.

Sec. 19a-160-91.
Transferred to § 19a-643-97, February 26, 1999.

Sec. 19a-160-92.
Transferred to § 19a-643-98, February 26, 1999.

Sec. 19a-160-93.
Transferred to § 19a-643-99, February 26, 1999.
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Secs. 19a-160-94—19a-160-99.
Transferred to § 19a-643-111—19a-643-115, February 26, 1999.

Budget Review Regulations for Short-Term Acute Care Hospitals
Not Exempt from Annual Budget Review

Sec. 19a-160-100. General purpose

Sections 19a-160-100 to 19a-160-118, inclusive apply to the commission’ sreview
of operating and capital expenditure budgets of short-term acute care hospitals under
section 19a-156, General Statutes which are not exempt from annual budget review
pursuant to section 19a-157, General Statutes.

The purpose of sections 19a-160-100 to 19a-160-118 inclusive is to provide the
hospital industry, the public, and other interested parties with descriptive statements
of the procedures that the Connecticut commission on hospitals and health care (the
commission) will employ in its review and approval of hospital budgets.

The regulations establish and equitably apply presumptively reasonable tests of
the financial reguirements for each hospital which will be sufficiently informative
to permit hospitals to identify in their budgetary processes items which might not
be considered presumptively reasonable so that they may be reviewed in greater
depth internally by the hospital prior to budget submission. If, after such areview,
ahospital nonethelessbelievesthat unusual circumstancesexist, it should be prepared
to submit additional explanatory material.

The commission recogni zesthat much of the dataused to determine reasonabl eness
will not be available at the time that budgets are submitted owing to the fact that
they are developed from material included in the budget submissions. The commis-
sion will endeavor to quantify and promulgate the data as soon as possible after
the receipt of the budgets.

Nothing in sections 19a-160-100 to 19a-160-118, inclusive should be interpreted
as preventing the commission from reviewing any financial requirement in carrying
out its mandate under Connecticut laws.

Unless otherwise specified in these regulations, all financial and statistical data
submitted to the commission in compliance with these regulations must be prepared
in accordance with the following principles:

(a) Consistency: Consistency refers to continued uniformity during a period and
from one period to another in methods of accounting, mainly, but not only, in
valuation bases and methods of accrual. Any change in accounting procedure which
results in lack of consistency and which is material in nature, must be brought to
the attention of the commission by way of a cover letter which will accompany the
hospital’s budget submission and shall include both a description and analysis of
the impact such accounting procedure change has on the data submitted. A changeis
material if it warrantsidentificationin the audited financial statements of the hospital.

(b) Depreciation policies: Straight line depreciation must be used in the reporting
of depreciation relating to all assets. The estimated useful life of a depreciable asset
isits normal operating or service life. Useful lives of hospital assets shall be based
on the most recent American Hospital Association useful life guidelines.

(c) Related organization: Auxiliaries, guilds, fund raising groups and other
related organizations frequently assist hospitals. For reporting purposes the finances
of these organizations shall be separated from or combined with reports of the
hospital in accordance with the American Ingtitute of Certified Public Accountants
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1978 exposure draft of aproposed statement of position on modification of reporting
principles relating to hospital related organizations and funds held in trust by others.
(Effective August 23, 1984)

Sec. 19a-160-101. Definitions

(@) The definitions provided by sec. 19a-145, General Statutes and by sec. 19a
160-112 and sec. 19a-160-48 (@) through (f) and (i) through (t), of the regulations
of Connecticut state agencies, shall govern the interpretation and application of
sections 19a-160-100 to 19a-160-118, inclusive.

(b) Except as otherwise required by the context, the following definitions shall
apply to the deliberations of this commission concerning all matters arising under
chapter 368c, as applicable.

(1) Adjusted discharges: Inpatient discharges adjusted to reflect all patient service
volumes, including outpatient volumes.

(2) Adjusted patient days: Inpatient patient days adjusted to reflect al patient
service volumes, including outpatient volumes.

(3) Authorized budget: The operating and capital expenditures fiscal plan
approved by the commission on hospitals and health care.

(4) Authorized budgeted expenses. The net operating budgeted expenses of a
hospital that serve as the basis for the commission patient revenue authorization.

(5) Bad debts: The uncollectable accounts receivable of the hospital relating to
patients from whom reimbursement was expected at the time service was rendered.
Bad debts are distinguished from free care, i.e., care for which the hospital does
not expect to receive full reimbursement at the time it is provided.

(6) Base period: The year prior to the budget year. It is also referred to as the
current year.

(7) Building and building equipment: Roofs, walls, and attachments to buildings
such as wiring, electrical fixtures, plumbing, elevators, heating systems, air condi-
tioning systems, etc. Building equipment is equipment affixed to buildings, not
subject to transfer or movement and is used for general purposes rather than specific
departmental functions.

(8) Board-designated funds: Unrestricted funds available for specific purposes
or projects.

(9) Budget year: Thefiscal period beginning October 1 following the base period.

(10) BY: Budget year.

(11) Capital expenditures: Expendituresfor itemswhich at the time of acquisition
have an estimated useful life of at least three years and a purchase price of at least
$500. Such items shall include, but not be limited to, the following:

(A) Land, buildings, fixed equipment, major movable equipment and any atten-
dant improvements thereto.

(B) The total cost of al studies, surveys, designs, plans, working drawings,
specifications, and other activities essential to acquisition, improvement, expansion
or replacement of the plant or equipment in question when such total cost, in
aggregate, exceeds $100,000.

(C) Leased assets. Purchase price for leased assets shall be the fair market value
at the time of lease.

(D) Maintenance expenditures capitalized in accordance with generally accepted
accounting principles.

(E) Donated Assets. Donations of property and equipment which under generally
accepted accounting principles are capitalized at fair market value at the date of con-
tribution.
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In addition, capital expenditures shall include expenditures of at least $1,200 for
groups of related items with an expected life of more than three years which are
capitalized under generally accepted accounting principles.

(12) Cluster: A group of cost centers.

(13) Contractual allowances: The difference between gross revenue from patients
for services rendered and amounts received (or to be received) from third party
payors. Contractual allowances are to be distinguished from uncollectable accounts
receivable of the hospital, bad debts and free care. For purposes of this definition
any alowed differentials are to be considered contractual allowances.

(14) Cost center: An expense classification which identifiesthe salary, non-salary
and depreciation expenses of a specific department or function. In addition, cost
centers may be established to identify specific categories of expense such asinterest,
malpractice, leases, building and building equipment depreciation.

(15) Current year: The year prior to the budget year. Also referred to as the
base period.

(16) CY: Current year.

(17) Endowment funds: Funds in which a donor has stipulated, as a condition
of his gift, that the principal amount of the fund is to be maintained inviolate and
in perpetuity, and that only income from investments of the fund may be expended,
(See also term endowments).

(18) Expense recoveries. Adjustments made to expenses, based on the income
received due to rebates, refunds, and gifts or grants.

(19) Factor prices: The difference in salary costs experienced by an individual
hospital due to the economic conditions in the geographic area of the hospital
compared to those economic conditions which affect all hospitals in Connecticut.

(20) Financia requirements. The total monetary elements required by a hospital
to implement its authorized operating and capital expenditures budgets.

(21) Fixed expenses. Expenses whose magnitude does not vary with volumes.

(22) Free care: The difference between the amount of expected reimbursement
from charity patients, as defined by hospital board policy, for hospital services
rendered, and the amount of the hospital’s published charges for such services.
Courtesy discounts, contractual allowances, and charges for health care services
provided to employees are not included under the definition of free care.

(23) Funded depreciation reserves. Patient revenues related to depreciation
expense and specifically set aside for the replacement of capital assests.

(24) Funding of depreciation: The assignment of all or aportion of patient revenue
related to depreciation expense to a fund to be held in reserve for the purpose of
providing funds for future replacement of depreciable assets.

(25) Gross revenue from patients: Total patient charges for patient care services.

(25a) Health promotion/disease prevention program: A planned, organized initia-
tive designed to avert illness and support behavior conducive to health through
health education and other interventions.

(26) Inflation factor: The estimated rate of increase or decrease in a hospital’s
expenses due to anticipated economic conditions in the budget year.

(27) Leased asset: See capital expenditure.

(28) Magjor movable equipment: Equipment which usualy has a relatively fixed
location in the building but is capable of being moved and generally has a function
related to a specific cost center.

(29) Non-operating revenue: Unrestricted revenue not directly derived from
patient care, related patient services, or the sale of related goods and services. Non-
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operating revenue is further classified as revenue derived from either philanthropic
or non-philanthropic sources.

(30) Net expense: Gross expenses less expense recoveries which are reported as
credits to expense.

(31) Net patient revenue: Gross revenues from patients less contractual
allowances.

(32) New or additional debt: Increased financial requirements which result from
new or additional borrowing.

(33) New or additional program: Any new service or additiona function which
the hospital is not presently providing.

(34) Operating expense: The expenses necessary to maintain the functions of the
hospital net of any expense recoveries.

(35) Other operating revenues. Revenue from non-patient goods and services.
Such revenue is normal to the operation of a hospital but should be accounted for
separately from patient revenues. Revenue from gifts, grants or subsidies specified
by donor for research, educational or other programs, and, therefore, revenues
restricted by the donor or grantor for operating purposes, are considered other
operating revenue.

(36) Plant replacement and expansion funds: Funds donated for renewal or
replacement of plant.

(37) Presumptively reasonable budget: The operating or capital expenditures
budget of a hospital which meets the criteria set forth in these regulations.

(38) Price change: The increase/decrease in gross revenue from patients attribut-
able to a change in total charges per unit of service. With respect to price changes,
units of service for the following revenue centers shall be:

Adult medical/surgical - Patient days

Intensive care/coronary care - Patient days

Psychiatric inpatient - Patient days

Maternity - Patient days

Newborn - Patient days

Rehahilitation - Patient days

Pediatrics - Patient days

Ambulatory surgery - Visits or man minutes

Home Care - Visits

Outpatient care/clinic services - Visits

Private referred - Visits

Outpatient psychiatric care - Visits

Long-term care - Patient days

Alcohol and drug treatment - Patient days

Other psychiatric services - Patient days

Operating room - Man minutes

Recovery room - Occupancy minutes

Delivery room - Number of deliveries

Diagnostic radiology - RVU'S (Relative Vaue Units)

Physical medicine - Treatment minutes

Respiratory therapy - Treatment hours

Intravenous therapy - Number of 1000 cc equivalent

Pharmacy - Adjusted patient days

Medical & surgical supplies - Adjusted patient days

Emergency room - Visits
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Laboratory - RVU’'S

Anesthesiology - Minutes (saary); or cases (fee)

Radioisotopes - RVU’'S

Radiation therapy - RVU’'S

Speech and hearing - Treatments

ECG - Exams

EEG - Exams

Pulmonary function - RVU’'S

Psychiatric/psychological services - Treatments

Organ retrieval - Number of organs

Renal dialysis - Treatments

Occupational/recreational therapy - Treatments

Routine special services - Patient days

Diagnostic cardiology - RVU’'S

C.T. Scan - RVU'S

A hospital will be allowed to utilize units or individua procedures other than
those specified above, providing the following provisions are met:

(A) Requests for alternate units or individual procedures must be submitted to
the commission 30 days prior to the budget submission;

(B) All requests must include a description of the alternate statistic proposed and
an explanation as to why the proposed statistic is more appropriate.

The commission must respond to requests for use of aternate statistics within
15 days of submission of the request. If the commission agrees on the use of alternate
statistics, the hospital will not be allowed to change the units from one year to the
next unless prior approval to changeis granted by the commission. If the commission
does not agree to the hospital’s request to use an aternate statistic, the commission
shall provide the hospital with its reasons for rejecting the alternate statistic.

(39) Projected actual budget: A hospital’s prediction of the total operating
expenses, revenues, and volumes for the base period.

(40) Proxies. Surrogates of actual hospital expense categories.

(41) Repayment of debt: Retirement of principal indebtedness.

(42) Redtricted funds: Funds restricted by donors for specific purposes. The term
refers to specific purpose and endowment funds.

(42a) Relative value unit (RVU): A precisely specified quantity with an assigned
or calculated numerical weight which reflects the relationship between this quantity
and other quantities of like kind.

(43) Specific purpose funds: Funds restricted externally by adonor, or otherwise,
for a specific purpose or project. Board-designated funds do not constitute specific
purpose funds.

(44) Screens. Financial measurements or statistical ratios developed by the com-
mission to determine presumptively reasonable financial requirements.

(45) Term endowments: Donated funds which by the terms of the gift become
available either for any purpose designated by the governing board or for a specific
purpose designated by the donor upon the happening of an event or upon the passage
of a stated period of time.

(46) Third party payors: A governmental agency or private corporation that is
liableto pay all or apart of the cost of hospitalization or ambulatory service because
of statute or a contractual agreement.

(47) Unrestricted funds: Funds which bear no external restrictions as to use or
purpose; i.e., funds which can be used for any purpose as distinguished from
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funds restricted externally for specific operating purposes, for plant replacement
and expansion, or for endowment.

(48) Variable expenses: Expenses whose magnitude varies with volume.

(49) Volume: The patient days, admissions, out-patient visits, patient revenues,
or other quantitative measures of services rendered by the hospital.

(50) Volume incentive: A positive or negative adjustment pursuant to section
19a-160-104 of these regulations to recognize the hospital’s ability to contain or
reduce health care costs through effective utilization of hospital services.

(51) Working capital: Current assets (excluding funds committed for the retire-
ment of long term debt) minus current liabilities (excluding the current portion of
long term debt). All amounts due to or from other funds are considered as current
assets or current liabilities. (The current portion of long term debt is excluded from
this definition because it is treated separately in reviewing financial requirements).

(Effective December 17, 1984)

Sec. 19a-160-102. Proposed operating and capital expenditures budgets

(a) Scope. The procedures herein set forth for the annual review of operating
and capital expenditures budgets shall govern only non-governmental short-term
acute care hospitals and World War 11 Veterans Memorial Hospital.

(b) Date of filing. Each hospital shall file an original and eight copies of its
proposed operating and capital expenditures budget no later than 90 days prior to
the commencement of the budget year. The budget year shall represent the fiscal
year beginning October 1 and ending the following September 30.

(c) Special componentsfor budget filing. In addition to the requirements identi-
fied in section 19a-160-59 (d), (€), and (f), the applicant’s proposed budget shall
include as special components the following information:

(1) Notwithstanding the provisions of section 19a-160-59 (d) (5), hospitals shall
file current fiscal year operating and capital expenditure data based on a minimum of
twenty-four weeks' actual experience and aremaining period estimate of anticipated
experience for the current year;

(2) A cost finding and allocation report which shows gross revenue from patients
for each revenue producing cost center along with the operating expenses for each
such cost center with a schedule showing the allocation of total costs from the non-
revenue producing cost centers to the revenue producing cost centers. In lieu of the
foregoing, hospitals may submit an estimated cost finding for the budget year based
upon percentages of indirect expenses allocated to revenue producing departments
for the last completed fiscal year.

(3) Comments from the professional standards review organization(s) regarding
the volume of current year and budget year admissions, patient days, outpatient
services (visits) and ancillary services.

(4) Commentsfrom the health systems agenciesregarding the hospital’ s proposed
capital expenditures and compliance with the health system’s plan;

(5) Identification of expenses relating to teaching, research, and community ser-
vice programs as well as the amount of patient revenues realized or requested to
finance such programs;

(6) Statements which address each of the criteria identified in section 19a-153,
G.S., as defined in article 3, section 19a-160-48, not addressed in the above as each
may relate to the hospital’s proposed budget;

(7) Any supplemental information necessary to support the hospital’ s request for

financial requirements not considered presumptively reasonabl e by these regulations.
(Effective August 23, 1984)
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Sec. 19a-160-103. General approach—operating budget

(@ An overal test of reasonableness will be applied to the total net patient
revenue budget of each hospital asdescribed in section 19a-160-104. Where budgeted
revenues satisfy required conditions for such approval, as described in section 19a
160-104, the commission will approve the net patient revenue budget without further
analysis. Such approval will not imply approval of each individual financial require-
ment for the purpose of establishing its reasonableness for subsequent review. Where
budgeted net revenues do not satisfy such reguirements, the commission may modify
the budget of the hospital.

(b) It is not the intent of the commission that the overall test of reasonableness
be considered as a budgetary floor for each hospital in the state. Therefore, should
a hospital not meet the overall test of reasonableness, it will be subject to all the
budget review screens set forth in these regulations. Should the hospital not be able
to satisfy the test of overall reasonableness, the commission may authorize a net
patient revenue budget less than it would have received had it qualified initially for
the overal test of reasonableness.

(c) Hospital budgets which do not meet the overall test of reasonableness will
be subject to the following:

(1) Analysisof the hospital’s expense budget base. The expense budget base will
be determined pursuant to subsection B below unless the hospital’s CY projected
actual expenses are adjusted by applying the unit cost screens described in section
19a-160-105; in such case the expense budget base will be equal to the lower of:

(A) Thehospital’s projected CY actual net operating expenses, less expenses not
considered presumptively reasonable by applying the screens described in section
19a-160-105, or,

(B) The hospital’s net operating expenses which served as the basis for its
authorized budget for the current year (CY) adjusted for:

(i) Presumptively reasonable differences in volumes between those approved in
the CY budget and CY projected actual volumes (as described in section 19a-160-
105) and updated inflation levels (as described in section 19a-160-107 (f)).

(if) The effects of extraordinary items as described in section 19a-160-104.

(2) An analysis of net BY expenses compared with the expense budget base.
This analysis will include, but not be limited to, the following factors:

(A) Volume and intensity changes from CY to BY, section 19a-160-108.

(B) Inflation, section 19a-160-107.

(C) Funding of depreciation, section 19a-160-109.

(D) Nonvolume related changes, section 19a-160-111.

(d) Where a hospital’s total budgeted expenses are less than the presumptively
reasonable total BY expense budget as determined in subdivisions (1) and (2) of
subsection (c) of this section, the commission will accept the budgeted expenses as
apresumptively reasonable financial requirement. Where the overall expense budget
is greater than the presumptively reasonable BY expense budget, the commission
in its preliminary decision will provide the hospital with a statement of the items
not considered presumptively reasonable.

The determination by the commission in its preliminary decision that a proposed
financial requirement, or a portion thereof, is presumptively reasonable, will neither
be binding upon the commission in any further review of the hospital’s budget nor
excuse the hospital from the requirement that it justify said financial requirement
as a necessary one in any such further review. Such justification shall be presented
in a manner consistent with the provisions of these regulations.
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(e) Additional reasonableness tests and other evaluations will be applied to the
following budgeted financia requirements and sources of funds as described in the
indicated sections of these regulations.

(1) Free care and settlement allowances, section 19a-160-113.

(2) Working capital and bad debts, section 19a-160-112.

(3) Capital expenditures, section 19a-160-115.

(4) Non-operating revenue, section 19a-160-114.

(5) Net financia effects of differences between CY projected actual and CY
budgeted volumes, section 19a-160-105.

(6) Interest and operating leases, section 19a-160-110.

(f) After approval of a hospital’s revenue budget the hospital will file, in aform
and manner acceptable to the commission, a schedule of charges to be effective for
the budget year. This schedule is to be accompanied by: a schedule by revenue
producing cost center comparing fully allocated costs with gross patient revenues
which served as the basisfor the authorized budget. In lieu of the foregoing, hospitals
may submit an estimated cost finding for the budget year based upon percentages
of indirect expenses alocated to revenue producing departments for the last com-

pleted fiscal year.
(Effective August 23, 1984)

Sec. 19a-160-104. Overall test of reasonableness

(8 The commission will find that the hospital’s requested net patient revenues
in the budget year are presumptively reasonable if the following conditions are met:

(1) That net patient revenues for the BY do not exceed the net patient revenues
which served as the basis for the current year budget updated for volume and
inflation changes by more than the hospital’s inflation factor plus two percent plus
or minus any volume incentive adjustment.

(2) That the proposed percent increase due to price in the BY over the current
year authorization does not exceed the hospital’s inflation factor as determined in
sec. 19a-160-107 of these regulations.

(3) That the percent increase in net operating expenses in the BY over the net
expenses which served as the basis for the authorized budget in the current year
updated for volume and inflation changes, does not exceed the percentage determined
in subdivision (1) of this section.

(4) That the hospital project not decrease in gross patient revenues in the BY
over the current year’'s authorized gross revenues due to aggregate reductions in
the number of discharges, patient days or procedures and the commission agrees
with projected CY volumes.

(5) Inaddition to the above, the commission will allow extraordinary itemswhich
serve to reduce or increase net patient revenues, net expenses or prices vis-a-vis
those of the current year and which might unduly distort year-to-year comparisons.

As examples:

(A) If a hospital’s current year authorized budget included start-up costs in
anticipation of higher volumes, then higher BY volumes should require less than
presumptively reasonable increases in expense and revenues,

(B) If current year hospital costs are shifted to other providers (e.g. physicians),
then BY hospital patient revenue requirements should be commensurately less;

(C) If significant changes in non-operating revenues, fund transfers, allowances,
etc. are experienced, they should not be used to defray unreasonable increases in
other financial requirements.
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(D) If a carry over of gaing/losses from variations in volumes occurs, such
carryover should result in lower/greater BY revenue requirements (see sec. 19a
160-116).

(E) Justified changes in contractual allowances.

(F) If a hospital proposes to initiate a health promotion/disease prevention pro-
gram which can not be financed through non-patient revenues, then the operating
expenses attendent to the program will be authorized as an extraordinary adjustment
to the overall reasonableness test if the hospital demonstrates to the satisfaction of
the commission that the proposal meets the following criteria:

(i) Thereis evidence that the problem to which the program is addressed is of
sufficient magnitude to warrant priority and intervention.

(if) The objective(s) of the program is quantified in terms of the desired achieve-
ment of the target population within a specified timeframe.

(iii) There is evidence that the method of intervention or modality selected is
appropriate to and effective for the target population.

(iv) The program is coordinated with other related heath promotion/disease
prevention efforts in the community.

(v) Competent staff and adequate resources are available to implement the
program.

(vi) The proposal is consistent with the goals and objectives of the state health
plan and health systems plan.

(vii) A methodology is proposed to evaluate the extent to which the desired
outcome is achieved.

(viii) The program is cost effective and affordable.

(6) That the hospital’s request satisfies the criteria identified in section 19a
153, G.S.

(b) Thescreensand presumptively reasonabl eness tests described in sections 19a
160-105 to 19a-160-114, inclusive, will not apply to hospitals whose operating
budget is approved pursuant to this section. Capital budgets will be reviewed for
the hospitals as described in section 19a-160-115.

(c) At the election of the hospital at the time of its budget submission in any
fiscal year, a plus or minus adjustment shall be made pursuant to subsections (a)
(1) and (&) (3) to recognize the difference between the hospital’s CY authorized
budget and the CY authorized budget adjusted for volume. A plus adjustment shall
be made whenever the adjusted budget isless than the authorized budget. Conversely,
aminus adjustment shall be applied when the adjusted budget exceeds the authorized
budget. The plus or minus adjustment shall represent 25% of the percentage differ-
ence between the authorized budget adjusted for volume and the origina authori-
zation.

(d) Denial or modification of budget: The commission may modify or deny a
budget which is not presumptively reasonable. Such modification shall be in accord-
ance with the criteria set forth in section 19a-153, G.S., and the commission’ s budget
review regulations as issued pursuant to sec. 19a-156 (b), G.S., which shall include,
but not be limited to, modifications based on the factors set forth in sections 19a

160-105 to 19a-160-115, inclusive.
(Effective August 23, 1984)

Sec. 19a-160-105. Presumptively reasonable CY (budget base)

(8) Unless a hospital’s net patient revenue budget is approved per sec. 19a-160-
104 (overall test of reasonableness) or the hospital was exempt from the budget
review process for the current year, the commission will calculate a presumptively
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reasonabl e expense budget base pursuant to (2) below unless the hospital’ s projected
actual expenses are adjusted by applying the unit cost screens described in section
19a-160-105; in such case the expense budget base will be equal to the lower of;

(1) The hospital’s projected CY actual net operating expenses, |ess expenses not
considered presumptively reasonable by applying screens as described in subsection
(b) of this section, or

(2) Thehospital’s net expense which served asthe basisfor the authorized budget
for the current year adjusted for:

(A) Differences in volumes between the CY authorized budget and the CY
projected actual (as described in subsection (c) of this section).

(B) The effects of extraordinary items (as described in section 19a-160-104).

(C) Changes due to inflation as described in section 19a-160-107 (f).

(b) The following screens will apply to subdivision (1) of subsection (a) of
this section.

(1) Thescreensshall apply to projected CY actual net expense, for the departments
and/or cost centers listed in subsection (d) of this section, except for:

(A) Depreciation on building and building equipment.

(B) Interest expense.

(C) Mapractice insurance premiums.

(D) Physicians' compensation.

(2) Prior to the calculation of screens, employee benefits costs shall be alocated
to all cost centers other than employee benefits based on each center’s percentage
of total non-physician and physician employee compensation (excluding physi-
cian fees).

(3) The screens will be computed on the CY projected actual unit expenses on
two levels. Thefirst level screen will be applied in the following cost center clusters
(as detailed in subsection (d) of this section) using the units of service indicated:

(A) Routine services - patient days.

(B) Specia services - adjusted discharges.

(C) General services - adjusted patient days.

(4) In establishing presumptively reasonable limits per unit for each cluster,
hospitals will be grouped as set forth in subsection (e) of this section.

(5) CY projected actual non-physician compensation including employees bene-
fits, will be adjusted for factor prices. The remaining non-physician costs will be
added to the adjusted compensation amount. The resultant sum will be divided by
the appropriate unit of service identified in (3), above, to derive unit cost. Unit costs
within each cluster for each hospital will be calculated. For each cluster the unit
costs will be ranked from high to low within a group. The presumptive reasonable
unit cost limits will be established at 105 percent of the median unit costs in each
ranking, and in this regard the commission shall take into consideration teaching
and research expenses.

(6) Where a hospital’s CY projected actual non-physician unit costs adjusted for
factor price for a given cluster fall below 105 percent of the median unit cost for
hospitals in its group, the commission will conclude that said costs are presump-
tively reasonable.

(7) Where ahospital’s CY projected actual non-physician unit costs adjusted for
factor prices for a given cluster exceed 105 percent of the median unit costs of
hospitals in its group, a second level screen will be applied to each cost center
within that cluster.
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(8) The units of service to be used in developing and applying second level
screens will be as set forth in subsection (d) below.

(9) (A) When a hospital is found to have exceeded both the first and second
level screens, the commission shall determine, pursuant to the second level screen,
the amount of excess expense for each cost center in the cluster. Excess expense
in each cost center is the amount of expense in excess of 105 percent of the median.
The aggregate of such amounts in excess will then serve to reduce a hospital’s
projected actual CY net operating expense as provided in section 19a-160-105 (a)
(1) of these regulations.

(B) Theamount of excess expense identified pursuant to the second level screen
shall be calculated in terms of the hospital’s own dollars. This shall be accomplished
by multiplying the cost in excess of the screen by the quotient of the hospital’s
projected/actual non-physician costs, unadjusted for factor price, divided by the
hospital’s non-physician costs as adjusted for factor price.

(c) Thefollowing volume adjustments will apply to subdivision (2) of subsection
(a) of this section.

(1) Gross budgeted expenses (before expense recoveries) which served as the
basis for the CY authorized revenues, will be adjusted to exclude depreciation,
interest, malpractice premiums, and physicians salaries, all of which are assumed
to be totally fixed. All other gross expenses are assumed to be 50 percent fixed and
50 percent variable with volumes for purposes of presumptive reasonableness.

(2) The net authorized budgeted expense as derived in subdivision (1) of this
subsection will beincreased or decreased to reflect appropriate volume changes and
to reflect change in expense recoveries as reported by the hospital for the CY
projected actual versus the authorized level. For this purpose, volume changes are
defined as changes in gross patient revenues excluding changes due to price.

(3) CY projected actual expensesfor depreciation, interest, mal practice premiums,
and physicians' salaries will be evaluated independently, and reasonable levels of
increases or decreases in these expenses over CY authorized levels shall be added
to or subtracted from the above expenses adjusted for volume as determined in
subdivision (2) of this subsection.

(d) First level screens shall be applied to the routine, special and general services
clusters listed below. Second level screens shall be applied to the individual cost
centers listed under these clusters.

(1) Routine services:

(A) Adult medical and surgical;

(B) Intensive and coronary care;

(C) Psychiatric inpatient;

(D) Maternity;

(E) Newborn; well and sick.

(2) Special services:

(A) Operating and recovery room;

(B) Delivery room (deliveries);

(C) Diagnostic radiology;

(D) Laboratory;

(E) Physical medicine;

(F) Respiratory therapy;

(G) Intravenous therapy;

(H) Pharmacy and medical supplies: For the purposes of comparability, al non-
salary costs (excluding leases, departmental depreciation, expense recoveries, and
physician compensation) in routine services plus operating, recovery and delivery
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rooms and routine special services shall be reclassified to the pharmacy and medical
supplies unit cost center designation;

(I) Emergency room (emergency room Visits);

(J) Radioisotope.

(3) General services.

(A) Genera administration;

(B) General accounting and other administrative departments (including but not
limited to general accounting, patient billing and collection, admitting-inpatient and
out-patient, automatic data processing, communication, personnel, public relations
and purchasing);

(C) Dietary and pay cafeteria;

(D) Housekeeping;

(E) Laundry and linen;

(F) Operation of plant and repairs and maintenance;

(G) Medical records;

(H) Socia services.

The units identified in subsection (b) (3) above will be used for second level
screens with the exception of routine service cost centers where the patient days of
each cost center will be used, the delivery room where the number of deliveries
will be used, and emergency room where the number of emergency room visits will
be used.

(e) Grouping for screening unit costs.

Group A Group B
Yae-New Haven Norwalk
Hartford Waterbury
St. Francis New Britain
St. Raphael St. Vincent's
Bridgeport Mt. Sinai

St. Mary’s
Group C Danbury)/l
Greenwich Middlesex
Manchester Stamford
Griffin Lawrence & Memorial

Meriden-Wallingford

Bristol Group D

Park City Milford

St. Joseph Rockville

Backus Sharon

Day Kimball World War I

Charlotte Hungerford Johnson

Windham New Milford
Bradley
Winsted

For purposes of calculating unit costs for hospitalsin Group C, above, Newington
Children’s Hospital will be excluded from the group in order to eliminate the effect
of itshigh unit costs on screens applied to the other Group C hospitals. For purposes
of establishing Newington's budget base, Newington's unit cost will be either:

(1) Evauated in light of unit costs from comparable children’s hospitals, if
available, or;
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(2) Adjusted by eliminating costs which are unique to a children’s hospital and
the remaining unit costs compared to 105% of the Group C hospital’s median
unit costs.

(Effective August 23, 1984)

Sec. 19a-160-106. Budget base selection

(@) For purposes of the commission’s preliminary decision for hospitals which
did not receive an exemption from the budget review process in the current year,
the presumptively reasonabl e budget base shall be determined pursuant to subdivision
(1) below unless the hospital’s projected actual expenses are adjusted by applying
the unit cost screens described in section 19a-160-105; in such case the expense
budget base will be equal to the lower of:

(1) Net expenses which served as a basis for the authorized budget in the base
period adjusted for volume variations, as described in subsection 19a-160-105 (c),
inflation changes as described in subsection 19a-160-107 (f), and extraordinary
items described in subsection 19a-160-104 (&) (5); or

(2) Estimated actual expenses adjusted pursuant to the evaluation of unit cost
screens and for the effects of any extraordinary item.

(b) For purposes of the commission’s preliminary decision for hospitals which
did receive an exemption from the budget review process in the current year but
did not receive an exemption from the budget review process in the most recently
completed fiscal year, the presumptively reasonabl e budget base shall bethelower of:

(1) The expenses which served as the basis for the exemption and the authorized
summary budget for the current year; or,

(2) The estimated actual expenses for the current year adjusted pursuant to the
evaluation of unit cost screens and for the effects of any extraordinary items; or,

(3) The base period expense per equivalent admission specified in sec. 19a-160-
137 (c) (2) of the commission’s regulations multiplied by the number of actua
equivalent admissions as defined in sec. 19a-160-132, for the most recently com-
pleted fiscal year and the resultant product then adjusted by the hospital’ s inflation
and volume index as defined in sec. 19a-160-131 (€), for the current year.

(c) For purposes of the commission’s preliminary decision for hospitals which
did receive an exemption from the budget review process in the current year and
the most recently completed fiscal year, the presumptively reasonable budget base
shall be the lower of:

(1) The expenses which served as the basis for the exemption and the authorized
summary budget for the current year; or,

(2) The estimated actual expenses for the current year adjusted pursuant to the
evaluation of unit cost screens and for the effects of any extraordinary items, or,

(3) The base period expense per equivalent admission specified in sec. 19a-160-
137 (b) (2) of the Commission’s regulations multiplied by the hospital’s inflation
and volume index as defined in sec. 19a-160-131, of the Commission’s regulations
for the most recently completed fiscal year and the resultant product then multiplied
by the number of actual equivalent admissions, as defined in such regulations, for
the most recently completed fiscal year. The amount so derived will be then adjusted
by the hospital’s inflation and volume index as previously referenced for the cur-
rent year.

(d) Should the hospital contest the preliminary decision of the commission the
hospital will be required to justify its projected actua expenses in light of its CY
authorized expenses, adjusted for volume, as well as its performance in relation to
the unit cost screens.
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(1) Should a hospital wish to contest the use of its authorized expenses adjusted
for volume, inflation ((a) (1) above) and extraordinary items as a presumptively
reasonable budget base in the commission’s preliminary decision, the hospital will
be required to explain and justify al significant differences (i.e., increases and
decreases) between this base and its projected actual expenses by the following
categories of expense:

(A) volume;

(B) inflation;

(C) non-volume.

(2) Should a hospital wish to contest the use of its projected actual expenses
adjusted by unit cost screens, ((a) (2) above) as a presumptively reasonable budget
base, the hospital will be required to explain and justify its performance in relation
to the unit cost screens.

(Effective August 23, 1984)

Sec. 19a-160-107. Inflation factor

(@) The commission views inflation as a broad economic force whose magnitude
is beyond the control of the hospital industry. Accordingly, in reviewing hospital
budgets it is necessary that the Commission recognize the probable impact of this
economic force upon industry costs only to the extent that is generated by factors
externa to the industry.

(b) A predictive model will be used to forecast inflation rates in various cost
categories. The hospital inflation factor will consist of a composite index to predict
the impact of inflation on the cost of hospital services based on consistent proxies
of actual hospital expense categories which are, to the extent practicable, external
to the hospital industry but comparable thereto. Thisindex will be based on relevant
inflation and deflation factors in applicable sectors of the non-hospital economy
and will be used to prepare a statistical screen for the comparison of changes in
hospital costs.

(c) Budget year inflation forecasts used by the commission for each expense
category shall be based on the most current forecasts of hospital inflation available
fromthefirm preparing forecasts under contract with thefederal health carefinancing
administration where consistent with (b) above and shall beissued by the commission
and forwarded to the hospitals on or before April 15 of each year. In any hearing
held by the commission pursuant to section 19a-160-106 of these regulations, a
hospital may contest these forecasts.

(d) The components, or expense categories of the index, will then be weighed
in terms of the proportionate contribution of each component to the total hospital
CY projected actual budget to derive that hospital’s presumptively reasonable infla-
tion factor.

(e) The budgeted percentage increase in ahospital’ stotal costs owing to inflation
will be considered presumptively reasonable to the extent that it does not exceed
its inflation factor. Costs not directly related to changes in the economy, such as
approved new programs or services, depreciation, interest, and leased equipment
shall be considered separately.

(f) Each hospita’s inflation factor prepared in accordance with subsections (b),
(c), (d), and (e) above, shall be updated by the commission during the course of
the fiscal year for which it is applied. The commission shall update the current year
inflation forecasts by April 15 and forward such updated current year inflation
forecasts to the hospitals. Each hospital’s current year inflation factor shall then be
recalculated using the updated current year inflation forecast weighted in terms of
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the proportionate contribution of each expense component to the hospital’s total
CY projected actual gross expenses. The variations between each hospital’ s original
current year inflation factor index and each hospital’ s updated current year inflation
factor shall then be calculated and applied against each hospital’s current year
authorized net expenses subject to inflation, adjusted for volume changes in accord-
ance with subsection 19a-160-105 (c) of these regulations. Notwithstanding the
other provisions of this section, for purposes of determining the presumptively
reasonable CY budget base pursuant to sec. 19a-160-105 of these regulations, the
commission shall adjust the hospital’s CY authorized expense and revenue bases
upward or downward by the amount of 100% of the dollar variation in non-salary
expenses due to inflation and 75% of the dollar variation in salary expenses due to
inflation. In any hearing held by the commission pursuant to sec. 19a-160-117 of
these regulations the hospital may contest said updated predictive forecast.

(g) On January 15th the commission shall publish actua composite indices for
the prior year based on the actual inflation forecasts and results as determined by
the firm preparing forecasts under contract with the federal health care finance
administration. Each hospital’s inflation factor for the prior fiscal year shall then
be recalculated using actua inflation results, weighted by each hospital’s prior year
actual gross expense components, and then compared to each hospital’s most current
inflation factor for the prior year and the difference cal culated. Each hospital’s prior
year authorized net expenses subject to inflation shall be increased or decreased by
this difference, except for the 75% restriction on the salary adjustment, as described
above, and the result added to or subtracted from each hospital’s current year

authorized net revenue, as appropriate.
(Effective August 23, 1984)

Sec. 19a-160-108. Changes due to volume (BY v CY)

Changes in expense due to changes in volumes will be calculated as follows:

(1) Thebudget base before expense recoveries, developed pursuant to section 19a-
160-106, will be adjusted to exclude depreciation, interest, mal practice premiums and
physicians' salaries, all of which are assumed to be totally fixed expenses.

(2) The adjusted budget base as derived in subdivision (1) of this section will
then beincreased or decreased to reflect presumptively reasonabl e variable expenses
attendant to volume changes from current year projected actual levels to budget
year levels. For this purpose, volume changes are defined as changes in gross patient
revenues excluding changes due to price. Presumptively reasonable expenses will
be assumed to be 50 percent variable with changesin volume. In lieu of thisformula
the commission may consider an expense analysis which a hospital may propose for
revenue producing departments (including allocated overhead) relating to budgeted

volume changes in each department.
(Effective August 23, 1984)

Sec. 19a-160-109. Funding of depreciation

(a) Proposed funding of depreciation will be analyzed in relation to existing
funds available, such as plant expansion and replacement funds, as well as the
hospital’s reserve for depreciation.

(b) For reporting purposes, the hospital is required to establish two separate and
distinct funds, one relating to funded major moveable equipment depreciation and
one relating to building and building equipment funded depreciation. In the event
that the hospital hasalready established separate fundsfor major moveable equipment
funded depreciation and building and building equipment funded depreciation, the
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separation of total funded depreciation will be reported on this basis. In the absence
of such established separate funds, the establishment of these funds shall be made
based upon the percentage relationship of accumulated depreciation attributable to
major moveable equipment and building and building equipment to the total of such
accumulated depreciation as reported by the hospital for the fiscal year ended
September 30, 1980 unless otherwise allowed by the commission. As part of al
budget data submissions to the commission pursuant to sec. 19a-156, the hospital
is also required to report changes in the balances of these funds, as well as the
source and application of al monies donated or designated for capital purposes and
all monies generated through patient revenues which relate to depreciation expense
in the hospital’s budget.

(c) Changesin depreciation from current year authorized levelsto budgeted levels
will be deemed presumptively reasonable only if such changes are directly associated
with certificates of need approved by the commission or items included in the
amount of approved capital budgets. Changes in depreciation expense associated
with capital expenditures not approved under a certificate of need or as part of the
amount of a commission authorized capital budget will not be considered presump-
tively reasonable.

(Effective August 23, 1984)

Sec. 19a-160-110. Interest, operating leases

(8) Increasesand decreasesin interest expense from current year authorized levels
to budgeted levels will be deemed presumptively reasonable only if such changes
are directly associated with any of the following:

(1) Approved certificates of need

(2) Approved capital budgets

(3) Increases and decreases in interest rates paid on borrowing levels included
in the current year’s authorized budget

(b) Changes in operating lease expense from current year authorized levels to
budgeted levels will be deemed presumptively reasonable only if such changes
are either:

(1) Directly associated with the amount of an approved capital budget or approved
certificate of need, or

(2) Notinexcessof current year authorized operating lease expense (not including
multi-year fixed payment leases) multiplied by the hospital’ s budget year authorized

inflation factor.
(Effective August 23, 1984)

Sec. 19a-160-111. Non-volume

(@) Where a hospital has budgeted for expense increases that are not volume
related, the commission will evaluate such net expense increases in light of the
hospital’s unit cost performance, first in the cost cluster first level screen and then
in the second level cost center screens in which additional expenses are proposed.
A hospital’s unit costs will then be compared to costs of the same cluster and cost
centers in other hospitals. For purposes of this section, hospitals will be grouped
in the same manner as set forth in 19a-160-105, subsection (€) and non-physician
compensation will be adjusted for factor price.

(b) For hospitals whose cost cluster first level screen performance is in excess
of 95 percent of the median, in the absence of evidence to the contrary, the hospital
should finance additional expenses not aready covered by the volume adjustments
through productivity improvements. Therefore, unit costs of hospitalsin excess of 95
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percent of thefirst level cluster screen median will not be considered presumptively
reasonable. For hospitals with cost center below 95 percent of the first level cluster
screen median, additional costs will be considered presumptively reasonable in cost
centers within that cluster whose costs are less than 95 percent of the median of
the cost center provided the additional proposed cost does not exceed 50 percent
of the difference between the hospital’s cost in that cost center and 95 percent of
the median of the cost center. For example, if the hospital is below 95 percent of
the cluster median for general services and the hospital is at 70 percent of the
median in the dietary cost center, and the cost difference in the dietary cost center
between 70 percent of the median and 95 percent of the median is $20,000, the
commission will consider an increase in costs in that cost center up to $10,000
presumptively reasonable.

(c) Should a hospital not pass the cost center screen, it will be required to justify
all its non-volume requests in the cost center. A hospital shall be required to justify
why increases up to the amount by which it failed the cost center screen cannot be
financed through improvements in internal efficiencies.

(d) The commission will give special consideration to health promotion/disease
prevention programs, as defined in section 19a-160-101 if the hospital demonstrates
to the commission’s satisfaction that the proposal meet the criterialisted in subpara-
graph 19a-160-104 (a) (5) (F) of these regulations.

(Effective August 23, 1984)

Sec. 19a-160-112. Working capital and bad debts

The commission recognizes that differing accounts receivable write off policies
(bad debt policies) will have an effect on a hospital’s working capital requirement.
For example, a hospital with a policy which requires that uncollected receivables
be charged to bad debts after six months will require a greater working capital
requirement than the hospital with a two month write off policy. In recognition of
this fact and to ensure equity in the evaluation of budget requests for all hospitals,
the commission considers it necessary to evaluate working capital and bad debts,
net of recoveries, in aggregate.

(@) Thecommission will consider that a hospital’ s working capital and bad debts,
net of recoveriesare presumptively reasonable where ahospital’ s percent of proposed
BY working capital and bad debts, net of recoveries, does not exceed 14 percent
of the BY gross patient revenues except that where a hospital’ s proposed percentage
relationship of working capital and bad debts, net of recoveries, to proposed gross
patient revenue represents an increase in the percentage relationship between current
year authorized working capital and net bad debts to current year authorized gross
patient revenues, the commission will consider that the hospital’s budget request is
not presumptively reasonable to the extent of the proposed BY percentage increase
in the relationship.

(b) The hospital’s working capital requirement may also be adjusted to reflect
other budget modifications which impact on working capital such as, but not limited
to, reductions of proposed expenses. Bad debts may also be adjusted to reflect other

budget modifications which impact on gross patient revenue.
(Effective August 23, 1984)

Sec. 19a-160-113. Free care and settlement allowance

(a) In general, the only free care provision which the commission shall consider
as an application of funds will be the charity allowances of the hospital. Persons
eligible for such allowances are the medically indigent. Hospitals will be required
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to file with the budget submission the charity allowance policy approved by the
governing body. Such policy shal include the criteria for medical indigence. In
addition, the hospital shall be required to furnish information with regard to the
mechanism employed to ensure that the policy is communicated to all indigent
patients eligible for such alowances as well as its conformance with Hill-Burton
or other federal regulations. Changes in free care provisions as a percentage of
gross revenue from current year authorized to budgeted levels will be deemed
presumptively reasonable only to the extent that they are necessitated by any changes
in federal, state, or municipal statutes, regulations or ordinances involving hospital
reimbursement (e.g., Hill-Burton, medicare and medicaid regulations, etc.)

(b) Courtesy alowances are not to be considered as an element of free care.
Where a hospital has a self-insured hospitalization program for employees, retirees
and their dependents, the chargesincurred should be transferred to empl oyee benefits
expenses on the basis of the most current and appropriate cost/charge relationship.

(c) The commission shall also consider as a financial requirement of a hospital
settlement allowances which may result from circumstances such as an insurance
settlement of liability casesor satisfaction of alien or encumbrance. The commission

will evaluate proposed settlement allowance on an individual basis.
(Effective August 23, 1984)

Sec. 19a-160-114. Non-operating revenues

(@) In order for the commission to evaluate the hospital’s forecast of BY non-
operating revenues, the hospital shall be required to document that portion of its
non-operating revenues which are derived from philanthropy and that portion derived
from all other sources. Philanthropic non-operating revenues include unrestricted
gifts, contributions and bequests and any unrestricted non-operating income derived
from restricted philanthropic principal. Philanthropic contributions and any resultant
restricted income are to be reported separately the hospital’ s non-philanthropic non-
operating revenues.

(b) In its analysis of non-operating revenues, derived from non-philanthropic
sources the commission will evaluate the hospital’s projections based on available
historical and predictive information. Further, the commission will evaluate the
hospital’s projections for recurring revenue sources. Where the hospital does not
realize the amount of non-operating revenue derived from non-philanthropic sources
which served as a basis for the budget authorization during the budget period, the
hospital may finance the deficiency through borrowing, or request an interim budget
adjustment. Where no interim budget adjustment is authorized, the commission may
consider an increase in the ensuing year’ s budget request equivalent to the shortfall.
Should a hospital receive non-operating revenue derived from non-philanthropic
sources in excess of the authorized, the excess may be applied as a source of revenue
in the ensuing year’s budget.

(c) Unrestricted non-operating, hon-philanthropic revenue levels shall be consid-
ered by the commission as a source of fundsto cover non-capital operating expenses
inthe budget year unlessthe hospital agreesto restrict these fundsfor the replacement
of capital assets or other uses agreed to by the commission.

(Effective August 23, 1984)

Sec. 19a-160-115. Capital expenditure budgets

(a) General: The commission will determine the relationship of applications of
funds such as authorized capital expenditures, transfers to board designated funds,
and retirement of debt principal to sources of funds such as depreciation, transfers
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from board designated funds, and commitment to long-term debt. In situationswhere
funding requirements exceed the sources identified, the commission may modify
the hospital’s request. If the request is modified, any hospita objecting to the
modification will be required to justify the proposed use of current patient revenue
for plant expansion and replacement purposes.

(b) Presumptively reasonable capital expenditures budget: The commission
shall approve as presumptively reasonable the capital budgets of hospitals proposing
the acquisition of capital assets when such budgets satisfy the following:

(1) The budget does not exceed the hospital’s budget year aggregate major
moveable equipment depreciation plus 10 percent and

(2) Patient revenues are not required to finance the acquisition of the proposed
capital assests, and

(3) No new service, reviewable under section 19a-154, G.S., will be offered as
aresult of the acquisition of the proposed capital assets, and

(4) The commission is satisfied that the hospital’s budget request is consistent
with provisions of sec. 19a-153, G.S.

(c) The commission may review all capital expenditure items for new or replace-
ment equipment under the limits set forth in sec. 19a-155 of the General Statutes,
as part of the budget submission process and may review capital expenditures for
new equipment or replacement capital acquisitions in excess of such limits as part
of the capital budget review. Where expenditures for such items are deferred,
the commission will entertain appropriate filings under section 19a-155 of the
General Statutes.

(Effective August 23, 1984)

Sec. 19a-160-116. Compliance

(@) The following shall apply to hospitals which did not receive an exemption
from the budget review process in the current year:

(1) Where hospital’s current year net revenues are in excess of the authorized
budget, the net revenue amount in excess of such authorized budget, after recognition
of volume and inflation variations, is to be considered as a source of funds in the
ensuing fiscal year, thus reducing net patient revenues in the ensuing fiscal year
unless an aternate use of the funds is approved by the commission as a part of the
budget process. Requests for such aternate use must be made to the commission
in writing as part of the budget submission. In the event that a hospital proceeds
with a commitment or actual application of an aternative use of excess revenues
without commission authorization the hospital shall be at risk in the event that the
commission finds such alternative use inappropriate as part of the budget process.
Beginning with the budget submission for fiscal 1979, hospitals will be required to
report as a source of funds in the budget year anticipated revenues in excess of the
authorized budget for the current year after recognition of volume and inflation
variation consistent with methodology presented in section 19a-160-105 and section
19a-160-108 and after recognition of inflation variations calculated in accordance
with the methodology set forth in section 19a-160-107.

(2) Upon receipt of current year actual audited data pursuant to section 19a-161,
G.S,, further adjustment of the revenues and expenses of the authorized BY budget
will be made if the CY actua revenues and expenses were above or below the
projected actual revenues and expenses adjusted for presumptively reasonable varia-
tions attendant to volume changes, as defined in section 19a-160-108 (2), under or
over projections of inflation described in section 19a-160-107, and changes in the
amount of actual non-operating income realized during the current year from non-
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philanthropic sources. Such adjustment will be made either to the hospital’s current
year authorized budget or the ensuing year’'s budget. The hospital’s authorized
capital expenditures budget shall be reduced by any amount projected to be expended
by the hospital in excess of the current year authorized capital expenditures budget
(including any modification to the hospital’ s financial requirements approved pursu-
ant to section 19a-154, 19a-155, or 19a-156 (c) of the General Statutes). At the
time that the actual expenditures are known, any necessary adjustments will be
made to the authorized capital expenditures budget.

(3) Where hospital net revenues are less than the authorized budget, the net
revenue amount bel ow such authorized budget, after recognition of volumevariations
and after recognition of inflation variations cal cul ated in accordance with the method-
ology set forth in section 19a-160-107, is to be considered as an application of
funds in the current year’s authorized budget or in the ensuing fiscal year, thus
increasing gross patient revenues in the current or ensuing fiscal year. Beginning
with the budget submission for fiscal 1979, hospitals will be required to report as
an application of fundsin the budget year anticipated revenues below the authorized
budget for the current year after recognition of volume variations and inflation
updates consistent with methodology presented in section 19a-160-105 subsection
19a-160-107 (f), and section 19a-160-108.

(4) In determining mid-year and final adjustments for fiscal periods beginning
on or after October 1, 1980, due to volume variations, the results of paragraph (a),
(b) and (c) above will be further adjusted for the effects of volume incentive
adjustments (19a-160-104), and the effects of volume and inflation on bad debts
(19a2-160-112), free care and settlement allowances (19a-160-113), and working
capital (19a-160-112). The adjustment for working capital will be determined by
multiplying the hospital’s approved working capital percentage relationship (19a
160-112) by the: (1) ratio of reasonabl e net expense changes associated with volume
changes, as determined in subsection 19a-160-105 (c) of these regulations, and (2)
the percentage change in the hospital’s inflation factor, as described in subsection
19a-160-107 (f) of these regulations. The adjustment for bad debts, free care, and
settlement allowances will be determined by multiplying the hospital’s approved
percentage relationship of bad debts, free care, and settlement allowances by gross
revenue changes associated with volume changes as determined in subsection 19a-
160-105 (c) of these regulations, and multiplying the resulting product by the
percentage change in the hospital’ s inflation factor, as described in subsection 19a
160-107 (f) of these regulations.

(5) Beginning with the budget year which starts October 1, 1980, the hospitals
shall submit monthly reports to the commission. Such monthly reports shall be
submitted no later than the final business day of the month immediately following
the reporting period. Such reports shall include the following information: gross
routine and special service revenues by service, net expenses, patient days and
discharges by service, average staffed beds by service, salaries and fees, and emer-
gency room visits (patient admitted and patient discharged). Service areas for which
reports shall be filed pursuant to this subsection are: non-maternity, maternity,
newborn, clinic, private referred, and emergency room. Such reports shall include
prior year actual and budget year actual data, and shall be submitted on forms
supplied by the commission for such purpose.

(b) In addition, for hospitals which did receive an exemption from the budget
review process for the most recently completed fiscal year and either did or did not
receive an exemption from the current year’s budget review process, the amount
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by which the hospital realized excess net patient revenues as a result of exceeding
its expense per equivalent admission shall be treated as a source of funds in the
budget year. The amount of such excess net patient revenues shall be derived
as follows:

(1) The authorized net patient revenues as reported in the hospital’s summary
budget for the most recently completed fiscal year shall be divided by the net
operating budgeted expenses as reported in said summary budget to determine the
ratio of patient revenues to expenses,

(2) The amount by which the hospital’s actual expense per equivalent admission
for the most recently completed fiscal year exceeded the base period expense per
equivalent admission as adjusted by the hospital’s inflation and volume index as
defined in sec. 19a-160-131 (e) of the commission’ s regulationsfor the most recently
completed fiscal year shall be multiplied by the actual number of equivalent admis-
sion, as defined in sec. 19a-160-132, for the most recently completed fiscal year;

(3) The amount of excess expenses derived pursuant to subsection (2) above
shall be multiplied by the ratio derived pursuant to subsection (1) aboveto determine
the amount of excess net patient revenues.

(c) The following shall apply to hospitals which did not receive an exemption
from the detailed budget review process in the most recently completed fiscal year
(beginning with the fiscal year which starts October 1, 1982) but were exempt from
the process in the current year (beginning with the fiscal year which starts October
1, 1983):

(1) Where a hospita’s net revenues for the most recently completed fiscal year
are in excess of the authorized budget for that year, the net revenue amount in
excess of such authorized budget, after recognition of volume andinflation variations,
is to be considered as a source of funds in the budget year, in which the hospital
fails to qualify for an exemption pursuant to sec. 19a-157, G.S.; and is subject to
the provisions of sec. 19a-156, G.S. thus reducing authorized net patient revenues
in the budget year unless an aternate use of funds is approved by the commission
as a part of the budget process. Requests for such alternate uses must be made to
the commission in writing as part of the budget submission. In the event that a
hospital proceeds with a commitment or actual application of an alternative use of
excess revenues without commission authorization the hospital shall be at risk in
the event that the commission finds such alternative use inappropriate as part of
the budget process. Hospitals will be required to report as a source of funds in the
budget year in which the hospital fails to qualify for an exemption pursuant to sec.
19a-157, G.S.; and is subject to the provisions of sec. 19a-156, G.S. actual revenues
in excess of the authorized budget for the most recently completed fiscal year after
recognition of volume and inflation variations consistent with the methodology
presented in sec. 19a-160-105, sec. 19a-160-107, and sec. 19a-160-108 of the com-
mission’s regulations.

In addition, with regard to the hospital’s capital expeditures budget, where a
hospital’s actual capital expenditures for the most recently completed fiscal year
are in excess of the authorized budget for that year, the capital expenditures budget
for the budget year in which the hospital fails to qualify for an exemption pursuant
to sec. 19a-157, G.S.; and is subject to the provisions of sec. 19a-156, G.S. will be
reduced by the amount expended by the hospital in excess of its authorized budget
for the most recently completed fiscal year.

(2) Where a hospita’s net revenues for the most recently completed fiscal year
are less than the authorized budget for that year, the net revenue amount below
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such authorized budget, after recognition of volume and inflation variations, is to
be considered as an application of funds in the ensuing budget year. Hospitals will
be required to report as an application of funds in the ensuing budget year actual
revenues below the authorized budget for the most recently completed fiscal year
after recognition of volume variations and inflation updates consistent with the
methodology presented in sec. 19a-160-105, sec. 19a-160-107, and sec. 19a-160-
108 of the commission’s regulations.

(3) The results of paragraphs (1) and (2) above will be further adjusted for the
effects of volume incentive adjustments (19a-160-104), and the effects of volume
and inflation on bad debts (19a-160-112), free care and settlement allowances (19a-
160-113), and working capital (19a-160-112). The adjustment for working capital
will be determined by multiplying the hospital’ s approved working capital percentage
relationship (19a-160-112), by the: (1) ratio of reasonable net expense changes
associated with volume changes, as determined in subsection 19a-160-105 (c) of
the commission’s regulations, and (2) the percentage change in the hospital’s infla-
tion factor, as described in subsection 19a-160-107 (f) of the commission’s regula-
tions. The adjustment for bad debts, free care, and settlement allowances will be
determined by multiplying the hospital’s approved percentage relationship of bad
debts, free care, and settlement allowances by gross revenue changes associated with
volume changes as determined in subsection 19a-160-105 (c) of the commission’s
regulations, and multiplying the resulting product by the percentage change in
the hospital’s inflation factor, as described in subsection 19a-160-107 (f) of the
commission’s regulations.

(d) In order that the commission may carry out the adjustments to authorized
budgets, as alowed in subsections (@), (b), and (c), above, each hospital subject to
the provisions of section 19a-161 of the Connecticut General Statutes must submit
to the commission, on or before February 28, 1982 and annually thereafter, on forms
supplied by the commission, the hospital’s actual experience for the most recently
completed fiscal year. Should a hospital propose an aternate use of funds, as
explained in subsection (@) of this section, it must submit to the commission with
the filing of these forms a written request for such an alternative use of funds.

(Effective August 23, 1984)

Sec. 19a-160-117. Public hearing: budget modification

(a) Pursuant to the provisions of sec. 19a-156 (@), G.S. the commission shall
hold a public hearing if after it denies or modifies a hospital’s budget the hospital
contests the commission’ s decision. In addition to the provisions governing hearings
defined in sec. 19a-160-36 through sec. 19a-160-46 of the commission’ sregulations,
the following shall apply:

(1) Designation of hearing panel: The chairman shall appoint a hearing panel
consisting of a commission member or members to evaluate relevant data and
information related to the hospital’s budget request.

(2) Prefiled testimony: Notwithstanding the provisions of sec. 19a-160-40 (e) a
hospital shall prefile an original and seven copies of testimony to be offered prior
to the public hearing on such date as the commission shall direct, which date shall
not be more than three (3) business days before such hearing. No prefiling of
testimony shall be required unless the hospital receives at least five (5) business
days notice in advance of the prefiling date.

(3) Pagination: The hospital shall paginate all budget submissions, prefiled testi-
mony, and any late filed materials required by the commission.
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(4) The commission’s evaluation of a hospital’s budget shall be based on, but
not limited to, the results of the presumptively reasonable evaluations specified in
sections 19a-160-100 through 19a-160-118 of these regulations as well as additional

evidence presented at the public hearing.
(Effective December 17, 1984)

Sec. 19a-160-118. Interim adjustments

(a) Each hospital subject to the provisions of sec. 19a-156 of the Connecticut
General Statutes shall be required to comply with the operating and capital budgets
authorized by the commission. If in the course of the budget year, unforseen and
material changes occur, the hospital should request adjustment of its previously
authorized budget pursuant to section 19a-156 (c), G.S.

(b) Asused in this section, unforseen and material is defined to include:

(1) Adjustments, other than for inflation, to the hospital’s capital expenditures
or operating budgets as a result of the commission’s approva or modification of
an application submitted pursuant to Connecticut General Statutes sec. 19a-154 or
19a-155.

(2) Increasesor decreases, of morethan 1% other than for inflation, in thefinancial
requirements which served asthe basisfor the hospital’ s authorized operating budget
or any increase of more than 1% in its capital expenditures budget attributable to:

(A) Acts of God;

(B) Compliancewith any federal, state or local laws, statutes, ordinances, regula-
tions passed or enforced after submission of the hospital’s budget;

(C) Disaster lossesin excess of insurance or extraordinary costsrelated to disaster
losses not covered by outside sources and not known at the time of the budget authori-
zation;

(D) The correcting of deficiency citations issued for falure to comply with
mandated government requirements related to hospital licensure and participation
in programs pursuant to 42 U.S.C. sec. 395, et seg. and unknown to the hospital at
the time of its budget authorization.

(3) Any increase or decrease in the financial requirements which served as the
basis for the hospital’ s authorized operating budget or any increase in the hospital’s
authorized capital expenditures budget as a result of an increase in the volume, as
defined in section 19a-160-108 of these regulations, and which served as the basis
for the hospital’s authorized operating budget, in excess of 2%.

(4) Any increase or decrease in the financial requirements which served as the
basis for the hospital’s authorized operating budget as the result of a change in
volume, as defined in section 19a-160-108 of these regulations, which would result
in the hospital exceeding the commission’s presumptively reasonable fixed/variable
formula set forth in section 19a-160-105 of these regulations.

(5) Any other increase or decrease in the financia requirements which served
as the basis for the hospital’s authorized operating budget or any increase in the
hospital’ s authorized capital expenditures budget determined by the commission to
be unforseen and material.

(c) Any request for such budget adjustment shall include:

(1) The intended date of implementation;

(2) An explanation of the alterations in operating and/or capital budget items
that the applicant proposesto place in effect during the current fiscal year, including
supporting detail set forth in relation to the cost or revenue center affected;

(3) An explanation of the increases or decreases in rates and charges that the
applicant proposes to make effective upon adoption of the proposed revised budget
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for the current fiscal year. Such explanation shall set forth the changesin net revenue,
by revenue center, due to the proposed revised budget;

(4) All pertinent statistical or other data that the applicant deems necessary to
support the request.

All of the above shall be prepared and presented by the applicant in a format
acceptable to the commission.

(d) Such requests to adjust approved budgets must be filed with the commission
no later than seventy-five days prior to the intended date of implementation of the
proposed revised budget for good cause shown the commission may waive the 75
day advance filing requirement.

(e) All requests pursuant to this section shall be evaluated for reasonableness by
applying these regulations and the criteria set forth in section 19a-153, G.S.

(f) Nolater than forty-five days prior to the hospital’ sintended date of implemen-
tation of a revised budget, the commission shall notify the hospital in writing of its
approval, denial or modification of the proposed revised budget. Should the commis-
sion modify or deny the budget revision request, it shall hold a hearing if within
ten days of such notification the hospital requests such a hearing. Within thirty-five
days after the close of the hearing the commission shall make a final decision and
notify the hospital in writing. No later than thirty days after receipt of the fina
decision, the hospital must submit to the commission a revised schedule of charges
and supporting budget forms which reflect the decision.

(Effective August 23, 1984)

Sec. 19a-160-119. Annual reporting to the commission

(a) Applicability: Each hospital and any other health care facility or institution
which submitted a budget under the provisions of Sec. 19a-156, Genera Statutes,
or was issued a rate order pursuant to the provisions of Sections 19a-165 to 19a-
166, inclusive, General Statutes, shall report with respect to its operations in the
prior fiscal year by February 28th of each year.

(b) Content of Annual Report: The annual report shall consist of:

(1) Financial statements and all related schedules and footnotes and in addition
a separate report verifying the implementation of the authorized rate order, where
applicable, for the most recently completed fiscal year which have been audited
and certified to by an independent auditor or auditing firm;

For purposes of the annual report to be filed on February 28, 1988, the rate order
verification shall be limited to the authorized rates for nonexempt inpatient services.

(2) The Medicare Cost Report for the most recently completed fiscal year;

(3) The most recent internal chart of organization for the facility, duly dated;

(4) The most recent legal chart of corporate structure for the facility, duly dated;

(5) The audited Blue Cross Report for the most recently completed fiscal year
or a comparable report acceptable to the Commission;

(6) A listing of capital expenditures as defined as § 19a-160-101 of the Commis-
sion’ sregulationsfor the most recently completed fiscal year distinguishing between
capital expenditures requiring authorization pursuant to Sec. 19a-154 and Sec. 19a-
155, Genera Statutes, and all other capital expenditures;

This listing shall be in aformat consistent with that required by the Commission
for the applicable year’'s annual budget or rate order filed pursuant to Sec. 19a-156
or Sec 19a-165 to Sec. 19a-166, General Statutes.

(7) Number of discharges and related number of patient days by town of origin,
based on zip codes, and diagnostic category for the most recently completed fiscal
year accounting for 100 percent of total discharges and related patient days;
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Discharges from a town of origin based on zip codes which represent less than
five percent of total discharges in a given diagnostic category may be aggregated
provided that distinction is made between in state and out-of-state towns of origin
for such discharges and related patient days.

(8) Average length of stay and length of stay range by diagnostic category, age
grouping and expected pay source;

(9) Total number of dischargesto home, to home health agency, another hospital,
a skilled nursing facility, an intermediate care facility and al others;

(10) Inpatient surgical procedures by diagnosis, principal surgical procedure and
age grouping with related number of cases and patient days;

(11) Number of total licensed beds and distribution of such beds by service, e.g.,
adult medical and surgical, maternity, pediatrics, newborn, psychiatric inpatient,
rehabilitation, etc.;

(12) Average number of staffed beds by service;

(13) Average percent occupancy by service based on licensed bed distribution,
(11) above, and staffed beds, (12) above.

An explanation of the derivation of patient days by service should be included,
e.g., aggregation of midnight census counts for the fiscal year.

(14) Effective February 28, 1986, and annually thereafter, the following shall
also be included in the Annual Report for the most recently completed year:

(A) Outpatient surgical procedures including ambulatory surgery as defined in
Sec. 19a-160-131 (b) by principal surgical procedure and age grouping with related
number of cases.

(B) Number of outpatients receiving: cardiac catheterizations, CT scans, and
diagnostic testing in radiology department special procedures rooms:

Outpatient diagnostic testing with digital subtraction angiography capability
should be included in the number of specia procedures.

(C) Number of patients receiving pre-admission testing.

(c) Determination of diagnostic categories and age groups

By January 1, 1985 and by December 1, 1985, the Commission shall advise those
health care facilities and institutions subject to the provisions of this section of the
diagnostic categories and age groupings to be used for fiscal years ending 1984 and
1985, respectively. By August 1, 1985, and annually thereafter the Commission
shall advise such health carefacilitiesand institutions of any changesto the diagnostic
categories and age groupings to be used. Any such changes shall be applicable to
the ensuing fiscal year.

(Effective February 24, 1988)

Sec. 19a-160-120.
Transferred to § 19a-643-25, February 26, 1999.

Secs. 19a-160-121—19a-160-129. Reserved

Exemption from Detailed Annual Budget Review for
Short-Term Acute Care Hospitals
Secs. 19a-160-130—19a-160-138.
Repealed, February 26, 1999.
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Negotiation of Discounts with Hospitals

Sec. 19a-166-1. Definitions

(@) The definitions provided by Section 19a-166 (@) of the Genera Statutes shall
govern the interpretation and application of Sections 19a-166-1 through 19a-166-
5, inclusive.

(b) In addition thereto and except as otherwise required by the context:

(1) “*Blue Cross’ means any consolidated hospital and medical service corpora-
tion in existence on July 1, 1982, and any successors.

(2) **‘Charges’ means the amount that a hospital is permitted to bill for patient
services or cases.

(3) ‘‘Discount’”” means a reduction by a hospital of its charges for patients for
the benefit of a payer.

(4) *'Fiscal year’” means the fiscal year commencing on October 1 and ending
on September 30.

(5) ‘‘Gross hospital charges’ means the total amount of charges the hospital is
permitted to bill for patient services or cases.

(6) ‘‘Rates’ means the same as charges.

(Effective March 12, 1986)

Sec. 19a-166-2. Prompt payment and administrative services discounts

(@) Negotiation of Discounts.

(1) A payer may negotiate with ahospital to obtain aprompt payment or adminis-
trative services discount as provided for in Section 19a-166, G.S. Such discounts
shall not exceed the amounts specified in Section 19a-166 (d), G.S., for prompt
payment and Section 19a-166 (e), G.S., for administrative services.

(2) No hospital may require a payer to negotiate for another element or any
combination of elements of a prompt payment or administrative services discount,
in order to negotiate for or obtain a discount for any single element.

(3) No hospital may require apayer to negotiate adiscount for all patients covered
by such payer in order to negotiate a discount for any patient or group of patients
covered by such payer.

(4) No discount shal be contingent on volume.

(5) No discount shall be based on criteria unique to one or more payers so as to
preclude other payers from qualifying for such discount.

(6) Any payer who isrequired by ahospital to negotiate an agreement inviolation
of paragraphs (2) through (5), inclusive, above, may petition the commission for a
hearing pursuant to subsection (f), below.

(b) Filing of Discount Agreements.

(1) Any hospital which agreesto provide adiscount to apayer for prompt payment
pursuant to Section 19a-166 (d), G.S., or for administrative services pursuant to
Section 19a-166 (€), G.S., and as provided for in these regulations, shall file a copy
of such agreement in its entirety with the commission.

(2) All agreementsin effect currently will befiled in their entirety by the hospital
with the commission within 15 days of the effective date of these regulations.

(3) Any agreements negotiated in the future shall be filed in their entirety by the
hospital with the commission within 30 days after formal agreement.

(4) Any changesin agreements shall be filed by the hospital with the commission
within 30 days of such change.

(c) Content of Agreements. The agreements filed pursuant to subsection (b) of
this section shall specify but not be limited to the following:
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(1) The names and addresses of the hospital and the payer(s) who are parties to
the agreement;

(2) The effective date of the agreement;

(3) The term of the agreement;

(4) The type and amount of each discount provided for in the agreement;

(5) The patientsor typesof patients covered and/or not covered by the agreement;

(6) The services or types of services covered and/or not covered by the
agreement; and

(7) Any other conditions or stipulations which are to be complied with to obtain
the discount specified in the agreement.

(d) Review of Agreements.

(1) The commission shall review such agreement, filed pursuant to subsection
(b) of this section within 10 business days of the filing for compliance with the
content of agreements pursuant to subsection (), of this section. If such agreement
is already on file with the commission, the commission shall review such agreement
within 30 days of the effective date of these regulations, as provided for in this
paragraph. The commission will notify the hospital of any deficiencies within 10
business days of the filing.

(2) Any such deficiencies identified by the Commission pursuant to paragraph
(1), above, shall be corrected by the parties and resubmitted to the commission
within 30 days of the notice of deficiencies. Failure to correct such deficiencies
within the specified time limits will render the agreement ineffective until such time
as the deficiencies are corrected.

(3) The commission shall review such agreement filed pursuant to subsection
(b) of this section within 30 days of the filing of the agreement or within 30 days
of the filing of an amended agreement pursuant to (2), above, whichever is later.
If the commission finds that such agreement provides for a discount which isin
excess of the maximum amount set forth in subsections (d) or (€) of 19a-166, G.S.
or which is contingent on volume or drafted in such a manner as to limit the
discounts to one or more payers by establishing criteria unique to such payers, the
commission shall disallow such agreement. The commission shall notify the hospital
in writing of such disallowance within 15 days of the review date above. A hospital
which receives notice from the commission that such agreement has been disallowed
may petition the commission for a hearing to reconsider its decision disallowing
such agreement pursuant to subsection (f) of this section.

(e) Effect of Filing of Agreement.

(1) Any hospital which has filed an agreement to provide a discount to a payer
under subsection (d) or (€) of section 19a-166, G.S. shall provide the same discount
to any other payer who agrees to make prompt payment or provide administrative
services similar to that contained in such agreement, provided such agreement has
not been disallowed by the Commission pursuant to subsection (d) of this section.
For purposes of this regulation, the term *‘similar to’’ shall mean the offering of a
discount on terms which are substantially the same as the terms contained in an
existing agreement. Any hospital which has filed an agreement and which refuses
to provide such discount to any other payer shall notify such other payer in writing
within 30 days of receipt of such other payer's offer. Such notification shall set
forth the reasons for such refusal.

(2) Any payer who has received notification from a hospital of such refusal
pursuant to paragraph (1), above, or who has extended an offer and has not received
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written notification of refusal within 30 days of the making of an offer may petition
the commission for a hearing pursuant to subsection (f) of this section.

(f) Petition Process.

(1) Any hospital or payer aggrieved under Section 19a-166 (g), G.S. or asprovided
for in subsections (a) (6), (d) (3) and/or () (2) of this section, may petition the
commission in accordance with Sections 19a-160-11 to 19a-160-53, inclusive, of
the commission’s regulations for an order to respond to the petition.

(2) The hospital or payer shall be afforded notice of the petition and the opportu-
nity to be heard in accordance with the provisions of Chapter 54, G.S. and Sections
19a-160-29 through 19a-160-46, inclusive, of the commission’s regulations.

(Effective March 12, 1986)

Sec. 19a-166-3. Additional blue cross discounts

() Negotiation of Discounts.

(1) Blue Cross may negotiate with a hospital to obtain a discount in addition to
any discount provided under Sections 19a-166 (d) and 19a-166 (€), G.S., as provided
for in Section 19a-166 (h), G.S. In aggregate for al hospitals providing such a
discount to Blue Cross, the total amount shall not exceed the amounts specified in
Section 19a-166 (h) (1), G.S.

(b) Filing of Discount Agreements.

(1) Any hospital which agrees to provide a discount to Blue Cross pursuant to
Section 19a-166 (h), G.S., shall file a copy of such agreement in its entirety with
the commission. The agreement shall specifically indicate the amount of additional
Blue Cross discount provided pursuant to Section 19a-166 (h), G.S.

(2) All agreementsin effect for fiscal year 1985 and subsequent years' agreements
currently in effect will be filed in their entirety by the hospital with the commission
within 15 days of the effective date of these regulations.

(3) Any agreements negotiated in the future shall be filed in their entirety by the
hospital with the commission within 30 days after formal agreement.

(4) Any changesin agreements shall be filed by the hospital with the commission
within 30 days of such change.

(c) Calculation of Allowable Discount.

(1) Within 15 days of the effective date of these regulations and on February
28, 1987 and annually thereafter, for aslong as adiscount is provided under Section
19a-166 (h), G.S., Blue Cross and the hospitals will, on forms provided by the
commission, file such information that the commission deems necessary to verify
compliance with the provisions of this section and section 19a-166 (h), G.S. Such
information may include but not be limited to:

(A) Thetota gross hospital charges by hospital for the most recently completed
fiscal year;

(B) Thetota gross hospital charges by hospital for Blue Cross covered patients
for the most recently completed fiscal year; and

(C) Thetota dollar amount of additional Blue Cross discount provided pursuant
to Section 19a-166 (h), G.S. for each hospital for the most recently completed
fiscal year.

(2) Based on the information filed pursuant to (1), above, the commission will
calculate the allowable discount and the amount of refund by Blue Cross to the
hospitals as follows:

(A) For each hospital the total gross hospital charges for Blue Cross will be
multiplied times the Blue Cross additional discount percentage per the hospital’s
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agreement filed pursuant to subsection (b) of this section. This product will be
called the additional Blue Cross discount amount.

(B) The product of (A), above, for each hospital will be added and the total
divided by the sum of thetotal grosshospital chargesfor Blue Crossfor each hospital .

(C) If the amount computed pursuant to (B), above, exceeds the percentage
alowed pursuant to Section 19a-166 (h), G.S., the discount percentage for each
hospital will be reduced by each hospital’s proportional share of the total additional
Blue Cross discount amount computed in (A), above. This computation will result
in an allowable Blue Cross percentage discount for each hospital.

(D) For each hospital, the alowable Blue Cross percentage discount computed
pursuant to (C), above, will be multiplied times the hospital’s total gross hospital
charges for Blue Cross. The product of this calculation will be called the hospital’s
allowable additional Blue Cross discount amount.

(E) For each hospital, the difference between the additional Blue Cross discount
amount calculated pursuant to (A), above, and the allowable additional Blue Cross
discount amount will be computed. This difference by hospital will represent the
amount to be refunded by Blue Cross to the applicable hospital.

(3) Within 60 days of receipt of the information specified in (1), above, the
commission will render a decision indicating any amounts to be refunded by Blue
Cross to the hospitals.

(4) For any FY 1985 amount to be refunded by Blue Cross, the amount of refund
will be a reduction of FY 1987 authorized revenues for hospitals subject to the
provisions of section 19a-164 through 19a-165q, inclusive, G.S.

(d) Refund of Excess Blue Cross Discount.

(1) Within 60 days of the commission’s decision under subsection (c) (3) of this
section, Blue Cross will refund to al hospitals any amounts determined by the
commission to be due.

(2) Blue Cross will file within 75 days of the commission’s decision under
subsection (c) (3) of this section, documentation acceptable to the commission to

substantiate that such refunds were made.
(Effective March 12, 1986)

Sec. 19a-166-4. Eligible organization discounts

An €ligible organization, as described in 42 U.S.C. Section 1395ww (c) (1) (D),
may directly negotiate for a different rate or method of reimbursement with a
hospital, as provided for in Section 19a-166 (c), G.S. However, the cost of providing
services to patients covered by such eligible organizations shall not be borne in any

part by patients not so covered.
(Effective March 12, 1986)

Sec. 19a-166-5. Other discounts

Except as provided for in Section 19a-166, G.S. and Sections 19a-166-1 through
19a-166-5, inclusive, of these regulations, no hospital shall reduce its charges for

the benefit of any payer.
(Effective March 12, 1986)
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Sec. 19a-167g-93.
Repealed, November 1, 2007.

Sec. 19a-167g-94. The uniform reporting of discharge abstract and billing
data

For the purpose of sections 3, 4, 5, 8, 12, 18, and 29 of public act §9-371, and
section 11 of public act 90-134, the following section shall be used to report discharge
abstract and billing data in fiscal year 1991 and thereafter. The provisions of this
section shall supersede the provisions of 19a-165g-2 of the integrated prospective
payment system regulations.

(a) Definitions. For the purpose of this section and except as otherwise noted,
the following words and phrases are defined below:

(1) ““‘Agent”” means a person or entity which has entered into an agreement or
contract with the commission to perform administrative, processing, management,
analytical, evaluative, or other related services with the data collected pursuant to
this section.

(2) “‘Current hospitalization’” or ‘‘hospitalization being recorded’’ refers to that
episode of hospitalization defined by the patient’s admission and discharge dates
and the medical record number and patient control number associated with that
episode. All the data being submitted by the hospital concerning the patient’s
hospitalization relate to this episode of hospitalization.

(3) “‘Discharge’’ is defined according to subdivision 19a-167g-55 (b) (22).

(4) ‘‘Patient identification’” means the unique designation or number assigned
to each patient within a hospital that distinguishes by itself the medical record of
an individual patient from the medical record of all other patients in that institution.

(5) ‘‘Patient control number’’ means the unique designation or number assigned
by the hospital to each patient’s individual hospitalization that distinguishes by itself
the medical and billing records of that hospitalization.

(6) ‘‘Date of birth’” means the month, day, and year on which the patient whose
hospitalization is being recorded was born.

(7) “‘Date of admission’’ means the month, day, and year on which the patient
whose hospitalization is being recorded was admitted to the hospital.

(8) ‘‘Date of discharge’” means the month, day, and year on which the patient
whose hospitalization is being recorded was discharged from the hospital.

(9) “‘Sex’’ means a designation of the patient as:

designation code
(A) Male =M
(B) Female =F
(C) Not determined =U

The category ‘‘not determined’” may only be used in rare instances where the
sex of the patient either has not been or cannot be determined at the time of discharge.

(10) ““Zip code’’ means the zip code of the post office where the patient custom-
arily receives mail. If the patient resides outside the United States or its territories,
the zip code shall be °99998.”’

(11) “‘Race’” means a designation of the patient according to the categories listed
below. For the purpose of reporting this information to the commission as part of
this data set, each category is assigned the numeric codes listed below:
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category code
(A) White =1
(B) Black =2
(C) American Indian/Eskimo/Aleut =3
(D) Hawaiian/Pacific Islander =4
(E) Asian =5
(F) Other Non-white =6
(G) Unknown =0

(12) “‘Ethnicity’’ refers to the patient’s cultural origin. The patient must be
classified into one of the categories of ethnicity listed below. For the purpose of
reporting this information to the commission as part of this data set, each ethnic
category is assigned the numeric codes listed below:

category code
(A) Spanish origin/Hispanic =1
(B) Non-Spanish origin/Non-Hispanic =2

(13) “‘Previous admission’’ refers to the length of time between the date of
admission for the hospitalization being recorded and the date of discharge for the
patient’s most recent previous inpatient hospitalization. For the purpose of reporting
this information to the commission as part of this data set, the categories of previous
admission are assigned the numeric codes listed below:

category code
(A) Less than 31 days =1
(B) More than 30 but less than 61 days =2
(C) More than 60 but less than 91 days =3
(D) More than 90 but less than 181 days =4
(E) More than 180 days =5
(F) No previous hospitalization =6
(G) Unknown =7

(14) “‘Hospital ID code’’ refers to the last four digits of the hospital’s Medicare
provider number for the unit from which the patient was discharged for the hospital-
ization being recorded.

(15) *‘Attending practitioner’” means the physician, surgeon, homeopath, dentist,
podiatrist, chiropractor, osteopath, or psychologist who was primarily responsible
for the patient’s care during the hospitalization being recorded. The attending prac-
titioner will be designated by the hospital using the unique code established pursuant
to subsection (e) of this section.

(16) ‘‘Operating practitioner’” means the physician, surgeon, homeopath, dentist,
podiatrist, chiropractor, osteopath, or psychologist who performed the principal
procedure during the hospitalization being recorded. The operating practitioner will
be designated by the hospital using the unique code established pursuant to subsection
(e) of this section.

(17) *‘Principal diagnosis and secondary diagnoses’’ refer to diagnoses that affect
the hospitalization being recorded.

(A) “‘Principal diagnosis’’ refers to the condition which is established after study
to be chiefly responsible for the admission of the patient to the hospital.

(B) “‘Secondary diagnoses’’ refers to those conditions, exclusive of the principal
diagnosis, which exist at the time of the patient’s admission or which develop
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subsequently to the admission and which affect the patient’s treatment or length of
stay for the hospitalization being recorded. Diagnoses which are associated with an
earlier hospitalization and which have no bearing on the current hospitalization shall
not be recorded as secondary diagnoses.

(18) Procedures and procedure days.

(A) “‘Procedure’’ means a significant procedure that is surgical in nature; carries
a procedural or anesthetic risk; or requires specialized training or special facilities
or equipment.

(B) ‘‘Procedure day’’ refers to the day on which the procedure was performed.
The procedure day equals the number of days after the admission date on which
the procedure was performed. If the procedure was performed on the date of admis-
sion, then the procedure day = 0.

(C) “‘Principal procedure’’ means that procedure most closely related to the
principal diagnosis which is performed for the definitive treatment of the patient.

(1) The principal procedure cannot be a procedure which has been performed for
a diagnostic or exploratory purpose only or to resolve a complication, unless these
are the only types of procedures performed on the patient during the hospitalization
being recorded.

(i) “‘Complication’ is defined in this section as any diagnosis other than the
principal diagnosis.

(D) “‘Other procedures’ means other significant procedures in addition to the
principal procedure. These are to be reported with the procedure day on which the
procedure was performed.

(19) ‘“‘Admission status’’ describes the circumstances associated with the
patient’s admission and will be limited to the following:

(]
Q
[oN
€]

circumstance

(A) Physician Referral

(B) Clinic Referral

(C) HMO Referral

(D) Transfer from a Hospital

(E) Transfer from a Skilled nursing facility
(F) Transfer from another health care facility
(G) Emergency room

(H) Court/law enforcement

(I) Newborn

OOO\]O\UI-PWI\)H‘

(20) “‘Discharge status’” means a designation associated with the circumstances
of the patient’s discharge and will be limited to the following:

designation code
(A) Home 01
(B) Transferred to another short term hospital 02
(C) Transferred to a skilled nursing facility 03
(D) Transferred to an intermediate care facility 04
(E) Transferred to another type of institution 05
(F) Discharged to home health service 06
(G) Left against medical advice 07
(H) Expired 20

(21) “‘Expected principal source of payment’’ means that payment source that
was expected at the time the data set was completed to provide the primary share
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of the payment for the hospitalization being recorded. These sources will be limited
to the following:

(]
Q
[oN
[¢]

payment source

(A) Self pay

(B) Worker’s Compensation
(C) Medicare

(D) Medicaid

(E) Other Federal Program
(F) Commercial Insurance Company
(G) Blue Cross

(H) CHAMPUS

(I) Other

(J) Title V

(K) No Charge

(L) HMO

(M) PPO

(22) ““CHAMPUS”’ is defined in 19a-167g-55 (b) (13).

(23) ““Title V'’ means the Maternal and Child Health Services Block Grant as
provided under Title V of the Social Security Act.

(24) ““HMO’’ and “‘PPO’’ refer to alternative delivery systems and are defined
in 19a-167g-55 (b) (3).

(25) ‘‘Birthweight’’ means the weight in grams of a newborn infant recorded at
birth. This value must be coded if the admission status is newborn.

(26) ‘‘Total revenue center charges’” means the total charges appearing on the
patient’s bill. This amount should correspond to revenue code ‘001’ on a standard
UB-82 bill.

(27) A ‘‘group of revenue data elements’” means an individual, distinct revenue
code and its corresponding units of service and charges for the hospitalization being
recorded. One group of revenue data elements consists of the revenue center code,
its units of service, and its total charges.

(28) ‘“UB-82 data’ refers to those uniform billing data elements generated by
hospitals for the purpose of billing hospital charges to patients for services rendered
after September 30, 1984. These data elements are contained on a ‘“UB-82 form”’
which is that version of the Uniform Hospital Billing Form promulgated by the
National Uniform Billing Committee, established by the American Hospital Associa-
tion, as from time to time amended. The UB-82 form has also been adopted as
Health Care Financing Administration (HCFA) Form 1450 pursuant to Sections
1814 (a) (1) and 1871 of the federal Social Security Act.

(29) “‘Discharge abstract’” refers to those items of medical and demographic
information which are normally available in the patient’s medical record and which
may be abstracted from that medical record as data elements. The discharge abstract
for the hospitalization being recorded summarizes the important clinical features of
that patient’s hospitalization. For the purpose of this section, the items of medical
and demographic information referred to by the term ‘discharge abstract data’’ are
data elements numbered 4, 6-12, 14—15, 17-18 on record type 2, items numbered
4, 6-14 on record type 3, and items numbered 4, 6-8, 10-11, 13-14, 16-17, 19-20,
and 22-23 on record type 4 of subsection (h) (8), below. Some of these items may
also be found on the patient’s UB-82 billing form. These data elements may also
be part of the UB-82 data.

HLrIOoO—IQTmUAQW >
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(30) A “‘test tape’’ is defined as the submission of a sample of a hospital’s
discharge abstract and billing data set as part of the initial submission of data
pursuant to subsection (b) (5) or for the purpose of testing technical changes made
by the hospital which affect the submission of its discharge abstract and billing data
set on computer tape. The test tape shall conform exactly to all the technical
specifications provided for in this section. The sample of the data set contained on
a hospital’s test tape shall not exceed one-twelfth (1/12) of that hospital’s total
discharges for fiscal year 1989.

(31) Reports.

(A) A “‘report’”’ is defined as data or information extracted or prepared from
the data collected under this section or section 19a-165g-2 of the commission’s
regulations. This includes data derived from other sources when such data are
combined with the data collected under this section. The report may be presented
in any form, either on paper or contained in computer-accessible files on-or off-
line on magnetic media, such as magnetic tapes, disks, or drums.

(B) If areport, either by itself or in combination with another report, can identify
an individual patient or practitioner either by personal identification code, by name,
or by a combination of data elements, then it will be considered ‘‘confidential.”’

(C) If a report, either by itself or in combination with another report, cannot
identify an individual patient or practitioner either by personal identification code,
by name, or by a combination of data elements, then it will be considered ‘ ‘nonconfi-
dential.”’

(32) ‘“‘Data element’”” means an individual category of data taken from a dis-
charge’s medical record or hospital bill (UB-82 data). Data elements to be filed
pursuant to this section are prescribed in subsection (h) (9), and, when appropriate,
are defined in subsection (a).

(33) ‘‘Data record’’ refers to a 282-byte array of a computer file containing data
elements specific to a hospital or to individual discharges from a hospital. Six types
of data records shall be filed by a hospital pursuant to this section. They are referred
to as data record type 1 through data record type 6. These data record types are
described in subsections (h) (4) and (h) (9).

(34) “‘Data set’’ refers to the complete set of data records filed by a hospital for
a reporting period. The data set shall contain the discharge abstract and billing data
for each individual discharged from that hospital during the reporting period. The
data set shall be composed of one header record (data record type 1), one trailer
record (data record type 6) for each hospital, and a group of data records (data
record types 2 through 5, inclusive) for each individual discharged from that hospital.
These data records shall include the data elements prescribed in subsection (h) (9).

(35) ‘‘Payer identification’” means the code number or the payer name which
identifies the payer organization from which the hospital expects at the time of
discharge some payment for the bill. Up to three payer organizations shall be reported
in order of their expected contributions to the payment of the hospital bill.

(36) ‘‘Estimated responsibility’’ means the amount estimated by the hospital at
the time of discharge to be paid by the indicated payer.

(37) ‘‘Deductible’’ means that amount estimated by the hospital at the time of
discharge to be applied to the patient’s deductible amount for the indicated payer.

(38) ““Coinsurance’” means that amount estimated by the hospital at the time of
discharge to be applied to the patient’s coinsurance amount for the indicated payer.

(39) A “‘report cell’” means the intersection of a row and column of data elements
in a report.
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(b) Filing Requirements and Filing Periods.

(1) Before the end of each calendar quarter after September 30, 1990, each
hospital shall file with the commission or its agent a complete discharge abstract
and billing data set, as specified in subsection (h).

(2) This data set shall contain the data records for each individual discharged
from that hospital during the preceding calendar quarter. The data set for a calendar
quarter shall be filed prior to the end of the calendar quarter following the calendar
quarter in which the discharges whose data are contained therein occurred. For
example, the data set to be filed before March 31, 1991, shall contain the data
records for each individual discharged from that hospital from October 1, 1990,
until December 31, 1990. Nothing in this section is intended to alter the data filing
requirements of section 19a-167g-42. Data for the calendar quarter July 1, 1990
through September 30, 1990 continues to be due the commission under section 19a-
167g-42.

(3) For its first submission pursuant to this section, the hospital shall file a test
tape pursuant to subsection (b) (5).

(4) Ninety (90) days prior to the end of the filing periods specified in subsection
(b) (1), the commission shall notify the hospital of any supplemental instructions
for submission of the hospital discharge abstract and billing data set.

(5) Submission of test tapes.

(A) The initial submission of discharge abstract and billing data sets under this
section is due before April 1, 1991. As part of that submission, a hospital shall
submit a test tape for its data set. Thereafter, when a change in the instructions or
specifications for the submission of the hospital discharge abstract and billing data
set occurs which requires a modification of the submission format of the data set,
hospitals may submit up to three test tapes to verify that they have implemented
the format changes correctly.

(B) The first test tape must be submitted within ninety (90) days following the
first day of the fiscal quarter in which the specification changes are required to
be initiated.

(C) The commission’s agent will process the test tapes upon receipt, accept or
reject the test tapes based upon their conformance to the specifications required,
and notify each hospital or their designated data vendor with a written evaluation
of each test tape.

(D) If a hospital’s test tape is accepted by the agent, no additional test tapes will
be processed by the agent for that hospital. If the hospital’s test tape is rejected by
the agent, the hospital shall submit a revised test tape for reevaluation within fifteen
(15) business days of the hospital’s or data vendor’s receipt of the agent’s evaluation
of its rejected test tape.

(E) The submission of test tapes does not, in itself, exempt a hospital from the
filing requirements of subsections (b) (1) and (b) (2).

(F) A hospital will not be considered to have violated the provisions of subsection
(b) (2) if it has adhered to the testing schedule described in subsections (b) (5) (B)
through (b) (5) (D) and has not submitted more than three test tapes.

(G) If any hospital requests the submission of a test tape for any reason other
than those specified in (b) (5) (A), or if a hospital is required to submit more than
three test tapes for any filing period, then the cost of processing the additional test
tapes shall be borne by the hospital.

(6) Exemptions to the filing requirements.
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(A) A hospital may be granted a partial, temporary exemption from filing those
data elements specified in (6) (F) if the data elements cannot be provided to the
commission in a timely manner by the hospital.

(B) The commission shall grant an exemption provided the hospital applies for
it and the commission finds that the application demonstrates sufficient grounds for
the exemption.

(C) Specifically, if the hospital is not collecting the specified data elements on
or about October 1, 1990, and cannot begin collecting them on that date due to
computer software or data collection forms which do not provide for their collection,
and the hospital’s application sufficiently supports this claim, then the hospital shall
be granted a partial exemption for those data elements until such time as the
commission deems appropriate.

(D) The application for exemption shall contain at least the following materials:

(i) A statement of which data elements cannot be provided in a timely manner
and why they cannot be provided.

(i) Samples of the hospital’s discharge abstract and UB-82 data element collec-
tion forms or other data element collection instruments with effective dates on or
about October 1, 1990.

(iii) Sworn statements from the hospital’s data processing vendor(s) and/or data
processing manager stating that the hospital cannot provide the data elements to
the commission in a timely manner and why it cannot.

(iv) The earliest date on which the hospital expects to provide the data elements
to the commission.

(v) Any other supporting documentation considered relevant to the hospital’s
application by the hospital or the commission.

(E) The exemption shall be partial and until such time as the commission deter-
mines is reasonably required for the hospital to comply.

(F) The following data elements may be exempted from the filing requirements
of this section until such date as the commission may deem appropriate, but no
later than October 1, 1991: ethnicity, previous admission, secondary diagnosis 5,
secondary diagnosis 6, secondary diagnosis 7, secondary diagnosis 8, secondary
diagnosis 9, other procedure 5, other procedure 5 day, other procedure 6, other
procedure 6 day, other procedure 7, other procedure 7 day, other procedure 8, other
procedure 8 day, other procedure 9, other procedure 9 day, birthweight, payer
identification 1, payer identification 2, payer identification 3. In addition, the data
element race may be partially exempted, so that a hospital which receives such an
exemption shall be required to collect that data element as required by the regulations
in effect during fiscal year 1990.

(G) The following data elements shall be exempted from the filing requirements
of this section until October 1, 1991: estimated responsibility 1, deductible 1,
coinsurance 1, estimated responsibility 2, deductible 2, coinsurance 2, estimated
responsibility 3, deductible 3, and coinsurance 3.

(H) Hospitals not granted an exemption by the commission shall begin gathering
the specified data elements in their required formats, as prescribed in subsections
(a) and (h), on October 1, 1990, for initial submission to the commission on April
1, 1991.

(7) Hospitals may request an extension of the filing periods in this section pursuant
to section 19a-160-16 of the commission’s regulations.

(c) Billing data. As provided in subsection (h), the hospital shall report the
detailed charges for each discharge in a group of data records that are already
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merged with the discharge abstract data elements. The charges shall be reported in
detail, itemized by individual three-digit UB-82 revenue code in a manner consistent
with the reporting of the charge data elements on the UB-82 form.

(d) Standards for data; notification; response.

(1) Each discharge abstract and billing data set submitted by a hospital for patients
discharged after September 30, 1990, shall be evaluated by the commission or its
agent according to the following standards:

(A) For each data set submitted by a hospital, the values or codes for any data
element within an individual discharge’s data records shall be valid values or codes
or contained within valid ranges of values for the data element. Invalid codes or
values will be rejected as errors. Data elements and their valid values or codes are
specified in subsections (a) and (h). Invalid codes are specified in subsection (h) (10).

(B) Those data elements which are related to other data elements within an
individual discharge’s data records must be internally consistent in substantive
content or they will be rejected as errors. Edits to be applied for consistency are
specified in subsection (h) (11).

(C) Coding values indicating ‘‘data not available,”” ‘‘data unknown,”’ or any
other such value or term indicating that the valid code, value, or range of values
for particular data elements is not available will not be accepted for individual data
items. Submission of such values for data elements will be rejected as errors.

(D) Any discharge which is assigned to DRG 469 or 470 after grouping by the
version of the Medicare grouper valid for the period in which the patient is discharged
shall be rejected as an error. The hospital shall review the medical record for such
discharge and modify the discharge data set accordingly so that the discharge is
correctly assigned to a DRG other than 469 or 470.

(2) Upon completion of this evaluation, the commission or its agent shall promptly
notify each hospital whose data sets do not satisfy the standards for any filing
period. This notification shall identify the discharge abstract or billing data elements
for any discharge which are in error, suspected of being in error, or otherwise do
not satisfy the standards.

(A) This notification will specify the problematic data elements.

(B) Error documentation and correction procedures will be provided to each
hospital with each notification.

(3) Each hospital notified pursuant to subsection (d) (2) shall make the changes
necessary to correct the errors and satisfy the standards and submit these changes
to the commission or its agent within 30 days of the notification.

(e) Central registry for practitioner codes.

(1) All practitioners who provide services at a hospital within the state must be
registered with the commission by means of a central registry.

(2) The registry will contain the practitioner’s name, address, birthdate, state
health department license number, any other information as may be required by the
commission to uniquely distinguish the practitioner from any other practitioner
providing services in the state, and an identification number which uniquely distin-
guishes the practitioner from any other practitioner providing services in the state.

(3) The commission designates the Connecticut Health Care Provider Billing
Identification System (CHCPBIS) to be the central registry specified in subsection
(1), above, and the CHCPBIS provider code number to be the identification number
which the hospitals shall use for the attending and operating practitioner data ele-
ments described in (a) (15) and (a) (16), respectively. As designee, the CHCPBIS
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shall provide the information specified in subsection (e) (2) to the commission on
a regular and timely basis.

(4) Should the designee cease to maintain this registry or fail to provide the
specified information to the commission on a regular and timely basis, the commis-
sion shall declare the designation made in subsection (3) void. In this case, the
identification number provided by the hospitals for the attending and operating
practitioner data elements should be that practitioner code required by the Health Care
Financing Administration (HCFA) in its administration of the Medicare Program.

(5) Should HCFA cease to require a unique practitioner identifier for the Medicare
program, then each hospital shall be responsible for providing the commission or
its agent with the practitioner’s name, current address, birthdate, and state health
department license number or such other information as may be required by the
commission to uniquely distinguish each practitioner from any other practitioner
providing services in the state as new practitioners begin providing services to the
hospital. Upon receipt of this information, the commission or its agent will assign
each practitioner his or her own unique identification number.

(f) Noncompliance.

(1) Except as specified in subsection (f) (2), the failure to file, report or correct
the discharge abstract or billing data sets according to the provisions of this section
shall be considered a violation of public act 89-371 and these regulations. Any
hospital determined by the commission to have violated the provisions of this section
shall be subject to the provisions of Section 19a-160-120 of the commission’s
regulations and any other remedies or penalties available to the commission.

(2) A hospital which files discharge abstract and billing data sets which do not
satisfy the standards under subsection (d) of this section shall not be considered in
violation of these regulations if:

(A) the hospital corrects all such data sets as specified in subsection (d) (3) of
this section; or

(B) the number of individual discharges whose data records fail to meet the
standards for the filing period does not exceed one percent of the total number of
individual discharges required to be filed in that period.

(g) Maintenance of confidentiality.

(1) Only such data as are relevant and necessary to implement public acts 89-
371 and 90-134 will be collected by the commission.

(2) All data collected under this section of these regulations will be maintained
accurately and diligently.

(3) Only such members of the commission, its attorney, agents, or their employees
who have a specific need to review discharge and billing data collected pursuant
to this section or confidential reports prepared from such data will be entitled to
access to such data or reports.

(4) The commission, its attorney, agents, or their employees who are involved
in the administration, management, processing, analysis, or other use of the discharge
abstract and billing data shall not make public any confidential reports.

(5) The following data elements are confidential and shall not be released to the
public: patient identification number, patient control number, date of birth, date of
admission, date of discharge, attending practitioner, and operating practitioner.

(6) Notwithstanding the provision of subsection (g) (4), nonconfidential reports
from which individual patient and practitioner data cannot be identified shall be
made available to the public.

(7) Data elements and suppression thresholds for nonconfidential reports.



Sec. 19a-167g page 13 (2-08)
Office of Health Care Access § 19a-167g-94

(A) To create a nonconfidential report, the following data elements collected
under this section will be replaced by substitute data elements which have been
modified for purposes of confidentiality as follows:

(i) Birthdate will be replaced by age group. Age groups shall contain age ranges
of no less than five years and must be compatible with those released by the U.S.
Census Bureau. All ages greater than 90 years will be included in the same group.

(ii) Date of discharge will be replaced by fiscal quarter and year of discharge.

(iii)) Admission date and discharge date will be replaced by average length of
stay in aggregate reports and length of stay in other nonconfidential reports.

(iv) Zip code will be replaced by an aggregation of zip codes composed of at
least two contiguous zip codes and subject to the provisions of subsection (7) (B).

(v) Birthweight will be replaced by birthweight group. Each birthweight group
shall contain birthweight ranges of no less than 500 grams. These ranges must end
in even hundred grams (e.g. 2,001-2,500 grams).

(vi) Payer identification will be aggregated to only those payer categories speci-
fied in subsection (a) (21), Expected Principal Source of Payment.

(vii) All billing data elements related to patient charges will be replaced by the
corresponding average charges in aggregate reports.

(B) Thresholds for data suppression for nonconfidential reports.

(i) Except for average length of stay and average charges, a nonconfidential,
aggregated report shall not contain information or data based on fewer than six
individual patients, as defined by the patient identification number, in a single report
cell. In the case of average length of stay and average charges, if the average is
based on fewer than six patients, the number of patients upon which it is based will
not be released.

(i) Except for average length of stay and average charges, a nonconfidential,
aggregated report shall not contain information or data based on fewer than two
individual practitioners, as defined by the attending or operating practitioner codes,
in a single report cell.

(iii) An aggregated report shall not contain the payer data elements ‘‘estimated
responsibility,”” ‘‘deductible,”” and ‘‘coinsurance’’ if the values of these data ele-
ments are based on fewer than two individual payers, as defined by the payer
identification codes, in a single report cell.

(iv) Any nonaggregated report which contains data elements by discharge shall
not contain the data element ‘‘hospital code,”” and shall contain a substitute for the
data element ‘‘zip code.”” This substitute shall be composed of an aggregation of
zip codes equivalent to the health service areas created pursuant to the National
Health Planning and Resources Development Act, Public Law 93-641.

(C) Combinations of all other data elements not restricted by subsections (g) (4),
(g) (5), and (g) (7) may be released in nonconfidential reports.

(8) Procedures for requesting, producing, and releasing nonconfidential reports.

(A) All reports under consideration by the commission for public release shall
be considered confidential until determined to be nonconfidential by the process
described in this subsection.

(B) Requests for any data collected under this section must be made in writing
to the chairman of the commission. The request shall contain a list of the data
elements being sought, a detailed description of the content and organization of any
report and an example of the report’s layout showing how the data will be organized
and presented. It shall also contain a statement by the requestor confirming that the
request conforms to the confidentiality provisions of this subsection.
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(C) A designated commissioner shall review the request and respond within four
business days as follows:

(i) A request which seeks data elements deemed confidential by subsection (g)
(7) (A) or which does not meet the thresholds of subsection (g) (7) (B) shall be
denied within four (4) business days.

(i1) A request for data from which it can be readily determined from the face of
the request that an individual patient or physician cannot be identified and that the
request conforms to (g) (7) (A) and (g) (7) (B) will be approved for preparation.
The requestor will be notified of such approval within four (4) business days. The
requestor shall assume the cost of preparing a requested report not already in
existence. Such cost may be required to be paid in whole or in part prior to the
preparation of the report.

(iii) A request for data from which it cannot be readily determined whether an
individual patient or physician can be identified or whether the request conforms
to (g) (7) (A) and (g) (7) (B) will be subjected to the procedure set forth in (E)
below prior to a determination by a commissioner that the request will be approved
for preparation. The requestor shall be notified within four (4) business days that
the request will undergo such a procedure.

(D) All requests for data will be publicly noticed as an addendum to the commis-
sion’s calendar. This notice will contain the name of the requestor and the general
nature of the request. If the request identifies the data as that of an individually
identified hospital, the commission will notify the hospital at this time that a request
for data collected pursuant to this section has been filed. Any person may obtain a
copy of such request on application to the commission. Any person may raise
concerns about whether the requested report conforms to the confidentiality require-
ments of this subsection but the raising of any concerns shall not toll any determina-
tion by a designated commissioner whether to approve or deny a request except as
set forth in (E) below.

(E) for requests which fall under subsection (g) (8) (C) (iii), any person may
raise concerns about whether the requested report conforms to the confidentiality
requirements of this subsection provided he or she does so in writing within ten
(10) business days of the public notice given under (D). Any concerns will be
considered by the designated commissioner before the request is approved for prepa-
ration.

(1) A designated commissioner shall review such request. If the commissioner
determines that such request conforms to the confidentiality requirements of this
subsection, the request may be approved for preparation. The requestor shall assume
the cost of preparing a requested report not already in existence. Such cost may be
required to be paid in whole or in part prior to the preparation of the report.

(F) When prepared, a copy of the report will be reviewed by the designated
commissioner for conformity to the confidentiality requirements of this subsection.
If the report conforms to these requirements, it shall be authorized for release.

(G) The commission retains ownership rights to all data used in the report and
will retain a copy of the final report. Nonconfidential reports approved for release
will thereafter be available for copying by members of the public other than the
original requestor.

(H) The commission will maintain a record of all approved requests for reports.
The record will be available to the public on request. This record will contain the
name of the person or party making the request, the nature of the request, and the
date the request was approved for release.
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(I) The commission reserves the right to refuse any request for a report which
could threaten the confidentiality of an individual patient or practitioner.

(9) The commission shall ensure that any contract into which it enters with an
agent using confidential data collected under this section shall contain provisions
requiring the agent to comply with the provisions of this subsection. The commission,
not its agent, is the sole owner of the data collected under this section. No agent
may release any data or report whatsoever, whether confidential or not, to any
person or party, unless authorized in writing by the commission in accordance with
this section.

(10) Security of the discharge abstract and billing data.

(A) The commission shall ensure that steps are taken to control access to any
confidential data collected under this section or reports developed from these data.
These steps shall include the use of information systems software and other security
procedures designed to protect against unauthorized access. These security proce-
dures shall be available to the public.

(B) Any agent of the commission must provide a detailed description of its data
security provisions and the policies and procedures it will employ to ensure the
security and confidentiality of the data collected under this section.

(C) To the greatest extent practicable, confidential reports maintained at the
commission will be kept in controlled access areas. Confidential reports will be kept
in locked files when not in use. Confidential reports maintained on the commission’s
computer system will be stored in limited-access directories. Documents containing
confidential reports will be clearly labeled as confidential.

(11) The commission, its attorney, agents, and any of their employees who are
involved in the collection, maintenance, analysis, or other use of the discharge
abstract and billing data, will be informed of the policies and procedures contained in
subsections (g) (1) through (g) (10) regarding the maintenance and use of these data.

(h) Specifications for the submission of the discharge abstract and billing
data sets.

(1) Each hospital shall file with the commission or its agent a complete discharge
abstract and billing data set on magnetic computer tape containing data records for
each patient discharged from the hospital after September 30, 1990. The data records
for each discharge shall contain complete discharge abstract and billing data for all
the data elements specified in subsection (h) (9). When reported, the discharge
abstract and billing data elements for each discharge shall already be merged into
a single set of data records for that discharge, as prescribed in subsections (h) (2)
(A) through (h) (2) (C).

(2) The organization of data records within a data set.

(A) For each discharge, the data elements to be filed shall be contained on one
type 2 data record, one type 3 data record, one type 4 data record, and one or
more type 5 data records. This means that multiple data records shall be filed for
each discharge.

(B) The type 2 data record shall contain the discharge’s demographic information.
The type 3 data record shall contain the discharge’s diagnostic information. The
type 4 data record shall contain the discharge’s procedural information. The type
5 data record(s) shall contain the discharge’s revenue or billing information.

(C) Allrecord types for an individual discharge shall follow one another immedi-
ately in sequence beginning with the type 2 data record for that discharge. Each
discharge must have one type 2 data record followed by one type 3 data record,
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one type 4 data record, and at least one type 5 data record, in that order. For data
record type 5, the sequence number shall reflect the order of appearance of type 5
records for an individual discharge.

(D) A type 1 data record must never immediately follow another type 1 data
record. A type 2 data record for a given discharge must never immediately follow
a type 2 data record for a different discharge.

(E) Each hospital shall submit a single header data record, data record type 1,
and a single trailer data record, data record type 6, which will enclose the data
records for all discharges contained in any submission, if more than one hospital’s
data set is submitted on a single tape, each hospital’s data set shall be delimited by
its own type 1 and type 6 data records.

(3) Rules for coding revenue data elements.

(A) The billing (or revenue) data elements shall be reported in a manner consistent
with the reporting of UB-82 revenue data elements. Each revenue code for which
the discharge has accrued charges must be reported along with the total charges
corresponding to that revenue code. For each revenue code between 020 through
219, inclusive, for which the discharge has accrued charges, units of service corres-
ponding to that revenue code must be reported.

(B) Revenue codes shall be reported to the third digit. Each charge must corre-
spond to a valid UB-82 revenue code. Revenue codes must be acceptable values in
the range between 020-999, inclusive, that appear in the UB-82 billing manual,
maintained by the Connecticut UB-82 billing committee. Total units of service and
total charges corresponding to the individual revenue codes for the hospitalization
being recorded are to be reported as they are reported on the UB-82 form.

(C) Each type 5 data record can hold up to 18 groups of revenue data elements
(i.e. revenue code, units of service by revenue code, and charges by revenue code).
No blanks shall occur prior to the end of the last group of data elements for the
last revenue code. Unused space for revenue data elements in the last or only type
5 data record must be zero filled.

(D) There shall be only one occurrance of a unique revenue code on each dis-
charge’s set of type 5 data records. This means that charges and units must be
aggregated to the revenue code level.

(4) Rules for diagnosis and procedure coding.

(A) Principal and secondary diagnoses shall be recorded according to the conven-
tions governing the coding of diagnoses contained in the most current version of
the International Classification of Diseases, 9th Revision, Clinical Modification
(‘ICD-9-CM’).

(B) Diagnoses shall be coded in the most specific category available for that
diagnosis at the time of discharge. A diagnosis may not be assigned a less specific
code if a more specific code is available for that diagnosis.

(C) The diagnosis codes must be legitimate, lowest-level, ICD-9-CM codes with
decimal points omitted. Diagnosis codes shall be entered as a 5-digit code even
though there may only be 3 or 4 significant digits. Decimal points are to be implied,
not explicit. This means that all digits in the code must be entered, including leading
and trailing zeros. If the lowest-level code for a diagnosis has only three or four
significant digits, including leading and trailing zeros, blanks must be entered in
positions 4 and/or 5 if necessary.

(D) The first four secondary diagnoses recorded shall be consistent with those
contained on the discharge’s UB-82 bill for the hospitalization being recorded. The
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remaining five diagnoses shall be taken from either the discharge’s UB-82 bill or
the discharge abstract. If, for the hospitalization being recorded, a discharge has
nine or more unique secondary diagnoses on either the UB-82 bill or the discharge
abstract, then the hospital must report nine secondary diagnoses on the data record.
If a discharge has fewer than nine unique secondary diagnoses on both the UB-82
bill and the discharge abstract, then the unused space reserved for the additional
diagnoses shall be blank filled.

(E) The reporting of procedure codes shall follow the same rules as those outlined
for diagnosis codes in (A) through (C), above, except that the procedure codes shall
be entered as a 4-digit instead of a 5-digit code. Procedure codes shall be entered
as a 4-digit code even though there may only be 2 or 3 significant digits. The codes
entered must be legitimate lowest level ICD-9-CM codes except that decimal points
are to be implied, not explicit. This means that leading and trailing zeros must be
entered and blanks must be entered in positions 3 and/or 4 if necessary. Other
procedure fields are to be blank filled if not applicable.

(F) The first two other procedures shall be consistent with those contained on
the discharge’s UB-82 bill for the hospitalization being recorded. The remaining
seven procedures shall be taken from either the discharge’s UB-82 bill or the
discharge abstract.

(G) If a discharge has nine or more unique other procedures on either the UB-
82 bill or the discharge abstract for the hospitalization being recorded, then the
hospital must report nine other procedures on the data record. If a discharge has
fewer than nine other procedures on both the UB-82 bill and the discharge abstract for
the hospitalization being recorded, then the unused space reserved for the additional
procedures shall be blank filled.

(H) For each procedure reported, the day on which the procedure was performed
relative to the day of admission must also be reported. Procedures performed on
day of admission shall reflect a procedure day of ‘‘000.”” Procedure day fields are
to be blank filled if no corresponding procedure is recorded.

(D If a procedure has been reported to diagnose or treat a complication, as
defined in subsection (a) (12) (B) (ii), then the complication must be reported as a
secondary diagnosis.

(5) Regarding the coding of admission status, if the discharge was admitted
through the emergency room after having been transferred from any other health
care facility, then this admission may not be coded as an emergency room admission.

(6) Regarding the coding of payer identification, follow UB-82 instructions for
completing the data field specified in (h) (9), including the use of the three-digit
carrier code if the primary payer is a commercial carrier. Preceed the three digit
code by two zeros to completely fill the five-character, alpha-numeric field. Enter
the expected primary payer as payer identification 1, and other payers as payer
identification 2 and payer identification 3.

(7) Regarding the coding of estimated responsibility, deductible, and coinsurance,
follow UB-82 instructions for completing these data fields for each payer identifica-
tion. Enter the values of these data elements for the expected primary payer as
estimated responsibility 1, deductable 1, and coinsurance 1, respectively, and the
values of these data elements for other payers as estimated responsibility 2,
deductable 2, and coinsurance 2, and estimated responsibility 3, deductible 3, and
coinsurance 3, respectively.

(8) Magnetic Tape Specifications.
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(A) Characteristics Specifications
1. Number of tracks 9 track
2. Parity Odd
3. Label type OS Standard Labels or Nonlabeled
4. Density 1,600 BPI or 6,250 BPI
5. Character Code EBCDIC
6. Record Format Fixed-Length, Fixed-Blocked
7. Record Length 282 bytes
8. Records per Block 113
9. Block Size 31,866 Bytes

(B) The logical data record length shall be 282 and the blocking factor shall be
equal to 113. Therefore, the blocksize equals 31,866.

(C) The submission of a magnetic tape requires a Standard Tape Submittal Form,
in all cases.

(D) The standard tape submittal form, which must always be used, must be
supplemented by an attached document, as applicable, which clearly identifies the
tape contents as to the reporting period submitted for each hospital.

(E) Each tape can contain data sets from one or more hospitals as long as each
hospital’s data records are preceded by a Header Data Record (data record type 1)
and followed by a Trailer Data Record (data record type 6), as specified in subsections
(h) (2) and (H) (9). The hospital data set can include data from one or more quarters
within one fiscal year; data from multiple fiscal years cannot be mixed on one tape.

(9) Record layout and format.

#Data Element Description Format Bytes Start Stop Reference #Instruction

Data Record Type 1: Data Set Header Record

1 Record Type Indicator 9(2) 2 1 2 — 8
2 Filler X(2) 2 3 4 — —
3 Hospital ID code X(4) 4 5 8 Definitions 1,3
4 Hospital Name X(40) 40 9 48 — 1,3
5 Processing Date 9(8) 8 49 56 — 7
6 Period Start Date 9(8) 8 57 64 — 7
7 Period End Date 9(8) 8 65 72 — 7
8 Filler X(210) 210 73 282 — —
Data Record Type 2: Demographic Data Record
1 Record Type Indicator 9(2) 2 1 2 — 8
2 Filler X(2) 2 3 4 — —
3 Hospital ID code X(4) 4 5 8 Definitions 1,3
4 Patient Identification

Number X(20) 20 9 28 Definitions 1,3
5 Patient Control Number X(20) 20 29 48 Definitions 1,3
6 Date of Birth 9(8) 8 49 56 Definitions 7
7 Date of Admission 9(8) 8 57 64 Definitions 7
8 Date of Discharge 9(8) 8 65 72 Definitions 7
9 Sex X(1) 1 73 73 Definitions —
10 Race 9(1) 1 74 74 Definitions —
11 Ethnicity 9(1) 1 75 75 Definitions —
12 Zip Code X(5) 5 76 80 Definitions 1,3
13 Filler X(4) 4 81 84 — —
14 Admission Status 9(1) 1 85 85 Definitions 2,4
15 Discharge Status 9(2) 2 86 87 Definitions 2.4
16 Birthweight 9(4) 4 88 91 Definitions 24
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17 Previous Admission

18 Principal Payment
Source

19 Payer Identification 1

20 Estimated Responsibil-
ity 1

21 Deductible 1

22 Coinsurance 1

23 Payer Identification 2

24 Estimated Responsibil-
ity 2

25 Deductible 2

26 Coinsurance 2

27 Payer Identification 3

28 Estimated Responsibil-
ity 3

29 Deductible 3

30 Coinsurance 3

31 Revenue Center Code 001

32 Total Routine Units of
Service

33 Total Detailed Charges

34 Filler

Data Record Type 3: Diagnosis Data Record

1 Record Type Indicator

2 Filler

3 Hospital ID code

4 Patient Identification
Number

5 Patient Control Number

6 Attending physician

7 Principal diagnosis

8 Secondary diagnosis 1

9 Secondary diagnosis 2

10 Secondary diagnosis 3

11 Secondary diagnosis 4

12 Secondary diagnosis 5

13 Secondary diagnosis 6

14 Secondary diagnosis 7

15 Secondary diagnosis 8

16 Secondary diagnosis 9

17 Filler

Data Record Type 4: Procedure Data Record

1 Record Type Indicator

2 Filler

3 Hospital ID code

4 Patient Identification
Number

5 Patient Control Number

6 Operating physician

7 Principal procedure

8 Principal proc. day

9 Filler

10 Other procedure 1

11 Other proc. 1 day

12 Filler

13 Other procedure 2

9(1)

X(1)
X(5)

9(6)
9(6)
9(6)
X(5)

9(6)
9(6)
9(6)
X(5)

9(6)
9(6)
9(6)
93)

94)
9(8)
X(105)

9(2)
X(2)
X(4)

X(20)
X(20)
X9
X(5)
X(5)
X(5)
X(5)
X(5)
X(5)
X(5)
X(5)
X(5)
X(5)
X(175)

9(2)
X(2)
X4)

X(20)
X(20)
X(9)
X(4)
9(3)
X(9)
X(4)
93)
X(9)
X4

1
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5
5
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140
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144
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165
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ICD-9-CM
ICD-9-CM
ICD-9-CM
ICD-9-CM
ICD-9-CM
ICD-9-CM
ICD-9-CM

Definitions

Definitions
Definitions
Definitions
ICD-9-CM
Definitions
ICD-9-CM
Definitions

ICD-9-CM

1,3
24

2,49
249
2,49
2,4

24,9
24,9
24,9
24

24,9
24,9
24,9
24

2,4
2,49

1,3,5,6
1,3,5,6
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1,3,5
2,3

1,3,5
2,3

1,3,5
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14 Other proc. 2 day 9(3) 3 94 96 Definitions 2,3
15 Filler X(9) 9 97 105 — —
16 Other procedure 3 X(4) 4 106 109 ICD-9-CM 1,3,5
17 Other proc. 3 day 9(3) 3 110 112 Definitions 2,3
18 Filler X(9) 9 113 121 — —
19 Other procedure 4 X(4) 4 122 125 ICD-9-CM 1,3,5
20 Other proc. 4 day 9(3) 3 126 128 Definitions 2,3
21 Filler X(9) 9 129 137 — —
22 Other procedure 5 X(4) 4 138 141 ICD-9-CM 1,3,5
23 Other proc. 5 day 9(3) 3 142 144 Definitions 2,3
24 Filler X(©9) 9 145 153 — —
25 Other procedure 6 X(4) 4 154 157 ICD-9-CM 1,3,5
26 Other proc. 6 day 9(3) 3 158 160 Definitions 2,3
27 Filler X(9) 9 161 169 — —
28 Other procedure 7 X(4) 4 170 173 ICD-9-CM 1,3,5
29 Other proc. 7 day 9(3) 3 174 176 Definitions 2,3
30 Filler X(9) 9 177 185 — —
31 Other procedure 8 X(4) 4 186 189 ICD-9-CM 1,3,5
32 Other proc. 8 day 9(3) 3 190 192 Definitions 2,3
33 Filler X(9) 9 193 201 — —
34 Other procedure 9 X(4) 4 202 205 ICD-9-CM 1,3,5
35 Other proc. 9 day 9(3) 3 206 208 Definitions 2,3
36 Filler X(74) 74 209 282 — —
Data Record Type 5: Billing Data Record(s)
1 Record Type Indicator 9(2) 2 1 2 — 8
2 Record Sequence Number 9(2) 2 3 4 (h) (2) (C) 2,4,10
3 Hospital ID code X(4) 4 5 8 Definitions 1,3
4 Patient Identification Number X(20) 20 9 28 Definitions 1,3
5 Patient Control Number X(20) 20 29 48 Definitions 1,3
6 Revenue Code #1 9(3) 3 49 51 UB-82 Manual 2.4
7 Units of Service by Rev-
enue Code #1 9(4) 4 52 55 UB-82 Manual 2.4
8 Charges by Revenue
Code #1 9(6) 6 56 61 UB-82 Manual 2,49

9 Revenue Code #2 9(3) 3 62 64 UB-82 Manual 2,4
10 Units of Service by

Revenue Code #2 9(4) 4 65 68 UB-82 Manual 2,4
11 Charges by Revenue

Code #2 9(6) 6 69 74 UB-82 Manual 2,49
12 Revenue Code #3 9(3) 3 75 77 UB-82 Manual 2,4
13 Units of Service by

Revenue Code #3 9(4) 4 78 81 UB-82 Manual 2.4
14 Charges by Revenue

Code #3 9(6) 6 82 87 UB-82 Manual 2,49
15 Revenue Code #4 9(3) 3 88 90 UB-82 Manual 24
16 Units of Service by

Revenue Code #4 9(4) 4 91 94 UB-82 Manual 2.4
17 Charges by Revenue

Code #4 9(6) 6 95 100 UB-82 Manual 2,49
18 Revenue Code #5 9(3) 3 101 103 UB-82 Manual 2,4
19 Units of Service by

Revenue Code #5 9(4) 4 104 107 UB-82 Manual 2.4
20 Charges by Revenue

Code #5 9(6) 6 108 113 UB-82 Manual 2,49
21 Revenue Code #6 9(3) 3 114 116 UB-82 Manual 2.4
22 Units of Service by

Revenue Code #6 9(4) 4 117 120 UB-82 Manual 24

23 Charges by Revenue
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Code #6 9(6) 6 121 126 UB-82 Manual 2,49

24 Revenue Code #7 9(3) 3 127 129 UB-82 Manual 2,4
25 Units of Service by

Revenue Code #7 9(4) 4 130 133 UB-82 Manual 2.4
26 Charges by Revenue

Code #7 9(6) 6 134 139 UB-82 Manual 2,49
27 Revenue Code #8 9(3) 3 140 142 UB-82 Manual 2,4
28 Units of Service by

Revenue Code #8 9(4) 4 143 146 UB-82 Manual 2,4
29 Charges by Revenue

Code #38 9(6) 6 147 152 UB-82 Manual 2,49
30 Revenue Code #9 9(3) 3 153 155 UB-82 Manual 2,4
31 Units of Service by

Revenue Code #9 9(4) 4 156 159 UB-82 Manual 24
32 Charges by Revenue

Code #9 9(6) 6 160 165 UB-82 Manual 2,49
33 Revenue Code #10 9(3) 3 166 168 UB-82 Manual 2,4
34 Units of Service by

Revenue Code #10 9(4) 4 169 172 UB-82 Manual 2,4
35 Charges by Revenue

Code #10 9(6) 6 173 178 UB-82 Manual 2,49
36 Revenue Code #11 9(3) 3 179 181 UB-82 Manual 2,4
37 Units of Service by

Revenue Code #11 9(4) 4 182 185 UB-82 Manual 2,4
38 Charges by Revenue

Code #11 9(6) 6 186 191 UB-82 Manual 2,49
39 Revenue Code #12 9(3) 3 192 194 UB-82 Manual 24
40 Units of Service by

Revenue Code #12 9(4) 4 195 198 UB-82 Manual 2,4
41 Charges by Revenue

Code #12 9(6) 6 199 204 UB-82 Manual 2,49
42 Revenue Code #13 9(3) 3 205 207 UB-82 Manual 2.4
43 Units of Service by

Revenue Code #13 9(4) 4 208 211 UB-82 Manual 2.4
44 Charges by Revenue

Code #13 9(6) 6 212 217 UB-82 Manual 2,49
45 Revenue Code #14 9(3) 3 218 220 UB-82 Manual 2,4
46 Units of Service by

Revenue Code #14 9(4) 4 221 224 UB-82 Manual 2,4
47 Charges by Revenue

Code #14 9(6) 6 225 230 UB-82 Manual 2,49
48 Revenue Code #15 9(3) 3 231 233 UB-82 Manual 2.4
49 Units of Service by

Revenue Code #15 9(4) 4 234 237 UB-82 Manual 2.4
50 Charges by Revenue

Code #15 9(6) 6 238 243 UB-82 Manual 2,49
51 Revenue Code #16 9(3) 3 244 246 UB-82 Manual 2.4
52 Units of Service by

Revenue Code #16 9(4) 4 247 250 UB-82 Manual 2.4
53 Charges by Revenue

Code #16 9(6) 6 251 256 UB-82 Manual 2,49
54 Revenue Code #17 9(3) 3 257 259 UB-82 Manual 2,4
55 Units of Service by

Revenue Code #17 9(4) 4 260 263 UB-82 Manual 2,4
56 Charges by Revenue

Code #17 9(6) 6 264 269 UB-82 Manual 2,49
57 Revenue Code #18 9(3) 3 270 272 UB-82 Manual 2,4

58 Units of Service by
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Revenue Code #18 9(4) 4 273 276 UB-82 Manual 2.4
59 Charges by Revenue
Code #18 9(6) 6 277 282 UB-82 Manual 2,49
Data Record Type 6: Data Set Trailer Record
1 Record Type Indicator 9(2) 2 1 2 — 8
2 Filler X(2) 2 3 4 — —
3 Hospital ID code X(4) 4 5 8 Definitions 1,3
4 Total Hospital Discharges 9(6) 6 9 14 — 24,11
5 Total Hospital
Patient-Days 9(9) 9 15 23 — 24,11
6 Total Hospital Charges 9(9) 9 24 32 — 249,11
7 Filler X(250) 250 33 282 — —

Instruction Codes:

1. Left justified.

2. Right justified.

3. Fill all open bytes with blank.

4. Fill all open bytes with zero.

5. Must be valid, lowest level ICD-9-CM code excluding decimal points; decimal
implied according to the ICD-9-CM system. (XXX.XX for diagnoses; XX.XX
for procedures)

6. For ICD-9-CM codes using “‘E’” or “‘V,”” “E’’ or ‘*“V’’ should be located in
left-most position within field.

7. The format to be used for dates is YYYYMMDD.

8. The values for the Data Record Type Indicators shall be coded as follows:

Data Record Type 1 =01, Data Record Type 2 =02,
Data Record Type 3 =03, Data Record Type 4 =04,
Data Record Type 5 =05, Data Record Type 6 =06.

9. Enter values for this data element as a whole dollar amount. Round the actual
value contained on the discharge’s bill to the nearest whole dollar amount.

10. For Data Record Type 5, the sequence number shall reflect the order of
appearance of Type 5 data records for each discharge. The sequence number for a
discharge’s first Type 5 data record equals 01; the sequence number for a discharge’s
second Type 5 data record equals 02; the sequence number for a discharge’s third
Type 5 data record equals 03; and so on.

11. Total hospital discharges shall equal the total number of patients discharged
from the hospital during the reporting period and shall equal the total number of
Type 2 data records filed in the hospital’s data set. Total hospital patient days shall
equal the sum of the lengths of stay for all hospital patients discharged from the
hospital during the reporting period. Total hospital charges shall equal the total
charges billed to all hospital patients discharged from the hospital during the
reporting period.

(10) Required characteristics for the discharge and billing data elements.

(A) Invalid values for data fields.

Number Fieldname Invalid Field Coding

1. Patient Identification All zeros; all spaces; all nines
2. Patient Control Number All zeros; all spaces; all nines
3. Date of Birth Non-numeric data

4. Date of Admission Non-numeric data; invalid year
5. Date of Discharge Non-numeric data; invalid year
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6. Previous Admission

7. Patient Sex

8. Race

9. Ethnicity

10. Patient Zip Code

11. Hospital ID Code

12. Attending Practitioner No.

13. Operating Practitioner No.

14. Principal Diagnosis Code

15. Secondary Diagnosis Codes

16. Principal Procedure

17. Principal Procedure Day

18. Other Procedures

19. Other Procedure Days

20. Admission Status

21. Discharge Status

22. Expected Principal Source of Pay-
ment

23. Birthweight

24, Payer Identification

25. Estimated Responsibility

26. Deductible

27. Coinsurance

28. Total Actual Charges

29. Revenue Codes

30. Revenue Code Units of Service

31. Detailed Revenue Code
Charges

Non-numeric data; all zeros

Any designation code not found definitions
Non-numeric data; any designation code not
found in definitions

Non-numeric data; any designation code not
found in definitions

Non-numeric data; all zeros

Any designation code not found in definitions
All zeros; all spaces; all nines; any code not
found on the Connecticut Health Care Pro-
vider Identification List

All zeros; all nines; any code not found on
the Connecticut Health Care Provider Identi-
fication List

All spaces; first digit is E; invalid ICD-9-
CM diagnosis code

Missing Principal Diagnosis Code; invalid
ICD-9-CM diagnosis code

Invalid ICD-9-CM procedure code
Non-numeric data; number exceeding length-
of-stay

Invalid ICD-9-CM procedure code; missing
Principal Procedure

Non-numeric data; number exceeding length-
of-stay

Non-numeric data; any designation code not
found in definitions

Non-numeric data; any designation code not
found in definitions

Any designation code not found in definitions

Non-numeric data

Any designation code not found in UB-82
Manual; non-numeric data

Non-numeric data

Non-numeric data

Non-numeric data

Non-numeric data; all detail charges missing;
total not in aggreement with sum of individ-
ual detail charges

Valid UB-82 revenue center codes between
001 and 999

Non-numeric data

Non-numeric data

(B) The following edits from the Medicare Code Editor will be applied to the
data. Data elements failing these edits will be rejected as errors.

(i) Invalid diagnosis or procedure code

(i1) Invalid fourth or fifth digit
(iii) E-code as principal diagnosis
(iv) Duplicate of principal diagnosis

(v) Manifestation code as principal diagnosis
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(vi) Invalid age

(11) Consistency edits. The following edits will be applied to each patient data
record to ensure the internal consistency of the patient data.

(A) The following edits from the Medicare Code Editor will be applied to the
data. Data elements failing these edits will be rejected as errors.

(1) Age conflict

(ii) Sex conflict

(B) The following additional edits will be applied to the data. Data elements
failing these edits will be rejected as errors.

(i) The sum of all charges for individual revenue codes must equal the total
charges reported.

(i) The total charges reported cannot be negative.

(iii) If a revenue code is reported, then charges must be reported for that reve-
nue code.

(iv) If a revenue code between the values of 020 and 219 is reported, units of
service must be reported for that revenue code.

(v) If a valid procedure code is reported, then a procedure day value which is
less than or equal to the length of stay must be reported.

(vi) An operating practitioner must be reported for every principal procedure
reported.

(vii) Birthweight must be coded if the Admission Status is newborn.
(Effective July 1, 1991)

Secs. 19a-167g-95—19a-167g-99. Reserved
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Statewide Trauma System

Sec. 19a-177-1. Definitions

As used in section 19a-177-1 to 19a-177-9, inclusive, of the Regulations of
Connecticut State Agencies:

(1) ““Department’’ means the Department of Public Health;

(2) ““EMS Advisory Board’’ means the advisory committee on emergency medical
services established pursuant to section 19a-177(a) of the Connecticut General
Statutes;

(3) ““Glasgow Coma Scale’’ or ‘‘GCS’’ means a standard and generally accepted
scoring system for assessing a patient’s level of consciousness based on eye opening
and response, verbal response, and motor response. The higher the total point score,
the better the patient’s neurological status;

(4) ““Hospital’’ means an acute care hospital having facilities, medical staff and
all necessary personnel to provide diagnosis, care, and treatment of a wide range
of acute conditions, including injuries;

(5) “‘Protocol’”’ means a written instrument that guides the collection of data
regarding the patient, provides for actions to be taken based on the collected data,
and provides for a minimum level of safe practice in specific situations;

(6) ““Trauma’’ means a wound or injury to the body caused by accident, violence,
shock, or pressure, excluding poisoning, drug overdose, smoke inhalation, and
drowning;

(7) “‘“Traumatic brain injury’’ means damage to the brain tissue and any combina-
tion of focal and diffuse central nervous system dysfunction, both immediate or
delayed, at the brain stem level and above. Such damage and dysfunctions are
sustained through the application of external forces including, but not limited to,
blows to the head, falls, vehicular crashes, assaults, sports accidents, intrauterine
and birth injuries, and violent movement of the body. Such damage and dysfunctions
are not developmental or degenerative, and not associated with aging;

(8) ““Trauma facility’” means a hospital that has met the requirements as prescribed
in section 19a-177-4 of the Regulations of Connecticut State Agencies and has
received such designation from the Office of Emergency Medical Services (OEMS)
in accordance with section 19a-177-3 of the Regulations of Connecticut State
Agencies;

(9) ““Trauma registry’’ means a statewide data base to provide information to
analyze and evaluate the quality of care of trauma patients and includes all admitted
trauma patients, all trauma patients who died, all trauma patients who are transferred,
and all traumatic brain injury patients.

(10) ““Trauma system’’ means an organized approach to providing care to trauma
patients that provides personnel, facilities, and equipment for effective and coordi-
nated trauma care. The trauma system: identifies facilities with specific capabilities
to provide care, triages trauma victims at the scene, requires that all trauma victims
be sent to an appropriate trauma facility, and collects and analyzes data for evaluation
of the system. The trauma system includes prevention, prehospital care, hospital
care, rehabilitation, data collection, and evaluation; and,

(11) ““Verification’” means a review process carried out in accordance with section
19a-177-4 of the Regulations of Connecticut State Agencies.

(Adopted effective March 22, 1995; amended September 6, 2005)
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Sec. 19a-177-2. Administration

(a) The Office of Emergency Medical Services is the lead division within the
department responsible for the development, implementation, evaluation and
enforcement of the trauma system for the state of Connecticut.

(b) A Trauma Committee shall be established by the commissioner as a committee
of the EMS Advisory Board.

(1) The committee shall include representatives from at least the following:

(A) Commission on Hospitals and Health Care (CHHC) or its successor
agency(ies);

(B) Connecticut Committee on Trauma, American College of Surgeons, (CCT/
ACS), four (4) persons, one of whom shall represent the interests of Level 111, Level
IV, or undesignated facilities;

(C) Connecticut College of Emergency Physicians (CCEP), four (4) persons, one
of whom shall represent the interests of Level III, Level IV, or undesignated facilities;

(D) Connecticut Emergency Nurses Association (CENA);

(E) Connecticut Hospital Association (CHA);

(F) Paramedic Committee of the EMS Advisory Board; and

(G) Volunteer Committee of the EMS Advisory Board.

(2) The committee shall, at least annually:

(A) review protocols and recommend changes to the commissioner through the
EMS Advisory Board; and

(B) evaluate the status of the trauma system and recommend changes to the
commissioner through the EMS Advisory Board.

(Adopted effective March 22, 1995; amended September 6, 2005)

Sec. 19a-177-3. Application by hospitals for trauma facility designation

(a) By October 1, 1995, all hospitals required to maintain an emergency service
pursuant to Section 19-13-D3 of the Regulations of Connecticut State Agencies
shall participate in the statewide trauma system as set forth in Sections 19a-177-1
through 19a-177-9 of the Regulations of Connecticut State Agencies by:

(1) giving triage medical direction in accordance with Section 19a-177-5 of the
Regulations of Connecticut State Agencies;

(2) transferring patients in accordance with the requirements in Section 19a-177-6
of the Regulations of Connecticut State Agencies;

(3) participating in a quality assurance/improvement plan with the trauma registry
in accordance with the requirements in Section 19a-177-6 of the Regulations of
Connecticut State Agencies; and

(4) submitting data to the trauma registry in accordance with Section 19a-177-7
of the Regulations of Connecticut State Agencies.

(b) Hospitals seeking designation as Level I, Level II, Level III, or Level IV
trauma facilities shall apply to the OEMS for designation on forms supplied or
approved by the OEMS.

(c) Within thirty (30) days of receipt of an application, the OEMS shall review
the application for designation as a trauma facility for completeness and notify the
hospital of the result of that review.

(1) If the application is deemed complete, the hospital shall be so notified in
writing.

(2) If the application is deemed incomplete, the hospital shall be notified in
writing of omissions or errors. The hospital may refile the application when complete,
as a new application.
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(d) Upon being notified by the OEMS of a complete application, the hospital
shall, if not currently verified by the American College of Surgeons, Committee on
Trauma, have ninety (90) days to initiate the verification process as outlined in
Section 19a-177-4 of the Regulations of Connecticut State Agencies or the applica-
tion shall be considered withdrawn. Should the verification report not be received
by the OEMS within one hundred and eighty (180) days of such notification, an
extension of not more than ninety (90) days may be granted by the OEMS upon
the request in writing of the hospital. Only one (1) ninety (90) day extension shall
be granted by the OEMS.

(e) The hospital shall forward to the OEMS a notarized copy of the verification
report or notify the OEMS in writing of its wish to withdraw the application. The
verification report shall be considered as an attachment to and part of the application
of the hospital for designation as a trauma facility.

(f) Upon receipt of the verification report, the OEMS shall have ninety (90) days
to consider the application of the hospital for designation as a trauma facility at the
level requested. In addition to the verification report, the OEMS shall consider the
facility’s compliance with all other applicable DPHAS statutes and regulations.

(g) The OEMS shall notify the applicant hospital and the department in writing
of its decision.

(h) Designation by the OEMS shall expire on the same date as the verification
expiration date established by the American College of Surgeons in their verifica-
tion report.

(i) Redesignation at the same level is contingent upon reverification by the
American College of Surgeons, Committee on Trauma and reapplication to the
OEMS. It is the hospital’s responsibility to seek timely reverification.

(j) Once designated, a trauma facility may apply to the OEMS to surrender the
designation at any time without giving cause by notifying the OEMS in writing
with a plan for alternative patient care and giving a minimum of sixty (60) days
notice. Surrender shall take effect only when approved by the OEMS. In such a
case, the application and verification process shall be completed again before any

designation may be reinstated.
(Adopted effective March 22, 1995; amended September 6, 2005)

Sec. 19a-177-4. Verification process for trauma facility applicants

(a) To be designated as a trauma facility, a hospital shall meet the criteria contained
in the American College of Surgeons’ most recent version of the publication
“‘Resources for Optimal Care of the Injured Patient’’ for the level of trauma facility
for which it has applied. Verification from the American College of Surgeons,
Committee on Trauma, is acceptable documentation that those criteria that are the
same as the American College of Surgeons standard have been met. For those
criteria that substantially differ, the department shall verify on its own that the
applicant meets the criteria.

(b) Each hospital requesting designation as a trauma facility shall be responsible
for all expenses of the verification process conducted by the American College

of Surgeons.
(Adopted effective March 22, 1995; amended September 6, 2005)

Sec. 19a-177-5. Field triage protocols

(a) The following field triage protocol shall provide criteria to categorize trauma
patients and determine destination hospitals with resources appropriate to meet the
patient’s needs.
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1. Assess the physiologic signs. Trauma patients with any of the following physio-
logic signs shall be taken to a Level I or Level II trauma facility:

(A) Glasgow Coma Scale of twelve (12) or less; or

(B) systolic blood pressure of less than ninety (90) mm Hg; or

(C) respiratory rate of less than ten (10) or more than twenty-nine (29) breaths
per minute.

2. Assess the anatomy of the injury. Trauma patients with any of the following
injuries shall be taken to a Level I or Level II trauma facility:

(A) gunshot wound to chest, head, neck, abdomen or groin;

(B) third degree burns covering more than fifteen (15) per cent of the body, or
third degree burns of face, or airway involvement;

(C) evidence of spinal cord injury;

(D) amputation, other than digits; or

(E) two (2) or more obvious proximal long bone fractures.

3. Assess the mechanism of injury and other factors and, if any of the following
is present, determination of destination hospital shall be in accordance with medi-
cal direction:

(A) Mechanisms of injury:

(1) falls from over twenty (20) feet;

(2) apparent high speed impact;

(3) ejection of patient from vehicle;

(4) death of same car occupant;

(5) pedestrian hit by car going faster than twenty (20) MPH;

(6) rollover; or

(7) significant vehicle deformity — especially steering wheel.

(B) Other factors

(1) age less than five (5) or greater than fifty-five years;

(2) known cardiac or respiratory disease;

(3) penetrating injury to thorax, abdomen, neck, or groin other than gunshot
wounds.

4. Severely injured patients less than thirteen (13) years of age should be taken
to a Level I or II facility with pediatric resources including a pediatric ICU.

5. When transport to a Level I or II trauma facility is indicated but the ground
transport time to that hospital is judged to be greater than twenty (20) minutes,
determination of destination hospital shall be in accordance with local medical
direction.

6. If, despite therapy, the trauma patient’s carotid or femoral pulses can not
be palpated, airway can not be managed, or external bleeding is uncontrollable,
determination of destination hospital shall be in accordance with local medical
direction.

7. When in doubt regarding determination of destination hospital, contact medi-
cal direction.

(b) All EMS providers transporting trauma patients to hospitals shall provide
receiving hospitals with a completed OEMS approved patient care form prior to
departing from the hospital. A patient care form shall be completed for each trauma
patient at the scene who is not transported and shall be forwarded to the OEMS.

(c) Beginning October 1, 1995, all hospitals and EMS providers shall follow the
field triage protocols.

(Adopted effective March 22, 1995)
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Sec. 19a-177-6. Interhospital transfers

(a) If a trauma patient who meets the Field Triage Protocol criteria for delivery
to a Level I or Level II trauma facility is taken to a facility not so designated, that
patient shall be transferred to a Level I or Level II trauma facility or the reason
that the trauma patient is admitted, discharged or transferred to a different facility
shall be documented in the patient’s hospital record.

(b) For all interhospital transfers the sending hospital shall:

(1) document patient assessment and efforts to stabilize;

(2) communicate with medical and nursing staff at the receiving hospital;

(3) provide medically appropriate staff and orders for transporting personnel;

(4) transfer copies of the entire chart with copies of any x-rays and laboratory
data; and

(5) document, by name, all parties contacted in arranging the transfer.

(c) Level I or Level II trauma facilities shall not refuse the transfer of trauma
patients who fall within their designated level of capability unless their ability to
provide that level of care is compromised.

(d) The Trauma Committee shall use the following peer review quality assurance/
improvement plan to review interhospital transfers:

(1) The care and treatment of trauma patients is to be carried out by each hospital
in accordance with standards established by the hospital, its medical staff, and
these regulations.

(2) Data collected in accordance with section 19a-177-7 of the Regulations of
Connecticut State Agencies shall be supplied to the hospital’s internal quality review
process and the trauma registry.

(3) The trauma registry shall review and evaluate the data it receives from the
hospital for completeness and accuracy.

(4) If data are incomplete or inaccurate the trauma registry shall notify the hospital
that the data must be adjusted and re-submitted.

(5) The trauma registry shall produce summaries and reports and forward them
to the trauma committee.

(6) Summaries and reports provided by the trauma registry shall be reviewed by
the trauma committee to determine if the trauma system standards are being met,
including the identification of significant deviations from norms, and to determine
if further research is needed to improve the trauma system standards.

(7) The trauma committee shall report back to the hospital and when it believes
trauma system standards are not being met may suggest changes that will assist the
hospital in meeting those standards.

(8) Should the trauma committee determine that a hospital continues to fail to
meet trauma system standards, the trauma committee may make recommendations
for action to the Commissioner through the EMS Advisory Board.

(9) Beginning October 1, 1995, all hospitals shall follow the interfacility trans-
fer protocols.

(e) Data and reports used in the peer review quality assurance/improvement plan
shall be kept confidential pursuant to sections 19a-25 and 1-19 of the Connecticut
General Statutes.

(Adopted effective March 22, 1995)

Sec. 19a-177-7. Data collection

(a) Trauma registry
(1) The trauma registry shall include data:
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(A) on all admitted trauma patients and all traumatic brain injury patients;

(B) on all trauma patients who died in the field, in the Emergency Department
and in the hospital; and,

(C) on all trauma patients and all traumatic brain injury patients who are trans-
ferred.

(2) Beginning October 1, 1995, for all nonscheduled transports of trauma patients
and all traumatic brain injury patients each emergency medical service provider
shall provide, on forms approved by the commissioner, to the receiving hospital
prior to departing from the hospital, the following data. The forms shall become a
part of the patient’s medical record at the receiving hospital, and shall include but
not necessarily be limited to:

(A) ambulance service identification number;

(B) ambulance run number;

(C) patient’s name;

(D) patient’s gender and ethnicity;

(E) patient’s date of birth;

(F) injury date and time of onset of injury or medical problem;

(G) town and zip code location of site of EMS response;

(H) time of dispatch of first responder;

(D) time of arrival of first responder at scene of the injury/incident;

(J) time of dispatch of ambulance;

(K) time of arrival of ambulance at scene of the injury/incident;

(L) time of departure from scene of the injury/incident;

(M) time of arrival at hospital;

(N) transport interventions;

(O) Glasgow eye opening at scene of the injury/incident;

(P) Glasgow verbal at scene of the injury/incident;

(Q) Glasgow motor response at scene of the injury/incident;

(R) systolic blood pressure at scene of the injury/incident;

(S) respiratory rate at scene of the injury/incident;

(T) date of transport;

(U) work related injury/medical problem;

(V) extrication time if motor vehicle accident;

(W) place where injury occurred;

(X) type and use of protective equipment; and

(Y) mechanism of injury.

(3) Beginning October 1, 1995, each licensed Connecticut acute care hospital
shall provide, on forms approved by the commissioner, to the trauma registry the
following data:

(A) for all trauma patients and all traumatic brain injury patients admitted to the
hospital, transferred to another hospital, or discharged dead:

(1) data elements defined in subdivision (2) of this subsection;

(2) patient’s health insurance identification number;

(3) patient’s zip code of residence;

(4) emergency department admission and discharge Glasgow eye opening;

(5) emergency department admission and discharge Glasgow verbal response;

(6) emergency department admission and discharge Glasgow motor response;

(7) emergency department admission and discharge systolic blood pressure;

(8) emergency department admission and discharge respiratory rate;

(9) patient’s social security number;
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(10) referring hospital identification number;

(11) emergency department record number (if different than inpatient record
number);

(12) mode of arrival at the emergency department;

(13) trauma team alerted, yes or no;

(14) times of notification and arrival of neurosurgeon;

(15) times of notification and arrival of trauma surgeon;

(16) emergency department interventions;

(17) date and time of discharge from emergency department;

(18) disposition from emergency department;

(19) receiving facility post discharge;

(20) documentation of hourly Glasgow coma score and vital signs; and

(21) medical examiner’s case number.

(B) for all trauma patients and all traumatic brain injury patients admitted as inpa-
tients:

(1) inpatient medical record number;

(2) first head CT scan date and time;

(3) first neurosurgery date and time,

(4) first orthopedic surgery date and time;

(5) first thoracic/abdominal surgery date and time;

(6) unanticipated return to the operating room within forty-eight (48) hours;

(7) discharge expression;

(8) discharge locomotion;

(9) discharge self feeding;

(10) medical examiner’s case number;

(11) E-codes;

(12) hospital identification code;

(13) anatomic diagnoses;

(14) diagnoses onset;

(15) ICD codes for traumatic brain injury patients;

(16) charges by cost center;

(17) attending physician;

(18) operating physician;

(19) principle diagnosis as defined by ICD-9-CM codes;

(20) secondary diagnoses as defined by ICD-9-CM codes;

(21) principle procedure as defined by ICD-9-CM codes and date;

(22) secondary procedures as defined ICD-9-CM codes and dates of procedures;

(23) inpatient disposition;

(24) expected principle source of payment;

(25) psychiatric or rehabilitation unit discharge;

(26) race;

(27) discharge time;

(28) discharge date;

(29) total charges;

(30) admission date;

(31) admission time;

(32) days in ICU;

(33) days in CCU; and

(34) payor source.
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(4) Beginning October 1,1995, for all trauma patients and all traumatic brain
injury patients who are immediate transfers from an acute care facility to a rehabilita-
tion service, each provider of rehabilitation services shall provide, on forms approved
by the commissioner, to the trauma registry the following data:

(A) admission date;

(B) referring facility;

(C) patient’s date of birth;

(D) patient’s gender;

(E) patient’s zip code;

(F) total charges;

(G) functional independence measures on admission and discharge,

(ii) eating,

(ii) grooming,

(iii) bathing,

(iv) dressing,

(v) toileting,

(vi) bladder management,

(vii) mobility,

(viii) locomotion,

(ix) communication,

(x) social cognition, and

(xi) total function independence measure;

(H) patient’s health insurance claim number and social security number;

(D) discharge date;

(J) disposition from rehabilitation;

(K) discharge expression;

(L) discharge locomotion;

(M) discharge self feeding; and

(N) hospital identification code.

(5) Beginning October 1, 1995, for all deaths that occur as a result of injury
outside a hospital, the trauma registry shall obtain from the state medical examiner
the data specified in this subsection:

(A) date of injury/incident;

(B) time of injury/incident;

(C) location of injury/incident;

(D) type of injury/incident;

(E) victim’s date of birth;

(F) victim’s gender;

(G) name of pre-hospital provider service, if applicable;

(H) results of the autopsy, if performed;

(I) cause of death;

(J) death date;

(K) place of death;

(L) victim’s race;

(M) victim’s residence address;

(N) victim’s residence zip code; and

(O) victim’s social security number.

(6) All data required by subdivisions (2), (3), (4), and (5) of this subsection shall
be submitted by the following schedule:

(A) first quarter due June 30;
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(B) second quarter due September 30;

(C) third quarter due December 30; and

(D) fourth quarter due March 30.

(7) The trauma registry shall maintain, process, and analyze such data as are
needed to provide to the commissioner the following summary data reports within
ninety (90) days after the data are due for each quarter:

(A) EMS provider response time by region;

(B) EMS provider response time for Connecticut;

(C) mechanism of injury by region;

(D) type of injury by region;

(E) type of injury, severity and categorization level of triage hospital (Level I,
IL, III, and IV as designated by the OEMS);

(F) safety device use frequency by type of device;

(G) type, severity, and mechanism of injury by town of injury occurrence;

(H) number of deaths taken directly to the morgue; and

(I) other special studies at an aggregate level at the request of the commissioner
that shall facilitate the department’s ability to follow a patient through the statewide
trauma system.

(b) If the patient is further transported from one acute care hospital to another
acute care hospital, a copy of the completed patient care form shall be provided by
the sending hospital to the emergency medical service transport personnel and
provided to the receiving hospital.

(c) The information contained in the trauma registry shall be made available only
to those who have been approved for use of the information by the commissioner
pursuant to section 19a-6e of the Connecticut General Statutes and in accordance
with sections 19a-25-1 through 19a-25-4, inclusive, of the Regulations of Connecti-
cut State Agencies.

(d) Summary data will be available for public inspection and distribution. How-
ever, data containing patient specific information and provider and facility identifica-
tion shall not be available and shall be kept confidential pursuant to sections 19a-
25, 19a-6¢e and 1-210 of the Connecticut General Statutes.

(e) Each emergency medical service provider shall supply an annual report to
the commissioner on all transports. Annual reports for the year ending June 30 shall
be due by September 30 each year. Reports shall include:

(1) number of transports per emergency medical service provider;

(2) number of prior arranged transports;

(3) number of transports not arranged prior to the call that results in dispatch;

(4) number of paramedic intercepts; and

(5) number of helicopter assists.

(f) Ownership of data. All raw data collected and maintained by the department
or pursuant to a contract with the commissioner shall remain the property of the
department. All raw data collected and maintained by a contractor independent of

a contract with the commissioner shall remain the property of the contractor.
(Adopted effective March 22, 1995; amended September 6, 2005)

Sec. 19a-177-8. Prohibited acts

(a) No facility, institution or other entity shall represent itself to be a trauma
facility unless it is designated as such by the OEMS.

(b) No designated trauma facility shall advertise services or capabilities for the
treatment of trauma patients above those for which it has been designated.



Sec. 19a-177 page 12 (2-06)
§ 19a-177-8 Department of Public Health

(c) No EMS provider shall take a trauma patient meeting the criteria as determined
by the field triage protocols to a hospital other than the facility identified by either
protocol or medical direction.

(Adopted effective March 22, 1995)

Sec. 19a-177-9. Investigations and disciplinary action

(a) The department may investigate any reported failure to comply with sections
19a-177-1 to 19a-177-9, inclusive, of the Regulations of Connecticut State Agencies.
Failure to cooperate in providing documentation and interviews with appropriate
department staff shall constitute grounds for disciplinary action.

(b) Based on findings in subsection (a) of this section, the commissioner may
require a hospital to become reverified by the American College of Surgeons as a
basis for continued designation as a trauma facility. The expenses of such reverifica-

tion review shall be borne by the hospital.
(Adopted effective March 22, 1995; amended September 6, 2005)
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Equipment Grants for Emergency Medical Services

Sec. 19a-178b-1. Definitions

Asused in section 19a-178b-1 to section 19a-178b-6, inclusive, of the Regulations
of Connecticut State Agencies.

(1) **Commissioner’’ means the Commissioner of Public Health;

(2) *‘Department’” means the department of public health;

(3) ‘“Equipment’”’ means a nondisposable, reusable item used by emergency
medical services personnel in providing direct patient care. Emergency medical
services personnel includes Medical Response Technicians, Emergency Medical
Technicians, Emergency Medical Technicians-Intermediate, and Paramedics;

(4) **Grant’’ means an award of money made by the commissioner in accordance
with section 19a-178b of the Connecticut General Statutes, and sections 19a-178b-
1 through 19a-178b-6, inclusive, of the Regulations of Connecticut State Agencies;

(5) ‘*Grant cycle’’ means the twelve month period beginning on the first day of
July following approval of a grant application and ending on the thirtieth day of
June of thefollowing year, unless otherwise provided in sections 19a-178b-1 through
19a-178b-6, inclusive, of the Regulations of Connecticut State Agencies, or approved
by the commissioner;

(6) ‘‘Grantee’” means the emergency medical services organization to which a
grant is awarded in accordance with sections 19a-178b-1 through 19a-178b-6, inclu-
sive, of the Regulations of Connecticut State Agencies. Emergency medical services
organizations include licensed or certified First Responders, Basic Ambulance Ser-
vices and Mobile Intensive Care Services which operate on a non-profit basis or
are municipal entities;

(7) **Justification of need’” means a written explanation submitted as part of a
grant application; and,

(8) ‘‘Training equipment”’ means a nondisposable, reusable item used for the
training of patient care skills in a program accredited or approved under sections
19a-178b-1 through 19a-178b-6, inclusive, of the Regulations of Connecticut

State Agencies.
(Adopted effective August 15, 2000)

Sec. 19a-178b-2. General provisions

(a) The commissioner may award grants subject to the availability of funds for
the program established pursuant to section 19a-178b of the Connecticut General
Statutes and sections 19a-178b-1 through 19a-178b-6, inclusive, of the Regulations
of Connecticut State Agencies.

(b) Grant proposals shall be solicited by the commissioner through such means
of public notice as he deems appropriate, including, but not limited to major newspa-
pers, trade publications, emergency medical services organizations, and industry
newsletters.

(c) The commissioner shall, with the advice of the Connecticut Emergency Medi-
cal Services Advisory Board, establish a list of priorities in the types of grant
projects eligible for funding.

(d) The commissioner, with review and comment of the regional emergency
medical services councils, has sole discretion in approving or denying any, al, or
a portion of a grant application.

(e) Grant funds shall be used solely to improve and expand prehospital emergency

medical services in Connecticut.
(Adopted effective August 15, 2000)
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Sec. 19a-178b-3. Criteria for eigibility

(@) The commissioner shall only approve grants for applicants who are eligible
to be grantees pursuant to section 19a-178b of the Connecticut General Statutes,
and sections 19a-178b-1 through 19a-178b-6, inclusive, of the Regulations of Con-
necticut State Agencies.

(b) All emergency medical service providers licensed or certified by the depart-
ment under section 19a-180 of the Connecticut General Statutes shall be eligible
to apply for and receive grants under section 19a-178b of the Connecticut General
Statutes, and sections 19a-178b-1 through 19a-178b-6, inclusive, of the Regulations
of Connecticut State Agencies, if they operate on a nonprofit basis exclusively for
the benefit of the general public or are municipal entities.

(c) In reviewing applications for grants, priority shall be given to those applicants
which have underdeveloped or aged emergency medical equipment or systems.

(d) Grant funds shall not be used to replace, decrease or reallocate the existing,
budgeted moneys of or provided to the emergency medical services provider by
local governmental bodies.

(e) An digible grantee shall comply with al applicable provisions of sections
19a-178b-1 through 19a-178b-6, inclusive, of the Regulations of Connecticut

State Agencies.
(Adopted effective August 15, 2000)

Sec. 19a-178b-4. Grant applications

(a) Grant applications shall be submitted on forms approved by the department.

(b) All grant applications shall bear the original signature of the chief executive
officer of the applicant.

(c) A grant application shall be submitted on forms prescribed by the Office of
Emergency Medical Services which shall include, at a minimum, the following
documents and information:

(1) federal tax identification number of the applicant;

(2) contact person, address, and telephone number for the applicant;

(3) category of grant to which application relates;

(4) justification of need including:

(A) the demonstrated need within the community;

(B) the degree to which the proposal serves the state and regional emergency
medical services system plan;

(C) the extent to which there is available adequate trained staff to carry out the
proposal; and

(D) the population affected using the most recent population estimates by the
department;

(5) grant agreement form prescribed by the Office of Emergency Medical Services
containing the applicant’s agreement to comply with and be bound by all of the
grant restrictions and requirements of sections 19a-178b-1 through 19a-178b-6,
inclusive, of the Regulations of Connecticut State Agencies;

(6) authorized signature of the chief executive officer of the applicant;

(7) submission date of completed application;

(8) approval of the chief elected official of the town or towns whose population
is most directly affected by the grant; and

(9) a proposed work plan for utilization of grant funds.

(d) Except as otherwise provided in sections 19a-178b-1 through 19a-178b-6,
inclusive, of the Regulations of Connecticut State Agencies, or approved by the
commissioner, all grant applications shall:
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(1) be received by, or postmarked not later than, five p.m. of the second day of
January in order to be considered for a grant cycle commencing on the first day of
July of the same year; or

(2) be received by, or postmarked not later than five p.m. of the next regular
business day, for calendar years in which the second day of January is a Saturday
or Sunday.

(e) Applications shall be submitted to the department, Office of Emergency
Medical Services, at such address as is specified in the application form.

(f) The Office of Emergency Medical Services shall provide written verification
to each applicant not later than thirty working days after receipt of an application
package that satisfies the requirements of sections 19a-178b-1 through 19a-178b-
6, inclusive, of the Regulations of Connecticut State Agencies and shall within thirty
working days forward a complete copy of the grant application to the applicable
regional council or councils for their review and comment. The written comment
of the applicable regional councils shall be received in the Office of Emergency
Medical Servicesnot later than forty-five daysafter the council’ sreceipt of said appli-
cation.

(g) Notwithstanding the provisions of this section and sections 19a-178b-1 and
19a-178b-2 of the Regulations of Connecticut State Agencies, for the first round
of grant awards to be distributed by the commissioner following the effective
date of sections 19a-178b-1 through 19a-178b-6, inclusive, of the Regulations of
Connecticut State Agencies, the commissioner shall establish an appropriate applica-
tion deadline date and grant cycle and shall make a good faith effort to inform all
potential grant applicants of the availability of grant funds, the application deadline,

the dates of the grant cycle, and any other information he considers relevant.
(Adopted effective August 15, 2000)

Sec. 19a-178b-5. Grant restrictions and requirements

(a) Grant funds shall not be used for activities or purchases related to an approved
grant project if such activities were commenced, or such purchases were made or
obligated, prior to formal approval of the grant application by the commissioner.

(b) The commissioner shall have the discretion to restrict the type of expenses
for which grant funds may be used. Unless otherwise authorized in writing by the
commissioner, expenses for which grant funds shall not be used include the fol-
lowing:

(1) grant preparation or administration;

(2) sdlaries;

(3) medls or lodging;

(4) travel expenses;

(5) equipment to be used exclusively by one individual;

(6) capital project expendituresincluding the purchase or construction of buildings
or structures;

(7) purchase or lease of real property or vehicles,

(8) operation expenses not related to the improvement or expansion of prehospital
emergency medical services in Connecticut.

(c) Grants awarded for emergency medical services training shall be used only
for tuition and fees, books, materials, and other expensesrelated directly to participa
tion in the training program.

(d) Grant funds shall only be expended by the grantee to which the grant is
awarded. Failureto comply with this requirement shall be considered to be misappro-
priation of fundsand shall result in forfeiture of unexpended grant funds. The grantee
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shall be obligated to repay any funds determined by the commissioner to have been
inappropriately expended.

(e) A grantee who expends grant funds for purposes other than those authorized
under sections 19a-178b-1 through 19a-178b-6, inclusive, of the Regulations of
Connecticut State Agencies and approved by the commissioner shall be subject to
forfeiture of unexpended funds, repayment of any grant funds determined by the
commissioner to have been used for an unauthorized purpose, and at the commission-
er's discretion, considered ineligible for funding in future grant cycles.

(f) Within seven days after requested by the commissioner or his designee, a
grantee shall supply original or verifiable copies of all receipts and other appropriate
documentation related to disposition of the grant funds.

(g) Except as otherwise provided in sections 19a-178b-1 through 19a-178b-6,
inclusive, of the Regulations of Connecticut State Agencies, al grant funds must
be expended or obligated by a grantee within the twelve month grant cycle for
which they were awarded.

(h) Any grant funds not expended or obligated on the final day of the grant cycle
shall be remitted to the department not later than thirty days following the end of
the grant cycle.

(1) A grantee who fails to expend the full amount of agrant shall not be adversely
impacted in future grant cycles provided that all unexpended grant funds are remitted
to the department.

(2) A grantee who fails to remit unexpended grant funds as provided in sections
19a-178b-1 through 19a-178b-6, inclusive, of the Regulations of Connecticut State
Agencies shall be considered ineligible for funding in future grant cycles until such
time as unexpended funds are remitted to the department.

(i) A final report accounting for all grant funds expended by a grantee shall be
submitted to the commissioner or his designee not later than thirty days after the
end of the grant cycle.

(i) All expenditures and disbursements of grant funds by a grantee shall be subject

to generally accepted accounting principles.
(Adopted effective August 15, 2000)

Sec. 19a-178b-6. Categories of grants

(a) Subject to the