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To implement the federal responsibility for the care and education of the Indian people 
by improving the services and facilities of federal Indian health programs and 
encouraging maximum participation of Indians in such programs, and for other 
purposes. 

Be it enacted by the Senate and House of Representatives of the United States 
of American in Congress assembled, That this Act may be cited as the “Indian Health 
Care Improvement Act.” 

FINDINGS 

SEC. 2.  The Congress finds the following: 

(a) federal delivery of health services and funding of tribal and urban Indian 
health programs to maintain and improve the health of the Indians are consonant with 
and required by the federal government’s historical and unique legal relationship, as 
reflected in the Constitution, treaties, federal statutes and the course of dealings of the 
United States with Indian Tribes with, and the United States’resulting Government to 
Government and trust responsibility and obligations to the American Indian people. 

(b) From the time of European occupation and colonization through the 
twentieth century policies and practices of the United States caused and/or contributed 
to the severe health conditions of Indians. 

(c) (e) Indian Tribes, have, through the cession of over 400 million acres of 
land, to the United States in exchange for promises, often reflected in treaties, of health 
care secured a de facto contract which entitles Indians to health care in perpetuity, 
based on the moral legal and historic obligation of the United States. 

(d) (g) The population growth of the Indian people that began in the later part of 
the twentieth century increases the need for federal health care services. 

(e)(b) A major national goal of the United States is to provide the quantity and 
quality of health services which will permit the health status of Indians regardless of 
where they live to be raised to the highest possible level that is no less than that of the 
general population  and to provide for encourage the maximum participation of Indians 
Indian Tribes, tribal organizations, and urban Indian organizations in the planning, 
delivery and management of those services. 

(f) (c) federal health services to Indians have resulted in a reduction in the 
prevalence and incidence of preventable illnesses among, and unnecessary and 
premature deaths of, Indians. 

Findings have been revised to 
reflect the comments received. 
The order of findings may be 
changed. 
placed on the trust responsibility 
and obligations of the U.S. to 
Indians. The order of the findings 
has been rearranged 
logically. 

Emphasis has been 

to follow 
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(g) (d) Despite such services, the unmet health needs of the American Indian 
people remain alarmingly are severe, and , and the health status 
of Indians is far below the health status 

(h) 
Indian people suffer a death rate for diabetes mellitus that is 249% higher than the all 
races rate for the United States; a pneumonia and influenza death rate 71% greater; 
tuberculosis death rate that is 533% greater; and a death rate from alcoholism that is 
627% higher than that of the all races United States rate. 

This is the data used by IHS for 
FY 2001 budget development., 

DECLARATION OF NATIONAL INDIAN HEALTH OBJECTIVES POLICY 

SEC. 3 (a). 
fulfillment of its special trust responsibilities and legal obligations to the American 

Indian people, to assure the highest possible health status for Indians and urban Indians 
and to provide all resources necessary to affect that policy. 

(b) It is the intent of the Congress that the Nation raise the health status of meet 
the following health status objectives with respect to Indians and urban Indians by the 
year 2010 2000 to at least the levels set forth in the goals contained within the Healthy 

People 2000 or successor standards. 

(1)Reduce coronary heart disease deaths to a level of no more than 100 per 
100,000. 

(2) 
percent. 

(3) 
aged 1 through 5. 

(4)Reduce the level of cancer deaths to a rate of no more than 130 per 100,000. 
(5)Reduce the level of lung cancer deaths to a rate of no more than 42 per 

100,000. 
(6)Reduce the level of chronic obstructive pulmonary 

a rate of no more than 25 per 100,000 
(7)Reduce deaths among men caused by alcohol-related 

to no more than 44.8 per 100,000. 
(8)Reduce cirrhosis deaths to no more than 13 per 100,000. 

(9)Reduce drug-related deaths to no more than 3 per 100,000. 
(10)Reduce pregnancies among girls aged 17 and younger to no more than 50 

per 1,000 adolescents. 
(11)Reduce suicide among men to no more than 12.8 per 100,000. 

(12)Reduce by 15 percent the incidence of injurious 
adolescents aged 14 through 17. 

(13)Reduce to less than 10 percent the prevalence of mental disorders among 
children and adolescents. 

(14)Reduce the incidence of child abuse or neglect to less than 25.2 per 1,000 
children under age 18. 

(15)Reduce physical abuse directed at women by male partners to no more than 
27 per 1,000 couples. 

(16)Increase years of healthy life to at least 65 years. 
(17)Reduce deaths caused by unintentional injuries to no more than 66.1 per 

100,000. 
(18)Reduce deaths caused by motor vehicle crashes to no more than 39.2 per 

The health status objectives for 
Indians should beat least as good 
as the Nation as a whole. 

Area and tribal planning 
processes are identified in (a)(2), 
but under (3) the right of Tribes 
and tribal organizations to 
develop unique objectives is 
retained. 

even continue to decline
of the general population of the United States. 

The disparity to be addressed is formidable, in death rates, for example , 

a 

The Congress hereby declares that it is the policy of this Nation, in 

Reduce the prevalence of overweight individuals to no more than 30 

percent among children Reduce the prevalence of anemia to less than 10 

disease related deaths to 

motor vehicle crashes 

suicide attempts among 
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100,000. 
(19)Among children aged 6 months through 5 years, reduce the prevalence of 

blood lead levels exceeding 
levels exceeding 25 ug/dl. 

(20)Reduce dental caries (cavities) so that the 
or more caries (in permanent or primary teeth) is no more than 45 percent among 

children aged 6 through 8 and no more than 60 percent among adolescents aged 15. 
(21)Reduce untreated dental caries so that the proportion of children with 

untreated caries (in permanent or primary teeth) is no more than 20 percent among 
children aged 6 through 8 and no more than 40 percent among adolescents aged 15. 

(22) Reduce to no more than 20 percent the proportion of individuals aged 65 
and older who have lost all of their natural teeth. 

(23) Increase to at least 45 percent the proportion of individuals aged 35 to 44 
who have never lost a permanent tooth due to dental caries or periodontal disease. 

(24) Reduce destructive periodontal disease to a prevalence of no more than 15 
percent among individuals aged 35 to 44. 

(25)Increase to at least 50 percent the proportion of children who have received 
protective sealants on the occlusal (chewing) surfaces of permanent molar teeth. 

(26)Reduce the prevalence of gingivitis among individuals aged 35 to 44 to no 
more than 50 percent. 

(27)Reduce the infant mortality rate to no more than 8.5 per 1,000 live births. 
(28)Reduce the fetal death rate (20 or more weeks of gestation) to no more than 

4 per 1,000 live births plus fetal deaths. 
(29)Reduce the maternal mortality rate to no more than 3.3 per 100,000 live 

births. 
(30)Reduce the incidence of fetal alcohol syndrome to no more than 2 per 1,000 

live births. 
(31)Reduce stroke deaths to no more than 20 per 100,000. 

(32)Reverse the increase in end-stage renal disease (requiring maintenance 
dialysis or transplantation) to attain an incidence of no more than 13 per 100,000. 

(33)Reduce breast cancer deaths to no more than 20.6 per 100,000 women. 
(34)Reduce deaths from cancer of the uterine cervix to no more than 1.3 

per 100,000 women. 
(35)Reduce colorectal cancer deaths to no more than 13.2 per 100,000. 

(36)Reduce to no more than 11 percent the proportion of individuals 
who experience a limitation in major activity due to chronic conditions. 

(37)Reduce significant hearing impairment to a prevalence of no more 
than 82 per 1,000. 

(38)Reduce significant visual impairment to a prevalence of no more 
than 30 per 1,000. 

(39)Reduce diabetes-related deaths to no more than 48 per 100,000. 
(40)Reduce diabetes to an incidence of no more than 2.5 per 1,000 and 

a prevalence of no more than 62 per 1,000. 
(41)Reduce the most severe complications of diabetes as follows: 

(A) End-stage renal disease, 1.9 per 1,000. 
(B) Blindness, 1.4 per 1,000. 

(C) Lower extremity amputation, 4.9 per 1,000 
(D) Perinatal mortality, 2 percent. 

(E) Major congenital malformations, 4 percent. 
(42)Confine annual incidence of diagnosed AIDS cases to no more than 

1,000 cases 
(43)Confine the prevalence of HIV infection to no more than 100 per 

ug/dl and reduce to zero the prevalence of blood lead 15 

proportion of children with one 
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100,000. 
(44)Reduce gonorrhea to an incidence of no more than 225 cases per 

100,000. 
(45)Reduce chlamydia trachomatis infections, as measured by a 

decrease in the incidence of nongonococcal urethritis to no more than 170 cases per 
100,000. 

(46)Reduce primary and secondary syphilis to an incidence of no more 
than 10 cases per 100,000. 

(47)Reduce the incidence of pelvic inflammatory disease, as measured 
by a reduction in hospitalization for pelvic inflammatory disease to no more than 250 

per 100,000 women aged 15 through 44. 
(48)Reduce viral hepatitis B infection to no more than 40 per 100,000 

cases. 
(49)Reduce indigenous cases of vaccine-preventable 

follows: 
(A) Diphtheria among individuals aged 25 and younger, 0. 

(B) Tetanus among individuals aged 25 and younger, 0. 
(C) Polio (wild-type virus), 0. 

(D) Measles, 0. 
(E) Rubella, 0. 

(F) Congenital Rubella Syndrome, 0. 
(G) Mumps, 500. 

(H) Pertussis, 1,000. 
(50) Reduce epidemic-related pneumonia and influenza deaths among 

individuals aged 65 and older to no more than 7.3 per 100,000. 
(51)Reduce the number of new carriers of viral hepatitis B among 

Alaska Natives to no more than 1 case. 
(52)Reduce tuberculosis to an incidence of no more than 5 cases per 

100,000. 
(53)Reduce bacterial meningitis to no more than 8 cases per 100,000. 
(54)Reduce infectious diarrhea by at least 25 percent among children. 

(55)Reduce acute middle ear infections among children aged 4 and 
younger, as measured by days of restricted activity or school absenteeism, to no more 

than 105 days per 100 
(56)Reduce cigarette smoking to a prevalence of no more than 20 percent. 

(57)Reduce smokeless tobacco use by youth to a prevalence of no more 
than 10 percent. 

(58)Increase to at least 65 percent the proportion of 
caregivers who use feeding practices that prevent 

(59)Increase to at least 75 percent the proportion of mothers who breast 
feed their babies in the early postpartum period, and to at least 50 percent the proportion 

who continue breast feeding until their babies are 5 to 6 months old. 
(60)Increase to at least 90 percent the proportion of pregnant women 

who receive prenatal care in the first trimester of pregnancy. 
(61)Increase to at least 70 percent the proportion of individuals who 

have received, as a minimum within the 
immunization 
age and gender as recommended by the United States Preventive Services Task Force. 

(c) In order to raise the health status of Indian people to at least the Healthy 
People 2000, or its successor, goals, Indian Tribes and tribal organizations may set their 

own health care priorities and establish goals 

diseases as 

children. 

parents and 
baby bottle tooth decay. 

appropriate interval, all of the screening and 
services and at least one of the counseling services appropriate for their 

needs. that reflect their unmet 
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(d) (c)  It is the policy intent of the Congress that the Nation increase the 
proportion of all degrees in the health professions and allied and associated health 
professions fields awarded to Indians so that the proportion of Indian health 
professionals in each geographic service area is raised to at least the level of that of the 
general population 0.6 percent. 

The level has to be higher than 
that of the proportion of Indians 
to the general population or the 
level will never match that of the 
general population. 

(d) ecretary shall submit to the President, for inclusion in each report 
required to be transmitted to the Congress under section 801, a report on the progress 
made in each area of the Service toward meeting each of the objectives described in 
subsection (b). 

(e) It is the policy of Congress to require meaningful active consultation with 
Indian Tribes, Indian organizations, and urban Indian organizations people to implement 
this Act and the national -determination. 

(f) It is the policy of Congress that funds for health care programs and facilities 
operated by Tribes and tribal organizations be provided no less funds than are provided 
to programs and facilities operated directly by the Service. 

The responsibility for reports 
about objectives should not be 
shifted to IHS or the Tribes. 
should rest with the same federal 
agency responsible for reporting 
on the status for the Nation. 

DEFINITIONS 

Sec. 4.  For purposes of this Act– 

(a) “Accredited and accessible” means a community college or other 
appropriate entity on or near a Reservation and accredited by a national or regional 
organization with accrediting authority 

(b) (i))  "Area office" mean an administrative entity including a program office, 
within the Indian Health Service through which services and funds are provided to the 
service units within a defined geographic area. 

(c) “Contract health service” means health services provided at the expense of 
the Service, Indian Tribe or tribal organization from public or private medical providers 
or hospitals, other than those funded under the Indian Self-Determination and Education 
Assistance Act or under Title. 

(d) “Department” means, unless otherwise designated, the Department of Health 
and Human Services. 

(e) “Director” shall have the meaning provided in section 601 of this Act. 

(f) “Fund” or “funding” means the transfer of monies from the Department to 
any eligible entity or individual under the Act by any legal means, including funding 
agreements, contracts, memoranda of understanding, 
otherwise. 

(g) “Funding Agreement” means 
planning, conduct, and administration of 
Tribes and tribal Organizations 
of the Indian Self Determination and Education Assistance Act. 

(h) (n) “Health profession” means allopathic medicine, family medicine, 
internal medicine, pediatrics, geriatric medicine, obstetrics and gynecology, podiatric 
medicine, nursing, public health nursing, dentistry, psychiatry, osteopathy, optometry, 
pharmacy, psychology, public health, social work, marriage and family therapy, 

The S

policy of Indian self

It 

Buy Indian Act contracts or 

funds for the any agreement to transfer 
programs, functions , services and activities to 

the authority from the Secretary under the authority of 
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chiropractic medicine, environmental health and engineering, and allied health 
professions, or any other health profession. 

(i) “Health promotion” and “disease prevention” shall have the meaning 
provided in section 203(c) of this Act. 

The full definitions found in (k) 
and (l) have been moved, as 
amended, to section 203. 

(j) (c) “Indians” or “Indian” shall have the same meaning as provided in the 
Indian Self Determination and Education Assistance Act. unless otherwise designated, 
means any person who is a member of an Indian Tribe, as defined in subsection (d) 
hereof, except that, for the purpose of section 102 and 103, such terms shall mean any 
individual who (1), irrespective of whether he or she lives on or near a reservation, is a 
member of a Tribe, band, or other organized group of Indians, including those Tribes, 
bands, or groups terminated since 1940 and those recognized now or in the future by the 
State in which they reside, or who is a descendant, in the first or second degree, of any 
such member, or (2) is an Eskimo or Aleut or other Alaska Native, or (3) is considered 
by the Secretary of the Interior to be an Indian for any purpose, or (4) is determined to 
be an Indian under regulations promulgated by the Secretary. 

The (1) - (4) exceptions that were 
part of the definition of Indians 
have been moved to title I, 
sections 103 and 104 where they 
apply. Otherwise the definition 
has been made to conform to the 
ISDEAA to maintain coherent and 
consistent definitions of key legal 
concepts. 

(k)(ee) “Indian health program” shall have the meaning provided in Section 110 
(a)(2)(A) 

(l)(d)  "Indian Tribe" shall have the same meaning as provided in the Indian Self 
Determination and Education Assistance Act. pursuant to the Alaska Native Claims 
Settlement Act (85 Stat. 688), which is recognized as eligible for the special programs 
and services provided by the United States to Indians because of their status as Indians. 

This definition has been written to 
conform to the ISDEAA to 
maintain coherent and consistent 
definitions of key legal concepts. 
The meaning does not change 
from the existing IHCIA. 

(m) “Reservation” means any federally recognized Indian Tribe’s reservation, 
Pueblo 
established pursuant to the Alaska Native Claims Settlement Act (43 U.S.C. 1601 et 
seq.), and Indian allotments. 

(n)(a) 
and Human Services. 

(o)(b)  "Service" means the Indian Health Service. 

(p)(m) "Service area" means the geographical area served by each area office. 

(q)(j)  "Service unit" means– 

(1) an administrative entity within the Indian Health Service, or 

(2) a Tribe or tribal organization operating health care programs or facilities 
with funds from the Service under the Indian Self-Determination and Education 
Assistance Act, through which services are provided, directly or by contract, to the 
eligible Indian population within a defined geographic area. 

(r)(s)“Traditional health care practices” means the application by Native healing 
practitioners of the Native healing sciences (as opposed or 
Western Healing Sciences) which embodies the influences or forces of innate tribal 
discovery, history, description, explanation and knowledge of the states of wellness and 
illness and which calls upon these influences or forces, including physical, mental, and 
spiritual forces in the promotion, restoration, preservation and maintenance of health, 
well-being, and life’s harmony. 

(s)(e)  "tribal organization" shall have the same meaning as provided in the 

“Native healing practitioners” 
and “traditional health care 
practitioners,” which is the term 
used throughout this Act for the 
providers of traditional health 
care practices, include such 
practitioners when engaged in 
offering behavioral health 
services as well as physical (or 
medical) health services. 

. 

Alaska Native Regions or colony, including former reservations in Oklahoma, 

"Secretary", unless otherwise designated, means the Secretary of Health 

in contradistinction to 
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Indian Self Determination and Education Assistance Act means the elected governing 
body of any Indian Tribe or any legally established organization of Indians which is 
controlled by one or more such bodies or by a board of directors elected or selected by 
one or more such bodies (or elected by the Indian population to be served by such 
organization) and which includes the maximum participation of Indians in all phases of 

(t)(hh) “tribally Controlled Community College” means the definition provided 
in Section 126 of this Act and the definition contained in the Indian Land Grant Status 
Act, 7 U.S.C. 301 note. 

(u)(g)  "Urban center" means any community which has a sufficient urban 
Indian population with unmet health needs to warrant assistance under Title V, as 
determined by the Secretary. 

(v) (f)  "Urban Indian" means any individual who resides in an urban center, as 
defined in subsection (g) hereof, and who meets one or more the four criteria in 
subsection (c)(1) through (4) of this section contained herein: 
whether he or she lives on or near a reservation, is a member of a Tribe, band or other 
organized group ding those Tribes , bands or groups terminated since 
1940; or (2) is an Eskimo or Aleut or other Alaskan Native, or (3) 
Secretary of the Interior to be an Indian for any 
Indian under regulations  promulgated by the Secretary. 

(w)(h) 
in an urban center, governed by an urban Indian controlled board of directors, and 
providing for the maximum participation of all interested Indian groups and individuals, 
which body is capable of legally cooperating with other public and private entities for 
the purpose of performing the activities described in section 503(a). 

(k) “Health promotion” includes– 
(1) cessation of bobacco smoking, 
(2) reduction in the misuse of alcohol and drugs, 
(3) improvement of nutrition, 
(4) improvement in physical fitness, 
(5) family planning, 
(6) control of stress, and 
(7) pregnancy and infant care (including prevention of fetal alcohol syndrome). 

(l) “Disease prevention” includes– 
(1) immunizations, 
(2) control of high blood pressure, 
(3) control of sexually transmittable diseases, 
(4) prevention and control of diabetes, 
(5) control of toxic agents, 
(6) occupational safety and health, 
(7) accident prevention, 
(8) fluoridation of water, and 
(9) control of infectious agents. 

These definitions have been 
moved, as amended, to section 
203. 

(o) substance abuse, (p) FAE and 
(q) FAS have been moved to Title 
VII. 

TITLE I – INDIAN HEALTH, HUMAN RESOURCES AND DEVELOPMENT MANPOWER 

PURPOSE 

SEC. 101. The purpose of this title is to increase to the maximum feasible extent the 
number of Indians entering the health professions and providing health services, and to 

The Title change reflects the 
broadest view of what professions 
are included as health 
professionals. 

(1) irrespective of 

of Indians , inclu
is considered by the 

purpose, or (4) is determined to be an 

"Urban Indian organization" means a nonprofit corporate body situated 
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assure an optimum adequate supply of health professionals to the Service, Indian Tribes, 
tribal organizations, and urban Indian organizations involved in the provision of health 
services care to Indian people. 

GENERAL REQUIREMENTS 

SEC. 102. (a) SERVICE AREA PRIORITIES. Unless otherwise specified the 
funding for each program authorized by this Title shall be allocated by Service Area by 
formula developed in consultation with Indian Tribes, tribal organizations and urban 

Indian organizations; such formula shall consider the human resource and development 
needs in each Service Area. 

(1) Each area office shall undertake active and continuing consultation with 
representatives of Indian Tribes, tribal organizations, and urban Indian organizations to 

prioritize the utilization of funds authorized and provided under this Title within the 
service area. 

(2) Unless otherwise prohibited, the Area Office is authorized to re-allocate the funds 
available to it pursuant to this Title among the programs authorized by this Title, 

provided that scholarship, and loan repayment funds shall not be used for administrative 
functions. 

(b) All individual recipients of scholarships, loans or other funding authorized by this 
title that exist on the day before the enactment of this Act shall be excluded from 

operation of subsection 102 of this title through to the completion of his/her course of 
study supported by funds appropriated to carry out this title. 

The new section 102 follows a 
policy determination to allocate 
resources and decision-making by 
Service area. This title also 
replaces competitive grants and 
demonstrations with program 
authorizations. It is intended to 
provide the local Tribes, tribal 
organizations, urban Indian 
programs, and the Service with 
significant discretion to address 
human resource development in 
the local context. 

Scholarship and loan recipients 
already in the pipeline are 
protected from the new 
requirements. 

The phrase “urban Indian 
organizations” replaces the 
phrase “Indian organizations” 
throughout this title to avoid 
confusion and maintain the status 
that is provided in existing law 

HEALTH PROFESSIONS RECRUITMENT PROGRAM FOR INDIANS 

SEC. 103. 102 (a) Subject to the requirements of Section 102, the Secretary, acting 
through the Service, shall make funds available grants to public or nonprofit private 
health or educational entities or Indian Tribes or tribal organizations to assist such 

entities in meeting the costs of– 

(1) identifying Indians with a potential for education or training in the health 
professions and encouraging and assisting them 

(A) to enroll in courses of study in such health professions; or 

(B) if they are not qualified to enroll in any such courses of study, to undertake such 
postsecondary education or training as may be required to qualify them for enrollment; 

(2) publicizing existing sources of financial aid available to Indians enrolled in any 
courses of study preferred to in paragraph (1) of this subsection or who are undertaking 

training necessary to qualify them to enroll in any such school; or 
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(3) 
(4)  (3) Area Office Secretary determines 
will enhance and facilitate the enrollment of Indians in, and the subsequent pursuit and 
completion by them of courses of study, referred to in paragraph (1) of this subsection. 

(b)(1) Funds under this section shall require that No grant may be made under this 
subsection unless an application therefore has been submitted to, and approved by the 
Secretary through the Area Office. 
such manner, and contain such information, as the Secretary shall by regulation 
prescribe pursuant to this Act. The Area Office Secretary shall give a preference to 
applications submitted by Indian Tribes, tribal Indian organizations, or urban Indian 
organizations. 

(2) The amount of funds provided to entities authorized any grant under this 
section shall be determined by the Area Office Secretary. 
section may be made in advance or by way of reimbursement, and at such intervals and 
on such conditions as provided for in regulations issued pursuant to this Act the 
Secretary finds necessary, and, to the extent not otherwise prohibited by law, funding 
commitments shall be for three (3) years, as provided for in regulations published 
pursuant to this Act. 

(c) “Indian or Indians” 
shall, in addition to the meaning contained in section 4 of this Act, also mean any person 
who (1) irrespective of whether he or she lives on or near a reservation, is a member of a 
Tribe, band, or other organized group of Indians, including those Tribes, 
groups terminated since 1940, (2) is an Eskimo or Aleut or other Alaska Native, or (3) is 
considered by the Secretary of the Interior to be an Indian for any purpose, or (4) is 
determined to be an Indian under regulations promulgated by the Secretary. 

These are the except ions found in 
the current law that apply only to 
sections 103 and 104 (formerly 
102 and 103).  State recognized 
Indians were dropped from the 4 
points as inconsistent with the 
government-to-government 
relationship. 

HEALTH PROFESSIONS PREPARATORY SCHOLARSHIP PROGRAM FOR 
INDIANS 

Sec. 104 103. (a) Subject to the requirements of Section 102, T the Secretary, acting 
through the Service, shall provide make scholarships grants to Indians who– 

(1)  school 
equivalency; and 

(2) potential capability to successfully complete courses of study 
in the health professions. 

(b) s provided grants made pursuant to this section shall be for the 
following purposes: 

(1) compensatory preprofessional education of any recipient grantee, such scholarship 
not to exceed two years on a full-time basis (or the part-time equivalent thereof, as 

determined by the area office pursuant to regulations issued under this Act Secretary). 

(2) Pregraduate education of any recipient grantee leading to a 
an approved course of study preparatory to a field of study in a health profession, such 

scholarship not to exceed 4 years provided, however, that an up to two-year extension as 
necessary may be approved (or the part-time equivalent thereof, as determined by the 

establishing other programs which the 

Such application shall be in such form, submitted in 

Payments pursuant to this 

For purposes of this section and section 104 and 105, 

bands, or 

have successfully completed their high school education or high

have demonstrated the 

Scholarship

baccalaureate degree in 
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Secretary Area Office pursuant to regulations issued pursuant to this Act). 

(c) Scholarships grants made under this section may cover costs of tuition, books, 
transportation, board, and other necessary related expenses of a recipient grantee while 

attending school. 

(d) The Secretary shall not deny s Scholarship assistance to an eligible applicant under 
this section shall not be denied solely on the basis of the applicant's scholastic 

achievement if such applicant has been admitted to, or maintained good standing at, an 
accredited institution. 

(e) The Secretary shall not deny s Scholarship assistance to an eligible 
applicant under this section shall not be denied solely by reason of such applicant's 

eligibility for assistance or benefits under any other federal program. 
INDIAN HEALTH PROFESSIONS SCHOLARSHIP 
Sec. 105 104. (a) In order to meet the need for provide health professionals to 

Indians, Indian Tribes, tribal organizations and urban Indian organizations, subject to 
the requirements of section 102, provided, however, that the administration of this 
section shall be a responsibility of the Director that shall not be delegated in a funding 
agreement pursuant to the Indian Self-Determination and Education Assistance Act, the 
Secretary, acting through the Service and in accordance with this section, shall make 
scholarships grants to Indians who are enrolled full or part time in appropriately 
accredited schools and pursuing courses of study in the health professions. Such 
scholarships shall be designated Indian Health Scholarships and shall be made in 
accordance with section 338A of the Public Health Service Act (42 U.S.C. 2541), except 
as provided in subsection (b) of this section. 

(b) (1) The Secretary, acting through the Service, shall determine who shall 
receive scholarships under subsection (a) and shall determine the distribution of such 
scholarships among such health professions on the basis of the relative needs pf Indians 
for additional service in such health professions. 

(2). (1)  An Indian individual shall be eligible for a scholarship under 
subsection (a) in any year in which such individual is enrolled full or part time in a 
course of study referred to in subsection (a). 

(2) (3) (A) The active duty service obligation under a written contract with the 
Secretary under section 338A of the Public Health Service Act (42 U.S.C.254l) that an 
Indian individual has entered into under that section shall, if that individual is a recipient 
of an Indian Health Scholarship, be met in full-time practice on an equivalent year for 
year obligation, by service– 

(i) in the Indian Health Service; 

(ii) in a program conducted under a funding agreement contract entered into under the 
Indian Self-Determination and Education Assistance Act.; 

Former section 104 (a) is divided 
into 105 (a) and (b)(1); .old104 
(b)(1) is deleted to clarify that the 
Secretary’s role is only 
administrative. 

ihcia_nsc_draft5.doc October 6, 1999 – Page 10




NATIONAL STEERING COMMITTEE FOR THE REAUTHORIZATION OF THE INDIAN HEALTH CARE IMPROVEMENT ACT, P.L. 94-437

PROPOSED IHCIA AMENDMENTS OF 2000 (WITH COMMENTARY)


(iii) in a program assisted under title V of this Act; 

(iv) in the private practice of the applicable profession if, as determined by the 
Secretary, such practice is situated in a physician or other health professional shortage 
area and addresses the health care needs of a substantial number of Indians, or 

(B) At the request of any individual who has entered into a contract referred to in 
subparagraph (A) and who receives a degree in medicine (including osteopathic or 
allopathic medicine), dentistry, optometry, podiatry, or pharmacy, the Secretary shall 
defer the active duty service obligation of that individual under that contract, in order 
that such individual may complete any internship, residency, or other advanced clinical 
training that is required for the practice of that health profession, for any appropriate 
period (in years, as determined by the Secretary), subject to the following conditions: 

(i) No period of internship, residency, or other advanced clinical training shall be 
counted as satisfying any period of obligated service that is required under this section. 

(ii) The active duty service obligation of that individual shall commence not later that 90 
days after the completion of that advanced clinical training (or by a date specified by the 
Secretary). 

(iii) The active duty service obligation will be served in the health profession of that 
individual, or in a field or specialty where a need is determined to exist by the 
appropriate Service Area , in a manner consistent with clauses (i) through (iv) of 
subparagraph (A). 

(C) All new recipients of A recipient of an Indian Health Scholarships awarded after 
2001 shall may, at the election of the recipient, meet the active duty service obligation 
within the service area from which the scholarship was awarded. Priority shall be given 
to a program that funded the recipient, provided, however, for special circumstances, a 
recipient may be placed in a different Service Area by agreement between Areas or 
programs. — described in subparagraph by service in a program specified in that 
subparagraph. 

(i) is located on the reservation of the Tribe in which the recipient is enrolled; or 

(ii) serves the Tribe in which the recipient is enrolled. 

(D) Subject to subparagraph (C), the Area Office Secretary, in making assignments of 
Indian Health Scholarship recipients required to meet the active duty service obligation, 
described in subparagraph (A), shall give priority to assigning individuals to service in 
those programs specified in subparagraph (A) that have a need for health professionals 
to provide health care services as a result of individuals having breached contracts 
entered into under this section. 

(3) (4) In the case of an individual receiving a scholarship under this section who is 
enrolled part time in an approved course of study--
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(A) such scholarship shall be for a period of years not to exceed the part-time equivalent 
of 4 years, as determined by the Area Office Secretary; 

(B) the period of obligated service described in paragraph (2)(A), shall be equal to the 
greater of-­

(i) the part-time equivalent of one year for each year for which the individual was 
provided a scholarship (as determined by the Area Office Secretary); or 

(ii) two years; and 

(C) the amount of the monthly stipend specified in section 338A(g)(1)(B) of the Public 
Health Service Act (42U.S.C. 2541(g)(1)(B)) shall be reduced pro rata (as determined 
by the Secretary) based on the number of hours such student is enrolled. 

(4) (5)(A) An individual who has, on or after the date of the enactment of this 
paragraph, entered into a written contract with the Secretary under this section and 
who-­

(i) fails to maintain an acceptable level of academic standing in the educational 
institution in which he is enrolled (such level determined by the educational institution 
under regulations of the Secretary), 

(ii) is dismissed from such educational institution for disciplinary reasons, 

(iii) voluntarily terminates the training in such an educational institution for which he is 
provided a scholarship under such contract before the completion of such training, or 

(iv) fails to accept payment, or instructs the educational institution in which he is 
enrolled not to accept payment, in whole or in part, of a scholarship under such contract, 
in lieu of any service obligation arising under such contract, shall be liable to the United 
States for the amount which has been paid to him, or on his behalf, under the contract. 

(B) If for any reason not specified in subparagraph (A) an individual breaches his/her 
written contract by failing either to begin such individual's service obligation under this 
section or to complete such service obligation, the United States shall be entitled to 
recover from the individual an amount determined in accordance with the formula 
specified in subsection (l) of section 108 in the manner provided for in such subsection. 

(C) Upon the death of an individual who receives an Indian Health Scholarship, any 
obligation of that individual for service or payment that relates to that scholarship shall 
be canceled. 

(D) The Secretary shall provide for the partial or total waiver or suspension of any 
obligation of service or payment of a recipient of an Indian Health Scholarship if the 
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Secretary in consultation with the Area office, Indian Tribes, tribal organizations and 
urban Indian organizations determines that– 

(i) t obligation or make that payment; 

(ii) 
extreme hardship to the recipient; or 

(iii) the enforcement of the requirement to meet the obligation or make the payment 
would be unconscionable. 

(E) Notwithstanding any other provision of law, in any case of extreme hardship or for 
other good cause shown, the Secretary may waive, in whole or in part, the right of the 
United States to recover funds made available under this section. 

(F) Notwithstanding any other provision of law, with respect to a recipient of an 
Indian Health Scholarship, no obligation for payment may be 
bankruptcy under title 11, United States Code, unless that discharge is granted after the 
expiration of the 5-year period beginning on the initial date on which that payment is 
due, and only if the 
would be unconscionable. 

(c) The Secretary shall, acting through the Service, establish a Placement Office 
to develop and implement a national policy for the placement, to available vacancies 
within the Service, of Indian Health Scholarship recipients required to meet the active 
duty service obligation prescribed under section 338C of the Public Health Service Act 
(42 U.S.C. § 254m) without regard to any competitive personnel system, agency 
personnel limitation, or Indian preference policy. 

(c) Sec. 120.  Funding Matching Grants for Tribes for Scholarship Programs. 

(a) (1) (A) , the Secretary shall make grants funds 
available to Indian Tribes and tribal organizations for the purpose of assisting such 
Tribes and tribal organizations in educating Indians to serve as health professionals in 
Indian communities. 

(2) (B) Amounts available for grants under subparagraph (A) (1) for any fiscal 
year exceed 5 percent of the amounts available for each fiscal year for Indian 
Health Scholarships under this section 104. 

(3) (C) An application for funds a grant under subparagraph (A) (1) shall be in 
such form and contain such agreements, assurances and information as consistent with 
the Secretary determines are necessary to carry out this section. 

(b) (2)(A) An Indian Tribe or tribal organization receiving funds under 
paragraph (1) a grant under subsection (a) agree to provide scholarships to Indians 
in accordance with the requirements of this subsection. 

(B) (2)With respect to costs of providing any scholarship pursuant to 

Subsection (c) was section 120 
which has been moved and 
amended. 

This subsection has been modified 
to allow Tribes or tribal 
organization to use any source of 
funds for their 20% match. 

it is not possible for the recipient to meet tha

requiring that recipient to meet that obligation or make that payment would result in 

released by a discharge in 

bankruptcy court finds that the nondischarge of the obligation 

Subject to section 102

shall not 

shall 
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subparagraph (A) paragraph (1) — 

(i) (A) 80 percent of the costs of the scholarship shall be paid from the funds 
pursuant to subsection (a) (c)(1) provided to the Indian Tribe or tribal organization; and 

(ii) (B) 20 percent of such costs may be paid from non-federal contributions by 
the Indian Tribe or tribal organization through which the scholarship is provided any 
other source of funds. 

(3) In determining the amount of non-federal contributions that have been 
provided for purposes of subparagraph (B) of paragraph (2), any amounts provided by 
the federal Government to Indian Tribes or tribal organizations involved or to any other 
entity shall not be included. 

(4) Non-federal contributions required by subparagraph (B) of paragraph (2) 
may be provided directly through the Indian Tribe or tribal organization involved or 
through donations from public and private entities. 

(3) (c) An Indian Tribe or tribal organization shall provide scholarships under 
subsection (c) only to Indians enrolled or accepted for enrollment in a course of study 
(approved by the Secretary) in one of the health professions described in section 104(a) 
contemplated by this Act. 

(4) (d) In providing scholarships under paragraph (2) subsection (b), the 
Secretary and the Indian Tribe or tribal organization shall enter into a written contract 
with each recipient of such scholarship. hall– 

(A) (1)obligate such recipient to provide service in an Indian health program (as 
defined in section 109(a)(2)(A), in the same service area where the Indian Tribe or tribal 
organization providing the scholarship is located, for – 

(i) (A) a number of years for which the scholarship is provided (or the part-time 
equivalent thereof, as determined by the Secretary), or for a period of 2 years , 
whichever period is greater; or 

(ii) (B) such greater period of time as the recipient and the Indian Tribe or tribal 
organization may agree; 

(B) (2) provide that the amount of the scholarship 

(i) (A) may only be expended for— 

(I) (i) tuition expenses, other reasonable educational expenses, and reasonable 
living expenses incurred in attendance at the educational institution; and 

(II) (ii) payment to the recipient of a monthly stipend 

Such contract s

not more than the of 
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amount authorized by section 338(g)(1)(B) of the Public Health Service Act (42 U.S.C. 
254m(g)(1)(B), such amount to be reduced pro rata (as determined by the Secretary) 
based on the number of hours such student is enrolled; and may not exceed, for any year 
of attendance which the scholarship is provided, the total amount required for the year 
for the purposes authorized in this clause Subparagraph; 

(ii) (B) may not exceed, for any year of attendance which the scholarship is 
provided, the total amount required for the year for the purposes authorized in clause (i) 
subparagraph (A); 

(C) (3) require the recipient of such scholarship to maintain an acceptable level 
of academic standing as determined by the educational institution in accordance with 
regulations issued pursuant to this Act; and 

(D) (4) require the recipient of such scholarship to meet the educational and 
licensure requirements appropriate to each health profession. 

(5)(A) (e)(1) An individual who has entered into a written contract with the 
Secretary and an Indian Tribe or tribal organization under this paragraph subsection and 
who— 

(i) (A) fails to maintain an acceptable level of academic standing in the 
education institution in which he is enrolled (such level determined by the educational 
institution under regulations of the Secretary); 

(ii) (B) is dismissed from such education for disciplinary reasons; 

(iii) (C) Voluntarily terminates the training in such an educational institution for 
which he or she is provided a scholarship under such contract before the completion of 
such training; or 

(iv) (D) fails to accept payment, or instructs the educational institution in which 
he or she is enrolled not to accept payment, in whole or in part, of a scholarship under 
such contract, in lieu of any service obligation arising under such contract, shall be 
liable to the United States for the federal share of the amount which has been paid to 
him or her, or on his or her behalf, under the contract. 

(B) (2) If for any reason not specified in subparagraph (A) paragraph (1), an 
individual breaches his or her written contract by failing to either begin such 
individual’s service obligation required under such contract or to complete such service 
obligation, the United States shall be entitled to recover from the individual an amount 
determined in accordance with the formula specified in subsection (1) of section 110 
108 in the manner provided for in such subsection. 

(C) (3) The Secretary may carry out this subsection on the basis of information 
received from Indian Tribes or tribal organizations involved, or on the basis of 
information collected through such other means as the Secretary deems appropriate. 
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(6) (f)The recipient of a scholarship under paragraph (1) subsection (b) shall 
agree, in providing health care pursuant to the requirements herein subsection (d)(1) – 

(A) (1) not to discriminate against an individual seeking care on the basis of the 
ability of the individual to pay for such care or on the basis that payment for such care 
will be mage pursuant to the program established in title XVIII of the Social Security 
Act or pursuant to the programs established in title XIX of such Act; and 

(B) (2) to accept assignment under section 1842(b)(3)(B)(ii) of the Social 
Security Act for all services for which payment may be made under part B of title XVIII 
of such Act, and to enter into an appropriate agreement with the State agency that 
administers the State plan for medical assistance under title XIX of such Act to provide 
service to individuals entitled to medical assistance under the plan 

(7) (g) The Secretary shall make payments under this paragraph subsection to 
an Indian Tribe or tribal organization for any fiscal year subsequent to the first fiscal 
year of such payments unless the Secretary determines that, for the immediately 
preceding fiscal year, the Indian Tribe or tribal organization has not complied with the 
requirements of this subsection. 

AMERICAN INDIANS INTO PSYCHOLOGY PROGRAM 

SEC. 106.217. Notwithstanding section 102, the Secretary may shall provide 
funding grants to at least 3 colleges and universities for the purpose of developing and 
maintaining American Indian psychology career recruitment programs as a means of 
encouraging Indians to enter the mental health field. These programs shall be located at 
various locations throughout the country to maximize their availability to Indian 
students and new programs shall be established in different locations from time to time. 

(b) The Secretary shall provide one of the grants authorized under subsection 
(a) to develop and maintain a program at the University of North Dakota to be known as 
the “Quentin N. Burdick American Indians Into Psychology Program.” Such program 
shall, to the maximum extent feasible, coordinate with the Quentin N. Burdick Indian 
into Health Programs authorized under section 117 114(b), the Quentin N. Burdick 
American Indians Into Nursing Program authorized under section 115 112(e), and 
existing university research and communications networks. 

(c)(1) The Secretary shall issue regulations pursuant to this Act for the 
competitive awarding of funds the grants provided under this section. 

(2) Applicants for grants under this section shall agree to provide a program 
which, at a minimum– 

(A) provides outreach and recruitment for health professions to Indian 
communities including elementary, secondary and accredited and accessible community 
colleges located on Indian reservations that will be served by the program; 

(B) incorporates a program advisory board comprised of representatives from 
the Tribes and communities that will be served by the program; 
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(C) provides summer enrichment programs to expose Indian students to the 
varied fields of psychology through research, clinical and experimental activities 

(D) provides stipends to undergraduate and graduate 
in psychology; 

(D) (E) develops affiliation agreements with tribal 
Service, university affiliated accredited and accessible 
entities to enhance the 

(E) (F) to the maximum extent feasible, utilizes existing y tutoring, 
counseling and student support 

(F) (G) to the maximum extent feasible, employs qualified Indians in the 
program. 

(d) The active duty service obligation prescribed under section 338C of the 
Public Health Service Act (42 U.S.C. 254m) shall be met by each graduate who receives 
a stipend described in subsection (c)(2)(D) that is funded by a grant provided under this 
section. ­

(1) in the Indian Health Service; 
(2) in a program conducted under a funding agreement contract entered into 

under the Indian Self-Determination and Education Assistance Act; 

(3) in a program assisted under title V of this Act; or 

(4) in the private practice of psychology if, as determined n 
accordance with guidelines promulgated by the 
physician or other 
of a substantial number of Indians. 

INDIAN HEALTH SERVICE EXTERN PROGRAMS 

SEC. 107 105. grant pursuant to 
section 105 104 shall be entitled to employment in the Service or may be employed by 
program of an Indian Tribe, nization or urban Indian organization, or other 
agencies of the Department as available, during any nonacademic period of the year. 
Periods of employment pursuant to this subsection shall not be counted in determining 
fulfillment of the service obligation incurred as a condition of the scholarship grant. 

(b) Any individual enrolled in a course of study may be employed by the 
Service or  during 

any nonacademic period of the year. such employment shall not exceed one 
hundred and twenty days during any calendar year. 

(c) Any individual in a high school program authorized under section 103(a) 
may be employed by the Service or by a Indian Tribe, or tribal organization or urban 

Indian organization during any nonacademic period of the year, not to exceed 120 days 
during a calendar year. 

(d) (c)  Any employment pursuant to this section shall be made without regard 

While extern employment f or 
scholarship recipients is a right 
within the Service, it is 
discretionary for Tribes, tribal 
organizations, and urban Indian 
programs. 

students to pursue a career 

community colleges, the 
programs, and other appropriate 

education of Indian students; 

universit
services; and 

Such obligation shall be met by service

by the Secretary, i
Secretary, such practice is situated in a 

needs health professional shortage area and addresses the health care 

(a) Any individual who receives a scholarship 

tribal orga

by an Indian Tribe, tribal organization, or urban Indian organization
Any 
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to any competitive personnel system or agency personnel limitation and to a position 
which will enable the individual so employed to receive practical experience in the 

health profession in which he or she is engaged in study. Any individual so employed 
shall receive payment for his or her services comparable to the salary he or she would 

receive if he or she were employed in the competitive system. Any individual so 
employed shall not be countered against any employment ceiling affecting the Service 

or the Department of Health and Human Services. 
CONTINUING EDUCATION ALLOWANCES 

SEC. I08 106. (a)  In order to encourage physicians, dentists, nurses, and other 
health professionals, including for purposes of this section, community health 

representatives and emergency medical technicians, to join or continue in the Service or 
program of an Indian Tribe, tribal organization, or urban Indian organization and to 
provide their services in the rural and remote areas where a significant portion of the 
Indian people reside, the Secretary, subject to Section 102, acting through the Service 

Area, may provide allowances to health professionals employed in the Service or 
program of an Indian Tribe, tribal organization or urban Indian organization to enable 

them for a period of time each year prescribed by regulation of the Secretary to take 
leave of their duty stations for professional consultation and refresher training courses. 

(b) Of amounts appropriated under the authority of this title for each fiscal year 
to be used to carry out this section, not more than $1,000,000 may be used to establish 

postdoctoral training programs for health professionals. 
COMMUNITY HEALTH REPRESENTATIVE PROGRAM 

SEC. 109 107 (a) Under the authority of the Act of November 2, 1921 (25 
U.S.C. 13), popularly known as the Snyder Act, the Secretary shall maintain a 
Community Health Representative Program under which the Service, Indian Tribes and 
tribal organizations 

(1) provides for the training of Indians as community health 
representatives paraprofessionals, and 

(2) uses such community health representatives paraprofessionals in the provision of 
health care, health promotion, and disease prevention services to Indian communities. 

(b) The Secretary, acting through the Community Health Representative 
Program of the Service, shall– 

(1) provide a high standard of training for paraprofessionals community health 
representatives to ensure that the Community Health Representatives provide quality 
health care, health promotion, and disease prevention services to the Indian 
communities, served by such Program. 

(2) in order to provide such training, develop and maintain a curriculum that– 

(A) combines education in the theory of health care with supervised practical 

Authority for urban Indian 
organizations moved to title V. 
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experience in the provision of health care, and 

(B) provides instruction and practical experience in health promotion and 
disease prevention activities with appropriate consideration given to lifestyle factors that 
have an impact on Indian health status, such as alcoholism, family dysfunction, and 
poverty. 

(3) maintain a system which identifies the needs of Community Health 
Representatives for continuing education in health care, health promotion, and disease 
prevention and develop programs that meet the needs for continuing education, 

(4) maintain a system that provides close supervision of Community Health 
Representatives, 

(5) maintain a system under which the work of the Community Health 
Representatives is reviewed and evaluated, and 

(6) promote traditional health care practices of the Indian Tribes served 
consistent with the Service standards for the provision of health care, health promotion, 
and disease prevention. 

INDIAN HEALTH SERVICE LOAN REPAYMENT PROGRAM 

SEC. 110 108. (a)(1) Subject to section 102, the Secretary, acting through the 
Service, shall establish a program to be known as the Indian Health Service Loan 

Repayment Program (hereinafter referred to as the "Loan Repayment Program") in order 
to assure an adequate supply of trained health professionals necessary to maintain 
accreditation of, and provide health care services to Indians through, Indian health 

programs. 

(2) For the purposes of this section– 

(A) the term "Indian health program" means any health program or facility 
funded, in whole or part, by the Service for the benefit of Indians and administered– 

(i) directly by the Service; 

(ii) by any Indian Tribe or tribal organization pursuant to a contract funding 
agreement under– 

(I) The Indian Self-Determination and Educational Assistance Act, or 

(II) section 23 of the Act of April 30, 1908 (25 U.S.C. 47), popularly known as 
the "Buy Indian" Act; or 

(iii) by an urban Indian organization pursuant to title V of this Act; and 
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(B) the term "State" has the same meaning given such term in section 331(i)(4) 
of the Public Health Service Act. 

(b) To be eligible to participate in the Loan Repayment Program, an individual 
must– 

(1)(A) be enrolled– 

(i) in a course of study or program in an accredited institution, as determined by 
the Secretary, within any State and be scheduled to complete such course of study in the 

same year such individual applies to participate in such program; or 

(ii) in an approved graduate training program in a health profession or 

(B) have– 

(i) a degree in a health profession; and 
(ii) a license to practice a health profession; 

(2)(A)  be eligible for, or hold, an appointment as a commissioned officer in the 
Regular or Reserve Corps of the Public Health Service; 

(B) be eligible for selection for civilian service in the Regular or Reserve Corps 
of the Public Health Service; 

(C) meet the professional standards for civil service employment in the Indian 
Health Service; or 

(D) be employed in an Indian Health program without service obligation and; 

(3) submit to the Secretary an application for a contract described in subsection 
(f). 

(c)(1) In disseminating application forms and contract forms to individuals 
desiring to participate in the Loan Repayment Program, the Secretary shall include with 

such forms a fair summary of the rights and liabilities of an individual whose 
application is approved (and whose contract is accepted) by the Secretary, including in 
the summary a clear explanation of the damages to which the United States is entitled 
under subsection (l) in the case of the individual's breach of contract. The Secretary 

shall provide such individuals with sufficient information regarding the advantages and 
disadvantages of service as a commissioned officer in the Regular or Reserve Corps of 
the Public Health Service or a civilian employee of the Indian Health Service to enable 

the individual to make a decision on an informed basis. 
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(2) The application form, contract form, and all other information furnished by 
the Secretary under this section shall be written in a manner calculated to be understood 

by the average individual applying to participate in the Loan Repayment Program. 

(3) The Secretary shall make such application forms, contract forms, and other 
information available to individuals desiring to participate in the Loan Repayment 

Program on a date sufficiently early to ensure that such individuals have adequate time 
to carefully review and evaluate such forms and information. 

(d)(1) Consistent with Section 102 and paragraph (3) of this section, the 
Secretary, acting through the Service and in accordance with subsection (k), shall 

annually– 

(A) identify the positions in each Indian health and program for which there is a 
need or a vacancy, and 

(B) rank those positions in order of priority. 

(2) Consistent with the priority determined under paragraph (1), the Secretary, 
in determining which applications under the Loan Repayment Program to approve (and 

which contracts to accept), shall give priority to applications made by– 
(A) Indians; and 

(B) Individuals recruited through the efforts of an Indian Tribe, tribal 
organization, or urban Indian organization. 

(3)(A) Subject to subparagraph (B), of the total amounts appropriated for each 
the fiscal years authorized under this Act for loan repayment contracts under this 

section, subject to the priorities established by Service Area to address local shortages 
and needs, the Secretary shall provide that 

(i) not less than 25 percent be provided to applicants who are nurses, advanced 
practice nurses nurse practitioners, or nurse midwives; and 

(ii) not less than 10 percent be provided to applicants who are mental health 
professionals (other than applicants described in clause (i)). 

(B) The requirements specified in clause or clause (ii) of subparagraph (A) 
shall not apply if the Secretary does not receive the number of applications from the 
individuals described in clause (i) or clause (ii), respectively, necessary to meet such 

requirements. 

(e)(1) An individual becomes a participant in the Loan Repayment Program 
only upon the Secretary and the individual entering into a written contract described in 

subsection (f). 
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(2) The Secretary shall provide written notice to an individual within 21 days 
promptly on– 

(A) The Secretary's approving, under paragraph (1), of the individual's 
participation in the Loan Repayment Program including extensions resulting in an 

aggregate period of obligated service in excess of 4 years; or 

(B) The Secretary's disapproving an individual's participation in such program. 

(f) The written contract referred to in this section between the Secretary and an 
individual shall contain– 

(1) an agreement under which– 

(A) subject to paragraph (3), the Secretary agrees– 

(i) to pay loans on behalf of the individual in accordance with the provisions of 
this section, and 

(ii) to accept (subject to the availability of appropriated funds for carrying out 
this section) the individual into the Service or place the individual with a Tribe, or tribal 

organization , or urban Indian or Indian organization as provided in subparagraph 
(B)(iii), and 

(B) subject to paragraph (3), the individual agrees– 

(i) to accept loan payments on behalf of the individual; 

(ii) in the case of an individual described in subsection (b)(1)– 

(I) to maintain enrollment in a course of study or training described in 
subsection (b)(1)A) until the individual completes the course of study or training, and 

(II) while enrolled in such course of study or training, to maintain an acceptable 
level of academic standing (as determined under regulations of the Secretary by the 

education institution offering such course of study or training); 

(iii) to serve for a time period (hereinafter in this section referred to as the 
"period of obligated service") equal to 2 years or such longer period as the individual 

may agree to serve in the full-time clinical practice of such individual's profession in an 
Indian health program to which the individual may be assigned by the Secretary. 

(2) a provision permitting the Secretary to extend for such longer additional 
periods, as the individual may agree to, the period of obligated service agreed to by the 
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individual under paragraph (1)(B)(iii); 

(3) a provision that any financial obligation of the United States arising out of a 
contract entered into under this section and any obligation of the individual which is 
conditioned thereon is contingent upon funds being appropriated for loan repayments 

under this section; 

(4) a statement of the damages to which the United States is entitled under 
subsection (l) for the individual's breach of the contract; and 

(5) such other statements of the rights and liabilities of the Secretary and of the 
individual, not inconsistent with this section. 

(g)(1) A loan repayment provided for an individual under a written contract 
under the Loan Repayment Program shall consist of a payment, in accordance with 

paragraph (2), on behalf of the individual of the principal, interest and related expenses 
on government and commercial loans received by the individual regarding the 

undergraduate or graduate education of the individual (or both), which loans were made 
for– 

(A) tuition expenses; 

(B) all other reasonable educational expenses, including fees, books, and 
laboratory expenses, incurred by the individual; and 

(C) reasonable living expenses as determined by the Secretary. 

(2)(A) For each year of obligated service that an individual contracts to serve 
under subsection (f) the Secretary may pay up to $35,000 (or an amount equal to the 

amount specified in section 338B(g)(2)(A) of the Public Health Service Act) on behalf 
of the individual for loans described in paragraph (1). In making a determination of the 
amount to pay for a year of such service by an individual, the Secretary shall consider 

the extent to which each such determination-­

(i) affects the ability of the Secretary to maximize the number of contracts that 
can be provided under the Loan Repayment Program from the amounts appropriated for 

such contracts; 

(ii) provides an incentive to serve in Indian health programs with the greatest 
shortages of health professionals; and 

(iii) provides an incentive with respect to the health professional involved 
remaining in an Indian health program with such a health professional shortage, and 
continuing to provide primary health services, after the completion of the period of 

obligated service under the Loan Repayment Program. 
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(B) Any arrangement made by the Secretary for the making of loan repayments 
in accordance with this subsection shall provide that any repayments for a year of 
obligated service shall be made no later than the end of the fiscal year in which the 

individual completes such year of service. 

(3) For the purpose of providing reimbursements for tax liability resulting from 
payments under paragraph (2) on behalf of an individual, the Secretary-­

(A) in addition to such payments, may make payments to the individual in an 
amount not less than 20 percent and not more than 39 percent of the total amount of loan 

repayments made for the taxable year involved; and 

(B) may make such additional payments as the Secretary determines to be 
appropriate with respect to such purpose. 

(3) (4) The Secretary may enter into an agreement with the holder of 
any loan for which payments are made under the Loan Repayment Program to establish 

a schedule for the making of such payments. 

(h) Notwithstanding any other provision of law, individuals who have entered 
into written contracts with the Secretary under this section, while undergoing academic 

training, shall not be countered against any employment ceiling affecting the 
Department of Health and Human Services. 

(i) The Secretary shall conduct recruiting programs for the Loan Repayment 
Program and other Service manpower programs at educational institutions training 

health professionals or specialists identified in subsection (a). 

(j) Section 214 of the Public Health Service Act (42 U.S.C. 215) shall not apply 
to individuals during their period of obligated service under the Loan Repayment 

Program. 

(k) The Secretary, in assigning individuals to serve in Indian health programs 
pursuant to contracts entered into under this section, shall-­

(1)ensure that the staffing needs of Indian health programs administered by an 
Indian Tribe or tribal organization receive consideration on an equal basis with 

programs that are administered directly by the Service; and 

(2) give priority to assigning individuals to Indian health programs that have a 
need for health professionals to provide health care services as a result of individuals 

having breached contracts entered into under this section. 

(l)(1) An individual who has entered into a written contract with the Secretary 
under this section and who– 
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(A) is enrolled in the final year of a course of study and who– 

(i)fails to maintain an acceptable level of academic standing in the educational 
institution in which he is enrolled (such level determined by the educational institution 

under regulations of the Secretary); 

(ii)voluntarily terminates such enrollment; or 

(iii)is dismissed from such educational institution before completion of such 
course of study; or 

(B) is enrolled in a graduate training program, fails to complete such training 
program, and does not receive a waiver from the Secretary under subsection 

(b)(1)(B)(ii), 

shall be liable, in lieu of any service obligation arising under such contract, to the United 
States for the amount which has been paid on such individual's behalf under the 

contract. 

(2) If, for any reason not specified in paragraph (1), an individual breaches his 
written contract under this section by failing either to begin, or complete, such 

individual's period of obligated service in accordance with subsection (f), the United 
States shall be entitled to recover from such individual an amount to be determined in 

accordance with the following formula: 
A=3Z(t-s/t) 

In which– 
(A) "A" is the amount the United States is entitled to recover, 

(B) "Z" is the sum of the amounts paid under this section 50, or on behalf of, 
the individual and the interest on such amounts which would be payable if, at the time 
the amounts were paid, they were loans bearing interest at the maximum legal prevailing 
rate, as determined by the Treasurer of the United States; 

(C) "t" is the total number of months in the individual's period of obligated 
service in accordance with subsection (f); and 

(D) "s" is the number of months of such period served by such individual in 
accordance with this section. 

Amounts not paid within such period shall be subject to collection through deductions in 
Medicare payments pursuant to section 1892 of the Social Security Act. 

(3)(A) Any amount of damages which the United States is entitled to recover 
under this subsection shall be paid to the United States within the 1-year period 
beginning on the date of the breach or such longer period beginning on such date as 
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shall be specified by the Secretary. 

(B) If damages described in subparagraph (A) are delinquent for 3 months, the 
Secretary shall, for the purpose of recovering such damages– 

(i) utilize collection agencies contracted with by the Administrator of the 
General Services Administration; or 

(ii) enter into contracts for the recovery of such damages with collection 
agencies selected by the Secretary. 

(C) Each contract for recovering damages pursuant to this subsection shall 
provide that the contractor will, not less than once each 6 months, submit to the 
Secretary a status report on the success of the contractor in collecting such damages. 
Section 3718 of title 31, United States Code, shall apply to any such contract to the 
extent not inconsistent with this subsection. 

(m)(1) Any obligation of an individual under the Loan Repayment Program for 
service or payment of damages shall be canceled upon the death of the individual. 

(2) The Secretary shall by regulation provide for the partial or total waiver or 
suspension of any obligation of service or payment by an individual under the Loan 
Repayment Program whenever compliance by the individual is impossible or would 
involve extreme hardship to the individual and if enforcement of such obligation with 
respect to any individual would be unconscionable. 

(3) The Secretary may waive, in whole or in part, the rights of the United States 
to recover amounts under this section in any case of extreme hardship or other good 
cause shown, as determined by the Secretary. 

(4) Any obligation of an individual under the Loan Repayment Program for 
payment of damages may be released by a discharge in bankruptcy under title 11 of the 
United States Code only if such discharge is granted after the expiration of the 5-year 
period beginning on the first date that payment of such damages is required, and only if 
the bankruptcy court finds that nondischarge of the obligation would be unconscionable. 

(n) The Secretary shall submit to the President, for inclusion in each report 
required to be submitted to the Congress under section 801, a report concerning the 
previous fiscal year which sets forth by Service Area-­

(1) the health professional positions maintained by the Service or by tribal or 
Indian organizations for which recruitment or retention is difficult; 

(2) the number of Loan Repayment Program applications filed with respect to 
each type of health profession; 
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(3) the number of contracts described in subsection (f) that are entered into with 
respect to each health profession; 

(4) the amount of loan payments made under this section, in total and by health 
profession; 

(5) the number of scholarships that are provided under section 105 with respect 
to each health profession; 

(6) the amount of scholarship funds provided under section 105, in total and by 
health profession; 

(7) the number of providers of health care that will be needed by Indian health 
programs, by location and profession, during the three fiscal years beginning after the 
date the report is filed; and 

(8) the measures the Secretary plans to take to fill the health professional 
positions maintained by the Service or by Tribes or tribal organizations, or urban Indian 
organizations for which recruitment or retention is difficult. 

SCHOLARSHIP AND LOAN REPAYMENT RECOVERY FUND 

SEC. 111 108A. (a) Notwithstanding section 102 of this title, there is 
established in the Treasury of the United States a fund to be known as the Indian Health 
Scholarship and Loan Repayment Recovery Fund (hereafter in this section referred to as 
the ‘LRRF’‘Fund’). The LRRF Fund shall consist of such amounts as may be collected 
from individuals under sections 105(b)(4)(A) and (B) and 110(1) for breach of contract, 
such funds as may be appropriated to the Fund , and such interest earned on amounts in 
the Fund, and all amounts collected, appropriated, or earned relative to appropriated to 
the Fund under subsection (b). Amounts appropriated to the Fund shall remain available 
until expended. 

(b) For each fiscal year, there is authorized to be appropriated to the Fund an 
amount equal to the sum of-­

(1) the amount collected during the preceding fiscal year by the federal 
Government pursuant to-­

(A) the liability of individuals under subparagraph (A) or (B) of section 104 
105(b)(5) for the breach of contracts entered into under section 104 105; and 

(B) the liability of individuals under section 110(l)for the breach of contracts 
entered into under section 110; and 

(2) the aggregate amount of interest accruing during the preceding 
fiscal year on obligations held in the Fund pursuant to subsection (d) and the amount of 
proceeds from the sale or redemption of such obligations during such fiscal year. 

This fund has been changed into a 
fund where the funds collected 
can be withdrawn directly by the 
Secretary for authorized 
purposes. , 
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(b)(1) (c) Amounts in the LRRF Fund and available pursuant to appropriation 
Acts may be expended by the Secretary, subject to the provisions of Section 102, acting 
through the Service, to make payments to the Service or to an Indian Tribe or tribal 
organization administering a health care program pursuant to a funding agreement 
entered into under the Indian Self-Determination and Education Assistance Act-­

(A) to which a scholarship recipient under section 105 or a loan repayment 
program participant under section 110 8 has been assigned to meet the obligated service 
requirements pursuant to sections; and 

(B) that has a need for a health professional to provide health care services as a 
result of such recipient or  participant having breached the contract entered into under 
section 105 104 or section 110 108. 

(2) An Indian Tribe or tribal organization receiving payments pursuant to 
paragraph (1) may expend the payments to provide scholarships or recruit and employ, 
directly or by contract, health professionals to provide health care services. 

(c) (d)(1) The Secretary of the Treasury shall invest such amounts of the LRRF 
Fund as the such Secretary determines are not required to meet current withdrawals 
from the LRRF Fund. Such investments may be made only in interest-bearing 
obligations of the United States. For such purpose, such obligations may be acquired on 
original issue at the issue price, or by purchase of outstanding obligations at the market 
price. 

(2) Any obligation acquired by the LRRF Fund may be sold by the 
Secretary of the Treasury at the market price. 

RECRUITMENT ACTIVITIES 

SEC. 112 109. (a) The Secretary may reimburse health professionals seeking 
positions with the Service, Indian Tribes, tribal organizations , or urban Indian 
organizations ,including unpaid student volunteers and individuals considering entering 
into a contract under section 108110, and their spouses, for actual and reasonable 
expenses incurred in traveling to and from their places of residence to an area in which 
they may be assigned for the purpose of evaluating such area with respect to such 
assignment. 

(b) The Secretary, acting through the Service, shall assign one individual in 
each area office to be responsible on a full-time basis for recruitment activities. 

TRIBAL RECRUITMENT AND RETENTION PROGRAM 

SEC. 113110. (a) The Secretary, subject to section 102 acting through the 
Service, shall fund, on a competitive basis, innovative demonstration projects for a 
period not to exceed three (3) years projects to enable Indian Tribes, tribal organizations 
and urban Indian organizations to recruit, place, and retain health professionals to meet 
the staffing needs of Indian health programs (as defined in section 110(a)(2)(A) 
108(a)(2)). 
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(b)(1) Any Indian Tribe, tribal organization or urban Indian organization may 
submit an application for funding of a project pursuant to this section. 

(2) 
Indian Self-Determination Act shall be given an equal opportunity with programs that 
are administered directly by the Service to compete for, and receive, grants under 
subsection (a) for such projects. 

ADVANCED TRAINING AND RESEARCH 

SEC. 114 111. (a) The Secretary, acting through the Service, shall establish a 
demonstration project program to enable health professionals who have worked in an 
Indian health program (as defined in section 110 108 for a substantial period of time to 
pursue advanced training or research areas of study for which the Secretary determines a 
need exists. 

(b) An individual who participates in a program under subsection (a) where the 
educational costs are borne by the Service, shall incur an obligation to serve in an Indian 
health program for a period of obligated service equal to at least the period of time 
during which the individual participates in such program. 
individual fails to complete such obligated service, the individual shall be liable to the 
United States for the period of service remaining. In such event, with respect to 
individuals entering the program after the date of enactment of the Indian Health 
Amendments of 20001992, the United States shall be entitled to recover from such 
individual an amount to be determined in accordance with the formula specified in 
subsection (l) of section 110108 in the manner provided for in such subsection. 

(c) tribal organizations under the 
authority of the Indian Self-Determination and Education Assistance Act, and urban 
Indian organizations  shall be given an equal opportunity to participate in the program 
under subsection (a). 

NURSING PROGRAM 

QUENTIN N. BURDICK AMERICAN INDIANS INTO NURSING PROGRAM" 

SEC. 115 112. Notwithstanding Section 102, the Secretary, acting through 
the Service, shall provide grants to– 

(1)public or private schools of nursing, 

(2)tribally-controlled community colleges and tribally controlled postsecondary 
vocational institutions (as defined in section 390(2) of the tribally Controlled Vocational 

Institutions Support Act of 1990 (20 U.S.C. 2397h(2)), and 

(3) advance practice nurse practitioner programs, 
that are provided by any tribal college accredited nursing program, in the absence of 

such, any other public or private institutions, for the purpose of increasing the number of 

Indian Tribes and tribal and Indian organizations under the authority of the 

In the event that the 

Health professionals from Indian Tribes and 

(a) 

nurse midwife programs, and 
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nurses, nurse midwives, and nurse practitioners who deliver health care services to 
Indians. 

(b) Grants provided under subsection (a) may be used to– 

(1) recruit individuals for programs which train individuals to be nurses, nurse 
midwives, or advanced practice nurses, nurse practitioners, 

(2)provide scholarships to Indian individuals enrolled in such programs that 
may pay the tuition charged for such program and other expenses incurred in connection 

with such program, including books, fees, room and board, and stipends for living 
expenses, 

(3)provide a program that encourages nurses, nurse midwives, and advanced 
practice nurses nurse practitioners to provide, or continue to provide, health care 

services to Indians, 

(4)provide a program that increases the skills of, and provides continuing 
education to, nurses, nurse midwives, and advanced practice nurses, nurse practitioners, 

or 

(5)provide any program that is designed to achieve the purpose described in 
subsection (a). 

(c)Each applicant for funding a grant under subsection (a)shall include such 
information as the Secretary may require to establish the connection between the 
program of the applicant and a health care facility that primarily serves Indians. 

(d) In providing grants under subsection (a), the Secretary shall extend a 
preference to– 

(1) programs that provide a preference to Indians, 

(2) programs that train nurse midwives or advanced practice nurses nurse 
practitioners, 

(3) programs that are interdisciplinary and 
(4) programs that are conducted in cooperation with a center for gifted and 

talented Indian students established under section 5324(a) of the Indian Education Act 
of 1988. 

(e) The Secretary shall provide one of the grants authorized under subsection (a) 
to establish and maintain a program at the University of North Dakota to be known as 

the "Quentin N. Burdick American Indians Into Nursing Program". Such program shall, 
to the maximum extent feasible, coordinate with the Quentin N. Burdick Indian Health 
Programs established under section 117 114(b) and the Quentin N. Burdick American 
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Indians Into Psychology Program established under section 106 217(b). 

(f) The active duty service obligation prescribed under section 338C of the 
Public Health Service Act (42 U.S.C. 254m) shall be met by each individual who 

receives training or assistance described in paragraph (1) or (2) of subsection (b) that is 
funded by a grant provided under subsection (a). Such obligation shall be met by 

service– 

(A)in the Indian Health Service; 

(B)in a program conducted under a contract entered into under the Indian Self-
Determination and Education Assistance  Act; 

(C)in a program assisted under title V of this Act; or 

(D)in the private practice of nursing if, as determined by the Secretary, in 
accordance with guidelines promulgated by the Secretary, such practice is situated in a 
physician or other health professional shortage area and addresses the health care needs 

of a substantial number of Indians. 

(g) Beginning with fiscal year 1993, Of the amounts appropriated under the 
authority of this title for each fiscal year to be used to carry out this section, not less than 
$1,000,000 shall be used to provide grants under subsection (a) for the training of nurse 

midwives, nurse anesthetists, and practitioners. 
NURSING SCHOOL CLINICS 

SEC. 112A. (a) GRANTS.--In addition to the authority of the Secretary under 
section 114112(a)(1), the Secretary, acting through the Service, is authorized to provide 
grants to public or private schools of nursing for the purpose of establishing, developing, 

operating, and administering clinics to address the health care needs of Indians, and to 
provide primary health care services to Indians who reside on or within 50 miles of 

Indian country, as defined in section 1151 of title 18, United States Code. 

(b) PURPOSES.--Grants provided under subsection (a) may be used to-­

(1)establish clinics, to be run and staffed by the faculty and students of a grantee 
school, to provide primary care services in areas in or within 50 miles of Indian country 

(as defined in section 1151 of title 18, United States Code) 

(2)provide clinical training, program development,faculty enhancement, and 
student scholarships in a manner that would benefit such clinics; and 

(3)carry out any other activities determined appropriate by the Secretary. 

(c)AMOUNT AND CONDITIONS.--The Secretary may award grants under 
this section in such amounts and subject to such conditions as the Secretary deems 

appropriate. 
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(d) DESIGN.--The clinics established under this section shall be designed to 
provide nursing students with a structured clinical experience that is similar in nature to 

that provided by residency training programs for physicians. 

(e) REGULATIONS.--The Secretary shall prescribe such regulations as may be 
necessary to carry out the provisions of this section. 

(f) AUTHORIZATION TO USE AMOUNTS.--Out of amounts appropriated to 
carry out this title for each of the fiscal years 20001993 through 20102000 not more 

than $5,000,000 may be used to carry out this section. 
TRIBAL CULTURAL ORIENTATION CULTURE AND HISTORY 

SEC 116 113. (a) The Secretary, pursuant to the requirements of section 102, 
acting through the Service, shall require that establish a program under which 

appropriate employees of the Service who serve particular Indian Tribes in each service 
area shall receive educational instruction in the history and culture of such Tribes and 

their relationship to in the history of the Service. 

(b)To the extent feasible, the program established under subsection (a) shall– 

(1) (2)  be developed in consultation with the affected tribal governments, tribal 
organizations and urban Indian organizations, and 

(2) (1) be carried out through tribally-controlled community colleges (within the 
meaning of section 2(4) of the tribally Controlled Community College Assistance Act of 
1978)and tribally controlled postsecondary vocational institutions (as defined in section 
390(2) of the tribally Controlled Vocational Institutions Support Act of 1990 (20 U.S.C. 

2397 (h)(2)), and 

(3) include instruction in Native American Indian studies, and 

(4) the use and place of traditional health care practices in the Tribe. 

Where no tribally controlled 
community colleges exist, s uch as 
in Alaska, Indian Tribes and 
tribal organization through 
ISDEAA funding agreements may 
operate the program. 

INMED PROGRAM 

SEC. 117 114. (a) the Secretary is authorized to provide grants to at least 3 
colleges and universities for the purpose of maintaining and expanding the Native 
American health careers recruitment program known as the "Indians into Medicine 
Program" (hereinafter in this section referred to as "INMED") as a means of 
encouraging Indians to enter the health professions. 

(b) The Secretary shall provide one of the grants authorized under subsection (a) 
to maintain the INMED program at the University of North Dakota to be known as the 
Quentin N. Burdick Indian Health Programs, unless the Secretary makes a 
determination, based upon program reviews, that the program is not meeting the 
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purposes of this section such program shall, to the maximum extent feasible, coordinate 
with the Quentin N. Burdick American Indians Into Psychology Program established 
under section 106 217(b) and the Quentin N. Burdick American Indians Into Nursing 
Program established under section 115 112(e). 

(c)(1)The Secretary, pursuant to this Act, shall develop regulations to govern 
grants pursuant to for the competitive awarding of the grants provided under this 
section. 

(2) Applicants for grants provided under this section shall agree to provide a 
program which– 

(A) provides outreach and recruitment for health professions to Indian 
communities including elementary, secondary and community colleges located on 
Indian reservations which will be served by the program, 

(B) incorporates a program advisory board comprised of representatives from 
the Tribes and Indian communities which will be served by the program, 

(C) provides summer preparatory programs for Indian students who need 
enrichment in the subjects of math and science in order to pursue training in the health 
professions, 

(D) provides tutoring, counseling and support to students who are enrolled in a 
health career program of study at the respective college or university, and 

(E) to the maximum extent feasible, employs qualified Indians in the program. 

(d) By no later than the date that is 3 years after the date of enactment of the 
Indian Health Care Amendments of 1988, the Secretary shall submit a report to the 
Congress on the program established under this section including recommendations for 
expansion or changes to the program. 

HEALTH TRAINING PROGRAMS OF COMMUNITY COLLEGES 

SEC. 118 115. (a)(1) Subject to the requirements of section 102, the Secretary, acting 
through the Service, shall award grants to accredited and accessible community 
colleges for the purpose of assisting such the community colleges in the establishment 
of programs which provide education in a health profession leading to a degree or 
diploma in a health profession for individuals who desire to practice such profession on 
an Indian reservation, in the Service or in a tribal clinic health programs. 

(2) The amount of any grant awarded to a community college under paragraph 
(1) for the first year in which such a grant is provided to the community college shall not 
exceed $100,000. 

(b)(1) The Secretary, acting through the Service, shall award grants to 
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accredited and accessible community colleges that have established a program described 
in subsection (a)(1) for the purpose of maintaining the program and recruiting students 
for the program. 

(2) Grants may only be made under this section to a community college which– 

(A) is accredited, 

(B) has a relationship with access to a hospital facility, Service facility, or 
hospital that could provide training of nurses or health professionals. 

(C) has entered into an agreement with an accredited and accessible  college or 
university medical school, the terms of which– 

(i) provide a program that enhances the transition and recruitment of students 
into advanced baccalaureate or graduate programs which train health professionals, and 

(ii) stipulate certifications necessary to approve internship and field placement 
opportunities at health program service unit facilities of the Service or tribal health 
programs at tribal health facilities, 

(D) has a qualified staff which has the appropriate certifications, and 

(E) is capable of obtaining State or regional accreditation of the program 
described in subsection (a)(1). 

(F) agrees to provide for Indian preference for applicants for 
programs under this section. 

(c) The Secretary shall encourage community colleges described in subsection 
(b)(2) to establish and maintain programs described in subsection (a)(1) by– 

(1) entering into agreements with such colleges for the provision of qualified 
personnel of the service to teach courses of study in such programs, and 

(2) providing technical assistance and support to such colleges. 

(d) Any program receiving assistance under this section that is conducted with 
respect to a health profession shall also offer courses of study which provide advanced 
training for any health professional who– 

(1) has already received a degree or diploma in such health profession, and 

(2) provides clinical services on an Indian reservation, at a Service facility, or at 
a tribal clinic. 
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Such courses of study may be offered in conjunction with the college or university with 
which the community college has entered into the agreement required under subsection 
(b)(2)(C). 

(e)For purposes of this section– 

(1) The term "community college" means­

(A) a tribally controlled community college, or 

(B) a junior or community college. 

(2) The term "tribally controlled community college" has the meaning given to 
“tribally controlled community college” such term by section 2(4) of the tribally 
Controlled Community College Assistance Act of 1978, as amended. 

(3) The term "junior or community college" has the meaning given to such term 
by section 312(e) of the Higher Education Act of 1965 (20 U.S.C. 1058(e)). 

(4) Where the requirements of subsection (b) are met, funding priority shall be 
provided to tribally controlled colleges in service areas where they exist. 

ADDITIONAL INCENTIVES FOR HEALTH PROFESSIONALS 

SEC. 116. (a) The Secretary may provide the incentive special pay authorized 
under section 302(b) of title 37, United States Code, to civilian medical officers of the 
Indian Health Service who are assigned to, and serving in, positions included in the list 
established under subsection (b)(1) for which recruitment or retention of personnel is 
difficult. 

(b)(1) The Secretary shall establish and update on an annual basis a list of 
positions of health care professionals employed by, or assigned to, the Service, Indian 
Tribes, and tribal and Indian organizations for which recruitment or retention is difficult. 

(2)(A) The Secretary may pay a bonus to any commissioned officer or 
civil service employee, other than a commissioned medical officer, dental officer, 
optometrist, and veterinarian, who is employed in or assigned to, and serving in, a 
position in the Service included in the list established by the Secretary under paragraph 
(1). 

(B) The total amount of bonus payments made by the Secretary under this 
paragraph to any employee during any 1-year period shall not exceed $2,000. 

(c) The Secretary may establish programs to allow the use of flexible work 
schedules, and compressed work schedules, in accordance with the provisions of 
subchapter II of chapter 61, title 5, United States Code, for health professionals 
employed by, or assigned to, the Service. 
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RETENTION BONUS 

SEC. 119 117. (a) The Secretary may pay a retention bonus to any health 
professional physician or nurse employed by, or assigned to, and serving in, the Service 
and Indian Tribes, tribal organizations, or urban Indian organizations either as a civilian 
employee or as a commissioned officer in the Regular or Reserve Corps of the Public 
Health Service who– 

(1) is assigned to and serving in a positions included in the list established under 
section 116(b)(1) for which recruitment or retention of personnel is difficult, 

(2) the Secretary determines is needed by the Service,  Tribes, tribal 
organizations, and urban Indian organizations, and 

(3) has– 

(A) completed 3 years of employment with the Service, or Indian Tribe, or tribal 
organization, or urban Indian organization, or 

(B) completed any service obligations incurred as a requirement of– 

(i)any federal scholarship program, or 

(ii)any federal education loan repayment program, and 

(4) enters into an agreement with the Service, or Indian Tribe, or tribal 
organization, or urban  Indian organization for continued employment for a period of 
not less than 1 year. 

(b) Beginning with fiscal year 1993, not less than 25 percent of the retention 
bonuses awarded each year under subsection (a) shall be awarded to nurses. 

(b) The Secretary may establish rates for the retention bonus which shall 
provide a for a higher annual rate for multiyear agreements than for single year 
agreements referred to in subsection (a)(4), but in no event shall the annual rate be more 
than $25,000 per annum. 

(c)The retention bonus for the entire period covered by the agreement described 
in subsection (a)(4) shall be paid at the beginning of the agreed upon term of service. 

(c) Any health professional physician or nurse failing to complete the agreed 
upon term of service, except where such failure is through no fault of the individual, 
shall be obligated to refund to the government the full amount of the retention bonus for 
the period covered by the agreement, plus interest as determined by the Secretary in 
accordance with section 110108(l)(2)(B). 
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(d) The Secretary may pay a retention bonus to any health professional 
physician or nurse employed by an organization providing health care services to 
Indians pursuant to a contract or funding agreement under the Indian Self-
Determination and Education Assistance Act if such health professional physician or 
nurse is serving in a position which the Secretary determines is-­

(1) a position for which recruitment or retention is difficult; and 

(2) necessary for providing health care services to  Indians. 
NURSING RESIDENCY PROGRAM 

SEC. 120 118. (a) The Secretary, acting through the Service, shall establish a 
program to enable Indians who are  licensed practical nurses, licensed vocational nurses, 

and registered nurses who are working in an Indian health program (as defined in 
section 110108(a)(2)(A)), and have done so for a period of not less than one year, to 

pursue advanced training. 

(b) Such program shall include a combination of education and work study in an 
Indian health program (as defined in section 110108(a)(2)(A)) leading to an associate or 
bachelor's degree (in the case of a licensed practical nurse or licensed vocational nurse) 
or a bachelor's degree (in the case of a registered nurse), or advanced degrees in nursing 

and public health. 

(c) An individual who participates in a program under subsection (a), where the 
educational costs are paid by the Service, shall incur an obligation to serve in an Indian 
health program for a period of obligated service equal to at least three times the amount 

period of time during which the individual participates in such program. In the event 
that the individual fails to complete such obligated service, the United States shall be 
entitled to recover from such individual an amount determined in accordance with the 

formula specified in subsection (l) of section 110 109 108 in the manner provided for in 
such subsection. 

COMMUNITY HEALTH AIDE PROGRAM FOR ALASKA 

SEC. 121 119. (a) Under the authority of the Act of November 2, 1921 (25 
U.S.C. 13; popularly known as the Snyder Act), the Secretary shall maintain a 
Community Health Aide Program in Alaska under which the Service-­

(1) provides for the training of Alaska Natives as health aides or community 
health practitioners; 

(2) uses such aides or practitioners in the provision of health care, health 
promotion, and disease prevention services to Alaska Natives living in villages in rural 
Alaska; and 

(3) provides for the establishment of teleconferencing capacity in health clinics 
located in or near such villages for use by community health aides or community health 
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practitioners. 

(b) The Secretary, acting through the Community Health Aide Program of the 
Service, shall-­

(1) using trainers accredited by the Program, provide a  standard of 
training to community health aides and 
such aides and 
prevention services to the villages served by the 

(2) in order to provide such training, develop a curriculum that-­

(A) combines education in the theory of health care with supervised practical 
experience in the provision of 

(B) provides instruction and practical experience in the provision of acute care, 
emergency care, health promotion, disease prevention, and the efficient and 
management of clinic pharmacies, supplies, equipment, and facilities; and 

(C) promotes the achievement of the health status objectives specified in section 
3(b); 

(3) establish and maintain a Community Health Aide Certification Board to 
certify as community health aides or community health practitioners individuals who 
have successfully completed the training described in paragraph (1) or can demonstrate 
equivalent experience; 

(4) develop and maintain a system which identifies the needs of community 
health aides and community health practitioners for continuing education in the 
provision of health care, including the areas described in paragraph (2)(B), and develop 
programs that meet the needs for such continuing education; 

(5) develop and maintain a system that provides close 
community health aides and community health 

(6) develop a system under which the work of community 
community health practitioners is reviewed and 
quality health care, health promotion, and disease prevention services. 

(c) he Service, shall 
develop and operate a National Community Health Aide Program based on the elements 
contained in this Section (a)- (b). 

TRIBAL HEALTH PROGRAM ADMINISTRATION 

SEC. 122 121. Subject to Section 102, the Secretary, acting through the Service, 
shall, by funding agreement contract or otherwise, provide training for Indians 

high
community health practitioners to ensure that 

practitioners provide quality health care, health promotion, and disease 
Program; 

health care; 

effective 

supervision of 
practitioners; and 

health aides and 
evaluated to assure the provision of 

Subject to Section 102, the Secretary, acting through t
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individuals in the administration and planning of tribal health programs. 
HEALTH PROFESSIONAL CHRONIC SHORTAGE DEMONSTRATION 

PROJECT UNIVERSITY OF SOUTH DAKOTA PILOT PROGRAM 

SEC. 123 122. (a) Subject to section 102, the The Secretary may fund make a 
grant to the School of Medicine of the University of South Dakota (hereafter in this 
section referred to as "USDSM") to establish a pilot programs for Tribes and tribal 
organizations an Indian reservation at one or more service units in South Dakota to 
address the chronic shortages of manpower shortage in the 
Aberdeen Area of the Service. 

(b) The purposes of the health profession demonstration program established 
herein pursuant to a grant provided under subsection (a) are-­

(1) to provide direct clinical and practical experience at a service unit to 
health profession medical students and residents from USDSM and other medical 
schools; 

(2) to improve the quality of health care for Indians by 
qualified health care professionals; and 

(3) to provide academic and scholarly opportunities for physicians, physician 
assistants, nurse practitioners, nurses,  health professionals serving 
Indian people by 
region. 

(c) The demonstration pilot programs established pursuant to a grant provided 
under subsection (a) shall (1) incorporate a program advisory board composed of 
representatives from the Tribes and communities in the area 
the program.; and 

(2) shall be designated as an extension of the USDSM campus and program 
participants shall be under the direct 
staff serving 

(d) The USDSM shall coordinate the program established pursuant to a grant 
provided under subsection (a) with other medical schools in the region, nursing schools, 
tribal community colleges, and other health professional schools. 

(e) The USDSM, in cooperation with the Service, shall develop additional 
professional opportunities for program participants on Indian reservations in order to 
improve the recruitment and retention of qualified health professionals in the Aberdeen 
Area of the Service. 

SCHOLARSHIPS 

SEC. 124. 

Such scholarships would be non-
taxable under the IRS code. 

health professionals 

assuring access to 

and other allied
of the identifying and utilizing all academic and scholarly resources 

which will be served by 

supervision and instruction of qualified medical 
at the service unit who shall be members of the USDSM faculty. 

Scholarships provided to individuals pursuant to this title shall be 
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deemed "qualified Scholarships" for purposes of 26 USC section 117. 
NATIONAL HEALTH SERVICE CORPS 

SEC. 125 812. (a) The Secretary of Health and Human Services shall not– 

(1) Remove a member of the National Health Services Corps from a health 
program facility operated by the Indian Health Service or by a Tribe or tribal 
organization under funding agreement with the Service under the Indian Self-

Determination and Education Assistance Act, or by urban Indian organizations, or 
(2) withdraw funding used to support such member, 

unless the Secretary, acting through the Service, Tribes or tribal organizations, has 
ensured that the Indians receiving services from such member will experience no 

reduction in services. 

(b) All service areas served by programs operated by the Service or by Tribes 
or tribal organizations under the Indian Self-Determination and Education Assistance 
Act or by urban Indian organizations shall be designated under 24 U.S.C. 254c(a) as 

Health Professional Shortage areas. 

(c) National Health Service Corps scholars qualifying for the Commissioned 
Corps in the United States Public Health Service shall be exempt from FTE limitations 
of the National Health Service Corps and the Service when serving as a commissioned 

corps officer in a health program operated by an Indian Tribe or tribal organization 
under the Indian Self-Determination and Education Assistance Act or by urban Indian 

organizations. 

Formerly section 812. 

SUBSTANCE ABUSE COUNSELOR EDUCATION DEMONSTRATION 
PROJECT 

SEC. 126 711. (a) The Secretary, acting through the Service, may enter into 
contracts with, or make grants to, accredited tribally controlled community colleges, 
tribally controlled postsecondary vocational institutions, and eligible accredited and 

accessible community colleges to establish demonstration projects to develop 
educational curricula for substance abuse counseling. 

(b) Funds provided under this section shall be used only for developing and 
providing educational curricula for substance abuse counseling (including paying 
salaries for instructors). Such curricula may be provided through satellite campus 

programs. 

(c) A contract entered into or a grant provided under this section shall be for a 
period of one year. Such contract or grant may be renewed for an additional one year 

period upon the approval of the Secretary. 

(d) Not later than 180 days after the date of the enactment of this section, the 
Secretary, after consultation with Indian Tribes and administrators of accredited tribally 
controlled community colleges, tribally controlled postsecondary vocational institutions, 

Was section 711. 
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and eligible accredited and accessible community colleges, shall develop and issue 
criteria for the review and approval of applications for funding (including applications 

for renewals of funding) under this section. Such criteria shall ensure that demonstration 
projects established under this section promote the development of the capacity of such 

entities to educate substance abuse counselors. 

(e) The Secretary shall provide such technical and other assistance as may be 
necessary to enable grant recipients to comply with the provisions of this section. 

(f) The Secretary shall submit to the President, for inclusion in the report which 
is required to be submitted under section 801 for fiscal year 1999, a report on the 

findings and conclusions derived from the demonstration projects conducted under this 
section. 

(g) For the purposes of this section, the following definitions apply: 

(1)The term "educational curriculum" means one or more of the following: 

(A) Classroom education. 

(B) Clinical work experience. 

(C) Continuing education workshops. 

(2)The term "eligible community college" means an accredited community 
college that-­

(i) is located on or near an Indian reservation; 
(ii) has entered into a cooperative agreement with the governing body of such 

Indian reservation to carry out a demonstration project under this section; and 
(iii) has a student enrollment of not less than 10 percent Indian. 

(2) The term "tribally controlled community college" has the meaning given 
such term in section 2(a)(4) of the tribally Controlled Community College Assistance 

Act of 1978 (25 U.S.C. 1801(a)(4)). 

(3) The term "tribally controlled postsecondary vocational institution" has the 
meaning given such term in section 390(2) of the tribally Controlled Vocational 

Institutions Support Act of 1990 (20 U.S.C. 2397h(2)). 

(h) There are authorized to be appropriated for each of the fiscal years 1996 
through 2000 

Such sums shall remain available until expended. 

The definition of “eligible 
community college” was modified 
and moved to Definitions. 

MENTAL HEALTH 
Sec 127 209(d) (a) TRAINING AND COMMUNITY EDUCATION 

PROGRAMS (1) The Secretary and the Secretary of the Interior in consultation with 
representatives of Indian Tribes and tribal organizations shall conduct a study and 

Was section 209(d) and (e). 

such sums as may be necessary to carry out the purposes of this section. 
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compile a list of the types of staff positions specified in subsection (b) whose 
qualifications include or should include, training in the identification, prevention, 
education, referral or treatment of mental illness, dysfunctional or self-destructive 

behavior. 

(2) The positions referred to in subsection (a) paragraph (1)  are— 

(A) staff positions within the Bureau of Indian Affairs, including existing 
positions , in the fields of – 

(i)elementary 

(ii) social services, family and child welfare; 
(iii) law enforcement and judicial services; and 

(iv) alcohol and substance abuse. 

(B) staff positions within the Service; and 

(C)staff positions similar to those identified in paragraph (b) and lished 
and maintained by Indian Tribes, tribal organizations, and urban Indian organizations, 
including positions established pursuant to funding agreements pursuant to the Indian 

Self-determination and Education Assistance Act, and this Act. 

(3)(A) The appropriate Secretary shall provide training criteria appropriate to 
each type of position identified in subsection (b)(1) paragraph (2)(A) and ensure that 

appropriate training has been or shall be provided to any individual in any such position. 
With respect to any such individual in a position identified pursuant to subsection (b)(3) 
paragraph (2)(C), the respective Secretaries shall provide appropriate training or provide 
funds to an Indian Tribe, tribal organization, or urban Indian organization for training of 

appropriate such individuals. In the case of positions funded under a funding 
agreement, the appropriate Secretary shall ensure that such training costs are included in 

the contract funding agreement, if necessary. 

(B) Funds authorized to be appropriated pursuant to this section may be used to 
provide training authorized by this paragraph for community education programs 
described in paragraph (5) if a plan adopted pursuant to subsection (d) identifies 

individuals in employment categories other than those identified pursuant to paragraph 
(1), for which such training or community education is deemed necessary or desirable, 

(4) Position specific training criteria shall be culturally relevant to Indian and 
Indian Tribes and shall ensure that appropriate Indian healing 

and traditional health care practices is provided. 

(5) The Service shall develop and implement, or on request of an Indian Tribe 
or tribal organization, assist an Indian Tribe or tribal organization, to develop and 

and secondary education; 

estab

information regarding 
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implement, a program of community education on mental illness. and as determined in a 
plan adopted pursuant to subsection (d). 

shall, upon request of an Indian Tribe or tribal organization, provide technical assistance 
to an Indian Tribe or tribal organization to obtain and develop community educational 

materials on the identification, technical assistance to the Indian Tribe or tribal 
organization to obtain or develop materials on the identification ,prevention, referral and 

treatment of mental illness, dysfunctional and self-destructive behavior. 

(b)(1) STAFFING. (e) Within 90 days after the enactment of the Act, the 
Director shall develop a plan to increase under which the Service will increase the 

health care staff providing mental health services by at least 500 positions within five 
years after the enactment of this Act, with at least 200 of such positions devoted to 

child, adolescent, and family services. Such additional staff shall be primarily assigned 
to the Service until unit level for services shall include outpatient, emergency, aftercare 

and follow-up, and prevention and educational services. The allocation of such 
positions shall be subject to the provisions of section 102(a). 

(2) he plan developed under paragraph (1) shall be implemented under the Act 
of November 2, 1921, (25 U.S.C. 13) , popularly know as the “Snyder Act”. 

Sec. 209(f) STAFF RECRUITMENT AND RETENTION.–(1) The Secretary 
shall provide for the recruitment of the additional personnel required by subsection (f) 
and the retention of all Service personnel providing mental health services. 
out this subsection, the Secretary shall give priority to practitioners providing mental 
health services to children and adolescents with mental health problems. 

(2) In carrying out paragraph (1), the Secretary shall develop a program 
providing for— 

(A) the payment of bonuses (which shall not be more favorable than those 
provided for under sections 116 and 117) for service in hardship posts; 

(B) the repayment of loans (for which the provisions of repayment contracts 
shall not be more favorable than the repayment contracts under section 108) for health 
professions education as a recruitment incentive; and 

(C) a system of postgraduate rotations as a retention incentive. 

(3) This subsection shall be carried out in coordination with the recruitment and 
retention programs under title I. 

The former 209(f) is deleted. 
The recipient of the funds can 
best decide the priority for its 
use. 

AUTHORIZATION OF APPROPRIATIONS 

SEC. 128 123. There are authorized to be appropriated such sums as may be necessary 
for each fiscal year through fiscal year 2012 2000 to carry out this title. 

Specific authorizations of 
appropriations for each section 
have been deleted and replaced 
with this general authorization for 
the Title through 2012. 

TITLE II – HEALTH SERVICES 

Title II regarding health services has been revised throughout to clarify that Tribes and tri bal organizations can contract or compact 
for the health services programs which have been authorized under this Title. 

added in many sections. eleted because they are completed or are 

the Service In carrying out this subsection, 

T

In carrying 

In addition, consultation requirements have been 
programs have either been made permanent or d Model or pilot 
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part of Tribes’recurring base funding already so are no longer necessary. 
particular programs such as hospice care and home- and community based services, tho se functions have been compiled in a new 
Section 213 which authorizes them and other programs required to carry out the health objectives of the Act. “funding” 
has been used throughout to replace “grants” in order to clarify that Tribes and tribal organizations can utilize contracts, compacts, 

grants, or other funding mechanisms, and are not limited to grants. 

INDIAN HEALTH CARE IMPROVEMENT FUND 
SEC. 201. (a)  directly or under 

the authority of the Indian Self-Determination and Education Assistance Act, P.L. 93-
638, as amended, which are appropriated under the authority of this section, through the 

Service, for the purpose of– 

(1)  Indian 
Tribes, 

(2) eliminating backlogs in the provision of health care services to Indians, 

(3) 
and 

(4) eliminating inequities in funding for both direct care and contract 
health service programs, and 

(45) 
responsibilities, either through direct or contract care or through contracts entered into 
pursuant to the Indian Self-Determination Act, with respect to those Indian Tribes with 

the highest levels of health status deficiencies and resource deficiencies; 

(A) (direct and indirect) including, but not limited to, inpatient 
care, outpatient care (including audiology,  clinical eye and vision care), primary care, 

secondary and tertiary care, and long term care; 

(B) ;, including screening mammography and other cancer 
screening in accordance with section 212 207; 

(C) (direct and indirect); 

(D)  mental health, including community mental health services, inpatient 
mental health services, dormitory mental health services, therapeutic and residential 

treatment centers, and training of traditional health care Indian practitioners; 

(E) edical services; 

(F) 
drug abuse (including fetal alcohol syndrome) among Indians; 

Subsection (a)(4) has been 
amended to specifically address 
the inequities in funding among 
the Areas and the differences in 
the benefits which can be 
provided by programs offered 
through direct care and those 
which are dependent on contract 
health services for the delivery of 
care. 

Where studies were previously included on provision of 

The term 

The Secretary is authorized to expend funds

eliminating the deficiencies in health status and resources of all

meeting the health needs of Indians in an efficient and equitable manner, 

augmenting the ability of the Service to meet the following health service 

clinical care 

preventive health

dental care 

emergency m

treatment and control of, and rehabilitative care related to, alcoholism and 
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(G) 

(H) 

(I) ntatives; and 

(J)  and 

(K) traditional health care practices. 

(b)(1) 
to offset or limit any other appropriations made to the Service under this Act or the Act 
of November 2, 1921 (25 U.S.C. 13), popularly known as the Snyder Act, or any other 

provision of law. 
(2)(A)Funds appropriated under the authority of this section may shall be 

allocated on a to service units or Indian Tribes or tribal organizations basis. 
allocated to each Tribe, tribal organization, or service unit under this subparagraph shall 
be used by the Tribe, tribal organization, or service unit under this subparagraph 
reduce improve the health status and reduce the resource deficiency of each Tribe served 

by such service unit, Tribe or tribal organization. 

(B) The apportionment of funds allocated to a service unit, Tribe or tribal 
organization under subparagraph (A) among the health service responsibilities described 
in subsection (a)(4) shall be determined by the Service in consultation with, and with the 
active participation of, the affected Indian Tribes in accordance with the provisions of 

this section and such rulemaking as is permitted under Title VIII of this Act. 

(c) – 

(1) The term "health status and resource deficiency" means the extent to which-­

(A) the health status objectives set forth in section 3(b) are not being achieved; 
and 

(B) or tribal organization does not have available to it the 
health resources it needs, taking into account the actual cost of providing health care 

services given local geographic, climatic, rural, or other circumstances. 

(2) The health resources available to an Indian Tribe or tribal organization 
include health resources provided by the Service as well as health resources used by the 
Indian Tribe or tribal organization, including services and financing systems provided 

by any federal programs, private insurance, and programs of State or local governments. 

(3) Secretary shall establish procedures which allow any Indian Tribe or 
tribal organization to petition the Secretary for a review of any determination of the 

extent of the health status and resource deficiency of such Tribe or tribal organization. Congressional Report language 

accident prevention programs; 

home health care, 

community health represe

maintenance and repair;

Any funds appropriated under the Authority of this section shall not be used 

The funds 

unit to 

For purposes of this section

the Indian Tribe 

The 
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(d)(1)  Programs administered by any Indian Tribe or tribal organization under 
the authority of the Indian Self-Determination and Education Assistance Act shall be 

eligible for funds appropriated under the authority of this section on an equal basis with 
programs that are administered directly by the Service. 

(2) 
section are used for a contract entered into under the Indian Self-Determination Act, a 
reasonable portion of such funds may be used for health planning, training, technical 

assistance and other administrative support functions. 

(e) after the date of enactment of the 
Indian  Health Amendments of 1992 this Act, the Secretary shall submit to the 

Congress the current health status and resource deficiency report of the Service for each 
Indian Tribe or service unit, including newly recognized or acknowledged Indian Tribes. 

Such report shall set out– 

(1) 
status and resource deficiencies, as well as the most recent application of that 

methodology; 

(2) deficiency of each Indian Tribe 
served by the Service; 

(3) 
deficiencies of all Indian Tribes served by the Service; and 

(4) an estimate of– 

(A) the amount of health service funds appropriated under the authority of this 
Act, or any other Act, including the amount of any funds transferred to the Service, for 

the preceding fiscal year which is allocated to each service unit, Indian Tribe, or 
comparable entity. 

(B) f Indians eligible for health services in each service unit or 
Indian Tribe or tribal organization; and 

(C) 
service unit or Indian Tribe or tribal organization, and, to the extent available, 

information on the waiting lists and number of Indians turned away for services due to 
lack of resources. 

(f) 
be included in the base budget of the Service for the purpose of determining 

appropriations under this section in subsequent fiscal years. 

(g) 

should state that the backlog and 
number turned away should be 
from the data for the prior three 
years. 

If any funds allocated to a Tribe or service unit under the authority of this 

By no later than the date that is 3 years 

the methodology then in use by the Service for determining tribal health 

the extent of the health status and resource 

the amount of funds necessary to eliminate the health status and resource 

the number o

the number of Indians using the Service resources made available to each 

Funds appropriated under authority of this section for any fiscal year shall 

Nothing in this section is intended to diminish the primary responsibility of 
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the Service to eliminate existing backlogs in unmet health care needs, nor are the 
provisions of this section intended to discourage the Service from undertaking additional 

efforts to achieve parity equity among Indian Tribes and tribal organizations. 

(h) Any funds appropriated under the authority of this section shall be 
designated as the "Indian Health Care Improvement Fund". 

[NOTE: -573 provides that the amendments made to 
subsection 201(a) through (d) of the Indian Health Care Improvement Act shall 
take efffect 3 years after date of enactment (October 29, 1995). 
subsection (e) take effect on the date of enactment (October 29, 1992). 

This commentary can be deleted 
because it is no longer timely. 

CATASTROPHIC HEALTH EMERGENCY FUNDS 

SEC. 202. (a)(1) tastrophic Health 
Emergency Fund (hereafter in this section referred to as “CHEF” the "Fund") consisting 

of– 

(A) 

(B) (e) to CHEF the Fund under this 
section. 

(2) CHEF the Fund shall be administered by the Secretary, acting through the 
central office of the Service, solely for the purpose of meeting the extraordinary medical 
costs associated with the treatment of victims of disasters or catastrophic illnesses who 

are within the responsibility of the Service. 

(3) CHEF the Fund shall not be equitably allocated, apportioned or delegated on 
an service unit, Area Office, or any other basis, based upon a formula developed in 

consultation with the Indian Tribes and tribal organizations through negotiated 
rulemaking under Title VIII of this Act, which formula shall take into account the added 

needs of service areas which are contract health service dependent. 

(4) CHEF the Fund or its administration shall be subject to contract 
or grant under any law, including the Indian Self-Determination Act, and shall be 

administered by the Area Offices based upon priorities determined by the Indian Tribes 
and tribal organizations within each Area including consideration of the needs of Indian 

Tribes and tribal organizations which are contract health service-dependent. 

(b) negotiated rulemaking process under Title 
VIII of this Act, promulgateion of regulations consistent with the provisions of this 

section– 

(1) 
cost of the treatment provided under contract would qualify for payment from the Fund; 

This section has been evised to 
divide the CHEF fund among the 
Area Offices in order to insure 
that all Tribes have equal access 
to it and to clarify that Tribes and 
tribal organizations may receive 
reimbursements. 
previously agreed to as Sec. 
202(b)(1)(C) and discussed by the 
Steering Committee as a whole 
which provided that Areas which 
are CHS dependent have access to 
CHEF funds at a lower threshold 
(not more than half of the amount 
set for other areas) has been 
deleted in favor of dividing the 
CHEF fund by Area Office. 

The level in (b)(2)(A) will change 

Section 201(b) of P.L. 102

Amendments to 

There is hereby established an Indian Ca

the amounts deposited under subsection (d), and 

the amounts appropriated under subsection 

No part of 

The Secretary shall, through the 

establish a definition of disasters and catastrophic illnesses for which the 

r

A revision 
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(2) , Indian Tribe, or tribal organization shall not be 
eligible for reimbursement for the cost of treatment from CHEF the Fund until its cost of 

treating any victim of such catastrophic illness or disaster has reached a certain 
threshold cost which the Secretary shall establish at– 

(A) the 1999 level of $19,000 for 1993, not less than $15,000 or not more than 
$25,000; and 

(B) for any subsequent year, not less than the threshold cost of the previous year 
increased by the percentage increase in the medical care expenditure category of the 
consumer price index for all urban consumers (United States city average) for the 

12-month period ending with December of the previous year;"; and 

[NOTE: -573 provides that the amendments made to 
section 202(b)(2) of the Indian Health Care Improvement Act shall take effect on 

January 1, 1993.] 

(3) 
incurred by– 

(A) , Indian Tribes or tribal organizations, or facilities of the 
Service, or 

(B) -Service facilities or 
providers, 

in rendering treatment that exceeds such threshold cost; 

(4) CHEF the Fund in cases in which 
the exigencies of the medial circumstances warrant treatment prior to the authorization 

of such treatment by the Service; and 

(5) 
CHEF the Fund to any provider of treatment to the extent that such provider is eligible 

to receive payment for the treatment from any other federal, State, local, or private 
source of reimbursement for which the patient is eligible. 

(c) Amounts appropriated to CHEF the Fund under this section shall not be used 
to offset or limit appropriations made to the Service under the authority of the Act of 

November 2, 1921 (25 U.S.C. 13), popularly known as the Snyder Act, or any other law. 

(d) CHEF the Fund all reimbursements to which 
the Service is entitled from any federal, State, local, or private source (including third 

party insurance) by reason of treatment rendered to any victim of a disaster or 
catastrophic illness the cost of which was paid from CHEF the Fund. 

from time to time based on the 
calculations required by (B). 

HEALTH PROMOTION AND DISEASE PREVENTION SERVICES P.L. 100-713 contained a free-
standing provision affecting 

provide that a service unit

Section 202(b) of P.L. 102

establish a procedure for the reimbursement of the portion of the costs 

service units

whenever otherwise authorized by the Service, non

establish a procedure for payment from 

establish a procedure that will ensure that no payment shall be made from 

There shall be deposited into 
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Sec. 203.  (a) vention 
activities will– 

(1) -being of Indians, and 

(2) health medical care of Indians.} 

section 203. 
been incorporated into section 
203 as a new (a). 

(ba) The Secretary, acting through the Service and through Indian Tribes and 
tribal organizations, shall provide health promotion and disease prevention services to 
Indians so as to achieve the health status objectives set forth in section 3(b). 

(c) For the purposes of this section, health promotion and disease prevention 
mean the following: 

(1) “Health promotion” means fostering social, economic, 
environmental, and personal factors conducive to health including raising people’s 
awareness about health matters and enabling them to cope with health problems by 
increasing their knowledge and providing them with valid information; encouraging 
adequate and appropriate diet, exercise, and enough sleep; promoting education and 
work in conformity with physical and mental capacity; making available suitable 
housing, safe water, and sanitary facilities; improving the physical economic, cultural, 
psychological, and social environment; and promoting adequate opportunity for 
spiritual, religious, and traditional practices; and adequate and appropriate programs 
including, but not limited to: 

(A) abuse prevention (mental and physical); 
(B) community health; 
(C) community safety; 
(D) consumer health education; 
(E) diet and nutrition; 
(F) disease prevention (communicable, immunizations, HIV/AIDS); 
(G) environmental health; 
(H) exercise and physical fitness; 
(I) fetal alcohol disorders; 
(J) first aid and CPR education; 
(K) human growth and development; 
(L) injury prevention and personal safety; 
(M) mental health (emotional, self-worth); 
(N) personal health and wellness practices; 
(O) personal capacity building; 
(P) prenatal, pregnancy, and infant care; 
(Q) psychological well being; 
(R) reproductive health (family planning); 
(S) safe and adequate water; 
(T) safe housing; 
(U) 
(V) stress control; 

This section has been revised to 
clarify that Tribes and tribal 
organizations shall provide 
HPDP services and to require 
tribal input. The section has also 
been revised to include definitions 
of health promotion and disease 
prevention. 
definitions that repeal and reenact 
subsections 4(k) and (l). 

The Congress finds that health promotion and disease pre

improve the health and well

reduce the expenses for 

This language has 

safe work environments; 

These are new 
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(W) substance abuse; 
(X) sanitary facilities; 
(Y) 
(Z) violence prevention; and 
(AA) such other activities identified by the Indian Health Service, an Indian 

Tribe or tribal organization, to promote achievement of any of the objectives described 
in section 3(b) of this Act. 

(2) “Disease Prevention” is the reduction, limitation, and prevention of disease 
and its complications; and reduction in the consequences of such diseases including but 
not limited to– 

(A) – 

(i) development of diabetes; 
(ii) high blood pressure; 
(iii) infectious agents; 
(iv) injuries; 
(v) occupational hazards and disabilities; 
(vi) 
(vii) toxic agents; and 

(B) providing– 
(i) fluoridation of water; and 
(ii) immunizations. 

(d) (b)  The Secretary, after obtaining input from the affected Indian Tribes and 
tribal organizations, shall submit to the President for inclusion in each statement which 
is required to be submitted to the Congress under section 801 an evaluation of– 

(1) 

(2)  disease prevention activities which would best 
meet such needs, 

(3) 

(4) 
the health promotion and disease prevention activities necessary to meet such needs. 

DIABETES PREVENTION, TREATMENT, AND CONTROL 

SEC. 204. (a) The Secretary, in consultation with the Indian Tribes and tribal 
organizations, shall determine– 

(1) by Tribe, tribal organization, and by service unit of the Service, the 

Authority for dialysis programs 
has been added since a number of 
Tribes are already operating 
these programs and because 
Tribes believe they a re necessary. 

tobacco use cessation and reduction; 

controlling

sexually transmittable diseases; 

the health promotion and disease prevention needs of Indians, 

the health promotion and

the internal capacity of the Service to meet such needs, and 

the resources which would be required to enable the Service to undertake 
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incidence of, and the types of complications resulting from, diabetes among Indians; and 

(2) based on paragraph (1), the measures (including patient education) each 
Service unit should take to reduce the incidence of, and prevent, treat, and control the 
complications resulting from, diabetes among Indian Tribes within that service unit. 

(b) 
Service for diabetes and for conditions which indicate a high risk that the individual will 

become diabetic. 
operating health care programs or facilities with funds from the Service under the Indian 

Self-Determination and Education Assistance Act. 

(c)(1)  The Secretary shall continue to maintain fund through fiscal year 2000 
2012 each model diabetes project in existence on the date of enactment of the Indian 
Health Amendments of 1992 2000 and any such other diabetes programs operated by 
the Secretary or Indian Tribes and tribal organizations and any additional programs 

added to meet existing needs. Indian Tribes and tribal organizations shall receive 
recurring funding for the diabetes programs which they operate pursuant to this section. 

(A) 

(B) 

(C) 

(D) 

(E) t the Albuquerque Indian Hospital in New Mexico; 

(F) 

(G) 

(H) at the Fort Berthold Reservation; 

(I) at the Navajo Reservation; 

(J) at the Papago Reservation; 

(K) at the Zuni Reservation; or 

(L) in the States of Alaska, California, Minnesota, 
Montana, Oregon, or Utah. 

(2) The Secretary may establish new model diabetes projects under this 

The Secretary shall screen each Indian who receives services from the 

Such screening may be done by a Tribe or tribal organization 

at the Claremore Indian Hospital in Oklahoma; 

at the Fort Totten Health Center in North Dakota; 

at the Sacaton Indian Hospital in Arizona; 

at the Winnebago Indian Hospital in Nebraska; 

a

at the Perry, Princeton, and Old Town Health Centers in Maine; and 

at the Bellingham Health Center in Washington. ; 
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section taking into consideration applications received under this section from all 
service areas, except that the Secretary may not establish a greater number of projects in 

one service area than in any other service area until there is an equal number of such 
projects established with respect to all service areas from which the Secretary receives 
qualified applications during the application period (as determined by the Secretary). 

(d) The Secretary shall provide funding through the Service, 
tribal organizations to establish dialysis programs, including 

dialysis equipment and provide necessary staffing 
(ed) , to the extent funding is available, – 

(1) employ in each area office of the Service, consult with Indian Tribes 
and tribal organizations regarding programs at least one diabetes control officer who 
shall coordinate and manage on a full-time basis activities within that area office for the 
prevention, treatment, and control of diabetes. 

(2) establish in each area office of the Service a registry of patients with 
diabetes to track the incidence of diabetes and the complications from diabetes in that 
area; and 

(3) ensure that data collected in each area office regarding diabetes and 
related complications among Indians is disseminated to all other area offices; and. 

(4) evaluate the effectiveness of services provided through model diabetes 
projects established under this section. 

Although Diabetes control officers 
have been removed from the 
mandatory provisions of the Act, 
each Area may retain diabetes 
control officers at their discretion. 

HOSPICE CARE FEASIBILITY STUDY 

SEC. 205. (a) The Secretary, acting through the Service and 
with representatives of Indian Tribes, tribal organizations, Indian Health Service 

personnel, and hospice providers, shall conduct a study– 

(1) to assess the feasibility and desirability of furnishing hospice care to 
terminally ill Indians; and 

(2) to determine the most efficient and effective means of furnishing such care. 

(b) Such study shall-­

(1) assess the impact of Indian culture and beliefs rning death and dying 
on the provision of hospice care to Indians; 

(2) estimate the number of Indians for whom hospice care may be appropriate 
and determine the geographic distribution such individuals; 

(3) determine the most appropriate means to facilitate the participation of Indian 
Tribes and tribal organizations in providing hospice care; 

This section has been deleted. 
Hospice (and Long-term care) has 
been added to the list of services 
in Sec. 213 rather than including 
these subjects in a special study. 

The definitions contained in this 
deleted section have been added 
to Sec. 213. 

Indian Tribes and 
funding to purchase 

The Secretary shall

in consultation 

conce
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(4) identify and evaluate various means for providing -­

(A) the provision of such care by the personnel of a Service hospital pursuant to 
a hospice established by the Secretary at such hospital; and 

(B) the provision of such care by a community-based hospice program under 
contract to the Service; and 

(5) identify and assess any difficulties in furnishing such care and the actions 
needed to resolve such difficulties. 

(c) Not later than the date which is 12 months after the date of the enactment of 
this section, the Secretary shall transmit to the Congress a report containing-­

(1) a detailed description of the study conducted pursuant to this section; and 

(2) a discussion of the findings and conclusions of such study. 

(d b ) For the purposes of this section-­

(1) the term "terminally ill" means any Indian who has a medical prognosis (as 
certified by a physician) of a life expectancy of six months or less; and 

(2) the term "hospice program" means any program which satisfies the 
requirements of section 1861(dd)(2) of the Social Security Act (42 U.S.C. 

1395x(dd)(2)); and 

(3) the term "hospice care" means the items and services specified in 
subparagraphs (A) through (H) of section 1861(dd)(1) of the Social Security Act (42 

U.S.C. 1395x(dd)(1)). 
SHARED SERVICES DEMONSTRATION PROJECT 

Sec. 205 822. (a) The Secretary, acting through the Service and notwithstanding 
any other provision of law, is authorized to enter into funding agreements or other 

arrangements contracts with Indian Tribes or tribal organizations to establish not more 
than 6 shared services demonstration projects for the delivery of long-term care and 

similar services to Indians. Such projects shall provide for the sharing of staff or other 
services between a Service or tribal facility and a nursing long-term care or other similar 
facility owned and operated (directly or by contract through funding agreement) by such 

Indian Tribe or tribal organization. 

(b) A funding agreement contract or other arrangement entered into pursuant to 
subsection (a)--

(1) may, at the request of the Indian Tribe or tribal organization, delegate to 
such Tribe or tribal organization such powers of supervision and control over Service 

This section has been moved from 
Title VIII and has been changed 
from a demonstration project to a 
regular program to allow for 
delivery of long term care in 
facilities sharing staff or other 
services. The form of agreement 
used by the Tribe or tribal 
organization is not limited to 
funding agreements under the 
ISDEAA in order to allow Tribes 
who are not contracting or 
compacting under that act to 
access these funds, through 
allowing Tribes, at the tribal 
option, to choose the form of 
agreement. 

hospice care, including
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employees as the Secretary deems necessary to carry out the purposes of this section; 

(2) shall provide that expenses (including salaries) relating to services that are 
shared between the Service and the tribal facility be allocated proportionately between 

the Service and the Tribe or tribal organization; and 

(3) may authorize such Tribe or tribal organization to construct, renovate, or 
expand a nursing long-term care or other similar facility (including the construction of a 
facility attached to a Service facility), except that no funds appropriated for the Service 

shall be obligated or expended for such purpose. 

(c) To be eligible for a contract under this section, a Tribe or tribal organization, 
shall, as of the date of the enactment of this Act-­

(1) own and operate (directly or by contract) a nursing facility; 

(2) have entered into an agreement with a consultant to develop a plan for 
meeting the long-term needs of the Tribe or tribal organization; or 

(3) have adopted a tribal resolution providing for the construction of a nursing 
facility. 

(d)Any nursing facility for which a contract is entered into under this section 
shall meet the requirements for nursing facilities under section 1919 of the Social 

Security Act. 

(ec) The Secretary shall provide such technical and other assistance as may be 
necessary to enable applicants to comply with the provisions of this section. 

(d) The Secretary shall encourage the use for long-term or similar care of 
existing facilities that are under-utilized or allow the use of swing beds for such 

purposes. 

(f)The Secretary shall submit to the President, for inclusion in each report 
required to be transmitted to the Congress under section 801, a report on the findings 
and conclusions derived from the demonstration projects conducted under this section. 

HEALTH SERVICES RESEARCH 

SEC. 206 208. The Secretary shall make funding available Of the amounts 
appropriated for the Service in any fiscal year, other than amounts made available for 
the Indian Health Care Improvement Fund, not less than $200,000 shall be available 
only for research to further the performance of the health service responsibilities of the 
Service, Indian Tribes, and tribal organizations and shall coordinate the activities of 
other Agencies within DHHS to address these research needs. The funding shall be 
divided equitably among the Area Offices and then each Area Office shall award the 
funds competitively within that Area.  Indian Tribes and tribal organizations contracting 

This section has been revised to 
clarify that Tribes and tribal 
organizations are eligible to 
receive research money and that 
the funds may be used both for 
clinical and non-clinical research 
and to provide that the funding 
will be divided by Area Office and 
awarded competitively within th e 
Area. 
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with receiving funding from the Service under the authority of the Indian Self-
Determination and Education Assistance Act shall be given under an equal opportunity 
to compete for, and receive, research funds under this section. This funding may be used 
for both clinical and non-clinical research by Indian Tribes and tribal organizations and 
shall be distributed to the Area Offices which may make grants from these funds within 
each Area. 

COVERAGE OF SCREENING MAMMOGRAPHY AND OTHER CANCER 
SCREENING 

SEC. 207 212. The Secretary, through the Service or through Indian Tribes or 
tribal organizations, shall provide for screening, as follows: 

(a) mammography (as defined in section 1861(jj) of the Social Security Act) for 
Indian and urban Indian women 35 years of age or older at a frequency, determined by 

the Secretary (in consultation with the Director of the National Cancer Institute), 
appropriate to such women under national standards, and under such terms and 

conditions as are consistent with standards established by the Secretary to assure the 
safety and accuracy of screening mammography under part B of title XVIII of the Social 

Security Act; and. 

(b) other cancer screening meeting national standards. 

There is authorized to carry out these functions such funds as are required each year. 

This section has been broadened 
to cover not only mammography 
but all cancer screening, 
including that needed by men. 

PATIENT TRAVEL COSTS 

SEC. 208 213. (a) The Secretary, acting through the Service, Indian Tribes and 
tribal organizations shall provide funds for the following patient travel costs, including 

appropriate and necessary qualified escorts, associated with receiving health care 
services provided (either through direct or contract care or through funding agreements 

contracts entered into pursuant to the Indian Self-Determination and Education 
Assistance Act) under this Act– 

(1) emergency air transportation; and (2) non-emergency air 
transportation where ground transportation is infeasible; 

(2) transportation by private vehicle, specially equipped vehicle and 
ambulance; and 

(3) transportation by such other means as may be available and required when 
air or motor vehicle transportation (i.e., boat). 

(b) There are authorized to be appropriated to carry out this section $15,000,000 
for fiscal year 1993 and such sums as may be necessary for each of the fiscal years 

1994, 1995, 1996, 1997, 1998, 1999 and 2000. 

Patient travel costs authorized 
have been expanded to include 
costs for escorts, and costs of 
travel by not only air, but 
ambulance, automobile, and boat. 

EPIDEMIOLOGY CENTERS This section was revised to 
include requirements that one 

is not available 
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SEC. 209 214. (a)(1) In addition to those centers already established at the 
time of enactment of this Act (including those for which funding is currently being 
provided in funding agreements under the Indian Self-Determination and Education 

Assistance Act), within 180 days of enactment of this Act, the Secretary shall establish 
and fund an epidemiology center in each Service Area which does not yet have one to 
carry out the functions described in paragraph (32). Any new centers so established 

may be operated by Indian Tribes or tribal organizations pursuant to funding agreements 
under the Indian Self-Determination and Education Assistance Act, but such funding 

may not be divisible. 

(2) To assist such centers in carrying out such functions, the Secretary shall 
preform the following: 

(A) In consultation with the Centers for Disease and Indian 
Tribes, develop sets of data (which to the extent practicable, shall be consistent with the 
uniform data sets used by the States with respect to the year 2000 health objectives) for 
uniformly defining health status for purposes of the objectives specified in section 3(b). 
Such sets shall consist of one or more categories of information. 

develop formats for the uniform collecting and reporting of information on such 
categories. 

(B) Establish and maintain a system for monitoring the progress 
made toward meeting each of the health status objectives described in section 3(b) 

(32) In consultation with and upon the request of Indian Tribes, tribal 
organizations and urban Indian organizations communities, each area epidemiology 
center established under this subsection shall, with respect to such area carry out– 

(A) collect data relating to, and monitor progress made toward meeting, each of 
the health status objectives described in section 3(b) using the data sets and monitoring 
system developed by the Secretary pursuant to paragraph (2) of IHS, the Indian Tribes, 

tribal organizations, and urban Indian organizations in the Area; 

(B) evaluate existing delivery systems, data systems, and other systems that 
impact the improvement of Indian health; 

(C) assist Indian Tribes, tribal organizations, and urban Indian organizations 
communities in identifying their highest priority health status objectives and the services 

needed to achieve such objectives, based on epidemiological data; 

(D) make recommendations for the targeting of services needed by tribal, urban, 
and other Indian communities; 

(E) 
systems for Indians and urban Indians; 

center be established in each Area 
within 180 days from passage of 
this Act. 
functions have been revised to 
require more tribal input and to 
allow the Tribes and tribal 
organizations to contract/compact 
for some or all of their functions 
as is currently being done in some 
Areas, except that, unless already 
divided in funding agreements at 
the time of enactment of this Act, 
the epi centers are not to be 
divisible in the future. 

Add Report language that existing 
epi centers should not lose 
funding to provide funding for the 
areas which do not yet have epi 
centers. 

The Secretary shall 

make recommendations to improve health care delivery 

The Epi centers 
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(F) ely with tribal providers of health and 
social services in order to avoid duplication of existing services; and 

(FG)  requested technical assistance to Indian Tribes 
and urban Indian organizations in the development of local health service priorities and 

incidence and prevalence rates of disease and other illness in the community; 

(G) provide disease surveillance and assist Indian Tribes, tribal 
organizations, and urban Indian organizations to promote public health., 

(4) Epidemiology centers established under this subsection shall be subject 
to the provisions of the Indian Self-Determination (25 U.S.C. 450f at seq.). 

(35) The director of the Centers for Disease Control shall provide technical 
assistance to the centers in carrying out the requirements of this subsection. 

(6) The Service shall assign one epidemiologist from each of its area 
offices to each area epidemiology center to provide such center with technical assistance 

necessary to carry out this subsection. 

(b)(1) The Secretary may make grants funding available to Indian Tribes, 
tribal organizations, and eligible intertribal consortia or urban Indian organizations to 

conduct epidemiological studies of Indian communities. 

(2) ization is eligible to receive a 
grant under this subsection if – 

(A) 
health; and 

(B) 
which it is located. 

(3) An application for a grant under this subsection shall be submitted in such 
manner and at such time as the Secretary shall prescribe. 

(4) – 

(A) inancial expertise 
necessary to carry out the functions described in paragraph (5); 

(B) 
services in order to avoid duplication of existing services; and 

(C) on from Indian Tribes or urban Indian 

Although subsection (a)(4) 
allowing contracting under the 
ISDA has been deleted, the Report 
language should clarify that these 
funds remain subject to the Indian 
Self-Determination Act and that 
there is no intention to change 
that by removing this language 
here, subject only to newly 
imposed divisibility restrictions 
which apply only to epi centers 
which have not previously been 
contracted or compacted. 

work cooperativ

provide

and 

An intertribal consortia or Indian organ

it is incorporated for the primary purpose of improving Indian 

it is representative of the Tribes or urban Indian communities in 

Applicants for grants under this subsection shall 

demonstrate the technical, administrative, and f

consult and cooperate with providers of related health and social 

demonstrate cooperati
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organizations in the area to be served. 

A grant awarded under paragraph (1)_ may be used to– 

(A) 

(B) leaders, urban 
Indian community leaders, and related health staff, on health care and health services 

management issues; and 

(C) 
communities, the Service with information regarding ways to improve the health status 

of Indian people. 

(6) There are authorized to be appropriated to carry out the purposes of this 
subsection not more than $12,000,000 for fiscal year 1993 and such sums as may be 
necessary for each of the fiscal years 1994, 1995, 1996, 1997, 1998, 1999, and 2000. 

COMPREHENSIVE SCHOOL HEALTH EDUCATION PROGRAMS 

SEC. 210 215.  (a) The Secretary, acting through the Service and in 
consultation with the Secretary of the Interior, may shall award grants provide funding 

to Indian Tribes, tribal organizations and urban Indian organizations to develop 
comprehensive school health education programs for children from preschool through 

grade 12 in schools for the benefit of Indian and urban Indian children located on Indian 
reservations. 

(b) Grants awarded Funding provided under this section may be used for 
purposes which may include, but are not limited to the following to– 

(1) develop and implement health education curricula both for regular school 
programs and after school programs; 

(2) train teachers in comprehensive school health education curricula; 

(3) integrate school-based, community-based, and other public and private 
health promotion efforts; 

(4) encourage healthy, tobacco-free school environments; 

(5) coordinate school-based health programs with existing services and 
programs available in the community; 

(6) develop school programs on nutrition education, personal health, oral health, 
and fitness; 

This section was revised to 
emphasize implementation by 
Tribes and tribal organizations, 
and to clarify that these programs 
are for Indian children, not just 
on reservation since some Tribes 
use off-reservation schools, and 
there are no reservations in 
Alaska but villages instead. 

carry out the functions described in subsection (a)(3); 

provide information to and consult with tribal 

provide, in collaboration with Tribes and urban Indian 
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(7) develop mental health wellness programs; 

(8) develop chronic disease prevention programs; 

(9) develop substance abuse prevention programs; 

(10) develop injury accident prevention and safety education programs; 

(11) develop activities for the prevention and control of communicable diseases; 
and 

(12) develop community and environmental health education programs that 
include traditional health care practitioners; 

(13) violence prevention; and 

(14) ropriate. 

(c) Upon request, Tthe Secretary shall provide technical assistance to Indian 
Tribes tribal organizations, and urban Indian organizations  in the development of 

comprehensive health education plans, and the dissemination of comprehensive health 
education materials and information on existing health programs and resources. 

(d) The Secretary in consultation with Indian Tribes, tribal organizations and 
urban Indian organizations, shall establish criteria for the review and approval of 

applications for grants made funding provided pursuant to this section. 

(e) Recipients of grants under this section shall submit to the Secretary an 
annual report on activities undertaken with funds provided under this section. 

reports shall include a statement of– 

(1) the number of preschools, elementary schools, and secondary schools 
served; 

(2) the number of students served; 

(3) any new curricula established with funds provided under this section; 

(4) the number of teachers trained in the health curricula; and 

(5) the involvement of parents, members of the community, the community 
health workers in programs established with funds provided under this section. 

(fe) (1) The Secretary of the Interior, acting through the Bureau of Indian 
Affairs and in cooperation with the Secretary and the affected Indian Tribes and tribal 

such other health issues as are app

Such 
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organizations shall develop a comprehensive school health education program for 
children from preschool through grade 12 in schools operated by the Bureau of Indian 

Affairs. 

(2) Such programs shall include– 

(A) school programs on nutrition education, personal health, oral health, and 
fitness; 

(B) mental health wellness programs; 

(C) chronic disease prevention programs; 

(D) substance abuse prevention programs; 

(E) injury accident prevention and safety education programs; and 

(F) activities for the prevention and control of communicable diseases 

(3) The Secretary of the Interior shall– 

(A) provide training to teachers in comprehensive school health education 
curricula; 

(B) ensure the integration and coordination of school-based programs with 
existing services and health programs available in the community; and 

(C) encourage healthy, tobacco-free school environments. 

(g) There are authorized to be appropriated to carry out this section 415,000,000 
for fiscal year 1993 and such sums as may be necessary for each of the fiscal years 

1994, 1995, 1996, 1997, 1998, 1999, and 2000. 
INDIAN YOUTH GRANT PROGRAM 

SEC. 211 216. (a) The Secretary, acting through the Service, is authorized to 
provide funding  make grants to Indian Tribes, tribal organizations, and urban Indian 

organizations for innovative mental and physical disease prevention and health 
promotion and treatment programs for Indian and urban Indian preadolescent and 

adolescent youths. 

(b) (1) funds made available under this section may be used to– 

(A) develop prevention and treatments programs for Indian youth which 
promote mental and physical health and incorporate cultural values, community and 

family involvement, and T traditional health care practitioners healers; and 

This was changed from a grant 
program to a funding program so 
that Tribes could access these 
funds under the ISDEAA or 
through grants or such other 
mechanisms as they believe 
appropriate. 
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(B) develop and provide community training and education. 

(2) Funds made available under this section may not be used to provide services 
described in section 209(m) 707(c). 

(c) The Secretary shall– 

(1) disseminate to Indian Tribes, tribal organizations and urban Indian 
organizations information regarding models for the delivery of comprehensive health 

care services to Indian and urban Indian adolescents; 

(2) encourage the implementation of such models; and 

(3) at the request of an Indian Tribe, tribal organization, or urban Indian 
organization, provide technical assistance in the implementation of such models. 

(d) The Secretary, in consultation with Indian Tribes, tribal organizations and 
urban Indian organizations, shall establish criteria for the review and approval of 

applications or proposals under this section. 

(e) There are authorized to be appropriated to carry out this section $5,000,000 
for fiscal year 1993 and such sums as may be necessary for each of the fiscal years 

1994, 1995, 1996, 1997, 1998, 1999, and 2000. 
PREVENTION, CONTROL AND ELIMINATION OF TUBERCULOSIS 

COMMUNICABLE 

SEC. 212 218. (a) The Secretary, acting through the Service after consultation 
with Indian Tribes, tribal organizations, and urban Indian organizations, and the Centers 
for Disease Control and Prevention, may make grants funding available to Indian Tribes 

and tribal organizations for– 

(1) projects for the prevention, control and elimination of communicable and 
infectious diseases including, but not limited to, tuberculosis, hepatitis, HIV, respiratory 

syncitial virus, hanta virus, sexually transmitted diseases, and H. Pylori; 

(2) public information and education programs for the prevention, control, and 
elimination of communicable and infectious diseases tuberculosis; and 

(3) education, training and clinical skills improvement activities in the 
prevention, control, and elimination of tuberculosis communicable and infectious 

diseases for health professionals, including allied health professionals. 

(b) The Secretary may make a grant provide funding under subsection (a) only 
if an application or proposal for the grant funding is submitted to the Secretary. 

This section has been expanded to 
include all communicable and 
infectious diseases, not just 
tuberculosis and to require 
consultation with Tribes, tribal 
organizations and Urban Indian 
organizations. 

DISEASES INFECTIOUS AND 
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(c) to be eligible for grant under subsection (a), and applicant must provide 
assurances satisfactory to the Secretary that– Indian Tribes and tribal organizations 
receiving funding under this section are encouraged to coordinate their activities with 

the Centers for Disease Control, and State and local health agencies. 

(1) the applicant will coordinate its activities for prevention, control and 
elimination of tuberculosis with activities of the Centers for Disease Control, and State 

and local health agencies; and 

(2) the applicant will submit to the Secretary an annual report on its activities 
for the prevention, control, and elimination of tuberculosis. 

(d) In carrying out this section, the Secretary– 

(1) shall establish criteria for the review and approval of applications for 
grants under subsection (a), including requirement of public health qualifications of 

applicants; 

(2) shall, subject to available appropriations, make at least one grant under 
subsection (a) with each area office; 

(31) may, at the request of an Indian Tribe or tribal organization, provide 
technical assistance; and 

(42) shall prepare and submit a report to the Congress Committee on Energy 
and Commerce and the Committee on Interior and Insular Affairs of the House and the 
Select Committee on Indian Affairs of the Senate not later than February 1, 1994, and 
biennially thereafter, on the use of funds under this section and on the progress made 

toward the prevention, control, and elimination of tuberculosis communicable and 
infectious diseases among Indians Tribes and urban Indians tribal organizations. 

(e) The Secretary may, at the request of a recipient of a grant under subsection 
(a), reduce the amount of such grant by– 

(1) the fair market value of any supplies or equipment furnished the grant 
recipient; and 

(2) the amount of the pay, allowances, and travel expenses of any officer or 
employee of the Government when detailed to the grant recipient and the amount of any 

other costs incurred in connection with the detail of such officer or employee, 

when the furnishing of such supplies or equipment or the detail of such an officer or 
employee is for the convenience of and at the request of such grant recipient and for the 
purpose of carrying out a program with respect to which the grant under subsection 9a) 

is made. The amount by which any such grant is so reduced shall be available for 
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payment by the Secretary of the costs incurred in furnishing the supplies or equipment, 
or in detailing the personnel, on which the reduction of such grant is based, and such 
amount shall be deemed as part of the grant and shall be deemed to have been paid to 

the grant recipient. 
AUTHORITY FOR PROVISION OF OTHER SERVICES 

Sec. 213.  (a) The Secretary, acting through the Service, Tribes, and tribal organizations, 
may provide funding under this Act to meet the objectives set forth in Section 3 of this 
Act through health care related services and programs not otherwise described in this 
Act, which shall include, but not be limited to: 

(1) 

(2) -term health care; 

(3) - and community-based services; 

(4) public health functions; 

(5) traditional health care practices. 

(b) At the discretion of the Service, Indian Tribes, or tribal organizations, 
services provided for hospice care, home health care (under Sec. 201 of this Act), home-
and community- based care, assisted living, and long term care may be provided (on a 
cost basis) to persons otherwise ineligible for the health care benefits of the Service. 
Any funds received under this subsection shall not be used to offset or limit the funding 
allocated to a Tribe or tribal organization. 

(c) For the purposes of this Section, the following definitions shall apply: 

(1) 
subparagraphs (A) through (H) of section 1861(dd)(1) of the Social Security Act (42 
U.S.C. 1395x(dd)(1)), and such other services which a Tribe or tribal organization 
determines are necessary and appropriate to provide in furtherance of this care. 

(2)The term “home- and community-based services” means one or more of the 
following: 

(A) Homemaker/home health aide services; 

(B) Chore services; 

(C) Personal care services; 

(D) Nursing care services provided outside of a nursing facility by, or under the 

This specific care provided for in 
this section has been moved from 
a previous draft of 
order to reestablish Sec. 201 as 
the Indian Health Care 
Improvement Fund, rather than to 
make it a more general 
authorizing provision. Most of the 
programs included here were 
previously demonstration projects 
and are being carried out by 
various Tribes and tribal 
organizations. 

Section (b) has been placed here 
and expanded to all types of -
term type care which Tribes are 
or may in the future be providing, 
including that needed by those 
who experience development al 
and functional disabilities. 
language was moved 
Section 821 (e) which has been 
deleted and the final sentence has 
been added. 
. 
Definitions have been added to 
this section. 
The definition of 
taken from the original Sec. 
205(d) which was a 
demonstration project. 

This definition is taken from Sec. 
821 (h)(1). 

hospice care and assisted living; 

long

home

and 

The term "hospice care" means the items and services specified in 

Section 201 in 

long 

This 
from 

hospice care is 
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supervision of, a registered nurse; 

(EF) Training for family members in managing a functionally disabled individual; 

(FG) and 

(GH) Such other home- and community-based services as the Secretary or a Tribe or 
tribal organization may approve. 

(3) The term “functionally disabled” means an individual who is determined to 
required home- and community-based services based on an assessment that uses criteria 
(including, at the discretion of the Tribe or tribal organization, activities of daily living) 
developed by the Tribe or tribal organization. 

(3) The term “public health functions” means the provision of public health 
related programs, functions, and 
assurance, and policy development which Indian Tribes and tribal organizations are 
authorized and encouraged, in those circumstances where it meets their needs, to do by 
forming collaborative relationships with all levels of local, state, and federal 
government. 

This definition is taken from Sec. 
821 (h)(2). 

This is a new definition. 

OFFICE OF INDIAN WOMEN’S HEALTH CARE 

SEC. 214 223. There is established within the Service an Office of Indian 
Women’s Health Care to oversee efforts of the Service The Secretary, acting through 

the Service, Indian Tribes, and tribal organizations and urban Indian organizations, shall 
provide funding to monitor and improve the quality of health care for Indian women of 
all ages through the planning and delivery of programs administered by the Service, in 

order to improve and enhance the treatment models of care for Indian women. 

This section has been revised to 
eliminate the Office of Indian 
Women’s health and instead to 
provide funding for Tribes to 
operate programs for Indian 
women’s health. 

ENVIRONMENTAL & NUCLEAR RESOURCE DEVELOPMENT HEALTH 
HAZARDS 

Sec. 215 807.  (a) in conjunction 
with other appropriate federal agencies and in consultation with concerned Indian Tribes 

and tribal organizations, a studyies and ongoing monitoring programs to determine 
trends in of the health hazards to Indian miners and to Indians on or near Indian 

reservations and in Indian communities as a result environmental hazards which may 
result in chronic or life-threatening health problems, which hazards include, but are not 
limited to , of nuclear resource development, petroleum contamination, contamination of 

water source and/or of the food chain, etc. ­

(1) nuclear resource development 
related health problems caused by environmental hazards currently exhibited among 

Indians and the causes of such health problems; 

(2) nuclear 
environmental resource development on or near Indian reservations and communities 

including the cumulative effect over time on health; 

This section has been expanded to 
cover all environmental hazards, 
not just nuclear resource 
development, which threaten the 
health of Indians and to require 
ongoing monitoring and study of 
the problems. 

Adult day care; 

services including, but not limited to, assessment, 

The Secretary and the Service shall conduct, 

Such study shall include

an evaluation of the nature and extent of 

an analysis of the potential effect of ongoing and future 
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(3) n evaluation of the types and nature of activities, practices, and conditions 
causing or affecting such health problems including, but not limited to, uranium mining 

and milling, uranium mine tailing deposits, nuclear power plant operation and 
construction, and nuclear waste disposal; oil and gas production or transportation on or 

near Indian reservations or communities; and other development that could affect the 
health of Indians and their water supply and food chain. 

(4) s and recommendations provided in federal and State 
studies, reports, investigations, and inspections during the five years prior to the date of 
the enactment of this section that directly or indirectly relate to the activities, practices, 

and conditions affecting the health or safety of such Indians; and 

(5)  mining and 
milling resource and economic development companies to effectively carry out an 
education program for such Indians regarding the health and safety hazards of such 

nuclear resource development. 

(b) 
account the results of such study and, in consultation with Indian Tribes and tribal 

organizations, develop a health care plans to address the health problems studied under 
subsection (a). s shall include– 

(1) methods for diagnosing and treating Indians currently exhibiting such health 
problems; 

(2)  and testing for Indians who may be exposed to such health 
hazards, including the monitoring of the health of individuals who have or may have 

been exposed to excessive amounts of radiation, or affected by other nuclear 
development activities that have had or could have a serious impact upon the health of 

such individuals; and 

(3) a program of education for Indians who, by reason of their work or 
geographic proximity to such nuclear or other development activities, may experience 

health problems. 

(c) Secretary and the Service shall submit to Congress the study prepared 
under subsection (a) no later than the date eighteen months after the date of enactment 

of this section. 
a report no later than the date one year after the date that the study prepared under 
subsection (a) is submitted to Congress. 

activities for the implementation of the plan, as well as an evaluation of any activities 
previously undertaken by the Service to address such health problems. 

(d)(1) 
the following individuals (or their designees): 

Administrator of the Environmental Protection Agency, the Director of the Bureau of 
Mines, the Assistant Secretary for Occupational Safety and Health, and the Secretary of 

a

a summary of any finding

the efforts that have been made by federal and State agencies and

Upon completion of such study the Secretary and the Service shall take into 

The plan

preventive care

The 

The health care plan prepared under subsection (b) shall be submitted in 

Such report shall include recommended 

There is established an Intergovernmental Task Force to be composed of 
The Secretary of Energy, the 
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the Interior. 

(2) 
nuclear resource development or other environmental hazards that affect or may affect 
the health of Indians on or near an Indian reservation or in an Indian community and 

enter into activities to correct existing health hazards and insure that current and future 
health problems resulting from nuclear resource or other development activities are 

minimized or reduced. 

(3) The Secretary shall be Chairman of the Task Force. 
meet at least twice each year. Each member of the Task Force shall furnish necessary 

assistance to the Task Force. 

(e) – 

(1) as a result of employment in or near a uranium mine or mill or near any 
other environmental hazard, suffers from a work related illness or condition; 

(2) gnosis and treatment services from a Service 
facility; and 

(3) 
expense of such mine or mill operator or entity responsible for the environmental 

hazard, 

the Service shall, at the request of such Indian, render appropriate medical care to such 
Indian for such illness or condition and may recover the costs of any medical care so 

rendered to which such Indian is entitled at the expense of such operator or entity from 
such operator or entity. 
to recover damages other than such costs paid to the Service from the employer for such 

illness or condition. 

ARIZONA AS A CONTRACT HEALTH SERVICE DELIVERY AREA 

Sec. 216 808. (a)  ending 
September 30, 1983, and ending with the fiscal year ending September 30, 2000 2012, 
the State of Arizona shall be designated as a contract health service delivery area by the 

Service for the purpose of providing contract health care services to members of 
federally recognized Indian Tribes of Arizona. 

(b) 
residing on federal reservations in the State of Arizona if such curtailment 

is due to the provision of contract services in such State pursuant to the designation of 
such State as a contract health service delivery area pursuant to subsection (a). 
CALIFORNIA CONTRACT HEALTH SERVICES DEMONSTRATION 

PROGRAM 

This section has been revised to 

The Task Force shall identify existing and potential operations related to 

The Task Force shall 

In the case of any Indian who

is eligible to receive dia

by reason of such Indian's employment, is entitled to medical care at the 

Nothing in this subsection shall affect the rights of such Indian 

For fiscal years beginning with the fiscal year

The Service shall not curtail any health care services provided to Indians 
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SEC. 217 211. (a) The Secretary shall establish a demonstration is authorized 
to fund a program to evaluate the use of utilizing California Rural Indian Health Board 

as a contract care intermediary to improve the accessibility of health services to 
California Indians. 

(b)(1) In establishing such program, tThe Secretary shall enter into an agreement with 
the California Rural Indian Health Board to reimburse the Board for costs (including 
reasonable administrative costs) incurred pursuant to this section, during the period of 
the demonstration program, in providing medical treatment under contract to California 
Indians described in section 809(b) throughout the California contract health services 

delivery area described in section 218 810 with respect to high-cost contract care cases. 

(2) Not more than 5 percent of the amounts provided to the Board under this 
section for any fiscal year may be for reimbursement for administrative expenses 

incurred by the Board during such fiscal year. 

(3) No payment may be made for treatment provided under the demonstration 
program hereunder to the extent payment may be made for such treatment under the 

Catastrophic Health Emergency Fund described in section 202 or from amounts 
appropriated or otherwise made available to the California contract health service 

delivery area for a fiscal year. 
(c) There is hereby established an advisory board which shall advise the 

California Rural Indian Health Board in carrying out the demonstration pursuant to this 
section. The advisory board shall be composed of representatives, selected by the 
California Rural Indian Health Board, from not less than 8 tribal health programs 

serving California Indians covered under such demonstration, s least one half of whom 
are not affiliated with the California Rural Indian Health Board. 

(d) The demonstration program described in this section shall begin on January 
1, 1993, and shall terminate on September 30, 1997. 

(e) Not later than July 1, 1998, the California Rural Indian Health Board shall 
submit to the Secretary a report on the demonstration program carried out under this 
section, including a statement of its findings regarding the impact of using a contract 

care intermediary on– 

(1) access to needed health services; 

(2) waiting periods for receiving such services; 

(3) the efficient management of high-cost contract care cases. 

(f) For the purposes of this section, the term “high-cost contract care cases” 
means those cases in which the cost of the medical treatment provided to an individual– 

(1) would otherwise be eligible for reimbursement from the Catastrophic Health 
Emergency Fund established under section 202, except that the cost of such treatment 

make the authorization for this 
program permanent. 
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does not meet the threshold cost requirement established pursuant to section 202(b)(2); 
and 

(2) exceeds $1,000. 

(g) There are authorized to be appropriated for each of the fiscal years 1996 
through 2000 such sums as be necessary to carry out the purposes of this section. 

CALIFORNIA AS A CONTRACT HEALTH SERVICE DELIVERY AREA 

Sec. 218 810. The State of California, excluding the counties of Alameda, 
Contra Costa, Los Angeles, Marin, Orange, Sacramento, San Francisco, San Mateo, 

Santa Clara, Kern, Merced, Monterey, Napa, San Benito, San Joaquin, San Luis Obispo, 
Santa Cruz, Solano, Stanislaus, and Ventura shall be designated as a contract health 

service delivery area by the Service for the purpose of providing contract health services 
to Indians in such State; provided, however, that any of the counties herein may be 

included in the contract health services delivery area if funding is specifically 
by the Service . 

There is concern that there may 
be Tribes petitioning for federal 
acknowledgment in some of 
counties which are specifically 
excluded 
once federally recognized, the 
Tribes should be eligible for CHS 
funding. 

CONTRACT HEALTH SERVICES FOR THE TRENTON SERVICE AREA 

Sec. 219 815. (a) is directed to 
provide contract health services to members of the Turtle Mountain Band of Chippewa 

Indians that reside in the Trenton Service Area of Divide, McKenzie, and Williams 
counties in the State of North Dakota and the adjoining counties of Richland, Roosevelt, 

and Sheridan in the State of montana. 

(b) 
members of the Turtle Mountain Band of Chippewa Indians for health services provided 

by the Service beyond the scope of eligibility for such health services that applied on 
May 1, 1986. 

CONTRACT HEALTH FACILITIES PROGRAMS 
OPERATED BY INDIAN TRIBES AND TRIBAL ORGANIZATIONS 

Sec. 220 811. The Service shall provide funds for health care programs and 
facilities operated by Indian Tribes and tribal organizations under contracts funding 
agreements with the Service entered into under the Indian Self-Determination and 

Education Assistance Act­

(1) 
Tribes or tribal organizations, 

(2) 

(3) -of-living increases for employees, and 

(4) 

This section was added prior to 
the 1994 Amendments to the 
ISDEAA which clarified that the 
specific items included herein are 
part of the funds available to 
Tribes. 
revised to simply reiterate that all 
funding is available to Tribes and 
tribal organizations to the same 
extent as to the Service deleting 
the references to specific portions 
of the program. 

It is important that emergency 
medical equipment and vehicles 
be included in this section. 

provided 
for such services in those counties 

these 

from the CHSDA, and 

The Secretary, acting through the Service, 

Nothing in this section may be construed as expanding the eligibility of 

for the maintenance and repair of clinics owned or leased by such 

for employee training, 

for cost

for any other expenses relating to the provision of health services, 

This section has been 
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on the same basis as such funds are provided to programs and facilities operated directly 
by the Service. 

LICENSING 

Sec. 221. Health care professionals employed by Indian Tribes and tribal 
organizations to carry out agreements under the Indian Self-Determination and 
Education Assistance Act, shall, if licensed in any other State, be exempt from the 
licensing requirements of the State in which the agreement is performed. 

The purpose of 
extend the current law related to 
IHS professionals to tribal and 
tribal organization 
that if they are licensed in any one 
jurisdiction, they may practice in 
any tribal program. 

AUTHORIZATION FOR EMERGENCY CONTRACT HEALTH SERVICES 
Sec. 222 406. With respect to an elderly Indian or an disabled Indian with a 

disability receiving emergency medical care or services from a non-Service provider or 
in a non-Service facility under the authority of this Act, the time limitation (as a 
condition of payment) for notifying the Service of such treatment or admission shall be 
30 days. 

CONTRACT HEALTH SERVICES PAYMENT STUDY 

Sec. 219. (a) The Secretary, acting through the Service and in consultation with 
representatives of Indian Tribes and tribal organizations operating contract health care 
programs under the Indian Self-Determination Act (25 U.S.C. 450f et seq.) Or under 
self-governance compacts, Service personnel, private contract health services providers, 
the Indian Health Service Fiscal Intermediary, and other appropriate experts, shall 
conduct a study- ­

(1) to assess and identify administrative barriers that hinder the timely payment 
for services delivered by private contract health services providers to individual Indians 
by the Service and the Indian Health Service Fiscal Intermediary. 

(2) to assess and identify the impact of such delayed payments upon the 
personal credit histories of individual Indians who have been treated by such providers; 
and 

(3) to determine the most efficient and effective means of improving the 
Service’s contract health service payment system and ensuring the development of 
appropriate consumer protection policies to protect individual Indians who receive 
authorized services from private contract health services providers from billing and 
collection practices, including the development of materials and programs explaining 
patients’rights and responsibilities. 

(b) The study required by subsection (a) shall - -

(1) assess the impact of the existing contract health services regulations and 
policies upon the ability of the Service and the Indian Health Service Intermediary to 
process, on a timely and efficient basis, the payment of bills submitted by private 
contract health services providers; 

Sec. 219 has been deleted since 
the study has been completed. 

is to this section 

employees so 
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(2) assess the financial and any other burdens imposed upon individual Indians 
and private contract health services providers by delayed payments; 

(3) survey the polices and practices of collection agencies used by contract 
health services providers to collect payments for services rendered to individual Indians; 

(4) identify appropriate changes in federal policies, administrative procedures, 
and regulations, to eliminate the problems experienced by private contract health 
services providers and individual Indians as a result of delayed payments; and 

(5) compare the Service’s payment processing requirements with private 
insurance claims processing requirement to evaluate the systemic differences or 
similarities employed by the Service and private insurers. 

(c) Not later than 12 months after the date of the enactment of this section, the Secretary 
shall transmit to the Congress a report that includes- ­

(1) a detailed description of the study conducted pursuant to this section; and 

(2) a discussion of the findings and conclusions of such study. 
PROMPT ACTION ON PAYMENT OF CLAIMS 

Sec. 223 220 (a)  shall respond to a notification of a claim by a 
provider of a contract care service with either an individual purchase order or a denial of 

the claim within 5 working days after the receipt of such notification. 

(b)  notification of a claim in accordance with 
subsection (a), the Service shall accept as valid the claim submitted by the provider of a 

contract care service. 

(c) The Service shall pay a valid completed contract care service claim within 
30 days after completion of the claim. 

DEMONSTRATION OF ELECTRONIC CLAIMS PROCESSING 

SEC. 221. (a) Not later than June 15, 1993, the Secretary shall develop and 
implement, directly or by contract, 2 projects to demonstrate in a pilot setting the use of 
claims processing technology to improve the accuracy and timeliness of the billing for, 

and payment of, contract health services. 

(b) The Secretary shall conduct one of the projects authorized in subsection (a) 
in the Service area served by the area office located in Phoenix, Arizona. 

Section 221, Demonstration of 
Electronic Claims Processing, 
should be deleted because it 
involves pilot projects which were 
to be done in 1993 and is no 
longer necessary 

LIABILITY FOR PAYMENT The new subsection (c) is intended 
to strengthen the limitations on 
private health providers who try 

The Service

If the Service fails to respond to a
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Sec. 224 222 (a) A patient who receives contract health care services that are 
authorized by the Service shall not be liable for the payment of any charges or costs 
associated with the provision of such services. 

(b) The Secretary shall notify a contract care provider and any patient who 
receives contract health care services authorized by the Service that such patient is not 
liable for the payment of any charges or costs associated with the provision of such 
services. 

(c) Following receipt of the notice provided by subsection (a) of this section, or, if a 
claim has been deemed accepted under section 223(b), the provider shall have no further recourse 
against the patient who received the services. 

to pursue contract health services 
beneficiaries for payment when 
the Service has failed to Act or to 
make payment for which the 
Service is liable. 

AUTHORIZATION OF APPROPRIATIONS 

SEC. 225 224. Except as provided in sections 209(m), 211, 213, 214(b)(5), 
215, and 216, tThere are authorized to be appropriated such sums as may be necessary 
for each fiscal year through fiscal year 2000 2012 to carry out this title. 

TITLE III – HEALTH FACILITIES 

CONSULTATION; CONSTRUCTION AND RENOVATION CLOSURE OF 
FACILITIES; REPORTS 

Sec. 301.  (a) Prior to the expenditure of, or the making of any firm commitment to 
expend, any funds appropriated for the planning, design, construction, or renovation of 
facilities pursuant to the Act of November 2, 1921 (25 U.S.C. 13), popularly known as 
the Snyder Act, the Secretary, acting through the Service, shall– 

(1) consult with any Indian Tribe that would be significantly affected by such 
expenditure for the purpose of determining and, whenever practicable, honoring tribal 
preferences concerning size, location, type, and other characteristics of any facility on 
which such expenditure is to be made, and 

(2) ensure, whenever practicable, that such facility meets the construction standards of 
any nationally recognized accrediting body the Joint Commission on Accreditation of 
Health Care Organizations by not later than 1 year after the date on which the 
construction or renovation of such facility is completed. 

Accreditation by any recognized 
accrediting body. IHS’approval 
of the accrediting body is not 
required since IHS has no 
mechanism for granting such 
approval. Specific reference to 
JCAHO is not necessary. 

(b)(1) Notwithstanding any provision of law other than this subsection, no Service 
hospital or outpatient health care facility of the Service or any inpatient service or 
special care facility operated by the Service may be closed if the Secretary has not 
submitted to the Congress at least 1 year prior to the date of such hospital or facility (or 
portion thereof) is proposed to be closed closure an evaluation of the impact of such 
proposed closure which specifies, in addition to other considerations– 

(A) the accessibility of alternative health care resources for the population served by 
such hospital or facility; 

(B) the cost effectiveness of such closure; 

Limitations on closure of health 
facilities are expanded to cover 
any IHS inpatient service. 
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(2) The quality of health care to be provided to the population served by 
such hospital or facility after such closure; 
(3) 
(4) (D) the availability of contract health care funds to maintain existing levels of 
service; 
(5) 
(6) (E) the views of the Indian Tribes served by such hospital or facility 
concerning such closure; 
(7) 
(8) (F) the level of utilization of such hospital or facility by all eligible Indians; 
and 
(9) 
(10) (G) the distance between such hospital or facility and the nearest operating 
Service hospital. 
(11) 
(12) (2) Paragraph (1) shall not apply to any temporary closure of a facility or any 
portion of a facility if such closure is necessary for medical, environmental, or 
construction safety reasons. 

(c)(1) The Secretary shall establish a health care facility priority system, which shall— 

(A) be developed with Indian Tribes and tribal organizations by negotiated rulemaking 
under Section 802; 

(B) give Indian Tribes’needs the highest priority, and 

(C) at a minimum, include the lists required in paragraph (2)(B) and the methodology 
required in paragraph (2)(E) of this subsection; 

provided however that the priority of any project established under the construction 
priority system in effect on the date of this Act shall not be affected by any change in 
the construction priority system taking place thereafter if the project was identified as 
one of the top ten priority inpatient projects or one of the top ten outpatient projects in 
the FY 2000 Indian Health Service budget justification, or if the project had completed 
both Phase I and Phase II of the construction priority system in effect on the date of this 
Act. 

(2)(1)  The Secretary shall submit to the President, for inclusion in each report required 
to be transmitted to the Congress under section 801, a report which sets forth– 

(A) a description of the current health care facility priority system of the Service, 
established under paragraph (1) of this subsection; 

(B) health care facilities lists, including but not limited to– 

Requires the Secretary to develop 
a priority system, which will 
report on all health care facilities 
needs, through negotiated 
rulemaking with Tribes and tribal 
organizations. Adds 
Grandfathering provision for 
projects on the existing 10 top-
priority lists and those that have 
completed Phase II of the process. 
All programs under the Indian 
Self-Determination and Education 
Assistance Act are covered, not 
just Title I contracts 
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(i) the total health care facilities planning, design, construction and renovation needs for 
Indians; 

(ii) for the 10 top-priority inpatient care facilities; 

(iii) the 10 top-priority outpatient care facilities; 

(iv) the 10 top-priority specialized care facilities (such as long-term care and alcohol 
and drug abuse treatment); and the 10 top-priority ambulatory care facilities 

(v) (together with required any staff quarters) associated with such prioritized facilities; 

(C) the justification for such order of priority; 

(D) the projected cost of such projects, and 

(E) the methodology adopted by the Service in establishing priorities under its health 
care facility priority system. 

(3)(2)  In preparing each report required under paragraph (1)(2) (other than the initial 
report), the Secretary shall annually– 

(A) consult with and obtain information on all health care facilities needs from Indian 
Tribes and tribal organizations, including those Tribes or tribal organizations operating 
health programs or facilities under any funding agreement contract entered into with the 
Service under the Indian Self- Determination and Education Assistance Act, and 

(B) review the total unmet needs of all such Tribes and tribal organizations for health 
care inpatient and outpatient facilities (including staff quarters), including their needs 
for renovation and expansion of existing facilities. 

(4)(3)  For purposes of this subsection, the Secretary shall, in evaluating the needs of 
facilities operated under any funding agreement contract entered into with the Service 
under the Indian Self-Determination Act and Education Assistance Act, use the same 
criteria that the Secretary uses in evaluating the needs of facilities operated directly by 
the Service. 

(5)(4) The Secretary shall ensure that the planning, design, construction, and renovation 
needs of Service and non-Service facilities, operated under funding agreements which 
are the subject of a contract for health services entered into with the Service, under in 
accordance with the Indian Self-Determination and Education Assistance Act, are fully 
and equitably integrated into the development of the health care facility priority system. 

Continues to require maintenance 
of the priority system to be done 
through consultation. 
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(d) REVIEW OF NEED FOR FACILITIES. 

(1) Beginning in the year 2000, the Secretary shall annually submit to the President, for 
inclusion in the report required to be transmitted to the Congress under section 801 of 
this Act, a report which sets forth the needs of IHS and all Indian Tribes and tribal 
organizations, including urban Indian organizations, for inpatient, outpatient and 
specialized care facilities, including the needs for renovation and expansion of existing 
facilities . 

(2) In preparing each report required under paragraph (1) (other than the initial report), 
the Secretary shall consult with Indian Tribes and tribal organizations including those 
Tribes or tribal organizations operating health programs or facilities under any funding 
agreement entered into with the Service under the Indian Self-Determination and 
Education Assistance Act (25 U.S.C. 450f et seq.), and with urban Indian organizations. 

(3) For purposes of this subsection, the Secretary shall, in evaluating the needs of 
facilities operated under any funding agreement entered into with the Service under the 
Indian Self-Determination and Education Assistance Act, use the same criteria that the 
Secretary uses in evaluating the needs of facilities operated directly by the Service. 

(4) The Secretary shall ensure that the planning, design, construction, and renovation 
needs of facilities operated under funding agreements, in accordance with the Indian 
Self-Determination and Education Assistance Act, are fully and equitably integrated into 
the development of the health facility priority system. 

(5) Every year the Secretary shall provide an opportunity for nomination of 
planning, design, and construction projects by IHS and all Tribes and tribal 
organizations for consideration under the health care facility priority system. 

Fairness in reporting health 
facility needs is required. 

(e)  All funds appropriated under the Act of November 2, 1921 (25 U.S.C. 13), for the 
planning, design, construction, or renovation of health facilities for the benefit of an 
Indian Tribe or Tribes shall be subject to the provisions of section 102 of the Indian 
Self- Determination and Education Assistance Act. 

All Indian Self-Determination and 
Education Assistance Act 
programs are included. 

(f) The Secretary shall consult and cooperate with Indian Tribes, tribal organizations 
and urban Indian organizations in developing innovative approaches to address all or 
part of the total unmet need for construction of health facilities, including those 
provided for in other sections of this title and other approaches. 

Provide incentives for fostering 
partnerships among I/T/U without 
taking priority away from Tribes 
and seek out creative ways to 
meet unmet needs. 

SAFE WATER AND SANITARY WASTE DISPOSAL FACILITIES 

Sec. 302. (a) The Congress hereby finds and declares that– 

(1) the provision of safe water supply systems facilities and sanitary sewage and solid 
waste disposal systems facilities is primarily a health consideration and function; 

(2) Indian people suffer an inordinately high incidence of disease, injury, and illness 
directly attributable to the absence or inadequacy of such systems facilities; 

(3) the long-term cost to the United States of treating and curing such disease, injury, 

Funding for safe water and 
sanitation is strengthened. 
Changes the word “system” to 
“facility” in order to be consistent 
with PL 86-121 and the rest of 
this section. Retains the original 
understanding that community 
facilities serve Indian homes and 
Indian lands. 
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and illness is substantially greater than the short-term cost of providing such systems 
facilities and other preventive health measures; 

(4) many Indian homes and communities still lack safe water supply systems facilities 
and sanitary sewage and solid waste disposal systems facilities; and 

(5) it is in the interest of the United States, and it is the policy of the United States, that 
all Indian communities and Indian homes, new and existing, be provided with safe and 
adequate water supply systems facilities and sanitary sewage waste disposal systems 
facilities as soon as possible. 

(b)(1) In furtherance of the findings and declarations made in subsection (a), Congress 
reaffirms the primary responsibility and authority of the Service to provide the 
necessary sanitation facilities and services as provided in section 7 of the Act of August 
5, 1954 (42 U.S.C. 2004a).– 

(2) d to provide under section 7 
of the Act of August 5, 1954 (42 U.S.C. 2004a)– 

(A) financial and technical assistance to Indian Tribes, tribal organizations  and Indian 
communities in the establishment, training, and equipping of utility organizations to 
operate and maintain Indian sanitation facilities, including the provision of existing 
plans, standard details, and specifications available in the department, to be used at the 
option of the Tribe or tribal organization; 

(B) ongoing technical assistance and training in the management of utility organizations 
which operate and maintain sanitation facilities; and 

(C) priority funding for operation and maintenance assistance for, and emergency 
repairs to, tribal sanitation facilities when necessary to avoid an imminent health threat 
hazard or to protect the federal investment in sanitation facilities and the investment in 
the health benefits gained through the provision of sanitation facilities. 

(3) – 

(A) the Secretary of Housing and Urban Development Affairs is authorized to transfer 
funds appropriated under the Native American Housing Assistance and Self-
Determination Act of 1996 Housing and Community Development Act of 1974 (42 
U.S.C. 5301, et seq.) to the Secretary of Health and Human Services, and 

(B) the Secretary of Health and Human Services is authorized to accept and use such 
funds for the purpose of providing sanitation facilities and services for Indians under 
section 7 of the Act of August 5, 1954 (42 U.S.C. 2004a). 

(C) unless specifically authorized when funds are appropriated, 
and Human Services shall not use funds appropriated under section 7 of the Act of 
August 5, 1954 (42 U.S.C. 2004a) to provide sanitation facilities to new homes 
constructed using funds provided by the Department of Housing and Urban 
Development. 

(D) the Secretary of Health and Human Services is authorized to accept all federal funds 

For subsections (b) and (c), the 
IHS’s role is expanded to 
authorize assistance to tribal 
organizations in addition to 
Tribes and communities. 
the type of assistance that IHS 
may provide to address sanitation 
facility needs. 
guidelines for HUD-IHS 
cooperation and cooperation with 
other federal agencies, and 
provides for a 10-year funding 
plan. 

All investments, not just those of 
the federal government, should be 
protected. Imminent health 
threats involve not only the 
sanitation facility, but also the 
health benefits gained from the 
facility. 

The Secretary, acting through the Service, is authorize

Notwithstanding any other provision of law

the Secretary of Health 

Expands 

Provides 

ihcia_nsc_draft5.doc October 6, 1999 – Page 75




NATIONAL STEERING COMMITTEE FOR THE REAUTHORIZATION OF THE INDIAN HEALTH CARE IMPROVEMENT ACT, P.L. 94-437

PROPOSED IHCIA AMENDMENTS OF 2000 (WITH COMMENTARY)


that are for the purpose of providing sanitation facilities and related services and place 
those funds into funding agreements, authorized under the Indian Self Determination 
and Education Assistance Act, (25 U.S.C. 450f, et. seq.), between the Secretary and 
Indian Tribes and tribal organizations. 

(E) the Secretary may allow funds appropriated under the authority of section 2004 of 
title 42 to be used to fund up to 100 percent of the amount of a Tribe’s loan obtained 
under any federal program for new projects to construct eligible sanitation facilities to 
serve Indian homes. 

(F) the Secretary may allow funds appropriated under the authority of section 2004 of 
title 42 to be used to meet matching or cost participation requirements under other 
federal and non-federal programs for new projects to construct eligible sanitation 
facilities. 

(G) all federal agencies are authorized to transfer to the Secretary funds identified, 
granted, loaned or appropriated whereby the Department’s applicable policies, rules, 
regulations shall apply in the implementation of such projects. 

(H) The Secretary of Health and Human Services shall enter into inter-agency 
agreements with the Bureau of Indian Affairs, the Department of Housing and Urban 
Development, the United States Department of Agriculture, the Environmental 
Protection Agency and other appropriate federal agencies, for the purpose of providing 
financial assistance for safe water supply and sanitary sewage disposal facilities under 
this Act. 

(I) The Secretary of Health and Human Services shall, by regulation developed 
through rulemaking under Section 802, establish standards applicable to the planning, 
design and construction of water supply and sanitary sewage and solid waste disposal 
facilities funded under this Act. 

Ensures that the Health and 
Human Services has full 
responsibility for developing and 
applying universal standards for 
the construction of sanitation 
systems to eliminate confusion 
from multiple agency standards. 

(c) Beginning in fiscal year 1990, t The Secretary, acting through the Service and in 
consultation with Indian Tribes and tribal organizations, shall develop and begin 
implementation of a 10-year funding plan to provide safe water supply and sanitary ion 
sewage and solid waste disposal facilities serving to existing Indian homes and 
communities, and to new and to renovated Indian homes. 

See comments above for (b). 

(d) The financial and technical capability of an Indian Tribe or community to safely 
operate and maintain a sanitation facility shall not be a prerequisite to the provision or 
construction of sanitation facilities by the Secretary. 

(e) (1) The Secretary is authorized to provide financial assistance to Indian Tribes, tribal 
organizations and communities for operation, management and maintenance of their 
sanitation in an amount equal to the cost of operating, managing, and maintaining the 
facilities provided under the plan described in subsection (c) of this section. 

(2) For the purposes of paragraph (1), the term "federal share" means 80 percent of the 
costs described in paragraph (1). 

Provides financial assistance for 
operation, management and 
maintenance of sanitation 
facilities. 
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(3) With respect to Indian Tribes with fewer than 1,000 enrolled members, the non-
federal portion of the costs of operating, managing, and maintaining such facilities may 
be provided, in part, through cash donations or in kind property, fairly evaluated. 

(f) The Indian family, community or Tribe has the primary responsibility to establish, 
collect, and use reasonable user fees, or otherwise set aside funding, for the purpose of 
operating and maintaining sanitation facilities. If a community facility is threatened 
with imminent failure and there is a lack of tribal capacity to maintain the integrity 
and/or the health benefit of the facility, then the Secretary is authorized to assist the 
Tribe in the resolution of the problem on a short term basis through cooperation with the 
emergency coordinator or by providing operation and maintenance service. 

While the Tribe or family has 
primary responsibility for funding 
maintenance, IHS is authorized to 
assist in emergencies. 

(g)(f)  Programs administered by Indian Tribes or tribal organizations under the 
authority of the Indian Self-Determination and Education Assistance Act shall be 
eligible for— 

(1) any funds appropriated pursuant to this section, and 

(2) any funds appropriated for the purpose of providing water supply, or sewage 
disposal or solid waste facilities services, 

on an equal basis with programs that are administered directly by the Service. 

All Indian Self-Determination and 
Education Assistance Act 
programs are eligible. 

(h)(g)(1) The Secretary shall submit to the President, for inclusion in each report 
required to be transmitted to the Congress under section 801, a report which sets forth– 

(A) the current Indian sanitation facility priority system of the Service; 

(B) the methodology for determining sanitation deficiencies; 

(C) the level of initial and final sanitation deficiency for each type of sanitation 
facilityies for each project of each Indian Tribe or community; 

(D) the amount of funds necessary to reduce the identified sanitation deficiency levels of 
raise all Indian Tribes and communities to level I sanitation deficiency as defined in 
subsection (h)(4)(A) of this section. ; and 

(E) the amount of funds necessary to raise all Indian Tribes and communities to zero 
sanitation deficiency. 

(2) In preparing each report required under paragraph (1) (other than the initial report), 
the Secretary shall consult with Indian Tribes and tribal organizations (including those 
Tribes or tribal organizations operating health care programs or facilities under any 
funding agreement contract entered into with the Service under the Indian Self-
Determination and Education Assistance Act) to determine the sanitation needs of each 
Tribe and in developing the criteria on which the needs will be evaluated through a 
process of negotiated rule making. 

Reporting requirements are 
specified and the sanitation 
deficiency levels are revised. 
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(3) , preparing cost estimates for 
and reporting sanitation deficiencies for purposes of paragraph (1) shall be applied 
uniformly to all Indian Tribes and communities. 

(4) bsection, the sanitation deficiency levels for an individual or 
community sanitation facility serving Indian homes Tribe or community are as follows: 

(A) a level I deficiency is a sanitation facility serving an individual Indian Tribe or 
community with a sanitation system – 

(i) , and pollution control and solid 
waste disposal laws, and 

(ii) 
needs; 

(B) a level II deficiency is a sanitation facility serving an individual Indian Tribe or 
community with a sanitation system – 

(i) substantially or recently complied s with all applicable water supply, and 
pollution control and solid waste laws, in which the deficiencies relate to small or minor 
capital improvements needed to bring the facility back into compliance; and 

(ii) in which the deficiencies relate to capital improvements that are necessary to 
enlarge or improve the facilities in order to meet the current needs of such Tribe or 
community for domestic sanitation facilities; or 

(iii) in which the deficiencies relate to the lack of equipment or training by an Indian 
Tribe or community to properly operate and maintain the sanitation facilities; 

(C) a level III deficiency is an individual Indian Tribe or community with a sanitation 
system facility with water and/or sewer service in the home, piped services or a haul 
system with holding tanks and interior plumbing, or where major significant 
interruptions to water supply or sewage disposal occur frequently, requiring major 
capital improvements to correct the deficiencies. 
or permitted solid waste facility available, which– 

(i) has an inadequate or partial water supply and a sewage disposal facility that does not 
comply with applicable water supply and pollution control laws, or 

(ii) has no solid waste disposal facility; 

(D) a level IV deficiency is an individual Indian Tribe or community with a sanitation 
system facility where there is no piped which lacks either a safe water and/or sewer 
facilities in the home or the facility has become inoperable due to major component 
failure or where only a washeteria or central facility exists; supply system or a sewage 
disposal system; and 

(E) a level V deficiency is the absence of a sanitation facility; where individual homes 
do not have access to an Indian Tribe or community that lacks a safe drinking water or 
adequate wastewater supply and a sewage disposal system. 

Changes the focus of the 
deficiency level to place emphasis 
on the facility itself — defines the 
deficiency in terms of the facility 
rather than focusing on the Tribe 
or community’s management of 
the facility. 
levels consistent with PL 86-121. 

The methodology used by the Secretary in determining

For purposes of this su

which complies with all applicable water supply

in which the deficiencies relate to routine replacement, repair, or maintenance 

which 

There is no access to or no approved 

Makes the deficiency 
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(6) For purposes of this subsection, any Indian Tribe or community that 
lacks the operation and maintenance capability to enable its sanitation system to meet 
pollution control laws may not be treated as having a level I or II sanitation deficiency. 
(7) 
(8) (i) For purposes of this section – 
(9) 
(10) (1) the terms “facility” or “facilities” shall have the 
same meaning as the terms “system” or “systems” unless the context requires otherwise; 
and 

(2) the term "Indian community" shall mean a geographic area, a 
significant proportion of whose inhabitants are Indians and which is served by or 
capable of being served by a facility described in this section. 
(11) 
(12) 

PREFERENCE TO INDIANS AND INDIAN FIRMS 

Sec. 303. (a) The Secretary, acting through the Service, may utilize the negotiating 
authority of the Act of June 25, 1910 (25 U.S.C. 47), to give preference to any Indian or 
any enterprise, partnership, corporation, or other type of business organization owned 
and controlled by an Indian or Indians including former or current federally recognized 
Indian Tribes in the State of New York (hereinafter referred to as an "Indian firm") in 
the construction and renovation of Service facilities pursuant to section 301 and in the 
construction of safe water and sanitary waste disposal facilities pursuant to section 302. 
Such preference may be accorded by the Secretary unless he finds, pursuant to rules and 
regulations promulgated by him, that the project or function to be contracted for will not 
be satisfactory or such project or function cannot be properly completed or maintained 
under the proposed contract. The Secretary, in arriving at his finding, shall consider 
whether the Indian or Indian firm will be deficient with respect to (1) ownership and 
control by Indians, (2) equipment, (3) bookkeeping and accounting procedures, (4) 
substantive knowledge of the project or function to be contracted for, (5) adequately 
trained personnel, or (6) other necessary components of contract performance. 

Indian preference in construction 
is preserved. 

(b) For the purpose of implementing the provisions of this title, the Secretary shall 
assure that the rates of pay for personnel engaged in the construction or renovation of 
facilities constructed or renovated in whole or in part by funds made available pursuant 
to this title are exempt from not less than the prevailing local wage rates for similar 
work as determined in accordance with the Act of March 3, 1931 (40 U.S.C. 276a-276a-
5, known as the Davis-Bacon Act.) For all health facilities, staff quarters and sanitation 
facilities, construction and renovation subcontractors shall be paid wage rates not less 
than the prevailing wages on similar construction in the locality, as determined by the 
Indian Tribe, Tribes, or tribal organizations served by such facilities. 

Davis-Bacon requirements are 
waived. Sub-contractors for staff 
quarters, sanitation facilities and 
all health facilities are paid no 
less than the prevailing wage 
determined by the Tribe. 

SOBOBA SANITATION FACILITIES 

Sec. 304.  The Act of December 17, 1970 (84 Stat. 1465), is hereby amended by adding 
the following new section 9 at the end thereof: 

This section should be preserved 
(deletion should only be done with 
Soboba’s input and would need to 
make clear that Soboba remains 
eligible for sanitation facilities 
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Sec. 9.  Nothing in this Act shall preclude the Soboba Band of Mission Indians 
and the Soboba Indian Reservation from being provided with sanitation facilities and 
services under the authority of section 7 of the Act of August 5,1954 (68 Stat. 674), as 
amended by the Act of July 31, 1959 (73 Stat. 267). 

and services available under 
applicable). 

EXPENDITURE OF NON-SERVICE FUNDS FOR RENOVATION 

Sec. 305. (a)(1)Notwithstanding any other provision of law, the Secretary is authorized 
to accept any major expansion, renovation or modernization by any Indian Tribe of any 
Service facility, or of any other Indian health facility operated pursuant to a funding 
agreement contract entered into under the Indian Self-Determination and Education 
Assistance Act, including– 

(A) any plans or designs for such expansion, renovation or modernization, and 

(B) any expansion, renovation or modernization for which funds appropriated under any 
federal law were lawfully expended, but only if the requirements of subsection (b) are 
met. 

(2) The Secretary shall maintain a separate priority list to address the needs for 
increased operating of such expenses, facilities for personnel or equipment for such 
facilities. The methodology for establishing priorities shall be developed by negotiated 
rulemaking under Section 802. 
consultation with Indian Tribes and tribal organizations. 

(3) The Secretary shall submit to the President, for inclusion in each report required to 
be transmitted to the Congress under section 801, the priority list maintained pursuant to 
paragraph (2). 

(b) ts of this subsection are met with respect to any expansion, 
renovation or modernization if– 

(1) the Tribe or tribal organization– 

(A) provides notice to the Secretary of its intent to expand, renovate or modernize; and 

(B) applies to the Secretary to be placed on a separate priority list to address the needs 
of such new facilities for increased operating expenses, personnel or equipment; and 

(2) the expansion, renovation or modernization– 

(A) is approved by the appropriate area director of the Service for federal facilities; and 

(B) is administered by the Indian Tribe or tribal organization in accordance with any 
applicable the rules and regulations prescribed by the Secretary with respect to 
construction or renovation of Service facilities. 

(c) If any Service facility which has been expanded, renovated or modernized by an 
Indian Tribe under this section ceases to be used as a Service facility during the 20-year 
period beginning on the date such expansion, renovation or modernization is completed, 

Section 305 includes renovation 
and all Indian Self-Determination 
and Education Assistance Act 
programs. 
for expansion projects in addition 
to renovation and modernization 
projects. 
to be developed in consultation 
with Tribes and tribal 
organizations to address needs for 
increased operating funds. 

The list of priority facilities will be revised annually in 

The requiremen

Includes authorization 

Requires a priority list 
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such Indian Tribe shall be entitled to recover from the United States an amount which 
bears the same ratio to the value of such facility at the time of such cessation as the 
value of such expansion, renovation or modernization (less the total amount of any 
funds provided specifically for such facility under any federal program that were 
expended for such renovation or modernization) bore to the value of such facility at the 
time of the completion of such expansion, renovation or modernization. 

FUNDING GRANT PROGRAM FOR THE CONSTRUCTION, EXPANSION, 
AND MODERNIZATION OF SMALL AMBULATORY CARE FACILITIES 

Sec. 306. (a)(1) The Secretary, acting through the Service and in consultation with 
Indian Tribes and tribal organizations, shall make funding available grants to Tribes and 
tribal organizations for the construction, expansion, or modernization of facilities for the 

provision of ambulatory care services to eligible Indians (and noneligible persons as 
provided in subsections (c)(1)(C) and (b)(2) of this section). Funding A grant made 

under this section may cover up to 100 percent of the costs of such construction, 
expansion, or modernization. For the purposes of this section, the term "construction" 

includes the replacement of an existing facility. 

(2) Funding A grant under paragraph (1) may only be made available to an Indian Tribe 
or tribal organization operating an Indian health facility (other than a facility owned or 
constructed by the Service, including a facility originally owned or constructed by the 
Service and transferred to an Indian Tribe or tribal organization) pursuant to a funding 

agreement contract entered into under the Indian Self-Determination and Education 
Assistance Act. 

(b)(1) Funding A grant provided under this section may be used only for the 
construction, expansion, or modernization (including the planning and design of such 

construction, expansion, or modernization) of an ambulatory care facility– 

(A) located apart from a hospital; 

(B) not funded under section 301 or section 307; and 

(C) which, upon completion of such construction, or modernization will– 

(i) have a total capacity appropriate to its projected service population; 

(ii) serve provide annually no less than 500 patient visits by eligible Indians annually 
and other users who are eligible for services in such facility in accordance with section 

807(b)(1)(B); and 

(iii) provide ambulatory care in a service area (specified in the funding agreement 
contract entered into under the Indian Self-Determination and Education Assistance 

Act) with a population of no fewer not less than 1500 2,000 eligible Indians and other 
users who are eligible for services in such facility in accordance with section 

807(b)(1)(B). 

(2) Funding provided under this section may be used only for the cost of that portion of 
a construction, expansion or modernization project that benefits the service population 

Consultation is required and the 
program includes all Indian Self-
Determination and Education 
Assistance Act Tribes. 
calculating service population, 
non-eligible beneficiaries eligible 
under Section 813(b)(1)(B) are 
included. 
in tribal shares or in Indian Self-
Determination and Education 
Assistance Act awards and cannot 
be reallocated to other purposes. 
Limits reversion of title to the 
United States for change of use to 
five years and allows the Service 
and Tribes to negotiate an 
agreement for an alternative 
result. 

In 

Funding is not included 
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identified above in subsection (b)(1)(C)(ii) and (iii). The requirements of clauses (ii) and 
(iii) of paragraph 

funding a grant under this section whose tribal government principal offices are for 
health care administration is located on an island or when such office is not located on a 
road system providing direct access to an inpatient hospital where care is available to 

the service population. 
Retains the island exemption and 
allows funding under this section 
to serve other extremely isolated 
areas. 

(c)(1) No funding grant may be made available under this section unless an application 
or proposal for such funding a grant has been submitted to and approved by the 
Secretary. An application or proposal for funding a grant under this section shall be 
submitted in accordance with applicable such form and manner as the Secretary shall by 
regulations prescribe and shall set forth reasonable assurance by the applicant 
times after the construction, expansion, or modernization of a facility carried out 
pursuant to funding a grant received under this section– 

(A) adequate financial support will be available for provision of services at such facility; 

(B) such facility will be available to eligible Indians without regard to ability to pay or 
source of payment; and 

(C) such facility will, as feasible without the quality or quantity of services provided to 
eligible Indians, serve noneligible persons on a cost basis. 

(2) In awarding funding grants under this section, the Secretary shall give priority to 
Tribes and tribal organizations that demonstrate– 

(A) a need for increased ambulatory care services; and 

(B) insufficient capacity to deliver such services. 

(3) The Secretary may provide for the establishment of peer review panels, as necessary, 
to review and evaluate applications and proposals and to advise the Secretary regarding 
such applications using the criteria developed pursuant to paragraph (1). 

(d) If any facility (or portion thereof) with respect to which funds have been paid under 
this section, ceases, within five years at any time after completion of the construction, 
expansion, or modernization carried out with such funds, to be utilized for the purposes 
of providing ambulatory health care services to eligible Indians, all of the right, title, and 
interest in and to such facility (or portion thereof) shall transfer to the United States 
unless otherwise negotiated by the Service and the Indian Tribe or tribal organization. 

As noted above, the 
clause could make it difficult to 
obtain loans, so the period has 
been limited to 5 years. 
Consistent with the policy of the 
Act and the ISDEAA, Tribes and 
tribal organizations have 
discretion to change the use of the 
facility so long as it continues to 
be used to provide health care to 
Indians. 

(e) Funding provided to Indian Tribes and tribal organizations under this section shall be 
non-recurring and shall not be available for inclusion in any individual Tribe’s tribal 
share for an award under the Indian Self-Determination and Education Assistance Act or 
for reallocation or redesign thereunder. 

(l) (C) shall not apply to a Tribe or tribal organization applying for 

that, at all 

reversionary 
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INDIAN HEALTH CARE DELIVERY DEMONSTRATION PROJECT 

Sec. 307(a) HEALTH CARE DEMONSTRATION PROJECTS.–The Secretary, 
acting through the Service, in consultation with Indian Tribes and tribal organizations, is 
authorized to enter into funding agreements contracts with, or make grants or loan 
guarantees to, Indian Tribes or tribal organizations for the purpose of carrying out a 
heath care delivery demonstration project to test alternative means of delivering health 
care and services through facilities, including but not limited to hospice, traditional 
Indian health and child care facilities, to Indians. 

(b) USE OF FUNDS.— The Secretary, in approving projects pursuant to this section, 
may authorize funding for the construction and renovation of hospitals, health centers, 
health stations, and other facilities to deliver health care services and is authorized to– 

(1) waive any leasing prohibition; 

(2) permit carryover of funds appropriated for the provision of health care services; 
(3) permit the use of non-Service other available federal funds and non-federal funds; 

(4) permit the use of funds or property donated from any source for project purposes; 
and 

(5) provide for the reversion of donated real or personal property to the donor.; and 
(6) 
(7) (6) permit the use of Service funds to match other funds, including federal funds. 
(8) 
(9) (c) CRITERIA.–(1)  Within 180 days after the date of enactment of this section, 
tThe Secretary, after consultation with Indian Tribes and tribal organizations, shall 
develop and publish regulations, through rulemaking under Section 802, in the federal 
Register criteria for the review and approval of applications submitted under this 
section. The Secretary may enter into a contract or funding agreement or award a grant 
under this section for projects which meet the following criteria: 
(10) 
(11)(A) There is a need for a new facility or program or the reorientation of an existing 
facility or program. 
(12) 
(13)(B) A significant number of Indians, including those with low health status, will be 
served by the project. 
(14) 
(15)(C) The project has the potential to deliver services in an efficient and effective 
manner. 
(16) 
(17)(D) The project is economically viable. 
(18) 
(19)(E) The Indian Tribe or tribal organization has the administrative and financial 
capability to administer the project. 
(20) 
(21)(F) The project is integrated with providers of related health and social services and 
is coordinated with, and avoids duplication of, existing services. 

Demonstration projects using 
funding agreements, contracts, 
grants or loan guarantees are 
authorized with specific criteria 
and special rules on use of funds. 
Hospice facilities, traditional 
healing centers and child care 
facilities are specifically 
referenced, but are only intended 
as examples— not limitations. 
Continues to provide that 
facilities can be shifted from one 
type to another (reorientation). 
Allows funds under this section to 
be used in matching other federal 
funds. 
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