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THE UNITED STATES SPENDS MORE THAN ANY OTHER 

country on maternity care—more than $111 billion 

annually. Despite those efforts, the nation ranks 60th 

globally in preventing maternal mortality. High costs 

and poor health outcomes can be attributed, in part, 

to the landscape of onerous state regulations that 

limit women’s access to nonhospital birth settings, 

such as freestanding birth centers. These facilities 

are led by midwives and have been shown to lower 

costs and improve health outcomes for low-risk 

pregnancies.1  Though the majority of women continue 

to choose hospital births over nonhospital settings,2 

many would choose nonhospital births if they were 

free to do so.

The experience of Pacific Legal Foundation client 
Katie Chubb illustrates these regulatory hurdles. In 

2022, Chubb tried to open a birth center in Augusta, 

Georgia, but was denied a certificate of need (CON), 
a government-mandated permission slip that health-

care providers must obtain before opening or expand-

ing facilities. Georgia CON laws require birth centers 
to enter into a transfer agreement with a local hospi-

tal, despite the rarity of emergency transfers. All three 

Augusta hospitals refused to enter into transfer agree-

ments with Chubb—predictably, given that Chubb was a 

prospective competitor—so Chubb challenged in court 

the ability of incumbent hospitals to effectively veto 
CON applications for birth centers.
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Although Governor Brian Kemp signed a law repeal-

ing CON requirements for birth centers in April 2024, 
obviating a key part of Chubbs legal complaint, Georgia 

law still requires birth centers to secure hospital 
transfer agreements. As a result, Chubb’s birth center 

remains unopened.

Chubb’s experience is not unique. In most states, 
birth center entrepreneurs face regulations, such as 

licensing requirements, CON laws, and staffing direc-

tives, that slow or stop their enterprise. Amid this 

regulatory landscape, 17 states had no birth centers as 

of 2025, according to the American Association of Birth 

Centers (AABC). Despite the dearth of birth options in 
these states, numerous studies support the safety and 

cost savings of birth centers.

This research in brief surveys regulations in the 50 

states that govern birth centers. Such a survey enables 

further study of the relationship between state regulation 

and competition, entrepreneurship, the number of wom-

en’s healthcare providers, and the extent of birth freedom.

THE BIRTH CENTER MODEL

BIRTH cENTERS AND NURSE MIDwIvES ARE 

increasingly common providers of maternity care, 

offering alternatives to hospital-based childbirth for 
women with low-risk pregnancies. In the United States, 

birth centers are most often freestanding facilities 

that offer prenatal, intrapartum, and postpartum care. 
As of 2022, there were 400 birth centers across 40 
states.3 However, nearly 70 percent of birth centers are 

concentrated in only 10 states.4 

Birth centers are an important tool to address 

declining rural maternity care access across the country. 

More than 28 million women of reproductive age live in 

rural areas, where obstetric services are often limited.5 

In fact, more than one-third of US counties are con-

sidered maternity deserts—meaning there are no birth 

facilities or obstetric clinician services available to the 

1 in 10 women of reproductive age who live there.6 Birth 

centers also play a crucial role in increasing access to 

maternity care in underserved communities. Even if a 

mother chooses to deliver at a hospital, birth centers 

can still benefit these communities because they also 
offer prenatal care.

Since the establishment of the first rural birth cen-

ter in South Texas in 1971, the birth center model has 

expanded significantly, reflecting rising interest in com-

munity-based, low-intervention care. A 2020 analysis of 

data from the AABC Perinatal Data Registry finds that 
the number of US birth centers increased by 97 percent 

over the past decade, reaching approximately 384 cen-

ters nationwide, with about 30 percent located in rural 

or small-town areas. Although fewer than 1 percent of 

US births occur in birth centers,7 that number contin-

ues to grow. Between 2004 and 2013 alone, the num-

ber of US births occurring in freestanding birth cen-

ters grew by more than 75 percent, from 9,620 to 16,913 

births annually.8 

EVIDENCE SUPPORTING THE BIRTH CENTER MODEL

A substantial and growing body of research 

shows that midwife-led birth centers offer a safe, 
high-value model of care for women with low-risk 

pregnancies.9 Evidence also shows that certified nurse 
midwives demonstrate high competence in managing 

low-risk pregnancies and use fewer costly and invasive 

interventions, such as labor augmentation, cesarean 

delivery, and instrumental births, than do physicians, 

thus contributing to lower overall healthcare costs 

without compromising quality.10 
One of the most comprehensive studies of the birth 

center model was conducted as part of the Strong Start 

for Mothers and Newborns Initiative, a federally funded 
program led by the Center for Medicare and Medicaid 

Innovation from 2012 to 2016. This study evaluates three 

models of maternity care aimed at improving outcomes 

and lowering costs for Medicaid beneficiaries: centering 
or group prenatal care, maternity care home, and birth 

center care.11 Roughly 21 percent of birth centers stud-

ied were located in rural areas. The birth center model—

midwife-led prenatal care in community-based settings—

achieved the most consistently favorable outcomes.12 

Birth centers participating in Strong Start reported 

improved outcomes compared with national benchmarks 
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across key indicators, including primary cesarean rates, 

preterm birth rates, and low birth weights. Breastfeeding 

rates were significantly higher, and patient satisfaction 
was higher than in other models studied.13 

Other studies yield similar results to those of Strong 
Start, supporting the safety and effectiveness of the birth 
center model. The National Birth Center Study II, which 
analyzes outcomes for more than 15,000 women receiv-

ing birth center care from 2007 to 2010, reports high rates 

of spontaneous vaginal birth, low rates of assisted and 

cesarean delivery, and no maternal deaths. Two earlier 

studies, the first National Birth Center Study (1985–1987) 
and the San Diego Birth Center Study (1994–1996), con-

clude that birth centers could provide safe, resource-ef-

ficient care to the 85 percent of pregnant women con-

sidered low risk. Both studies observe high patient sat-

isfaction and a significant reduction in the use of costly 
interventions, such as epidurals and inductions.14 

International evidence further supports the safety 

and effectiveness of the birth center model. A Cochrane 

systematic review of randomized trials from countries 

including Canada, Australia, and the United Kingdom 

concludes that midwife-led care—the foundation of 

the birth center model—was associated with fewer 

preterm births, episiotomies, and epidurals.15 Similarly, 

a Birthplace in England study finds that for low-risk 
individuals, birth centers offered outcomes on par with 
hospitals, with fewer interventions and no increase in 

adverse neonatal events.16

Neonatal outcomes in birth center settings have 
also proven comparable to hospital care. Multiple sys-

tematic reviews find no significant differences in peri-
natal mortality between birth centers and hospitals for 

low-risk women.17 

The volume of national and international research 

on the birth center model supports the use of birth 

centers for safe, effective care for low-risk pregnancies. 
These centers can improve outcomes, reduce unnec-

essary interventions, increase patient satisfaction, and 

increase women’s access to maternity care.

50-STATE SURVEY OF BIRTH CENTER REGULATION

DESPITE THE SAFETY AND EFFIcAcY OF THE BIRTH 

center model, state regulations have limited the 

growth of birth centers and restricted women’s access 

to maternity care. When birth centers became more 

prevalent in the United States in the 1980s, state 

regulation followed. Many of these regulations, influenced 
by the American Public Health Association’s 1982 model 

regulatory framework, remain largely unchanged and 

saddle birth centers with cumbersome requirements. 
For example, some construction regulations are based 
on standards for ambulatory surgery centers or other 

medical facilities, leading to impractical requirements—
such as minimum hallway widths or birth rooms as 

large as operating rooms—that do not align with the 

home-like, noninstitutional nature of birth centers.18 

These requirements are also unnecessary for the health 
or safety of mothers and newborns.

This 50-state survey of birth center regulations 

identifies state regulations of birth centers across five 
areas: licensure, accreditation, CON laws, physician 
involvement, and hospital affiliations (transfer agree-

ments and proximity requirements),19 highlighting areas 

of reform for policymakers that support access to birth 

centers and women’s birth freedom.

Five states—Idaho, Maine, North Carolina, North 
Dakota, and Wisconsin—have no regulations of birth 

centers in the five areas. The other 45 states and the 
District of Columbia have some level of regulation of 

birth centers.

Licensure
Forty-two states and the District of Columbia require 
birth center licensure through statute or regulation. 

Eight states—Alabama, Idaho, Maine, North Carolina, 
North Dakota, Oklahoma, Virginia, and Wisconsin—do 
not have licensing requirements (though some of them 
require licensure for Medicaid reimbursement). Birth 
centers are operational in six of those eight states 

(Alabama, Idaho, North Carolina, Oklahoma, Virgina, and 
Wisconsin). Licensure renewal periods vary but most 
commonly occur annually or biennially.

Accreditation
Accreditation plays a similar role to that of licensure in 

many states. The Commission for the Accreditation of 

Birth Centers is the primary accrediting body for birth 

centers in the country.20 In total, 11 states—California,  

Connecticut, Illinois, Indiana, Kentucky, Louisiana, 
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Nevada, Maryland, Minnesota, Montana, and New 
Jersey—require accreditation for birth centers, as indi-
cated in Figure 1. Some states, such as Alaska, Florida, 

and Louisiana, allow accreditation site visits to substi-
tute for state facility inspections, reducing duplicative 

regulatory burdens on birth centers.21 

FIGURE 1. States Requiring Licensure and Accreditation for Birth Centers

CON Laws
CON laws, originally enacted with the goal of curbing 
healthcare spending by controlling the expansion of 

medical facilities, have become a barrier to the estab-

lishment of freestanding birth centers. Although these 

laws were once federally mandated under the Health 

Planning Resources Development Act of 1974, the fed-

eral government repealed the requirement in 1987, and 
some states subsequently abandoned their CON pro-

grams. However, in other states, CON laws continue to 
allow competing hospitals to veto new birth centers 

from entering the market.

The AABC cites CON laws as one of the most signif-
icant regulatory obstacles to meeting demand for com-

munity-based, midwife-led maternity care. Excessive 

costs and lengthy regulatory timelines to gain a CON 
in some states can be prohibitive for birth centers. For 
example, 2021 research into New York’s CON review 
for new birth centers finds that the process takes up 
to two years and requires up to $250,000 in up-front 
costs.22 Such laws can delay or block birth center licen-

sure entirely, especially when CON applications face 
opposition from existing hospital systems that may 

view birth centers as competitors.23 

Source: Authors’ calculations.
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Despite being designed to prevent unnecessary 

duplication of services and control costs, these regu-

lations have concentrated healthcare in hospital set-

tings and stifled the growth of the birth center model 
and other alternative settings that increase access to 

care. Encouragingly for the birth center model, between 

2023 and 2025, Connecticut,24 Georgia,25 Kentucky,26  

Michigan,27 Vermont,28 and West Virginia all repealed 
CON laws for birth centers.29 

Nine states and the District of Columbia, as indi-
cated in Figure 2, have some version of CON law 
affecting freestanding birth centers: Alabama, Alaska, 
Delaware, Hawaii, Illinois, Maryland, Nevada, New York, 
and Tennessee.

FIGURE 2. States with CON Laws for Birth Centers

Physician Involvement
Studies find that midwife-led care is associated with 
similar or better perinatal outcomes compared with 

physician-led care, including reduced preterm birth 

rates, lower incidences of low birth weight, and higher 

mean birth weights.30 Despite these findings and despite 
laws in 35 states allowing certified nurse midwives to 
practice independently,31 some states mandate physi-

cian involvement in birth centers through supervisory 

agreements or staffing requirements, such as requir-
ing a birth center to have a physician medical director. 

These requirements can add a significant financial bur-
den to many birth center business models. In rural birth 

centers, which often function on tight margins, physi-

cian costs can be prohibitively expensive.32

Requiring birth centers to retain physicians poses 
another significant challenge: Unexpected loss of a phy-
sician due to illness, relocation, or other reasons can 

force the immediate closure of a birth center.33 This chal-

lenge disproportionately affects rural or underserved 
areas where physician availability is limited, potentially 

forcing pregnant women to seek hospital care.

Source: Authors’ calculations.
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Twenty-one states and the District of Columbia require 
physicians to serve in a supervisory role or as a staff mem-

ber of a birth center. Ten states require a physician on staff, 

seven states and the District of Columbia require physi-
cian supervision, and four states allow for either physician 

staff or supervision agreements, as indicated in Figure 3.

FIGURE 3. States with Physician Mandates

Hospital Transfer Agreements and 

Proximity Requirements

Mandating written hospital transfer agreements or 

requiring birth centers to locate close to existing hospi-
tals can become a significant barrier to access for birth 
center care.34 For example, some hospitals, often owing 
to competitive dynamics, refuse to enter into formal 

transfer agreements with birth centers.35 However, the 

National Birth Center Study finds that only 2.4 percent 

of pregnant women admitted to birth centers required 
an emergency transfer to a hospital.36 Despite the low 

incidence of emergency transfers, many states con-

tinue to require hospital transfer agreements, restrict-
ing the availability of birth center care.

Rather than requiring transfer agreements, some 
states impose restrictive distance limitations on birth 

centers, specifying how close a birth center must be 

to a hospital, usually defined by minutes of travel time 
or miles. Though intended to ensure rapid access to 

Source: Authors’ calculations.
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higher levels of care if complications arise, these dis-

tance mandates can reduce access to birth center care, 

excluding rural areas where hospitals may be sparse 

or distant.37 

Mandating transfer agreements or restricting birth 

center locations on the basis of distance can limit birth 

center availability without demonstrated safety ben-

efits. Eighteen states require formal written trans-

fer agreements with hospitals. Another 11 states have 

distance requirements that dictate the location of birth 
centers in relation to a major hospital, whereas 8 states 

require a formal agreement or relationship with a phy-

sician who has hospital admitting privileges. In lieu of a 

formal transfer agreement, 15 states and the District of 

Columbia require birth centers to have a written plan or 
protocols in place for emergency transfers. Many states 

have a combination of these requirements, as indicated 
in Figure 4.

FIGURE 4. States with Hospital Affiliation Requirements

Source: Authors’ calculations.
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REGULATION RESTRICTS ACCESS TO  

EFFECTIVE MODELS OF MATERNAL HEALTHCARE

DESPITE EvIDENcE OF IMPROvED OUTcOMES, 

reduced costs, and high levels of patient satisfaction, 

regulations remain a significant barrier to expanding 
access to birth centers. These regulations do not 

enhance safety but instead limit the availability of 

safe, cost-effective maternity services, reducing 
women’s birth options, especially in underserved or 

rural communities.

The experience of Katie Chubb exemplifies how reg-

ulation can restrict access to birth centers, particu-

larly in areas with the greatest need for maternity care. 

Georgia has regulations in three of the five areas exam-

ined in our study: licensure, physician involvement, and 
hospital affiliations. These policies limit care options 
that may improve the state’s poor maternal and infant 

health outcomes.

In 2024, nearly half of Georgia’s counties (42 per-
cent) were considered maternity care deserts, while 
another 12.4 percent had low to moderate access to 
maternity care services.38 Between 2018 and 2022, 

Georgia had the eighth-highest maternal mortality rate 

in the nation, at 32.1 deaths per 100,000 births.39 In 2022, 

the state had the ninth-highest infant mortality rate, at 

7.08 deaths per 1,000 births.40 Despite limited access 

to maternity care and poor health outcomes, Georgia 

continues to limit access to birth centers. Though the 

state eliminated CON requirements for birth centers in 

2024, it continues to require transfer agreements that 
effectively grant hospitals a competitor’s veto to block 
new birth centers.

Data show a correlation between the state regula-

tory burden and the number of operational birth cen-

ters: states with fewer regulations tend to have more 
birth centers, whereas those with more regulations, 

especially licensure or operational requirements, tend 
to have few birth centers or none. For example, the 
AABC finds that of the states that require a CON to 
establish a freestanding birth center, 60 percent have 

only one birth center or none. However, only 20 percent 

of states without CON requirements have similarly lim-

ited access.41 

Although state regulations such as CON laws may 
be intended to protect patient safety, the power to 

restrict healthcare market entry tends to attract the 

political influence of industry incumbents, such as hos-

pitals, which have an incentive to prevent competition 

from birth centers. That influence can cause the delay 
or denial of licensure or CONs for birth centers or oth-

erwise disrupt birth center operations.

The surveyed regulations of birth centers ultimately 

limit women’s healthcare choices and delay or deny 

access to some models of maternity care, thus failing to 

support the health of pregnant women. This is a curtail-

ment of women’s freedom to direct their own healthcare.

CONCLUSION

EvIDENcE FROM FREESTANDING BIRTH cENTERS 

demonstrates that the birth center model of care 

can lead to improved maternal and infant outcomes, 

highlighting the value of birth centers as a safe, 

effective, and patient-centered option in maternity 
care. Policymakers should consider reducing state 

regulatory barriers that unnecessarily restrict birth 

centers and limit women’s maternity care choices. 

Overregulation not only stifles access to high-quality, 
low-cost maternity care options but also undermines 

women’s ability to select the birth care that best meets 

their needs and preferences. To improve outcomes 

and promote birth freedom, policymakers can reduce 

regulations that limit the growth of midwife-led birth 

centers, helping ensure that women have access to 

safe and evidence-based birth options.
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APPENDIX

ALABAMA
Ala. Code § 22-21-265 (2024).

ALASKA
Alaska Admin. Code tit. 7, § 12.405 (2024).
Alaska Admin. Code tit. 7, § 12.415(b) (2024).
Alaska Admin. Code tit. 7, § 12.610(d) (2024).
Alaska Stat. § 18.07.031 (2024).
Alaska Stat. § 47.32.030(d) (2024).

ARIZONA
Ariz. Rev. Stat. § 36-401(22) (2024).

ARKANSAS
Ark. Code. Ann. § 20-8-106 (2024).
Ark. Code. Ann. § 20-9-401(4)(D) (2024).
Ark. Code. Ann. § 20-9-401(7) (2024).

CALIFORNIA
Cal. Healthy & Safety Code § 1204 (2024).
Cal. Healthy & Safety Code § 1204.2 (2024).
Cal. Healthy & Safety Code § 1204.3.3 (2024).
Cal. Healthy & Safety Code § 1204.3.4(b) (2024).

COLORADO
Colo. Code Regs. § 6 CCR 1011-1, ch. 2 (2024).
Colo. Code Regs. § 6 CCR 1011-1, ch. 4 (2024).
Colo. Code Regs. § 6 CCR 1011-1, ch. 22, r. 4 (2024).
Colo. Code Regs. § 6 CCR 1011-1, ch. 22, r. 12 (2024).
Colo. Code Regs. § 6 CCR 1011-1, ch. 22, pt. 6 (2024).

CONNECTICUT
Conn. Gen. Stat. § 19a-630 (2024).
Conn. Gen. Stat. § 19a-566 (2024).
Conn. Public Act 23-147, § 8(b)(24) (2024).
Conn. Agencies Regs. § 19-13-D72 (2024).
Conn. Agencies Regs. § 19-13-D84 (2024).

DELAWARE
16 Del. Admin. Code § 3365 (2024).
Del. Code Ann. tit. 16, §§ 9302, 9304 (2024).
16 Del. Admin. Code § 4403-6.0 (2024).

DISTRICT OF COLUMBIA
D.C. Code § 3-1206.63 (2024).
D.C. Code § 3-1206.63.2 (2024).
D.C. Code §§ 44-401 et seq. (2024).
D.C. Mun. Regs. tit. 22, § 2606.1 (2024).
D.C. Mun. Regs. tit. 22-B, §§ 4000 et seq. (2024).

FLORIDA
Fla. Admin. Code r. 59A-11.004 (2024).
Fla. Admin. Code r. 59A-11.005 (2024).
Fla. Admin. Code r. 59A-11.013 (2024).

GEORGIA
Ga. Comp. R. & Regs. r. 111-2-2-.25 (2024).
Ga. Comp. R. & Regs. r. 111-8-7-.01 et seq. (2024).

HAWAII
Haw. Rev. Stat. § 323D-43 (2024).
Haw. Rev. Stat. § 323D-54 (2024).
Haw. Admin. R. § 11-93-2 (2024).
Haw. Admin. R. § 11-93-69 (2024).

IDAHO
No citations provided. 

ILLINOIS
210 Ill. Comp. Stat. 170/1 et seq. (2024).
210 Ill. Comp. Stat. 170/17 (2024).
410 Ill. Comp. Stat. 170/20 (2024).
Ill. Admin. Code tit. 77, § 265.2250 (2024).

INDIANA
Ind. Code § 4-21.5-3-5 (2024).
Ind. Admin. Code tit. 410, r. 27-3-2(c) (2024).
Ind. Admin. Code tit. 410, r. 27-4-2 (2024).
Ind. Admin. Code tit. 410, r. 39-3-1 (2024).

IOWA
Iowa Admin Code. R. 481-52.1 et seq. (2024).
Iowa Admin Code. R. 481-59.7(135G) (2024).
Iowa H.F. 887 (2025).

KANSAS
Kan. Stat. Ann. § 65-501 (2024).
Kan. Admin. Regs. § 28-4-1302 (2024).
Kan. Admin. Regs. § 28-4-1306 (2024).
Kan. Admin. Regs. § 28-4-1311 (2024).

KENTUCKY
Ky. Rev. Stat. § 216B.105 (2024).
902 Ky. Admin. Regs. 20:150 (2024).
H.B. 90, 2025 Reg. Sess. (Ky. 2025).

LOUISIANA
La. Rev. Stat. § 40:2180.24 (2024).
La. Rev. Stat. § 40:2180.25 (2024).
La. Admin. Code tit. 48, § 6701 et seq. (2024).
La. Admin. Code tit. 48, pt. I, § 6759 (2024).

MAINE
Me. Rev. Stat. tit. 22, § 329 (2024).
Me. Rev. Stat. tit. 22, § 330 (2024).

MARYLAND
Md. Code Ann., Health-Gen. § 19-120 (2024).
Md. Code Regs. § 10.05.02.02 (2024).
Md. Code Regs. § 10.05.02.04 (2024).
Md. Code Regs. § 10.05.02.05 (2024).
Md. Code Regs. § 10.05.02.06 (2024).
Md. Code Regs. § 10.05.02.10 (2024).

MASSACHUSETTS
Mass. Gen. Laws ch. 111, § 25C (2024).
105 Mass. Code Regs. § 140.102 (2024).
105 Mass. Code Regs. § 140.120 (2024).
105 Mass. Code Regs. § 140.121 (2024).
105 Mass. Code Regs. § 140.902 (2024).
105 Mass. Code Regs. § 142.301 (2024).
105 Mass. Code Regs. § 142.502 (2024).
105 Mass. Code Regs. § 142.507 (2024).

MICHIGAN
Mich. Pub. Act 252 (2024).

MINNESOTA
Minn. Stat. § 144.615 (2024).
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MISSISSIPPI
Miss. Code. R. tit. 15, § 16-1-43-5-1 (2024).
Miss. Code. R. tit. 15, Subpt. 1, r. 43.7 (2024).

MISSOURI
Mo. Code Regs. tit. 19, § 30-30.080 (2024).
Mo. Code Regs. tit. 19, § 30-30.090 (2024).

MONTANA
Mont. Admin. R. §§ 37.106.1401–.1414 (2024).
Mont. Admin. R. § 37.106.1012 (2024).
Mont. Admin. R. § 37.106.1014 (2024).

NEBRASKA
175 Neb. Admin. Code. ch. 7 (2024).
471 Neb. Admin. Code. ch. 42, § 001 (2024).

NEVADA
Nev. Rev. Stat. § 439A.015 (2024).
Nev. Rev. Stat. § 439A.100 (2024).
Nev. Rev. Stat. § 449.0065 (2024).
Nev. Rev. Stat. § 449.198 (2024).
Nev. Admin. Code § 449.6111 et seq. (2024).
Nev. Admin. Code § 449.61135 (2024).

NEW HAMPSHIRE
N.H. Code Admin. R. He-P 810 (2024).

NEW JERSEY
N.J. Stat. Ann. § 26:2H-7c (West 2024).
N.J. Admin. Code § 8:33C-1.2 (2024).
N.J. Admin. Code § 8:43A-28.1 et seq. (2024).
N.J. Admin. Code § 8:43A-28.3 (2024).
N.J. Admin. Code § 8:43A-28.4–.9 (2024).
N.J. Admin. Code § 8:43A-28.11 (2024).

NEW MEXICO
N.M. Admin. Code § 7.10.2.24 (2024).
N.M. Admin. Code § 8.370.17.10 (2024).
N.M. Admin. Code § 8.370.17.13 (2024).
N.M. Admin. Code § 8.370.17.14 (2024).
N.M. Admin. Code § 8.370.17.27 (2024).

NEW YORK
N.Y. Pub. Health Law §§ 2801–2802 (McKinney 2024).
N.Y. Pub. Health Law § 2801 (McKinney 2024).
N.Y. Comp. Codes R. & Regs. tit. 10, § 795.1 et seq. (2024).
N.Y. Comp. Codes R. & Regs. tit. 10, § 795.4 (2024).
N.Y. Comp. Codes R. & Regs. tit. 10, § 795.6 (2024).
S. 1414A, 244th Leg., Reg. Sess. (N.Y. 2021).

NORTH CAROLINA
No citations provided.

NORTH DAKOTA
No citations provided.

OHIO
Ohio Admin. Code § 3701-83-38 (2024).
Ohio Admin. Code § 3701-83-37 (2024).

OKLAHOMA
Okla. Admin. Code § 310:616-3-1 (revoked by S.B. 1739, 2024).
Okla. Stat. Ann. tit. 63, § 1-701 (West 2024).
Okla. Stat. Ann. tit. 63, § 1-851.3 (West 2024).
Okla. Stat. Ann. tit. 63, § 1-851.1 (West 2024).

OREGON
Or. Admin. R. 333-076-0670 (2024).

PENNSYLVANIA
28 Pa. Code ch. 501 (2024).
28 Pa. Code §§ 501.21–.22 (2024).
28 Pa. Code § 501.44 (2024).

RHODE ISLAND
R.I. Gen. Laws § 23-15-2 et seq. (2024).
216 R.I. Code R. 40-10-8 (2024).
216 R.I. Code R. § 40-10-8.5 (2024).

SOUTH CAROLINA
S.C. Code Ann. § 44-7-110 et seq. (2024).
S.C. Code Ann. § 44-89-40 (2024).
S.C. Code Ann. Regs. 61-102 (2024).

SOUTH DAKOTA
S.D. Codified Laws § 34-12-61 (2024).
S.D. Admin. R. 44:69:06:01 (2024).
S.D. Admin. R. 44:69:05:03 (2024).

TENNESSEE
Tenn. Comp. R. & Regs. 0720-25-.01 et seq. (2024).
Tenn. Comp. R. & Regs. 0720-25-.05 (2024).
Tenn. Comp. R. & Regs. 0720-25-.06 (2024).
Tenn. Code Ann. § 68-11-1602 (2024).

TEXAS
Tex. Health & Safety Code § 244.002 (2024).
26 Tex. Admin. Code § 503.40 (2024).
26 Tex. Admin. Code § 503.46 (2024).

UTAH
Utah Code Ann. § 26B-2-206 (2024).
Utah Code Ann. § 26B-2-228 (2024).
Utah Admin. Code R. R432-200-15 (2024).
Utah Admin. Code R. R432-550-10 (2024).

VERMONT
2024 Vt. Acts & Resolves No. 19 (H.72).
S. 18, 2025 Gen. Assemb., Reg. Sess. (Vt. 2025).
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