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	Provision
	Final/Interim Final Rules
	Proposed Rules
	Current Regulatory Text

	PHSA 2711-Annual and Lifetime Limits
No lifetime dollar limits on essential benefits.  
Annual limits on essential benefits are limited to:
· $750,000 for plan years beginning 9/23/2010-9/23/2011
· $1.25 million for plan years beginning 9/23/2011-9/23/2012
· $2 million for plan years beginning 9/23/2012-12/31/2013
No lifetime limits for plan years beginning 1/1/2014.
	B. PHS Act Section 2711, Lifetime and Annual Limits (26 CFR 54.9815-2711T, 29 CFR 2590.715-2711, 45 CFR 147.126) 
[Interim Final]

	


Application to Student Health Plans:
2. Annual Limits

	45 CFR 147.126

	PHSA 2712-Rescissions 
Coverage may be rescinded only for fraud or intentional misrepresentation of material fact as prohibited by the terms of the coverage.  Prior notification must be made to policyholders prior to cancellation.
	C. PHS Act Section 2712, Prohibition on Rescissions (26 CFR 54.9815-2712T, 29 CFR 2590.715-2712, 45 CFR 147.128) 
[Interim Final]

	
	45 CFR 147.128

	PHSA 2713-Coverage of preventive health services 
Plans must provide coverage without cost-sharing for:
· Services recommended by the US Preventive Services Task Force
· Immunizations recommended by the Advisory Committee on Immunization Practices of the CDC
· Preventive care and screenings for infants, children and adolescents supported by the Health Resources and Services Administration
· Preventive care and screenings for women supported by the Health Resources and Services Administration
Current recommendations from the US Preventive Services Task force for breast cancer screenings will not be considered.
	II. Overview of the Regulations: PHS Act Section 2713, Coverage of Preventive Health Services (26 CFR 54.9815-2713T, 29 CFR 2590.715-2713, 45 CFR 147.130)

V. Recommended Preventive Services as of July 14, 2010
A. Recommendations of the United States Preventive Services Task Force (Task Force)
B. Recommendations of the Advisory Committee On Immunization Practices (Advisory Committee) That Have Been Adopted by the Director of the Centers for Disease Control and Prevention
C. Comprehensive Guidelines Supported by the Health Resources and Services Administration (HRSA) for Infants, Children, and Adolescents
[Interim Final]

II. Overview of the Amendment to the Interim Final Regulations
[Amendment to the Interim Final Rule]
	














Application to Student Health Plans:
3. Coverage of Preventive Services

	45 CFR 147.130-Coverage of preventive health services


	PHSA 2714-Extension of adult dependent coverage 
Plans that provide dependent coverage must extend coverage to adult children up to age 26.  Carriers are not required to cover children of adult dependents.  
For plan years beginning before 2014, group health plans will be required to cover adult children only if the adult child is not eligible for employer-sponsored coverage.
	A. PHS Act Section 2714, Continued Eligibility of Children Until Age 26 (26 CFR 54.9815-2714, 29 CFR 2590.715-2714, 45 CFR 147.120)
B. Conforming Changes Under the PHS Act
1. References to the Public Health Service Act
2. Definitions (45 CFR 144.103)
 [Interim Final]
	
	45 CFR 147.120




45 CFR 144.103

	PHSA 2704-Preexisting condition exclusions 
A plan may not impose any preexisting condition exclusions, including denial of coverage.  
	PHS Act Section 2704, Prohibition of Preexisting Condition Exclusions (26 CFR 54.9815-2704T, 29 CFR 2590.715-2704, 45 CFR 147.108)
[Interim Final]

	
	45 CFR 147.108

	PHSA 2715-Uniform explanation of coverage documents and standardized definitions 
The Secretary must develop standards for a summary of benefits and coverage explanation to be provided to all potential policyholders and enrollees.  
	A. Summary of Benefits and Coverage
1. In General
2. Providing the SBC
a. Provision of the SBC by an Issuer to a Plan

b. Provision of the SBC by a Plan or Issuer to Participants and Beneficiaries
c. Provision of the SBC Upon Request in Group Health Coverage
d. Special Rules to Prevent Unnecessary Duplication With Respect to Group Health Coverage
e. Provision of the SBC by an Issuer Offering Individual Market Coverage
3. Content
4. Appearance
5. Form
a. Group Health Plan Coverage
b. Individual Health Insurance Coverage
6. Language
B. Notice of Modification
C. Uniform Glossary
D. Preemption
E. Failure To Provide
1. Department of HHS
2. Departments of Labor and the Treasury
a. Department of Labor
b. Department of the Treasury
F. Applicability
	A. Summary of Benefits and Coverage
1. In General
2. Providing the SBC
a. Provision of the SBC Automatically by an Issuer to a Plan
b. Provision of the SBC Automatically by a Plan or Issuer to Participants and Beneficiaries
c. Provision of the SBC Upon Request

d. Special Rules To Prevent Unnecessary Duplication With Respect to Group Health Coverage
e. Provision of the SBC by an Issuer Offering Individual Market Coverage
3. Content
4. Appearance
5. Form and Manner
a. Group Health Plan Coverage
b. Individual Health Insurance Coverage
6. Language
B. Notice of Modifications
C. Uniform Glossary
D. Preemption
E. Failure To Provide
1. Department of HHS
2. Departments of Labor and the Treasury
a. Department of Labor
b. Department of the Treasury
F. Applicability

Templates, Instructions, and Related Materials:
 Appendices 
 

	45 CFR 147.200

	PHSA 2715A -Provision of additional information
All plans must submit to the Secretary, the Exchange, and State insurance commissioner and make available to the public the following information in plain language:
· Claims payment policies and practices
· Periodic financial disclosures
· Data on enrollment
· Data on disenrollment
· Data on the number of claims that are denied
· Data on rating practices
· Information on cost-sharing and payments with respect to out-of-network coverage
Other information as determined appropriate by the Secretary
	
	
	

	PHSA 2716-Prohibition on discrimination based on salary Extends current law provisions prohibiting discrimination in favor of highly compensated employees in self-insured group plans to fully-insured group plans.  
The Secretary of HHS will develop rules.

	
	
	

	
	
	
	

	PHSA 2717-Ensuring quality of care
Plans must submit annual reports to the Secretary of HHS on whether the benefits under the plan:
· Improve health outcomes through activities such as quality reporting, case management, care coordination, chronic disease management
· Implement activities to prevent hospital readmission
· Implement activities to improve patient safety and reduce medical errors
· Implement wellness and health promotion activities
	
	
	

	PHSA 2718-Medical Loss Ratio Carriers must meet a minimum medical loss ratio calculated by market segment within a state of at least:
· 80% in the individual and small group markets and 
· 85% in the large group market.  
HHS may grant adjustments to the required MLR in the individual market in a state.
	









B. “Expatriate” Policies (45 CFR 158.110(b)(2), 158.120(d)(4), and 158.221(b)(4)) 
A. “Mini-med” Policies (45 CFR 158.110(b)(2), 158.120(d)(3), and 158.221(b)(3)) 


C. Fraud Reduction Expenses (45 CFR 158.140(b)(2)(iv) and 158.150(c)(8)) 
 D. ICD-10 Conversion Expenses (45 CFR 158.150(b)(2)(i)(A)(6) and (c)(5)) 

 E. Community Benefit Expenditures (45 CFR 158.160(b)(2)(vi) and 158.162(b)(1)(vii), (c)(1)) 







F. Rebates to Enrollees in Group Markets (45 CFR 158.241(b), 158.242(b), 158.243(a)(1), 158.250, and 158.260(c))




















Application to Non-Federal Governmental Plans:
Rebates to Enrollees in Non-Federal Governmental Plans in Group Markets (45 CFR 158.242(b))
	A. Introduction and Overview
B. Scope, Applicability and Definitions
1. Scope and Applicability (§§ 158.101 Through 158.102)
2. Definitions (§ 158.103)
C. Subpart A—Disclosure and Reporting
1. Reporting Requirements (§ 158.110)
2. Aggregate Reporting (§ 158.120)
a. Attribution to State-of-Issue
b. Attribution to Health Insurance Markets Within States
c. Associations or Trusts
d. Expatriate Plans

e. “Mini-med” Plans

3. Newer Experience (§ 158.121)
4. Premium Revenue (§ 158.130)
5. Reimbursement for Clinical Services Provided to Enrollees (§ 158.140)
6. Activities That Improve Health Care Quality (§§ 158.150 Through 158.151)
7. Other Non-Claims Costs (§ 158.160)
8. Federal and State Taxes and Licensing and Regulatory Fees (§§ 158.161-158.162)
9. Allocation of Expenses (§ 158.170)
D. Subpart B—Calculating and Providing the Rebate
1. Applicable MLR Standard and States With Higher MLR Standards (§§ 158.210-158.211)
2. Calculating an Issuer's MLR (§§ 158.220 Through 158.221)
3. Credibility Adjustment (§§ 158.230-158.232)
4. Rebating Premium if MLR Standard Not Met (§ 158.240)
5. Form of Rebate (§ 158.241)
6. Recipients of Rebates (§ 158.242)
8. Unclaimed Rebates (§ 158.244)
9. Notice of Rebates to Enrollees (§ 158.250)
10. Reporting Rebates to the Secretary (§ 158.260)
11. Effect of Rebate Payments on Solvency (§ 158.270)
E. Subpart C—Potential Adjustment to the Medical Loss Ratio for a State's Individual Market
1. Introduction
2. Subpart C's Approach and Framework
3. Who May Request Adjustment to the MLR and Duration of Request (§§ 158.310-158.311)
4. Required Information (§§ 158.320-158.323)
5. Assessment Criteria (§ 158.330)
6. Process (§§ 158.340 Through 158.350)
7. Public Comments
F. Subparts D-F—HHS Enforcement, Additional Requirements on Issuers, and Federal Civil Penalties
[Interim Final]

II. Summary of Errors


Application to Student Health Plans:
6. Medical Loss Ratio (MLR)
	45 CFR Part 158

	PHSA 2719-Appeals process 
Internal claims appeal process:
· Group plans must incorporate the Department of Labor's claims and appeals procedures and update them to reflect standards established by the Secretary of Labor.
· Individual plans must incorporate applicable law requirements and update them to reflect standards established by the Secretary of HHS.

External review:
All plans must comply with applicable state external review processes that, at a minimum, include consumer protections in the NAIC Uniform External Review Model Act (Model 76) or with minimum standards established by the Secretary of HHS that is similar to the NAIC model.
	A. Internal Claims and Appeals
1. Expedited Notification of Benefit Determinations Involving Urgent Care (Paragraph (b)(2)(ii)(B) of the July 2010 Regulations)
2. Additional Notice Requirements for Internal Claims and Appeals (Paragraph (b)(2)(ii)(E) of the July 2010 Regulations)
3. Deemed Exhaustion of Internal Claims and Appeals Processes (Paragraph (b)(2)(ii)(F) of the July 2010 Regulations)
4. Form and Manner of Notice (Paragraph (e) of the July 2010 Regulations)
B. External Review
1. Duration of Transition Period for State External Review Processes
2. Scope of the Federal External Review Process
3. Clarification Regarding Requirement That External Review Decision Be Binding
C. Separate, Contemporaneous Technical Guidance
[Amendment to the Interim Final Rule]


	a. Scope and Definitions
b. Internal Claims and Appeals Process
1. Group Health Plans and Health Insurance Issuers Offering Group Health Insurance Coverage
2. Health Insurance Issuers Offering Individual Health Insurance Coverage
c. State Standards for External Review
d. Federal External Review Process
e. Culturally and Linguistically Appropriate
f. Secretarial Authority
g. Applicability Date
[Interim Final]

	45 CFR 147.136-Internal claims and appeals and external review processes.


	PHSA 2719A-Patient Protections 
· Enrollees must be allowed the choice of any participating primary care provider who is available to accept them, including pediatricians.
· A plan may not require prior authorization for emergency services, regardless of whether the provider is a participating provider.  
· Emergency services provided by nonparticipating providers must be provided with cost-sharing that is no greater than that which would apply for a participating provider and without regard to any other restriction other than: 
· an exclusion or coordination of benefits, 
· an affiliation or waiting period, and 
· cost-sharing.
· A plan may not require authorization or referral for a female patient to receive OB/GYN care from a participating provider and must treat their authorizations as the authorization of a primary care provider.  
	D. PHS Act Section 2719A, Patient Protections (26 CFR 54.9815-2719AT, 29 CFR 2590.715-2719A, 45 CFR 147.138)
1. Choice of Health Care Professional
2. Emergency Services
[Interim Final]

	





Application to Student Health Plans:
4. Choice of Health Care Professional

	45 CFR 147.138

	PHSA 2793-Consumer Assistance Program Grants
$30 million in grants were awarded to states in August, 2012 to establish and operate offices of health insurance consumer assistance or health insurance ombudsman programs to:
· Assist with the filing of complaints  and appeals
· Collect, track, and quantify problems and inquiries
· Educate consumers on their rights and responsibilities
· Assist consumers with enrollment in plans
· Resolve problems with obtaining subsidies
As a condition of receiving a grant, a state must collect and report data on the types of problems and inquiries encountered by consumers where enforcement action is necessary.
Additional rounds of grant funding will be dependent upon the availability of funding.
	
	
	

	PHSA 2794-Rate Review and Disclosure 
All rate increases must be filed with HHS.  Those in excess of 10% will be reviewed.  If a state has been determined to be an “effective rate review state,” it will conduct the review.  Otherwise, HHS will review the increase to determine whether it is justified.  Rate review justifications and determinations will be posted online.
	A. Subpart A—General Provisions
1. Basis and Scope (§ 154.101)
2. Definitions (§ 154.102)
3. Applicability (§ 154.103)
B. Subpart B—Disclosure and Review Provisions
1. Rate Increases Subject to Review (§ 154.200)
2. Unreasonable Rate Increase (§ 154.205)
3. Review of Rate Increases Subject to Review by CMS or by a State (§ 154.210)
4. Submission of Disclosure to CMS for Rate Increases Subject to Review (§ 154.215)
5. Timing of Preliminary Justification (§ 154.220)
6. Determination by CMS or a State of an Unreasonable Rate Increase (§ 154.225)
7. Submission and Posting of Final Justifications for Unreasonable Rate Increases (§ 154.230)
C. Subpart C—Effective Rate Review Programs
CMS's Determination of Effective Rate Review Programs (§ 154.301)
III. Provisions of the Final Rule








Definition of Individual and Small Group Market:
III. Provisions of This Final Rule
	A. Introduction and Overview
B. Definitions (§ 154.102)
1. Individual Market and Small Group Market
2. Unreasonable Rate Increase
C. Applicability (§ 154.103)
D. Rate Increases Subject To Review (§ 154.200)
1. Applicable Threshold for Rate Increases Subject To Review
2. Determining Whether a Rate Increase Meets or Exceeds the Threshold
E. Review of Rate Increases Subject To Review by a State or by HHS (§ 154.210)
F. Effective Rate Review Program (§ 154.301)
1. General Criteria for an Effective Rate Review Program
2. HHS's Determination Whether a State Has an Effective Rate Review Program
G. Unreasonable Rate Increases (§ 154.205)
1. Excessive Rate Increase
2. Unjustified Rate Increase
3. Unfairly Discriminatory Rate Increase
H. Issuer Disclosure Required Under Part 154
1. Preliminary Justification
2. Submission of Final Justification or Final Notification
3. Posting of Information on the HHS Web site
4. Posting of Information on the Health Insurance Issuer's Web site
5. Timing of Submission of Preliminary Justification, Final Justification, Final Notice, and Issuer Posting

	45 CFR Part 154

	ACA 1003-Rate Review Grants Congress appropriated $250 million to fund grants to states over a 5-year period to assist rate review activities, including reviewing rates, providing information and recommendations to the Secretary.  On December 21, HHS released a Funding Opportunity Announcement for Phases III and IV of Cycle II of this grant program.  
· Applications for these phases of the program are due February 1, 2013 and August 15, 2013, respectively.  
· States that have already received Cycle II grants are not eligible to apply for Phases III and IV unless they have already drawn down 60% of their awarded funds.  
· Funds must be used to develop or enhance existing rate review capacity, such as hiring actuaries or investing in IT systems. 
· Funds may be used to perform form review functions that are associated with the rate review process.  
· Awards will be $1-$5 million per state.
	
	
	

	ACA 1101-Temporary high risk pool program 
The Secretary shall establish a temporary high risk health insurance pool program to provide coverage to individuals with preexisting conditions who have been without coverage for at least 6 months.  The program may be carried out directly or through contracts with states or nonprofit entities.  States must agree not to reduce the annual amount expended for current high risk pools before enactment. Provides $5 billion to fund pools through 2013
Pools funded through these grants must:
· Have no preexisting condition exclusions
· Cover at least 65% of total allowed costs
· Have an out-of-pocket limit no greater than the limit for high deductible health plans
· Utilize adjusted community rating with maximum variation for age of 4:1
· Have premiums established at a standard rate for a standard population
The Secretary shall establish criteria to prevent insurers and employers from encouraging enrollees to drop prior coverage based upon health status.
	A. General Provisions (Subpart A, § 152.1 Through § 152.2)
B. PCIP Program Administration (Subpart B, § 152.6 and § 152.7)
B. Eligibility and Enrollment (Subpart C, § 152.14 Through § 152.15)
Eligibility for the PCIP Program (§ 152.14)
Eligibility Conditioned on Citizenship and Immigration Status
Eligibility Based on a 6-Month Period Without Insurance Coverage
Eligibility Based on Having a Pre-Existing Condition
Eligibility for a PCIP Conditioned on Residing in the Plan's Service Area
Enrollment and Disenrollment Process (§ 152.15)
Benefits—(Subpart D, Sections 152.19 Through 152.22)
Covered Benefits (§ 152.19)
Required Benefits (§ 152.19(a))
Excluded Services (§ 152.19(b))
Pre-Existing Conditions Exclusions (§ 152.20)
Premiums and Cost-Sharing (§ 152.21)
Standard Rate
Premium Variation
Limits on Enrollee Costs
Access to Services (§ 152.22)
E. Oversight (Subpart E, Sections 152.26 Through 152.28)
Appeals Procedures (§ 152.26)
Fraud, Waste, and Abuse (§ 152.27)
Preventing Insurer Dumping (§ 152.28)
F. Funding (Subpart F, Sections 152.32 Through 152.35)
Use of Funds (§ 152.32)
Initial Allocation of Funds (§ 152.33)
Reallocation of Funds (§ 152.34)
Insufficient Funds (§ 152.35)
G. Relationship to Existing Laws and Programs (Subpart G, § 152.39 Through § 152.40)
Relationship to Other Federal Health Insurance Regulation
Maintenance of Effort (§ 152.39)
Relation to State Laws (§ 152.40)
H. Transition to Exchanges (Subpart H, § 152.44 Through § 152.45)
End of PCIP Coverage (§ 152.44)
Transition to the Exchanges (§ 145.45)
[Interim Final]

	
	45 CFR Part 152

	ACA 1102-Temporary reinsurance program for early retirees. 
The Secretary of HHS shall establish a temporary reinsurance program to reimburse employment-based plans for costs incurred by early retirees.  The program has expended the funds appropriated by Congress and is no longer accepting claims.
	A. General Provisions (Subpart A)
1. Purpose and Basis (§ 149.1)
2. Definitions (§ 149.2)
B. Requirements for Eligible Employment-Based Plans (Subpart B)
1. General Requirement (§ 149.30)
2. Requirements to Participate (§ 149.35)
3. Application (§ 149.40)
4. Consequences of Non-Compliance, Fraud or Similar Fault (§ 149.41)
5. Funding Limitation (§ 149.45)
C. Reinsurance Amounts (Subpart C)
1. Amount of Reimbursement (§ 149.100)
2. Transition (§ 149.105)
3. Negotiated Price Concessions (§ 149.110) and Cost Threshold and Cost Limit (§ 149.115)
D. Use of Reimbursements (Subpart D)
Use of Reimbursements (§ 149.200)
E. Reimbursement Methods (Subpart E)
1. General Reimbursement Rules (§ 149.300), Timing (§ 149.310), Reimbursement Conditioned Upon Available Funds (§ 149.315), Universe of Claims That Must Be Submitted (§ 149.320), Requirements for Eligibility of Claims (§ 149.325), and Content of Claims (§ 149.330)
2. Documentation of the Actual Cost of Medical Claims Involved (§ 149.335), Rule for Insured Plans (§ 149.340), and Use of Information Provided (§ 149.345)
3. Maintenance of Records (§ 149.350)
F. Appeals (Subpart F)
1. Appeals (§ 149.500)
2. Content of Request for Appeal (§ 149.510)
3. Review of Appeals (§ 149.520)
G. Disclosure of Data Inaccuracies (Subpart G)
1. Sponsor's Duty To Report Data Inaccuracies (§ 149.600)
2. Secretary's Authority To Reopen and Revise Reimbursement Determination Amounts (§ 149.610)
H. Change of Ownership Requirements (Subpart H)
1. Change of Ownership Requirements (§ 149.700)
[Interim Final]
	
	45 CFR Part 149

	ACA 1103-Web portal to identify affordable coverage options
The Secretary shall establish a mechanism, including a website through which individuals and small businesses may identify affordable health insurance coverage.  It will allow them to receive information on:
· Health insurance coverage
· Medicaid
· CHIP
· Medicare
· A high risk pool
Small group coverage, including reinsurance for early retirees, tax credits, and other information
	A. Definitions
B. Individual and Small Group Market Data Collection and Dissemination
1. Data Submission Mandate
a. July 1, 2010
b. October 1, 2010
c. Future Updates
d. Data Validation
2. Voluntary Data Submission by States
3. Data Dissemination
a. July 1, 2010
b. October 1, 2010
c. Future Updates
C. Information to be Collected and Disseminated on High Risk Pool Coverage
1. Data Submission Request
a. July 1, 2010
b. Future Updates
2. Data Dissemination
a. July 1, 2010
b. Future Updates
D. Information to be Disseminated on Medicaid and CHIP
[Interim Final]
	
	45 CFR Part 159

	PHSA 1104-Administrative simplification requirements 
Requires the Secretary to develop operating rules for the electronic exchange of health information, transaction standards for electronic funds transfers and requirements for financial and administrative transactions.
	


	


	

	
	1104(b)(2)-Operating Rules for Eligibility and Claims Status
A. Definition of Operating Rules
B. National Committee on Vital and Health Statistics and the Affordable Care Act
C. Operating Rules Authoring Entities
D. Adoption of Operating Rules
1. Adoption of the CAQH CORE Phase I and Phase II Operating Rules for the Non-Retail Pharmacy Eligibility for a Health Plan and Health Care Claim Status Transactions (Updated for Version 5010)
a. Acknowledgements Operating Rules
b. CAQH CORE Operating Rules Certification
c. Use of the CAQH CORE Companion Guide Template
d. Updates to Standards and Operating Rules
e. Additional Information
f. Conclusion
2. NCPDP Telecommunication Standard Implementation Guide Version D.0 Operating Rules for Retail Pharmacy Transactions
[Interim Final]
	
	1104(b)(2)-Operating Rules for Eligibility and Claims Status

45 CFR 162.103-Definitions
45 CFR 162.915-Trading Partner Agreements
45 CFR 162.920-Availability of implementation specifications and operating rules
45 CFR 162.1203-Operating rules for eligibility for a health plan transaction
45 CFR 162.1403-Operating rules for health care claim status transaction

	
	1104(b)(2)-Standards for Electronic Funds Transfers and Remittance Advice Transactions
A. The Health Care Electronic Funds Transfers (EFT) and Remittance Advice Transaction
B. Definition of Stage 1 Payment Initiation
C. Adoption of Standard for Stage 1 Payment Initiation: The NACHA Corporate Credit or Deposit Entry With Addenda Record (CCD+Addenda)
D. Adoption of Standard for the Data Content of the Addenda Record of the CCD+Addenda: The ASC X12 835 TRN Segment
E. X12 835 TR3 Remains the Standard for All Transmissions of ERA
F. Other Factors in the Reassociation of the EFT With the ERA
G. Additional Considerations
1. The NACHA Standard
2. The Secretary's Authority To Adopt a Non-ANSI Accredited Standard
3. Clarification Regarding Application of Standards to EFT Stages 2 and 3
4. The Corporate Trade Exchange Entry (CTX)
5. EFT Conducted Outside the ACH Network
6. International Payments
[Interim Final]
	1104(b)(2)-Standards for Electronic Funds Transfers and Remittance Advice Transactions

	1104(b)(2)-Standards for Electronic Funds Transfers and Remittance Advice Transactions
45 CFR 160.103-Definitions
45 CFR 162.103-Definitions
45 CFR 162.920-Availability of implementation specifications and operating rules
45 CFR 162.1601-1602-
Health Care Electronic Funds Transfers (EFT) and Remittance Advice


	
	1104(b)(2)-Operating Rules for Electronic Funds Transfers and Remittance Advice Transactions
A. Adoption of Phase III CORE EFT & ERA Operating Rule Set (§ 162.1603)
B. Summary of Reasons for Adopting the EFT & ERA Operating Rule Set
C. Operating Rules on Acknowledgements
D. Applicability (§ 162.100)
E. Technical Changes (§ 162.1601)
F. Effective and Compliance Dates
[Interim Final]
	1104(b)(2)-Operating Rules for Electronic Funds Transfers and Remittance Advice Transactions
	1104(b)(2)-Operating Rules for Electronic Funds Transfers and Remittance Advice Transactions
45 CFR 162.1601-1603

	
	1104(c)(1)-Unique Health Plan Identifier
A. The Health Plan Identifier
1. Definition of “Controlling Health Plan” and “Subhealth Plan”
a. Controlling Health Plan (CHP)
b. Subhealth Plan (SHP)
2. Use of the HPID
3. Health Plan Identifier Requirements

a. Requirements and Options for Obtaining an HPID
b. Options for Enumeration of Health Plans
c. Changes to a Health Plan's HPID in the Enumeration System









4. HPID Standard Format
a. Introduction
b. The International Organization for Standardization (ISO) Standard
B. Adoption of the Other Entity Identifier (OEID)

C. Assignment of the HPID and OEID—The Enumeration System

D. Other Considerations
1. Pharmacy Transactions
2. Definition of Covered Health Care Provider
E. Effective Date and Compliance Requirements for the HPID
	1104(c)(1)-Unique Health Plan Identifier
A. The Health Plan Identifier
1. Definition of “Controlling Health Plan” and “Subhealth Plan”
a. Controlling Health Plan (CHP)
b. Subhealth Plan (SHP)
2. Proposed Use of the HPID
3. Proposed Health Plan Identifier Requirements for Health Plans
a. Requirements and Options for Obtaining and Using a Health Plan Identifier
(1) Illustration A. Enumeration Option 1: CHP and Each SHP Obtain HPIDs
(2) Illustration A. Enumeration Option 2: CHP Obtains HPID. SHPs Do Not Obtain HPIDs
(3) Illustration A. Enumeration Option 3: CHP obtains HPID. Some, But Not All SHPs Obtain HPIDs
(4) Illustration B. Enumeration Option 1: CHP and Each SHP Obtain HPIDs
b. Examples of Use of HPID in Standard Transactions
4. HPID Standard Format
a. Introduction
b. The International Organization for Standardization (ISO) Standard
B. Adoption of the Other Entity Identifier (OEID)
1. The Other Entity Identifier (OEID)
C. Assignment of the HPID and OEID
1. The Enumeration System
D. Other Considerations
1. Pharmacy Transactions
2. Definition of Covered Health Care Provider
E. Effective and Compliance Dates for the HPID
	1104(c)(1)-Unique Health Plan Identifier
45 CFR 162.504-514

	PHSA 2704-Preexisting condition exclusions 
A plan may not impose any preexisting condition exclusions.  
	
	
	

	PHSA 2701-Fair health insurance premiums 
Premiums may only vary by:
· Age (3:1 maximum for adults)
· Tobacco (1.5:1 maximum)
· Geographic rating area 
· Proposed rule allows up to 7 areas per state, defined by county, 3-digit ZIP code, or MSA/nonMSA
· Whether coverage is for an individual or a family
· Proposed rule requires family premiums to be built up from individual family member premiums, including only 3 children under age 21
Each state shall establish one or more rating areas for the purposes of geographic rating.  

The Secretary shall review them and determine their adequacy.  If they are not adequate, or if a state fails to establish them, the Secretary may establish rating areas for the state.
	
	
	

	PHSA 2702-Guaranteed availability of coverage 
Insures must accept every employer and every individual that applies for coverage except that: an insurer may restrict enrollment based upon open or special enrollment periods.
	
	

Application to Student Health Plans:
1. Guaranteed Availability and Guaranteed Renewability
	

	PHSA 2703-Guaranteed renewability of coverage 
Insurers must renew or coverage or continue it in force at the option of the plan sponsor or the individual.
	
	
	

	PHSA 2705-Prohibiting discrimination against individual participants and beneficiaries based on health status
Health promotion and disease prevention programs that base a reward upon a health status-related factor must limit such rewards to 30% of the cost of coverage.  The HHS, Labor and Treasury may increase the cap on rewards up to 50% if deemed appropriate.  

Wellness programs must be reasonably designed to promote health or prevent disease and must give eligible individuals the opportunity to qualify for the reward at least once per year, and rewards must be made available to all similarly situated individuals.  Existing wellness programs established before March 23, 2010 may continue to be carried out.

Creates a Wellness Program Demonstration Program in 10 states to allow states to design wellness programs for individual market enrollees
	
	
	

	PHSA 2706-Non-discrimination in health care   
Plans may not discriminate against any provider operating within their scope of practice.   Does not require that a plan contract with any willing provider or prevent tiered networks.

Plans may not discriminate against individuals or employers based upon:
· Whether they receive subsidies
· Whether they provide information to state or federal investigators or cooperate in the investigation of a violation of the Fair Labor Standards Act
	
	
	

	PHSA 2707-Comprehensive health insurance coverage 
All plans must include the essential benefits package required of plans sold in the Exchanges and must comply with actuarial value requirements and  limitations on annual cost-sharing for plans sold in the Exchanges. (See §§ 1302(a) and (c).)

If a carrier offers coverage in one of the tiers of coverage specified for the Exchanges, they must also offer that coverage as a child-only plan.
	
	
	

	PHSA 2708-Prohibition on Excessive Waiting Periods 
Group health plans and group health insurance may not impose waiting periods that exceed 90 days.
	
	
	

	PHSA 2709-Coverage for individuals participating in approved clinical trials 
A plan may not:
· deny an individual participation in an approved clinical trial for cancer or a life-threatening disease or condition, 
· or limit the coverage of routine patient costs for items and services provided in connection with the trial, or
· discriminate against participants in a clinical trial.  
	
	
	

	ACA 1251-Grandfathering 
Only the following provisions apply to grandfathered plans, which were in place on 3/23/2010:
· PHSA §2704-No preexisting conditions (group health plans only)
· PHSA §2708-Excessive waiting periods
· PHSA §2711-Lifetime limits (prohibition on annual limits applies to group health plans in 2014)
· PHSA §2712-Rescissions
· PHSA §2714-Extension of dependent coverage
· PHSA §2715-Summary of benefits & coverage/standardized definitions
· PHSA §2718-Medical loss ratios

Additional family members may enroll in grandfathered coverage, and new employees may enroll in grandfathered group coverage.  

The following actions will cause a plan to lose its grandfathered status
· Elimination of benefits to diagnose or treat a particular condition;
· Any increase in percentage cost-sharing requirements (such as coinsurance);
· An increase in fixed-amount cost sharing other than a copayment (such as a deductible) of more than medical inflation plus 15%;
· An increase in a copayment of more than medical inflation plus 15% or $5 increased by medical inflation, whichever is greater;
· A decrease in the proportion of premiums paid by the employer of more than 5%;
· Addition of an annual limit on benefits if the plan had neither an annual or lifetime limit in place on March 23, 2010;
· Addition of an annual limit that is lower than the lifetime limit the plan had in place on March 23, 2010; or
· Decrease to an annual limit that was in place on March 23, 2010.

A fully-insured group health plan may retain grandfathered status if it replaces existing coverage with a new policy, so long as the terms of the new policy do not violate any of the above tests.
	A. Introduction
B. Definition of Grandfathered Health Plan Coverage in Paragraph (a) of 26 CFR 54.9815-1251T, 29 CFR 2590.715-1251, and 45 CFR 147.140 of These Interim Final Regulations
C. Adding New Employees in Paragraph (b) of 26 CFR 54.9815-1251T, 29 CFR 2590.715-1251, and 45 CFR 147.140 of These Interim Final Regulations
D. Applicability of Part A of Title XXVII of the PHS Act to Grandfathered Health Plans Paragraphs (c), (d), and (e) of 26 CFR 54.9815-1251T, 29 CFR 2590.715-1251, and 45 CFR 147.140 of These Interim Final Regulations
E. Health Insurance Coverage Maintained Pursuant to a Collective Bargaining Agreement of Paragraph (f) of 26 CFR 54.9815-1251T, 29 CFR 2590.715-1251, and 45 CFR 147.140 of These Interim Final Regulations
F. Maintenance of Grandfather Status of Paragraph (g) of 26 CFR 54.9815-1251T, 29 CFR 2590.715-1251, and 45 CFR 147.140 of These Interim Final Regulations)
[Interim Final]

II. Overview of Amendment to the Interim Final Regulations
[Interim Final]

	
	45 CFR 147.140-Preservation of right to maintain existing coverage.


	ACA 1252-Rating reforms must apply uniformly to all health insurance issuers and group health plans 
Any standard or requirement adopted by a State pursuant to, or related to, Title I must be applied uniformly to all health plans in each market to which the standards or requirements apply.   
	
	
	

	ACA 1255-Effective Dates 
All provisions of this subtitle become effective for plan years beginning January 1, 2014, except that the grandfathering of existing plans becomes effective on the date of enactment, and the prohibition on preexisting condition exclusions becomes effective with respect to enrollees under age 19 for plan years beginning 6 months after enactment.
	
	
	

	ACA 1301-Qualified Health Plans Defined 
A “qualified health plan” is a health plan that
· Is certified by each Exchange through which it is offered
· Provides the essential benefits package
· Is offered by an issuer that is 
· Licensed and in good standing in each state in which it is offered
· Agrees to offer at least one silver plan and one gold plan
· Agrees to charge the same premium whether the plan is sold through the Exchange or outside the Exchange
· Complies with other requirements of the Secretary and the Exchange
A reference to a qualified health plan is also a reference to a CO-OP and a Multi-State Plan.
	
	
	

	ACA 1302-Essential Health Benefits Requirements 
The essential health benefits package is based upon a benchmark EHB plan in each state, which must cover the following general categories of services:
· Ambulatory patient services
· Emergency services
· Hospitalization
· Maternity and newborn care
· Mental health and substance abuse disorder services, including behavioral health treatment
· Prescription drugs
· Rehabilitative and habilitative services and devices
· Laboratory services
· Preventive and wellness services and chronic disease management
· Pediatric services, including oral and vision care
Plans may make actuarially equivalent substitutions of benefits within a category (except for prescription drugs), though a state may choose to restrict these substitutions.

The cost-sharing under a health plan may not exceed the cost-sharing for high-deductible health plans in 2014 (currently $5,950 individual/$11,900 family).  In following years, the limitation on cost-sharing is indexed to the rate or average premium growth.

Deductibles for plans in the small group market are limited to $2,000 individual/$4,000 family, indexed to average premium growth.  This amount may be increased by the maximum amount of reimbursement available to an employee under a flexible spending arrangement.

The levels of coverage are defined as follows:
· Bronze level-60% AV +/-2%
· Silver level-70% AV +/-2%
· Gold level-80% AV +/-2%
· Platinum level-90% AV +/-2%

Individuals under 30 years of age or those exempt from the individual mandate because no affordable plan is available to them or because of a hardship may purchase a catastrophic plan providing the essential benefits package with a deductible equal to the total limitation on cost-sharing above and first-dollar coverage of at least three primary care visits.

Plans offered through the Exchange must also be available as a plan available only to individuals under the age of 21.  
	
	
	

	ACA 1303-Special Rules 
State opt-out of abortion coverage:
A state may prohibit qualified health plans offered through the exchange from covering abortions.

Special rules relating to coverage of abortion services:
This title shall not be construed to require a plan to cover abortion services as part of the essential benefits package.  If a plan covers elective abortion services, it may not use any funds attributable to subsidies provided through the Exchange to pay for them and must collect a separate payment from enrollees for the actuarial value of those services.  State insurance commissioners shall insure that health plans comply with the requirement that plans segregate funds for abortion services.
	
	
	

	ACA 1304-Related Definitions 
Small group market is defined to include employers with 1-100 employees.  Until January 1, 2016, states may elect to define it as employers with 1-50 employees.
	
	
	

	ACA 1311-Affordable choices of health benefits plans 
Grants will be made available to states for activities related to establishing an Exchange.  Grants may be renewed if the State is making progress in establishing an Exchange and the market reforms. Exchanges must be self-sustaining beginning in 2015, and may generate revenue through assessments, user fees or other means.  The Secretary is also directed to provide technical assistance to states on facilitating participation of small employers in SHOP exchanges.
A Federally Facilitated Exchange will be funded with an assessment on QHPs that is capped at $3.50 per member per month.  The assessment could be lower depending upon the levels at which State-Based Exchanges set assessments.

Each state shall establish, as a governmental agency or nonprofit entity, an American Health Benefit Exchange that facilitates the purchase of qualified health plans and provides for the establishment of a Small Business Health Options Program (referred to as a “SHOP Exchange”) to assist qualified employers in facilitating the enrollment of employees in small group qualified health benefits plans states.  States may choose to establish a single Exchange that performs both functions.  States may jointly form regional Exchanges or may form multiple subsidiary exchanges if each one serves a distinct geographic area.  Exchanges may contract with entities with demonstrated experience in the individual and small group markets and in benefits coverage if the entity is not an insurer or controlled by an insurer, or with the state Medicaid agency.

Exchanges must consult with relevant stakeholders, including consumers, those with experience facilitating coverage in qualified health plans, representatives of small businesses, state Medicaid offices, and advocates for enrolling hard-to reach populations.

Exchange must publish online an accounting of its administrative costs, including of funds lost to waste, fraud, and abuse.

Exchanges may not sell plans that are not qualified health benefits plans, except for stand-alone dental plans if they offer pediatric dental benefits meeting the requirements of the act.  

Exchanges must provide for an initial open enrollment period, annual open enrollment periods after the initial period, and special enrollment periods under circumstances similar to those for Medicare PDPs, and special enrollment period for Native Americans.

Exchanges may sell qualified health plans that provide only the essential benefits package, except that states may require additional benefits if it defrays enrollees for the additional cost of these benefits.

An exchange must, at a minimum:
· Certify qualified health benefits plans consistent with guidelines developed by the Secretary of HHS if making them available through the Exchange is in the interests of individuals and employers in the state.  
· An Exchange may not exclude a health plan:
· Because it is a fee-for-service plan, 
· Through the imposition of premium price controls
· On the basis that the plan provides necessary treatments in circumstances that the Exchange deems inappropriate or too costly
· treatments in circumstances that the Exchange deems inappropriate or too costly
· In order to be certified, plans must:
· Meet marketing requirements 
· Meet network adequacy requirements under PHSA §2702(c)
· Include in networks essential community providers that serve low-income, underserved communities
· Be accredited by an entity recognized by the Secretary for accreditation of health plans
· Implement market-based strategies for quality improvement
· Utilize a uniform enrollment form that takes into account criteria that the NAIC develops and submits to the Secretary
· Utilize the standard format established for presenting health benefits plan options; and
· Provide information to the Exchange and enrollees on quality measures for health plan performance
· Submit justifications of any premium increase prior to implementation and post it on its website.  Such justifications shall be taken into account when certifying plans.
· Submit to the Exchange, the Secretary of HHS, and the state Insurance Commissioner and publicly disclose the following information:
· Claims payment policies and practices
· Periodic financial disclosures
· Data on enrollment
· Data on disenrollment
· Data on the number of claims that are denied
· Data on rating practices
· Information of cost-sharing and payments with respect to any out-of-network coverage
· Information on enrollee rights
· Other information specified by the Secretary
· Allow individuals to learn the cost-sharing under their plan for furnishing a specific item or service by a participating provider upon request through a website.
· Contract with hospitals with more than 50 beds only if they utilize a patient safety evaluation system and provide education and counseling upon discharge, comprehensive discharge planning, and post-discharge reinforcement by a health care professional
· Contract with a health care provider only if they implement quality improvement mechanisms required by the Secretary of HHS
· Operate a toll-free consumer assistance hotline
· Maintain a website to provide standardized comparative information on qualified health benefits plans
· Assign a rating based upon relative quality and price to each qualified health benefits plan.
· Use a standardized format for presenting coverage options under the Exchange, including use of the uniform outline of coverage
· Inform individuals of eligibility requirements for the state's Medicaid program, CHIP program and any applicable state or local public program and screen and enroll eligible individuals in these programs
· Certify exemptions from the individual mandate
· Transfer information to the Secretary of Treasury on exemptions form the individual mandate, as well as on employees receiving subsidies through the exchange because the employer failed to provide sufficient affordable coverage.
· Provide information to employers on employees who cease coverage in a qualified health benefits plan
· Establish a navigator program to provide to entities with relationships to employers and employees, consumers, or self-employed individuals.  Grants must be made out of operational funds, and may not use federal funds for establishment of Exchanges.

Navigators will:
· Conduct public education activities
· Distribute information concerning enrollment in plans and subsidy availability
· Facilitate enrollment in plans
· Provide referrals to health insurance consumer assistance offices or ombudsmen to enrollees with grievances, complaints or questions:
Eligible entities include
· Trade, industry, and professional associations
· Commercial fishing industry organizations
· Community and consumer-focused nonprofit entities
· Chambers of commerce
· Unions
· Resource partners of the Small Business Administration
· Licensed insurance producers,  
· Other entities that are not insurers and do not receive any direct or indirect compensation from insurers in connection with plan enrollments or disenrollments.
The Secretary, in collaboration with states, will develop standards to ensure that information provided by navigators is fair, accurate, and impartial.
	
	
	

	
	
	
	

	
	
	A. Part 155—Exchange Establishment Standards and Other Related Standards Under the Affordable Care Act
1. Subpart A—General Provisions
a. Basis and Scope (§ 155.10)
b. Definitions (§ 155.20)
2. Subpart B—General Standards Related to the Establishment of an Exchange by a State
a. Establishment of a State Exchange (§ 155.100)
b. Approval of a State Exchange (§ 155.105)
c. Election To Operate an Exchange After 2014 (§ 155.106)
d. Entities Eligible To Carry Out Exchange Functions (§ 155.110)
e. Non-Interference With Federal Law and Non-Discrimination Standards (§ 155.120)
f. Stakeholder Consultation (§ 155.130)
g. Establishment of a Regional Exchange or Subsidiary Exchange (§ 155.140)
h. Transition Process for Existing State Health Insurance Exchanges (§ 155.150)
i. Financial Support for Continued Operations (§ 155.160)
3. Subpart C—General Functions of an Exchange
a. Functions of an Exchange (§ 155.200)
b. Required Consumer Assistance Tools and Programs of an Exchange (§ 155.205)
c. Navigator Program Standards (§ 155.210)
d. Ability of States to Permit Agents and Brokers to Assist Qualified Individuals, Qualified Employers, or Qualified Employees Enrolling in QHPs (§ 155.220)
e. General Standards for Exchange Notices (§ 155.230)
f. Payment of Premiums (§ 155.240)
g. Privacy and Security of Information (§ 155.260)
h. Use of Standards and Protocols for Electronic Transactions (§ 155.270)

1. Subpart D—Exchange Functions in the Individual Market: Eligibility Determinations for Exchange Participation and Insurance Affordability Programs 
a. Definitions and General Standards for Eligibility Determinations (§ 155.300) 
b. Eligibility Standards (§ 155.305) 
c. Eligibility Determination Process (§ 155.310) 
d. Verification Process Related to Eligibility for Enrollment in a QHP (§ 155.315) 
e. Verification Process Related to Eligibility for Insurance Affordability Programs (§ 155.320) 
f. Eligibility Redetermination During a Benefit Year (§ 155.330) 
g. Annual Eligibility Redetermination (§ 155.335) 
h. Administration of Advance Payments of the Premium Tax Credit and Cost-Sharing Reductions (§ 155.340) 
i. Coordination With Medicaid, CHIP, the Basic Health Program, and the Pre-Existing Conditions Insurance Program (§ 155.345) 
j. Special Eligibility Standards and Process for Indians (§ 155.350) 
k. Right to Appeal (§ 155.355) 

4. Subpart E—Exchange Functions in the Individual Market: Enrollment in Qualified Health Plans
a. Enrollment of Qualified Individuals into QHPs (§ 155.400).
b. Single Streamlined Application (§ 155.405)
c. Initial and Annual Open Enrollment Periods (§ 155.410)
d. Special Enrollment Periods (§ 155.420)
e. Termination of Coverage (§ 155.430)
f. Reserved (§ 155.440)
5. Subpart H—Exchange Functions: Small Business Health Options Program (SHOP)
a. Standards for the Establishment of a SHOP (§ 155.700)
b. Functions of a SHOP (§ 155.705)
c. Eligibility Standards for SHOP (§ 155.710)
d. Eligibility Determination Process for SHOP (§ 155.715)
e. Enrollment of Employees into QHPs Under SHOP (§ 155.720)
f. Enrollment Periods Under SHOP (§ 155.725)
g. Application Standards for SHOP (§ 155.730)
6. Subpart K—Exchange Functions: Certification of Qualified Health Plans
a. Certification Standards for QHPs (§ 155.1000)
b. Certification Process for QHPs (§ 155.1010)
c. QHP Issuer Rate and Benefit Information (§ 155.1020)
d. Transparency in Coverage (§ 155.1040)
e. Accreditation Timeline (§ 155.1045)
f. Establishment of Exchange Network Adequacy Standards (§ 155.1050)
g. Service Area of a QHP (§ 155.1055)
h. Stand-Alone Dental Plans (§ 155.1065)
i. Recertification of QHPs (§ 155.1075)
j. Decertification of QHPs (§ 155.1080)
B. Part 156—Health Insurance Issuer Standards Under the Affordable Care Act, Including Standards Related to Exchanges
1. Subpart A—General Provisions
a. Basis and Scope (§ 156.10)
b. Definitions (§ 156.20)
c. Financial Support (§ 156.50)
2. Subpart C—Qualified Health Plan Minimum Certification Standards
a. QHP Issuer Participation Standards (§ 156.200)
b. QHP Rate and Benefit Information (§ 156.210)
c. Transparency in Coverage (§ 156.220)
d. Marketing of QHPs (§ 156.225)
e. Network Adequacy Standards (§ 156.230)
f. Essential Community Providers (§ 156.235)
g. Treatment of Direct Primary Care Medical Home (§ 156.245)
h. Health Plan Applications and Notices (§ 156.250)
i. Rating Variation (§ 156.255)
j. Enrollment Periods for Qualified Individuals (§ 156.260)
k. Enrollment Process for Qualified Individuals (§ 156.265)
l. Termination of Coverage for Qualified Individuals (§ 156.270)
m. Accreditation of QHP Issuers (§ 156.275)
n. Segregation of Funds for Abortion Services (§ 156.280)
o. Additional Standards Specific to the SHOP (§ 156.285)
p. Non-Renewal and Decertification of QHPs (§ 156.290)
q. Prescription Drug Distribution and Cost Reporting (§ 156.295)

C. Part 157—Employer Interactions With Exchange and SHOP Participation 
1. Subpart A—General Provisions 
a. Basis and Scope (§ 157.10) 
b. Definitions (§ 157.20) 
2. Subpart B—Reserved 
3. Subpart C—Standards for Qualified Employers 
a. Eligibility of Qualified Employers to Participate in SHOP (§ 157.200) 
b. Employer Participation Process in the SHOP (§ 157.205)
	

	ACA 1312-Consumer choice 
Individuals enrolling in the Exchange may choose any plan for which they are eligible.  Employers may specify a level of coverage for which to provide support, and employees may choose any plan that offers coverage at that level.  Individuals may pay premiums directly to the insurer.

Insurers must consider all enrollees in all non-grandfathered plans in the individual and small group markets, respectively, to be members of the same risk pools.  States may require the individual and small group markets to be merged, but may not require that grandfathered plans be pooled together with non-grandfathered plans.

Nothing in this title prohibits an insurer from offering insurance outside of the Exchange or eligible individuals and employers from purchasing coverage outside the Exchange.  No individual or employer shall be compelled to purchase coverage through the Exchange.  Members of Congress and their personal staff will no longer be eligible for the FEHBP, and must purchase coverage through the Exchange in order to receive coverage through the federal government.

The Secretary of HHS shall establish procedures for a state to allow producers to enroll individuals and employers in qualified health plans and to assist individuals in applying for subsidies.  

Only citizens and lawful residents may purchase coverage through the Exchange.  Incarcerated individuals may not enroll through the Exchange.  

Employers of 1-100 employees may offer 1 or more small group plans to employees through the Exchange.  Beginning in 2017, states may allow insurers to offer large group plans through the Exchange.
	
	
	

	ACA 1313-Financial Integrity 
Exchanges must keep an accurate accounting of all activities, receipts and expenditures and annually report to the Secretary of HHS, who shall conduct annual audits and may investigate the affairs of an Exchange.  An Exchange or State that has engaged in serious misconduct may be subject to a 1% reduction of all grants and payments administered by the Secretary of HHS until corrective actions are taken.

The Secretary of HHS shall provide for the efficient and non-discriminatory administration of the Exchanges and shall implement measures to reduce fraud and abuse.

The False Claims Act shall apply to any payments that include federal funds.
	
	
	

	ACA 1321-State flexibility in operation and enforcement of Exchanges and related requirements
 The Secretary of HHS shall issue regulations setting standards for the requirements for Exchanges, the offering of qualified health plans sold through Exchanges, reinsurance and risk adjustment mechanisms and other requirements the Secretary deems appropriate.

A state that elects to operate an exchange must adopt the federal standards or a state law implementing them by January 1, 2014.  If the Secretary determines by January 1, 2013 that the state is not electing to operate an Exchange or that it will not have the Exchange operational by January 1, 2014 or has not taken necessary actions to implement the market reforms, the Secretary shall operate an Exchange, either directly or through agreement with a non-profit entity.
	
	
	

	ACA 1322-Federal program to assist establishment and operation of nonprofit, member-run health insurance issuers 
The Secretary of HHS shall provide Co-Op plans with loans to assist with start-up costs and grants to assist with meeting solvency requirements.  In making the loans and grants, the Secretary must give priority to plan that offer qualified health plans on a statewide basis, use integrated care models, and have significant private support and ensure that there is sufficient funding to establish at least 1 Co-Op plan in each state.  Loans must be repaid within 5 years and grants must be repaid within 15 years.  $6 billion is appropriated to fund the loans and grants. 
[NOTE: H.R. 1473, enacted on April 15, 2011 reduced funding for Co-Op loans and grants to $3.8 billion.]

Any entity receiving a loan or grant must be organized under state law as a nonprofit, member corporation and may not have been a health insurance issuer prior to 7/16/2009 and may not be sponsored by a state or local government.    Governance of the organization must be subject to a majority vote of its members and must avoid insurance industry involvement and interference.  Any profits made by the organization must be used to lower premiums, improve benefits, or improve the quality of care.  The organization must meet all requirements that are required of other qualified health plans, including solvency and licensure rules, rules on payments to providers, network adequacy rules, rate and form filing rules, and any applicable premium assessments.  Co-Op plans may not offer coverage in a state until the state has adopted the market reforms in Subtitles A and C of this legislation.  Co-Op plans will be considered tax-exempt as long as they abide by restrictions of this section.

Co-Op plans may form a private purchasing council through which to enter into collective purchasing arrangements for items and services that increase administrative efficiency, including claims administration, administrative services, health IT, and actuarial services, within the confines of federal antitrust law.

	A. Basis and Scope (§ 156.500) 
B. Definitions (§ 156.505) 
C. Eligibility (§ 156.510) 


D. CO-OP Standards (§ 156.515) 
1. General 
2. Governance Requirements 
3. Requirements To Issue Health Plans and Become a CO-OP 
E. Loan Terms (§ 156.520) 
1. Overview of Loans 
2. Repayment Period 
3. Interest Rates 
4. Failure To Pay 
5. Deeming of CO-OP Qualified Health Plans 
6. Conversions 
 F. Comments Beyond the Scope of the Final Rule
	A. Basis and scope (§ 156.500) 
B. Definitions (§ 156.505) 
C. Eligibility (§ 156.510) 
1. General 
2. Exclusions From Eligibility 
D. CO-OP Standards (§ 156.515) 
1. General 
2. Governance Requirements 
3. Requirements to Issue Health Plans and Become a CO-OP 
E. Loan Terms (§ 156.520) 
1. Overview of Loans 
2. Repayment Period 
3. Interest Rates 
4. Failure to Pay 
5. Deeming of CO-OP Qualified Health Plans 
6. Conversions
	

	ACA 1324-Level Playing Field 
Health insurance plans shall not be subject to any of the following state or federal laws unless Co-Op plans and multistate health plans are also subject to them:
· Guaranteed renewal
· Rating
· Preexisting conditions
· Non-discrimination
· Quality improvement and reporting
· Fraud and abuse
· Solvency and financial requirements
· Market conduct
· Prompt payment
· Appeals and grievances
· Privacy and confidentiality
· Licensure, and
Benefit plan material or information.
	
	
	

	ACA 1331-State Flexibility to Establish Basic Health Programs for Low-Income Individuals Not Eligible for Medicaid 
The Secretary of HHS shall establish a basic health program under which a state may contract with standard health plans providing at least essential benefits to individuals between 133% and 200% FPL and legal immigrants above 133% FPL who are not eligible for Medicaid.  The federal government will provide states creating basic health programs the subsidy funds that eligible individuals would have otherwise received.

Individuals eligible to participate in these plans would not be eligible to purchase coverage through the Exchange, and premiums may not exceed what the individual would have paid in the Exchange.  Cost-sharing may not exceed that of a platinum plan in the Exchange for individuals below 150% FPL or that of a gold plan for all others.  Plans must have an MLR of at least 85%.  

States may enter into compacts to allow residents of all compacting states to enroll in all standard plans.
	
	
	

	ACA 1332-Waiver for State Innovation 
A state may apply for waivers of the following requirements:
· Requirements for Qualified Health Benefits Plans
· Requirements for Health Insurance Exchanges
· Requirements for reduced cost-sharing in qualified health benefits plans
· Requirements for premium subsidies
· Requirements for the employer mandate
· Requirements for the individuals mandate
The Secretary of HHS may not waive any law that is not within the jurisdiction of HHS (such as ERISA).

The state will receive funds for implementing the waiver equal to any subsidies or tax credits for which residents would otherwise receive if the state had not received a waiver.

State waiver plans must provide coverage that is at least as comprehensive as coverage offered through Exchanges, must cover at least as many state residents as this title would cover and may not increase the federal deficit.  Waivers are good for 5 years and may be renewed unless the Secretary disapproves a request for renewal within 90 day of receipt.

The Secretary must coordinate and consolidate this waiver application process and the waiver processes for Medicare, Medicaid, CHIP, and any other federal health care law.
	
	A. Introduction
B. Coordinated Waiver Process (31 CFR 33.102 and 45 CFR 155.1302)
C. Application Procedures (31 CFR 33.108 and 45 CFR 155.1308)
D. State Public Notice Requirements (31 CFR 33.112 and 45 CFR 155.1312)
E. Federal Public Notice and Approval Process (31 CFR 33.116 and 45 CFR 155.1316)
F. Monitoring and Compliance (31 CFR 33.120 and 45 CFR 155.1320)
G. State Reporting Requirements (31 CFR 33.124 and 45 CFR 155.1324)
H. Periodic Evaluation Requirements (31 CFR 33.128 and 45 CFR 155.1328)

	
45 CFR Part 155, Subpart N

	ACA 1333-Provisions relating to offering of plans in more than one state 
Two or more states may enter into a “health care choice compact” under which individual market plans could be offered in all compacting states, subject to the laws and regulations of the state where it was written or issued.  Issuers would continue to be subject to the following laws of the purchaser's home state:
· Market conduct;
· Unfair trade practices;
· Network adequacy;
· Consumer protection standards, including rating rules;
· Laws addressing performance of the contract.
Plans must be licensed in each state in which they sell coverage or must submit to the jurisdiction of the states with regard to the above laws.

	
	
	

	ACA 1334-Multi-State Plans 
The Director of OPM shall contract with insurers to offer at least 2 multi-state qualified health benefits plans through the Exchange in each state to provide individual and small group coverage.  At least one plan in each state must be  provided by a nonprofit entity.  The Director may set standards for multistate plans regarding medical loss ratios, profit margins, premiums, and other terms and conditions in the interests of enrollees.
Participating insurers must be licensed in each state where it sells coverage and are subject to all requirements of State law that are not inconsistent with requirements of this section.  Plans must offer a uniform benefit package in each state which consists of the essential benefits package and any additional benefits required by a state, as long as the state reimburses enrollees for the cost of these additional benefits.   States with rating rules that restrict variation due to age to less than 3:1 may require multi-state plans to adhere to these requirements.
Insurers must sell multi-state plans in 60% of states in the first year they offer them, 70% of states in the second year, 85% of states in the third year, and all states in the fourth year.
Requirements for FEHBP plan that do not conflict with this title will apply to multi-state plans.  Multi-state plans will be considered a separate risk pool from FEHBP plans.

	
	
	

	Reinsurance, Risk Adjustment, and Risk Corridors 
	
	A. Subpart A—General Provisions
1. Basis and Scope (§ 153.10)
2. Definitions (§ 153.20)
B. Subpart B—State Notice of Insurance Benefits and Payment Parameters
1. Establishment of State insurance benefits and payment parameters (§ 153.100)
2. Standards for the State Notice (§ 153.110)

	45 CFR Part 153 Subpart A-General Provisions

45 CFR Part 153 Subpart B-State Notice of Benefit and Payment Parameters

	ACA 1341-Transitional reinsurance program for individual market in each state 
State shall enact a model regulation established by the Secretary, in consultation with the NAIC that will enable them to establish a temporary reinsurance program for plan years beginning in 2014-2016.  Insurers and TPAs, on behalf of self-insured plans, must make payments to the reinsurance entity and non-grandfathered individual market insurers that cover high risk individuals will receive payments from the entity if they cover high risk enrollees in the individual market.  

High-risk individuals will be identified on the basis of a list of medical conditions or another comparable objective method of identification recommended by the American Academy of Actuaries.  Payments will be based upon a schedule of payments for each condition or another method recommended by the American Academy of Actuaries.
Assessments will be based on the percentage of revenue of each insurer and the total costs of providing benefits to enrollees in self-insured plans or a specified amount per enrollee.  The total amount of contributions will be based on the best estimates of the NAIC and not including additional assessments to cover administrative costs, equal $12 billion for plan years beginning in 2014, $8 billion in 2015, and $5 billion in 2016.  States may collect additional amounts from issuers on a voluntary basis.  Of these amounts, $2 billion in 2014, $2 billion in 2015 and $1 billion in 2016 shall be deposited in the US Treasury and will not be available for this program.
Reinsurance entities must be non-profit organizations with the purpose of stabilizing premiums in the individual market for the first three years of Exchange operation.  States may have more than one reinsurance entity and two or more states may enter into agreements to create entities to administer reinsurance in all such states.
	
	C. Subpart C—State Standards for the Transitional Reinsurance Program for the Individual Market
1. Definitions (§ 153.200)
2. State Establishment of a Reinsurance Program (§ 153.210)
3. Collection of Reinsurance Contribution Funds (§ 153.220)
4. Calculation of Reinsurance Payments (§ 153.230)
5. Disbursement of Reinsurance Payments (§ 153.240)
5. Coordination With High-Risk Pools (§ 153.250)
E. Subpart E—Health Insurance Issuer Standards Related to the Transitional Reinsurance Program
1. Reinsurance Contribution Funds (§ 153.400)
2. Requests for Reinsurance Payment (§ 153.410)
3. Risk Corridor Standards for QHP Issuers (§ 153.520)

	45 CFR Part 153 Subpart C-State Standards Related to Reinsurance Program




45 CFR Part 153 Subpart E-Health Insurance Issuer and Group Health Plan Standards Related to the Reinsurance Program


	ACA 1342-Establishment of risk corridors for plans in individual and small group markets
The Secretary shall establish and administer a risk corridor program for 2014-2016 based upon the risk corridor program for Medicare PDPs. Plans will receive payments if their ratio of nonadministrative costs, less any risk adjustment and reinsurance payments, to premiums, less administrative costs, is above 103%.  Plans must make payments if that ratio is below 97%.
	
	F. Subpart F—Health Insurance Issuer Standards Related to the Temporary Risk Corridors Program
1. Definitions (§ 153.500)
2. Risk Corridor Establishment and Payment Methodology (§ 153.510)

	

	ACA 1343-Risk adjustment
Each state shall assess health plans if the actuarial risk of all of their enrollees in a state is less than the average risk of all enrollees in fully-insured plans in that state and make payments to health plans whose enrollees have an actuarial risk that is greater than the average actuarial risk in that state.

The Secretary of HHS, in consultation with the states, shall establish criteria and methods for these risk adjustment activities, which may be similar to those for Medicare Advantage plans and Prescription Drug Plans.
	 
	D. Subpart D—State Standards Related to the Risk Adjustment Program
1. Definitions (§ 153.300)
2. Risk Adjustment Administration (§ 153.310)
3. Federally-Certified Risk Adjustment Methodology (§ 153.320)
4. State Alternate Risk Adjustment Methodologies (§ 153.330)
5. Data Collection Under Risk Adjustment (§ 153.340)
6. Risk Adjustment Data Validation Standards (§ 153.350)
G. Subpart G—Health Insurance Issuer Standards Related to the Risk Adjustment Program
1. Definitions (§ 153.600)
2. Risk Adjustment Issuer Requirements (§ 153.610)
3. Compliance With Risk Adjustment Standards (§ 153.620)

	

	IRC 36B-Refundable tax credit providing premium assistance for coverage under a qualified health plan
A tax credit is created for qualified taxpayers between 100% and 400% FPL that covers the difference between a percentage of household income and the second-lowest cost silver level plan available through the Exchange in the individual’s rating area.  The percentage of income varies on a sliding scale within the following ranges:
	Income
	Premium Cap

	<133% FPL
	2%

	133-150% FPL
	3-4%

	150-200% FPL
	4-6.3%

	200-250% FPL
	6.3-8.05%

	250-300% FPL
	8.05%-9.5%

	300-400% FPL
	9.5%


The above percentages will be adjusted to reflect the growth of premiums. Credits will be advanced to insurer through which the individual purchased coverage.

Individuals eligible for employer-sponsored coverage for which the employee’s contribution does not exceed 9.5% of household income are not eligible for subsidies. Individuals not lawfully present in the United States are not eligible for subsidies. 
	
	1. Eligibility for the Premium Tax Credit 
a. Applicable Taxpayer 
i. Lawfully Present Aliens 
ii. Taxpayers With Household Income Under 100 Percent of the FPL 
iii. Individuals Who Are Incarcerated or Not Lawfully Present 
b. Minimum Essential Coverage 
i. Government-Sponsored Coverage 
ii. Employer-Sponsored Coverage 
A. In General 
B. Affordability of Employer-Sponsored Coverage 
C. Employee Affordability Safe Harbor 
D. Affordability Safe Harbor for Employers 
E. Minimum Value 
2. Computing the Premium Tax Credit 
a. Premiums Paid on Behalf of the Taxpayer 
b. Applicable Benchmark Plan 
i. Multiple Categories of Coverage Offered on an Exchange 
ii. Families Who Purchase More Than One Qualified Health Plan 
iii. One Qualified Health Plan Covering More Than One Family 
iv. Applicable Benchmark Plan That Terminates or Closes to Enrollment 
c. Pediatric Dental Coverage 
3. Reconciling the Credit and Advance Credit Payments 
a. Changes in Filing Status 
i. Computing the Credit When Taxpayer's Marital Status Changes 
ii. Taxpayers Who Divorce During the Taxable Year 
iii. Taxpayers Who Marry During the Taxable Year 
iv. Married Taxpayers Filing Separately 
 b. Requirement To File a Return
	

	ACA 1402-Reduced cost-sharing for individuals enrolling in qualified health plans 
Cost sharing for individuals enrolling in the silver level of coverage through an exchange who are between 100%-400% FPL.  Cost-sharing reduced so that the plan covers 94% of the benefit costs of the plan for individuals between 100%-150% FPL, 87% of benefit costs for individuals between 150%-200% FPL, 73% for individuals between 200%-250% FPL, and 70% for individuals between 250%-400%FPL.  Native Americans below 300% FPL will have no cost-sharing under a plan.
The Secretary will make periodic payments to insurers for the value of these cost-sharing reductions.  Reductions to cost-sharing will not apply to additional benefits provided under a plan or to mandated benefits beyond the essential benefits package.
	
	
	

	ACA 1411-Procedures for determining eligibility for Exchange participation, premium tax credits and reduced cost sharing, and individuals responsibility exemptions 
The Secretary of HHS shall develop a program for the determination of eligibility for Exchange participation, subsides, and exemptions. Exchanges must collect specified relevant information for determining eligibility from the individual mandate and submit it to the Secretary of HHS for verification by relevant federal agencies and report the results back to the Exchange.
	
	
	

	ACA 1412-Advance determinations and payment of premium tax credits and cost-sharing reductions 
The Secretary of HHS, in consultation with the Secretary of Treasury must establish a program for the advance determination of income eligibility for individuals applying for subsidies through the Exchange. The Secretary of HHS will notify the Exchange and the Secretary of Treasury, and the Secretary of Treasury will make the necessary payments to the insurer, who must reduce the individual’s premiums and cost-sharing.  States may provide subsidies in addition to the federal subsidies.
	
	
	

	ACA 1413-Streamlining of procedures for enrollment through an Exchange and state Medicaid, CHIP, and health subsidy programs 
The Secretary shall establish a system for individuals to apply for enrollment in Medicaid, SCHIP through an Exchange.  The Secretary must provide a single streamlined form that may be used in applying for all applicable state health subsidy programs.  This form can be filed online, by mail, or by telephone.  States may develop and use their own alternative streamlined forms consistent with standards developed by the Secretary of HHS.
	
	
	

	PART II-Small Business Tax Credit
	
	
	

	IRC 45R-Credit for employee health insurance expenses for small businesses 
Small employers with 25 or fewer employees will receive tax credit as follows:
Tax years 2010-2013—Employers that contribute at least 50% of premium, or 50% of the average small group premium in the state, will receive a credit against general business tax for 35% (or 25% in the case of a tax-exempt small employer) of the total non-elective contribution the for the plan.  
Tax years 2014 and later—Employers that contribute at least 50% of premium towards coverage in the exchange will receive a credit of 50% (or 35% in the case of a tax-exempt small employer).  Employers may only receive the credit for two years.

The credit is phased out for employers with 10-25 employees and employers whose average wages are from $25,000-$50,000, indexed to the annual cost-of-living adjustment.
	
	
	

	IRC 5000A-Requirement to maintain minimum essential coverage 
If a taxpayer fails to maintain minimum essential coverage, they will be required to pay an annual tax penalty of the greater of $95for each household member, up to three, or 1% of household income in 2014, $325 or 2% of household income in 2015 and $695 or 2.5% of income in following years.  The penalty is prorated for each month in which a taxpayer fails to maintain minimal essential coverage.  

Taxpayers are exempted from the penalty if:
· The individual has a religious objection to purchasing health insurance.
· The cost of the taxpayer’s premium contribution for employer-sponsored coverage or for the lowest-cost bronze level coverage available in the Exchange exceeds 8% of household income.  The 8% threshold is indexed to the amount by which average premium growth exceeds wage growth.
· The taxpayer’s household income is below the federal income tax filing threshold
· The taxpayer is a member of a recognized Indian tribe
· The break in coverage is less than three months
· The Secretary of HHS determines that the taxpayer has suffered a hardship with respect to their ability to obtain coverage
· The individual is enrolled in a health care sharing ministry
· The individual resides outside the United States

Any criminal penalty against a taxpayer for failure to pay the penalty is waived, and the Secretary of Treasury may not file liens or levies to collect the penalty.
	
	
	

	FLSA 18A -Automatic enrollment for employees of large employers 
Employers with more than 200 employees offering a health benefits plan must automatically enroll all new employees one of the plans and automatically continue the enrollments of current employees, unless either opts out.
	
	
	

	FLSA 18B -Employer requirement to inform employees of coverage option 
Employers must provide employees with written notice at the time of hiring informing them of the existence of the Exchange and the availability of subsidies through the Exchange if the plan covers less than 60% of the cost of covered benefits.
	
	
	

	IRC 4980H -Shared responsibility for employers regarding health coverage 
If an employer fails to offer minimum essential coverage and one of its employees receives a subsidy through the Exchange, it will be subject to a penalty of $2000 per employee.  

Employers offering coverage whose employees receive a subsidy through the exchange will be subject to a penalty of $3,000 per employee receiving a subsidy.  The penalty shall not exceed $2000 times the number of full-time employees.

Employers of 50 or fewer employees are exempt from these requirements, and the first 30 employees are disregarded in calculating the penalty.
	
	
	

	 ACA 1560-Rules of construction
	
	1560(c)-Student Health Plans
A. Introduction
B. Definition of Student Health Insurance Coverage
C. Student Health Insurance Coverage and Short-Term Limited Duration Insurance
D. Application of the PHS Act and the Affordable Care Act
1. Guaranteed Availability and Guaranteed Renewability
2. Annual Limits
3. Coverage of Preventive Services
4. Choice of Health Care Professional
5. Affordable Care Act Provisions Effective in 2014
6. Medical Loss Ratio (MLR)


	45 CFR 147.145

	ACA 1562-GAO study regarding the rate of denial of coverage and enrollment by health insurance and group health plans 
The GAO shall conduct a study of the incidence of denials of coverage for medical services and denials of application to enroll in health insurance plans by group health plans and health insurance issuers.
	
	
	

	
	
	
	

	MEWA Ex Parte Cease and Desist and Summary Seizure Order
	
	A. Ex Parte Cease and Desist and Summary Seizure Order Regulations (29 CFR § 2560.521) 
Purpose and definitions 
· Cease and Desist Order 
· Summary Seizure Order 
· Effective Date of Orders 
· Notice and Service 
· Disclosure 
· Effect on Other Enforcement Authority 
· Cross-Reference 
B. Procedures for Administrative Hearings on the Issuance of Cease and Desist Orders Regulation (29 CFR Part 2571) 
· Purpose and Definitions 
· Proceedings Before the Administrative Law Judge 
· Review by the Secretary
	

	MEWA Filings
	
	A. Proposed Amendment to 29 CFR § 2520.101-2 Under ERISA Section 101(g) 
1. Basis and Scope 
2. Definitions 
3. Persons Required To Report 
4. Information To Be Reported 
5. Reporting Requirements and Timing 
6. Electronic Filing 
7. Penalties 
B. Proposed Amendment to Regulations Under ERISA Section 104(a)(1), 29 U.S.C. 1024(a)(1)
	


     
		

IRC-Internal Revenue Code of 1986
PHSA-Public Health Service Act
SSA-Social Security Act of 1935
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