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Health Care Public Policy Group Health Care Reform Chart

The chart below is intended to provide a broad overview of key issues addressed in the three major health care reform bills currently moving through Congress. These are: the Senate
Finance Committee bill; the Senate Health, Education, Labor, & Pensions (“HELP”) Committee bill; and the House Tri-Committee bill drafted by the House Ways & Means, Energy &
Commerce, and Education & Labor Committees." The summary of the Senate HELP Committee bill in this chart reflects the version that was introduced prior to the Committee’s markup and
incorporates changes on coverage reforms released during the HELP Committee markup; the House Tri-Committee bill summarized herein is the version that was introduced on July 14, 2009
prior to markup; and the Senate Finance bill is the version released by Chairman Max Baucus (D-MT) on September 16, 2009 prior to markup. The chart will be updated regularly as
Congressional activity on each proposal warrants.

Policy Senate HELP House Tri-Committee Senate Finance
Health Insurance “American Health Benefit Gateways” would be established in | Establishes the “Health Choices Administration,” to be led by a Health | Establishment of State Exchanges. Requires states to establish an
Exchange/ each State by States or HHS. The Gateways would facilitate | Choices Commissioner, which will establish and run a Health individual market exchange and a Small Business Health Options
Pooling enrollment in health insurance by eligible individuals and Insurance Exchange. (Sec. 141). Requires consultation with the Program (SHOP) exchange (or a combined exchange) in 2010.
Mechanism employer groups, and other functions would include: National Association of Insurance Commissioners, state agencies, and

certifying qualified health plans; developing tools to allow
consumers to receive accurate information; entering into
agreements with “navigators”; facilitating the purchase of
long term-services and supports; collecting complaints and
concerns from enrollees; and other functions. The Gateways
would be supported by planning and establishment grants
from HHS, and the Gateways could assess a surcharge on
insurers that would fund administrative and operating
expenses. The surcharge may not exceed 4 percent of the
premiums collected by the qualified health plan. Grants
would also be available to support community-based
enrollment initiatives. (Sec. 142, adding Sec. 3101)

Qualified health insurance plans would be required to offer at
least “essential health care benefits” as defined by the
Secretary and would need to also meet additional criteria to
receive required certification by a Gateway. Requires the
Secretary to request help from the National Association of
Insurance Commissioners in developing such criteria. (Sec.
142, adding Sec. 3101(l); see also Sec. 163, adding Sec.
3116)

other federal agencies. (Sec. 143)

The Health Choices Commissioner would contract with entities
offering qualified health benefit plans to offer plans through the
Exchange. (Sec. 201). All individuals not enrolled in another qualified
health benefits plan or other acceptable coverage would be eligible to
enroll in an Exchange-participating plan. Acceptable coverage also
includes “grandfathered” health insurance coverage. Eligibility for
enrollment through the exchange would be phased in, starting with
individuals and employers with fewer than 10 employees. Individuals
would be eligible to participate in the Exchange if they did not have
coverage as a full-time employee under a group health plan or through
Medicare, Medicaid, DoD/Tricare, or the VA. Non-traditional
Medicaid eligible individuals may be eligible to enroll in a plan
through the Exchange if they were enrolled in a qualified health
benefits plan, grandfathered health insurance coverage, or current
group health plan during the 6 months prior to becoming a non-
traditional Medicaid eligible individual, if they choose not to enroll in
Medicaid. Employees offered insurance through the Exchange would
have the choice of any Exchange participating plan. (Sec. 202)

Plan Participation. Requires all private insurers in the individual and
small group markets to be available though the exchanges in states where
they are licensed.

Administration. The Secretary of HHS or the states would develop a
standard enrollment application; provide a standardized format for
presenting insurance options in the exchange; develop standardized
marketing requirements; maintain a call center for customer service;
enable enrollment at local hospitals, schools, Department of Motor
Vehicles offices, local Social Security offices, etc.; develop a model
template for a Web portal to provide tools for individuals and small
businesses; conduct eligibility determinations for tax credits and
subsidies; establish procedures for certifying that credible coverage is
deemed unaffordable for individuals for IRS purposed; establish
procedures for appeals of eligibility decisions for subsidies; and establish
a plan for publicizing the existence of the state exchange and annual
open enrollment period.

Other Operators. Permits states to allow other entities to operate an
exchange after 3 years if certain requirements are met.
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Describes strategies for rewarding quality through market-
based incentives including care coordination to improve
health outcomes, prevention of hospital readmissions, use of
best practices, implementation of wellness and health
promotion activities, and other strategies. Requires reporting
on these strategies. (Sec. 142, adding Sec. 3101(m))

Applies mental health parity to qualified health plans. (Sec.
142, adding Sec. 3101(p))

Only U.S. citizens or lawful aliens would be considered
eligible individuals. To be eligible, individuals would also
need to be “qualified individuals,” meaning that they reside in
a State with a Gateway, are not incarcerated, and are not
enrolled in Medicare, Medicaid, or other Federal programs.
Individuals at less than 150% of poverty would not be
considered qualified individuals. (Sec. 163, adding Sec.
3116)

Qualified employers electing to enroll in a plan through a
Gateway would have to employ no more than 10 employees
(or meet a size restriction set by a State), and comply with
other criteria established by the Secretary. (Sec. 163, adding
Sec. 3116)

Gateways would assess a charge on health insurance issuers
of low actuarial risk plans and provide payment to issuers of
high actuarial risk plans. (Sec. 142, adding Sec. 3101(c)(6))

States would have the option to either establish a Gateway or
participate by requesting that HHS establish a Gateway. If a
State has done neither after 4 years, HHS will establish a
Gateway in the State. (Sec. 142, adding Sec. 3104)

Gateways would be eligible to receive grants to contract with
“navigators” that would assist with enrollment. (Sec. 142,
adding Sec. 3105)

Includes provisions to promote the financial integrity of
Gateways and to protect against fraud and abuse. (Sec. 142,
adding Sec. 3102)

Insurers offering plans in the Exchange would be required to offer at
least one “basic plan” (which would offer the essential benefits
package) and would have the option to offer one “enhanced plan”
(lower cost-sharing), one premium plan (even lower cost-sharing), and
one premium plus plan (additional benefits such as adult dental and
vision), if and only if the plan offers each lower level of coverage. The
Health Choices Commissioner would specify benefit levels for plans.
More inclusive state benefits requirements would continue to apply.
(Sec. 203)

The Health Choices Commissioner would certify qualifying health
benefits plan-offering entities, solicit and negotiate bids, and contract
for coverage. Standards for certification would include licensure, data
reporting, affordability credit implementation, acceptance of all
enrollments (and notification of the Commissioner if the plan nears
capacity), participation in risk pooling mechanisms, contractual
relationships for outpatient services with covered entities, culturally
and linguistically appropriate services, etc. The Secretary would have
oversight and enforcement responsibilities over such plans, including
marketing of plans, in coordination with State insurance regulators.
(Sec. 204)

Requires the Health Choices Commission to conduct outreach and
education, make timely eligibility determinations, assist consumers
with choosing a plan, and carry out enrollment processes, including
through an open enrollment period and special enrollment periods.
Provides for automatic enrollment for non-Medicaid eligible
individuals. Provides that enrolled individuals pay premiums directly
to plans, not to the Commissioner. (Sec. 205)

Requires automatic enrollment procedures for certain non-Medicaid
eligible individuals who are eligible for and have applied for the
affordability credits. Requires automatic enrollment in Medicaid for
an exchange-eligible individual who is eligible for Medicaid. (Sec.
205)

Establishes a Health Insurance Exchange Trust Fund that would make
payments to operate the Exchange, including affordability credit
payments. Funds would be derived from taxes on individuals who do
not obtain acceptable coverage, employment taxes on employers not
providing acceptable coverage, and excise taxes on failures to meet

Regional Exchanges. Allows for regional exchanges operated through
interstate compacts.

SHOP Exchanges. States would assist small employers that choose to
use the SHOP exchange; HHS would designate an office to provide
technical assistance.

Employer eligibility. Requires states to develop a phase-in schedule by
2017 for inclusion of employers with 50 or more employees (or 100
more employees in states that allow participation of employers with 51-
100 employees from the outset).

Funding. Exchanges would receive initial federal Funding and later
become self-sustaining.

Abortion. Requires that at least one plan in each exchange cover, and at
least one plan not cover, abortions beyond those for which Federal funds
appropriated for HHS are permitted. Prohibits health benefits plans
participating in the exchanges from discriminating against providers
based on willingness or unwillingness to provide, pay for, cover, or refer
for abortions.

American Indians/Alaska Natives Provisions. Prohibits cost-sharing
(including premiums, deductibles, copayments, co-insurance, etc.) for all
American Indians and Alaska Natives (Al/ANs) with incomes at or
below 300 percent of FPL for state exchange plans and public programs.
Subjects AI/ANSs to the responsibility to obtain insurance, but exempt
them from the penalty for failing to do so. AI/ANs would be allowed a
choice of providers, including I/T/Us. Authorizes monthly special
enrollment periods for Al/ANs in state exchanges.
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The bill also includes a sense of the Senate that all Americans
should have access to care in a manner similar to the FEHBP.
(Sec.141)

certain health coverage requirements. (Sec. 207)

State-based Health Insurance Exchanges could be offered by single
states or groups of states as an alternative to the Health Insurance
Exchange in those areas. Such exchanges would have to be
approved by the Health Choices Commissioner and meet certain
requirements, and the Commissioner would retain certain authority.
The State Exchanges would negotiate and contract with qualified
plans, enroll individuals and employers, establish sufficient local
offices, administer affordability credits, and conduct enforcement
activities. Matching grants with a State share of expenditures would
be provided to support operation of State-based exchanges. (Sec.
208)

Requires the Commissioner to conduct an Exchange Access Study
for individuals and employers. State-based operations must not
result in any net increase in expenditures for the Federal
Government. (Sec. 202)

Medicaid

Expansion of Medicaid. Deems children born in the U.S., who are
not otherwise covered, to be non-traditional Medicaid eligible
individuals. Allows individuals who are eligible for both Medicaid
and the Exchange to choose the option they prefer. Requires States
to enter into a memorandum of understanding with HHS regarding
coordinating enrollment of individuals in exchange-participating
plans and Medicaid according to the section. Requires cultural and
linguistic appropriateness in carrying out the section. (Sec. 205)

Expands Medicaid to 133 1/3% of poverty, paid for by the Federal
government with no state matching requirement. Requires the
government to pay 100% of the costs to cover certain newborns.
(Sec. 1701)

Requires the States to enter into a Medicaid memorandum of
understanding with the Health Choices Commissioner to ensure the
enrollment of Medicaid-eligible individuals in acceptable coverage.
(Sec. 1702)

Prohibits a state from effecting eligibility standards that are more
restrictive than standards in effect on June 16, 2009. (Sec. 1703)

Requires Medicaid coverage of preventive services that the

Medicaid Program Payments. States would continue to receive Federal
financial assistance as determined by FMAP. Beginning in 2014,
additional Federal financial assistance would be provided to all States to
defray the costs of covering newly eligible beneficiaries. The Federal
government would pay a greater share of the costs for individuals “newly
eligible” for Medicaid based on the proposed eligibility changes. Newly
eligible would be defined as (1) non-elderly, non-pregnant individuals
below 133% of FPL who were not previously eligible for a full or
benchmark benefit package, or (2) individuals who were eligible for such
a package through a capped waiver but were not enrolled as of the date
of enactment.

Those states that currently offer minimal or no coverage of the newly
eligible population would receive more assistance initially than those
states that currently cover at least some non-elderly, non-pregnant
individuals. Expansion states would be defined as states with coverage of
parents and childless adults at or above 100% of FPL that is not based on
employer or employment. Between 2014 and 2018, the additional
assistance to expansion states and other states would be adjusted
downward and upward, respectively, so that, in 2019, all states would
receive the same level of additional assistance for covering newly
eligibles. The additional assistance would be provided through a
percentage point increase in FMAP, according to a set schedule outlined
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Secretary determines are recommended with a grade A or B by the
Task Force for Clinical Preventive Services. Covered preventive
services must also include vaccines recommended by the CDC or
services determined appropriate for individuals eligible for
Medicaid. Effective July 1, 2010. (Sec. 1711)

Extends Medicaid coverage to include tobacco cessation products
approved by the FDA. Effective January 1, 2010. (Sec. 1712)
Allows for optional state coverage of nurse home visitation services
to women who are pregnant for the first time or have a child under 2
years of age (effective January 1, 2010), family planning services
(effective on enactment), freestanding birth center services
(effective on enactment), and HIV-infected individuals (effective on
enactment but sunsets January 1, 2013). (Sections 1713, 1714,
1724, 1731)

Increases Medicaid payments for primary care services to no less
than 80% of Medicare rates applicable to such services and
physicians or professionals in 2010, 90% in 2011, and 100% by
2012. Requires the Federal government to pay for this increase in
payments. (Sec. 1721)

Creates a five year medical home pilot program for high-need
beneficiaries (including medically fragile children and high-risk
pregnant women) to which a State may apply for approval. (Sec.
1722)

Allows children without insurance to receive vaccines at public
health clinics under the Vaccines for Children Program. (Sec. 1725)

Extends Transitional Medicaid Assistance from December 31, 2010
through December 31, 2012. (Sec. 1732)

Expands outstationing for the receipt and initial processing of
applications of individuals for Medicaid. Effective July 1, 2010.
(Sec. 1705)

Amends the term “medical assistance” to include payment for the
costs of graduate medical education whether provided in or outside a
hospital. Effective upon enactment. Directs the Secretary to publish
program goals for the use of the funds no later than December 31,

in the legislation. The FMAP could not exceed 95% in any year as a
result of the schedule.

For any non-elderly, non-pregnant adult between 100 and 133% of FPL
who chooses the state exchange in place of Medicaid, states would be
required to pay an amount equal to the state’s average cost of coverage
for individuals in that same Medicaid eligibility category. For services
provided to existing eligibility groups, and under existing Medicaid
waivers, the Federal and state governments would share in the costs as
established under the FMAP formula.

Medicaid and Employer-Sponsored Insurance. Effective January 1, 2013,
the legislation would require states to offer premium assistance and
wrap-around benefits to Medicaid beneficiaries who are offered
employer-sponsored insurance if it is cost effective to do so, consistent
with current law requirements.

Treatment of the Territories. Increases spending caps for the territories
by 30% and the applicable FMAP by 5 percentage points — to 55% —
beginning on January 1, 2011. The cost of covering newly eligibles
would not count towards the spending caps.

Enrollment Coordination with State Exchange. Requires states to
establish a Medicaid enrollment website to promote seamless enroliment
in Medicaid should a Medicaid eligible individual apply for tax credits
through a state exchange website or vice versa.

Presumptive Eligibility. Effective January 1, 2014, permits all hospitals
that participate in Medicaid to make presumptive eligibility
determinations in addition to providers currently eligible to do so.
Allows hospitals and other providers to make such determinations for all
Medicaid eligible populations, as long as state agency verifies hospital or
provider is capable of doing so. The time period of presumptive
eligibility would be consistent with current law. Current notification
procedures would apply to all presumptive eligibility determinations.
States would decide the benefits covered during presumptive eligibility.

Waiver Transparency. Imposes requirements regarding transparency in
development, implementation, and evaluation of Medicaid and CHIP
section 1115 demonstration programs that impact eligibility, enrollment,
benefits, cost-sharing, or financing. States would be required to: (1)
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2011. (Sec. 1744)

Increases the cap and FMAP for Puerto Rico and the territories by a
percentage specified by the Secretary of HHS that should not total
more than $10.35 billion between the period 2011-2019. Provides
for increases for FY 2020 and subsequent years. (Sec. 1771)

Extends the Qualified Individual (“QI”") Program for two years and
eliminates the funding limitation. (Sec. 1872)

provide notice of intent to develop/renew an 1115 waiver and convene at
least one meeting of the state’s medical advisory board to discuss the
impacts of the proposed changes; (2) publish for written comment a
notice of the proposal including state projections and assumptions
regarding the likely impact of the waiver; (3) post the waiver proposal on
the state‘s Medicaid or CHIP website; and (4) convene open meetings
over the course of the development of the proposal to discuss proposed
changes. States could also be required to include information regarding
the actions taken to meet the notice requirements as a part of their waiver
submission to CMS. The same transparency requirements would apply
for state plan amendments (SPAS).

Secretary would be required to: (1) publish a Federal Register notice
identifying monthly waiver submissions, approvals, denials, and
information about the public comment process; (2) publish a copy of the
proposed waiver to the CMS website; and (3) allow for, respond to, and
make available public comments received about the proposal. Once
approved, the Secretary would post waiver terms and conditions and
approval documents, quarterly state-reported data and three-year
evaluations to the CMS website. Similar transparency requirements
would apply for SPAs.

Free-Standing Birth Centers would be identified as Medicaid providers.

Curative and Palliative Care for Children in Medicaid. Allows children
eligible for Medicaid to receive hospice services without forgoing any
other service to which the child is entitled under Medicaid.

Long Term Services and Supports. Allocates $10 million each fiscal year
beginning in FY2010 for five years to continue funding Aging and
Disability Resource Center initiatives.

Money Follows the Person Rebalancing Demonstration extended
through September 30, 2016.

Standardized Collection of Data. Establishes uniform categories for
collecting data on race and ethnicity, gender and primary language. The
OMB Directive 15 standards and the OMB policy for aggregation and
allocation of subgroups for race and ethnicity data would apply to
Medicaid. CMS would be required to collect primary language data on
CHIP enrollees and their parents. Additionally, requires CMS to collect
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data on individuals with disabilities by surveying providers.

American Indians/Alaska Natives Premiums and Cost-Sharing. Prohibits
cost-sharing (including premiums, deductibles, copayments, co-
insurance, etc.) for all American Indians and Alaska Natives (Al/ANSs)
with incomes at or below 300 percent of FPL for state exchange plans
and public programs.

American Indians/Alaska Natives Eligibility Determination. Indian
tribes, tribal organizations, and urban Indian organizations would be
added to the definition of an Express Lane Agency. Tribes would also be
allowed to accept applications for public programs and state exchange
plans.

Expansion of
SCHIP or Other
Children’s
Coverage

Reauthorizes the Emergency Medical Services for Children
Program. (Sec. 176)

Covers newborns not otherwise insured at the time of birth though
Medicaid. Covers certain children through SCHIP. (Sec. 205)

Prohibits a state from effecting eligibility standards that are more
restrictive than standards in effect on June 16, 2009. Maintenance
of effort ends with the opening of the Health Insurance Exchange in
2013, or if a later date, then on the date when the Health Choices
Commissioner has determined the Exchange has the capacity to
support CHIP enrollees and the Secretary determines procedures are
in place to ensure the timely transition of CHIP enrollees without
interruption of coverage. (Sec. 1703)

Extends coverage of translation or interpretation services included in
the CHIP Reauthorization to “other individuals.” (Sec. 1723)

Requires stand-alone CHIP programs to provide a 12-month
continuous eligibility option for low-income children whose family
income is below 200% of the federal poverty level. (Sec. 1733)

Non-Payment for Health Care Acquired Conditions. Provides that
Medicaid payments as of January 1, 2010 will not be made for
health care acquired conditions. Applies to CHIP. Permits the
Secretary to exclude certain conditions or to include additional
conditions. (Sec. 1751)

Minimum Medical Loss Ratio for Medicaid Managed Care
Organizations. Sets the medical loss ratio at least at 85 percent for
contracts entered into or renewed after July 1, 2010. Applies to

Children’s Health Insurance Program. Through the end of current
reauthorization period (September 30, 2013), requires states to maintain
income eligibility levels for currently eligible children. No other Federal
changes to CHIP prior to September 30, 2013 or until the Secretary
determines that the state exchange is fully operational, whichever occurs
later. After such date, establishes a Federal floor for CHIP eligibility,
requiring states to offer CHIP to all children between 134 and 250% of
FPL. CHIP income eligibility would be based on modified adjusted gross
income, the same measurement that would be used in Medicaid and the
state exchanges. No income disregards would be allowed.

The CHIP benefit package would include state exchange coverage and
state wrap-around benefits. CHIP enrollees would receive tax credits in
the state exchanges (described in the Mark’s Coverage section). Wrap-
around benefits would be arranged by states to provide coverage for
health services of an amount, type, and scope that exceeds the limits of
state exchange coverage (to the full extent of EPSDT). This may include
contracting with plans to provide wrap-around benefits to CHIP
beneficiaries or providing wrap-around benefits directly.

The CHIP cost-sharing rules and out-of-pocket limit of 5% of family
income would continue to apply. As in current law, states would be
reimbursed at the enhanced CHIP match for the cost of this coverage.

American Indians/Alaska Natives Premiums and Cost-Sharing. Prohibits
cost-sharing (including premiums, deductibles, copayments, co-
insurance, etc.) for all American Indians and Alaska Natives (Al/ANSs)
with incomes at or below 300% of FPL for state exchange plans and
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CHIP. (Sec. 1755)

public programs. (Title I, Subtitle G, Part X)

Extension of Family-to-Family Health Information Centers. Extends
funding for family-to-family health information centers at $5 million for
FY 2010 through FY 2012.

Expansion of
Medicare, or
Options for Adult
Ages 55-65

Creates a temporary reinsurance program, in States that do not
have Gateways, to reimburse participating employment based
plans for coverage of retirees ages 55 and older who are not
eligible for Medicare. This program would pull funds from a
“Retiree Reserve Trust Fund,” which would be funded by an
initial appropriation of up to $10 billion. (Sec. 181)

Establishes a temporary reinsurance program for retirees (55 year of
age or older but not eligible for Medicare) to be effective within 90
days of enactment. Eligible plans would apply to the Secretary to
participate. Participating employment-based plans would submit
claims for reimbursement to the Secretary, and the Secretary would
reimburse 80% of claim costs between $15,000 and $90,000
(adjusted based on CPI). Establishes a retiree reserve trust fund and
authorizes an appropriation of up to $10 billion for the fund to carry
out the program. (Sec. 164)

High-risk Pool. Allows enrollment in a high-risk pool for individuals
who have been denied health care coverage due to a pre-existing
condition and who have been uninsured for six months. Premiums
would be 100% of the standard premium rate for a “Bronze plan.”
Provides $5 billion to subsidize premiums for individuals in the high-risk
pool. Expires in 2013.

Long-Term Care

The “Community Living Assistance Services and Supports
(“CLASS”) Act” would create a new voluntary insurance
program for purchasing of community living assistance
services and supports. Active enrollees would pay into the
CLASS program through a payroll deduction (with an opt-out
option). Benefits could be collected by enrollees who have
paid premiums for at least 60 months (at least 12 consecutive
months), if the individual develops a functional limitation,
related to his or her ability to perform activities of daily living
or cognitive or psychiatric impairment, that is expected to last
for a continuous period of more than 90 days. Benefits
include a cash benefit; advocacy services; and advice and
assistance counseling. The payroll deductions would fund a
“CLASS Independence Fund,” and the bill also creates a
“CLASS Independence Advisory Council” to make CLASS
program recommendations. (Sec. 191)

Qualified Long Term Care Insurance. Permits a cafeteria plan to offer
contributions to a qualified long-term care insurance contract as a
qualified benefit. Effective December 31, 2010.

Coverage for
Young Adults

Requires insurers providing dependent coverage to cover
children up to age 26. (Sec. 101, amending Sec. 2709)

Public Plan or
Not-for-Profit
Option

Requires the Secretary to establish a community health option
to be offered through each Gateway. Providers and
individuals would not be required to participate in the
program. (Sec. 142, adding Sec.3106)

Requires the community health option to comply with the
same requirements as those set forth for qualified health

plans. Community plans would offer only essential health
benefits, but states could require additional benefits. (Sec.

Requires HHS to establish a public Exchange-participating health
benefits plan that would be available only through the Exchange. The
“public health insurance option” would have to comply with all
requirements of Exchange-participating plans. Basic, enhanced, and
premium plans would be offered, and premium plus plans could also
be made available. The Secretary’s responsibility is to create a low-
cost plan without compromising quality or access to care. (Sec. 221)

Requires HHS to establish geographically-adjusted premium rates for

Does not include a “public plan”

Health Care Cooperatives. Authorizes $6 billion for the Consumer
Operated and Oriented Plan (CO-OP) program to create non-profit,
member-run health insurance companies to compete in the individual
and small group markets. Eligible organizations would receive grants
and start up loans and must meet the following requirements: 1) it must
be organized as a non-profit, member corporation under State law; 2) it
must not be an existing organization that provides insurance as of July
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142, adding Sec.3106)

Individuals enrolled in the community health plan would be
eligible for credits under Sec. 3111, and States are required to
make payments to an individual in order to defray the cost of
any additional benefits offered by a State. (Sec. 142, adding
Sec.3106)

The Secretary would set premium rates at an amount
sufficient to cover expected costs, and modified community
rating provisions would apply to the community health
insurance option. The Secretary would negotiate rates for
reimbursement with providers, but the rates could not be
higher than the average reimbursement rates paid by health
insurance issuers offering qualified health plans through the
Gateway. The Secretary would establish Federal solvency
standards and the community health option would be subject
to the solvency standard of each State. The Secretary would
require a reserve fund with a value equal to the dollar value of
incurred claims of a community health insurance option. The
Secretary may work with the National Association of
Insurance Commissioners to promulgate additional
requirements with which a community health plan must
comply within 90 days of the rule becoming final. (Sec. 142,
adding Sec.3106)

Requires establishment of an ombudsman to assist consumers.
(Sec. 142, adding Sec.3106)

Establishes a Health Benefit Plan Start-Up Fund and
appropriates funds in an amount requested by the Secretary.
This amount could include the start-up costs associated with
the initial operations of the plan, the costs of making
payments on the claims submitted within 90 days of the
option being first offered, and risk corridor payments. Risk
corridor payments may be made to administrators of the
community health plans for premiums during the 2-year
period beginning on the date when the administrator enters
into a contract with HHS. These payments could be extended.
Community health insurance options would be required to
repay the Secretary for payments made for start-up costs,

the public health insurance option at a level sufficient to fully finance
the costs of the health benefits provided and administrative costs. Start
up funding of not more than $2 billion, as well as addition funds to
cover claims prior to the collection of premiums, would be provided.
(Sec. 222)

HHS would establish payment rates for services purchased under the
public option. In the first 3 years, the rates would be based on
Medicare Part A and Part B rates, except for practitioners’ services, for
which rates would apply without regard to the SGR and with an update
of not less than 1 percent. Non-Part B and non-Part A drugs would be
covered at rates negotiated by the Secretary. The public option would
pay 5 percent more to providers that participate in both Medicare and
the public health insurance option. Starting in the 4" year, the
Secretary would continue to use an administrative process to set rates
and promote payment accuracy, beneficiary access, affordability, and
efficient delivery of care. (Sec. 223)

Providers participating in Medicare would become participating
providers for the public option unless they opt out. (Sec. 223)

Allows payment under the public plan option to be made using
innovative payment mechanisms including a medical home or other
care management payments, ACOs, value-based purchasing, bundling
of services, differential payment rates, performance or utilization based
payment, partial capitation, and direct contracting with providers.
Requires HHS to design and implement mechanisms to improve health
outcomes, reduce health disparities, provide efficient and affordable
care, address geographic variation in the provision of services, or
prevent or manage chronic illnesses. Cost-sharing may be modified to
encourage use of services that promote health and value. (Sec. 224)

Requires providers to meet conditions of participation in order to
participate under the public option, including licensure or
certification. The Secretary would provide for annual participation
of physicians and other providers whereby providers would accept
payment as payment in full. Providers may be excluded from
participation. (Sec. 225)

16, 2009, and must not be an affiliate or successor of any such
organization; 3) its governing documents must incorporate ethics and
conflict of interest standards protecting against insurance industry
involvement and interference; 4) it must not be sponsored by a State,
county, or local government, or any government instrumentality; 5)
substantially all of its activities must consist of the issuance of qualified
health benefit plans in the individual and small group markets in each
State in which it is licensed to issue such plans; 6) governance of the
organization must be subject to a majority vote of its members (i.e.,
beneficiaries); 7) as provided in regulations promulgated by HHS, it
must be required to operate with a strong consumer focus, including
timeliness, responsiveness, and accountability to members; and 8) any
profits made would be required to be used to lower premiums, improve
benefits, or for other programs intended to improve the quality of health
care delivered to members.

Administration. Permits CO-OP-participating organizations to enter into
collective purchasing agreements to increase administrative and cost
efficiencies. Grants would be awarded by HHS and an advisory board,
with priority given to statewide proposals, integrated care models, and
applications with significant private support. The program advisory
board is directed to ensure sufficient funding for at least one CO-OP in
all 50 States and the District of Columbia. CO-OPs that fail to comply
with program requirements would have to repay loans and pay a
termination tax.
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payments on the claims, and the risk corridor payments within
10 years. (Sec. 142, adding Sec.3106)

Requires States to establish State Advisory Councils to
provide recommendations to the Secretary on the operations
and policies of the community health insurance option.
Members of the Councils would include representatives from
the public, including health care consumers and providers.
(Sec. 142, adding Sec.3106)

Allows the Secretary to enter into a contract with entities for
the performance of administrative functions. The Secretary
could enter into contracts with qualified entities for the
purpose of offering a community health insurance option, if
the entity is a non-profit, meets the solvency standards, is
eligible to offer health insurance, meets quality standards, has
in place procedures to control fraud and abuse, and other such
requirements as specified by the Secretary. Contracts must be
for at least 5 years but could be for more than 10. Requires a
competitive bidding process at the end of the term for either
renewal or for the purpose of selecting a new entity. Requires
the Secretary to pay a fee to the contracting administrator for
the management, administration, and delivery of benefits.

The Secretary could increase the fee by 10 percent or reduce it
by not more than 50 percent. Secretary may not renew a
contract if the community health option has been assessed
more than one reduction in payment during the contract
period. (Sec. 142, adding Sec.3106)

The Community Health Insurance Option would be
considered a qualified health plan. (Sec. 163, adding Sec.
3116)

Individual
Mandate

Requires individuals and their dependents to be covered under
qualifying coverage at all times. Individuals who do not have
qualifying health care coverage would be required to make
“shared responsibility” payments unless the individual meets
certain exceptions. Custodial parents or guardians would be
required to make such payments for an uninsured child. The
amount of the payment would be the minimum practicable
amount that can accomplish the goal of enhancing
participation in qualifying coverage, but in no case less than

Imposes a tax, not to exceed the average national average premium for
self-only health care coverage, on individuals who do not have
“acceptable coverage,” meaning a qualified health benefits plan,
grandfathered employment-based health insurance coverage, Medicare,
Medicaid, Tricare/DoD coverage, VA care, or other coverage
recognized by the Health Choices Commissioner. Certain exceptions
apply. (Sec. 401, see also Sec. 301)

Personal Responsibility Requirement. Beginning in 2013, requires all
U.S. citizens and legal residents to purchase coverage through: the
individual market, a public program (includes Medicare, Medicaid,
CHIP, VA, or TRICARE), or through an employer (or as a dependent of
a covered employee) in the small group market, meeting at least the
requirements of a bronze plan; or in the large group market, in a plan
with first dollar coverage for recommended prevention-related services
and that does not have a maximum out-of-pocket limit greater than that
provided by the standards established for HSA current law limit.
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50% of the average annual premium for a basic plan. (Sec. Grandfathered plans would also be deemed to meet the requirement.
161, amending Sec. 59B) Exemptions for religious objections, etc. would be allowed.
“Qualifying coverage” includes an existing group health plan Open Enrollment. Provides for a fall open enroliment period for eligible
or health insurance as of the time of enactment; a group health individuals in the individual market.
plan or health insurance that meets or exceeds criteria for
qualifying coverage; Medicare; Medicaid; TRICARE; VA Excise Tax. Creates an excise tax penalty for individuals who fail to
health care; FEHBP insurance; and insurance through a state maintain health insurance. The amount of the penalty would be $750 per
high risk pool. (Sec. 163, adding Sec. 3116) year for individuals at 100-300% FPL. For individuals at greater than
300% FPL, the penalty is $950/year. The maximum penalty for a family
above 300% FPL is $3,800. No excise tax would be assessed if lack of
coverage lasted less than 3 months. Exemptions would be permitted for
individuals below 100% FPL and for individuals for whom the full
premium of their lowest cost option exceeds 10% of adjusted gross
income.
Employer Play or Pay. Requires employers to make a payment to HHS | Play. Requires employers to: offer coverage to employees and their Does not mandate that employers offer health insurance coverage.
Mandate for any employee not offered qualifying coverage or for families under a qualified benefits plan; contribute towards coverage;

whom the employer does not pay at least 60% of the monthly
premiums for such coverage. The payment would be $750 per
full time employee, and $375 for part time employees, to be
adjusted each fiscal year based on the Consumer Price Index.
(Sec. 163)

A small business exception is provided for employers that
employ no more than 25 employees. (Sec. 163)

Requires the Secretaries of HHS, Treasury, and Labor to
establish procedures for determining the number of
employees who are not offered qualifying coverage. (Sec.
163)

and make contributions to the Exchange for employees who obtain
coverage through the Exchange. (Sec 311). To meet the requirements
of this section, employers must offer coverage, make the required
contribution, provide information to the government, and provide for
autoenrollment of employees into the available plan with the lowest
premium (with an opt out and notice requirement). Employer
contribution to full time employee coverage must be at least 72.5% of
the lowest cost plan for individuals; 65% for families. For part-time
employees, the contribution would be a proportion of these amounts, as
set by HHS. Salary reductions would not be counted towards the
required employer contribution. (Sec. 312)

Pay. Allows an employer, in lieu of providing coverage, to pay an
amount equal to 8% of average wages paid by the employer into the
Health Insurance Exchange Trust Fund. Special rules are provided for
small employers. (Sec. 313)

For small employers, the percentage is reduced incrementally
depending on the annual payroll of the employer: employers with an
annual payroll up to $250,000 pay 0 percent; between $250,000 and
$300,000 pay 2 percent; between $300,000 and $350,000 pay 4
percent; and between $350,000 and $400,000 pay 6 percent. (Sec. 412)

Provides authority to the Health Choices Commission to set standards

Payments for Employees Receiving Premium Credits. Requires all
employers with more than 50 employees that do not offer coverage to
pay a flat fee for each employee who receives a tax credit for health
insurance through a state exchange. The amount would be equal to the
average tax credit in the state exchanges, capped at $400 per employee.
Effective January 1, 2013.
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to prevent “improper steering” of high-risk individuals into the
Exchange. (Sec. 314)

ERISA plans. Amends ERISA to allow an employer to meet the
national health coverage participation requirements by establishing and
maintaining a group health plan. Provides for regular audits of
compliance with requirements, and provides for civil penalties for
noncompliance with coverage participation requirements. (Sec. 321)
Similar changes are made to the Public Health Service Act. (Sec 323)

Requires satisfaction of health coverage participation requirements
under the Internal Revenue Code and the Public Health Services Act.
Provides for periodic investigations to determine compliance and for
enforcement through civil penalties. (Sections 322, 323)

Tax penalties jointly administered by HHS and the IRS would also
apply. (Sections 323, 411)

Imposes an excise tax of $100 per day (with limitations where failure
is corrected, not discovered or unintentional, or where civil penalties
have been applied under ERISA) for each day an employer fails to
meet the health coverage participation requirements for an employee
under Title 111, Subtitle B, Part I of the bill. (Sec. 411)

Other Employer
Requirements

Entities that provide qualifying health insurance coverage
would be required to report information on individuals
covered and nonenrollment to the IRS. (Sec. 161, adding Sec.
6055)

Employers would also be required to provide employees with
notification of the availability of affordable health choices.
(Sec. 162)

Entities that provide acceptable coverage would be required to
report information on individuals they cover and the period of
coverage to the IRS. This information would also be provided in a
statement to employees. (Sec. 401)

Cafeteria Plans for Small Employers. Provides a safe harbor from the
nondiscrimination requirements for cafeteria plans for eligible small
employers. Also applies to coverage under a self insured group health
plan and in other settings. All employees must be eligible for the
employers to meet the eligibility requirements, except that certain
employees may be excluded. Employers must meet minimum
contribution requirements. “Small employer” means an employer that
employs an average of 100 or fewer employees on business days during
either of the two preceding years. Effective December 31, 2010.

Auto Enroliment. Requires employers with 200 or more employees to
automatically enroll employees into health insurance plans offered by the
employer. Allows employees to opt out if they demonstrate coverage
from another source.

Tax Treatment. Provides that tax treatment of employer provided
coverage would be the same whether coverage is offered outside of or
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through a state exchange.
Premium Cost Sharing Tiers and Credits. Establishes “tiers” of cost Rebates. Requires an entity offering a qualified health benefits planto | Premium Credits. Provides refundable tax credits for eligible individuals
Subsidies to sharing for certain individuals and would provide premium provide a rebate to enrollees in any year when the medical loss ratio and families who purchase health insurance through the state exchanges
Individuals credits to Gateways on behalf of eligible individuals. The fails to meet a standard defined by the Health Choices Commissioner. | to subsidize the purchase of certain health insurance plans. Credits

tiers dictate specific percentages of total allowed costs of the
benefits provided under a plan at each level, as well as out of
pocket limitations. The credits would reduce the amount an
individual with an income not exceeding 150% of poverty
pays to 1% of income, and would provide some level of
assistance to individuals with income up to 400% of the
poverty level. Individuals at 400% of poverty would not be
required to pay more than 12.5% of their annual income.
Calculation of credits would be based on the weighted
average of the 3 lowest cost qualified health plans, not
including the community health insurance option. Credits
would not subsidize benefits beyond the essential benefits
package, but States would have flexibility to make payments
that are greater than the amount required. The Secretary of
HHS would establish rules and procedures for eligibility
determinations, within parameters outlined in the legislative
text. Includes an appropriation of such sums as necessary to
carry out this section. (Sec. 151, amending Sec. 3111)

Voluntary Authorization. Allows taxpayers to authorize the
IRS to disclose their information to HHS for purposes of
determining eligibility for credits. (Sec. 152)

(Sec. 116)

Requires health issuers offering health insurance coverage in the small
or large group market or the individual market to provide rebates to
enrollees if coverage has a medical loss ratio below a level specified by
the Secretary. (Sec. 161)

Credits. Requires the Health Choices Commissioner to administer
individual affordability credits and determine eligibility. (Sections.
141, 206). Credits would include affordability premium credits and
cost-sharing credits, which the Commissioner would pay from a Health
Insurance Exchange Trust Fund to the entity offering the plan. Either
the Commissioner or State Medicaid agencies would determine
eligibility. At the time they apply for credits, individuals would be
screened for Medicaid eligibility and enrolled if eligible. (Sec. 241)

Credits would be available to individuals with family income below
400% of the poverty line, who are lawfully present in the U.S.,
enrolled in an Exchange-participating plan not through their employer,
and who are not Medicaid eligible. Certain exceptions apply.
Requires the Secretary to study income disregards. (Sec. 142).
Premium credits would be based on a specified premium percentage
limit based on a sliding scale for income tiers, and family income. The
reference premium amount would be based on the average premium
for the 3 lowest-premium basic plans in the area. Premium percentage
limits would be set on a sliding scale (ranging from an initial premium
percentage of 1.5% and a final premium percentage of 3% for families
at 133%-150% of poverty, to an initial premium of 10% and a final
premium percentage of 11% for families at 350% to 400% of poverty.
Percentages for additional “income tiers” are provided). (Sec. 243).
Cost-sharing credits would be based on “income tiers” between 133%
and 400% of poverty, and would based on actuarial value percentages
ranging from 97% for the lowest income tier to 70% for the highest
income tier. (Sec. 244). Provides income determination and
verification procedures. Requires individuals to report significant
changes in income. Directs the Commissioner to study geographic
variation in application of the federal poverty level (Sec. 245)

would be paid directly to insurers. Individuals up to 300% of the FPL
would be eligible. To enroll, individuals would report their modified
adjusted gross income to the exchange. Authorizes the IRS to disclose
information to the exchanges. Sliding scale tax credits would be
available for individuals and families between 134% and 300% FPL
beginning in 2013. In 2014, credits would also be available to those
between 100% and 133% FPL. Credits would be based on the
percentage of income the cost of premiums represents, ranging from 3%
of income for those at 100% FPL to 13% of income for those at 300%
FPL.

Eligibility Verification. Provides for verification of eligibility using
name, SSN, and date of birth; intent is to prevent illegal immigrants from
accessing state exchanges.

Cost-sharing Subsidy. Provides for a cost-sharing subsidy that would
buy out any difference in cost sharing between the insurance purchases
and set actuarial values on a sliding scale based on FPL. For those at
100-150% FPL, the subsidy brings the value of the plan to 90% actuarial
value; for those at 150-200% FPL, the subsidy brings the value of the
plan to 80% actuarial value.

Abortion. Provides for segregation of public funds such that no tax
credit or cost-sharing credits may be used to pay for abortions, beyond
those permitted by the most recent appropriation for HHS. Insurers
participating in any state-based exchange that offer coverage for abortion
beyond those permitted by the most recent appropriation for HHS must
segregate from any premium and cost-sharing credits an amount of each
enrollee’s private premium dollars that is determined to be sufficient to
cover the provision of those services. Also requires HHS to estimate, on
an average actuarial basis, the per enrollee per month cost of including
coverage of abortions.

Effect of Employer Coverage. Provides that employees offered
employer-provided health insurance coverage would be ineligible for a
low income premium tax credit for health insurance purchased through a
state exchange, unless the coverage offered is unaffordable (meaning that
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Disclosure of Tax Return Information. Requires the IRS to disclose
to the Health Choices Administration or state-based health insurance
exchange certain tax return information on taxpayers whose income
is relevant to determining affordability credits. Restricts use of tax
return information to establishing and verifying the appropriate
amount of any affordability credit. (Sec. 431)

Does not allow payment for undocumented aliens. (Sec 246)

it costs 13% or more of the employee’s income).

Health Insurance Consumer Assistance Grants. Authorizes $30 million
to establish a new competitive grant program to support consumer
assistance organizations in each state. Grantee organizations would assist
consumers in solving problems and navigating health insurance coverage
transitions, as well as collect data on consumer encounters, and report to
HHS on types of problems and inquiries.

Health Care
Surcharge on High
Earning
Individuals

Requires households with adjusted gross income in excess of $350,000
(married filing a joint return) and $280,000 (single) to pay a
progressive surcharge: for married households, income in excess of
$350,000 and below $500,000 is charged a surcharge of 1%; income in
excess of $500,000 and below $1 million is charged a surcharge of
1.5%; and income in excess of $1 million is charged a surcharge of
5.4%. For married filing separately the dollar figures above are halved
and for single filers the dollar figures are 80% of the above. If certain
health reform cost savings are not achieved (as determined by the
Office of Management and Budget), the first two surcharge rates
would be increased to 2% and 3%, respectively. Adjusts the surcharge
for inflation. Special rules apply for nonresident aliens,
citizens/residents living abroad and charitable trusts.

Premium
Subsidies to
Employers

Provides for a “small business health options program credit”
that would be calculated using an employer-size factor.
Eligible small employers would have 50 or fewer employees
and an average wage of under $50,000 for full time
employees. Self-employed individuals could also qualify,
subject to income restrictions and the election not to receive a
credit under Sec. 3111, described above. Employers my not
receive a credit for more than three consecutive years. (Sec.
151, adding Sec. 3112)

As part of the general business tax credit, provides “small business
employee health coverage credits” equal to 50% of the qualified
employee health coverage expenses to the employer (small
employers defined to have 25 or fewer employees) for the taxable
year, with phaseouts based on average compensation of an
employer’s employees and on employer size. No credit is allowed
with regard to expenses paid for employees whose aggregate
compensation during the taxable year exceeds $80,000. Provides
special rules for partnerships and the self-employed. (Sec. 421)

Eligibility. Provides a tax credit for contributions to purchase health
insurance for employees for qualified small employers with no more than
25 full-time employees and annual fulltime equivalent wages that
average no more than $40,000. The full amount of the credit would only
be available to employers with 10 or fewer full time employees and
annual wages of $20,000. These credits would not be payable in
advance or be refundable. Phase 1 credits would be available in 2011
and 2012; phase 2 credits, starting in 2013, would only be available for
employers purchasing insurance through the exchanges.

Amount. Credits would be equal to an applicable percentage of the
small employer’s contribution to the health insurance premium for each
covered employee. The credit would be phased out for employers with
more than 10 full time employees by 6% of the base percentage for each
employee. A similar phase-out would be used based on average wages.

Private Insurance
Market Reform

Prohibits preexisting condition exclusions. (Sec 101, adding
Sec. 2705)

Allows premium rates to vary only with respect to family

Grandfathers existing health insurance coverage as long as no hew
individuals (other than dependants) are enrolled, terms and conditions
of coverage remain the same, and premium increases are consistent for
all enrollees in the same risk group. Limited benefits plans would not

Rating reforms and benefit options. Requires all plans offered in the
individual and small group market, both in and outside the exchanges, to
comply with rating reforms and benefit options in the bill starting on
January 1, 2013.
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structure, community rating areas, actuarial values of the
benefits, or age (except that the rate may not vary by more
than 2 to 1). Requires the Secretary to establish by regulation
a minimum size for community rating areas. (Sec. 101,
adding Sec. 2701)

Requires guaranteed issue (Sec. 101, adding Sec. 2702), and
guaranteed renewability of coverage (Sec. 101, adding Sec.
2703).Insurers would be required to account for their costs.
(Sec. 101, amending Sec. 2704)

Prohibits discrimination based on health status, medical
condition, claims experience, receipt of health care, medical
history, genetic information, evidence of insurability,
disability, or any other health status-related factor determined
appropriate by the Secretary. (Sec. 101, adding Sec. 2706)

Insurers would be required to develop and implement
reimbursement structures to provide incentives for high
quality care to address: care coordination; hospital
readmissions; use of best clinical practices, evidence-based
medicine and HIT; wellness; child health measures; culturally
and linguistically appropriate care; and other measures. (Sec.
101, amending Sec. 2707)

Insurers would be required to cover preventive health services
with minimal cost sharing. (Sec. 101, amending Sec. 2708)
Prohibits an insurer from establishing lifetime or annual limits
on benefits for any participant or beneficiary. (Sec. 101,
amending Sec. 2710)

Health insurance issuers whose plans do not meet the
minimum qualifying coverage criteria within one year must
notify enrollees, in such manner as required by the Secretary,
prior to enrollment or re-enrollment. Upon modification of
the criteria, plans must provide notice to enrollees within 60
days, if the plans do not meet the modified minimum
qualifying coverage. (Sec. 101, adding Sec. 2711)

In the group market, the bill prohibits discrimination based on
salary. (Sec. 121, amending Sec. 2719)

be grandfathered. (Sec. 102)

Provides a 5 year grace period for current employment-based health
plans before qualified health benefit plan requirements would apply.
(Sec. 102)

Individual health insurance coverage could not be offered except as an
Exchange-participating health benefits plan, as of 2013. (Sec. 102)

Prohibits pre-existing condition exclusions from being used to limit or
condition coverage. (Sec. 111)

Requires guaranteed availability and renewability of health insurance
coverage though the Exchange or an employment-based health plan, or
otherwise. Allows nonrenewal or discontinuation of coverage only
after notice of nonpayment of premiums, and rescission only in the
case of fraud. (Sec. 112)

Prohibits rescission except upon clear evidence of fraud and after
providing a opportunity for independent, external, third party review,
effective October 1, 2010. (Sec. 162)

Prohibits insurance rating other than by age (limited to a 2:1 ratio),
area, or family enrollment (consistent with state law). (Sec. 113)

Requires a study of large group insured and self-insured employer
health care markets, with a report to Congress due 18 months after
enactment. (Sec. 113)

Prohibits discrimination in benefits and compliance with requirements
set by the Health Choices Commissioner (Sec. 114) and regulations
promulgated by the HHS Secretary. (Sec. 152)

Applies parity in mental health and substance abuse disorder benefits
requirements to qualified health benefits plans. (Sec. 114)

For plans using a provider network, the Health Choices Commissioner
could establish requirements to ensure network adequacy. (Sec. 115)

Consumer Protections. Requires fair marketing practices (Sec. 131);
binding fair grievance and appeals mechanisms (Sec. 132);

Individual Market Rating Rules. Would establish Federal rating, issue,
renewability, and pre-existing condition rules for the individual market.
Issuers in the individual market could vary premiums based only on:
tobacco use (1.5:1), age (5:1), and family composition (up to 3:1).
Premiums could vary among but not within State-defined geographic
rating areas. Taking together all permissible risk factors, premiums
within a family category could not vary by more than a 7.5:1 composite
ratio.

Small Group Market Rating Rules. The individual market rating rules
would also apply to the small group market but would be phased in over
a period of up to five years beginning January 1, 2013, as determined by
each state.

Individual Market - Guaranteed Issue. Requires issuers to offer coverage
on a guaranteed issue basis. Plans would be permitted to limit total
number of enrollees in certain circumstances.

Individual Market - Guaranteed Renewability. Requires insurers to offer
coverage on a guaranteed renewability basis, and rate those policies on
the same factors used when initially issuing such policies.

Individual Market - Preexisting Conditions and Rescission. Prohibits
insurers from excluding coverage for pre-existing health conditions and
from rescinding health coverage.

Pooling Requirements for the Individual and Small Group Markets.
Allows states to merge pooling and rating requirements for the individual
and group markets for groups of 1-50 or up to 100 (at the state’s
discretion). All plans in these markets would be subject to the same
system of risk-adjustment, which would be applied within rating areas.

Contribution to Non-Profit. Requires all commercial, major medical
health insurers to contribute in years 2013-2015 to an individual policy
reinsurance program administered by a non-profit reinsurance entity.
The intent is to help stabilize premiums for individual coverage during
start up of state exchanges. Reinsurance payments would be made for
high-risk individuals on a per condition basis. The non-profit would
collect $20 billion in 2013-2015. Administration costs would be funded
by separate contributions from insurers.
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Provides the option to retain currently held insurance. Family
members would be permitted to join a current plan and new
employees could enroll in an employer health plan. (New
enrollees would be allowed only if the health plan has not
been significantly modified with respect to benefits or cost
sharing requirements after the date of enactment.) Provisions
would not apply in the case of collective bargaining
agreements until the date on which the last of the collective
bargaining agreements relating to the coverage terminates.
Risk adjustment provisions that apply to plans offered through
the Gateways would not apply to plans under this section.
(Sec. 131)

Provisions are effective immediately upon enactment of the
bill or upon the date when a State becomes a participating or
establishing State under Section 3104 (within 4 years of
enactment). (Sec. 134)

information transparency and disclosure of plan documents, terms
and conditions, claims payment polices and practice, periodic
financial disclosure, data on enrollment, disenrollment, denials,
rating practices, cost sharing, out of network coverage, and other
information. (Sec. 133). Requires timely payment of claims by
qualified health plans. (Sec. 134). Provides for rules for
coordination and subrogation of benefits. (Sec. 135). Requires
compliance with electronic administrative simplification
requirements. (Sec. 137). These consumer protection requirements
will apply to qualified health plans offered outside of the Exchange
to the extent specified by the Commissioner. (Sec. 134)
Accountability. Requires the Commissioner to promote
accountability of entities offering plans, regardless of whether the
plans are offered through the Exchange or otherwise. Provides for
random compliance audits and targeted audits and for recoupment of
costs. (Sec. 142)

Provides for standard definitions of insurance and medical terms and
requires issuance of regulations on effective and efficient insurance
administration. (Sec. 142)

For coverage not offered through the Exchange, these requirements
do not supersede certain provisions of the Public Health Services
Act or ERISA. (Sec. 151)

Imposition of Fee. Imposes on each “specified health insurance
policy” (i.e., any accident or health insurance policy issued with
respect to individuals residing in the U.S.) for each policy year a fee
equal to the fair share per capita amount multiplied by the average
number of lives covered under the policy. The fee imposed shall be
paid by the issuer of the policy. (Sec. 4375)

Self-Insured Health Plans. In the case of any applicable self-insured
health plan for each plan year, imposes a fee equal to the fair share
per capita amount determined multiplied by the average number of
lives covered under the plan. The fee imposed shall be paid by the
plan sponsor. (Sec. 4376)

Administrative Simplification. Requires the Secretary of HHS to
develop and implement goals, including a number of specific
standards, for financial and administrative transactions between

Risk Corridors. After application of reinsurance, risk corridors modeled
after those used in Medicare Part D would be provided for plans choosing
to participate.

State Insurance Commissioners. Charges state insurance commissioners
with overseeing plan compliance with Federal rating rules, facilitating
risk-adjustment within service areas, and establishing rate schedules for
broker commissioners in the state exchanges. Directs creation of a NAIC
Model Regulation to be written into federal regulation.

Rating Areas. Requires state insurance commissioners to define rating
areas, which would be reviewed by the Secretary.

Current coverage. Grandfathers coverage under an existing policy and
permits individuals to renew such coverage.

Interstate Sale of Insurance. Directs NAIC to create model rules for
“health care choice compacts” to allow states to form agreements to
allow the purchase of individual health insurance across state lines
starting in 2015.

National Plans. Allows for national plans with uniform benefit packages
to be offered across state lines. Such plans would be required to be
licensed in every state in which they are offered, but would preempt state
benefit mandates. Premiums would reflect geographic variation among
rating areas.

Ombudsman Program. Requires states to establish an ombudsman office
in 2010 to act as a consumer advocate for those with private coverage in
the individual and small group markets to assist policy holders whose
claims have been rejected.

Transparency. Requires that, beginning in 2010, health plans report the
proportion of premium dollars that are spent on items other than medical
care. Also, beginning in 2010, hospitals would be required to list standard
charges for all services and Medicare DRGs.

Standardization. Requires the Secretary of HHS, working with NAIC
and other stakeholders, to develop standards for use by health insurance
issuers in compiling and providing to enrollees a brief outline of coverage
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insurers and providers. Requires submission of a plan within 6
months for implementation within 5 years. Builds on existing
standards, including those in the HITECH Act. Includes provisions
to protect privacy in use of data. (Sec. 163)

that accurately describes the coverage, including dollar amount for the
following benefits: daily hospital room and board, miscellaneous hospital
services, surgical services, anesthesia services, physician services,
prevention and wellness services, prescription drugs, other benefits. The
summary would also include exceptions, reductions and limitations on
coverage; the cost-sharing provisions, including deductible, coinsurance
and co-payment obligations; the renewability and continuation of
coverage provisions; and directions for obtaining a copy of the actual
coverage policy. An entity that fails to provide required information will
be subject to a fine.

Benefit Design

Requires the Secretary to establish the “essential health care
benefits” eligible for credits under Sec. 3111. These must
include: ambulatory patient services; emergency services;
hospitalization; maternity and newborn care; mental health
and substance abuse; prescription drugs; rehabilitative and
habilitative services and devices; laboratory services;
preventive and wellness services; and pediatric services
(including oral and vision). The Secretary would also
determine the criteria that coverage must meet to be
considered minimum qualifying coverage, and the conditions
under which coverage would be considered affordable for
individuals and families at different income levels. Requires
that the Secretary establish a standard for unaffordable
coverage that would be met only if the premium paid by the
individual is greater than 12.5 percent of the individual’s
adjusted gross income. Beginning in 2013, this percentage
would be adjusted by an amount equal to the percentage
increase or decrease in the medical care component of the
Consumer Price Index. The Secretary would be required to
submit a report to the appropriate Congressional committees
with a certification from the Chief Actuary of CMS that the
essential health benefits meet the limits set forth in the bill.
(Sec. 142, adding Sec. 3103)

Establishes the “Health Benefits Advisory Committee” to recommend
covered benefits for the essential benefits package. The Committee
would be chaired by the Surgeon General. Members would serve three
year terms and would include public officials, stakeholder
representatives, and experts in disparities and disabilities. Initial
recommendations from the Committee to HHS would be due within
one year of enactment. Recommendations would include standards for
essential benefits and cost-sharing levels for “enhanced” plans and
“premium” plans. (Sec. 123) Recommended standards would be
reviewed by the HHS Secretary as a package, and initial standards
would be proposed for adoption through a rulemaking process within
18 months of enactment. (Sec. 124)

Requires plans to offer the essential benefits package and allows a plan
offering a premium-plus level of benefits to provide additional
benefits. (Sec. 121)

Prohibits plans from impasing any limit (other than cost-sharing) on
coverage of health care items and services that is unrelated to clinical
appropriateness. (Sec. 121)

Defines the essential benefits package as providing coverage for
minimum services, limiting cost-sharing, not imposing any annual or
lifetime limit, meeting network adequacy rules, and as being
equivalent to the average prevailing employer-sponsored coverage as
certified by CMS. Requires coverage of the following minimum
services: hospitalization, outpatient hospitals and outpatient clinic
services; professional services of physicians and other health
professionals and services incident to such services; prescription drugs,
rehabilitative and habilitative services; mental health and substance use

Benefit Categories. Defines four benefit categories: bronze, silver, gold,
and platinum. Requires all plans to offer coverage in the silver and gold
categories, at a minimum. All plans must provide preventive and primary
care, emergency services, hospitalization, physician services, outpatient
services, day surgery and related anesthesia, diagnostic imaging and
screenings (including x-rays), maternity and newborn care, pediatric
services (including dental and vision), medical/surgical care, prescription
drugs, radiation and chemotherapy, and mental health and substance
abuse services that at least meet minimum standards set by Federal and
state laws. In addition, plans could charge no cost-sharing (e.g.,
deductibles, copayments) for preventive care services, ex