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The front lines of insurance regulation for consumers having problems with their insurance coverage are the Consumer Services Divisions found in state insurance regulatory agencies. The consumer service representatives (CSRs) staffing these divisions have a statutory responsibility to help consumers work through problems with their insurers, and provide information in response to consumer questions. Since the passage of the Affordable Care Act (ACA) and other recent reforms, and especially as of January 1, 2014, insurance department CSRs are responsible for being familiar with a whole new set of marketplace rules, benefit requirements, and reforms that regulate health insurer behavior. Assuring that CSRs are familiar with these new requirements presents a significant challenge to busy insurance regulators who also have additional new responsibilities under the ACA. 

The State Health Reform Assistance Network (State Network) team at the Georgetown University Health Policy Institute has developed this toolkit to assist insurance regulators in assuring that CSRs are well versed in all aspects of insurance basics (for new staff), as well as the changes brought about by the ACA and other recent reforms. The toolkit that follows here includes a Consumer Services Manual and three related appendices described in more detail directly below.  

The first tool is the main body of the Consumer Services Reference Manual that includes multiple entries organized across a number of categories ranging from insurance basics to a complete list of the preventive services subject to the no cost-sharing requirements. The Manual begins with a detailed table of contents to give CSRs a straightforward index to assist them in finding relevant entries quickly and easily. The manual is written in “layperson” language, that is, the “non-legalese” language most likely to be used by a CSR to explain a concept to a consumer. The final section of the core manual, “Process for Responding to Consumer Inquiries,” provides a place for regulators to insert descriptions of their processes and procedures for handling various types of complaints and inquiries. 

The manual is in Word format and is designed to be a template states can use to create their own state-specific manual tailored to individual state laws, rules, and bulletins. Bracketed notations, like “[State],” and highlighted sections appear in the manual, to denote a place where state regulators will likely want to consider adding or adjusting the content to be more state specific. For example, a state regulator would likely want to add a description of a state’s mini-COBRA plan and any applicable state mandates in the appropriate sections of the manual. This format also allows regulators to alter existing entries to address places where state laws may differ from federal requirements. For example, Rhode Island law allows two levels of internal appeals in some circumstances, so the table outlining the process and timelines for internal appeals reflects that requirement for Rhode Island (the state the manual was originally developed for).
The second tool is a glossary, which appears as Appendix 1 to the manual. The glossary begins with a list of commonly used health insurance acronyms. The authors thank the National Hemophilia Association for allowing the use of its existing acronym list as the core of what is presented here. The acronyms are followed by a list of nearly 200 terms and definitions, drawn from a number of sources, including Healthcare.gov, the National Association of Insurance Commissioners (NAIC), and the Kaiser Family Foundation’s web site. Many definitions have been edited or rewritten to be most applicable to the goal of providing an accurate, user-friendly tool for CSRs.  

The third tool is the benefits crosswalk template that appears as Appendix 2 to the manual.  States can complete the template to help CSRs easily find both ACA essential health benefits and state-mandated benefits within the state’s benchmark plan. Two illustrative examples from Rhode Island are included in the crosswalk template: the state-mandated infertility services benefit and the ACA obstetrical and gynecological benefit requirements. 

The crosswalk template includes a section for each of the 10 required EHB categories. Within each section there is a column naming the specific benefit. Additional columns provide space for the citation and description of any applicable state benefit mandates, the citation and description of applicable ACA requirements, the location and description of the state benefit mandate and/or ACA requirement in the state benchmark plan, and a column for clarifying notes and comments.  

The fourth tool, which appears as Appendix 3, is a reference table illustrating the applicability of ACA provisions to grandfathered and self-funded plans. The table is designed to allow CSRs to easily determine which plan’s benefits are subject to ACA provisions and which are not. This simple reference table should prove invaluable to CSRs in making initial regulatory applicability decisions while working with consumers to resolve problems and answer questions. 

Consumers will be best served by assistance from well-informed CSRs with easy access to the universe of new information that is necessary to perform their duties well. This Consumer Services Toolkit is designed to be one of the many tools that CSRs use to assist consumers, and it can be useful to CSRs whether all the tools are employed together, or only specific, individual tools are utilized. 
Please note that these tools are intended to be used in real time when CSRs are interfacing with consumers. Therefore, legal citations are not included within the tools. To the extent a consumer inquiry requires legal review or interpretation, CSRs would likely work with the policy experts and attorneys within their Divisions.
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I.  HEALTH INSURANCE BASICS
Individual Health Insurance – Consumer purchases a policy directly from the health insurance issuer. The policy is a contract between the issuer and the consumer. The consumer pays a premium (payment) for services and the issuer provides a policy showing what will be provided in return for the payment.  

Group Health Insurance – Employers provide health insurance to employees or an association purchases a group insurance policy for its members to participate in. Group health insurance falls into either the large group or small group category based on the number of employees.  

· Groups with fewer than 50 employees are considered to be small groups and those with 50 or more employees are large groups.  

· In 2016, the definition of small group will change to less than 100 and large group will be 100 or more. States may change their definitions before 2016.

Group Health Plan Types:
· Fully-Insured: Employer purchases a policy from a health insurance issuer and the issuer is responsible for paying claims. Employer is the policyholder and employees are certificate holders. Fully-insured plans are regulated by state insurance regulators.
· Self-Funded: Employer is responsible for paying claims from employer’s own funds. Self-funded plans are regulated by the federal Department of Labor. 
Continuation of Group Health Plans Beyond Termination – COBRA and [State] Mini-COBRA - COBRA is a federal law that allows employees in groups of 20 or more employees (except federal government, churches, and some church-related organizations) to temporarily keep their group plan coverage by paying 100 percent of the premium (employee’s and employer’s share), plus two percent for administrative costs.

COBRA Eligibility: Covered employee or qualified beneficiary (spouse, former spouse, other dependents of covered employee) who are covered under the group plan the day before a qualifying event occurs. Qualifying events include:

· Covered employee’s employment terminates (except for gross misconduct) or hours are reduced; 

· Qualified beneficiary divorces or legally separates from covered employee;

· Covered employee dies or becomes eligible for Medicare; 

· Dependent ages off policy; or
· Employer goes bankrupt.

Notifications: Employer, covered employee, or qualified beneficiary must notify the plan within 30 days of a qualifying event as follows:
· Employee or qualified beneficiary: divorce, separation, or loss of dependent status.  
· Employer: all other qualifying events.
Additional Notices/Time Frames: 
· Plan notification of COBRA eligibility – 14 days from receipt of notification of a qualifying event.

· Covered employee or qualified beneficiary must elect or waive COBRA coverage within 60 days from receipt of notice from plan, or from qualifying event—whichever is later.  
· First premium payment must be made within 45 days of electing COBRA.
· In total, a COBRA-eligible individual has 105 (60+45) days to elect COBRA and pay the first premium payment.  
Length of COBRA Coverage:
· 18 months – when covered employees’ hours are reduced or employment terminates.
· 29 months – if a member of the family is disabled. Premiums can be 150 percent of group premium for the last 11 months. 
· 36 months maximum – for spouse and/or dependents when a second qualifying event occurs during the initial 18 month coverage period.  
· 36 months maximum – if covered employee becomes eligible for Medicare within 18 months prior to termination of employment or reduction in hours. Spouse and dependents are entitled to 36 months starting on the date of Medicare eligibility.
[State] Mini-Cobra:
[Some states have “mini-Cobra” laws that apply to smaller group plans.  This section is reserved for a description of a state’s plan (if applicable) and its eligibility requirements.]

Group and Individual Health Insurance Products –
· Health Reimbursement Accounts (HRAs): Employer establishes an account for employee. Account is funded only by the employer and the employer determines what the funds can be used to cover (typically, expenses like co-pays/co-insurance, deductibles, prescription drugs). Employer also determines whether funds can be rolled over to the next year. Usually accompanied by a High Deductible Health Plan (HDHP). Typically employees cannot take remaining HRA funds with them when they leave an employer. Employees may not contribute to HRAs.  
· Health Savings Accounts (HSAs): Must be accompanied by enrollment in a High-Deductible Health Plan (see below). HSAs are accounts administered by an employer or bank in which policyholder or employer deposits funds to help pay claims costs before deductible is met and to pay cost-sharing amounts after deductible is met. Funds remaining at the end of the year can be rolled over to the next year. There are limits to how much policyholders can contribute each year.  In 2015, individuals can contribute $3,350 and families $6,650.
· High Deductible Health Plans (HDHPs): Plans with high deductibles that must be met before the plan begins paying, except for certain preventive services (see Preventive Services). Because of the high deductible amounts, these plans work best for healthier people who don’t expect to incur many expensive claims. (The HDHP may or may not employ managed care product features.)

· Managed Care Products Definition: Plan that employs one or more care management tools that are intended to improve quality and cost efficiency, such as: 

· Gatekeepers: Enrollee chooses a primary care physician who must approve all referrals.

· Network restrictions: 

· Services obtained from providers in a prescribed network are covered at a higher rate. 

· Services received outside the network require more cost-sharing or are not covered at all.

· Pre-authorization: Some services may require authorization by the plan before they will be covered.

· Drug Formularies: Some plans will only cover specific brands in each drug category.

· Capitation: Plan pays provider a flat amount per enrollee. The amount is actuarially determined to cover in the aggregate all services rendered by the provider to the provider’s patient population for that plan.

· Additional managed care features: utilization review, case management, etc.

· Managed Care Product Types:
· Health Maintenance Organization (HMO): Enrollees must choose a primary care physician (PCP) to serve as the “gatekeeper” for their care. All diagnostic and specialty services must be referred by the PCP. Generally there is no payment for out-of-network services, except in emergency situations. 

· Preferred Provider (PPO): Enrollees may obtain services inside or outside the provider network (sometimes referred to as a preferred provider organization, thus the PPO acronym). Reimbursement amounts vary based on whether or not services are delivered by network providers.
· Point of Service Plan (POS): Combines elements of HMO and PPO plans. Typically requires enrollee to choose a gatekeeper physician, like an HMO, but offers some coverage for non-gatekeeper-referred and out-of-network services, similar to PPO plans.

· Traditional Indemnity Plan: Insured person obtains medical services and the provider files a claim and is reimbursed based on provider’s fee schedule, or regional usual and customary fees for the billed service. Provider bills insured person for co-pays, co-insurance, or other amounts not covered by the policy. (Some providers collect co-pays at time of service.) Alternatively, an insured person may pay provider at time of service and file a claim for reimbursement.  

Medicaid – Combined state and federally-funded health plan offered by states. Usually offered to individuals with low incomes, but eligibility often also depends on meeting other requirements, such as age, pregnancy status, disability status, or other special health care needs, as well as citizenship. States must include certain federally-prescribed basic benefits, but have flexibility to offer additional benefits and to determine who qualifies.  
Medicare – A federal social insurance plan enacted as an amendment to the Social Security Act in 1965 and funded by payroll taxes. Medicare provides health insurance to individuals who are age 65 and older, are under age 65 and have certain diseases, or are any age and have end-stage renal disease. There are four parts:

· Part A: Covers most inpatient services, such as hospitalization, skilled nursing facilities, and home health care. There is no premium for Part A.
· Part B: Covers most outpatient services, such as doctor visits, durable medical equipment, and outpatient surgery. Premiums are income-related and are deducted from beneficiaries’ social security checks. Premiums and deductibles for Part B are adjusted annually. 
· Part C: Also known as Medicare Advantage. Federal government pays private issuers to act in Medicare’s place for Medicare beneficiaries who choose to enroll. Benefits include Medicare and supplemental benefits and, in some instances, Part D benefits.
· Part D: Drug coverage for Medicare beneficiaries. May be included in Part C coverage, a Medigap plan, or purchased separately. Beneficiaries who don’t enroll in a Part D plan incur a penalty for each month they delay.  
Dually Eligible Beneficiaries – People who qualify for both Medicare and Medicaid. Medicaid benefits generally supplement Medicare benefits. 
Medigap – Private insurance plans that supplement Medicare coverage, offered in an array of federally standardized benefit packages. Medigap benefits include payment of co-insurance and deductibles and other costs and services not covered by Medicare. 
Tricare – The health benefit program for all seven uniformed services: the Army, Navy, Marine Corps, Air Force, Coast Guard, Public Health Service, and the National Oceanic and Atmospheric Administration.

Federal Indian Health Service Program – A federal program that provides health care coverage for individuals enrolled as members of a federally recognized tribe.  

Private Fee-For-Service (FFS) – Consumer pays provider of health care services directly without third party payer involvement. 
“Excepted Benefit” Plans – Plans that cover specified limited scope health benefits that are exempt or “excepted” from the insurance market reform provisions of the Affordable Care Act and the Health Insurance Portability and Accountability Act.  These include: fixed indemnity plans, long-term care plans, accident only plans, disability income insurance, workers’ compensation, and limited-scope dental or vision plans.  Note: Insurers are prohibited from marketing fixed indemnity plans in the individual market to individuals who do not have minimum essential coverage, and are required to include a disclaimer that coverage under a fixed indemnity plan is not a substitute for major medical coverage and does not meet the minimum essential coverage requirement.
State Insurance Regulation – Regulation of insurance companies is generally the purview of the states. State insurance regulators enforce compliance with both state and federal statutes by conducting the following activities:

· Solvency Oversight: State insurance regulators assure that health insurance issuers have ample funds in reserve to pay projected claims. Regulators require frequent financial reports and conduct desk audits of the reports as well as periodic on-site examinations at the home offices of domestic insurers.  
· Rate Review: Health insurance issuers are required to file proposed premium rates with state regulators for rigorous review. Pursuant to the Patient Protection and Affordable Care Act (ACA), if a state regulator does not have the authority and/or will to require premium rate filings and conduct reviews, federal regulators review proposed rate increases.  
· Form Review: Policy forms and, in some states, advertisements and other forms and notices issued by health insurance issuers are reviewed by state regulators for compliance with state and federal laws. 
· Market Conduct: State insurance regulators process consumer complaints and inquiries and conduct market conduct examination of health insurance issuers to ensure compliance with state and federal market conduct laws.  
· State and Federal Interaction 

· Enforcement – Generally, federal laws that regulate health insurance issuers are enforced by state insurance regulators. If a state insurance regulator does not have the authority or will to enforce federal laws, federal regulators will enforce in that state. 

· Preemption Generally – Some federal laws replace state laws regulating the same matter unless the state law provides stronger protections than the federal law.  
· Example: States may impose more restrictive rating requirements (e.g., they may prohibit tobacco rating). [States may use a state-specific example, if applicable]
· ERISA Preemption – For self-funded group plans, ERISA generally preempts any state insurance law requirements.  

· Example: A self-funded plan is not required to comply with a state’s benefit mandates.

· Example: If an employee has a complaint regarding a self-funded plan, he or she must file the complaint with the federal Department of Labor and not the state.
II. GRANDFATHERED PLANS [AND TRANSITIONAL PLANS]
Grandfathered Plans (“GF plans”) – A “grandfathered plan” or a “GF plan” is a group health plan or individual health insurance policy that was in effect on March 23, 2010. GF plans are exempt from many of the ACA’s key provisions, but are subject to certain provisions. We have noted in this manual which provisions apply and which do not. A plan can lose its GF status if it:
· Eliminates all or substantially all of any benefit necessary to diagnose or treat a particular condition;
· Increases the cost-sharing amounts above a certain threshold;
· Decreases employer contributions below a certain threshold; or
· Reduces the dollar value of existing annual limits, or imposes new annual limits.
A GF plan must disclose its grandfathered status in any plan materials describing the plan’s benefits that are distributed to beneficiaries. These materials must also contain contact information for questions and complaints.

Please see Appendix 3 for the applicability of certain Affordable Care Act provisions to GF plans.
[Transitional Plans– Under federal guidance, non-grandfathered small group health plans and individual health insurance policies that were in effect on or before October 1, 2013, may be renewed year over year through 2016.  These “transitional plans” are exempt from some of the requirements under the Affordable Care Act effective in 2014.  This section is reserved for a description of a state’s policies and procedures related to transitional plans.  Appendix 3 can also be updated to identify the applicability of certain Affordable Care Act provisions to transitional plans, if a state allows them to continue for some period between 2014 and 2016.]

III. PURCHASING AND RENEWING A POLICY

Guaranteed Issue – A health insurance issuer in the individual or group market must offer to any individual or employer all products that are approved for sale in that market, and must accept any individual or employer that applies for coverage under any of those products, regardless of the health status of the individual or the employees of the employer. 

Premium Rating Restrictions – The premium rate in the individual and small group markets may only vary based on the following:

· Individual versus family coverage;
· Rating area;
· Age; and
· Tobacco use.
Guaranteed Renewability – Health insurance issuers in the individual or group market must renew in-force coverage at the option of the employer or individual, with certain exceptions:

· Nonpayment of premiums;
· Fraud or an intentional misrepresentation of material fact by the employer or individual;
· Failure to comply with a material plan provision relating to employer contribution or group participation rules pursuant to applicable state law;
· The health insurance issuer ceases to offer the coverage, acting uniformly without regard to claims experience or health status;
· For network plans, there is no longer any enrollee under the plan who lives, resides, or works in the service area of the health insurance issuer (or in the area for which the issuer is authorized to do business);
· Employer’s membership in an association is required for coverage, and membership ceases (coverage must be terminated uniformly and without regard to any health status-related factor relating to any covered employee); or
· Health insurance issuers offering student health insurance coverage are not required to renew or continue coverage for individuals who are no longer students or dependents of students.
Rescissions Prohibited – “Rescission” is any cancellation or discontinuance of a policy that has a retroactive effect other than a retroactive cancellation or discontinuance due to nonpayment of premiums. Rescissions are prohibited unless they are based on an act or omission that constitutes either fraud or intentional misrepresentation of material fact by an enrollee. An enrollee must be given 30 days written notice prior to a rescission and can appeal a decision to rescind.
IV. ENROLLMENT AND ELIGIBILITY

Open Enrollment Periods on and off the Marketplace – Group Market 
· Large Group Market: Large employers can purchase coverage at any time, but can and do often impose enrollment periods on their employees.
· Small Group Market: Issuers must permit a qualified small employer to purchase coverage at any point during the year, provided that the small employer meets minimum contribution and group participation requirements.  Issuers may limit the annual enrollment period for qualified small employers who do not meet the minimum contribution and group participation requirements to November 15 through December 15.
Open Enrollment Periods on and off the Marketplace – Individual Market

· The annual open enrollment period for the benefit year beginning on January 1, 2016 begins on November 1, 2015 and extends through January 31, 2016.
Note: In the individual market outside of the marketplaces, insurers have the option of allowing open enrollment more frequently and as permitted under state law, provided that open enrollment is available to all individuals on a guaranteed issue basis. [Insert state-specific open enrollment periods, if applicable]
	Events that Trigger Special Enrollment In the Individual and Group Markets

	Triggering events in the individual market on and off the Marketplace and in the small group market on the Marketplace

	Loss of minimal essential coverage
	Erroneous enrollment or non-enrollment in a QHP by the Exchange, HHS, or a non-Exchange entity providing enrollment assistance or conducting enrollment activities
	Substantial violation by a QHP of a material provision of its contract

	Access to new QHPs as a result of a permanent move

	Triggering events in the individual market on and off the Marketplace

	Newly eligible for premium tax credits due to an increase in income above 100% of the poverty line (available only to residents of states that did not expand Medicaid)

	Individuals enrolled in any non-calendar year group health plan or individual health insurance coverage obtain a special enrollment period  when the existing policy comes up for renewal

	Triggering events in the group markets on and off the Marketplace

	Newly eligible for premium assistance under Medicaid or CHIP

	Triggering events in the individual and small group markets on the Marketplace

	Demonstration of exceptional circumstances requiring special enrollment

	Triggering events in the individual market on the Marketplace

	Attainment of legal residency in the U.S.

	Change in eligibility for premium tax credits or cost-sharing reductions

	Triggering events in all markets on and off the Marketplace

	Loss of Medicaid or CHIP eligibility
	Termination of employer contributions for coverage
	Loss of eligibility for coverage.

	Marriage, birth, adoption, placement for adoption, child support order or other court order
	Exhaustion of COBRA

	Triggering events in all markets off the Marketplace

	Loss of coverage due to death, employment termination, reduction of hours, divorce or legal separation, loss of dependent status, or bankruptcy (retirees only)*

	Newly eligible for Medicare

	

	


* Note: this triggering event would likely also be considered a triggering event under “loss of minimum essential coverage” included in the first category of this table.
Timeframes for Enrolling after a Special Enrollment Triggering Event

·  Individual Market: Individuals have 60 days from the triggering events described above to enroll in coverage. 
· Advanced availability: For certain triggering events – for example, loss of minimum essential coverage – individuals also have 60 days before the triggering event occurs in which to select a plan.
· Group Market: Individuals have 30 days from the triggering events described above to enroll in coverage, with the exception of loss of Medicaid/CHIP eligibility and premium assistance for Medicaid/CHIP. For these two triggering events, individuals have 60 days to enroll in coverage through the marketplace. 

· Note: An Indian (as defined under federal law) may enroll in a SHOP or individual market marketplace QHP, or change from one QHP to another, one time per month.

Prohibition on Waiting Periods that Exceed 90 Days for Small and Large Group Health Plans – A waiting period is the period that must pass before coverage for an employee or dependent who is otherwise eligible to enroll under the terms of a group health plan can become effective. Small and large group health plans are prohibited from having enrollment waiting periods in excess of 90 days.  Note: Employers may require a one-month orientation period prior to the start of the 90-day waiting period. 
Dependent Coverage up to Age 26 – Individual and group plans that provide dependent coverage must make that coverage available to married and unmarried dependent children until age 26. Dependent eligibility can only be defined in terms of the relationship between the child and the subscriber and requirements for dependent eligibility cannot be based on financial dependency, student status, employment status, or eligibility for other coverage. The terms of dependent coverage cannot vary based on age.  
· Example: A health insurance issuer cannot impose a premium surcharge for children who are older than 18 if it does not impose such a charge on dependents under age 18. An issuer cannot offer only an HMO to children over 18 if it offers a PPO product to children under age 18.

V. DISCRIMINATION

Discrimination based on Health Status Prohibited – Individuals may not be denied eligibility or continued eligibility to enroll in a group health plan or be charged more for enrolling in a group health plan based on “health factors,” which include:

· Medical condition, including both physical and mental illnesses;

· Claims experience;

· Receipt of health care;

· Medical history;

· Genetic information;

· Evidence of insurability; or

· Disability.
Discrimination based on Genetic Information Prohibited – Issuers of both individual and group health plans (including employers sponsoring group plans) cannot: 
· Use genetic information to calculate premiums; 
· Request or require an individual to undergo genetic testing; or 
· Collect genetic information (including family medical history) prior to or in connection with enrollment, or for underwriting purposes.

Pre-Existing Condition Exclusions Prohibited – Health insurance issuers in the individual and group markets cannot limit or exclude coverage for a disease, illness, or condition that existed prior to the effective date of coverage.

Discriminatory Benefit Design Prohibited – Benefit designs for fully insured individual and small group plans cannot discriminate based on:

· Age or expected length of life;
· Present or predicted disability, degree of medical dependency, or quality of life;
· Race, color, national origin; or 

· Sex, gender identity, or sexual orientation.
In addition, benefit designs cannot discourage individuals with significant health needs from enrolling.  
· Example: Cannot limit the number of hematologist visits covered under a plan to discourage patients with Sickle Cell Anemia or Hemophilia from seeking treatment.
· Example: An issuer may not impose a waiting period before an enrollee can access a specific covered benefit (e.g., may not impose a waiting period for transplant services). (Issuers may impose a waiting period for pediatric orthodontia, so long as it is reasonable.)
Discrimination in Favor of Highly Compensated Individuals Prohibited – Employers are prohibited from discriminating in favor of highly compensated individuals (HCIs) relative to other employees as to the group health plan’s eligibility and benefits. An HCI is someone in one or more of the following categories:

· One of the five highest paid officers; 

· A 10 percent shareholder; or 

· Among the highest paid 25 percent of all employees.  

For a plan to be considered nondiscriminatory with respect to benefits, it must offer the same benefits to HCIs that it offers to non-HCIs. For a plan to be considered nondiscriminatory with respect to eligibility, it must pass one of the three coverage tests:

· 70 percent of all employees beneﬁt under the plan;
· The plan beneﬁts at least 80 percent of eligible employees and at least 70 percent of all employees are eligible; or
· The plan demonstrates that its classification of employees is reasonable and nondiscriminatory. 
If a self-insured group health plan discriminates in favor of HCIs, the affected HCIs must include some or all of the value of the beneﬁts received in their taxable income. As such, these requirements are enforced by the Internal Revenue Service (IRS); however, the IRS has delayed enforcement for fully-insured plans indefinitely.
Discrimination Against Providers Prohibited – Health insurance issuers cannot discriminate against licensed providers providing covered services while operating within their statutory scope of practice.  

· Example: If a health insurance issuer includes chiropractors in its network, it cannot refuse to cover services rendered by a chiropractor if those services 1) are within the chiropractor’s legal scope of practice, and 2) are otherwise covered when rendered by another licensed provider, such as a physical therapist.

This does not, however, require health insurance issuers to contract with all types of licensed providers. 
· Example: A health insurance issuer is not required to contract with naturopaths, unless otherwise required to by state law.
VI. POLICY COVERAGE REQUIREMENTS

Coverage of Essential Health Benefits or “EHB” – Individual and small group health plans must cover “essential health benefits,” which include:

· Ambulatory patient services 

· Emergency services

· Hospitalization

· Maternity and newborn care

· Mental health and substance use 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

In the individual and small group markets, coverage of EHB is determined by each state’s benchmark plan—a health insurance plan offered in the state and identified by the state as including the required EHB. (See Appendix 2) 
Health insurance issuers in the individual and small group markets must ensure that each plan’s coverage of EHB meets certain minimum actuarial value (AV) targets. These AV targets are based on four benefit tiers established under the ACA:

· Bronze: 60 percent AV

· Silver: 70 percent AV

· Gold: 80 percent AV 

· Platinum: 90 percent AV 

“Actuarial Value” or AV means the proportion of medical expenses an insurance plan is expected to cover.  
· Example: An AV of 60 percent means that on average across all services for all consumers the plan would pay 60 percent of medical expenses. Depending on the services obtained, some consumers will pay more than 40 percent of medical expenses, and others will pay less. 
Annual and Lifetime Dollar Limits on EHB Prohibited – Plans cannot include annual or lifetime dollar limits on EHBs, but visit limits are permitted. The maximum out-of-pocket limits apply to all markets, including self-insured group health plans. In the large group market, EHBs continue to be defined by the categories of EHBs set forth in the ACA.
Limits on Out-of-Pocket Expenses for EHB – The total amount an individual or employee must pay out-of-pocket for EHBs under a policy to satisfy co-payment, co-insurance, and deductible amounts for the 2016 benefit year is limited to $6,850 under a self-only policy and $13,700 under a family policy. The maximum out-of-pocket limits apply to all markets and self-insured group health plans (EHBs continue to be defined by the categories of EHBs set forth in the ACA in the large group market).
Coverage of Medical and Surgical Benefits for Reconstruction Post-Mastectomy Required – Under federal law, for group health plans only, coverage is required for medical and surgical benefits with respect to breast reconstructive surgery post-mastectomy. [States may update this paragraph to reflect any additional coverage requirements under state law.]   
Hospital Coverage for Mothers and Newborns following Childbirth Required – Under federal law, for group health plans only, coverage is required for a mother and her new child for a 48-hour hospital stay following natural childbirth and 96 hours following a cesarean section. [States may update this paragraph to reflect any additional coverage requirements under state law.]   

Equal Coverage of Mental Health Benefits and Medical/Surgical Benefits Required – For all plans and policies offered in the individual and group markets, the financial requirements (such as co-pays, deductibles) and treatment limitations (such as visit limits) applicable to mental health or substance use disorder cannot be more restrictive than the predominant requirements or limitations applied to substantially all medical/surgical benefits.
Coverage of Preventive Services with $0 Cost-Sharing 
[States may have state-mandated preventive services, which can either be incorporated into the federal list of preventive services below or included in a separate state-specific list that follows the federal list. For state-mandated preventive services that fall outside of the federal list, states should note whether cost-sharing applies.]
The following preventive services are covered without cost-sharing when delivered by an in-network provider, whether or not the deductible has been met. The list pulls directly from the guidelines from the organizations listed below, and may be updated from time to time as new medical evidence and data become available.
· Services rated A and B by the United States Preventive Services Task Force (USPSTF) and breast cancer preventive services (excluding 2009 breast cancer recommendations)
· Immunizations recommended by the CDC 
· Services in HRSA guidelines for infants, children, adolescents, women
Specific preventive services on these lists as of the release of this manual include: 
Preventive Health Services for Adult Men and Women

· Alcohol Misuse screening and counseling
· Aspirin use to prevent cardiovascular disease for men and women of certain ages

· Blood Pressure screening for all adults

· Cholesterol screening for adults of certain ages or at higher risk

· Colorectal Cancer screening for adults over 50

· Depression screening for adults

· Diabetes (Type 2) screening for adults with high blood pressure

· Diet counseling for adults at higher risk for chronic disease

· HIV screening for everyone ages 15 to 65, and other ages at increased risk 

· Adult Immunizations – See www.vaccines.gov for recommended doses, ages, and populations:

· Hepatitis A 

· Hepatitis B 

· Herpes Zoster (Shingles) 

· Human Papillomavirus   

· Influenza (Flu Shot)

· Measles, Mumps, Rubella

· Meningococcal

· Pneumococcal

· Tetanus, Diphtheria, Pertussis

· Varicella

· Obesity screening and counseling for all adults

· Sexually Transmitted Infection (STI) prevention counseling for adults at higher risk

· Syphilis screening for all adults at higher risk

· Tobacco use screening for all adults and cessation interventions for tobacco users  
Adult Men’s Preventive Health Services 

· Abdominal Aortic Aneurysm one-time screening for men of specified ages who have ever smoked

Women’s Preventive Health Services

· Anemia screening on a routine basis for pregnant women

· Breast Cancer Genetic Test Counseling (BRCA) for women at higher risk for breast cancer

· Breast Cancer Mammography screenings every 1 to 2 years for women over age 40

· Breast Cancer Chemoprevention counseling for women at higher risk
· Breast Cancer Risk-Reducing Medications such as tamoxifen or raloxifene for risk reduction of primary breast cancer for women who are at an increased risk for breast cancer.  Coverage required starting in plan or policy years beginning on or after September 24, 2014.
· Breastfeeding comprehensive support and counseling from trained providers, and access to breastfeeding supplies for pregnant and nursing women

· Cervical Cancer screening for sexually active women

· Chlamydia Infection screening for younger women and other women at higher risk

· Contraception: Food and Drug Administration-approved contraceptive methods, sterilization procedures, and patient education and counseling, as prescribed by a health care provider for women with reproductive capacity (not including abortifacient drugs).

Note: Certain religious organizations (e.g., churches) are exempt from this requirement. Certain religious-affiliated organizations (e.g., Catholic universities) may opt out of this requirement. In such cases, insurers and third party administrators may be required to provide the benefit directly at no cost to the organization or its members. Employees should check with their employers.

· Domestic and interpersonal violence screening and counseling for all women

· Folic Acid supplements for women who may become pregnant

· Gestational diabetes screening for women 24 to 28 weeks pregnant and those at high risk of developing gestational diabetes

· Gonorrhea screening for all women at higher risk

· Hepatitis B screening for pregnant women at their first prenatal visit

· HIV screening and counseling for sexually active women

· Human Papillomavirus (HPV) DNA Test every 3 years for women with normal cytology results who are age 30 or older

· Osteoporosis screening for women over age 60 depending on risk factors

· Rh Incompatibility screening for all pregnant women and follow-up testing for women at higher risk

· Sexually Transmitted Infections counseling for sexually active women

· Syphilis screening for all pregnant women or other women at increased risk

· Tobacco use screening and interventions for all women, and expanded counseling for pregnant tobacco users.  

· Urinary tract or other infection screening for pregnant women

· Well-woman visits to get recommended services for women under age 65

Children’s Preventive Health Services

· Autism screening for children at 18 and 24 months
· Behavioral assessments for children at the following ages: 0 to 11 months, 1 to 4 years, 5 to 10 years, 11 to 14 years, 15 to 17 years
· Blood Pressure screening for children at the following ages: 0 to 11 months, 1 to 4 years, 5 to 10 years, 11 to 14 years, 15 to 17 years
· Cervical Dysplasia screening for sexually active females
· Depression screening for adolescents
· Developmental screening for children under age 3
· Dyslipidemia screening for children at higher risk of lipid disorders at the following ages: 1 to 4 years, 5 to 10 years, 11 to 14 years, 15 to 17 years
· Fluoride Chemoprevention supplements for children without fluoride in their water source

· Gonorrhea preventive medication for the eyes of all newborns
· Hearing screening for all newborns
· Height, Weight, and Body Mass Index measurements for children at the following ages: 0 to 11 months, 1 to 4 years, 5 to 10 years, 11 to 14 years, 15 to 17 years
· Hematocrit or Hemoglobin screening for children
· Hemoglobinopathies or sickle cell screening for newborns
· HIV screening for adolescents at higher risk
· Hypothyroidism screening for newborns
· Immunization vaccines for children from birth to age 18. See www.vaccines.gov for recommended doses, ages, and populations:

· Diphtheria, Tetanus, Pertussis

· Haemophilus Influenzae Type B
· Hepatitis A

· Hepatitis B

· Human Papillomavirus

· Inactivated Poliovirus

· Influenza (Flu Shot)

· Measles, Mumps, Rubella

· Meningococcal 

· Pneumococcal

· Rotavirus

· Varicella

· Iron supplements for children ages 6 to 12 months at risk for anemia

· Lead screening for children at risk of exposure

· Medical History for all children throughout development at the following ages: 0 to 11 months, 1 to 4 years, 5 to 10 years, 11 to 14 years, 15 to 17 years

· Obesity screening and counseling

· Oral Health risk assessment for young children Ages: 0 to 11 months, 1 to 4 years, 5 to 10 years

· Phenylketonuria (PKU) screening for this genetic disorder in newborns

· Sexually Transmitted Infection (STI) prevention counseling and screening for adolescents at higher risk

· Tobacco use interventions for children and adolescents, including education or brief counseling to prevent initiation of tobacco use in school-aged children and adolescents  

· Tuberculin testing for children at higher risk of tuberculosis at the following ages: 0 to 11 months, 1 to 4 years, 5 to 10 years, 11 to 14 years, 15 to 17 years

· Vision screening for all children

Coverage for Emergency Services – Plans cannot require prior authorization for emergency services for an emergency medical condition (see definitions below). Consumers must receive in-network cost-sharing even if the emergency services are delivered by an out-of-network provider. Finally, plans must pay for any out-of- network emergency services at the greater of: 

1. Median in-network rate for the emergency service provided;

2. An amount calculated based on the method an insurer uses for calculating reimbursement for all other out-of-network services; or

3. Medicare rate for the emergency service provided.

“Emergency services” are services rendered in the emergency department to stabilize a person who presents with an emergency medical condition.
“Emergency medical condition” means a medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to result in:

· Placing the health of the individual (or in the case of a woman who is pregnant, the health of the woman or her unborn child) in serious jeopardy; 

· Serious impairment to the individual’s bodily functions; or 

· Serious dysfunction of any bodily organ or part of the individual. 

Access to PCPs, Pediatricians, and OB-GYNs – For the following provider types, plans cannot limit enrollee choice of provider as long as that provider participates in the plan. 

· Enrollees can select any participating and available primary care provider (PCP) as their PCP.

· Parents can choose any participating pediatrician as their child's PCP.

· Enrollees have direct access (i.e., no prior authorization/referral) to participating obstetrics and/or gynecology (OB-GYN) providers.

Coverage of Routine Costs for Approved Clinical Trials – Insurers must cover routine costs for qualified individuals participating in approved clinical trials (see definitions below). 
“Approved clinical trials” include Phase I, II, III, or IV clinical trials for the prevention, detection, or treatment of cancer or other life-threatening conditions or diseases.

“Qualified individual” is an individual who is eligible to participate in the trial and whose participation is medically appropriate.

“Routine costs” include medically necessary services provided to the individual for purposes of the approved clinical trial. Does not include:
· The actual device, equipment, or drug that is being studied;
· Items and services that are provided solely to satisfy data collection and analysis needs that are not used in direct clinical management of the patient; or
Services rendered by out-of-network providers unless otherwise covered under the plan.

VII. NOTICE REQUIREMENTS

Summary of Benefits and Coverage (SBC) – Insurers must provide enrollees in both the individual and group markets a plain language description of health plan benefits and coverage prior to initial enrollment and renewal, within 90 days of special enrollment, and upon request. Specifically, the SBCs must provide an understandable explanation of coverage that includes:
· Uniform definitions; 
· Explanation of cost-sharing requirements; 
· Exceptions, reductions, and limitations on coverage; 
· Simulated coverage examples for having a baby and managing type 2 diabetes; 

· Whether coverage is considered minimum essential coverage for complying with the individual mandate; and 
· Information necessary to contact the plan, access provider directory, and obtain information on prescription coverage.
An updated SBC must be sent to enrollees no later than 60 days prior to the effective date of a material modification that occurs mid-plan year and was not reflected in the most recently provided SBC. 

· “Material Modification” means a change in coverage or a change in terms of the plan’s coverage that would be considered by an average enrollee to be a significant change. The term includes:
· Coverage of previously excluded benefits

· Material changes to cost-sharing
· Material reductions in covered services
· Increases in premium
· Increases in out-of-pocket amounts
· Adverse changes in service area
Culturally and Linguistically Appropriate Notices and Enrollment Materials – Health insurance issuers are required to provide certain notices in a “culturally and linguistically appropriate” manner (i.e., in a language other than English). This requirement applies to notices sent to an address in a county where 10 percent or more of the residents are solely literate in a specific non-English language, as determined by American Community Survey (ACS) data published by the United States Census Bureau. For example, if 10 percent of a county’s residents were only literate in Spanish, insurers would be required to provide the notices in Spanish. This requirement applies to the following notices:

· A Consumer’s Right to External Review  
· The Summary of Benefits and Coverage (SBC)

· Oral language services (e.g., a customer hotline) in the non-English language

· A plan notice that clearly indicates how participants can access the plan’s language services
[States may indicate which, if any, counties within a state meet this requirement]
Accessibility of Applications and Notices – Health insurance issuers must assure that all applications and notices are provided to applicants and enrollees in plain language and that the materials are timely and accessible by employing the following aids (at no cost to the individual):
· For individuals living with disabilities: accessible web sites and other necessary auxiliary aids and services. 
· For individuals who are limited English proficient: language services, including: 

· Oral interpretation, including telephonic interpreter services in at least 150 languages; 
· Written translations; and 
· Taglines in non-English languages indicating the availability of language services.  
This requirement is different from the culturally and linguistically appropriate notice requirement above because it is limited to requiring translation assistance (and multilingual taglines indicating the availability of the assistance) and is not subject to the 10 percent county threshold.
[States may insert any applicable state-specific readability standards for health insurance policies here]

VIII. CLAIMS PAYMENT, INTERNAL APPEALS, AND EXTERNAL REVIEW 
[This Section VIII references the requirements under federal law. States may need to update this Section to reflect the prompt pay, adverse benefit determination, internal appeal, and external review requirements under state law.]
Payment of Claims Generally – [States may insert a description of applicable state-specific prompt payment laws]
Adverse Benefit Determinations (ABDs) – ABDs include a denial, reduction, or termination of, or a failure to provide or make a payment (in whole or in part) for a benefit. ABDs fall into two general categories. 
1. Administrative ABDs: include any determination that does not require the use of medical judgment, such as:

· A determination of an individual’s eligibility to participate in coverage;

· A determination that a benefit is not a covered benefit; or

· Any rescission of coverage.
2. Medical Necessity ABDs: include any determination that requires the use of medical judgment to determine whether the service being denied is medically appropriate and/or necessary.

Notice Requirements for Adverse Benefit Determinations – Notice of an ABD must be provided electronically or in writing in a culturally and linguistically appropriate manner and include:

· Sufficient information to identify the claim involved;

· The specific reason for the decision and the standard used to make the decision;

· Denial code and an explanation of the denial code;

· A description of the expedited review, internal appeals and external review processes; and

· The contact information of the state’s health insurance consumer assistance department or ombudsman.
	Timeframes for Providing Notice of an Adverse Benefit Determination

	Type of Claim
	Timeframe for Providing Notice to Enrollee of an ABD Decision
	Extension Periods
	Timeframe for Providing Notice of Insufficient Information
	Timeframe for Providing Claimant to Provide Missing Information

	Pre-Service Claim: 
Non-Urgent
	15 calendar days
	15 calendar days (notice of extension must be provided prior to the expiration of the initial 15-calendar day period)
	If extension not requested, within 15 calendar days

If extension requested, and the reason for the extension is insufficient information, within the initial 15-calendar day period

If extension requested for reasons other than insufficient information, within the 15-calendar day extension period
	45 calendar days

	Pre-Service Claim: Urgent
	72 hours
	N/A
	24 hours
	48 hours

	Concurrent Care Claim: Non-Urgent 
	Sufficiently in advance to allow an appeal and appeal determination before the benefit is reduced or terminated
	N/A
	N/A
	N/A

	Concurrent Claim:  Urgent
	24 hours, provided claim is filed at least 24 hours prior to the expiration of approved treatment
	N/A
	N/A
	N/A

	Post-Service Claim
	30 calendar days
	15 calendar days (notice of extension must be provided prior to the expiration of the initial 15-calendar day period)
	If extension not requested, within 15 calendar days

If extension requested, and the reason for the extension is insufficient information, within the initial 15-calendar day period

If extension requested for reasons other than insufficient information, within the 15-calendar day extension period
	45 calendar days


Timeframes for the Internal Appeal of an Adverse Benefit Determination – Health insurance issuers have the flexibility to offer one or two levels of review for an adverse benefit determination. The following table sets forth the timeframes by which enrollees must appeal an adverse benefit determination, and they apply to each level of appeal:

	Type of Claim
	Deadline for Appealing
	Notice of Appeal Determination

	Pre-Service Claim: 
Non-Urgent
	No later than 180 days from receipt of adverse benefit determination
	If the health insurance issuer offers only one level of appeal, notice of the determination must be provided within 30 calendar days after receipt of appeal request

If the health insurance issuer offers two levels of appeal, notice of the determination must be provided within 15 calendar days after receipt of appeal request at each level

	Pre-Service Claim: Urgent
	No later than 180 days from receipt of adverse benefit determination
	As soon as possible, taking into account the medical exigencies, but not longer than 72 hours (applies regardless of whether the health insurance issuer offers one or two levels of appeal)

	Post-Service Claim
	No later than 180 days from receipt of adverse benefit determination 
	If the health insurance issuer offers only one level of appeal, notice of the determination must be provided within 60 calendar days after receipt of appeal request

If the health insurance issuer offers two levels of appeal, notice of the determination must be provided within 30 calendar days after receipt of appeal request at each level


STATE SPECIFIC REQUIREMENTS]
External Review of Adverse Benefit Determinations
· [States may insert a description of applicable state-specific external review requirements]
· Note: Administrative ABDs are not subject to external review [States may want to confirm that ABDs are not subject to external review under applicable state law]
IX. MEDICAL LOSS RATIO

Medical Loss Ratio (“MLR”) – “Medical Loss Ratio” or “MLR” is the percentage of insurance premium dollars spent on reimbursement for clinical services and for activities that improve health care quality.  
Each year, health insurance issuers must have an aggregate MLR in each state of 85 percent in the large group market and 80 percent in the individual and small group markets. If a health insurance issuer does not meet the Medical Loss Ratio in a state market, it must pay the difference in rebates to its enrollees in that market.

· For example: if an insurer collects $1 million in premiums in the individual market and has a MLR of 75 percent, it must pay five percent, or $50,000, in rebates to its enrollees to meet the 80 percent MLR requirement.

Health insurance issuers in the group markets must pay group policyholders (employers) a rebate equal to the proportion of the premium that the group policyholder paid, either directly or by entering into an agreement with the group policyholder to distribute the rebate on behalf of the issuer. Note: In some instances, the U.S.  Department of Labor (DOL) may require that the entire rebate be used to benefit the policyholder’s employees who are enrolled under the policy.
Health insurance issuers in the individual market must pay the subscriber any rebate owed, and must make a good faith effort to locate any subscriber who is owed a rebate but not currently enrolled under a policy with the issuer.

X. MARKETPLACE FINANCIAL ASSISTANCE
Eligibility for Premium Tax Credits and Cost-Sharing Reductions – The ACA’s affordability provisions include two types of financial assistance for people who buy non-group plans through the Marketplace: 1) premium subsidies in the form of tax credits; and 2) cost-sharing reductions that lower maximum-out-pocket costs. Eligibility for premium tax credits and cost-sharing reductions depends in part on the Modified Adjusted Gross Income (MAGI) of the enrollee’s household.   
· An enrollee’s MAGI is derived from the adjusted gross income (AGI) figure arrived at when filing federal income taxes. For most households, the MAGI will be equal to their AGI because only the following modifications/additions differentiate the two amounts:

· Nontaxable Foreign Earned Income and housing cost of citizens or residents of the United States living abroad

· Nontaxable interest income

· Nontaxable Social Security and tier one railroad retirement benefits

Premium Tax Credit – In general, premium tax credits are available to Marketplace plan enrollees whose household incomes are between 100 and 400 percent of the federal poverty line (FPL) and who are not eligible for minimum essential coverage outside of the individual market. Qualified applicants can choose to take the tax credit in advance (paid monthly to the health insurance issuer) or at tax time (claimed by applicants as a lump sum when they file their taxes).  

Determining the premium tax credit amount:

The amount of the premium tax credit is based on three factors: 

1) The applicant’s MAGI (see above);

2) The applicant’s required contribution to premium (CTP); and 

3) The premium of the relevant Marketplace’s second lowest cost silver plan (SLCSP) – sometimes referred to as the “benchmark plan” (not to be confused with the benchmark plan that determines a State’s EHB).  

The basic steps for determining the amount of the premium tax credit are as follows:

1) Determine the applicant’s household income as a percentage of the FPL by referring to the appropriate FPL guidelines, i.e., the guidelines in effect at the beginning of open enrollment for the relevant plan/policy year.  For convenience, the 2013 FPL guidelines, which govern eligibility for premium tax credits in coverage year 2014, are found in Appendix Four.
2) Determine how much of their household income applicants must contribute to the premium, (the CTP) if they select the SLCSP.  An approximate CTP may be estimated by referring to the chart below. (Federal regulations provide instructions for computing the exact CTP when an applicant’s income falls between the maximum and minimum of each level’s range, e.g., 210% of FPL. See 26 C.F.R. §1.36B-3(g).) To determine the monthly CTP, the resulting percentage is multiplied by the MAGI and divided by 12.

Income Level

Premium as a Percent of Income* 


Up to 133% FPL 

2% of income 


133-150% FPL 

3 – 4% of income 


150-200% FPL 

4 – 6.3% of income 


200-250% FPL 

6.3 – 8.05% of income 


250-300% FPL 

8.05 – 9.5% of income 


300-400% FPL 

9.5% of income 

*The contribution percentages provided are for coverage year 2014. These thresholds are revised annually. 

3) Determine the tax credit by identifying the premium of the SLCSP for the applicant’s Marketplace and subtracting the CTP from that amount.  The result is the tax credit.  
4) If applicants enroll in a plan other than the SLCSP, the amount they are responsible for paying equals the premium for the plan they’ve selected, minus the tax credit calculated at Step 3.  

5) If they purchase coverage that is more expensive than the SLCSP, their tax credit will cover less of the actual premium (and their contribution will be correspondingly higher).  Conversely, if they purchase coverage that is less expensive than the SLCSP, the premium tax credit will cover a greater percentage of their actual premium (and their contribution will be less).
 Example:  

1) Applicant is a member of a two-person household with a modified adjusted gross income of $31,020 per year.  Based on the applicable FPL guidelines for 2013, see Appendix Four, the household’s income is 200% of the FPL ($31,020 ÷ $15,510 = 2.0)   

2) With an income equal to 200% of FPL, the maximum the applicant is required to contribute towards premiums if she chooses the SLCSP is 6.3% of her income. (See the CTP chart, above, at Step 2.) This equals about $163 per month (6.3% x $31,020 = $1,954.26 annually ÷ 12 = $162.86 monthly).

3) The premium for the SLCSP is $250 per month.  If the applicant chooses to enroll in the SLCSP plan, she will only be obligated to pay her CTP, about $163 per month. Her premium tax credit will equal the difference between the SLCSP premium and the CTP, or approximately $87 ($250 - $163= $87).  

4) If the applicant chooses another plan, she must pay that plan’s premium minus her premium tax credit ($87).  For example, if she chooses a gold plan with a premium of $360 per month, she is responsible for paying about $273 per month ($360 - $87 = $273). If she chooses a bronze plan with a premium of $100, her tax credit (of $87) covers most of the premium, resulting in a monthly payment of $13.

(1)                          (2)

                     (3)



(4)


 MAGI is
Based on the CTP 
         The SLCSP premium
        If a non-SLCSP 
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        premium.

1095-A forms – As noted above, applicants can pay either the full premium up-front and claim their premium tax credit when they file their taxes, or they can opt to have the credit paid directly to their insurer (advanced premium tax credit). In either case, applicants will receive a 1095-A form from the Marketplace by the end of January of each year, which they must use to complete their federal taxes.

· Individuals who receive tax credits should not file their taxes before they receive their 1095-A forms. 

· Individuals who receive tax credits cannot use the 1040 EZ form.

· Individuals who are not aware they are receiving a tax credit should be reminded that they were required to estimate their income for the coming year when they enrolled.

Premium Tax Credit Reconciliation – Enrollees who arrange to have their tax credit paid in advance must reconcile the amount paid with the actual credit to which they are entitled (based on actual annual income and family size) when they file their taxes. If the actual credit is less than the estimated amount paid in advance and the household income remains at or below 400% of FPL, the amount that must be repaid is capped based on the household's actual income.  Conversely, if the actual credit is greater than the amount paid in advance, the difference will be added to the enrollee’s refund (or subtracted from their balance due).

Cost-Sharing Reductions for Marketplace Products – Individuals enrolled in a silver marketplace plan, who are eligible for a premium tax credit and whose income is below 250 percent of FPL may also be eligible for cost-sharing reductions to offset the cost of deductibles, co-insurance, and co-payments.  

Cost-Sharing Exemption for Native Americans – Native Americans whose income is below 300 percent FPL are exempt from out-of-pocket costs, regardless of what metal marketplace plan they enroll in. Native Americans whose income is above 300 percent FPL are exempt from cost-sharing for services provided by the Indian Health Service, an Indian Tribe, Tribal Organization, or Urban Indian Organization or through referral under contract health services.

XI. TAX FILING ISSUES RELATED TO MARKETPLACE FINANCIAL ASSISTANCE, INCLUDING FORM 1095-A
Individuals Seeking to Claim a Premium Tax Credit Must File an Income Tax Return – Individuals who were enrolled in marketplace coverage and who want to claim either an advanced (paid monthly to the insurer) or retrospective (claimed as a lump sum in the annual tax filing) tax credit must file a federal income tax return for the year in which they are claiming the credit. When they fill out their taxes, they must report certain information about their marketplace coverage and the amount of any premium tax credit they have already received. This information will be provided in a tax document called a 1095-A. 

Form 1095-A – The 1095-A is a tax document that contains information that marketplace enrollees need in order to complete their tax filings. It is, in that way, just like a W-2 or a 1099. 

The Basics
· The Marketplace is responsible for generating Form 1095-A by January 31, 2015. Marketplaces in some states will post a PDF of the document to an enrollee’s online account. Forms will be issued to 

any individual or family who was enrolled in coverage in a Qualified Health Plan (QHP) through the marketplace for any period of time during the tax year. (The specific recipient of the form is the person who would claim the tax credit and is expected to file the federal tax return.) 

· Regardless of whether the individual elected to receive advance payments of the premium tax credit, a form will be issued.  If an individual or a family member was enrolled in more than one QHP during the year, they will receive one Form 1095-A for each QHP. All forms must be used when filing taxes.  

· Individuals enrolled only in catastrophic coverage will not receive the form (the form is for enrollees in metal tier plans, only).

· Form 1095-A has three parts: 

· Part I provides basic information about the tax filer and the marketplace plan in which they (or a family member) were enrolled. 

· Part II provides information about each member of the tax filer’s “coverage household” – those members of the individual’s family who are also covered under the same policy. 

· Part III provides information, for every month of the year, for three items:

(1) The monthly premium amount of the QHP in which the individual and/or family was enrolled;

(2) The monthly premium amount of the second lowest cost silver plan (SLCSP or benchmark plan);

(3) The amount of any advance premium tax credit paid to the issuer on the tax filer’s behalf.

· Like a W-2 or a 1099, Form 1095-A contains information that tax filers need in order to complete their taxes. 

· Form 8962 - The 1095-A form is needed to complete Form 8962.  Form 8962 is a form the IRS uses, along with other information contained in an individual’s tax filing (like income and family size), to determine the total premium tax credit individuals are entitled to receive. Form 8962 must be filed by anyone who is claiming the premium tax credit or who has had an advance payment of the credit made to their issuer on their behalf.

Incorrect Forms 1095-A

· Individuals who believes their Form 1095-A contains incorrect information should contact the marketplace.

· If a Form 1095-A needs to be corrected or updated, the marketplace will do so and issue a new one. 

· The corrected Form 1095-A will have a check in the “CORRECTED” box at the top of the form. Tax filers should disregard the older form and use only the corrected version when completing their taxes.

· If tax filers receive a corrected Form 1095-A form after they have filed their taxes, it is likely they will need to submit an amended tax return. The tax filers should contact the IRS or a tax preparer for more detailed assistance regarding their obligation to amend the return.

Responding to Consumer Inquiries about Form 1095-A
Cover materials that accompany the form instruct recipients to contact the marketplace or the IRS if they have questions. States are encouraged to direct consumers to these entities, as well. In general:

Types of Questions Appropriate for the Marketplace

· Understanding Form 1095-A, including questions about incorrect information in the form

· Understanding benchmark plans (the SLCSP)

· Understanding household composition

· Basics about exemptions from the shared responsibility penalty (the individual mandate)

· Other, non-tax specific questions

Types of Questions Appropriate for the IRS or a qualified tax preparer

· All tax-specific issues, including but not limited to questions about:

· Tax preparation, including filling out Form 8962

· The size of any tax refund or payment obligation

XII. PROCESS FOR RESPONDING TO CONSUMER INQUIRIES
[This section is optional. States may wish to add a description of the state’s procedures and process flow for handling consumer complaints and inquiries. For example, states may want to provide details about which complaints or inquiries should be sent to a state’s exchange call center, which should be sent to the state Medicaid office, etc. States also may add information about effectuating warm transfers to these other agencies.

As an example, an excerpt from this section in the Rhode Island manual appears below:

A.
Complaints related to Exchanges (including eligibility/enrollment)

1. Forward to Exchange call center.

B.
Appealable administrative and medical necessity adverse benefit determinations

1.
Direct consumer to health plan’s appeal process and assist consumer with navigating the internal appeal and external review processes, if consumer requests assistance.*

2.
If consumer exhausts the health plan’s internal and external appeal process and asks to file a complaint, direct consumer to OHIC complaint form and assist consumer with completing and submitting the form if consumer requests assistance. *

3.
If consumer does not want to participate in health plan’s appeal process and asks to file a complaint instead, direct consumer to OHIC complaint form and assist consumer with completing and submitting the form if consumer requests assistance.*

*The federal Department of Labor (DOL) has jurisdiction over self-funded employer group plans. OHIC will coordinate with DOL as appropriate.]
Consumer Services Reference Manual
Appendices
Appendix 1: Glossary

Acronyms and definitions included in this glossary were primarily culled from four different sources with the source notated in the glossary as follows. 

ª Personal Health Insurance Toolkit, National Hemophilia Foundation, 
ⁿ Glossary of Health Insurance Terms, National Association of Insurance Commissioners, 

* HealthCare.gov Glossary, U.S. Centers for Medicare & Medicaid Services, 
^ Health Reform Glossary, The Henry J. Kaiser Family Foundation.
Health Care and Insurance Related Acronymsª

ACA: Affordable Care Act

ACO: Accountable Care Organization

APTC: Advanced Premium Tax Credit

AV: Actuarial Value

CAC: Certified Application Counselor

CAP: Consumer Assistance Program

CCIIO: Center for Consumer Information and Insurance Oversight

CDC: Centers for Disease Control and Prevention

CHC: Community Health Center

CHIP: Children’s Health Insurance Program

CMS: Centers for Medicare & Medicaid Services

COB: Coordination of Benefits

COC: Certificate of Coverage

COBRA: Consolidated Omnibus Budget Reconciliation Act

CO-OP: Consumer Operated and Oriented Plan

CSR: Cost-Sharing Reduction

DME: Durable Medical Equipment

ECP: Essential Community Provider

EHB: Essential Health Benefits

EMR: Electronic Medical Record

EOB: Explanation of Benefits

EPO: Exclusive Provider Organization

EPSDT: Early Periodic Screening, Diagnostic & Treatment Services

ERISA: Employee Retirement Income Security Act

ESI: Employer-Sponsored Insurance

FFM/FFE: Federally Facilitated Marketplace/ Federally Facilitated Exchange

FFS: Fee-For-Service
FPL: Federal Poverty Level

FQHC: Federally Qualified Health Center

FSA: Flexible Spending Account

HCR: Health Care Reform

HCBS: Home and Community-Based Services

HHS: U.S. Department of Health and Human Services

HIPAA: Health Insurance Portability and Accountability Act

HIM/HIX: Health Insurance Marketplace/ Health Insurance Exchange

HMO: Health Maintenance Organization

HRP: High Risk Pool

HRSA: Health Resources and Services Administration

HSA: Health Savings Account

HDHP: High Deductible Health Plan

HTC: Hemophilia Treatment Center

IPA: In-Person Assisters Program

LTC: Long Term Care

MAGI: Modified Adjusted Gross Income

MA: Medicare Advantage
MEC: Minimum Essential Coverage
MLR: Medical Loss Ratio

NCQA: National Committee for Quality Assurance
OEP: Open Enrollment Period

OON: Out-of-Network

OOP: Out-of-Pocket

PBM: Pharmacy Benefit Manager

PCIP: Pre-existing Condition Insurance Plan

PCORI: Patient-Centered Outcomes Research Institute

PCP: Primary Care Provider

PDP: Prescription Drug Plan (under Medicare Part D)
POS: Point-of-Service Plan

PPO: Preferred Provider Organization

QHP: Qualified Health Plan

SBC: Summary of Benefits and Coverage

SBM/SBE: State Based Marketplace/State Based Exchange

SEP: Special Enrollment Period

SHOP: Small Business Health Options Program

SNF: Skilled Nursing Facility

SPM/SPE: State Partnership Marketplace/ State Partnership Exchange

SPP: Specialty Pharmacy Provider

SSDI: Social Security Disability Income

SSI: Supplemental Security Income

TPA: Third Party Administrator

UCR: Usual, Customary and Reasonable Charges

COMMON HEALTH CARE AND HEALTH REFORM TERMS DEFINED
Accountable Care Organizations (ACO) (or medical homes):* A group of health care providers who coordinate care and manage chronic disease to improve quality of care. The organization's payment by Medicare and Medicaid programs is tied to achieving health care quality goals and outcomes while resulting in cost savings.

Accreditation:* Qualified health plans participating in the marketplaces must be certified by NCQA, URAC, or another accrediting entity to demonstrate that they meet national quality standards. Health insurance companies offering products outside of the marketplaces may be certified as well.

Accredited Health Plan:* A plan that has been given a "seal of approval" by NCQA, URAC, or another accrediting entity to show it meets national quality standards for health plans. 
Actuarial Value:* The percentage of costs for covered benefits that a plan will cover when averaged across all covered benefits. For example, if a plan has an actuarial value of 70 percent, on average, the enrollee would be responsible for 30 percent of the costs of all covered benefits. Different health insurance issuers offering health plans with the same actuarial value should cover approximately the same amount of total average costs.

Actuarial Justification:ⁿ The demonstration by a health insurance issuer that the premiums collected are reasonable, given the benefits provided under the plan or that the distribution of premiums among policyholders are proportional to the distribution of their expected costs. The ACA requires health insurance issuers to publicly disclose the actuarial justifications behind premium increases determined to be unreasonable.

Advanced Premium Tax Credit (APTC):* The ACA provides for advanced payment of tax credits to issuers covering qualified individuals to assist with payment of premiums for health coverage. Individuals who are eligible to enroll in an employer-sponsored group plan are generally not eligible for the APTC unless the employee’s share of the annual premium for self-only coverage through the employer is greater than 9.5 percent of gross annual household income or the plan does not cover at least 60 percent of the cost of services.

Affordable Care Act (ACA or PPACA):* The comprehensive health care reform law enacted in March 2010. The law was enacted in two parts: The Patient Protection and Affordable Care Act was signed into law on March 23, 2010 and was amended by the Health Care and Education Reconciliation Act on March 30, 2010. The name “Affordable Care Act” is used to refer to the final, amended version of the law.

Agent (or broker):* An agent or broker is a person or business that can help individuals purchase coverage inside or outside of the marketplaces. Agents and Brokers are licensed and regulated by the state(s) in which they operate and are paid a commission by a health insurance issuer when they enroll an individual in the issuer’s plan. Some agents and brokers exclusively sell plans for one issuer. Agents may also be called “producers.” 

Allowed Amount:* The maximum reimbursable amount an issuer will pay for covered health care services after taking into account an enrollee’s deductible, co-insurance, or co-payment obligations. This may be called “eligible expense,” “payment allowance," or "negotiated rate."

Annual Dollar Limit:ⁿ A cap on the dollar amount an insurer will pay for specific benefits during any given year. The ACA prohibits annual dollar limits on the amount an issuer will pay for essential health benefits for plan years beginning after Sept. 23, 2010. To date, the ACA does not prohibit annual visit limits.


Appeal: See manual (page 22).


Association Health Plans:^ Health insurance plans that are offered to members of an association. These plans are marketed to individual association members, as well as small businesses members. How these plans are structured, to whom they are sold, and whether they are state-based or national associations determines whether they are subject to state or federal regulation, or both.

Authorized Representative:* Someone, such as a family member or other trusted person, designated to act on behalf of an individual for transactions carried out on a marketplace or to represent an individual before the health insurance issuer during the appeals process.

Balance Billing:* When a provider bills an individual for the difference between the provider’s charge and the allowed amount. For example, if the provider’s charge is $100 and the allowed amount is $70, the provider may bill the enrollee for the remaining $30. Generally, an in-network provider may not balance bills for covered services.

Benefits:* The health care items or services covered under a health insurance plan. Covered benefits and excluded services are defined in the health insurance plan's coverage documents. In Medicaid or CHIP, covered benefits and excluded services are defined in state program rules.

Brand Name (Drugs):* A drug sold by a pharmaceutical company under a specific name or trademark that is protected by a patent. Brand name drugs may be available by prescription or over the counter.

Broker (or agent):* An agent or broker is a person or business who can help individuals purchase inside or outside of the marketplace. Agents and Brokers are licensed and regulated by the state(s) in which they conduct business and are paid by commission. Some work with multiple issuers and others work exclusively for one health insurance issuer.

Bundled Payment:ⁿ A payment mechanism where providers or hospitals receive a single payment for all of the care provided for an episode of illness, rather than billing each service separately. Total care provided for an episode of illness may include both acute and post-acute care.


COBRA:^ When employees lose their jobs, they are able to continue their employer-sponsored coverage for up to 18 months (or longer, in a limited number of situations) through the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA).

Capitation Payment:^ A payment mechanism where an issuer pays a provider a fixed monthly amount for each of its enrollees who have chosen that provider, rather than paying the provider based on the cost of the actual services provided. The capitation payment is actuarially determined to be the average per capita cost of the provider’s services to the issuer’s patient population.

Care Coordination:* The organization of an individual’s treatment across several health care providers. Medical homes and Accountable Care Organizations are two common ways to coordinate care.


Case Management:^ The process of coordinating medical care provided to patients with specific diagnoses or those with many health care needs. These functions are performed by case managers who can be physicians, nurses, or social workers.

Catastrophic Health Plan:* Health plans that meet all of the requirements applicable to other Qualified Health Plans (QHPs), but have a higher deductible. 

Centers for Medicare & Medicaid Services (CMS):* The division of the U.S. Department of Health and Human Services that runs the Medicare, Medicaid, and Children's Health Insurance Programs (CHIP), CMS also runs the Federally Facilitated Marketplaces. CMS works with states to implement and enforce the ACA. For more information, visit cms.gov.

Certificate of Coverage: A document given to an insured person that describes the benefits, limitations and exclusions of coverage provided by a health insurance issuer.

Certified Application Counselor:* An individual (affiliated with a designated organization) who is not trained or funded as a navigator but who is still able to help consumers, small businesses, and their employees as they look for health coverage options through the federal marketplace, including helping them complete eligibility and enrollment forms. Their services are free to consumers.

Children's Health Insurance Program (CHIP):* An insurance program jointly funded by state and federal government that provides health coverage to low-income children and, in some states, pregnant women in families who earn too much income to qualify for Medicaid but can’t afford to purchase private health insurance coverage. In many states, CHIP is treated as an extension of the Medicaid program.

Claim:* A request for payment for services received by an individual covered under a health plan. Most often, providers submit claims to the health insurance issuer directly, but individuals can submit claims to their issuer as well.

Co-op:* Nonprofit, customer-governed health insurance issuers that may receive funding from the federal government to offer health insurance through the marketplaces.

Co-insurance:ⁿ A percentage of a health care provider's charge for which the patient is financially responsible under the terms of the policy. For example, if the health plan pays 80 percent, the co-insurance is 20 percent.

Community Rating:ⁿ A way of pricing insurance, where every policyholder pays the same premium, regardless of health status, age, or other factors. “Modified” or “adjusted” community rating allows a health insurance issuer to take into account a limited number of factors, for example, age, or whether the individual smokes.

Complication of Pregnancy:* Conditions due to pregnancy, labor and delivery that require medical care to prevent serious harm to the health of the mother or the fetus. 

Concurrent Assessment: See “Utilization Review.” 


Conversion:* The ability, in some states, to switch job-based coverage to an individual policy after losing eligibility for job-based coverage. 


Coordination of Benefits:* Determination of which health insurance issuer pays first when two or more health insurance plans are responsible for paying the same medical claim.

Co-payment:ⁿ A flat-dollar amount which health plans may require an enrollee to pay when accessing covered services. 

Cost Containment Strategies:^ A set of strategies aimed at controlling the level or rate of growth of health care costs. 


Cost Shifting:^ Increasing revenues from some payers to offset losses or lower reimbursement from other payers, such as government payers and the uninsured.

Cost-Sharing:* The amount the enrollee pays out-of-pocket for covered services. These costs generally include deductibles, co-insurance, and co-payments.

Cost-Sharing Subsidies:* Individuals who are enrolled in a marketplace Silver Plan and whose income is below 400 percent of the Federal Poverty Level may be entitled to a subsidy to cover deductible, co-insurance, and co-payment obligations under the plan.

Creditable Coverage:* Health insurance coverage under most types of public and private plans.

Deductible:ⁿ A set dollar amount that an enrollee must pay for health care services each year before the health insurance issuer will begin paying claims under a policy.

Dental Coverage:* Benefits that help pay for the cost of visits to a dentist for basic or preventive services, like teeth cleaning, X-rays, and fillings. In the marketplaces, dental coverage is available either as part of a comprehensive medical plan, or as a separate, stand-alone policy.

Department of Health and Human Services (HHS):* The federal agency that oversees CMS.

Dependent: The spouse or child of (1) an employee enrolled in an employer’s group health plan or (2) a subscriber enrolled in an individual policy.

Dependent Coverage:* Insurance coverage for dependents.

Disability:* A limit in a range of major life activities. This includes activities like seeing, hearing, walking and tasks like thinking and working. Individuals with disabilities may be eligible for certain programs, such as Medicare and Medicaid, and they should check with those programs directly for specific requirements.

Disproportionate Share Hospital (DSH) Payments:ⁿ Payments made by a state’s Medicaid program to hospitals that the state designates as serving a “disproportionate share” of low-income or uninsured patients. These payments are in addition to the regular payments such hospitals receive for providing care to Medicaid beneficiaries.

Disease Management:ⁿ An integrated care approach to managing illness which includes screenings, check-ups, monitoring and coordinating treatment, and patient education.

Domestic Partnership:* Two people of the same or opposite sex who live together and share a domestic life, but aren't married or joined by a civil union. In some states, domestic partners are guaranteed some legal rights, like hospital visitation.

Donut Hole, Medicare Prescription Drug:* A Medicare Part D prescription drug plan that includes a coverage gap called a “donut hole.” Once the plan has paid a certain dollar amount for prescription drugs, the individual reaches the coverage gap and is responsible for 100 percent of prescription costs up to a maximum annual limit. When the limit is reached, the plan begins paying again. Under the ACA, the 100 percent responsibility will become gradually smaller until the individual will only be responsible for 25 percent of costs in the donut hole by 2020.

Dual Eligibles:^ Individuals who are eligible for both Medicare and Medicaid benefits.

Durable Medical Equipment (DME):* Medical equipment and supplies, such as oxygen equipment, wheelchairs, crutches, and blood testing strips for diabetics.

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Services:^ One of the services that states are required to include in their basic benefits package for all Medicaid-eligible children under age 21. EPSDT services include periodic screenings to identify physical and mental conditions, as well as vision, hearing, and dental problems. Services also include follow-up diagnostic and treatment services to correct conditions identified during a screening.

Electronic Health Record/Electronic Medical Records:ⁿ Computerized records of a patient’s health information including medical, demographic, and administrative data. This record can be created and stored within one health care organization or it can be shared across health care organizations and delivery sites.

Eligible Immigration Status:* An immigration status that's considered eligible for purchasing health coverage through the marketplace. 


Emergency Medical Condition:* An illness, injury, symptom or condition so serious that a reasonable person would seek care immediately to avoid severe harm.

Emergency Services:* Evaluation of an emergency medical condition and treatment to prevent the condition from getting worse.


Employee Retirement Income Security Act of 1974 — (ERISA):ⁿ Federal legislation enacted in 1974 to protect workers from the loss of benefits provided through the workplace. ERISA requirements apply to most private employee benefit plans established or maintained by an employer, an employee organization, or both.

Employer Health Care Tax Credit:ⁿ An incentive mechanism that enables employers to deduct an amount, usually a percentage of the contribution they make toward their employees’ premiums, from the federal taxes they owe. These tax credits are typically refundable so they are available to nonprofit organizations that do not pay federal taxes.

Employer Shared Responsibility:* Beginning in 2015, the ACA will require certain employers with at least 50 full-time employees (or equivalents) to offer health insurance coverage to their full-time employees and their dependents or pay a penalty.


Employer or Union Retiree Only Plans:* Health insurance offered by employers to former employees/union members and, in some cases, their families. These plans may not be subject to the requirements under the ACA.


Essential Health Benefits (“EHB”):ⁿ The categories of benefits that must be covered in 2014 under individual and small group plans. These categories of benefits are defined under each state’s benchmark plan.
Excepted Benefit Plans: See manual (Page 8).
Excluded Services:* Health care services that are not covered under a health insurance plan.


Exclusive Provider Organization (EPO) Plan:* A managed care plan where services are covered only if the enrollee receives those services from doctors, specialists, or hospitals in the plan’s network.



Exchange/Marketplace:ⁿ The ACA creates an Exchange or Marketplace in each state to assist individuals and small businesses in comparing and purchasing qualified health insurance plans. Marketplaces will also determine who qualifies for subsidies and will accept applications for public health coverage programs such as Medicaid and CHIP.

Experience Rating:^ A method of setting premiums for health insurance policies based on the claims history of the group or individual being insured. Starting in 2014, experience rating is only permissible in the large group market.

External Review: See manual (Page 22). 


Family and Medical Leave Act (FMLA):* A federal law that guarantees up to 12 weeks of job-protected leave for certain employees to take time off due to serious illness or disability, to have or adopt a child, or to care for another family member. When on leave under FMLA, employees can continue coverage under their job-based plan.


Federal Employee Health Benefits Program (FEHBP):^ A program that provides health insurance to employees of the U.S. federal government. 

Federal Poverty Level (FPL):* The income levels used by HHS to determine whether an individual is eligible for certain public programs and benefits, such as Medicaid, Advanced Premium Tax Credits (APTC) when purchasing a marketplace plan, and cost-sharing subsidies.

Federally Qualified Health Center (FQHC):* Federally funded nonprofit health centers or clinics that serve medically underserved areas and populations. 


Federally Recognized Tribe:* Any American Indian or Alaska Native tribe, band, nation, pueblo, village or community that the Department of the Interior acknowledges to exist as an Indian tribe.


Fee For Service Payment:^ When a provider is paid directly based on the cost of each service provided without third party payer involvement.

Flexible Benefits Plan:* An employee benefits plan that allows employees to elect certain benefits offered by the employer, such as health insurance, dental insurance, life insurance, and long-term care insurance. This plan is also referred to as a Cafeteria plan or IRS 125 Plan.

Flexible Spending Account (FSA):* An employee can contribute pre-tax dollars to an account set up by the employer. The employee can use the money in the account to pay for out-of-pocket medical expenses such as co-payments, co-insurance, deductibles, and other medical or related costs. 

Formulary:* A list of the prescription drugs in each drug category covered at preferred rates by a prescription drug plan or another insurance plan offering prescription drug benefits. 

Full-Time Employee:* An employee who works an average of at least 30 hours per week (Part-time would be an average of less than 30 hours per week).

Generic Drugs:* A prescription drug that has the same active-ingredient formula as a brand-name drug. Generic drugs usually cost less than brand-name drugs. The Food and Drug Administration (FDA) rates these drugs to be as safe and effective as brand-name drugs.

Grandfathered Health Plan: See manual (Page 10).

Grievance: See manual on internal appeals and external review (Page 22)
Group Health Plan:* In general, a health plan offered by an employer or employee organization that provides health coverage to employees and their families.

Guaranteed Issue: See manual (Page 11).

Guaranteed Renewal: See manual (Page 11).


Habilitative or Habilitation Services:* Health care services that help individuals to keep, learn, or improve skills and functioning for daily living. Examples include therapy for a child who isn't walking or talking at the expected age. These services may include physical and occupational therapy, speech-language pathology, and other services for people with disabilities in a variety of inpatient and/or outpatient settings.


Hardship Exemption:* Individuals without health insurance coverage may be exempt from the individual mandate and penalty under certain circumstances.  


Health Insurance Coverage:ⁿ A contract that requires an employer or health insurance issuer to pay some or all of an individual’s (and enrolled dependents’) health care costs in exchange for a premium.


Health Maintenance Organization (HMO) Plan:ⁿ A health plan that requires individuals to receive services from in-network providers. Typically, HMO plans only pay for care provided by in-network providers.   

Health Reimbursement Account (HRA):* Health Reimbursement Accounts are employer-funded accounts. Employees can use money from these accounts to pay for out-of-pocket medical expenses. 


Health Savings Account (HSA):^ A tax-exempt savings account that can be used to pay for current or future qualified medical expenses. Employers may make HSAs available to their employees, or individuals can open an HSA at most financial institutions. In order to open an HSA, an individual must have health coverage under an HSA-qualified high deductible health plan.

Health Status:* The health status of an individual includes the individual’s medical conditions (both physical and mental health), claims experience, receipt of health care, and medical history.

High Deductible Health Plan (HDHP):* A plan that features higher deductibles than traditional insurance plans. Qualified high deductible health plans (HDHPs) that meet IRS guidelines can be combined with a health savings account or a health reimbursement arrangement to allow an insured individual to pay for qualified out-of-pocket medical expenses on a pre-tax basis.

High Risk Pool Plan:ⁿ A state-subsidized health plan that provides coverage for individuals with pre-existing health care conditions who cannot purchase coverage in the private market. The ACA created temporary federal high risk pool programs, which were administered by states, to provide coverage to individuals with pre-existing conditions who had been uninsured for at least six months.

High-Cost Excise Tax:* Under the ACA, starting in 2018, a tax on insurance companies that provide high-cost plans. 

Home Health Care:* Health care services a person receives at home.

Hospice Services:* Services to provide comfort and support for persons and their families in the last stages of a terminal illness.

Hospital Outpatient Care:* Care in a hospital that usually doesn’t require an overnight stay.

Hospital Readmissions:ⁿ Occurs when a patient is discharged from the hospital and is readmitted for the same or related care within 30, 60, or 90 days after discharge. The number of hospital readmissions, and length of time between discharge and readmission, can be used to measure a health care facility’s quality of care. 

Hospitalization:* Care in a hospital that requires admission as an inpatient and usually requires an overnight stay. 


In-Network Provider:ⁿ A health care provider (such as a hospital or doctor) that is contracted to be part of the network for a managed care plan (such as an HMO, PPO, or POS). The provider agrees to the managed care plan’s rules and fee schedules in order to be part of the network and, in most cases, agrees not to balance bill patients for amounts beyond the agreed upon fee.

Individual Health Insurance Policy:* Individual or family coverage that is purchased by individuals directly from the health insurance issuer and is not provided by an employer.

Individual Mandate:ⁿ A requirement under the ACA that individuals maintain health insurance coverage or pay a tax penalty. 

Individual Market:^ The health insurance market where individuals purchase a health insurance policy directly from the health insurance issuer.


Inpatient Care:* Services that are provided to a patient who is admitted as an inpatient to a health care facility, such as a hospital or skilled nursing facility.


Internal Appeal: See manual (Page 22).

Interstate Compact:ⁿ The ACA provides guidelines for states to enter into interstate compacts to allow health insurance policies to be sold in multiple states.

Large Group Market:* Under the ACA, the market for health insurance coverage offered to large employers—those with more than 100 employees. Until 2016, states may use a definition of the large group market that only includes employers with more than 50 employees.



Lifetime Dollar Limit: See manual (Page 16).



Limited Duration Plan:^ A type of health plan that may only provide coverage for certain specified health care services or treatments during a period of less than one year.

Long-Term Care:* Services that include medical and nonmedical care provided to people who are unable to perform basic activities of daily living, such as dressing or bathing. Long-term supports and services can be provided at home, in the community, in assisted living or in nursing homes. 


Managed Care:^ A health delivery system that seeks to control access to and utilization of health care services  in order to control health care costs. 

Mandated Benefits:ⁿ A requirement in state or federal law that all health insurance policies provide coverage for a specific health care service.

Medicaid:* A joint state and federal health insurance program for low-income families, children, pregnant women, the elderly, and people with disabilities. The federal government provides a portion of the funding for Medicaid and sets guidelines for the program that states must follow. The ACA allows states to expand Medicaid eligibility to families or childless adults who meet certain income requirements.

Medicaid Waiver:ⁿ Authority granted by the Secretary of Health and Human Services to allow a state to forego certain Medicaid requirements and replace them with programs that meet the needs of a particular state’s population, while continuing to receive federal Medicaid matching funds.

Medical Homes or Accountable Care Organizations (ACOs):* A group of health care providers who coordinate care and manage chronic disease to improve quality of care. The group's payment by Medicare and Medicaid programs is tied to achieving health care quality goals and outcomes while resulting in cost savings.


Medical Loss Ratio (MLR): See manual (Page 24). 


Medical Underwriting:ⁿ Historically, the process used by a health insurance issuer to determine whether or not to accept applicants for health care coverage based on their medical history. The ACA now limits the ability of issuers to medically underwrite (see guaranteed issue and community rating).




Medically Necessary:* Medically appropriate health care services or supplies needed to prevent, diagnose, or treat an illness, injury, condition, disease or its symptoms and that meet accepted standards of medicine.

Medicare:* A federal health insurance program for people who are age 65 or older and certain younger people with disabilities. It also covers people with End-Stage Renal Disease (permanent kidney failure requiring dialysis or a transplant, sometimes referred to as ESRD).

Medicare Advantage (Medicare Part C):* A Medicare health plan offered by a private health insurance company that contracts with Medicare to provide health insurance benefits to Medicare beneficiaries.

Medicare Part D:* A prescription drug plan offered by a private health insurance company that contracts with Medicare to provide prescription drug coverage to Medicare beneficiaries. This prescription coverage is available through a Medicare Advantage plan that includes prescription coverage, or through a separate stand-alone prescription drug plan. Medicare beneficiaries are penalized if they do not purchase a Medicare Part D plan when they become qualified.

Medicare Supplement (Medigap) Insurance:ⁿ Also referred to as Medigap policies. Private insurance policies that can be purchased to “fill-in the gaps” and pay for certain out-of-pocket expenses (like deductibles and co-insurance) not covered by original Medicare (Part A and Part B).

Member Survey Results:* Results of a survey conducted by the Consumer Assessment of Healthcare Providers and Systems, which asks health plan enrollees to rate the care they received and other experiences with their health plan and its services.


Metal Tiers:* Qualified health plans offered on the marketplaces are divided into four metal tiers—Bronze, Silver, Gold, and Platinum. These tiers vary by the overall percentage the plans at each level pay for covered benefits. 


Minimum Essential Coverage:* The type of coverage an individual must have to meet the individual responsibility requirement under the Affordable Care Act.  This may include individual market policies, job-based coverage, Medicare, Medicaid, CHIP, and TRICARE.  Minimum essential coverage does not include coverage providing only limited benefits, such as “excepted benefit plans,” as defined above.


Modified Adjusted Gross Income (MAGI):* Used to determine an individual’s eligibility for premium tax credits and cost-sharing subsidies in the marketplace and for Medicaid and CHIP. 


Multi-State Plan:ⁿ A plan, created by the ACA and overseen by the U.S. Office of Personnel Management (OPM) that will eventually be available in every state through the marketplaces.

Multi-Employer Plan:* In general, a group health plan that is jointly sponsored by two or more employers.


National Committee for Quality Assurance (NCQA): NCQA is an independent not-for-profit organization that evaluates managed care organizations.

Navigator:* An individual or organization that is trained and able to help consumers, small businesses, and their employees as they look for health coverage options through the marketplace, including completing eligibility and enrollment forms. These individuals and organizations are required to be unbiased. Their services are free to consumers, and are funded through state and federal grant programs.


Network:* The facilities, providers and suppliers that a health insurance issuer or plan has contracted with to provide health care services.


Nondiscrimination: See manual (Page 14).


Non-Navigator In-Person Assistance Personnel:* Individuals or organizations that are not trained or funded as navigators but who are still able to provide help to consumers, small businesses, and their employees as they look for health coverage options through the state-based and state partnership marketplaces. The assistance includes helping consumers complete eligibility and enrollment forms. These individuals and organizations are required to be unbiased. Their services are free to consumers.

Non-Preferred Provider: See out-of-network provider.



Open Enrollment Period: See manual (Page 12). 

Original Medicare:* Original Medicare is fee-for-service coverage under which the government pays health care providers directly for Part A (Hospital Insurance) and/or Part B (Medical Insurance) benefits.


Out-of-Network Provider:* A health care provider (such as a hospital or doctor) that is not contracted to provide services under a health insurance plan. Plans vary on whether services provided by an out-of-network provider are covered at all, or whether the individual will be responsible for paying a higher portion of the total costs of out-of-network services.

Out-of-Pocket Maximum/Limit: See manual (Page 16).


Patient-Centered Outcomes Research:* Research that compares different medical treatments and interventions to provide evidence on which strategies are most effective in different populations and situations. The goal is to empower patients and their doctors with additional information to make sound health care decisions.


Physician Services:* Health care services provided by a licensed medical physician (M.D.—Medical Doctor or D.O. —Doctor of Osteopathic Medicine) 


Plan Year:* The 12-month period of benefits coverage under a group health plan. This 12-month period may not be the same as the calendar year. Individuals should check their plan documents or consult their employers to determine their plan year. (See definition of “policy year” for individual policies.)

Point of Service (POS) Plans: Plans that combine elements of HMO and PPO plans. They typically require the enrollee to choose a gatekeeper physician, like an HMO, but offer some coverage for non-gatekeeper-referred and out-of-network services, like a PPO.


Policy Year:* The 12-month period of benefits coverage under an individual health insurance plan. This 12-month period may not be the same as the calendar year. (See definition of “plan year” for group plans.)


Pre-Existing Conditions and Exclusions: See manual (Page 14).  


Pre-existing Condition Insurance Plan (PCIP):ⁿ A federal program operated by the states and the federal government that provides coverage for individuals who have been denied coverage for a pre-existing condition or have a pre-existing condition. The program ended at the end of 2013.

Preauthorization:^ Requirement under a health plan or policy to obtain approval for certain services before receiving them, except in an emergency. 


Preferred Provider Organization (PPO) Plan: Under PPO Plans, enrollees pay less in cost-sharing when they receive services from in-network providers. Generally, services provided by out-of-network providers also are covered at some level.  

Premium:^ The amount paid on a monthly, quarterly, or annual basis for health insurance. In a group plan, the cost of the premium may be shared between employers and enrollees.

Prescription Drug Coverage:* Health insurance or health plan that helps pay for prescription drugs and medications.


Prescription Drugs:* Drugs and medications that, by law, require a prescription.

Preventive Services: See manual (Page 17).


Primary Care Services:* Health services that cover a range of prevention and wellness services, as well as treatment for common illnesses. Primary care providers include doctors, nurses, nurse practitioners, and physician assistants. They often maintain long-term relationships with patients and coordinate care with specialists.


Primary Care Provider:* A physician (M.D.—Medical Doctor or D.O.—Doctor of Osteopathic Medicine), nurse practitioner, clinical nurse specialist, or physician assistant, as allowed under state law, who provides, coordinates or helps a patient access primary care services.


Prospective Assessment: See “Utilization Review.”

Provider Payment Rates:^ The total payment a provider, hospital, or community health center receives when they provide medical services to a patient. Providers are compensated for patient care using a set of defined rates based on illness category and the type of service administered.


Qualified Health Plan (QHP):* An insurance plan that is certified by a marketplace, provides essential health benefits, follows established limits on cost-sharing (e.g., deductibles, co-payments, and out-of-pocket maximum amounts), and meets other requirements. 

Qualifying Life Event: See “Special Enrollment.”

Rate Review:ⁿ Review by insurance regulators of an insurer’s proposed premium rates and rate increases to ensure that the rates are not unreasonably high in relation to the benefits being provided, and that they are not unfairly discriminatory to any individual or group of individuals.

Reconstructive Surgery:* Surgery and follow-up treatment needed to correct or improve a part of the body because of birth defects, accidents, injuries or medical conditions.

Referral:* A written order from a primary care doctor to see a specialist or get certain medical services. HMO plans may require individuals to obtain a referral before receiving medical care from anyone except the individual’s primary care provider.

Rehabilitative/ Rehabilitation Services:* Health care services that help an individual keep, get back, or improve skills and functioning for daily living that have been lost or impaired due to illness, injury, or disability. These services may include physical and occupational therapy, speech-language pathology, and psychiatric rehabilitation services in a variety of inpatient and/or outpatient settings.

Reinsurance:ⁿ Insurance purchased by health insurance issuers to limit the total loss an insurer would experience in case of unexpectedly high claims. The ACA directs states to create temporary reinsurance programs to stabilize their individual markets during the implementation of health care reform.

Rescission:* The retroactive cancellation or termination of a health insurance policy. See manual (Page 11).


Retrospective Assessment: See “Utilization Review.”

Rider (exclusionary rider):* A rider is an amendment to an insurance policy that sets forth additional terms, conditions, and/or coverage requirements or restrictions under the policy. 

Risk Adjustment:ⁿ A process through which insurance plans that enroll a disproportionate number of sick individuals are reimbursed for that risk by other plans that enroll a disproportionate number of healthy individuals. The ACA requires states to conduct risk adjustment for all non-grandfathered health insurance plans.

Risk Corridor:ⁿ A temporary provision in the ACA that requires plans whose costs are lower than anticipated to make payments into a fund that reimburses plans whose costs are higher than expected.

Self-Insured Plan: A plan in which the employer itself takes on the responsibility of paying employees’ and dependents’ medical claims. The employer may use a third party administrator (TPA) or insurance company to collect premiums, process claims, or perform other administrative services for the plan. 

Service Area:* The geographical area covered under a health plan and where providers are available to provide services covered under the plan.


Skilled Nursing Care: Nursing care and rehabilitation services provided at home or in a skilled nursing facility that require a level of medical expertise beyond that required for custodial care. Examples of skilled nursing care include physical therapy or intravenous injections that can only be given by a registered nurse or doctor.

Small Group Market:ⁿ Under the ACA, the market for health insurance coverage offered to small employers—those who employ more than one and fewer than 100 employees. Until 2016, states may define their small group market as including employers who employ more than one and fewer than 50 employees.

Solvency:ⁿ The ability of a health insurance to meet all of its financial obligations. State insurance regulators carefully monitor the solvency of all health insurance issuers and require corrective action if an issuer’s financial situation becomes hazardous. In extreme circumstances, a state may seize control of a plan that is in danger of insolvency.

Special Enrollment Period: See manual (Page 12).

Specialist Provider:* A specialist provider focuses on a specific area of medicine or group of patients to diagnose, manage, prevent or treat specific diseases, symptoms and conditions. 

State Continuation Coverage: See manual (Page 6). 

Summary of Benefits and Coverage (SBC): See manual (Page 21).

Supplemental Security Income (SSI):* A monthly benefit paid by Social Security to people with limited income and resources who are disabled, blind, or 65 or older. SSI benefits are not the same as Social Security retirement or disability benefits.

TRICARE:* A health care program for active-duty and retired uniformed services members and their families.

UCR (Usual, Customary, and Reasonable):ⁿ The cost associated with a health care service that is consistent with the going rate for identical or similar services within a particular geographic area. Reimbursement for out-of-network providers is often set at a percentage of the usual, customary and reasonable charge, which may differ from what the provider actually charges for a service.

Uncompensated Care:* Health care or services provided by hospitals or health care providers and for which payment is not received.   


URAC: URAC is a nonprofit organization promoting health care quality by accrediting health care organizations.

Urgent Care:* Care for an illness, injury or condition serious enough that a reasonable person would seek care right away, but not so severe as to require emergency room care.

Utilization Review: A review of the medical necessity and appropriateness of health care services provided or proposed to be provided to a health plan enrollee. Also used to confirm plan coverage of a health care service. There are three categories of utilization review:

1. Prospective assessment: an assessment prior to services being rendered.

2. Concurrent assessment: an assessment conducted during a patient's hospital stay or course of treatment. If the medical problem is ongoing, this assessment may include the review of services after they have been rendered and billed.

3. Retrospective assessment: an assessment of health care services after they have been rendered. 
Vision Coverage:* Coverage of vision care, such as eye exams and glasses. This coverage can be included as part of a comprehensive medical plan, or purchased as a separate stand-alone vision plan. Stand-alone vision plans are not available on the marketplaces. 

Waiting Period:* The period of time that must pass before an employee and the employee’s dependents are eligible for coverage under an employer’s group plan.

Well-baby and Well-child Visits:* Routine doctor visits for comprehensive preventive health services that occur when a baby is young, and annual visits until a child reaches age 21. Services include physical exam and measurements, vision and hearing screening, and oral health risk assessments.

Wellness Program:* A program intended to improve and promote health and fitness that's usually offered through the work place, although insurance plans can offer them directly to their enrollees. Employers or plans offering wellness programs typically offer premium discounts, cash rewards, gym memberships, and other incentives to participate. Some examples of wellness programs include programs to help individuals stop smoking, diabetes management programs, weight loss programs, and preventive health screenings.

Worker's Compensation:* An insurance plan that employers are required to carry to cover employees who get sick or injured on the job.



Appendix 2: Crosswalk of [State] Benchmark Plan to State Mandated Benefits
States can complete this template to help Consumer Service Representatives (CSRs) easily find both ACA essential health benefits and state mandated benefits within the state’s benchmark plan. Two illustrative examples from Rhode Island are included in the crosswalk template below: the state-mandated infertility services benefit and the ACA obstetrical and gynecological benefit requirements.

	EHB
	State Mandate Citation and Description (if applicable)
	Federal Mandate Citation and Description (if applicable)
	EHB Description in Benchmark with Page Number
	Notes

	Ambulatory Patient Services

	[EXAMPLE:]

Infertility


	RI Gen Law §27-20-20

· Must cover medically necessary expenses of diagnosis and treatment of infertility for women between the ages of 25 and 42.

·  Limits co-pays to 20%

· “Infertility" means the condition of an otherwise presumably healthy married individual who is unable to conceive or sustain a pregnancy during a one-year period.
	N/A
	Benchmark Plan pages ii-iii, 30, 62

· Covers medically necessary services for the diagnosis and treatment of infertility for unmarried women between the ages of 25 and 42.

· Covers donor gametes if provided through a program. 

· Does NOT cover infertility treatment for a person that previously had a voluntary sterilization procedure.
	· Does NOT cover infertility treatment for a person that previously had a voluntary sterilization procedure.

· Limits co-pays to 20%.

	Obstetrical or Gynecological Care
	N/A
	PHSA 2719A

· For network plans requiring a PCP to be designated and requiring referrals, plan may not require a referral for services to be provided by in-network OB/GYNs. 
	Benchmark Plan page 56

· No preauthorization required to obtain access to obstetrical or gynecological care from a network doctor who specializes in obstetrics or gynecology. 

· Preauthorization may be required for certain services.


	· Applies to non-GF individual and non-GF group market health insurance, and non-GF self-funded plans.  

· Does not apply to GF plans.  

· Applies to plans where PCP to be designated and requiring referrals. 



	Emergency Services

	 
	 
	 
	 
	

	Hospitalization

	 
	 
	 
	 
	

	Emergency and Newborn Care

	 
	 
	 
	 
	

	Mental Health and Substance Use Disorder

	 
	 
	 
	 
	

	Prescription Drugs

	 
	 
	 
	 
	

	Rehabilitative and Habilitative Services and Devices

	 
	 
	 
	 
	

	Laboratory Services

	 
	 
	 
	 
	

	Preventive and Wellness Services and Chronic Disease Management

	 
	 
	 
	 
	

	Pediatric Services

	
	
	
	
	


Appendix 3:  Applicability of Certain ACA Provisions to Grandfathered and Self-Funded Plans

	Requirement
	Applicability to Grandfathered Plans
	Applicability to Self-Funded Plans
	[Applicability to Transitional Plans]

	Guaranteed Issue
	Applies to grandfathered small employer group plans under HIPAA.

Does not apply to grandfathered large employer group plans or grandfathered individual policies.


	Does not apply to self-funded employer group plans.
	[This column can be added for those states that have allowed transitional plans to continue for some period between 2014 through 2016]

	Premium Rating Restrictions
	Does not apply to grandfathered plans.
	Does not apply to self-funded employer group plans.
	

	Guaranteed Renewability
	Applies to grandfathered small employer group plans and grandfathered individual policies under HIPAA.

Does not apply grandfathered large employer group plans.
	Does not apply to self-funded employer group plans.
	

	Rescissions Prohibited
	Applies to grandfathered plans.
	Applies to self-funded employer group plans
	

	Enrollment Periods – Group and Individual Markets
	Does not apply to grandfathered plans.
	Does not apply to self-funded employer group plans.
	

	Special Enrollment under Group Health Plans after Loss of Coverage
	Applies to grandfathered employer group plans.  

Requirement not applicable to policies purchased in the individual market.
	Applies to self-funded employer group plans.
	

	Prohibition on Excessive Waiting Periods
	Applies to grandfathered employer group plans.

Requirement not applicable to policies purchased in the individual market.
	Applies to self-funded employer group plans.
	

	Dependent Coverage up to Age 26 Required
	Applies to all grandfathered plans.

Note: A GF plan is not required to cover a dependent child up to age 26 if the dependent has coverage through an employer until the plan renews in 2014.


	Applies to self-funded employer group plans.
	

	Discrimination Based on Health Status Prohibited
	Applies to all grandfathered plans.
	Applies to self-funded employer group plans.
	

	Collecting and Discriminating Based on Genetic Information Prohibited
	Applies to all grandfathered plans.
	Applies to self-funded employer group plans.
	

	Pre-Existing Condition Exclusions Prohibited
	Applies to grandfathered employer group plans.

Does not apply to grandfathered individual policies.
	Applies to self-funded employer group plans.
	

	Discriminatory Benefit Design Prohibited
	Does not apply to grandfathered plans.


	Does not apply to self-funded employer group plans.
	

	Discrimination in Favor of Highly Compensated Individuals Prohibited
	Does not apply to grandfathered employer group plans.

Requirement not applicable to policies purchased in the individual market.
	Applies to both grandfathered and non-grandfathered self-funded employer group plans under a separate provision of the Internal Revenue Service guidelines.
	

	Discrimination Against Providers Prohibited
	Does not apply to grandfathered plans.
	Applies to non-grandfathered self-funded employer group plans.
	

	Coverage of Essential Health Benefits or “EHB” Required
	Does not apply to grandfathered plans.
	Does not apply to self-funded employer group plans.
	

	Annual and Lifetime Dollar Limits on EHB Prohibited
	Lifetime limit prohibition applies to all grandfathered plans.

Annual limit prohibition applies to group grandfathered employer group plans only, and does not apply to grandfathered individual policies.


	Applies to self-funded employer group plans.
	

	Limits on Out-of-Pocket Expenses for EHB
	Does not apply to grandfathered plans.
	Applies to non-grandfathered self-funded employer group plans.
	

	Deductible Limits for Fully Insured Small Group Employer Plans
	Does not apply to grandfathered small employer group plans.
	Does not apply to self-funded small employer group plans.
	

	Coverage of Medical and Surgical Benefits for Mastectomies Required
	Applies to grandfathered employer group plans.

Requirement not applicable to policies purchased in the individual market.
	Applies to self-funded employer group plans.
	

	Hospital Coverage for Mothers and Newborns following Child Birth Required
	Applies to grandfathered employer group plans.

Requirement not applicable to policies purchased in the individual market.
	Applies to self-funded employer group plans.
	

	Equal Coverage of Mental Health and Medical/Surgical Benefits Required
	Applies to grandfathered large employer group plans and grandfathered policies purchased in the individual market.

Does not apply to grandfathered small employer group plans with 50 or fewer employees.


	Applies to self-funded large employer group plans.

Does not apply to self-funded small employer group plans with 50 or fewer employees.
	

	Coverage of Preventive Services with $0 Cost-Sharing Required
	Does not apply to grandfathered plans.


	Applies to non-grandfathered self-funded employer group plans.

[Any state-specific preventive services will not apply to self-funded plans]
	

	Coverage for Emergency Services 
	Does not apply to grandfathered plans.
	Applies to non-grandfathered self-funded employer group plans.
	

	Access to PCPs, Pediatricians and OB-GYNs Required
	Does not apply to grandfathered plans.
	Applies to non-grandfathered self-funded employer group plans.
	

	Coverage of Routine Costs for Approved Clinical Trials Required
	Does not apply to grandfathered plans.
	Applies to non-grandfathered self-funded employer group plans.
	

	Summary of Benefits and Coverage (SBC)
	Applies to all grandfathered plans.


	Applies to self-funded employer group plans.
	

	Culturally and Linguistically Appropriate Notices and Enrollment Materials
	Requirement to provide notices of available internal claims and appeals and external review processes in a culturally and linguistically appropriate manner does not apply to grandfathered plans.

Requirement to provide the SBC and Uniform Glossary in a culturally and linguistically appropriate manner does apply to grandfathered plans.
	Requirement to provide notices of available internal claims and appeals and external review processes in a culturally and linguistically appropriate manner does apply to non-grandfathered self-funded employer group plans.

Requirement to provide the SBC and Uniform Glossary in a culturally and linguistically appropriate manner applies to both grandfathered and non-grandfathered self-funded employer group plans. 
	

	Payment of Claims Generally
	[State]’s prompt pay law applies to all fully insured grandfathered plans.

[State prompt pay laws generally do not apply to self-funded plans.  Each state will need to confirm that applicable state prompt pay law does apply to all fully insured grandfathered plans]
	Self-funded plans are subject to federal Department of Labor claims payment requirements.
	

	Adverse Benefit Determination Notice Requirements and Timelines
	Does not apply to grandfathered plans.
	Applies to non-grandfathered self-funded employer group plans.


	

	Internal Appeal of an Adverse Benefit Determination
	Does not apply to grandfathered plans.


	Applies to non-grandfathered self-funded employer group plans.
	

	External Review of an Adverse Benefit Determination
	Does not apply to grandfathered plans.
	Applies to non-grandfathered self-funded employer group plans.
	

	Medical Loss Ratio (MLR)
	Applies to grandfathered plans.


	Does not apply to self-funded employer group plans.
	


Appendix 4:  Federal Poverty Level Guidelines
2015 Poverty Guidelines
NOTE:  The Poverty Guidelines that are in effect at the start of the most recent open enrollment apply to all tax credits and cost sharing reductions for policies and plans issued until the start of the next open enrollment.   The 2015 Poverty Guidelines will be in effect at the start of open enrollment for 2016 plans.
	2015 POVERTY GUIDELINES FOR THE 48 CONTIGUOUS STATES
AND THE DISTRICT OF COLUMBIA

	Persons in family/household
	Poverty guideline

	For families/households with more than 8 persons, add $4,160 for each additional person.

	1
	$11,770

	2
	15,930

	3
	20,090

	4
	24,250

	5
	28,410

	6
	32,570

	7
	36,730

	8
	40,890


 
	2015 POVERTY GUIDELINES FOR ALASKA

	Persons in family/household
	Poverty guideline

	For families/households with more than 8 persons, add $5,200 for each additional person.

	1
	$14,720

	2
	19,920

	3
	25,120

	4
	30,320

	5
	35,520

	6
	40,720

	7
	45,920

	8
	51,120


	2015 POVERTY GUIDELINES FOR HAWAII

	Persons in family/household
	Poverty guideline

	For families/households with more than 8 persons, add $4,780 for each additional person.

	1
	$13,550

	2
	18,330

	3
	23,110

	4
	27,890

	5
	32,670

	6
	37,450

	7
	42,230

	8
	47,010


SOURCE:  Issued by the U.S. Department of Health and Human Services’ Office of the Assistant Secretary for Planning and Evaluation (ASPE):  http://aspe.hhs.gov/poverty/15poverty.cfm
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