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SEC. 1002. HEALTH INSURANCE CONSUMER INFORMATION.

Part C of title XXVII of the Public Health Service Act (42

U.S.C. 300gg–91 et seq.) is amended by adding at the end the following:

‘‘SEC. 2793 o42 U.S.C. 300gg–93.. HEALTH INSURANCE CONSUMER INFORMATION.

‘‘(a) IN GENERAL.—The Secretary shall award grants to States

to enable such States (or the Exchanges operating in such States)

to establish, expand, or provide support for—

‘‘(1) offices of health insurance consumer assistance; or

‘‘(2) health insurance ombudsman programs.

‘‘(b) ELIGIBILITY.—

‘‘(1) IN GENERAL.—To be eligible to receive a grant, a State

shall designate an independent office of health insurance consumer

assistance, or an ombudsman, that, directly or in coordination

with State health insurance regulators and consumer

assistance organizations, receives and responds to inquiries

and complaints concerning health insurance coverage with respect

to Federal health insurance requirements and under

State law.

‘‘(2) CRITERIA.—A State that receives a grant under this

section shall comply with criteria established by the Secretary

for carrying out activities under such grant.

‘‘(c) DUTIES.—The office of health insurance consumer assistance

or health insurance ombudsman shall—

‘‘(1) assist with the filing of complaints and appeals, including

filing appeals with the internal appeal or grievance

process of the group health plan or health insurance issuer involved

and providing information about the external appeal

process;

‘‘(2) collect, track, and quantify problems and inquiries encountered

by consumers;

‘‘(3) educate consumers on their rights and responsibilities

with respect to group health plans and health insurance coverage;

‘‘(4) assist consumers with enrollment in a group health

plan or health insurance coverage by providing information, referral,

and assistance; and

‘‘(5) resolve problems with obtaining premium tax credits

under section 36B of the Internal Revenue Code of 1986.

‘‘(d) DATA COLLECTION.—As a condition of receiving a grant

under subsection (a), an office of health insurance consumer assistance

or ombudsman program shall be required to collect and report

data to the Secretary on the types of problems and inquiries encountered

by consumers. The Secretary shall utilize such data to

identify areas where more enforcement action is necessary and

shall share such information with State insurance regulators, the

Secretary of Labor, and the Secretary of the Treasury for use in the

enforcement activities of such agencies.

‘‘(e) FUNDING.—

‘‘(1) INITIAL FUNDING.—There is hereby appropriated to the

Secretary, out of any funds in the Treasury not otherwise appropriated,

$30,000,000 for the first fiscal year for which this

section applies to carry out this section. Such amount shall remain

available without fiscal year limitation.

‘‘(2) AUTHORIZATION FOR SUBSEQUENT YEARS.—There is authorized

to be appropriated to the Secretary for each fiscal year

following the fiscal year described in paragraph (1), such sums

as may be necessary to carry out this section.’’.

1201/2705(l)

‘‘(l) WELLNESS PROGRAM DEMONSTRATION PROJECT.—

‘‘(1) IN GENERAL.—Not later than July 1, 2014, the Secretary,

in consultation with the Secretary of the Treasury and

the Secretary of Labor, shall establish a 10-State demonstration

project under which participating States shall apply the

provisions of subsection (j) to programs of health promotion offered

by a health insurance issuer that offers health insurance

coverage in the individual market in such State.

‘‘(2) EXPANSION OF DEMONSTRATION PROJECT.—If the Secretary,

in consultation with the Secretary of the Treasury and

the Secretary of Labor, determines that the demonstration

project described in paragraph (1) is effective, such Secretaries

may, beginning on July 1, 2017 expand such demonstration

project to include additional participating States.

‘‘(3) REQUIREMENTS.—

‘‘(A) MAINTENANCE OF COVERAGE.—The Secretary, in

consultation with the Secretary of the Treasury and the

Secretary of Labor, shall not approve the participation of

a State in the demonstration project under this section unless

the Secretaries determine that the State’s project is

designed in a manner that—

‘‘(i) will not result in any decrease in coverage;

and

‘‘(ii) will not increase the cost to the Federal Government

in providing credits under section 36B of the

Internal Revenue Code of 1986 or cost-sharing assistance

under section 1402 of the Patient Protection and

Affordable Care Act.

‘‘(B) OTHER REQUIREMENTS.—States that participate in

the demonstration project under this subsection—

‘‘(i) may permit premium discounts or rebates or

the modification of otherwise applicable copayments or

deductibles for adherence to, or participation in, a reasonably

designed program of health promotion and

disease prevention;

‘‘(ii) shall ensure that requirements of consumer

protection are met in programs of health promotion in

the individual market;

‘‘(iii) shall require verification from health insurance

issuers that offer health insurance coverage in

the individual market of such State that premium discounts—

 ‘‘(I) do not create undue burdens for individuals

insured in the individual market;

‘‘(II) do not lead to cost shifting; and

‘‘(III) are not a subterfuge for discrimination;

‘‘(iv) shall ensure that consumer data is protected

in accordance with the requirements of section 264(c)

of the Health Insurance Portability and Accountability

Act of 1996 (42 U.S.C. 1320d–2 note); and

‘‘(v) shall ensure and demonstrate to the satisfaction

of the Secretary that the discounts or other rewards

provided under the project reflect the expected

level of participation in the wellness program involved

and the anticipated effect the program will have on

utilization or medical claim costs.
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1311(c) RESPONSIBILITIES OF THE SECRETARY.—

(1) IN GENERAL.—The Secretary shall, by regulation, establish

criteria for the certification of health plans as qualified

health plans. Such criteria shall require that, to be certified,

a plan shall, at a minimum—

(A) meet marketing requirements, and not employ

marketing practices or benefit designs that have the effect

of discouraging the enrollment in such plan by individuals

with significant health needs;

(B) ensure a sufficient choice of providers (in a manner

consistent with applicable network adequacy provisions

under section 2702(c) of the Public Health Service Act),

and provide information to enrollees and prospective enrollees

on the availability of in-network and out-of-network

providers;

(C) include within health insurance plan networks

those essential community providers, where available, that

serve predominately low-income, medically-underserved in-
dividuals, such as health care providers defined in section

340B(a)(4) of the Public Health Service Act and providers

described in section 1927(c)(1)(D)(i)(IV) of the Social Security

Act as set forth by section 221 of Public Law 111–8,

except that nothing in this subparagraph shall be construed

to require any health plan to provide coverage for

any specific medical procedure;

(D)(i) be accredited with respect to local performance

on clinical quality measures such as the Healthcare Effectiveness

Data and Information Set, patient experience ratings

on a standardized Consumer Assessment of

Healthcare Providers and Systems survey, as well as consumer

access, utilization management, quality assurance,

provider credentialing, complaints and appeals, network

adequacy and access, and patient information programs by

any entity recognized by the Secretary for the accreditation

of health insurance issuers or plans (so long as any

such entity has transparent and rigorous methodological

and scoring criteria); or

(ii) receive such accreditation within a period established

by an Exchange for such accreditation that is applicable

to all qualified health plans;

(E) implement a quality improvement strategy described

in subsection (g)(1);

(F) utilize a uniform enrollment form that qualified individuals

and qualified employers may use (either electronically

or on paper) in enrolling in qualified health

plans offered through such Exchange, and that takes into

account criteria that the National Association of Insurance

Commissioners develops and submits to the Secretary;

(G) utilize the standard format established for presenting

health benefits plan options;

(H) provide information to enrollees and prospective

enrollees, and to each Exchange in which the plan is offered,

on any quality measures for health plan performance

endorsed under section 399JJ of the Public Health

Service Act, as applicable; and

(I) report to the Secretary at least annually and in

such manner as the Secretary shall require, pediatric quality

reporting measures consistent with the pediatric quality

reporting measures established under section 1139A of

the Social Security Act. oAs added by section 10203(a).

(2) RULE OF CONSTRUCTION.—Nothing in paragraph (1)(C)

shall be construed to require a qualified health plan to contract

with a provider described in such paragraph if such provider

refuses to accept the generally applicable payment rates of

such plan.

(3) RATING SYSTEM.—The Secretary shall develop a rating

system that would rate qualified health plans offered through

an Exchange in each benefits level on the basis of the relative

quality and price. The Exchange shall include the quality rating

in the information provided to individuals and employers

through the Internet portal established under paragraph (4).

 (4) ENROLLEE SATISFACTION SYSTEM.—The Secretary shall

develop an enrollee satisfaction survey system that would

evaluate the level of enrollee satisfaction with qualified health

plans offered through an Exchange, for each such qualified

health plan that had more than 500 enrollees in the previous

year. The Exchange shall include enrollee satisfaction information

in the information provided to individuals and employers

through the Internet portal established under paragraph (5) in

a manner that allows individuals to easily compare enrollee

satisfaction levels between comparable plans.

(5) INTERNET PORTALS.—The Secretary shall—

(A) continue to operate, maintain, and update the

Internet portal developed under section 1103(a) and to assist

States in developing and maintaining their own such

portal; and

(B) make available for use by Exchanges a model template

for an Internet portal that may be used to direct

qualified individuals and qualified employers to qualified

health plans, to assist such individuals and employers in

determining whether they are eligible to participate in an

Exchange or eligible for a premium tax credit or cost-sharing

reduction, and to present standardized information (including

quality ratings) regarding qualified health plans

offered through an Exchange to assist consumers in making

easy health insurance choices.

Such template shall include, with respect to each qualified

health plan offered through the Exchange in each rating area,

access to the uniform outline of coverage the plan is required

to provide under section 2716 of the Public Health Service Act

and to a copy of the plan’s written policy.

(6) ENROLLMENT PERIODS.—The Secretary shall require an

Exchange to provide for—

(A) an initial open enrollment, as determined by the

Secretary (such determination to be made not later than

July 1, 2012);

(B) annual open enrollment periods, as determined by

the Secretary for calendar years after the initial enrollment

period;

(C) special enrollment periods specified in section 9801

of the Internal Revenue Code of 1986 and other special enrollment

periods under circumstances similar to such periods

under part D of title XVIII of the Social Security Act;

and

(D) special monthly enrollment periods for Indians (as

defined in section 4 of the Indian Health Care Improvement

Act).

1311(d)(4)  FUNCTIONS.—An Exchange shall, at a minimum—

(A) implement procedures for the certification, recertification,

and decertification, consistent with guidelines

developed by the Secretary under subsection (c), of health

plans as qualified health plans;

(B) provide for the operation of a toll-free telephone

hotline to respond to requests for assistance;

(C) maintain an Internet website through which enrollees

and prospective enrollees of qualified health plans

may obtain standardized comparative information on such

plans;

(D) assign a rating to each qualified health plan offered

through such Exchange in accordance with the criteria

developed by the Secretary under subsection (c)(3);

(E) utilize a standardized format for presenting health

benefits plan options in the Exchange, including the use of

the uniform outline of coverage established under section

2715 of the Public Health Service Act;

(F) in accordance with section 1413, inform individuals

of eligibility requirements for the medicaid program under

title XIX of the Social Security Act, the CHIP program

under title XXI of such Act, or any applicable State or local

public program and if through screening of the application

by the Exchange, the Exchange determines that such individuals

are eligible for any such program, enroll such individuals

in such program;

(G) establish and make available by electronic means

a calculator to determine the actual cost of coverage after

the application of any premium tax credit under section

36B of the Internal Revenue Code of 1986 and any costsharing

reduction under section 1402;

(H) subject to section 1411, grant a certification attesting

that, for purposes of the individual responsibility penalty

under section 5000A of the Internal Revenue Code of

1986, an individual is exempt from the individual requirement

or from the penalty imposed by such section because—

(i) there is no affordable qualified health plan

available through the Exchange, or the individual’s

employer, covering the individual; or

(ii) the individual meets the requirements for any

other such exemption from the individual responsibility

requirement or penalty;

(I) transfer to the Secretary of the Treasury—

(i) a list of the individuals who are issued a certification

under subparagraph (H), including the name

and taxpayer identification number of each individual;

(ii) the name and taxpayer identification number

of each individual who was an employee of an employer

but who was determined to be eligible for the

premium tax credit under section 36B of the Internal

Revenue Code of 1986 because—

(I) the employer did not provide minimum essential

coverage; or

(II) the employer provided such minimum essential

coverage but it was determined under section

36B(c)(2)(C) of such Code to either be

unaffordable to the employee or not provide the

required minimum actuarial value; and

(iii) the name and taxpayer identification number

of each individual who notifies the Exchange under

section 1411(b)(4) that they have changed employers

and of each individual who ceases coverage under a

qualified health plan during a plan year (and the effective

date of such cessation);

(J) provide to each employer the name of each employee

of the employer described in subparagraph (I)(ii)

who ceases coverage under a qualified health plan during

a plan year (and the effective date of such cessation); and

(K) establish the Navigator program described in subsection

(i).
1311(i)  NAVIGATORS.—

(1) IN GENERAL.—An Exchange shall establish a program

under which it awards grants to entities described in paragraph

(2) to carry out the duties described in paragraph (3).

(2) ELIGIBILITY.—

(A) IN GENERAL.—To be eligible to receive a grant

under paragraph (1), an entity shall demonstrate to the

Exchange involved that the entity has existing relationships,

or could readily establish relationships, with employers

and employees, consumers (including uninsured

and underinsured consumers), or self-employed individuals

likely to be qualified to enroll in a qualified health plan.

 (B) TYPES.—oAs amended by section 10104(h). Entities

described in subparagraph (A) may include trade, industry,

and professional associations, commercial fishing

industry organizations, ranching and farming organizations,

community and consumer-focused nonprofit groups,

chambers of commerce, unions, resource partners of the

Small Business Administration, other licensed insurance

agents and brokers, and other entities that—

(i) are capable of carrying out the duties described

in paragraph (3);

(ii) meet the standards described in paragraph (4);

and

(iii) provide information consistent with the standards

developed under paragraph (5).

(3) DUTIES.—An entity that serves as a navigator under a

grant under this subsection shall—

(A) conduct public education activities to raise awareness

of the availability of qualified health plans;

(B) distribute fair and impartial information concerning

enrollment in qualified health plans, and the

availability of premium tax credits under section 36B of

the Internal Revenue Code of 1986 and cost-sharing reductions

under section 1402;

(C) facilitate enrollment in qualified health plans;

(D) provide referrals to any applicable office of health

insurance consumer assistance or health insurance ombudsman

established under section 2793 of the Public

Health Service Act, or any other appropriate State agency

or agencies, for any enrollee with a grievance, complaint,

or question regarding their health plan, coverage, or a determination

under such plan or coverage; and

(E) provide information in a manner that is culturally

and linguistically appropriate to the needs of the population

being served by the Exchange or Exchanges.

(4) STANDARDS.—

(A) IN GENERAL.—The Secretary shall establish standards

for navigators under this subsection, including provisions

to ensure that any private or public entity that is selected

as a navigator is qualified, and licensed if appropriate,

to engage in the navigator activities described in

this subsection and to avoid conflicts of interest. Under

such standards, a navigator shall not—

(i) be a health insurance issuer; or

(ii) receive any consideration directly or indirectly

from any health insurance issuer in connection with

the enrollment of any qualified individuals or employees

of a qualified employer in a qualified health plan.

(5) FAIR AND IMPARTIAL INFORMATION AND SERVICES.—The

Secretary, in collaboration with States, shall develop standards

to ensure that information made available by navigators is

fair, accurate, and impartial.

(6) FUNDING.—Grants under this subsection shall be made

from the operational funds of the Exchange and not Federal

funds received by the State to establish the Exchange.
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(b) SPECIAL RULES RELATING TO COVERAGE OF ABORTION SERVICES.—

(1) VOLUNTARY CHOICE OF COVERAGE OF ABORTION SERVICES.—

(A) IN GENERAL.—Notwithstanding any other provision

of this title (or any amendment made by this title)—

(i) nothing in this title (or any amendment made

by this title), shall be construed to require a qualified

health plan to provide coverage of services described

in subparagraph (B)(i) or (B)(ii) as part of its essential

health benefits for any plan year; and

(ii) subject to subsection (a), the issuer of a qualified

health plan shall determine whether or not the

plan provides coverage of services described in subparagraph

(B)(i) or (B)(ii) as part of such benefits for

the plan year.

(B) ABORTION SERVICES.—

(i) ABORTIONS FOR WHICH PUBLIC FUNDING IS PROHIBITED.—

The services described in this clause are

abortions for which the expenditure of Federal funds

appropriated for the Department of Health and

Human Services is not permitted, based on the law as

in effect as of the date that is 6 months before the beginning

of the plan year involved.

(ii) ABORTIONS FOR WHICH PUBLIC FUNDING IS ALLOWED.—

The services described in this clause are

abortions for which the expenditure of Federal funds

appropriated for the Department of Health and

Human Services is permitted, based on the law as in

effect as of the date that is 6 months before the beginning

of the plan year involved.

(2) PROHIBITION ON THE USE OF FEDERAL FUNDS.—

(A) IN GENERAL.—If a qualified health plan provides

coverage of services described in paragraph (1)(B)(i), the

issuer of the plan shall not use any amount attributable

to any of the following for purposes of paying for such

services:

(i) The credit under section 36B of the Internal

Revenue Code of 1986 (and the amount (if any) of the

advance payment of the credit under section 1412 of

the Patient Protection and Affordable Care Act).

(ii) Any cost-sharing reduction under section 1402

of the Patient Protection and Affordable Care Act (and

the amount (if any) of the advance payment of the reduction

under section 1412 of the Patient Protection

and Affordable Care Act).

(B) ESTABLISHMENT OF ALLOCATION ACCOUNTS.—In the

case of a plan to which subparagraph (A) applies, the

issuer of the plan shall—

 (i) collect from each enrollee in the plan (without

regard to the enrollee’s age, sex, or family status) a

separate payment for each of the following:

(I) an amount equal to the portion of the premium

to be paid directly by the enrollee for coverage

under the plan of services other than services

described in paragraph (1)(B)(i) (after reduction

for credits and cost-sharing reductions described

in subparagraph (A)); and

(II) an amount equal to the actuarial value of

the coverage of services described in paragraph

(1)(B)(i), and

(ii) shall deposit all such separate payments into

separate allocation accounts as provided in subparagraph

(C).

In the case of an enrollee whose premium for coverage

under the plan is paid through employee payroll deposit,

the separate payments required under this subparagraph

shall each be paid by a separate deposit.

(C) SEGREGATION OF FUNDS.—

(i) IN GENERAL.—The issuer of a plan to which

subparagraph (A) applies shall establish allocation accounts

described in clause (ii) for enrollees receiving

amounts described in subparagraph (A).

(ii) ALLOCATION ACCOUNTS.—The issuer of a plan

to which subparagraph (A) applies shall deposit—

(I) all payments described in subparagraph

(B)(i)(I) into a separate account that consists solely

of such payments and that is used exclusively

to pay for services other than services described in

paragraph (1)(B)(i); and

(II) all payments described in subparagraph

(B)(i)(II) into a separate account that consists solely

of such payments and that is used exclusively

to pay for services described in paragraph

(1)(B)(i).

(D) ACTUARIAL VALUE.—

(i) IN GENERAL.—The issuer of a qualified health

plan shall estimate the basic per enrollee, per month

cost, determined on an average actuarial basis, for including

coverage under the qualified health plan of the

services described in paragraph (1)(B)(i).

(ii) CONSIDERATIONS.—In making such estimate,

the issuer—

(I) may take into account the impact on overall

costs of the inclusion of such coverage, but may

not take into account any cost reduction estimated

to result from such services, including prenatal

care, delivery, or postnatal care;

(II) shall estimate such costs as if such coverage

were included for the entire population covered;

and

(III) may not estimate such a cost at less than

$1 per enrollee, per month.

 (E) ENSURING COMPLIANCE WITH SEGREGATION REQUIREMENTS.—

(i) IN GENERAL.—Subject to clause (ii), State

health insurance commissioners shall ensure that

health plans comply with the segregation requirements

in this subsection through the segregation of

plan funds in accordance with applicable provisions of

generally accepted accounting requirements, circulars

on funds management of the Office of Management

and Budget, and guidance on accounting of the Government

Accountability Office.

(ii) CLARIFICATION.—Nothing in clause (i) shall

prohibit the right of an individual or health plan to

appeal such action in courts of competent jurisdiction.

(3) RULES RELATING TO NOTICE.—

(A) NOTICE.—A qualified health plan that provides for

coverage of the services described in paragraph (1)(B)(i)

shall provide a notice to enrollees, only as part of the summary

of benefits and coverage explanation, at the time of

enrollment, of such coverage.

(B) RULES RELATING TO PAYMENTS.—The notice described

in subparagraph (A), any advertising used by the

issuer with respect to the plan, any information provided

by the Exchange, and any other information specified by

the Secretary shall provide information only with respect

to the total amount of the combined payments for services

described in paragraph (1)(B)(i) and other services covered

by the plan.

(4) NO DISCRIMINATION ON BASIS OF PROVISION OF ABORTION.—

No qualified health plan offered through an Exchange

may discriminate against any individual health care provider

or health care facility because of its unwillingness to provide,

pay for, provide coverage of, or refer for abortions.

(d)(4) NO PENALTY FOR TRANSFERRING TO MINIMUM ESSENTIAL

COVERAGE OUTSIDE EXCHANGE.—An Exchange, or a qualified

health plan offered through an Exchange, shall not impose any

penalty or other fee on an individual who cancels enrollment

in a plan because the individual becomes eligible for minimum

essential coverage (as defined in section 5000A(f) of the Internal

Revenue Code of 1986 without regard to paragraph (1)(C)

or (D) thereof) or such coverage becomes affordable (within the

meaning of section 36B(c)(2)(C) of such Code).
 (e) ENROLLMENT THROUGH AGENTS OR BROKERS.—oAs revised

by section 10104(i)(2). The Secretary shall establish procedures

under which a State may allow agents or brokers—

(1) to enroll individuals and employers in any qualified

health plans in the individual or small group market as soon

as the plan is offered through an Exchange in the State; and

(2) to assist individuals in applying for premium tax credits

and cost-sharing reductions for plans sold through an Exchange.

1313(a)(6)

1313(a)(6) APPLICATION OF THE FALSE CLAIMS ACT.—

(A) IN GENERAL.—Payments made by, through, or in

connection with an Exchange are subject to the False

Claims Act (31 U.S.C. 3729 et seq.) if those payments include

any Federal funds. Compliance with the requirements

of this Act concerning eligibility for a health insurance

issuer to participate in the Exchange shall be a material

condition of an issuer’s entitlement to receive payments,

including payments of premium tax credits and

cost-sharing reductions, through the Exchange.

oSection 10104(j)(1), p. 834, provides that subparagraph (B) is

deemed ‘‘null, void, and of no effect’’.

o(B) DAMAGES.—Notwithstanding paragraph (1) of section

3729(a) of title 31, United States Code, and subject to

paragraph (2) of such section, the civil penalty assessed

under the False Claims Act on any person found liable

under such Act as described in subparagraph (A) shall be

increased by not less than 3 times and not more than 6

times the amount of damages which the Government sustains

because of the act of that person..
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 SEC. 1331 o42 U.S.C. 18051.. STATE FLEXIBILITY TO ESTABLISH BASIC

HEALTH PROGRAMS FOR LOW-INCOME INDIVIDUALS NOT

ELIGIBLE FOR MEDICAID.

(a) ESTABLISHMENT OF PROGRAM.—

(1) IN GENERAL.—The Secretary shall establish a basic

health program meeting the requirements of this section under

which a State may enter into contracts to offer 1 or more

standard health plans providing at least the essential health

benefits described in section 1302(b) to eligible individuals in

lieu of offering such individuals coverage through an Exchange.

(2) CERTIFICATIONS AS TO BENEFIT COVERAGE AND COSTS.—

Such program shall provide that a State may not establish a

basic health program under this section unless the State establishes

to the satisfaction of the Secretary, and the Secretary

certifies, that—

(A) in the case of an eligible individual enrolled in a

standard health plan offered through the program, the

State provides—

 (i) that the amount of the monthly premium an eligible

individual is required to pay for coverage under

the standard health plan for the individual and the individual’s

dependents does not exceed the amount of

the monthly premium that the eligible individual

would have been required to pay (in the rating area in

which the individual resides) if the individual had enrolled

in the applicable second lowest cost silver plan

(as defined in section 36B(b)(3)(B) of the Internal Revenue

Code of 1986) offered to the individual through

an Exchange; and

(ii) that the cost-sharing an eligible individual is

required to pay under the standard health plan does

not exceed—

(I) the cost-sharing required under a platinum

plan in the case of an eligible individual with

household income not in excess of 150 percent of

the poverty line for the size of the family involved;

and

(II) the cost-sharing required under a gold

plan in the case of an eligible individual not described

in subclause (I); and

(B) the benefits provided under the standard health

plans offered through the program cover at least the essential

health benefits described in section 1302(b).

For purposes of subparagraph (A)(i), the amount of the monthly

premium an individual is required to pay under either the

standard health plan or the applicable second lowest cost silver

plan shall be determined after reduction for any premium tax

credits and cost-sharing reductions allowable with respect to

either plan.

1331(d)(3)  AMOUNT OF PAYMENT.—

(A) SECRETARIAL DETERMINATION.—

(i) IN GENERAL.—oAs revised by section

10104(o)(1). The amount determined under this paragraph

for any fiscal year is the amount the Secretary

determines is equal to 95 percent of the premium tax

credits under section 36B of the Internal Revenue

Code of 1986, and the cost-sharing reductions under

section 1402, that would have been provided for the

fiscal year to eligible individuals enrolled in standard

health plans in the State if such eligible individuals

were allowed to enroll in qualified health plans

through an Exchange established under this subtitle.

(ii) SPECIFIC REQUIREMENTS.—The Secretary shall

make the determination under clause (i) on a per enrollee

basis and shall take into account all relevant

factors necessary to determine the value of the premium

tax credits and cost-sharing reductions that

would have been provided to eligible individuals described

in clause (i), including the age and income of

the enrollee, whether the enrollment is for self-only or

family coverage, geographic differences in average

spending for health care across rating areas, the

health status of the enrollee for purposes of determining

risk adjustment payments and reinsurance

payments that would have been made if the enrollee

had enrolled in a qualified health plan through an Exchange,

and whether any reconciliation of the credit or

cost-sharing reductions would have occurred if the enrollee

had been so enrolled. This determination shall

take into consideration the experience of other States

with respect to participation in an Exchange and such

credits and reductions provided to residents of the

other States, with a special focus on enrollees with income

below 200 percent of poverty.

(iii) CERTIFICATION.—The Chief Actuary of the

Centers for Medicare & Medicaid Services, in consultation

with the Office of Tax Analysis of the Department

of the Treasury, shall certify whether the methodology

used to make determinations under this subparagraph,

and such determinations, meet the requirements

of clause (ii). Such certifications shall be based

on sufficient data from the State and from comparable

States about their experience with programs created

by this Act.

(B) CORRECTIONS.—The Secretary shall adjust the

payment for any fiscal year to reflect any error in the de-

terminations under subparagraph (A) for any preceding

fiscal year.

(4) APPLICATION OF SPECIAL RULES.—The provisions of section

1303 shall apply to a State basic health program, and to

standard health plans offered through such program, in the

same manner as such rules apply to qualified health plans.

1331 (h) DEFINITIONS.—Any term used in this section which is also

used in section 36B of the Internal Revenue Code of 1986 shall

have the meaning given such term by such section.
1332(a)(1)-(3)

 (a) APPLICATION.—

(1) IN GENERAL.—A State may apply to the Secretary for

the waiver of all or any requirements described in paragraph

(2) with respect to health insurance coverage within that State

for plan years beginning on or after January 1, 2017. Such application

shall—

(A) be filed at such time and in such manner as the

Secretary may require;

(B) contain such information as the Secretary may require,

including—

(i) a comprehensive description of the State legislation

and program to implement a plan meeting the

requirements for a waiver under this section; and

(ii) a 10-year budget plan for such plan that is

budget neutral for the Federal Government; and

(C) provide an assurance that the State has enacted

the law described in subsection (b)(2).

(2) REQUIREMENTS.—The requirements described in this

paragraph with respect to health insurance coverage within

the State for plan years beginning on or after January 1, 2014,

are as follows:

(A) Part I of subtitle D.

(B) Part II of subtitle D.

(C) Section 1402.

(D) Sections 36B, 4980H, and 5000A of the Internal

Revenue Code of 1986.

 (3) PASS THROUGH OF FUNDING.—With respect to a State

waiver under paragraph (1), under which, due to the structure

of the State plan, individuals and small employers in the State

would not qualify for the premium tax credits, cost-sharing reductions,

or small business credits under sections 36B of the

Internal Revenue Code of 1986 or under part I of subtitle E for

which they would otherwise be eligible, the Secretary shall provide

for an alternative means by which the aggregate amount

of such credits or reductions that would have been paid on behalf

of participants in the Exchanges established under this

title had the State not received such waiver, shall be paid to

the State for purposes of implementing the State plan under

the waiver. Such amount shall be determined annually by the

Secretary, taking into consideration the experience of other

States with respect to participation in an Exchange and credits

and reductions provided under such provisions to residents of

the other States.
1334(c)(3)
1334(c)(3) CREDITS.—

(A) IN GENERAL.—An individual enrolled in a multi-

State qualified health plan under this section shall be eligible

for credits under section 36B of the Internal Revenue

Code of 1986 and cost sharing assistance under section

1402 in the same manner as an individual who is enrolled

in a qualified health plan.

(B) NO ADDITIONAL FEDERAL COST.—A requirement by

a State under paragraph (2) that benefits in addition to

the essential health benefits required under paragraph

(1)(A) be provided to enrollees of a multi-State qualified

health plan shall not affect the amount of a premium tax

credit provided under section 36B of the Internal Revenue

Code of 1986 with respect to such plan.
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SEC. 1401. REFUNDABLE TAX CREDIT PROVIDING PREMIUM ASSISTANCE

FOR COVERAGE UNDER A QUALIFIED HEALTH

PLAN.

(a) IN GENERAL.—Subpart C of part IV of subchapter A of

chapter 1 of the Internal Revenue Code of 1986 (relating to refundable

credits) is amended by inserting after section 36A the following

new section:

‘‘SEC. 36B. REFUNDABLE CREDIT FOR COVERAGE UNDER A QUALIFIED

HEALTH PLAN.

‘‘(a) IN GENERAL.—In the case of an applicable taxpayer, there

shall be allowed as a credit against the tax imposed by this subtitle

for any taxable year an amount equal to the premium assistance

credit amount of the taxpayer for the taxable year.

‘‘(b) PREMIUM ASSISTANCE CREDIT AMOUNT.—For purposes of

this section—

‘‘(1) IN GENERAL.—The term ‘premium assistance credit

amount’ means, with respect to any taxable year, the sum of

the premium assistance amounts determined under paragraph

(2) with respect to all coverage months of the taxpayer occurring

during the taxable year.

‘‘(2) PREMIUM ASSISTANCE AMOUNT.—The premium assistance

amount determined under this subsection with respect to

any coverage month is the amount equal to the lesser of—

‘‘(A) the monthly premiums for such month for 1 or

more qualified health plans offered in the individual market

within a State which cover the taxpayer, the taxpayer’s

spouse, or any dependent (as defined in section

152) of the taxpayer and which were enrolled in through

an Exchange established by the State under 1311 of the

Patient Protection and Affordable Care Act, or

‘‘(B) the excess (if any) of—

‘‘(i) the adjusted monthly premium for such month

for the applicable second lowest cost silver plan with

respect to the taxpayer, over

‘‘(ii) an amount equal to 1/12 of the product of the

applicable percentage and the taxpayer’s household income

for the taxable year.

‘‘(3) OTHER TERMS AND RULES RELATING TO PREMIUM ASSISTANCE

AMOUNTS.—For purposes of paragraph (2)—

‘‘(A) APPLICABLE PERCENTAGE.—

‘‘(i) IN GENERAL.—oAs revised by section

1001(a)(1)(A) of HCERA. Except as provided in clause

(ii), the applicable percentage for any taxable year

shall be the percentage such that the applicable percentage

for any taxpayer whose household income is

within an income tier specified in the following table

shall increase, on a sliding scale in a linear manner,

from the initial premium percentage to the final premium

percentage specified in such table for such income

tier:

‘‘In the case of household income (expressed

as a percent of poverty line)

within the following income tier:

The initial premium percentage

is—

The final premium percentage

is—

Up to 133% 2.0% 2.0%

133% up to 150% 3.0% 4.0%

150% up to 200% 4.0% 6.3%

200% up to 250% 6.3% 8.05%

250% up to 300% 8.05% 9.5%

300% up to 400% 9.5% 9.5%

‘‘(ii) INDEXING.—oAs added by section

1001(a)(1)(B) of HCERA instead of clauses (ii) and (iii)

previously here.

‘‘(I) IN GENERAL.—Subject to subclause (II), in

the case of taxable years beginning in any calendar

year after 2014, the initial and final applicable

percentages under clause (i) (as in effect for

the preceding calendar year after application of

this clause) shall be adjusted to reflect the excess

of the rate of premium growth for the preceding

calendar year over the rate of income growth for

the preceding calendar year.

‘‘(II) ADDITIONAL ADJUSTMENT.—Except as

provided in subclause (III), in the case of any calendar

year after 2018, the percentages described

in subclause (I) shall, in addition to the adjustment

under subclause (I), be adjusted to reflect

the excess (if any) of the rate of premium growth

estimated under subclause (I) for the preceding

calendar year over the rate of growth in the consumer

price index for the preceding calendar year.

‘‘(III) FAILSAFE.—Subclause (II) shall apply for

any calendar year only if the aggregate amount of

premium tax credits under this section and costsharing

reductions under section 1402 of the Patient

Protection and Affordable Care Act for the

preceding calendar year exceeds an amount equal

to 0.504 percent of the gross domestic product for

the preceding calendar year.

‘‘(B) APPLICABLE SECOND LOWEST COST SILVER PLAN.—

The applicable second lowest cost silver plan with respect

to any applicable taxpayer is the second lowest cost silver

plan of the individual market in the rating area in which

the taxpayer resides which—

 ‘‘(i) is offered through the same Exchange through

which the qualified health plans taken into account

under paragraph (2)(A) were offered, and

‘‘(ii) provides—

‘‘(I) self-only coverage in the case of an applicable

taxpayer—

‘‘(aa) whose tax for the taxable year is determined

under section 1(c) (relating to unmarried

individuals other than surviving

spouses and heads of households) and who is

not allowed a deduction under section 151 for

the taxable year with respect to a dependent,

or

‘‘(bb) who is not described in item (aa) but

who purchases only self-only coverage, and

‘‘(II) family coverage in the case of any other

applicable taxpayer.

If a taxpayer files a joint return and no credit is allowed

under this section with respect to 1 of the spouses by reason

of subsection (e), the taxpayer shall be treated as described

in clause (ii)(I) unless a deduction is allowed under

section 151 for the taxable year with respect to a dependent

other than either spouse and subsection (e) does not

apply to the dependent.

‘‘(C) ADJUSTED MONTHLY PREMIUM.—The adjusted

monthly premium for an applicable second lowest cost silver

plan is the monthly premium which would have been

charged (for the rating area with respect to which the premiums

under paragraph (2)(A) were determined) for the

plan if each individual covered under a qualified health

plan taken into account under paragraph (2)(A) were covered

by such silver plan and the premium was adjusted

only for the age of each such individual in the manner allowed

under section 2701 of the Public Health Service Act.

In the case of a State participating in the wellness discount

demonstration project under section 2705(d) of the

Public Health Service Act, the adjusted monthly premium

shall be determined without regard to any premium discount

or rebate under such project.

‘‘(D) ADDITIONAL BENEFITS.—If—

‘‘(i) a qualified health plan under section

1302(b)(5) of the Patient Protection and Affordable

Care Act offers benefits in addition to the essential

health benefits required to be provided by the plan, or

‘‘(ii) a State requires a qualified health plan under

section 1311(d)(3)(B) of such Act to cover benefits in

addition to the essential health benefits required to be

provided by the plan,

the portion of the premium for the plan properly allocable

(under rules prescribed by the Secretary of Health and

Human Services) to such additional benefits shall not be

taken into account in determining either the monthly premium

or the adjusted monthly premium under paragraph

(2).

 ‘‘(E) SPECIAL RULE FOR PEDIATRIC DENTAL COVERAGE.—

For purposes of determining the amount of any monthly

premium, if an individual enrolls in both a qualified health

plan and a plan described in section 1311(d)(2)(B)(ii)(I) of

the Patient Protection and Affordable Care Act for any

plan year, the portion of the premium for the plan described

in such section that (under regulations prescribed

by the Secretary) is properly allocable to pediatric dental

benefits which are included in the essential health benefits

required to be provided by a qualified health plan under

section 1302(b)(1)(J) of such Act shall be treated as a premium

payable for a qualified health plan.

‘‘(c) DEFINITION AND RULES RELATING TO APPLICABLE TAXPAYERS,

COVERAGE MONTHS, AND QUALIFIED HEALTH PLAN.—For

purposes of this section—

‘‘(1) APPLICABLE TAXPAYER.—

‘‘(A) IN GENERAL.—oAs revised by section 10105(b).

The term ‘applicable taxpayer’ means, with respect to any

taxable year, a taxpayer whose household income for the

taxable year equals or exceeds 100 percent but does not exceed

400 percent of an amount equal to the poverty line for

a family of the size involved.

‘‘(B) SPECIAL RULE FOR CERTAIN INDIVIDUALS LAWFULLY

PRESENT IN THE UNITED STATES.—If—

‘‘(i) a taxpayer has a household income which is

not greater than 100 percent of an amount equal to

the poverty line for a family of the size involved, and

‘‘(ii) the taxpayer is an alien lawfully present in

the United States, but is not eligible for the medicaid

program under title XIX of the Social Security Act by

reason of such alien status,

the taxpayer shall, for purposes of the credit under this

section, be treated as an applicable taxpayer with a household

income which is equal to 100 percent of the poverty

line for a family of the size involved.

‘‘(C) MARRIED COUPLES MUST FILE JOINT RETURN.—If

the taxpayer is married (within the meaning of section

7703) at the close of the taxable year, the taxpayer shall

be treated as an applicable taxpayer only if the taxpayer

and the taxpayer’s spouse file a joint return for the taxable

year.

‘‘(D) DENIAL OF CREDIT TO DEPENDENTS.—No credit

shall be allowed under this section to any individual with

respect to whom a deduction under section 151 is allowable

to another taxpayer for a taxable year beginning in

the calendar year in which such individual’s taxable year

begins.

‘‘(2) COVERAGE MONTH.—For purposes of this subsection—

‘‘(A) IN GENERAL.—The term ‘coverage month’ means,

with respect to an applicable taxpayer, any month if—

‘‘(i) as of the first day of such month the taxpayer,

the taxpayer’s spouse, or any dependent of the taxpayer

is covered by a qualified health plan described

in subsection (b)(2)(A) that was enrolled in through an

Exchange established by the State under section 1311

of the Patient Protection and Affordable Care Act, and

‘‘(ii) the premium for coverage under such plan for

such month is paid by the taxpayer (or through advance

payment of the credit under subsection (a)

under section 1412 of the Patient Protection and Affordable

Care Act).

‘‘(B) EXCEPTION FOR MINIMUM ESSENTIAL COVERAGE.—

‘‘(i) IN GENERAL.—The term ‘coverage month’ shall

not include any month with respect to an individual if

for such month the individual is eligible for minimum

essential coverage other than eligibility for coverage

described in section 5000A(f)(1)(C) (relating to coverage

in the individual market).

‘‘(ii) MINIMUM ESSENTIAL COVERAGE.—The term

‘minimum essential coverage’ has the meaning given

such term by section 5000A(f).

‘‘(C) SPECIAL RULE FOR EMPLOYER-SPONSORED MINIMUM

ESSENTIAL COVERAGE.—For purposes of subparagraph

(B)—

‘‘(i) COVERAGE MUST BE AFFORDABLE.—Except as

provided in clause (iii), an employee shall not be treated

as eligible for minimum essential coverage if such

coverage—

‘‘(I) consists of an eligible employer-sponsored

plan (as defined in section 5000A(f)(2)), and

‘‘(II) the employee’s required contribution

(within the meaning of section 5000A(e)(1)(B))

with respect to the plan exceeds 9.5 percent of the

applicable taxpayer’s household income. oAs revised

by section 1001(a)(2)(A) of HCERA.

This clause shall also apply to an individual who is eligible

to enroll in the plan by reason of a relationship

the individual bears to the employee.

‘‘(ii) COVERAGE MUST PROVIDE MINIMUM VALUE.—

Except as provided in clause (iii), an employee shall

not be treated as eligible for minimum essential coverage

if such coverage consists of an eligible employersponsored

plan (as defined in section 5000A(f)(2)) and

the plan’s share of the total allowed costs of benefits

provided under the plan is less than 60 percent of

such costs.

‘‘(iii) EMPLOYEE OR FAMILY MUST NOT BE COVERED

UNDER EMPLOYER PLAN.—Clauses (i) and (ii) shall not

apply if the employee (or any individual described in

the last sentence of clause (i)) is covered under the eligible

employer-sponsored plan or the grandfathered

health plan.

‘‘(iv) INDEXING.—oAs revised by section 10105(c)

and sections 1001(a)(2)(A) and (B) of HCERA. In the

case of plan years beginning in any calendar year after

2014, the Secretary shall adjust the 9.5 percent under

clause (i)(II) in the same manner as the percentages

are adjusted under subsection (b)(3)(A)(ii).

 ‘‘(D) EXCEPTION FOR INDIVIDUAL RECEIVING FREE

CHOICE VOUCHERS.—oAs added by section 10107(h)(1), effective

for taxable year beginning after December 31, 2013.

The term ‘coverage month’ shall not include any month in

which such individual has a free choice voucher provided

under section 10108 of the Patient Protection and Affordable

Care Act.

‘‘(3) DEFINITIONS AND OTHER RULES.—

‘‘(A) QUALIFIED HEALTH PLAN.—The term ‘qualified

health plan’ has the meaning given such term by section

1301(a) of the Patient Protection and Affordable Care Act,

except that such term shall not include a qualified health

plan which is a catastrophic plan described in section

1302(e) of such Act.

‘‘(B) GRANDFATHERED HEALTH PLAN.—The term ‘grandfathered

health plan’ has the meaning given such term by

section 1251 of the Patient Protection and Affordable Care

Act.

‘‘(d) TERMS RELATING TO INCOME AND FAMILIES.—For purposes

of this section—

‘‘(1) FAMILY SIZE.—The family size involved with respect to

any taxpayer shall be equal to the number of individuals for

whom the taxpayer is allowed a deduction under section 151

(relating to allowance of deduction for personal exemptions) for

the taxable year.

‘‘(2) HOUSEHOLD INCOME.—

‘‘(A) HOUSEHOLD INCOME.—The term ‘household income’

means, with respect to any taxpayer, an amount

equal to the sum of—oClauses (i) and (ii) revised by section

1004(a)(1)(A) of HCERA.

‘‘(i) the modified adjusted gross income of the taxpayer,

plus

‘‘(ii) the aggregate modified adjusted gross incomes

of all other individuals who—

‘‘(I) were taken into account in determining

the taxpayer’s family size under paragraph (1),

and

‘‘(II) were required to file a return of tax imposed

by section 1 for the taxable year.

‘‘(B) MODIFIED ADJUSTED GROSS INCOME.—oReplaced

by section 1004(a)(2) of HCERA. The term ‘modified adjusted

gross income’ means adjusted gross income increased

by—

‘‘(i) any amount excluded from gross income under

section 911, and

‘‘(ii) any amount of interest received or accrued by

the taxpayer during the taxable year which is exempt

from tax.

‘‘(3) POVERTY LINE.—

‘‘(A) IN GENERAL.—The term ‘poverty line’ has the

meaning given that term in section 2110(c)(5) of the Social

Security Act (42 U.S.C. 1397jj(c)(5)).

‘‘(B) POVERTY LINE USED.—In the case of any qualified

health plan offered through an Exchange for coverage dur-

ing a taxable year beginning in a calendar year, the poverty

line used shall be the most recently published poverty

line as of the 1st day of the regular enrollment period for

coverage during such calendar year.

‘‘(e) RULES FOR INDIVIDUALS NOT LAWFULLY PRESENT.—

‘‘(1) IN GENERAL.—If 1 or more individuals for whom a taxpayer

is allowed a deduction under section 151 (relating to allowance

of deduction for personal exemptions) for the taxable

year (including the taxpayer or his spouse) are individuals who

are not lawfully present—

‘‘(A) the aggregate amount of premiums otherwise

taken into account under clauses (i) and (ii) of subsection

(b)(2)(A) shall be reduced by the portion (if any) of such

premiums which is attributable to such individuals, and

‘‘(B) for purposes of applying this section, the determination

as to what percentage a taxpayer’s household income

bears to the poverty level for a family of the size involved

shall be made under one of the following methods:

‘‘(i) A method under which—

‘‘(I) the taxpayer’s family size is determined

by not taking such individuals into account, and

‘‘(II) the taxpayer’s household income is equal

to the product of the taxpayer’s household income

(determined without regard to this subsection)

and a fraction—

‘‘(aa) the numerator of which is the poverty

line for the taxpayer’s family size determined

after application of subclause (I), and

‘‘(bb) the denominator of which is the poverty

line for the taxpayer’s family size determined

without regard to subclause (I).

‘‘(ii) A comparable method reaching the same result

as the method under clause (i).

‘‘(2) LAWFULLY PRESENT.—For purposes of this section, an

individual shall be treated as lawfully present only if the individual

is, and is reasonably expected to be for the entire period

of enrollment for which the credit under this section is being

claimed, a citizen or national of the United States or an alien

lawfully present in the United States.

‘‘(3) SECRETARIAL AUTHORITY.—The Secretary of Health

and Human Services, in consultation with the Secretary, shall

prescribe rules setting forth the methods by which calculations

of family size and household income are made for purposes of

this subsection. Such rules shall be designed to ensure that the

least burden is placed on individuals enrolling in qualified

health plans through an Exchange and taxpayers eligible for

the credit allowable under this section.

‘‘(f) RECONCILIATION OF CREDIT AND ADVANCE CREDIT.—

‘‘(1) IN GENERAL.—The amount of the credit allowed under

this section for any taxable year shall be reduced (but not

below zero) by the amount of any advance payment of such

credit under section 1412 of the Patient Protection and Affordable

Care Act.

‘‘(2) EXCESS ADVANCE PAYMENTS.—

‘‘(A) IN GENERAL.—If the advance payments to a taxpayer

under section 1412 of the Patient Protection and Affordable

Care Act for a taxable year exceed the credit allowed

by this section (determined without regard to paragraph

(1)), the tax imposed by this chapter for the taxable

year shall be increased by the amount of such excess.

‘‘(B) LIMITATION ON INCREASE WHERE INCOME LESS

THAN 400 PERCENT OF POVERTY LINE.—

‘‘(i) IN GENERAL.—In the case of an applicable taxpayer

whose household income is less than 400 percent

of the poverty line for the size of the family involved

for the taxable year, the amount of the increase

under subparagraph (A) shall in no event exceed $400

($250 in the case of a taxpayer whose tax is determined

under section 1(c) for the taxable year).

‘‘(ii) INDEXING OF AMOUNT.—In the case of any calendar

year beginning after 2014, each of the dollar

amounts under clause (i) shall be increased by an

amount equal to—

‘‘(I) such dollar amount, multiplied by

‘‘(II) the cost-of-living adjustment determined

under section 1(f)(3) for the calendar year, determined

by substituting ‘calendar year 2013’ for ‘calendar

year 1992’ in subparagraph (B) thereof.

‘‘(3) INFORMATION REQUIREMENT.—oAs revised by section

1004(c) of HCERA. Each Exchange (or any person carrying out

1 or more responsibilities of an Exchange under section

1311(f)(3) or 1321(c) of the Patient Protection and Affordable

Care Act) shall provide the following information to the Secretary

and to the taxpayer with respect to any health plan provided

through the Exchange:

‘‘(A) The level of coverage described in section 1302(d)

of the Patient Protection and Affordable Care Act and the

period such coverage was in effect.

‘‘(B) The total premium for the coverage without regard

to the credit under this section or cost-sharing reductions

under section 1402 of such Act.

‘‘(C) The aggregate amount of any advance payment of

such credit or reductions under section 1412 of such Act.

‘‘(D) The name, address, and TIN of the primary insured

and the name and TIN of each other individual obtaining

coverage under the policy.

‘‘(E) Any information provided to the Exchange, including

any change of circumstances, necessary to determine

eligibility for, and the amount of, such credit.

‘‘(F) Information necessary to determine whether a

taxpayer has received excess advance payments.

If the amount of any increase under clause (i) is not

a multiple of $50, such increase shall be rounded to

the next lowest multiple of $50.

‘‘(g) REGULATIONS.—The Secretary shall prescribe such regulations

as may be necessary to carry out the provisions of this section,

including regulations which provide for—

 ‘‘(1) the coordination of the credit allowed under this section

with the program for advance payment of the credit under

section 1412 of the Patient Protection and Affordable Care Act,

and

‘‘(2) the application of subsection (f) where the filing status

of the taxpayer for a taxable year is different from such status

used for determining the advance payment of the credit.’’.

(b) DISALLOWANCE OF DEDUCTION.—Section 280C of the Internal

Revenue Code of 1986 is amended by adding at the end the following

new subsection:

‘‘(g) CREDIT FOR HEALTH INSURANCE PREMIUMS.—No deduction

shall be allowed for the portion of the premiums paid by the taxpayer

for coverage of 1 or more individuals under a qualified health

plan which is equal to the amount of the credit determined for the

taxable year under section 36B(a) with respect to such premiums.’’.

(c) STUDY ON AFFORDABLE COVERAGE.—

(1) STUDY AND REPORT.—

(A) IN GENERAL.—Not later than 5 years after the date

of the enactment of this Act, the Comptroller General shall

conduct a study on the affordability of health insurance

coverage, including—

(i) the impact of the tax credit for qualified health

insurance coverage of individuals under section 36B of

the Internal Revenue Code of 1986 and the tax credit

for employee health insurance expenses of small employers

under section 45R of such Code on maintaining

and expanding the health insurance coverage of individuals;

(ii) the availability of affordable health benefits

plans, including a study of whether the percentage of

household income used for purposes of section

36B(c)(2)(C) of the Internal Revenue Code of 1986 (as

added by this section) is the appropriate level for determining

whether employer-provided coverage is affordable

for an employee and whether such level may

be lowered without significantly increasing the costs to

the Federal Government and reducing employer-provided

coverage; and

(iii) the ability of individuals to maintain essential

health benefits coverage (as defined in section

5000A(f) of the Internal Revenue Code of 1986).

(B) REPORT.—The Comptroller General shall submit to

the appropriate committees of Congress a report on the

study conducted under subparagraph (A), together with

legislative recommendations relating to the matters studied

under such subparagraph.

(2) APPROPRIATE COMMITTEES OF CONGRESS.—In this subsection,

the term ‘‘appropriate committees of Congress’’ means

the Committee on Ways and Means, the Committee on Education

and Labor, and the Committee on Energy and Commerce

of the House of Representatives and the Committee on

Finance and the Committee on Health, Education, Labor and

Pensions of the Senate.

(d) CONFORMING AMENDMENTS.—

 (1) Paragraph (2) of section 1324(b) of title 31, United

States Code, is amended by inserting ‘‘36B,’’ after ‘‘36A,’’.

(2) The table of sections for subpart C of part IV of subchapter

A of chapter 1 of the Internal Revenue Code of 1986

is amended by inserting after the item relating to section 36A

the following new item:

‘‘Sec. 36B. Refundable credit for coverage under a qualified health plan.’’.

(3) oAs revised by section 10105(d). Section 6211(b)(4)(A)

of the Internal Revenue Code of 1986 is amended by inserting

‘‘36B,’’ after ‘‘36A,’’.

(e) EFFECTIVE DATE.—The amendments made by this section

shall apply to taxable years ending after December 31, 2013.
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SEC. 1402 o42 U.S.C. 18071.. REDUCED COST-SHARING FOR INDIVIDUALS

ENROLLING IN QUALIFIED HEALTH PLANS.

(a) IN GENERAL.—In the case of an eligible insured enrolled in

a qualified health plan—

(1) the Secretary shall notify the issuer of the plan of such

eligibility; and

(2) the issuer shall reduce the cost-sharing under the plan

at the level and in the manner specified in subsection (c).

(b) ELIGIBLE INSURED.—In this section, the term ‘‘eligible insured’’

means an individual—

(1) who enrolls in a qualified health plan in the silver level

of coverage in the individual market offered through an Exchange;

and

(2) whose household income exceeds 100 percent but does

not exceed 400 percent of the poverty line for a family of the

size involved.

In the case of an individual described in section 36B(c)(1)(B) of the

Internal Revenue Code of 1986, the individual shall be treated as

having household income equal to 100 percent for purposes of applying

this section.

(c) DETERMINATION OF REDUCTION IN COST-SHARING.—

(1) REDUCTION IN OUT-OF-POCKET LIMIT.—

(A) IN GENERAL.—The reduction in cost-sharing under

this subsection shall first be achieved by reducing the applicable

out-of pocket limit under section 1302(c)(1) in the

case of—

(i) an eligible insured whose household income is

more than 100 percent but not more than 200 percent

of the poverty line for a family of the size involved, by

two-thirds;

(ii) an eligible insured whose household income is

more than 200 percent but not more than 300 percent

of the poverty line for a family of the size involved, by

one-half; and

(iii) an eligible insured whose household income is

more than 300 percent but not more than 400 percent

of the poverty line for a family of the size involved, by

one-third.

(B) COORDINATION WITH ACTUARIAL VALUE LIMITS.—

(i) IN GENERAL.—The Secretary shall ensure the

reduction under this paragraph shall not result in an

increase in the plan’s share of the total allowed costs

of benefits provided under the plan above—

(I) 94 percent in the case of an eligible insured

described in paragraph (2)(A); oAs revised

by section 1001(b)(1)(A) of HCERA.

(II) 87 percent in the case of an eligible insured

described in paragraph (2)(B);

osection 1001(a)(1)(C) of HCERA struck subclause (III) and inserted

new subclauses (III) and (IV).

(III) 73 percent in the case of an eligible insured

whose household income is more than 200

percent but not more than 250 percent of the poverty

line for a family of the size involved; and

(IV) 70 percent in the case of an eligible insured

whose household income is more than 250

percent but not more than 400 percent of the poverty

line for a family of the size involved.

(ii) ADJUSTMENT.—The Secretary shall adjust the

out-of pocket limits under paragraph (1) if necessary

to ensure that such limits do not cause the respective

actuarial values to exceed the levels specified in clause

(i).

(2) ADDITIONAL REDUCTION FOR LOWER INCOME INSUREDS.—

The Secretary shall establish procedures under

which the issuer of a qualified health plan to which this section

applies shall further reduce cost-sharing under the plan in

a manner sufficient to—

(A) in the case of an eligible insured whose household

income is not less than 100 percent but not more than 150

percent of the poverty line for a family of the size involved,

increase the plan’s share of the total allowed costs of benefits

provided under the plan to 94 percent of such costs;

oAs revised by section 1001(a)(2)(A) of HCERA.

(B) in the case of an eligible insured whose household

income is more than 150 percent but not more than 200

percent of the poverty line for a family of the size involved,

increase the plan’s share of the total allowed costs of benefits

provided under the plan to 87 percent of such costs;

and oAs revised by section 1001(a)(2)(B) of HCERA.

(C) in the case of an eligible insured whose household

income is more than 200 percent but not more than 250

percent of the poverty line for a family of the size involved,

increase the plan’s share of the total allowed costs of benefits

provided under the plan to 73 percent of such costs.

oAs added by section 1001(a)(2)(C) of HCERA.

(3) METHODS FOR REDUCING COST-SHARING.—

(A) IN GENERAL.—An issuer of a qualified health plan

making reductions under this subsection shall notify the

Secretary of such reductions and the Secretary shall make

periodic and timely payments to the issuer equal to the

value of the reductions.

(B) CAPITATED PAYMENTS.—The Secretary may establish

a capitated payment system to carry out the payment

of cost-sharing reductions under this section. Any such sys-

tem shall take into account the value of the reductions and

make appropriate risk adjustments to such payments.

(4) ADDITIONAL BENEFITS.—If a qualified health plan under

section 1302(b)(5) offers benefits in addition to the essential

health benefits required to be provided by the plan, or a State

requires a qualified health plan under section 1311(d)(3)(B) to

cover benefits in addition to the essential health benefits required

to be provided by the plan, the reductions in cost-sharing

under this section shall not apply to such additional benefits.

(5) SPECIAL RULE FOR PEDIATRIC DENTAL PLANS.—If an individual

enrolls in both a qualified health plan and a plan described

in section 1311(d)(2)(B)(ii)(I) for any plan year, subsection

(a) shall not apply to that portion of any reduction in

cost-sharing under subsection (c) that (under regulations prescribed

by the Secretary) is properly allocable to pediatric dental

benefits which are included in the essential health benefits

required to be provided by a qualified health plan under section

1302(b)(1)(J).

(d) SPECIAL RULES FOR INDIANS.—

(1) INDIANS UNDER 300 PERCENT OF POVERTY.—If an individual

enrolled in any qualified health plan in the individual

market through an Exchange is an Indian (as defined in section

4(d) of the Indian Self-Determination and Education Assistance

Act (25 U.S.C. 450b(d))) whose household income is

not more than 300 percent of the poverty line for a family of

the size involved, then, for purposes of this section—

(A) such individual shall be treated as an eligible insured;

and

(B) the issuer of the plan shall eliminate any costsharing

under the plan.

(2) ITEMS OR SERVICES FURNISHED THROUGH INDIAN

HEALTH PROVIDERS.—If an Indian (as so defined) enrolled in a

qualified health plan is furnished an item or service directly by

the Indian Health Service, an Indian Tribe, Tribal Organization,

or Urban Indian Organization or through referral under

contract health services—

(A) no cost-sharing under the plan shall be imposed

under the plan for such item or service; and

(B) the issuer of the plan shall not reduce the payment

to any such entity for such item or service by the amount

of any cost-sharing that would be due from the Indian but

for subparagraph (A).

(3) PAYMENT.—The Secretary shall pay to the issuer of a

qualified health plan the amount necessary to reflect the increase

in actuarial value of the plan required by reason of this

subsection.

(e) RULES FOR INDIVIDUALS NOT LAWFULLY PRESENT.—

(1) IN GENERAL.—If an individual who is an eligible insured

is not lawfully present—

(A) no cost-sharing reduction under this section shall

apply with respect to the individual; and

(B) for purposes of applying this section, the determination

as to what percentage a taxpayer’s household in-

come bears to the poverty level for a family of the size involved

shall be made under one of the following methods:

(i) A method under which—

(I) the taxpayer’s family size is determined by

not taking such individuals into account, and

(II) the taxpayer’s household income is equal

to the product of the taxpayer’s household income

(determined without regard to this subsection)

and a fraction—

(aa) the numerator of which is the poverty

line for the taxpayer’s family size determined

after application of subclause (I), and

(bb) the denominator of which is the poverty

line for the taxpayer’s family size determined

without regard to subclause (I).

(ii) A comparable method reaching the same result

as the method under clause (i).

(2) LAWFULLY PRESENT.—For purposes of this section, an

individual shall be treated as lawfully present only if the individual

is, and is reasonably expected to be for the entire period

of enrollment for which the cost-sharing reduction under this

section is being claimed, a citizen or national of the United

States or an alien lawfully present in the United States.

(3) SECRETARIAL AUTHORITY.—The Secretary, in consultation

with the Secretary of the Treasury, shall prescribe rules

setting forth the methods by which calculations of family size

and household income are made for purposes of this subsection.

Such rules shall be designed to ensure that the least

burden is placed on individuals enrolling in qualified health

plans through an Exchange and taxpayers eligible for the credit

allowable under this section.

(f) DEFINITIONS AND SPECIAL RULES.—In this section:

(1) IN GENERAL.—Any term used in this section which is

also used in section 36B of the Internal Revenue Code of 1986

shall have the meaning given such term by such section.

(2) LIMITATIONS ON REDUCTION.—No cost-sharing reduction

shall be allowed under this section with respect to coverage for

any month unless the month is a coverage month with respect

to which a credit is allowed to the insured (or an applicable

taxpayer on behalf of the insured) under section 36B of such

Code.

(3) DATA USED FOR ELIGIBILITY.—Any determination under

this section shall be made on the basis of the taxable year for

which the advance determination is made under section 1412

and not the taxable year for which the credit under section

36B of such Code is allowed.
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FOR EXCHANGE PARTICIPATION, PREMIUM TAX

CREDITS AND REDUCED COST-SHARING, AND INDIVIDUAL

RESPONSIBILITY EXEMPTIONS.

(a) ESTABLISHMENT OF PROGRAM.—The Secretary shall establish

a program meeting the requirements of this section for determining—

(1) whether an individual who is to be covered in the individual

market by a qualified health plan offered through an

Exchange, or who is claiming a premium tax credit or reduced

cost-sharing, meets the requirements of sections 1312(f)(3),

1402(e), and 1412(d) of this title and section 36B(e) of the Internal

Revenue Code of 1986 that the individual be a citizen

or national of the United States or an alien lawfully present

in the United States;

(2) in the case of an individual claiming a premium tax

credit or reduced cost-sharing under section 36B of such Code

or section 1402—

(A) whether the individual meets the income and coverage

requirements of such sections; and

(B) the amount of the tax credit or reduced cost-sharing;

(3) whether an individual’s coverage under an employersponsored

health benefits plan is treated as unaffordable under

sections 36B(c)(2)(C) and 5000A(e)(2); and

(4) whether to grant a certification under section

1311(d)(4)(H) attesting that, for purposes of the individual responsibility

requirement under section 5000A of the Internal

Revenue Code of 1986, an individual is entitled to an exemption

from either the individual responsibility requirement or

the penalty imposed by such section.

(b) INFORMATION REQUIRED TO BE PROVIDED BY APPLICANTS.—

(1) IN GENERAL.—An applicant for enrollment in a qualified

health plan offered through an Exchange in the individual

market shall provide—

(A) the name, address, and date of birth of each individual

who is to be covered by the plan (in this subsection

referred to as an ‘‘enrollee’’); and

(B) the information required by any of the following

paragraphs that is applicable to an enrollee.

(2) CITIZENSHIP OR IMMIGRATION STATUS.—The following

information shall be provided with respect to every enrollee:

(A) In the case of an enrollee whose eligibility is based

on an attestation of citizenship of the enrollee, the enrollee’s

social security number.

(B) In the case of an individual whose eligibility is

based on an attestation of the enrollee’s immigration status,

the enrollee’s social security number (if applicable)

and such identifying information with respect to the enrollee’s

immigration status as the Secretary, after consultation

with the Secretary of Homeland Security, determines

appropriate.

 (3) ELIGIBILITY AND AMOUNT OF TAX CREDIT OR REDUCED

COST-SHARING.—In the case of an enrollee with respect to

whom a premium tax credit or reduced cost-sharing under section

36B of such Code or section 1402 is being claimed, the following

information:

(A) INFORMATION REGARDING INCOME AND FAMILY

SIZE.—The information described in section 6103(l)(21) for

the taxable year ending with or within the second calendar

year preceding the calendar year in which the plan year

begins.

(B) CHANGES IN CIRCUMSTANCES.—The information described

in section 1412(b)(2), including information with

respect to individuals who were not required to file an income

tax return for the taxable year described in subparagraph

(A) or individuals who experienced changes in marital

status or family size or significant reductions in income.

(4) EMPLOYER-SPONSORED COVERAGE.—In the case of an

enrollee with respect to whom eligibility for a premium tax

credit under section 36B of such Code or cost-sharing reduction

under section 1402 is being established on the basis that the

enrollee’s (or related individual’s) employer is not treated

under section 36B(c)(2)(C) of such Code as providing minimum

essential coverage or affordable minimum essential coverage,

the following information:

(A) The name, address, and employer identification

number (if available) of the employer.

(B) Whether the enrollee or individual is a full-time

employee and whether the employer provides such minimum

essential coverage.

(C) If the employer provides such minimum essential

coverage, the lowest cost option for the enrollee’s or individual’s

enrollment status and the enrollee’s or individual’s

required contribution (within the meaning of section

5000A(e)(1)(B) of such Code) under the employer-sponsored

plan.

(D) If an enrollee claims an employer’s minimum essential

coverage is unaffordable, the information described

in paragraph (3).

If an enrollee changes employment or obtains additional employment

while enrolled in a qualified health plan for which

such credit or reduction is allowed, the enrollee shall notify the

Exchange of such change or additional employment and provide

the information described in this paragraph with respect

to the new employer.

(5) EXEMPTIONS FROM INDIVIDUAL RESPONSIBILITY REQUIREMENTS.—

In the case of an individual who is seeking an exemption

certificate under section 1311(d)(4)(H) from any requirement

or penalty imposed by section 5000A, the following information:

(A) In the case of an individual seeking exemption

based on the individual’s status as a member of an exempt

religious sect or division, as a member of a health care

sharing ministry, as an Indian, or as an individual eligible

for a hardship exemption, such information as the Secretary

shall prescribe.

(B) In the case of an individual seeking exemption

based on the lack of affordable coverage or the individual’s

status as a taxpayer with household income less than 100

percent of the poverty line, the information described in

paragraphs (3) and (4), as applicable.

(c) VERIFICATION OF INFORMATION CONTAINED IN RECORDS OF

SPECIFIC FEDERAL OFFICIALS.—

(1) INFORMATION TRANSFERRED TO SECRETARY.—An Exchange

shall submit the information provided by an applicant

under subsection (b) to the Secretary for verification in accordance

with the requirements of this subsection and subsection

(d).

(2) CITIZENSHIP OR IMMIGRATION STATUS.—

(A) COMMISSIONER OF SOCIAL SECURITY.—The Secretary

shall submit to the Commissioner of Social Security

the following information for a determination as to whether

the information provided is consistent with the information

in the records of the Commissioner:

(i) The name, date of birth, and social security

number of each individual for whom such information

was provided under subsection (b)(2).

(ii) The attestation of an individual that the individual

is a citizen.

(B) SECRETARY OF HOMELAND SECURITY.—

(i) IN GENERAL.—In the case of an individual—

(I) who attests that the individual is an alien

lawfully present in the United States; or

(II) who attests that the individual is a citizen

but with respect to whom the Commissioner of Social

Security has notified the Secretary under subsection

(e)(3) that the attestation is inconsistent

with information in the records maintained by the

Commissioner;

the Secretary shall submit to the Secretary of Homeland

Security the information described in clause (ii)

for a determination as to whether the information provided

is consistent with the information in the records

of the Secretary of Homeland Security.

(ii) INFORMATION.—The information described in

clause (ii) is the following:

(I) The name, date of birth, and any identifying

information with respect to the individual’s

immigration status provided under subsection

(b)(2).

(II) The attestation that the individual is an

alien lawfully present in the United States or in

the case of an individual described in clause (i)(II),

the attestation that the individual is a citizen.

(3) ELIGIBILITY FOR TAX CREDIT AND COST-SHARING REDUCTION.—

The Secretary shall submit the information described in

subsection (b)(3)(A) provided under paragraph (3), (4), or (5) of

subsection (b) to the Secretary of the Treasury for verification

of household income and family size for purposes of eligibility.

(4) METHODS.—

(A) IN GENERAL.—The Secretary, in consultation with

the Secretary of the Treasury, the Secretary of Homeland

Security, and the Commissioner of Social Security, shall

provide that verifications and determinations under this

subsection shall be done—

(i) through use of an on-line system or otherwise

for the electronic submission of, and response to, the

information submitted under this subsection with respect

to an applicant; or

(ii) by determining the consistency of the information

submitted with the information maintained in the

records of the Secretary of the Treasury, the Secretary

of Homeland Security, or the Commissioner of Social

Security through such other method as is approved by

the Secretary.

(B) FLEXIBILITY.—The Secretary may modify the methods

used under the program established by this section for

the Exchange and verification of information if the Secretary

determines such modifications would reduce the administrative

costs and burdens on the applicant, including

allowing an applicant to request the Secretary of the

Treasury to provide the information described in paragraph

(3) directly to the Exchange or to the Secretary. The

Secretary shall not make any such modification unless the

Secretary determines that any applicable requirements

under this section and section 6103 of the Internal Revenue

Code of 1986 with respect to the confidentiality, disclosure,

maintenance, or use of information will be met.

(d) VERIFICATION BY SECRETARY.—In the case of information

provided under subsection (b) that is not required under subsection

(c) to be submitted to another person for verification, the Secretary

shall verify the accuracy of such information in such manner as the

Secretary determines appropriate, including delegating responsibility

for verification to the Exchange.

(e) ACTIONS RELATING TO VERIFICATION.—

(1) IN GENERAL.—Each person to whom the Secretary provided

information under subsection (c) shall report to the Secretary

under the method established under subsection (c)(4)

the results of its verification and the Secretary shall notify the

Exchange of such results. Each person to whom the Secretary

provided information under subsection (d) shall report to the

Secretary in such manner as the Secretary determines appropriate.

(2) VERIFICATION.—

(A) ELIGIBILITY FOR ENROLLMENT AND PREMIUM TAX

CREDITS AND COST-SHARING REDUCTIONS.—If information

provided by an applicant under paragraphs (1), (2), (3),

and (4) of subsection (b) is verified under subsections (c)

and (d)—

 (i) the individual’s eligibility to enroll through the

Exchange and to apply for premium tax credits and

cost-sharing reductions shall be satisfied; and

(ii) the Secretary shall, if applicable, notify the

Secretary of the Treasury under section 1412(c) of the

amount of any advance payment to be made.

(B) EXEMPTION FROM INDIVIDUAL RESPONSIBILITY.—If

information provided by an applicant under subsection

(b)(5) is verified under subsections (c) and (d), the Secretary

shall issue the certification of exemption described

in section 1311(d)(4)(H).

(3) INCONSISTENCIES INVOLVING ATTESTATION OF CITIZENSHIP

OR LAWFUL PRESENCE.—If the information provided by

any applicant under subsection (b)(2) is inconsistent with information

in the records maintained by the Commissioner of Social

Security or Secretary of Homeland Security, whichever is

applicable, the applicant’s eligibility will be determined in the

same manner as an individual’s eligibility under the medicaid

program is determined under section 1902(ee) of the Social Security

Act (as in effect on January 1, 2010).

(4) INCONSISTENCIES INVOLVING OTHER INFORMATION.—

(A) IN GENERAL.—If the information provided by an

applicant under subsection (b) (other than subsection

(b)(2)) is inconsistent with information in the records

maintained by persons under subsection (c) or is not

verified under subsection (d), the Secretary shall notify the

Exchange and the Exchange shall take the following actions:

(i) REASONABLE EFFORT.—The Exchange shall

make a reasonable effort to identify and address the

causes of such inconsistency, including through typographical

or other clerical errors, by contacting the applicant

to confirm the accuracy of the information, and

by taking such additional actions as the Secretary,

through regulation or other guidance, may identify.

(ii) NOTICE AND OPPORTUNITY TO CORRECT.—In the

case the inconsistency or inability to verify is not resolved

under subparagraph (A), the Exchange shall—

(I) notify the applicant of such fact;

(II) provide the applicant an opportunity to either

present satisfactory documentary evidence or

resolve the inconsistency with the person verifying

the information under subsection (c) or (d) during

the 90-day period beginning the date on which the

notice required under subclause (I) is sent to the

applicant.

The Secretary may extend the 90-day period under

subclause (II) for enrollments occurring during 2014.

(B) SPECIFIC ACTIONS NOT INVOLVING CITIZENSHIP OR

LAWFUL PRESENCE.—

(i) IN GENERAL.—Except as provided in paragraph

(3), the Exchange shall, during any period before the

close of the period under subparagraph (A)(ii)(II),

make any determination under paragraphs (2), (3),

and (4) of subsection (a) on the basis of the information

contained on the application.

(ii) ELIGIBILITY OR AMOUNT OF CREDIT OR REDUCTION.—

If an inconsistency involving the eligibility for,

or amount of, any premium tax credit or cost-sharing

reduction is unresolved under this subsection as of the

close of the period under subparagraph (A)(ii)(II), the

Exchange shall notify the applicant of the amount (if

any) of the credit or reduction that is determined on

the basis of the records maintained by persons under

subsection (c).

(iii) EMPLOYER AFFORDABILITY.—If the Secretary

notifies an Exchange that an enrollee is eligible for a

premium tax credit under section 36B of such Code or

cost-sharing reduction under section 1402 because the

enrollee’s (or related individual’s) employer does not

provide minimum essential coverage through an employer-

sponsored plan or that the employer does provide

that coverage but it is not affordable coverage,

the Exchange shall notify the employer of such fact

and that the employer may be liable for the payment

assessed under section 4980H of such Code.

(iv) EXEMPTION.—In any case where the inconsistency

involving, or inability to verify, information provided

under subsection (b)(5) is not resolved as of the

close of the period under subparagraph (A)(ii)(II), the

Exchange shall notify an applicant that no certification

of exemption from any requirement or payment

under section 5000A of such Code will be issued.

(C) APPEALS PROCESS.—The Exchange shall also notify

each person receiving notice under this paragraph of the

appeals processes established under subsection (f).

(f) APPEALS AND REDETERMINATIONS.—

(1) IN GENERAL.—The Secretary, in consultation with the

Secretary of the Treasury, the Secretary of Homeland Security,

and the Commissioner of Social Security, shall establish procedures

by which the Secretary or one of such other Federal officers—

(A) hears and makes decisions with respect to appeals

of any determination under subsection (e); and

(B) redetermines eligibility on a periodic basis in appropriate

circumstances.

(2) EMPLOYER LIABILITY.—

(A) IN GENERAL.—The Secretary shall establish a separate

appeals process for employers who are notified under

subsection (e)(4)(C) that the employer may be liable for a

tax imposed by section 4980H of the Internal Revenue

Code of 1986 with respect to an employee because of a determination

that the employer does not provide minimum

essential coverage through an employer-sponsored plan or

that the employer does provide that coverage but it is not

affordable coverage with respect to an employee. Such

process shall provide an employer the opportunity to—

 (i) present information to the Exchange for review

of the determination either by the Exchange or the

person making the determination, including evidence

of the employer-sponsored plan and employer contributions

to the plan; and

(ii) have access to the data used to make the determination

to the extent allowable by law.

Such process shall be in addition to any rights of appeal

the employer may have under subtitle F of such Code.

(B) CONFIDENTIALITY.—Notwithstanding any provision

of this title (or the amendments made by this title) or section

6103 of the Internal Revenue Code of 1986, an employer

shall not be entitled to any taxpayer return information

with respect to an employee for purposes of determining

whether the employer is subject to the penalty

under section 4980H of such Code with respect to the employee,

except that—

(i) the employer may be notified as to the name of

an employee and whether or not the employee’s income

is above or below the threshold by which the affordability

of an employer’s health insurance coverage

is measured; and

(ii) this subparagraph shall not apply to an employee

who provides a waiver (at such time and in

such manner as the Secretary may prescribe) authorizing

an employer to have access to the employee’s taxpayer

return information.

(g) CONFIDENTIALITY OF APPLICANT INFORMATION.—

(1) IN GENERAL.—An applicant for insurance coverage or

for a premium tax credit or cost-sharing reduction shall be required

to provide only the information strictly necessary to authenticate

identity, determine eligibility, and determine the

amount of the credit or reduction.

(2) RECEIPT OF INFORMATION.—Any person who receives

information provided by an applicant under subsection (b)

(whether directly or by another person at the request of the applicant),

or receives information from a Federal agency under

subsection (c), (d), or (e), shall—

(A) use the information only for the purposes of, and

to the extent necessary in, ensuring the efficient operation

of the Exchange, including verifying the eligibility of an individual

to enroll through an Exchange or to claim a premium

tax credit or cost-sharing reduction or the amount

of the credit or reduction; and

(B) not disclose the information to any other person

except as provided in this section.

(h) PENALTIES.—

(1) FALSE OR FRAUDULENT INFORMATION.—

(A) CIVIL PENALTY.—

(i) IN GENERAL.—If—

(I) any person fails to provides correct information

under subsection (b); and

 (II) such failure is attributable to negligence

or disregard of any rules or regulations of the Secretary,

such person shall be subject, in addition to any other

penalties that may be prescribed by law, to a civil penalty

of not more than $25,000 with respect to any failures

involving an application for a plan year. For purposes

of this subparagraph, the terms ‘‘negligence’’ and

‘‘disregard’’ shall have the same meanings as when

used in section 6662 of the Internal Revenue Code of

1986.

(ii) REASONABLE CAUSE EXCEPTION.—No penalty

shall be imposed under clause (i) if the Secretary determines

that there was a reasonable cause for the

failure and that the person acted in good faith.

(B) KNOWING AND WILLFUL VIOLATIONS.—Any person

who knowingly and willfully provides false or fraudulent

information under subsection (b) shall be subject, in addition

to any other penalties that may be prescribed by law,

to a civil penalty of not more than $250,000.

(2) IMPROPER USE OR DISCLOSURE OF INFORMATION.—Any

person who knowingly and willfully uses or discloses information

in violation of subsection (g) shall be subject, in addition

to any other penalties that may be prescribed by law, to a civil

penalty of not more than $25,000.

(3) LIMITATIONS ON LIENS AND LEVIES.—The Secretary (or,

if applicable, the Attorney General of the United States) shall

not—

(A) file notice of lien with respect to any property of

a person by reason of any failure to pay the penalty imposed

by this subsection; or

(B) levy on any such property with respect to such failure.

(i) STUDY OF ADMINISTRATION OF EMPLOYER RESPONSIBILITY.—

(1) IN GENERAL.—The Secretary of Health and Human

Services shall, in consultation with the Secretary of the Treasury,

conduct a study of the procedures that are necessary to

ensure that in the administration of this title and section

4980H of the Internal Revenue Code of 1986 (as added by section

1513) that the following rights are protected:

(A) The rights of employees to preserve their right to

confidentiality of their taxpayer return information and

their right to enroll in a qualified health plan through an

Exchange if an employer does not provide affordable coverage.

(B) The rights of employers to adequate due process

and access to information necessary to accurately determine

any payment assessed on employers.

(2) REPORT.—Not later than January 1, 2013, the Secretary

of Health and Human Services shall report the results

of the study conducted under paragraph (1), including any recommendations

for legislative changes, to the Committees on

Finance and Health, Education, Labor and Pensions of the

Senate and the Committees of Education and Labor and Ways

and Means of the House of Representatives.
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(a) IN GENERAL.—The Secretary, in consultation with the Secretary

of the Treasury, shall establish a program under which—

(1) upon request of an Exchange, advance determinations

are made under section 1411 with respect to the income eligibility

of individuals enrolling in a qualified health plan in the

individual market through the Exchange for the premium tax

credit allowable under section 36B of the Internal Revenue

Code of 1986 and the cost-sharing reductions under section

1402;

(2) the Secretary notifies—

(A) the Exchange and the Secretary of the Treasury of

the advance determinations; and

(B) the Secretary of the Treasury of the name and employer

identification number of each employer with respect

to whom 1 or more employee of the employer were determined

to be eligible for the premium tax credit under section

36B of the Internal Revenue Code of 1986 and the

cost-sharing reductions under section 1402 because—

(i) the employer did not provide minimum essential

coverage; or

(ii) the employer provided such minimum essential

coverage but it was determined under section

36B(c)(2)(C) of such Code to either be unaffordable to

the employee or not provide the required minimum actuarial

value; and

(3) the Secretary of the Treasury makes advance payments

of such credit or reductions to the issuers of the qualified

health plans in order to reduce the premiums payable by individuals

eligible for such credit.

(b) ADVANCE DETERMINATIONS.—

(1) IN GENERAL.—The Secretary shall provide under the

program established under subsection (a) that advance determination

of eligibility with respect to any individual shall be

made—

(A) during the annual open enrollment period applicable

to the individual (or such other enrollment period as

may be specified by the Secretary); and

(B) on the basis of the individual’s household income

for the most recent taxable year for which the Secretary,

after consultation with the Secretary of the Treasury, determines

information is available.

(2) CHANGES IN CIRCUMSTANCES.—The Secretary shall provide

procedures for making advance determinations on the

basis of information other than that described in paragraph

(1)(B) in cases where information included with an application

form demonstrates substantial changes in income, changes in

family size or other household circumstances, change in filing

status, the filing of an application for unemployment benefits,

or other significant changes affecting eligibility, including—

 (A) allowing an individual claiming a decrease of 20

percent or more in income, or filing an application for unemployment

benefits, to have eligibility for the credit determined

on the basis of household income for a later period

or on the basis of the individual’s estimate of such income

for the taxable year; and

(B) the determination of household income in cases

where the taxpayer was not required to file a return of tax

imposed by this chapter for the second preceding taxable

year.

(c) PAYMENT OF PREMIUM TAX CREDITS AND COST-SHARING REDUCTIONS.—

(1) IN GENERAL.—The Secretary shall notify the Secretary

of the Treasury and the Exchange through which the individual

is enrolling of the advance determination under section

1411.

(2) PREMIUM TAX CREDIT.—

(A) IN GENERAL.—The Secretary of the Treasury shall

make the advance payment under this section of any premium

tax credit allowed under section 36B of the Internal

Revenue Code of 1986 to the issuer of a qualified health

plan on a monthly basis (or such other periodic basis as

the Secretary may provide).

(B) ISSUER RESPONSIBILITIES.—An issuer of a qualified

health plan receiving an advance payment with respect to

an individual enrolled in the plan shall—

(i) reduce the premium charged the insured for

any period by the amount of the advance payment for

the period;

(ii) notify the Exchange and the Secretary of such

reduction;

(iii) include with each billing statement the

amount by which the premium for the plan has been

reduced by reason of the advance payment; and

(iv) in the case of any nonpayment of premiums by

the insured—

(I) notify the Secretary of such nonpayment;

and

(II) allow a 3-month grace period for nonpayment

of premiums before discontinuing coverage.

(3) COST-SHARING REDUCTIONS.—The Secretary shall also

notify the Secretary of the Treasury and the Exchange under

paragraph (1) if an advance payment of the cost-sharing reductions

under section 1402 is to be made to the issuer of any

qualified health plan with respect to any individual enrolled in

the plan. The Secretary of the Treasury shall make such advance

payment at such time and in such amount as the Secretary

specifies in the notice.

(d) NO FEDERAL PAYMENTS FOR INDIVIDUALS NOT LAWFULLY

PRESENT.—Nothing in this subtitle or the amendments made by

this subtitle allows Federal payments, credits, or cost-sharing reductions

for individuals who are not lawfully present in the United

States.

 (e) STATE FLEXIBILITY.—Nothing in this subtitle or the amendments

made by this subtitle shall be construed to prohibit a State

from making payments to or on behalf of an individual for coverage

under a qualified health plan offered through an Exchange that are

in addition to any credits or cost-sharing reductions allowable to

the individual under this subtitle and such amendments.
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SEC. 1413 o42 U.S.C. 18083.. STREAMLINING OF PROCEDURES FOR ENROLLMENT

THROUGH AN EXCHANGE AND STATE MEDICAID,

CHIP, AND HEALTH SUBSIDY PROGRAMS.

(a) IN GENERAL.—The Secretary shall establish a system meeting

the requirements of this section under which residents of each

State may apply for enrollment in, receive a determination of eligibility

for participation in, and continue participation in, applicable

State health subsidy programs. Such system shall ensure that if an

individual applying to an Exchange is found through screening to

be eligible for medical assistance under the State medicaid plan

under title XIX, or eligible for enrollment under a State children’s

health insurance program (CHIP) under title XXI of such Act, the

individual is enrolled for assistance under such plan or program.

(b) REQUIREMENTS RELATING TO FORMS AND NOTICE.—

(1) REQUIREMENTS RELATING TO FORMS.—

(A) IN GENERAL.—The Secretary shall develop and provide

to each State a single, streamlined form that—

(i) may be used to apply for all applicable State

health subsidy programs within the State;

(ii) may be filed online, in person, by mail, or by

telephone;

(iii) may be filed with an Exchange or with State

officials operating one of the other applicable State

health subsidy programs; and

(iv) is structured to maximize an applicant’s ability

to complete the form satisfactorily, taking into account

the characteristics of individuals who qualify for

applicable State health subsidy programs.

(B) STATE AUTHORITY TO ESTABLISH FORM.—A State

may develop and use its own single, streamlined form as

an alternative to the form developed under subparagraph

(A) if the alternative form is consistent with standards

promulgated by the Secretary under this section.

(C) SUPPLEMENTAL ELIGIBILITY FORMS.—The Secretary

may allow a State to use a supplemental or alternative

form in the case of individuals who apply for eligibility

that is not determined on the basis of the household income

(as defined in section 36B of the Internal Revenue

Code of 1986).

(2) NOTICE.—The Secretary shall provide that an applicant

filing a form under paragraph (1) shall receive notice of eligibility

for an applicable State health subsidy program without

any need to provide additional information or paperwork unless

such information or paperwork is specifically required by

law when information provided on the form is inconsistent

with data used for the electronic verification under paragraph

(3) or is otherwise insufficient to determine eligibility.

(c) REQUIREMENTS RELATING TO ELIGIBILITY BASED ON DATA

EXCHANGES.—

(1) DEVELOPMENT OF SECURE INTERFACES.—Each State

shall develop for all applicable State health subsidy programs

a secure, electronic interface allowing an exchange of data (including

information contained in the application forms described

in subsection (b)) that allows a determination of eligibility

for all such programs based on a single application. Such

interface shall be compatible with the method established for

data verification under section 1411(c)(4).

(2) DATA MATCHING PROGRAM.—Each applicable State

health subsidy program shall participate in a data matching

arrangement for determining eligibility for participation in the

program under paragraph (3) that—

(A) provides access to data described in paragraph (3);

(B) applies only to individuals who—

(i) receive assistance from an applicable State

health subsidy program; or

(ii) apply for such assistance—

(I) by filing a form described in subsection (b);

or

(II) by requesting a determination of eligibility

and authorizing disclosure of the information

described in paragraph (3) to applicable State

health coverage subsidy programs for purposes of

determining and establishing eligibility; and

(C) consistent with standards promulgated by the Secretary,

including the privacy and data security safeguards

described in section 1942 of the Social Security Act or that

are otherwise applicable to such programs.

(3) DETERMINATION OF ELIGIBILITY.—

(A) IN GENERAL.—Each applicable State health subsidy

program shall, to the maximum extent practicable—

(i) establish, verify, and update eligibility for participation

in the program using the data matching arrangement

under paragraph (2); and

(ii) determine such eligibility on the basis of reliable,

third party data, including information described

in sections 1137, 453(i), and 1942(a) of the Social Security

Act, obtained through such arrangement.

(B) EXCEPTION.—This paragraph shall not apply in circumstances

with respect to which the Secretary determines

that the administrative and other costs of use of the

data matching arrangement under paragraph (2) outweigh

its expected gains in accuracy, efficiency, and program participation.

(4) SECRETARIAL STANDARDS.—The Secretary shall, after

consultation with persons in possession of the data to be

matched and representatives of applicable State health subsidy

programs, promulgate standards governing the timing, contents,

and procedures for data matching described in this subsection.

Such standards shall take into account administrative

and other costs and the value of data matching to the estab-

lishment, verification, and updating of eligibility for applicable

State health subsidy programs.

(d) ADMINISTRATIVE AUTHORITY.—

(1) AGREEMENTS.—Subject to section 1411 and section

6103(l)(21) of the Internal Revenue Code of 1986 and any other

requirement providing safeguards of privacy and data integrity,

the Secretary may establish model agreements, and enter

into agreements, for the sharing of data under this section.

(2) AUTHORITY OF EXCHANGE TO CONTRACT OUT.—Nothing

in this section shall be construed to—

(A) prohibit contractual arrangements through which

a State medicaid agency determines eligibility for all applicable

State health subsidy programs, but only if such

agency complies with the Secretary’s requirements ensuring

reduced administrative costs, eligibility errors, and disruptions

in coverage; or

(B) change any requirement under title XIX that eligibility

for participation in a State’s medicaid program must

be determined by a public agency.

(e) APPLICABLE STATE HEALTH SUBSIDY PROGRAM.—In this section,

the term ‘‘applicable State health subsidy program’’ means—

(1) the program under this title for the enrollment in

qualified health plans offered through an Exchange, including

the premium tax credits under section 36B of the Internal Revenue

Code of 1986 and cost-sharing reductions under section

1402;

(2) a State medicaid program under title XIX of the Social

Security Act;

(3) a State children’s health insurance program (CHIP)

under title XXI of such Act; and

(4) a State program under section 1331 establishing qualified

basic health plans.
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SEC. 1414. DISCLOSURES TO CARRY OUT ELIGIBILITY REQUIREMENTS

FOR CERTAIN PROGRAMS.

(a) DISCLOSURE OF TAXPAYER RETURN INFORMATION AND SOCIAL

SECURITY NUMBERS.—

(1) TAXPAYER RETURN INFORMATION.—Subsection (l) of section

6103 of the Internal Revenue Code of 1986 is amended by

adding at the end the following new paragraph:

‘‘(21) DISCLOSURE OF RETURN INFORMATION TO CARRY OUT

ELIGIBILITY REQUIREMENTS FOR CERTAIN PROGRAMS.—

‘‘(A) IN GENERAL.—The Secretary, upon written request

from the Secretary of Health and Human Services,

shall disclose to officers, employees, and contractors of the

Department of Health and Human Services return information

of any taxpayer whose income is relevant in determining

any premium tax credit under section 36B or any

cost-sharing reduction under section 1402 of the Patient

Protection and Affordable Care Act or eligibility for participation

in a State medicaid program under title XIX of the

Social Security Act, a State’s children’s health insurance

program under title XXI of the Social Security Act, or a

basic health program under section 1331 of Patient Protec-

tion and Affordable Care Act. Such return information

shall be limited to—

‘‘(i) taxpayer identity information with respect to

such taxpayer,

‘‘(ii) the filing status of such taxpayer,

‘‘(iii) the number of individuals for whom a deduction

is allowed under section 151 with respect to the

taxpayer (including the taxpayer and the taxpayer’s

spouse),

‘‘(iv) the modified adjusted gross income (as defined

in section 36B) of such taxpayer and each of the

other individuals included under clause (iii) who are

required to file a return of tax imposed by chapter 1

for the taxable year, oAs revised by section

1004(a)(1)(B) of HCERA.

‘‘(v) such other information as is prescribed by the

Secretary by regulation as might indicate whether the

taxpayer is eligible for such credit or reduction (and

the amount thereof), and

‘‘(vi) the taxable year with respect to which the

preceding information relates or, if applicable, the fact

that such information is not available.

‘‘(B) INFORMATION TO EXCHANGE AND STATE AGENCIES.—

The Secretary of Health and Human Services may

disclose to an Exchange established under the Patient Protection

and Affordable Care Act or its contractors, or to a

State agency administering a State program described in

subparagraph (A) or its contractors, any inconsistency between

the information provided by the Exchange or State

agency to the Secretary and the information provided to

the Secretary under subparagraph (A).

‘‘(C) RESTRICTION ON USE OF DISCLOSED INFORMATION.—

Return information disclosed under subparagraph

(A) or (B) may be used by officers, employees, and contractors

of the Department of Health and Human Services, an

Exchange, or a State agency only for the purposes of, and

to the extent necessary in—

‘‘(i) establishing eligibility for participation in the

Exchange, and verifying the appropriate amount of,

any credit or reduction described in subparagraph (A),

‘‘(ii) determining eligibility for participation in the

State programs described in subparagraph (A).’’.

(2) SOCIAL SECURITY NUMBERS.—Section 205(c)(2)(C) of the

Social Security Act is amended by adding at the end the following

new clause:

‘‘(x) The Secretary of Health and Human Services,

and the Exchanges established under section 1311 of

the Patient Protection and Affordable Care Act, are

authorized to collect and use the names and social security

account numbers of individuals as required to

administer the provisions of, and the amendments

made by, the such Act.’’.

 (b) CONFIDENTIALITY AND DISCLOSURE.—Paragraph (3) of section

6103(a) of such Code is amended by striking ‘‘or (20)’’ and inserting

‘‘(20), or (21)’’.

(c) PROCEDURES AND RECORDKEEPING RELATED TO DISCLOSURES.—

Paragraph (4) of section 6103(p) of such Code is amended—

(1) by inserting ‘‘, or any entity described in subsection

(l)(21),’’ after ‘‘or (20)’’ in the matter preceding subparagraph

(A),

(2) by inserting ‘‘or any entity described in subsection

(l)(21),’’ after ‘‘or (o)(1)(A)’’ in subparagraph (F)(ii), and

(3) by inserting ‘‘or any entity described in subsection

(l)(21),’’ after ‘‘or (20)’’ both places it appears in the matter

after subparagraph (F).

(d) UNAUTHORIZED DISCLOSURE OR INSPECTION.—Paragraph (2)

of section 7213(a) of such Code is amended by striking ‘‘or (20)’’ and

inserting ‘‘(20), or (21)’’.
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SEC. 1415 o42 U.S.C. 18084.. PREMIUM TAX CREDIT AND COST-SHARING

REDUCTION PAYMENTS DISREGARDED FOR FEDERAL

AND FEDERALLY-ASSISTED PROGRAMS.

For purposes of determining the eligibility of any individual for

benefits or assistance, or the amount or extent of benefits or assistance,

under any Federal program or under any State or local program

financed in whole or in part with Federal funds—

(1) any credit or refund allowed or made to any individual

by reason of section 36B of the Internal Revenue Code of 1986

(as added by section 1401) shall not be taken into account as

income and shall not be taken into account as resources for the

month of receipt and the following 2 months; and

(2) any cost-sharing reduction payment or advance payment

of the credit allowed under such section 36B that is made

under section 1402 or 1412 shall be treated as made to the

qualified health plan in which an individual is enrolled and not

to that individual.

1501/5000A(e)

‘‘(e) EXEMPTIONS.—No penalty shall be imposed under subsection

(a) with respect to—

‘‘(1) INDIVIDUALS WHO CANNOT AFFORD COVERAGE.—

‘‘(A) IN GENERAL.—Any applicable individual for any

month if the applicable individual’s required contribution

(determined on an annual basis) for coverage for the

month exceeds 8 percent of such individual’s household income

for the taxable year described in section 1412(b)(1)(B)

of the Patient Protection and Affordable Care Act. For purposes

of applying this subparagraph, the taxpayer’s household

income shall be increased by any exclusion from gross

income for any portion of the required contribution made

through a salary reduction arrangement.

‘‘(B) REQUIRED CONTRIBUTION.—For purposes of this

paragraph, the term ‘required contribution’ means—

‘‘(i) in the case of an individual eligible to purchase

minimum essential coverage consisting of coverage

through an eligible-employer-sponsored plan, the

portion of the annual premium which would be paid

by the individual (without regard to whether paid

through salary reduction or otherwise) for self-only

coverage, or

‘‘(ii) in the case of an individual eligible only to

purchase minimum essential coverage described in

subsection (f)(1)(C), the annual premium for the lowest

cost bronze plan available in the individual market

through the Exchange in the State in the rating area

in which the individual resides (without regard to

whether the individual purchased a qualified health

plan through the Exchange), reduced by the amount of

the credit allowable under section 36B for the taxable

year (determined as if the individual was covered by

a qualified health plan offered through the Exchange

for the entire taxable year).

‘‘(C) SPECIAL RULES FOR INDIVIDUALS RELATED TO EMPLOYEES.—

oReplaced by section 10106(d). For purposes of

subparagraph (B)(i), if an applicable individual is eligible

for minimum essential coverage through an employer by

reason of a relationship to an employee, the determination

under subparagraph (A) shall be made by reference to required

contribution of the employee.

‘‘(D) INDEXING.—In the case of plan years beginning in

any calendar year after 2014, subparagraph (A) shall be

applied by substituting for ‘8 percent’ the percentage the

Secretary of Health and Human Services determines reflects

the excess of the rate of premium growth between

the preceding calendar year and 2013 over the rate of income

growth for such period.

‘‘(2) TAXPAYERS WITH INCOME BELOW FILING THRESHOLD.—

oAs revised by section 1002(b)(2) of HCERA. Any applicable individual

for any month during a calendar year if the individual’s

household income for the taxable year described in section

1412(b)(1)(B) of the Patient Protection and Affordable Care Act

is less than the amount of gross income specified in section

6012(a)(1) with respect to the taxpayer.

‘‘(3) MEMBERS OF INDIAN TRIBES.—Any applicable individual

for any month during which the individual is a member

of an Indian tribe (as defined in section 45A(c)(6)).

‘‘(4) MONTHS DURING SHORT COVERAGE GAPS.—

‘‘(A) IN GENERAL.—Any month the last day of which

occurred during a period in which the applicable individual

was not covered by minimum essential coverage for a continuous

period of less than 3 months.

‘‘(B) SPECIAL RULES.—For purposes of applying this

paragraph—

‘‘(i) the length of a continuous period shall be determined

without regard to the calendar years in

which months in such period occur,

‘‘(ii) if a continuous period is greater than the period

allowed under subparagraph (A), no exception

shall be provided under this paragraph for any month

in the period, and

 ‘‘(iii) if there is more than 1 continuous period described

in subparagraph (A) covering months in a calendar

year, the exception provided by this paragraph

shall only apply to months in the first of such periods.

The Secretary shall prescribe rules for the collection of the

penalty imposed by this section in cases where continuous

periods include months in more than 1 taxable year.

‘‘(5) HARDSHIPS.—Any applicable individual who for any

month is determined by the Secretary of Health and Human

Services under section 1311(d)(4)(H) to have suffered a hardship

with respect to the capability to obtain coverage under a

qualified health plan.
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SEC. 1502. REPORTING OF HEALTH INSURANCE COVERAGE.

(a) IN GENERAL.—Part III of subchapter A of chapter 61 of the

Internal Revenue Code of 1986 is amended by inserting after subpart

C the following new subpart:

 ‘‘Subpart D—Information Regarding Health

Insurance Coverage

‘‘Sec. 6055. Reporting of health insurance coverage.

‘‘SEC. 6055. REPORTING OF HEALTH INSURANCE COVERAGE.

‘‘(a) IN GENERAL.—Every person who provides minimum essential

coverage to an individual during a calendar year shall, at such

time as the Secretary may prescribe, make a return described in

subsection (b).

‘‘(b) FORM AND MANNER OF RETURN.—

‘‘(1) IN GENERAL.—A return is described in this subsection

if such return—

‘‘(A) is in such form as the Secretary may prescribe,

and

‘‘(B) contains—

‘‘(i) the name, address and TIN of the primary insured

and the name and TIN of each other individual

obtaining coverage under the policy,

‘‘(ii) the dates during which such individual was

covered under minimum essential coverage during the

calendar year,

‘‘(iii) in the case of minimum essential coverage

which consists of health insurance coverage, information

concerning—

‘‘(I) whether or not the coverage is a qualified

health plan offered through an Exchange established

under section 1311 of the Patient Protection

and Affordable Care Act, and

‘‘(II) in the case of a qualified health plan, the

amount (if any) of any advance payment under

section 1412 of the Patient Protection and Affordable

Care Act of any cost-sharing reduction under

section 1402 of such Act or of any premium tax

credit under section 36B with respect to such coverage,

and

‘‘(iv) such other information as the Secretary may

require.

‘‘(2) INFORMATION RELATING TO EMPLOYER-PROVIDED COVERAGE.—

If minimum essential coverage provided to an individual

under subsection (a) consists of health insurance coverage

of a health insurance issuer provided through a group

health plan of an employer, a return described in this subsection

shall include—

‘‘(A) the name, address, and employer identification

number of the employer maintaining the plan,

‘‘(B) the portion of the premium (if any) required to be

paid by the employer, and

‘‘(C) if the health insurance coverage is a qualified

health plan in the small group market offered through an

Exchange, such other information as the Secretary may require

for administration of the credit under section 45R

(relating to credit for employee health insurance expenses

of small employers).

 ‘‘(c) STATEMENTS TO BE FURNISHED TO INDIVIDUALS WITH RESPECT

TO WHOM INFORMATION IS REPORTED.—

‘‘(1) IN GENERAL.—Every person required to make a return

under subsection (a) shall furnish to each individual whose

name is required to be set forth in such return a written statement

showing—

‘‘(A) the name and address of the person required to

make such return and the phone number of the information

contact for such person, and

‘‘(B) the information required to be shown on the return

with respect to such individual.

‘‘(2) TIME FOR FURNISHING STATEMENTS.—The written

statement required under paragraph (1) shall be furnished on

or before January 31 of the year following the calendar year

for which the return under subsection (a) was required to be

made.

‘‘(d) COVERAGE PROVIDED BY GOVERNMENTAL UNITS.—In the

case of coverage provided by any governmental unit or any agency

or instrumentality thereof, the officer or employee who enters into

the agreement to provide such coverage (or the person appropriately

designated for purposes of this section) shall make the returns

and statements required by this section.

‘‘(e) MINIMUM ESSENTIAL COVERAGE.—For purposes of this section,

the term ‘minimum essential coverage’ has the meaning given

such term by section 5000A(f).’’.

(b) ASSESSABLE PENALTIES.—

(1) Subparagraph (B) of section 6724(d)(1) of the Internal

Revenue Code of 1986 (relating to definitions) is amended by

striking ‘‘or’’ at the end of clause (xxii), by striking ‘‘and’’ at the

end of clause (xxiii) and inserting ‘‘or’’, and by inserting after

clause (xxiii) the following new clause:

‘‘(xxiv) section 6055 (relating to returns relating to

information regarding health insurance coverage),

and’’.

(2) Paragraph (2) of section 6724(d) of such Code is amended

by striking ‘‘or’’ at the end of subparagraph (EE), by striking

the period at the end of subparagraph (FF) and inserting

‘‘, or’’ and by inserting after subparagraph (FF) the following

new subparagraph:

‘‘(GG) section 6055(c) (relating to statements relating

to information regarding health insurance coverage).’’.

(c) NOTIFICATION OF NONENROLLMENT.—Not later than June

30 of each year, the Secretary of the Treasury, acting through the

Internal Revenue Service and in consultation with the Secretary of

Health and Human Services, shall send a notification to each individual

who files an individual income tax return and who is not enrolled

in minimum essential coverage (as defined in section 5000A

of the Internal Revenue Code of 1986). Such notification shall contain

information on the services available through the Exchange

operating in the State in which such individual resides.

(d) CONFORMING AMENDMENT.—The table of subparts for part

III of subchapter A of chapter 61 of such Code is amended by inserting

after the item relating to subpart C the following new item:

 ‘‘SUBPART D—INFORMATION REGARDING HEALTH INSURANCE COVERAGE’’.

(e) EFFECTIVE DATE.—The amendments made by this section

shall apply to calendar years beginning after 2013.
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SEC. 1512. EMPLOYER REQUIREMENT TO INFORM EMPLOYEES OF

COVERAGE OPTIONS.

The Fair Labor Standards Act of 1938 is amended by inserting

after section 18A (as added by section 1513) the following:

‘‘SEC. 18B o29 U.S.C. 218b.. NOTICE TO EMPLOYEES.

‘‘(a) IN GENERAL.—In accordance with regulations promulgated

by the Secretary, an employer to which this Act applies, shall provide

to each employee at the time of hiring (or with respect to current

employees, not later than March 1, 2013), written notice—

‘‘(1) informing the employee of the existence of an Exchange,

including a description of the services provided by such

Exchange, and the manner in which the employee may contact

the Exchange to request assistance;

‘‘(2) if the employer plan’s share of the total allowed costs

of benefits provided under the plan is less than 60 percent of

such costs, that the employee may be eligible for a premium

tax credit under section 36B of the Internal Revenue Code of

1986 and a cost sharing reduction under section 1402 of the

Patient Protection and Affordable Care Act if the employee

purchases a qualified health plan through the Exchange; and

‘‘(3) oAs revised by section 10108(i)(2). if the employee purchases

a qualified health plan through the Exchange and the

employer does not offer a free choice voucher, the employee

may lose the employer contribution (if any) to any health benefits

plan offered by the employer and that all or a portion of

such contribution may be excludable from income for Federal

income tax purposes.

‘‘(b) EFFECTIVE DATE.—Subsection (a) shall take effect with respect

to employers in a State beginning on March 1, 2013.’’.

1513/4980H
SEC. 1513. SHARED RESPONSIBILITY FOR EMPLOYERS.

(a) IN GENERAL.—Chapter 43 of the Internal Revenue Code of

1986 is amended by adding at the end the following:

‘‘SEC. 4980H. SHARED RESPONSIBILITY FOR EMPLOYERS REGARDING

HEALTH COVERAGE.

‘‘(a) LARGE EMPLOYERS NOT OFFERING HEALTH COVERAGE.—

If—

‘‘(1) any applicable large employer fails to offer to its fulltime

employees (and their dependents) the opportunity to enroll

in minimum essential coverage under an eligible employersponsored

plan (as defined in section 5000A(f)(2)) for any

month, and

‘‘(2) at least one full-time employee of the applicable large

employer has been certified to the employer under section 1411

of the Patient Protection and Affordable Care Act as having enrolled

for such month in a qualified health plan with respect

to which an applicable premium tax credit or cost-sharing reduction

is allowed or paid with respect to the employee,

then there is hereby imposed on the employer an assessable payment

equal to the product of the applicable payment amount and

the number of individuals employed by the employer as full-time

employees during such month.

o‘‘(b) LARGE EMPLOYERS WITH WAITING PERIODS EXCEEDING 60

DAYS.—oReplaced first by section 10106(e) and stricken by section

1003(d) of HCERA and succeeding subsections were redesignated

accordingly..

‘‘(b) LARGE EMPLOYERS OFFERING COVERAGE WITH EMPLOYEES

WHO QUALIFY FOR PREMIUM TAX CREDITS OR COST-SHARING REDUCTIONS.—

‘‘(1) IN GENERAL.—If—

‘‘(A) an applicable large employer offers to its full-time

employees (and their dependents) the opportunity to enroll

in minimum essential coverage under an eligible employersponsored

plan (as defined in section 5000A(f)(2)) for any

month, and

‘‘(B) 1 or more full-time employees of the applicable

large employer has been certified to the employer under

section 1411 of the Patient Protection and Affordable Care

Act as having enrolled for such month in a qualified health

plan with respect to which an applicable premium tax

credit or cost-sharing reduction is allowed or paid with respect

to the employee,

then there is hereby imposed on the employer an assessable

payment equal to the product of the number of full-time employees

of the applicable large employer described in subparagraph

(B) for such month and an amount equal to 1⁄12 of

$3,000. oAs revised by section 1003(b)(1) of HCERA.

‘‘(2) OVERALL LIMITATION.—The aggregate amount of tax

determined under paragraph (1) with respect to all employees

of an applicable large employer for any month shall not exceed

the product of the applicable payment amount and the number

of individuals employed by the employer as full-time employees

during such month.

‘‘(3) SPECIAL RULES FOR EMPLOYERS PROVIDING FREE

CHOICE VOUCHERS.—oAs added by section 10108(i)(1). No assessable

payment shall be imposed under paragraph (1) for any

month with respect to any employee to whom the employer

provides a free choice voucher under section 10108 of the Patient

Protection and Affordable Care Act for such month.

‘‘(c) DEFINITIONS AND SPECIAL RULES.—For purposes of this

section—

‘‘(1) APPLICABLE PAYMENT AMOUNT.—The term ‘applicable

payment amount’ means, with respect to any month, 1⁄12 of

$2,000. oAs revised by section 1003(b)(2) of HCERA.

‘‘(2) APPLICABLE LARGE EMPLOYER.—

‘‘(A) IN GENERAL.—The term ‘applicable large employer’

means, with respect to a calendar year, an employer

who employed an average of at least 50 full-time

employees on business days during the preceding calendar

year.

‘‘(B) EXEMPTION FOR CERTAIN EMPLOYERS.—

‘‘(i) IN GENERAL.—An employer shall not be considered

to employ more than 50 full-time employees if—

‘‘(I) the employer’s workforce exceeds 50 fulltime

employees for 120 days or fewer during the

calendar year, and

‘‘(II) the employees in excess of 50 employed

during such 120-day period were seasonal workers.

‘‘(ii) DEFINITION OF SEASONAL WORKERS.—The

term ‘seasonal worker’ means a worker who performs

labor or services on a seasonal basis as defined by the

Secretary of Labor, including workers covered by section

500.20(s)(1) of title 29, Code of Federal Regulations

and retail workers employed exclusively during

holiday seasons.

‘‘(C) RULES FOR DETERMINING EMPLOYER SIZE.—For

purposes of this paragraph—

‘‘(i) APPLICATION OF AGGREGATION RULE FOR EMPLOYERS.—

All persons treated as a single employer

under subsection (b), (c), (m), or (o) of section 414 of

the Internal Revenue Code of 1986 shall be treated as

1 employer.

‘‘(ii) EMPLOYERS NOT IN EXISTENCE IN PRECEDING

YEAR.—In the case of an employer which was not in

existence throughout the preceding calendar year, the

determination of whether such employer is an applicable

large employer shall be based on the average number

of employees that it is reasonably expected such

employer will employ on business days in the current

calendar year.

 ‘‘(iii) PREDECESSORS.—Any reference in this subsection

to an employer shall include a reference to any

predecessor of such employer.

oPrevious subparagraph (D), relating to application to construction

industry employers, added by section 10106 but replaced, as

shown below, by section 1003(a) of HCERA.

‘‘(D) APPLICATION OF EMPLOYER SIZE TO ASSESSABLE

PENALTIES.—

‘‘(i) IN GENERAL.—The number of individuals employed

by an applicable large employer as full-time

employees during any month shall be reduced by 30

solely for purposes of calculating—

‘‘(I) the assessable payment under subsection

(a), or

‘‘(II) the overall limitation under subsection

(b)(2).

‘‘(ii) AGGREGATION.—In the case of persons treated

as 1 employer under subparagraph (C)(i), only 1 reduction

under subclause (I) or (II) shall be allowed with

respect to such persons and such reduction shall be allocated

among such persons ratably on the basis of the

number of full-time employees employed by each such

person.

‘‘(E) FULL-TIME EQUIVALENTS TREATED AS FULL-TIME

EMPLOYEES.—oAs added by section 1003(c) of HCERA.

Solely for purposes of determining whether an employer is

an applicable large employer under this paragraph, an employer

shall, in addition to the number of full-time employees

for any month otherwise determined, include for such

month a number of full-time employees determined by dividing

the aggregate number of hours of service of employees

who are not full-time employees for the month by 120.

‘‘(3) APPLICABLE PREMIUM TAX CREDIT AND COST-SHARING

REDUCTION.—The term ‘applicable premium tax credit and

cost-sharing reduction’ means—

‘‘(A) any premium tax credit allowed under section

36B,

‘‘(B) any cost-sharing reduction under section 1402 of

the Patient Protection and Affordable Care Act, and

‘‘(C) any advance payment of such credit or reduction

under section 1412 of such Act.

‘‘(4) FULL-TIME EMPLOYEE.—

‘‘(A) IN GENERAL.—oAs revised by section 10106(f)(1).

The term ‘full-time employee’ means, with respect to any

month, an employee who is employed on average at least

30 hours of service per week.

‘‘(B) HOURS OF SERVICE.—The Secretary, in consultation

with the Secretary of Labor, shall prescribe such regulations,

rules, and guidance as may be necessary to determine

the hours of service of an employee, including rules

for the application of this paragraph to employees who are

not compensated on an hourly basis.

‘‘(5) INFLATION ADJUSTMENT.—

 ‘‘(A) IN GENERAL.—In the case of any calendar year

after 2014, each of the dollar amounts in subsection (b)

and paragraph (1) shall be increased by an amount equal

to the product of—oAs revised by section 1003(a)(3) of

HCERA.

‘‘(i) such dollar amount, and

‘‘(ii) the premium adjustment percentage (as defined

in section 1302(c)(4) of the Patient Protection

and Affordable Care Act) for the calendar year.

‘‘(B) ROUNDING.—If the amount of any increase under

subparagraph (A) is not a multiple of $10, such increase

shall be rounded to the next lowest multiple of $10.

‘‘(6) OTHER DEFINITIONS.—Any term used in this section

which is also used in the Patient Protection and Affordable

Care Act shall have the same meaning as when used in such

Act.

‘‘(7) TAX NONDEDUCTIBLE.—For denial of deduction for the

tax imposed by this section, see section 275(a)(6).

‘‘(d) ADMINISTRATION AND PROCEDURE.—

‘‘(1) IN GENERAL.—Any assessable payment provided by

this section shall be paid upon notice and demand by the Secretary,

and shall be assessed and collected in the same manner

as an assessable penalty under subchapter B of chapter 68.

‘‘(2) TIME FOR PAYMENT.—The Secretary may provide for

the payment of any assessable payment provided by this section

on an annual, monthly, or other periodic basis as the Secretary

may prescribe.

‘‘(3) COORDINATION WITH CREDITS, ETC..—The Secretary

shall prescribe rules, regulations, or guidance for the repayment

of any assessable payment (including interest) if such

payment is based on the allowance or payment of an applicable

premium tax credit or cost-sharing reduction with respect to an

employee, such allowance or payment is subsequently disallowed,

and the assessable payment would not have been required

to be made but for such allowance or payment.’’.

(b) CLERICAL AMENDMENT.—The table of sections for chapter

43 of such Code is amended by adding at the end the following new

item:

‘‘Sec. 4980H. Shared responsibility for employers regarding health coverage.’’.

(c) STUDY AND REPORT OF EFFECT OF TAX ON WORKERS’

WAGES.—

(1) IN GENERAL.—The Secretary of Labor shall conduct a

study to determine whether employees’ wages are reduced by

reason of the application of the assessable payments under section

4980H of the Internal Revenue Code of 1986 (as added by

the amendments made by this section). The Secretary shall

make such determination on the basis of the National Compensation

Survey published by the Bureau of Labor Statistics.

(2) REPORT.—The Secretary shall report the results of the

study under paragraph (1) to the Committee on Ways and

Means of the House of Representatives and to the Committee

on Finance of the Senate.

 (d) EFFECTIVE DATE.—The amendments made by this section

shall apply to months beginning after December 31, 2013.
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SEC. 1558. PROTECTIONS FOR EMPLOYEES.

The Fair Labor Standards Act of 1938 is amended by inserting

after section 18B (as added by section 1512) the following:

‘‘SEC. 18C o29 U.S.C. 218c.. PROTECTIONS FOR EMPLOYEES.

‘‘(a) PROHIBITION.—No employer shall discharge or in any manner

discriminate against any employee with respect to his or her

compensation, terms, conditions, or other privileges of employment

because the employee (or an individual acting at the request of the

employee) has—

‘‘(1) received a credit under section 36B of the Internal

Revenue Code of 1986 or a subsidy under section 1402 of this

Act;

‘‘(2) provided, caused to be provided, or is about to provide

or cause to be provided to the employer, the Federal Government,

or the attorney general of a State information relating

to any violation of, or any act or omission the employee reasonably

believes to be a violation of, any provision of this title (or

an amendment made by this title);

 ‘‘(3) testified or is about to testify in a proceeding concerning

such violation;

‘‘(4) assisted or participated, or is about to assist or participate,

in such a proceeding; or

‘‘(5) objected to, or refused to participate in, any activity,

policy, practice, or assigned task that the employee (or other

such person) reasonably believed to be in violation of any provision

of this title (or amendment), or any order, rule, regulation,

standard, or ban under this title (or amendment).

‘‘(b) COMPLAINT PROCEDURE.—

‘‘(1) IN GENERAL.—An employee who believes that he or

she has been discharged or otherwise discriminated against by

any employer in violation of this section may seek relief in accordance

with the procedures, notifications, burdens of proof,

remedies, and statutes of limitation set forth in section 2087(b)

of title 15, United States Code.

‘‘(2) NO LIMITATION ON RIGHTS.—Nothing in this section

shall be deemed to diminish the rights, privileges, or remedies

of any employee under any Federal or State law or under any

collective bargaining agreement. The rights and remedies in

this section may not be waived by any agreement, policy, form,

or condition of employment.’’.

2002/1396a(e)(14)(G)

‘‘(G) DEFINITIONS OF MODIFIED ADJUSTED GROSS INCOME

AND HOUSEHOLD INCOME.—In this paragraph, the

terms ‘modified adjusted gross income’ and ‘household income’

have the meanings given such terms in section

36B(d)(2) of the Internal Revenue Code of 1986.
2101(b)/2105(d)(3)(B)

‘‘(B) ASSURANCE OF EXCHANGE COVERAGE FOR TARGETED

LOW-INCOME CHILDREN UNABLE TO BE PROVIDED

CHILD HEALTH ASSISTANCE AS A RESULT OF FUNDING SHORTFALLS.—

In the event that allotments provided under section

2104 are insufficient to provide coverage to all children

who are eligible to be targeted low-income children

under the State child health plan under this title, a State

shall establish procedures to ensure that such children are

screened for eligibility for medical assistance under the

State plan under title XIX or a waiver of that plan and,

if found eligible, enrolled in such plan or a waiver. In the

case of such children who, as a result of such screening,

are determined to not be eligible for medical assistance

under the State plan or a waiver under title XIX, the State

shall establish procedures to ensure that the children are

enrolled in a qualified health plan that has been certified

by the Secretary under subparagraph (C) and is offered

through an Exchange established by the State under section

1311 of the Patient Protection and Affordable Care

Act. For purposes of eligibility for premium assistance for

the purchase of a qualified health plan under section 36B

of the Internal Revenue Code of 1986 and reduced costsharing

under section 1402 of the Patient Protection and

Affordable Care Act, children described in the preceding

sentence shall be deemed to be ineligible for coverage

under the State child health plan. oAs revised by sections

10201(g) and 10203(c)(2)(B).
2101(d)/2102(b)(1)(B)

Social Security Act (42 U.S.C. 1397bb(b)(1)(B)) is amended—

(A) in clause (iii), by striking ‘‘and’’ after the semicolon;

(B) in clause (iv), by striking the period and inserting

‘‘; and’’; and

(C) by adding at the end the following: oAs revised by

section 1004(b)(2)(A) of HCERA.

‘‘(v) shall, beginning January 1, 2014, use modified

adjusted gross income and household income (as

defined in section 36B(d)(2) of the Internal Revenue

Code of 1986) to determine eligibility for child health

assistance under the State child health plan or under

any waiver of such plan and for any other purpose applicable

under the plan or waiver for which a determination

of income is required, including with respect

to the imposition of premiums and cost-sharing, consistent

with section 1902(e)(14).’’.

2201/1396w-3(b)

STATE HEALTH INSURANCE EXCHANGES AND CHIP.—

‘‘(1) IN GENERAL.—A State shall establish procedures for—

‘‘(A) enabling individuals, through an Internet website

that meets the requirements of paragraph (4), to apply for

medical assistance under the State plan or under a waiver

of the plan, to be enrolled in the State plan or waiver, to

renew their enrollment in the plan or waiver, and to consent

to enrollment or reenrollment in the State plan

through electronic signature;

‘‘(B) enrolling, without any further determination by

the State and through such website, individuals who are

identified by an Exchange established by the State under

section 1311 of the Patient Protection and Affordable Care

Act as being eligible for—

‘‘(i) medical assistance under the State plan or

under a waiver of the plan; or

‘‘(ii) child health assistance under the State child

health plan under title XXI;

‘‘(C) ensuring that individuals who apply for but are

determined to be ineligible for medical assistance under

the State plan or a waiver or ineligible for child health assistance

under the State child health plan under title XXI,

are screened for eligibility for enrollment in qualified

health plans offered through such an Exchange and, if applicable,

premium assistance for the purchase of a qualified

health plan under section 36B of the Internal Revenue

Code of 1986 (and, if applicable, advance payment of such

assistance under section 1412 of the Patient Protection

and Affordable Care Act), and, if eligible, enrolled in such

a plan without having to submit an additional or separate

application, and that such individuals receive information

regarding reduced cost-sharing for eligible individuals

under section 1402 of the Patient Protection and Affordable

Care Act, and any other assistance or subsidies available

for coverage obtained through the Exchange;

‘‘(D) ensuring that the State agency responsible for administering

the State plan under this title (in this section

referred to as the ‘State Medicaid agency’), the State agency

responsible for administering the State child health

plan under title XXI (in this section referred to as the

‘State CHIP agency’) and an Exchange established by the

State under section 1311 of the Patient Protection and Affordable

Care Act utilize a secure electronic interface sufficient

to allow for a determination of an individual’s eligibility

for such medical assistance, child health assistance,

or premium assistance, and enrollment in the State plan

under this title, title XXI, or a qualified health plan, as appropriate;

‘‘(E) coordinating, for individuals who are enrolled in

the State plan or under a waiver of the plan and who are

also enrolled in a qualified health plan offered through

such an Exchange, and for individuals who are enrolled in

the State child health plan under title XXI and who are

also enrolled in a qualified health plan, the provision of

medical assistance or child health assistance to such individuals

with the coverage provided under the qualified

health plan in which they are enrolled, including services

described in section 1905(a)(4)(B) (relating to early and

periodic screening, diagnostic, and treatment services defined

in section 1905(r)) and provided in accordance with

the requirements of section 1902(a)(43); and

‘‘(F) conducting outreach to and enrolling vulnerable

and underserved populations eligible for medical assistance

under this title XIX or for child health assistance

under title XXI, including children, unaccompanied homeless

youth, children and youth with special health care

needs, pregnant women, racial and ethnic minorities, rural

populations, victims of abuse or trauma, individuals with

mental health or substance-related disorders, and individuals

with HIV/AIDS.

‘‘(2) AGREEMENTS WITH STATE HEALTH INSURANCE EXCHANGES.—

The State Medicaid agency and the State CHIP

agency may enter into an agreement with an Exchange established

by the State under section 1311 of the Patient Protection

and Affordable Care Act under which the State Medicaid

agency or State CHIP agency may determine whether a State

resident is eligible for premium assistance for the purchase of

a qualified health plan under section 36B of the Internal Revenue

Code of 1986 (and, if applicable, advance payment of such

assistance under section 1412 of the Patient Protection and Affordable

Care Act), so long as the agreement meets such conditions

and requirements as the Secretary of the Treasury may

prescribe to reduce administrative costs and the likelihood of

eligibility errors and disruptions in coverage.

‘‘(3) STREAMLINED ENROLLMENT SYSTEM.—The State Medicaid

agency and State CHIP agency shall participate in and

comply with the requirements for the system established under

section 1413 of the Patient Protection and Affordable Care Act

(relating to streamlined procedures for enrollment through an

Exchange, Medicaid, and CHIP).

‘‘(4) ENROLLMENT WEBSITE REQUIREMENTS.—The procedures

established by State under paragraph (1) shall include

establishing and having in operation, not later than January

1, 2014, an Internet website that is linked to any website of

an Exchange established by the State under section 1311 of the

Patient Protection and Affordable Care Act and to the State

CHIP agency (if different from the State Medicaid agency) and

allows an individual who is eligible for medical assistance

under the State plan or under a waiver of the plan and who

is eligible to receive premium credit assistance for the purchase

of a qualified health plan under section 36B of the Internal

Revenue Code of 1986 to compare the benefits, premiums,

and cost-sharing applicable to the individual under the State

plan or waiver with the benefits, premiums, and cost-sharing

available to the individual under a qualified health plan offered

through such an Exchange, including, in the case of a

child, the coverage that would be provided for the child

through the State plan or waiver with the coverage that would

be provided to the child through enrollment in family coverage

under that plan and as supplemental coverage by the State

under the State plan or waiver.

‘‘(5) CONTINUED NEED FOR ASSESSMENT FOR HOME AND

COMMUNITY-BASED SERVICES.—Nothing in paragraph (1) shall

limit or modify the requirement that the State assess an individual

for purposes of providing home and community-based

services under the State plan or under any waiver of such plan

for individuals described in subsection (a)(10)(A)(ii)(VI).’’.

9010(e)
(e) APPLICABLE AMOUNT.—oReplaced by section 10905(b) and

subsequently revised by section 1306(a)(4) of HCERA. For purposes

of subsection (b)(1)—

(1) YEARS BEFORE 2019.—In the case of calendar years beginning

before 2019, the applicable amount shall be determined

in accordance with the following table:

Calendar year Applicable amount

2014 ..................................................................................................... $8,000,000,000

2015 ..................................................................................................... $11,300,000,000

2016 ..................................................................................................... $11,300,000,000

2017 ..................................................................................................... $13,900,000,000

2018 ..................................................................................................... $14,300,000,000.

(2) YEARS AFTER 2018.—In the case of any calendar year beginning

after 2018, the applicable amount shall be the applicable

amount for the preceding calendar year increased by the

rate of premium growth (within the meaning of section

36B(b)(3)(A)(ii) of the Internal Revenue Code of 1986) for such

preceding calendar year.

