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1001/2715A

42 USC § 300gg–15a - Provision of additional information

A group health plan and a health insurance issuer offering group or individual health insurance coverage shall comply with the provisions of section 18031 (e)(3) of this title, except that a plan or coverage that is not offered through an Exchange shall only be required to submit the information required to the Secretary and the State insurance commissioner, and make such information available to the public.
1001/2718

42 USC § 300gg–18 - Bringing down the cost of health care coverage

(a) Clear accounting for costs 
A health insurance issuer offering group or individual health insurance coverage (including a grandfathered health plan) shall, with respect to each plan year, submit to the Secretary a report concerning the ratio of the incurred loss (or incurred claims) plus the loss adjustment expense (or change in contract reserves) to earned premiums. Such report shall include the percentage of total premium revenue, after accounting for collections or receipts for risk adjustment and risk corridors and payments of reinsurance, that such coverage expends— 

(1) on reimbursement for clinical services provided to enrollees under such coverage; 

(2) for activities that improve health care quality; and 

(3) on all other non-claims costs, including an explanation of the nature of such costs, and excluding Federal and State taxes and licensing or regulatory fees. 

The Secretary shall make reports received under this section available to the public on the Internet website of the Department of Health and Human Services. 

(b) Ensuring that consumers receive value for their premium payments 
(1) Requirement to provide value for premium payments 
(A) Requirement 
Beginning not later than January 1, 2011, a health insurance issuer offering group or individual health insurance coverage (including a grandfathered health plan) shall, with respect to each plan year, provide an annual rebate to each enrollee under such coverage, on a pro rata basis, if the ratio of the amount of premium revenue expended by the issuer on costs described in paragraphs (1) and (2) of subsection (a) to the total amount of premium revenue (excluding Federal and State taxes and licensing or regulatory fees and after accounting for payments or receipts for risk adjustment, risk corridors, and reinsurance under sections 18061, 18062, and 18063 of this title) for the plan year (except as provided in subparagraph (B)(ii)), is less than— 

(i) with respect to a health insurance issuer offering coverage in the large group market, 85 percent, or such higher percentage as a State may by regulation determine; or 

(ii) with respect to a health insurance issuer offering coverage in the small group market or in the individual market, 80 percent, or such higher percentage as a State may by regulation determine, except that the Secretary may adjust such percentage with respect to a State if the Secretary determines that the application of such 80 percent may destabilize the individual market in such State. 

(B) Rebate amount 
(i) Calculation of amount The total amount of an annual rebate required under this paragraph shall be in an amount equal to the product of— 

(I) the amount by which the percentage described in clause (i) or (ii) of subparagraph (A) exceeds the ratio described in such subparagraph; and 

(II) the total amount of premium revenue (excluding Federal and State taxes and licensing or regulatory fees and after accounting for payments or receipts for risk adjustment, risk corridors, and reinsurance under sections 18061, 18062, and 18063 of this title) for such plan year. 

(ii) Calculation based on average ratio Beginning on January 1, 2014, the determination made under subparagraph (A) for the year involved shall be based on the averages of the premiums expended on the costs described in such subparagraph and total premium revenue for each of the previous 3 years for the plan. 

(2) Consideration in setting percentages 
In determining the percentages under paragraph (1), a State shall seek to ensure adequate participation by health insurance issuers, competition in the health insurance market in the State, and value for consumers so that premiums are used for clinical services and quality improvements. 

(3) Enforcement 
The Secretary shall promulgate regulations for enforcing the provisions of this section and may provide for appropriate penalties. 

(c) Definitions 
Not later than December 31, 2010, and subject to the certification of the Secretary, the National Association of Insurance Commissioners shall establish uniform definitions of the activities reported under subsection (a) and standardized methodologies for calculating measures of such activities, including definitions of which activities, and in what regard such activities, constitute activities described in subsection (a)(2). Such methodologies shall be designed to take into account the special circumstances of smaller plans, different types of plans, and newer plans. 

(d) Adjustments 
The Secretary may adjust the rates described in subsection (b) if the Secretary determines appropriate on account of the volatility of the individual market due to the establishment of State Exchanges. 

(e) Standard hospital charges 
Each hospital operating within the United States shall for each year establish (and update) and make public (in accordance with guidelines developed by the Secretary) a list of the hospital’s standard charges for items and services provided by the hospital, including for diagnosis-related groups established under section 1395ww (d)(4) of this title. 
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42 USC § 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 title 26. 
(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. 
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42 USC § 300gg–94 - Ensuring that consumers get value for their dollars

(a) Initial premium review process 
(1) In general 
The Secretary, in conjunction with States, shall establish a process for the annual review, beginning with the 2010 plan year and subject to subsection (b)(2)(A), of unreasonable increases in premiums for health insurance coverage. 

(2) Justification and disclosure 
The process established under paragraph (1) shall require health insurance issuers to submit to the Secretary and the relevant State a justification for an unreasonable premium increase prior to the implementation of the increase. Such issuers shall prominently post such information on their Internet websites. The Secretary shall ensure the public disclosure of information on such increases and justifications for all health insurance issuers. 

(b) Continuing premium review process 
(1) Informing Secretary of premium increase patterns 
As a condition of receiving a grant under subsection (c)(1), a State, through its Commissioner of Insurance, shall— 

(A) provide the Secretary with information about trends in premium increases in health insurance coverage in premium rating areas in the State; and 

(B) make recommendations, as appropriate, to the State Exchange about whether particular health insurance issuers should be excluded from participation in the Exchange based on a pattern or practice of excessive or unjustified premium increases. 

(2) Monitoring by Secretary of premium increases 
(A) In general 
Beginning with plan years beginning in 2014, the Secretary, in conjunction with the States and consistent with the provisions of subsection (a)(2), shall monitor premium increases of health insurance coverage offered through an Exchange and outside of an Exchange. 

(B) Consideration in opening Exchange 
In determining under section 18032 (f)(2)(B) of this title whether to offer qualified health plans in the large group market through an Exchange, the State shall take into account any excess of premium growth outside of the Exchange as compared to the rate of such growth inside the Exchange. 

(c) Grants in support of process 
(1) Premium review grants during 2010 through 2014 
The Secretary shall carry out a program to award grants to States during the 5-year period beginning with fiscal year 2010 to assist such States in carrying out subsection (a), including— 

(A) in reviewing and, if appropriate under State law, approving premium increases for health insurance coverage; 

(B) in providing information and recommendations to the Secretary under subsection (b)(1); and 

(C) in establishing centers (consistent with subsection (d)) at academic or other nonprofit institutions to collect medical reimbursement information from health insurance issuers, to analyze and organize such information, and to make such information available to such issuers, health care providers, health researchers, health care policy makers, and the general public. 

(2) Funding 
(A) In general 
Out of all funds in the Treasury not otherwise appropriated, there are appropriated to the Secretary $250,000,000, to be available for expenditure for grants under paragraph (1) and subparagraph (B). 

(B) Further availability for insurance reform and consumer protection 
If the amounts appropriated under subparagraph (A) are not fully obligated under grants under paragraph (1) by the end of fiscal year 2014, any remaining funds shall remain available to the Secretary for grants to States for planning and implementing the insurance reforms and consumer protections under part A. 

(C) Allocation 
The Secretary shall establish a formula for determining the amount of any grant to a State under this subsection. Under such formula— 

(i) the Secretary shall consider the number of plans of health insurance coverage offered in each State and the population of the State; and 

(ii) no State qualifying for a grant under paragraph (1) shall receive less than $1,000,000, or more than $5,000,000 for a grant year. 

(d) Medical reimbursement data centers 
(1) Functions 
A center established under subsection (c)(1)(C) shall— 

(A) develop fee schedules and other database tools that fairly and accurately reflect market rates for medical services and the geographic differences in those rates; 

(B) use the best available statistical methods and data processing technology to develop such fee schedules and other database tools; 

(C) regularly update such fee schedules and other database tools to reflect changes in charges for medical services; 

(D) make health care cost information readily available to the public through an Internet website that allows consumers to understand the amounts that health care providers in their area charge for particular medical services; and 

(E) regularly publish information concerning the statistical methodologies used by the center to analyze health charge data and make such data available to researchers and policy makers. 

(2) Conflicts of interest 
A center established under subsection (c)(1)(C) shall adopt by-laws that ensures that the center (and all members of the governing board of the center) is independent and free from all conflicts of interest. Such by-laws shall ensure that the center is not controlled or influenced by, and does not have any corporate relation to, any individual or entity that may make or receive payments for health care services based on the center’s analysis of health care costs. 

(3) Rule of construction 
Nothing in this subsection shall be construed to permit a center established under subsection (c)(1)(C) to compel health insurance issuers to provide data to the center. 
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42 USC § 18001 - Immediate access to insurance for uninsured individuals with a preexisting condition

(a) In general 
Not later than 90 days after March 23, 2010, the Secretary shall establish a temporary high risk health insurance pool program to provide health insurance coverage for eligible individuals during the period beginning on the date on which such program is established and ending on January 1, 2014. 

(b) Administration 
(1) In general 
The Secretary may carry out the program under this section directly or through contracts to eligible entities. 

(2) Eligible entities 
To be eligible for a contract under paragraph (1), an entity shall— 

(A) be a State or nonprofit private entity; 

(B) submit to the Secretary an application at such time, in such manner, and containing such information as the Secretary may require; and 

(C) agree to utilize contract funding to establish and administer a qualified high risk pool for eligible individuals. 

(3) Maintenance of effort 
To be eligible to enter into a contract with the Secretary under this subsection, a State shall agree not to reduce the annual amount the State expended for the operation of one or more State high risk pools during the year preceding the year in which such contract is entered into. 

(c) Qualified high risk pool 
(1) In general 
Amounts made available under this section shall be used to establish a qualified high risk pool that meets the requirements of paragraph (2). 

(2) Requirements 
A qualified high risk pool meets the requirements of this paragraph if such pool— 

(A) provides to all eligible individuals health insurance coverage that does not impose any preexisting condition exclusion with respect to such coverage; 

(B) provides health insurance coverage— 

(i) in which the issuer’s share of the total allowed costs of benefits provided under such coverage is not less than 65 percent of such costs; and 

(ii) that has an out of pocket limit not greater than the applicable amount described in section 223 (c)(2) of title 26 for the year involved, except that the Secretary may modify such limit if necessary to ensure the pool meets the actuarial value limit under clause (i); 

(C) ensures that with respect to the premium rate charged for health insurance coverage offered to eligible individuals through the high risk pool, such rate shall— 

(i) except as provided in clause (ii), vary only as provided for under section 300gg of this title (as amended by this Act and notwithstanding the date on which such amendments take effect); 

(ii) vary on the basis of age by a factor of not greater than 4 to 1; and 

(iii) be established at a standard rate for a standard population; and 

(D) meets any other requirements determined appropriate by the Secretary. 

(d) Eligible individual 
An individual shall be deemed to be an eligible individual for purposes of this section if such individual— 

(1) is a citizen or national of the United States or is lawfully present in the United States (as determined in accordance with section 18081 of this title); 

(2) has not been covered under creditable coverage (as defined in section 300gg (c)(1) of this title as in effect on March 23, 2010) during the 6-month period prior to the date on which such individual is applying for coverage through the high risk pool; and 

(3) has a pre-existing condition, as determined in a manner consistent with guidance issued by the Secretary. 

(e) Protection against dumping risk by insurers 
(1) In general 
The Secretary shall establish criteria for determining whether health insurance issuers and employment-based health plans have discouraged an individual from remaining enrolled in prior coverage based on that individual’s health status. 

(2) Sanctions 
An issuer or employment-based health plan shall be responsible for reimbursing the program under this section for the medical expenses incurred by the program for an individual who, based on criteria established by the Secretary, the Secretary finds was encouraged by the issuer to disenroll from health benefits coverage prior to enrolling in coverage through the program. The criteria shall include at least the following circumstances: 

(A) In the case of prior coverage obtained through an employer, the provision by the employer, group health plan, or the issuer of money or other financial consideration for disenrolling from the coverage. 

(B) In the case of prior coverage obtained directly from an issuer or under an employment-based health plan— 

(i) the provision by the issuer or plan of money or other financial consideration for disenrolling from the coverage; or 

(ii) in the case of an individual whose premium for the prior coverage exceeded the premium required by the program (adjusted based on the age factors applied to the prior coverage)— 

(I) the prior coverage is a policy that is no longer being actively marketed (as defined by the Secretary) by the issuer; or 

(II) the prior coverage is a policy for which duration of coverage form  [1] issue or health status are factors that can be considered in determining premiums at renewal. 

(3) Construction 
Nothing in this subsection shall be construed as constituting exclusive remedies for violations of criteria established under paragraph (1) or as preventing States from applying or enforcing such paragraph or other provisions under law with respect to health insurance issuers. 

(f) Oversight 
The Secretary shall establish— 

(1) an appeals process to enable individuals to appeal a determination under this section; and 

(2) procedures to protect against waste, fraud, and abuse. 

(g) Funding; termination of authority 
(1) In general 
There is appropriated to the Secretary, out of any moneys in the Treasury not otherwise appropriated, $5,000,000,000 to pay claims against (and the administrative costs of) the high risk pool under this section that are in excess of the amount of premiums collected from eligible individuals enrolled in the high risk pool. Such funds shall be available without fiscal year limitation. 

(2) Insufficient funds 
If the Secretary estimates for any fiscal year that the aggregate amounts available for the payment of the expenses of the high risk pool will be less than the actual amount of such expenses, the Secretary shall make such adjustments as are necessary to eliminate such deficit. 

(3) Termination of authority 
(A) In general 
Except as provided in subparagraph (B), coverage of eligible individuals under a high risk pool in a State shall terminate on January 1, 2014. 

(B) Transition to Exchange 
The Secretary shall develop procedures to provide for the transition of eligible individuals enrolled in health insurance coverage offered through a high risk pool established under this section into qualified health plans offered through an Exchange. Such procedures shall ensure that there is no lapse in coverage with respect to the individual and may extend coverage after the termination of the risk pool involved, if the Secretary determines necessary to avoid such a lapse. 

(4) Limitations 
The Secretary has the authority to stop taking applications for participation in the program under this section to comply with the funding limitation provided for in paragraph (1). 

(5) Relation to State laws 
The standards established under this section shall supersede any State law or regulation (other than State licensing laws or State laws relating to plan solvency) with respect to qualified high risk pools which are established in accordance with this section. 
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42 USC § 300gg - Fair health insurance premiums

(a)  1 Prohibiting discriminatory premium rates 
(1) In general 
With respect to the premium rate charged by a health insurance issuer for health insurance coverage offered in the individual or small group market— 

(A) such rate shall vary with respect to the particular plan or coverage involved only by— 

(i) whether such plan or coverage covers an individual or family; 

(ii) rating area, as established in accordance with paragraph (2); 

(iii) age, except that such rate shall not vary by more than 3 to 1 for adults (consistent with section 300gg–6 (c) of this title); and 

(iv) tobacco use, except that such rate shall not vary by more than 1.5 to 1; and 

(B) such rate shall not vary with respect to the particular plan or coverage involved by any other factor not described in subparagraph (A). 

(2) Rating area 
(A) In general 
Each State shall establish 1 or more rating areas within that State for purposes of applying the requirements of this subchapter. 

(B) Secretarial review 
The Secretary shall review the rating areas established by each State under subparagraph (A) to ensure the adequacy of such areas for purposes of carrying out the requirements of this subchapter. If the Secretary determines a State’s rating areas are not adequate, or that a State does not establish such areas, the Secretary may establish rating areas for that State. 

(3) Permissible age bands 
The Secretary, in consultation with the National Association of Insurance Commissioners, shall define the permissible age bands for rating purposes under paragraph (1)(A)(iii). 

(4) Application of variations based on age or tobacco use 
With respect to family coverage under a group health plan or health insurance coverage, the rating variations permitted under clauses (iii) and (iv) of paragraph (1)(A) shall be applied based on the portion of the premium that is attributable to each family member covered under the plan or coverage. 

(5) Special rule for large group market 
If a State permits health insurance issuers that offer coverage in the large group market in the State to offer such coverage through the State Exchange (as provided for under section 18032 (f)(2)(B) of this title), the provisions of this subsection shall apply to all coverage offered in such market (other than self-insured group health plans offered in such market) in the State. 
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42 USC § 18021 - Qualified health plan defined

(a) Qualified health plan 
In this title:  [1] 
(1) In general 
The term “qualified health plan” means a health plan that— 

(A) has in effect a certification (which may include a seal or other indication of approval) that such plan meets the criteria for certification described in section 18031 (c) of this title issued or recognized by each Exchange through which such plan is offered; 

(B) provides the essential health benefits package described in section 18022 (a) of this title; and 

(C) is offered by a health insurance issuer that— 

(i) is licensed and in good standing to offer health insurance coverage in each State in which such issuer offers health insurance coverage under this title;  [1] 
(ii) agrees to offer at least one qualified health plan in the silver level and at least one plan in the gold level in each such Exchange; 

(iii) agrees to charge the same premium rate for each qualified health plan of the issuer without regard to whether the plan is offered through an Exchange or whether the plan is offered directly from the issuer or through an agent; and 

(iv) complies with the regulations developed by the Secretary under section 18031 (d) of this title and such other requirements as an applicable Exchange may establish. 

(2) Inclusion of CO–OP plans and multi-State qualified health plans 
Any reference in this title  [1] to a qualified health plan shall be deemed to include a qualified health plan offered through the CO–OP program under section 18042 of this title, and a multi-State plan under section 18054 of this title, unless specifically provided for otherwise. 

(3) Treatment of qualified direct primary care medical home plans 
The Secretary of Health and Human Services shall permit a qualified health plan to provide coverage through a qualified direct primary care medical home plan that meets criteria established by the Secretary, so long as the qualified health plan meets all requirements that are otherwise applicable and the services covered by the medical home plan are coordinated with the entity offering the qualified health plan. 

(4) Variation based on rating area 
A qualified health plan, including a multi-State qualified health plan, may as appropriate vary premiums by rating area (as defined in section 300gg (a)(2) of this title). 

(b) Terms relating to health plans 
In this title:  [1] 
(1) Health plan 
(A) In general 
The term “health plan” means health insurance coverage and a group health plan. 

(B) Exception for self-insured plans and MEWAs 
Except to the extent specifically provided by this title, [1] the term “health plan” shall not include a group health plan or multiple employer welfare arrangement to the extent the plan or arrangement is not subject to State insurance regulation under section 1144 of title 29. 

(2) Health insurance coverage and issuer 
The terms “health insurance coverage” and “health insurance issuer” have the meanings given such terms by section 300gg–91 (b) of this title. 

(3) Group health plan 
The term “group health plan” has the meaning given such term by section 300gg–91 (a) of this title. 
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42 USC § 18022 - Essential health benefits requirements

(a) Essential health benefits package 
In this title, [1] the term “essential health benefits package” means, with respect to any health plan, coverage that— 

(1) provides for the essential health benefits defined by the Secretary under subsection (b); 

(2) limits cost-sharing for such coverage in accordance with subsection (c); and 

(3) subject to subsection (e), provides either the bronze, silver, gold, or platinum level of coverage described in subsection (d). 

(b) Essential health benefits 
(1) In general 
Subject to paragraph (2), the Secretary shall define the essential health benefits, except that such benefits shall include at least the following general categories and the items and services covered within the categories: 

(A) Ambulatory patient services. 

(B) Emergency services. 

(C) Hospitalization. 

(D) Maternity and newborn care. 

(E) Mental health and substance use disorder services, including behavioral health treatment. 

(F) Prescription drugs. 

(G) Rehabilitative and habilitative services and devices. 

(H) Laboratory services. 

(I) Preventive and wellness services and chronic disease management. 

(J) Pediatric services, including oral and vision care. 

(2) Limitation 
(A) In general 
The Secretary shall ensure that the scope of the essential health benefits under paragraph (1) is equal to the scope of benefits provided under a typical employer plan, as determined by the Secretary. To inform this determination, the Secretary of Labor shall conduct a survey of employer-sponsored coverage to determine the benefits typically covered by employers, including multiemployer plans, and provide a report on such survey to the Secretary. 

(B) Certification 
In defining the essential health benefits described in paragraph (1), and in revising the benefits under paragraph (4)(H), the Secretary shall submit a report to the appropriate committees of Congress containing a certification from the Chief Actuary of the Centers for Medicare & Medicaid Services that such essential health benefits meet the limitation described in paragraph (2). 

(3) Notice and hearing 
In defining the essential health benefits described in paragraph (1), and in revising the benefits under paragraph (4)(H), the Secretary shall provide notice and an opportunity for public comment. 

(4) Required elements for consideration 
In defining the essential health benefits under paragraph (1), the Secretary shall— 

(A) ensure that such essential health benefits reflect an appropriate balance among the categories described in such subsection, [2] so that benefits are not unduly weighted toward any category; 

(B) not make coverage decisions, determine reimbursement rates, establish incentive programs, or design benefits in ways that discriminate against individuals because of their age, disability, or expected length of life; 

(C) take into account the health care needs of diverse segments of the population, including women, children, persons with disabilities, and other groups; 

(D) ensure that health benefits established as essential not be subject to denial to individuals against their wishes on the basis of the individuals’ age or expected length of life or of the individuals’ present or predicted disability, degree of medical dependency, or quality of life; 

(E) provide that a qualified health plan shall not be treated as providing coverage for the essential health benefits described in paragraph (1) unless the plan provides that— 

(i) coverage for emergency department services will be provided without imposing any requirement under the plan for prior authorization of services or any limitation on coverage where the provider of services does not have a contractual relationship with the plan for the providing of services that is more restrictive than the requirements or limitations that apply to emergency department services received from providers who do have such a contractual relationship with the plan; and 

(ii) if such services are provided out-of-network, the cost-sharing requirement (expressed as a copayment amount or coinsurance rate) is the same requirement that would apply if such services were provided in-network; 

(F) provide that if a plan described in section 18031 (b)(2)(B)(ii)  [3] of this title (relating to stand-alone dental benefits plans) is offered through an Exchange, another health plan offered through such Exchange shall not fail to be treated as a qualified health plan solely because the plan does not offer coverage of benefits offered through the stand-alone plan that are otherwise required under paragraph (1)(J); and  [4] 
(G) periodically review the essential health benefits under paragraph (1), and provide a report to Congress and the public that contains— 

(i) an assessment of whether enrollees are facing any difficulty accessing needed services for reasons of coverage or cost; 

(ii) an assessment of whether the essential health benefits needs to be modified or updated to account for changes in medical evidence or scientific advancement; 

(iii) information on how the essential health benefits will be modified to address any such gaps in access or changes in the evidence base; 

(iv) an assessment of the potential of additional or expanded benefits to increase costs and the interactions between the addition or expansion of benefits and reductions in existing benefits to meet actuarial limitations described in paragraph (2); and 

(H) periodically update the essential health benefits under paragraph (1) to address any gaps in access to coverage or changes in the evidence base the Secretary identifies in the review conducted under subparagraph (G). 

(5) Rule of construction 
Nothing in this title  [1] shall be construed to prohibit a health plan from providing benefits in excess of the essential health benefits described in this subsection. 

(c) Requirements relating to cost-sharing 
(1) Annual limitation on cost-sharing 
(A) 2014 
The cost-sharing incurred under a health plan with respect to self-only coverage or coverage other than self-only coverage for a plan year beginning in 2014 shall not exceed the dollar amounts in effect under section 223 (c)(2)(A)(ii) of title 26 for self-only and family coverage, respectively, for taxable years beginning in 2014. 

(B) 2015 and later 
In the case of any plan year beginning in a calendar year after 2014, the limitation under this paragraph shall— 

(i) in the case of self-only coverage, be equal to the dollar amount under subparagraph (A) for self-only coverage for plan years beginning in 2014, increased by an amount equal to the product of that amount and the premium adjustment percentage under paragraph (4) for the calendar year; and 

(ii) in the case of other coverage, twice the amount in effect under clause (i). 

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. 

(2) Annual limitation on deductibles for employer-sponsored plans 
(A) In general 
In the case of a health plan offered in the small group market, the deductible under the plan shall not exceed— 

(i) $2,000 in the case of a plan covering a single individual; and 

(ii) $4,000 in the case of any other plan. 

The amounts under clauses (i) and (ii) may be increased by the maximum amount of reimbursement which is reasonably available to a participant under a flexible spending arrangement described in section 106 (c)(2) of title 26 (determined without regard to any salary reduction arrangement). 

(B) Indexing of limits 
In the case of any plan year beginning in a calendar year after 2014— 

(i) the dollar amount under subparagraph (A)(i) shall be increased by an amount equal to the product of that amount and the premium adjustment percentage under paragraph (4) for the calendar year; and 

(ii) the dollar amount under subparagraph (A)(ii) shall be increased to an amount equal to twice the amount in effect under subparagraph (A)(i) for plan years beginning in the calendar year, determined after application of clause (i). 

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. 

(C) Actuarial value 
The limitation under this paragraph shall be applied in such a manner so as to not affect the actuarial value of any health plan, including a plan in the bronze level. 

(D) Coordination with preventive limits 
Nothing in this paragraph shall be construed to allow a plan to have a deductible under the plan apply to benefits described in section 2713 of the Public Health Service Act [42 U.S.C. 300gg–13]. 

(3) Cost-sharing 
In this title—  [1] 
(A) In general 
The term “cost-sharing” includes— 

(i) deductibles, coinsurance, copayments, or similar charges; and 

(ii) any other expenditure required of an insured individual which is a qualified medical expense (within the meaning of section 223 (d)(2) of title 26) with respect to essential health benefits covered under the plan. 

(B) Exceptions 
Such term does not include premiums, balance billing amounts for non-network providers, or spending for non-covered services. 

(4) Premium adjustment percentage 
For purposes of paragraphs (1)(B)(i) and (2)(B)(i), the premium adjustment percentage for any calendar year is the percentage (if any) by which the average per capita premium for health insurance coverage in the United States for the preceding calendar year (as estimated by the Secretary no later than October 1 of such preceding calendar year) exceeds such average per capita premium for 2013 (as determined by the Secretary). 

(d) Levels of coverage 
(1) Levels of coverage defined 
The levels of coverage described in this subsection are as follows: 

(A) Bronze level 
A plan in the bronze level shall provide a level of coverage that is designed to provide benefits that are actuarially equivalent to 60 percent of the full actuarial value of the benefits provided under the plan. 

(B) Silver level 
A plan in the silver level shall provide a level of coverage that is designed to provide benefits that are actuarially equivalent to 70 percent of the full actuarial value of the benefits provided under the plan. 

(C) Gold level 
A plan in the gold level shall provide a level of coverage that is designed to provide benefits that are actuarially equivalent to 80 percent of the full actuarial value of the benefits provided under the plan. 

(D) Platinum level 
A plan in the platinum level shall provide a level of coverage that is designed to provide benefits that are actuarially equivalent to 90 percent of the full actuarial value of the benefits provided under the plan. 

(2) Actuarial value 
(A) In general 
Under regulations issued by the Secretary, the level of coverage of a plan shall be determined on the basis that the essential health benefits described in subsection (b) shall be provided to a standard population (and without regard to the population the plan may actually provide benefits to). 

(B) Employer contributions 
The Secretary shall issue regulations under which employer contributions to a health savings account (within the meaning of section 223 of title 26) may be taken into account in determining the level of coverage for a plan of the employer. 

(C) Application 
In determining under this title, [1] the Public Health Service Act [42 U.S.C. 201 et seq.], or title 26 the percentage of the total allowed costs of benefits provided under a group health plan or health insurance coverage that are provided by such plan or coverage, the rules contained in the regulations under this paragraph shall apply. 

(3) Allowable variance 
The Secretary shall develop guidelines to provide for a de minimis variation in the actuarial valuations used in determining the level of coverage of a plan to account for differences in actuarial estimates. 

(4) Plan reference 
In this title, [1] any reference to a bronze, silver, gold, or platinum plan shall be treated as a reference to a qualified health plan providing a bronze, silver, gold, or platinum level of coverage, as the case may be. 

(e) Catastrophic plan 
(1) In general 
A health plan not providing a bronze, silver, gold, or platinum level of coverage shall be treated as meeting the requirements of subsection (d) with respect to any plan year if— 

(A) the only individuals who are eligible to enroll in the plan are individuals described in paragraph (2); and 

(B) the plan provides— 

(i) except as provided in clause (ii), the essential health benefits determined under subsection (b), except that the plan provides no benefits for any plan year until the individual has incurred cost-sharing expenses in an amount equal to the annual limitation in effect under subsection (c)(1) for the plan year (except as provided for in section 2713);  [1] and 

(ii) coverage for at least three primary care visits. 

(2) Individuals eligible for enrollment 
An individual is described in this paragraph for any plan year if the individual— 

(A) has not attained the age of 30 before the beginning of the plan year; or 

(B) has a certification in effect for any plan year under this title  [1] that the individual is exempt from the requirement under section 5000A of title 26 by reason of— 

(i) section 5000A(e)(1) of such title (relating to individuals without affordable coverage); or 

(ii) section 5000A(e)(5) of such title (relating to individuals with hardships). 

(3) Restriction to individual market 
If a health insurance issuer offers a health plan described in this subsection, the issuer may only offer the plan in the individual market. 

(f) Child-only plans 
If a qualified health plan is offered through the Exchange in any level of coverage specified under subsection (d), the issuer shall also offer that plan through the Exchange in that level as a plan in which the only enrollees are individuals who, as of the beginning of a plan year, have not attained the age of 21, and such plan shall be treated as a qualified health plan. 

(g) Payments to Federally-qualified health centers 
If any item or service covered by a qualified health plan is provided by a Federally-qualified health center (as defined in section 1396d (l)(2)(B) of this title) to an enrollee of the plan, the offeror of the plan shall pay to the center for the item or service an amount that is not less than the amount of payment that would have been paid to the center under section 1396a (bb) of this title) for such item or service. 
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42 USC § 18023 - Special rules

(a) State opt-out of abortion coverage 
(1) In general 
A State may elect to prohibit abortion coverage in qualified health plans offered through an Exchange in such State if such State enacts a law to provide for such prohibition. 

(2) Termination of opt out 
A State may repeal a law described in paragraph (1) and provide for the offering of such services through the Exchange. 

(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  [1] (or any amendment made by this title)—  [1] 
(i) nothing in this title  [1] (or any amendment made by this title), [1] 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 title 26 (and the amount (if any) of the advance payment of the credit under section 18082 of this title). 

(ii) Any cost-sharing reduction under section 18071 of this title (and the amount (if any) of the advance payment of the reduction under section 18082 of this title). 

(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  [2] 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  [3] 
(c) Application of State and Federal laws regarding abortion 
(1) No preemption of State laws regarding abortion 
Nothing in this Act shall be construed to preempt or otherwise have any effect on State laws regarding the prohibition of (or requirement of) coverage, funding, or procedural requirements on abortions, including parental notification or consent for the performance of an abortion on a minor. 

(2) No effect on Federal laws regarding abortion 
(A)  4 In general 
Nothing in this Act shall be construed to have any effect on Federal laws regarding— 

(i) conscience protection; 

(ii) willingness or refusal to provide abortion; and 

(iii) discrimination on the basis of the willingness or refusal to provide, pay for, cover, or refer for abortion or to provide or participate in training to provide abortion. 

(3) No effect on Federal civil rights law 
Nothing in this subsection shall alter the rights and obligations of employees and employers under title VII of the Civil Rights Act of 1964 [42 U.S.C. 2000e et seq.]. 

(d) Application of emergency services laws 
Nothing in this Act shall be construed to relieve any health care provider from providing emergency services as required by State or Federal law, including section 1395dd of this title (popularly known as “EMTALA”). 
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42 USC § 18024 - Related definitions

(a) Definitions relating to markets 
In this title:  [1] 
(1) Group market 
The term “group market” means the health insurance market under which individuals obtain health insurance coverage (directly or through any arrangement) on behalf of themselves (and their dependents) through a group health plan maintained by an employer. 

(2) Individual market 
The term “individual market” means the market for health insurance coverage offered to individuals other than in connection with a group health plan. 

(3) Large and small group markets 
The terms “large group market” and “small group market” mean the health insurance market under which individuals obtain health insurance coverage (directly or through any arrangement) on behalf of themselves (and their dependents) through a group health plan maintained by a large employer (as defined in subsection (b)(1)) or by a small employer (as defined in subsection (b)(2)), respectively. 

(b) Employers 
In this title:  [1] 
(1) Large employer 
The term “large employer” means, in connection with a group health plan with respect to a calendar year and a plan year, an employer who employed an average of at least 101 employees on business days during the preceding calendar year and who employs at least 1 employee on the first day of the plan year. 

(2) Small employer 
The term “small employer” means, in connection with a group health plan with respect to a calendar year and a plan year, an employer who employed an average of at least 1 but not more than 100 employees on business days during the preceding calendar year and who employs at least 1 employee on the first day of the plan year. 

(3) State option to treat 50 employees as small 
In the case of plan years beginning before January 1, 2016, a State may elect to apply this subsection by substituting “51 employees” for “101 employees” in paragraph (1) and by substituting “50 employees” for “100 employees” in paragraph (2). 

(4) Rules for determining employer size 
For purposes of this subsection— 

(A) Application of aggregation rule for employers 
All persons treated as a single employer under subsection (b), (c), (m), or (o) ofsection 414 of title 26 shall be treated as 1 employer. 

(B) 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 a small or 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. 

(C) Predecessors 
Any reference in this subsection to an employer shall include a reference to any predecessor of such employer. 

(D) Continuation of participation for growing small employers 
If— 

(i) a qualified employer that is a small employer makes enrollment in qualified health plans offered in the small group market available to its employees through an Exchange; and 
(ii) the employer ceases to be a small employer by reason of an increase in the number of employees of such employer; 
the employer shall continue to be treated as a small employer for purposes of this subchapter for the period beginning with the increase and ending with the first day on which the employer does not make such enrollment available to its employees. 

(c) Secretary 
In this title, [1] the term “Secretary” means the Secretary of Health and Human Services. 

(d) State 
In this title, [1] the term “State” means each of the 50 States and the District of Columbia. 

(e) Educated health care consumers 
The term “educated health care consumer” means an individual who is knowledgeable about the health care system, and has background or experience in making informed decisions regarding health, medical, and scientific matters. 
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42 USC § 18031 - Affordable choices of health benefit plans

(a) Assistance to States to establish American Health Benefit Exchanges 
(1) Planning and establishment grants 
There shall be appropriated to the Secretary, out of any moneys in the Treasury not otherwise appropriated, an amount necessary to enable the Secretary to make awards, not later than 1 year after March 23, 2010, to States in the amount specified in paragraph (2) for the uses described in paragraph (3). 

(2) Amount specified 
For each fiscal year, the Secretary shall determine the total amount that the Secretary will make available to each State for grants under this subsection. 

(3) Use of funds 
A State shall use amounts awarded under this subsection for activities (including planning activities) related to establishing an American Health Benefit Exchange, as described in subsection (b). 

(4) Renewability of grant 
(A) In general 
Subject to subsection (d)(4), the Secretary may renew a grant awarded under paragraph (1) if the State recipient of such grant— 

(i) is making progress, as determined by the Secretary, toward— 

(I) establishing an Exchange; and 

(II) implementing the reforms described in subtitles A and C (and the amendments made by such subtitles); and 

(ii) is meeting such other benchmarks as the Secretary may establish. 

(B) Limitation 
No grant shall be awarded under this subsection after January 1, 2015. 

(5) Technical assistance to facilitate participation in SHOP Exchanges 
The Secretary shall provide technical assistance to States to facilitate the participation of qualified small businesses in such States in SHOP Exchanges. 

(b) American Health Benefit Exchanges 
(1) In general 
Each State shall, not later than January 1, 2014, establish an American Health Benefit Exchange (referred to in this title  [1] as an “Exchange”) for the State that— 

(A) facilitates the purchase of qualified health plans; 

(B) provides for the establishment of a Small Business Health Options Program (in this title  [1] referred to as a “SHOP Exchange”) that is designed to assist qualified employers in the State who are small employers in facilitating the enrollment of their employees in qualified health plans offered in the small group market in the State; and 

(C) meets the requirements of subsection (d). 

(2) Merger of individual and SHOP Exchanges 
A State may elect to provide only one Exchange in the State for providing both Exchange and SHOP Exchange services to both qualified individuals and qualified small employers, but only if the Exchange has adequate resources to assist such individuals and employers. 

(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 [42 U.S.C. 300gg–1 (c)]), 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 individuals, such as health care providers defined in section 340B(a)(4) of the Public Health Service Act [42 U.S.C. 256b (a)(4)] and providers described in section 1927(c)(1)(D)(i)(IV) of the Social Security Act [42 U.S.C. 1396r–8 (c)(1)(D)(i)(IV)] as set forth by section 221 ofPublic 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 [42 U.S.C. 280j–2], 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 [42 U.S.C. 1320b–9a]. 

(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 18003 (a) of this title 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  [1] 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 title 26 and other special enrollment periods under circumstances similar to such periods under part D of title XVIII of the Social Security Act [42 U.S.C. 1395w–101 et seq.]; and 

(D) special monthly enrollment periods for Indians (as defined in section 1603 of title 25). 

(d) Requirements 
(1) In general 
An Exchange shall be a governmental agency or nonprofit entity that is established by a State. 

(2) Offering of coverage 
(A) In general 
An Exchange shall make available qualified health plans to qualified individuals and qualified employers. 

(B) Limitation 
(i) In general An Exchange may not make available any health plan that is not a qualified health plan. 

(ii) Offering of stand-alone dental benefits Each Exchange within a State shall allow an issuer of a plan that only provides limited scope dental benefits meeting the requirements of section 9832 (c)(2)(A) of title 26 to offer the plan through the Exchange (either separately or in conjunction with a qualified health plan) if the plan provides pediatric dental benefits meeting the requirements of section 18022 (b)(1)(J) of this title). 

(3) Rules relating to additional required benefits 
(A) In general 
Except as provided in subparagraph (B), an Exchange may make available a qualified health plan notwithstanding any provision of law that may require benefits other than the essential health benefits specified under section 18022 (b) of this title. 

(B) States may require additional benefits 
(i) In general Subject to the requirements of clause (ii), a State may require that a qualified health plan offered in such State offer benefits in addition to the essential health benefits specified under section 18022 (b) of this title. 

(ii) State must assume cost A State shall make payments— 

(I) to an individual enrolled in a qualified health plan offered in such State; or 

(II) on behalf of an individual described in subclause (I) directly to the qualified health plan in which such individual is enrolled; 

 to defray the cost of any additional benefits described in clause (i). 

(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 [42 U.S.C. 300gg–15]; 

(F) in accordance with section 18083 of this title, inform individuals of eligibility requirements for the medicaid program under title XIX of the Social Security Act [42 U.S.C. 1396 et seq.], the CHIP program under title XXI of such Act [42 U.S.C. 1397aa et seq.], 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 title 26 and any cost-sharing reduction under section 18071 of this title; 

(H) subject to section 18081 of this title, grant a certification attesting that, for purposes of the individual responsibility penalty under section 5000A of title 26, 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 title 26 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 title 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 18081 (b)(4) of this title 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). 

(5) Funding limitations 
(A) No Federal funds for continued operations 
In establishing an Exchange under this section, the State shall ensure that such Exchange is self-sustaining beginning on January 1, 2015, including allowing the Exchange to charge assessments or user fees to participating health insurance issuers, or to otherwise generate funding, to support its operations. 

(B) Prohibiting wasteful use of funds 
In carrying out activities under this subsection, an Exchange shall not utilize any funds intended for the administrative and operational expenses of the Exchange for staff retreats, promotional giveaways, excessive executive compensation, or promotion of Federal or State legislative and regulatory modifications. 

(6) Consultation 
An Exchange shall consult with stakeholders relevant to carrying out the activities under this section, including— 

(A) educated health care consumers who are enrollees in qualified health plans; 

(B) individuals and entities with experience in facilitating enrollment in qualified health plans; 

(C) representatives of small businesses and self-employed individuals; 

(D) State Medicaid offices; and 

(E) advocates for enrolling hard to reach populations. 

(7) Publication of costs 
An Exchange shall publish the average costs of licensing, regulatory fees, and any other payments required by the Exchange, and the administrative costs of such Exchange, on an Internet website to educate consumers on such costs. Such information shall also include monies lost to waste, fraud, and abuse. 

(e) Certification 
(1) In general 
An Exchange may certify a health plan as a qualified health plan if— 

(A) such health plan meets the requirements for certification as promulgated by the Secretary under subsection (c)(1); and 

(B) the Exchange determines that making available such health plan through such Exchange is in the interests of qualified individuals and qualified employers in the State or States in which such Exchange operates, except that the Exchange may not exclude a health plan— 

(i) on the basis that such plan is a fee-for-service plan; 

(ii) through the imposition of premium price controls; or 

(iii) on the basis that the plan provides treatments necessary to prevent patients’ deaths in circumstances the Exchange determines are inappropriate or too costly. 

(2) Premium considerations 
The Exchange shall require health plans seeking certification as qualified health plans to submit a justification for any premium increase prior to implementation of the increase. Such plans shall prominently post such information on their websites. The Exchange shall take this information, and the information and the recommendations provided to the Exchange by the State under section 2794(b)(1)  [1] of the Public Health Service Act [42 U.S.C. 300gg–94 (b)(1)] (relating to patterns or practices of excessive or unjustified premium increases), into consideration when determining whether to make such health plan available through the Exchange. The Exchange shall take into account any excess of premium growth outside the Exchange as compared to the rate of such growth inside the Exchange, including information reported by the States. 

(3) Transparency in coverage 
(A) In general 
The Exchange shall require health plans seeking certification as qualified health plans to submit to the Exchange, the Secretary, the State insurance commissioner, and make available to the public, accurate and timely disclosure of the following information: 

(i) Claims payment policies and practices. 

(ii) Periodic financial disclosures. 

(iii) Data on enrollment. 

(iv) Data on disenrollment. 

(v) Data on the number of claims that are denied. 

(vi) Data on rating practices. 

(vii) Information on cost-sharing and payments with respect to any out-of-network coverage. 

(viii) Information on enrollee and participant rights under this title. [1] 
(ix) Other information as determined appropriate by the Secretary. 

(B) Use of plain language 
The information required to be submitted under subparagraph (A) shall be provided in plain language. The term “plain language” means language that the intended audience, including individuals with limited English proficiency, can readily understand and use because that language is concise, well-organized, and follows other best practices of plain language writing. The Secretary and the Secretary of Labor shall jointly develop and issue guidance on best practices of plain language writing. 

(C) Cost sharing transparency 
The Exchange shall require health plans seeking certification as qualified health plans to permit individuals to learn the amount of cost-sharing (including deductibles, copayments, and coinsurance) under the individual’s plan or coverage that the individual would be responsible for paying with respect to the furnishing of a specific item or service by a participating provider in a timely manner upon the request of the individual. At a minimum, such information shall be made available to such individual through an Internet website and such other means for individuals without access to the Internet. 

(D) Group health plans 
The Secretary of Labor shall update and harmonize the Secretary’s rules concerning the accurate and timely disclosure to participants by group health plans of plan disclosure, plan terms and conditions, and periodic financial disclosure with the standards established by the Secretary under subparagraph (A). 

(f) Flexibility 
(1) Regional or other interstate exchanges 
An Exchange may operate in more than one State if— 

(A) each State in which such Exchange operates permits such operation; and 

(B) the Secretary approves such regional or interstate Exchange. 

(2) Subsidiary Exchanges 
A State may establish one or more subsidiary Exchanges if— 

(A) each such Exchange serves a geographically distinct area; and 

(B) the area served by each such Exchange is at least as large as a rating area described in section 2701(a) of the Public Health Service Act [42 U.S.C. 300gg (a)]. 

(3) Authority to contract 
(A) In general 
A State may elect to authorize an Exchange established by the State under this section to enter into an agreement with an eligible entity to carry out 1 or more responsibilities of the Exchange. 

(B) Eligible entity 
In this paragraph, the term “eligible entity” means— 

(i) a person— 

(I) incorporated under, and subject to the laws of, 1 or more States; 

(II) that has demonstrated experience on a State or regional basis in the individual and small group health insurance markets and in benefits coverage; and 

(III) that is not a health insurance issuer or that is treated under subsection (a) or (b) ofsection 52 of title 26 as a member of the same controlled group of corporations (or under common control with) as a health insurance issuer; or 

(ii) the State medicaid agency under title XIX of the Social Security Act [42 U.S.C. 1396 et seq.]. 

(g) Rewarding quality through market-based incentives 
(1) Strategy described 
A strategy described in this paragraph is a payment structure that provides increased reimbursement or other incentives for— 

(A) improving health outcomes through the implementation of activities that shall include quality reporting, effective case management, care coordination, chronic disease management, medication and care compliance initiatives, including through the use of the medical home model, for treatment or services under the plan or coverage; 

(B) the implementation of activities to prevent hospital readmissions through a comprehensive program for hospital discharge that includes patient-centered education and counseling, comprehensive discharge planning, and post discharge reinforcement by an appropriate health care professional; 

(C) the implementation of activities to improve patient safety and reduce medical errors through the appropriate use of best clinical practices, evidence based medicine, and health information technology under the plan or coverage; 

(D) the implementation of wellness and health promotion activities; and 

(E) the implementation of activities to reduce health and health care disparities, including through the use of language services, community outreach, and cultural competency trainings. 

(2) Guidelines 
The Secretary, in consultation with experts in health care quality and stakeholders, shall develop guidelines concerning the matters described in paragraph (1). 

(3) Requirements 
The guidelines developed under paragraph (2) shall require the periodic reporting to the applicable Exchange of the activities that a qualified health plan has conducted to implement a strategy described in paragraph (1). 

(h) Quality improvement 
(1) Enhancing patient safety 
Beginning on January 1, 2015, a qualified health plan may contract with— 

(A) a hospital with greater than 50 beds only if such hospital— 

(i) utilizes a patient safety evaluation system as described in part C of title IX of the Public Health Service Act [42 U.S.C. 299b–21 et seq.]; and 

(ii) implements a mechanism to ensure that each patient receives a comprehensive program for hospital discharge that includes patient-centered education and counseling, comprehensive discharge planning, and post discharge reinforcement by an appropriate health care professional; or 

(B) a health care provider only if such provider implements such mechanisms to improve health care quality as the Secretary may by regulation require. 

(2) Exceptions 
The Secretary may establish reasonable exceptions to the requirements described in paragraph (1). 

(3) Adjustment 
The Secretary may by regulation adjust the number of beds described in paragraph (1)(A). 

(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 
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 title 26 and cost-sharing reductions under section 18071 of this title; 

(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 [42 U.S.C. 300gg–93], 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. 

(j) Applicability of mental health parity 
Section 2726 of the Public Health Service Act [42 U.S.C. 300gg–26] shall apply to qualified health plans in the same manner and to the same extent as such section applies to health insurance issuers and group health plans. 

(k) Conflict 
An Exchange may not establish rules that conflict with or prevent the application of regulations promulgated by the Secretary under this subchapter. 
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42 USC § 18032 - Consumer choice

(a) Choice 
(1) Qualified individuals 
A qualified individual may enroll in any qualified health plan available to such individual and for which such individual is eligible. 

(2) Qualified employers 
(A) Employer may specify level 
A qualified employer may provide support for coverage of employees under a qualified health plan by selecting any level of coverage under section 18022 (d) of this title to be made available to employees through an Exchange. 

(B) Employee may choose plans within a level 
Each employee of a qualified employer that elects a level of coverage under subparagraph (A) may choose to enroll in a qualified health plan that offers coverage at that level. 

(b) Payment of premiums by qualified individuals 
A qualified individual enrolled in any qualified health plan may pay any applicable premium owed by such individual to the health insurance issuer issuing such qualified health plan. 

(c) Single risk pool 
(1) Individual market 
A health insurance issuer shall consider all enrollees in all health plans (other than grandfathered health plans) offered by such issuer in the individual market, including those enrollees who do not enroll in such plans through the Exchange, to be members of a single risk pool. 

(2) Small group market 
A health insurance issuer shall consider all enrollees in all health plans (other than grandfathered health plans) offered by such issuer in the small group market, including those enrollees who do not enroll in such plans through the Exchange, to be members of a single risk pool. 

(3) Merger of markets 
A State may require the individual and small group insurance markets within a State to be merged if the State determines appropriate. 

(4) State law 
A State law requiring grandfathered health plans to be included in a pool described in paragraph (1) or (2) shall not apply. 

(d) Empowering consumer choice 
(1) Continued operation of market outside Exchanges 
Nothing in this title  [1] shall be construed to prohibit— 

(A) a health insurance issuer from offering outside of an Exchange a health plan to a qualified individual or qualified employer; and 

(B) a qualified individual from enrolling in, or a qualified employer from selecting for its employees, a health plan offered outside of an Exchange. 

(2) Continued operation of State benefit requirements 
Nothing in this title  [1] shall be construed to terminate, abridge, or limit the operation of any requirement under State law with respect to any policy or plan that is offered outside of an Exchange to offer benefits. 

(3) Voluntary nature of an Exchange 
(A) Choice to enroll or not to enroll 
Nothing in this title  [1] shall be construed to restrict the choice of a qualified individual to enroll or not to enroll in a qualified health plan or to participate in an Exchange. 

(B) Prohibition against compelled enrollment 
Nothing in this title  [1] shall be construed to compel an individual to enroll in a qualified health plan or to participate in an Exchange. 

(C) Individuals allowed to enroll in any plan 
A qualified individual may enroll in any qualified health plan, except that in the case of a catastrophic plan described in section 18022 (e) of this title, a qualified individual may enroll in the plan only if the individual is eligible to enroll in the plan under section 18022 (e)(2) of this title. 

(D) Members of Congress in the Exchange 
(i) Requirement Notwithstanding any other provision of law, after the effective date of this subtitle, the only health plans that the Federal Government may make available to Members of Congress and congressional staff with respect to their service as a Member of Congress or congressional staff shall be health plans that are— 

(I) created under this Act (or an amendment made by this Act); or 

(II) offered through an Exchange established under this Act (or an amendment made by this Act). 

(ii) Definitions In this section: 

(I) Member of Congress The term “Member of Congress” means any member of the House of Representatives or the Senate. 

(II) Congressional staff The term “congressional staff” means all full-time and part-time employees employed by the official office of a Member of Congress, whether in Washington, DC or outside of Washington, DC. 

(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 title 26 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 title). 

(e) Enrollment through agents or brokers 
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. 

(f) Qualified individuals and employers; access limited to citizens and lawful residents 
(1) Qualified individuals 
In this title:  [1] 
(A) In general 
The term “qualified individual” means, with respect to an Exchange, an individual who— 

(i) is seeking to enroll in a qualified health plan in the individual market offered through the Exchange; and 

(ii) resides in the State that established the Exchange. 

(B) Incarcerated individuals excluded 
An individual shall not be treated as a qualified individual if, at the time of enrollment, the individual is incarcerated, other than incarceration pending the disposition of charges. 

(2) Qualified employer 
In this title:  [1] 
(A) In general 
The term “qualified employer” means a small employer that elects to make all full-time employees of such employer eligible for 1 or more qualified health plans offered in the small group market through an Exchange that offers qualified health plans. 

(B) Extension to large groups 
(i) In general Beginning in 2017, each State may allow issuers of health insurance coverage in the large group market in the State to offer qualified health plans in such market through an Exchange. Nothing in this subparagraph shall be construed as requiring the issuer to offer such plans through an Exchange. 

(ii) Large employers eligible If a State under clause (i) allows issuers to offer qualified health plans in the large group market through an Exchange, the term “qualified employer” shall include a large employer that elects to make all full-time employees of such employer eligible for 1 or more qualified health plans offered in the large group market through the Exchange. 

(3) Access limited to lawful residents 
If an individual is not, or is not reasonably expected to be for the entire period for which enrollment is sought, a citizen or national of the United States or an alien lawfully present in the United States, the individual shall not be treated as a qualified individual and may not be covered under a qualified health plan in the individual market that is offered through an Exchange. 
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42 USC § 18033 - Financial integrity

(a) Accounting for expenditures 
(1) In general 
An Exchange shall keep an accurate accounting of all activities, receipts, and expenditures and shall annually submit to the Secretary a report concerning such accountings. 

(2) Investigations 
The Secretary, in coordination with the Inspector General of the Department of Health and Human Services, may investigate the affairs of an Exchange, may examine the properties and records of an Exchange, and may require periodic reports in relation to activities undertaken by an Exchange. An Exchange shall fully cooperate in any investigation conducted under this paragraph. 

(3) Audits 
An Exchange shall be subject to annual audits by the Secretary. 

(4) Pattern of abuse 
If the Secretary determines that an Exchange or a State has engaged in serious misconduct with respect to compliance with the requirements of, or carrying out of activities required under, this title, [1] the Secretary may rescind from payments otherwise due to such State involved under this or any other Act administered by the Secretary an amount not to exceed 1 percent of such payments per year until corrective actions are taken by the State that are determined to be adequate by the Secretary. 

(5) Protections against fraud and abuse 
With respect to activities carried out under this title, [1] the Secretary shall provide for the efficient and non-discriminatory administration of Exchange activities and implement any measure or procedure that— 

(A) the Secretary determines is appropriate to reduce fraud and abuse in the administration of this title;  [1] and 

(B) the Secretary has authority to implement under this title  [1] or any other Act. 

(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. 

(B)  2 Damages 
Notwithstanding paragraph (1) of section 3729 (a) of title 31, 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. 

(b) GAO oversight 
Not later than 5 years after the first date on which Exchanges are required to be operational under this title, [1] the Comptroller General shall conduct an ongoing study of Exchange activities and the enrollees in qualified health plans offered through Exchanges. Such study shall review— 

(1) the operations and administration of Exchanges, including surveys and reports of qualified health plans offered through Exchanges and on the experience of such plans (including data on enrollees in Exchanges and individuals purchasing health insurance coverage outside of Exchanges), the expenses of Exchanges, claims statistics relating to qualified health plans, complaints data relating to such plans, and the manner in which Exchanges meet their goals; 

(2) any significant observations regarding the utilization and adoption of Exchanges; 

(3) where appropriate, recommendations for improvements in the operations or policies of Exchanges; 

(4) a survey of the cost and affordability of health care insurance provided under the Exchanges for owners and employees of small business concerns (as defined under section 632 of title 15), including data on enrollees in Exchanges and individuals purchasing health insurance coverage outside of Exchanges; and 

(5) how many physicians, by area and specialty, are not taking or accepting new patients enrolled in Federal Government health care programs, and the adequacy of provider networks of Federal Government health care programs. 
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42 USC § 18041 - State flexibility in operation and enforcement of Exchanges and related requirements

(a) Establishment of standards 
(1) In general 
The Secretary shall, as soon as practicable after March 23, 2010, issue regulations setting standards for meeting the requirements under this title, [1] and the amendments made by this title, [1] with respect to— 

(A) the establishment and operation of Exchanges (including SHOP Exchanges); 

(B) the offering of qualified health plans through such Exchanges; 

(C) the establishment of the reinsurance and risk adjustment programs under part E; and 

(D) such other requirements as the Secretary determines appropriate. 

The preceding sentence shall not apply to standards for requirements under subtitles A and C (and the amendments made by such subtitles) for which the Secretary issues regulations under the Public Health Service Act [42 U.S.C. 201 et seq.]. 

(2) Consultation 
In issuing the regulations under paragraph (1), the Secretary shall consult with the National Association of Insurance Commissioners and its members and with health insurance issuers, consumer organizations, and such other individuals as the Secretary selects in a manner designed to ensure balanced representation among interested parties. 

(b) State action 
Each State that elects, at such time and in such manner as the Secretary may prescribe, to apply the requirements described in subsection (a) shall, not later than January 1, 2014, adopt and have in effect— 

(1) the Federal standards established under subsection (a); or 

(2) a State law or regulation that the Secretary determines implements the standards within the State. 

(c) Failure to establish Exchange or implement requirements 
(1) In general 
If— 

(A) a State is not an electing State under subsection (b); or 

(B) the Secretary determines, on or before January 1, 2013, that an electing State— 

(i) will not have any required Exchange operational by January 1, 2014; or 

(ii) has not taken the actions the Secretary determines necessary to implement— 

(I) the other requirements set forth in the standards under subsection (a); or 

(II) the requirements set forth in subtitles A and C and the amendments made by such subtitles; 

the Secretary shall (directly or through agreement with a not-for-profit entity) establish and operate such Exchange within the State and the Secretary shall take such actions as are necessary to implement such other requirements. 

(2) Enforcement authority 
The provisions of section 2736(b)  [1] of the Public Health Services  [2] Act [42 U.S.C. 300gg–22 (b)] shall apply to the enforcement under paragraph (1) of requirements of subsection (a)(1) (without regard to any limitation on the application of those provisions to group health plans). 

(d) No interference with State regulatory authority 
Nothing in this title  [1] shall be construed to preempt any State law that does not prevent the application of the provisions of this title. [1] 
(e) Presumption for certain State-operated Exchanges 
(1) In general 
In the case of a State operating an Exchange before January 1, 2010, and which has insured a percentage of its population not less than the percentage of the population projected to be covered nationally after the implementation of this Act, that seeks to operate an Exchange under this section, the Secretary shall presume that such Exchange meets the standards under this section unless the Secretary determines, after completion of the process established under paragraph (2), that the Exchange does not comply with such standards. 

(2) Process 
The Secretary shall establish a process to work with a State described in paragraph (1) to provide assistance necessary to assist the State’s Exchange in coming into compliance with the standards for approval under this section. 
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42 USC § 18043 - Funding for the territories

(a) In general 
A territory that— 

(1) elects consistent with subsection (b) to establish an Exchange in accordance with part B of this subchapter and establishes such an Exchange in accordance with such part shall be treated as a State for purposes of such part and shall be entitled to payment from the amount allocated to the territory under subsection (c); or 

(2) does not make such election shall be entitled to an increase in the dollar limitation applicable to the territory under subsections (f) and (g) ofsection 1108 of the Social Security Act (42 U.S.C. 1308) for such period in such amount for such territory and such increase shall not be taken into account in computing any other amount under such subsections. 

(b) Terms and conditions 
An election under subsection (a)(1) shall— 

(1) not be effective unless the election is consistent with section 18041 of this title and is received not later than October 1, 2013; and 

(2) be contingent upon entering into an agreement between the territory and the Secretary that requires that— 

(A) funds provided under the agreement shall be used only to provide premium and cost-sharing assistance to residents of the territory obtaining health insurance coverage through the Exchange; and 

(B) the premium and cost-sharing assistance provided under such agreement shall be structured in such a manner so as to prevent any gap in assistance for individuals between the income level at which medical assistance is available through the territory’s Medicaid plan under title XIX of the Social Security Act [42 U.S.C. 1396 et seq.] and the income level at which premium and cost-sharing assistance is available under the agreement. 

(c) Appropriation and allocation 
(1) Appropriation 
Out of any funds in the Treasury not otherwise appropriated, there is appropriated for purposes of payment pursuant to subsection (a) $1,000,000,000, to be available during the period beginning with 2014 and ending with 2019. 

(2) Allocation 
The Secretary shall allocate the amount appropriated under paragraph (1) among the territories for purposes of carrying out this section as follows: 

(A) For Puerto Rico, $925,000,000. 

(B) For another territory, the portion of $75,000,000 specified by the Secretary. 
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42 USC § 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 18022 (b) of this title 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 title 26) 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 18022 (b) of this title. 

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. 

(b) Standard health plan 
In this section, the term “standard heath plan” means a health benefits plan that the State contracts with under this section— 

(1) under which the only individuals eligible to enroll are eligible individuals; 

(2) that provides at least the essential health benefits described in section 18022 (b) of this title; and 

(3) in the case of a plan that provides health insurance coverage offered by a health insurance issuer, that has a medical loss ratio of at least 85 percent. 

(c) Contracting process 
(1) In general 
A State basic health program shall establish a competitive process for entering into contracts with standard health plans under subsection (a), including negotiation of premiums and cost-sharing and negotiation of benefits in addition to the essential health benefits described in section 18022 (b) of this title. 

(2) Specific items to be considered 
A State shall, as part of its competitive process under paragraph (1), include at least the following: 

(A) Innovation 
Negotiation with offerors of a standard health plan for the inclusion of innovative features in the plan, including— 

(i) care coordination and care management for enrollees, especially for those with chronic health conditions; 

(ii) incentives for use of preventive services; and 

(iii) the establishment of relationships between providers and patients that maximize patient involvement in health care decision-making, including providing incentives for appropriate utilization under the plan. 

(B) Health and resource differences 
Consideration of, and the making of suitable allowances for, differences in health care needs of enrollees and differences in local availability of, and access to, health care providers. Nothing in this subparagraph shall be construed as allowing discrimination on the basis of pre-existing conditions or other health status-related factors. 

(C) Managed care 
Contracting with managed care systems, or with systems that offer as many of the attributes of managed care as are feasible in the local health care market. 

(D) Performance measures 
Establishing specific performance measures and standards for issuers of standard health plans that focus on quality of care and improved health outcomes, requiring such plans to report to the State with respect to the measures and standards, and making the performance and quality information available to enrollees in a useful form. 

(3) Enhanced availability 
(A) Multiple plans 
A State shall, to the maximum extent feasible, seek to make multiple standard health plans available to eligible individuals within a State to ensure individuals have a choice of such plans. 

(B) Regional compacts 
A State may negotiate a regional compact with other States to include coverage of eligible individuals in all such States in agreements with issuers of standard health plans. 

(4) Coordination with other State programs 
A State shall seek to coordinate the administration of, and provision of benefits under, its program under this section with the State medicaid program under title XIX of the Social Security Act [42 U.S.C. 1396 et seq.], the State child health plan under title XXI of such Act [42 U.S.C. 1397aa et seq.], and other State-administered health programs to maximize the efficiency of such programs and to improve the continuity of care. 

(d) Transfer of funds to States 
(1) In general 
If the Secretary determines that a State electing the application of this section meets the requirements of the program established under subsection (a), the Secretary shall transfer to the State for each fiscal year for which 1 or more standard health plans are operating within the State the amount determined under paragraph (3). 

(2) Use of funds 
A State shall establish a trust for the deposit of the amounts received under paragraph (1) and amounts in the trust fund shall only be used to reduce the premiums and cost-sharing of, or to provide additional benefits for, eligible individuals enrolled in standard health plans within the State. Amounts in the trust fund, and expenditures of such amounts, shall not be included in determining the amount of any non-Federal funds for purposes of meeting any matching or expenditure requirement of any federally-funded program. 

(3) Amount of payment 
(A) Secretarial determination 
(i) In general 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 title 26, and the cost-sharing reductions under section 18071 of this title, 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 subchapter. 

(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 determinations under subparagraph (A) for any preceding fiscal year. 

(4) Application of special rules 
The provisions of section 18023 of this title 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. 

(e) Eligible individual 
(1) In general 
In this section, the term “eligible individual” means, with respect to any State, an individual— 

(A) who a  [1] resident of the State who is not eligible to enroll in the State’s medicaid program under title XIX of the Social Security Act [42 U.S.C. 1396 et seq.] for benefits that at a minimum consist of the essential health benefits described in section 18022 (b) of this title; 

(B) whose household income exceeds 133 percent but does not exceed 200 percent of the poverty line for the size of the family involved, or, in the case of an alien lawfully present in the United States, whose income is not greater than 133 percent of the poverty line for the size of the family involved but who is not eligible for the Medicaid program under title XIX of the Social Security Act by reason of such alien status; 

(C) who is not eligible for minimum essential coverage (as defined in section 5000A (f) of title 26) or is eligible for an employer-sponsored plan that is not affordable coverage (as determined under section 5000A(e)(2) of such title); and 

(D) who has not attained age 65 as of the beginning of the plan year. 

Such term shall not include any individual who is not a qualified individual under section 18032 of this title who is eligible to be covered by a qualified health plan offered through an Exchange. 

(2) Eligible individuals may not use Exchange 
An eligible individual shall not be treated as a qualified individual under section 18032 of this title eligible for enrollment in a qualified health plan offered through an Exchange established under section 18031 of this title. 

(f) Secretarial oversight 
The Secretary shall each year conduct a review of each State program to ensure compliance with the requirements of this section, including ensuring that the State program meets— 

(1) eligibility verification requirements for participation in the program; 

(2) the requirements for use of Federal funds received by the program; and 

(3) the quality and performance standards under this section. 

(g) Standard health plan offerors 
A State may provide that persons eligible to offer standard health plans under a basic health program established under this section may include a licensed health maintenance organization, a licensed health insurance insurer, or a network of health care providers established to offer services under the program. 

(h) Definitions 
Any term used in this section which is also used in section 36B of title 26 shall have the meaning given such term by such section. 
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42 USC § 18052 - Waiver for State innovation

(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 A of this subchapter. 

(B) Part B of this subchapter. 

(C) Section 18071 of this title. 

(D) Sections 36B, 4980H, and 5000A of title 26. 

(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  [1] 36B of title 26 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  [2] 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. 

(4) Waiver consideration and transparency 
(A) In general 
An application for a waiver under this section shall be considered by the Secretary in accordance with the regulations described in subparagraph (B). 

(B) Regulations 
Not later than 180 days after March 23, 2010, the Secretary shall promulgate regulations relating to waivers under this section that provide— 

(i) a process for public notice and comment at the State level, including public hearings, sufficient to ensure a meaningful level of public input; 

(ii) a process for the submission of an application that ensures the disclosure of— 

(I) the provisions of law that the State involved seeks to waive; and 

(II) the specific plans of the State to ensure that the waiver will be in compliance with subsection (b); 

(iii) a process for providing public notice and comment after the application is received by the Secretary, that is sufficient to ensure a meaningful level of public input and that does not impose requirements that are in addition to, or duplicative of, requirements imposed under the Administrative Procedures Act, [2] or requirements that are unreasonable or unnecessarily burdensome with respect to State compliance; 

(iv) a process for the submission to the Secretary of periodic reports by the State concerning the implementation of the program under the waiver; and 

(v) a process for the periodic evaluation by the Secretary of the program under the waiver. 

(C) Report 
The Secretary shall annually report to Congress concerning actions taken by the Secretary with respect to applications for waivers under this section. 

(5) Coordinated waiver process 
The Secretary shall develop a process for coordinating and consolidating the State waiver processes applicable under the provisions of this section, and the existing waiver processes applicable under titles XVIII, XIX, and XXI of the Social Security Act [42 U.S.C. 1395 et seq., 1396 et seq., 1397aa et seq.], and any other Federal law relating to the provision of health care items or services. Such process shall permit a State to submit a single application for a waiver under any or all of such provisions. 

(6) Definition 
In this section, the term “Secretary” means— 

(A) the Secretary of Health and Human Services with respect to waivers relating to the provisions described in subparagraph (A) through (C) of paragraph (2); and 

(B) the Secretary of the Treasury with respect to waivers relating to the provisions described in paragraph (2)(D). 

(b) Granting of waivers 
(1) In general 
The Secretary may grant a request for a waiver under subsection (a)(1) only if the Secretary determines that the State plan— 

(A) will provide coverage that is at least as comprehensive as the coverage defined in section 18022 (b) of this title and offered through Exchanges established under this title  [2] as certified by Office  [3] of the Actuary of the Centers for Medicare & Medicaid Services based on sufficient data from the State and from comparable States about their experience with programs created by this Act and the provisions of this Act that would be waived; 

(B) will provide coverage and cost sharing protections against excessive out-of-pocket spending that are at least as affordable as the provisions of this title  [2] would provide; 

(C) will provide coverage to at least a comparable number of its residents as the provisions of this title  [2] would provide; and 

(D) will not increase the Federal deficit. 

(2) Requirement to enact a law 
(A) In general 
A law described in this paragraph is a State law that provides for State actions under a waiver under this section, including the implementation of the State plan under subsection (a)(1)(B). 

(B) Termination of opt out 
A State may repeal a law described in subparagraph (A) and terminate the authority provided under the waiver with respect to the State. 

(c) Scope of waiver 
(1) In general 
The Secretary shall determine the scope of a waiver of a requirement described in subsection (a)(2) granted to a State under subsection (a)(1). 

(2) Limitation 
The Secretary may not waive under this section any Federal law or requirement that is not within the authority of the Secretary. 

(d) Determinations by Secretary 
(1) Time for determination 
The Secretary shall make a determination under subsection (a)(1) not later than 180 days after the receipt of an application from a State under such subsection. 

(2) Effect of determination 
(A) Granting of waivers 
If the Secretary determines to grant a waiver under subsection (a)(1), the Secretary shall notify the State involved of such determination and the terms and effectiveness of such waiver. 

(B) Denial of waiver 
If the Secretary determines a waiver should not be granted under subsection (a)(1), the Secretary shall notify the State involved, and the appropriate committees of Congress of such determination and the reasons therefore. [4] 
(e) Term of waiver 
No waiver under this section may extend over a period of longer than 5 years unless the State requests continuation of such waiver, and such request shall be deemed granted unless the Secretary, within 90 days after the date of its submission to the Secretary, either denies such request in writing or informs the State in writing with respect to any additional information which is needed in order to make a final determination with respect to the request. 
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42 USC § 18053 - Provisions relating to offering of plans in more than one State

(a) Health care choice compacts 
(1) In general 
Not later than July 1, 2013, the Secretary shall, in consultation with the National Association of Insurance Commissioners, issue regulations for the creation of health care choice compacts under which 2 or more States may enter into an agreement under which— 

(A) 1 or more qualified health plans could be offered in the individual markets in all such States but, except as provided in subparagraph (B), only be subject to the laws and regulations of the State in which the plan was written or issued; 

(B) the issuer of any qualified health plan to which the compact applies— 

(i) would continue to be subject to market conduct, unfair trade practices, network adequacy, and consumer protection standards (including standards relating to rating), including addressing disputes as to the performance of the contract, of the State in which the purchaser resides; 

(ii) would be required to be licensed in each State in which it offers the plan under the compact or to submit to the jurisdiction of each such State with regard to the standards described in clause (i) (including allowing access to records as if the insurer were licensed in the State); and 

(iii) must clearly notify consumers that the policy may not be subject to all the laws and regulations of the State in which the purchaser resides. 

(2) State authority 
A State may not enter into an agreement under this subsection unless the State enacts a law after March 23, 2010, that specifically authorizes the State to enter into such agreements. 

(3) Approval of compacts 
The Secretary may approve interstate health care choice compacts under paragraph (1) only if the Secretary determines that such health care choice compact— 

(A) will provide coverage that is at least as comprehensive as the coverage defined in section 18022 (b) of this title and offered through Exchanges established under this title;  [1] 
(B) will provide coverage and cost sharing protections against excessive out-of-pocket spending that are at least as affordable as the provisions of this title  [1] would provide; 

(C) will provide coverage to at least a comparable number of its residents as the provisions of this title  [1] would provide; 

(D) will not increase the Federal deficit; and 

(E) will not weaken enforcement of laws and regulations described in paragraph (1)(B)(i) in any State that is included in such compact. 

(4) Effective date 
A health care choice compact described in paragraph (1) shall not take effect before January 1, 2016. 

(b) Repealed. Pub. L. 111–148, title X, § 10104(p),Mar. 23, 2010, 124 Stat. 902 
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42 USC § 18054 - Multi-State plans

(a) Oversight by the Office of Personnel Management 
(1) In general 
The Director of the Office of Personnel Management (referred to in this section as the “Director”) shall enter into contracts with health insurance issuers (which may include a group of health insurance issuers affiliated either by common ownership and control or by the common use of a nationally licensed service mark), without regard to section 6101 of title 41 or other statutes requiring competitive bidding, to offer at least 2 multi-State qualified health plans through each Exchange in each State. Such plans shall provide individual, or in the case of small employers, group coverage. 

(2) Terms 
Each contract entered into under paragraph (1) shall be for a uniform term of at least 1 year, but may be made automatically renewable from term to term in the absence of notice of termination by either party. In entering into such contracts, the Director shall ensure that health benefits coverage is provided in accordance with the types of coverage provided for under section 2701(a)(1)(A)(i) of the Public Health Service Act [42 U.S.C. 300gg (a)(1)(A)(i)]. 

(3) Non-profit entities 
In entering into contracts under paragraph (1), the Director shall ensure that at least one contract is entered into with a non-profit entity. 

(4) Administration 
The Director shall implement this subsection in a manner similar to the manner in which the Director implements the contracting provisions with respect to carriers under the Federal employees health benefit program  [1] under chapter 89 of title 5, including (through negotiating with each multi-state  [2] plan)— 

(A) a medical loss ratio; 

(B) a profit margin; 

(C) the premiums to be charged; and 

(D) such other terms and conditions of coverage as are in the interests of enrollees in such plans. 

(5) Authority to protect consumers 
The Director may prohibit the offering of any multi-State health plan that does not meet the terms and conditions defined by the Director with respect to the elements described in subparagraphs (A) through (D) of paragraph (4). 

(6) Assured availability of varied coverage 
In entering into contracts under this subsection, the Director shall ensure that with respect to multi-State qualified health plans offered in an Exchange, there is at least one such plan that does not provide coverage of services described in section 18023 (b)(1)(B)(i) of this title. 

(7) Withdrawal 
Approval of a contract under this subsection may be withdrawn by the Director only after notice and opportunity for hearing to the issuer concerned without regard to subchapter II of chapter 5 and chapter 7 of title 5. 

(b) Eligibility 
A health insurance issuer shall be eligible to enter into a contract under subsection (a)(1) if such issuer— 

(1) agrees to offer a multi-State qualified health plan that meets the requirements of subsection (c) in each Exchange in each State; 

(2) is licensed in each State and is subject to all requirements of State law not inconsistent with this section, including the standards and requirements that a State imposes that do not prevent the application of a requirement of part A of title XXVII of the Public Health Service Act [42 U.S.C. 300gg et seq.] or a requirement of this title;  [3] 
(3) otherwise complies with the minimum standards prescribed for carriers offering health benefits plans under section 8902 (e) of title 5 to the extent that such standards do not conflict with a provision of this title;  [3] and 

(4) meets such other requirements as determined appropriate by the Director, in consultation with the Secretary. 

(c) Requirements for multi-State qualified health plan 
(1) In general 
A multi-State qualified health plan meets the requirements of this subsection if, in the determination of the Director— 

(A) the plan offers a benefits package that is uniform in each State and consists of the essential benefits described in section 18022 of this title; 

(B) the plan meets all requirements of this title  [3] with respect to a qualified health plan, including requirements relating to the offering of the bronze, silver, and gold levels of coverage and catastrophic coverage in each State Exchange; 

(C) except as provided in paragraph (5), the issuer provides for determinations of premiums for coverage under the plan on the basis of the rating requirements of part A of title XXVII of the Public Health Service Act; and 

(D) the issuer offers the plan in all geographic regions, and in all States that have adopted adjusted community rating before March 23, 2010. 

(2) States may offer additional benefits 
Nothing in paragraph (1)(A) shall preclude a State from requiring that benefits in addition to the essential health benefits required under such paragraph be provided to enrollees of a multi-State qualified health plan offered in such State. 

(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 title 26 and cost sharing assistance under section 18071 of this title 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 title 26 with respect to such plan. 

(4) State must assume cost 
A State shall make payments— 

(A) to an individual enrolled in a multi-State qualified health plan offered in such State; or 

(B) on behalf of an individual described in subparagraph (A) directly to the multi-State qualified health plan in which such individual is enrolled; 

to defray the cost of any additional benefits described in paragraph (2). 

(5) Application of certain State rating requirements 
With respect to a multi-State qualified health plan that is offered in a State with age rating requirements that are lower than 3:1, the State may require that Exchanges operating in such State only permit the offering of such multi-State qualified health plans if such plans comply with the State’s more protective age rating requirements. 

(d) Plans deemed to be certified 
A multi-State qualified health plan that is offered under a contract under subsection (a) shall be deemed to be certified by an Exchange for purposes of section 18031 (d)(4)(A) of this title. 

(e) Phase-in 
Notwithstanding paragraphs (1) and (2) of subsection (b), the Director shall enter into a contract with a health insurance issuer for the offering of a multi-State qualified health plan under subsection (a) if— 

(1) with respect to the first year for which the issuer offers such plan, such issuer offers the plan in at least 60 percent of the States; 

(2) with respect to the second such year, such issuer offers the plan in at least 70 percent of the States; 

(3) with respect to the third such year, such issuer offers the plan in at least 85 percent of the States; and 

(4) with respect to each subsequent year, such issuer offers the plan in all States. 

(f) Applicability 
The requirements under chapter 89 of title 5 applicable to health benefits plans under such chapter shall apply to multi-State qualified health plans provided for under this section to the extent that such requirements do not conflict with a provision of this title. [3] 
(g) Continued support for FEHBP 
(1) Maintenance of effort 
Nothing in this section shall be construed to permit the Director to allocate fewer financial or personnel resources to the functions of the Office of Personnel Management related to the administration of the Federal Employees Health Benefit Program under chapter 89 of title 5. 

(2) Separate risk pool 
Enrollees in multi-State qualified health plans under this section shall be treated as a separate risk pool apart from enrollees in the Federal Employees Health Benefit Program under chapter 89 of title 5. 

(3) Authority to establish separate entities 
The Director may establish such separate units or offices within the Office of Personnel Management as the Director determines to be appropriate to ensure that the administration of multi-State qualified health plans under this section does not interfere with the effective administration of the Federal Employees Health Benefit Program under chapter 89 of title 5. 

(4) Effective oversight 
The Director may appoint such additional personnel as may be necessary to enable the Director to carry out activities under this section. 

(5) Assurance of separate program 
In carrying out this section, the Director shall ensure that the program under this section is separate from the Federal Employees Health Benefit Program under chapter 89 of title 5. Premiums paid for coverage under a multi-State qualified health plan under this section shall not be considered to be Federal funds for any purposes. 

(6) FEHBP plans not required to participate 
Nothing in this section shall require that a carrier offering coverage under the Federal Employees Health Benefit Program under chapter 89 of title 5 also offer a multi-State qualified health plan under this section. 

(h) Advisory board 
The Director shall establish an advisory board to provide recommendations on the activities described in this section. A significant percentage of the members of such board shall be comprised of enrollees in a multi-State qualified health plan, or representatives of such enrollees. 

(i) Authorization of appropriations 
There is authorized to be appropriated, such sums as may be necessary to carry out this section. 
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42 USC § 18061 - Transitional reinsurance program for individual market in each State

(a) In general 
Each State shall, not later than January 1, 2014— 

(1) include in the Federal standards or State law or regulation the State adopts and has in effect under section 18041 (b) of this title the provisions described in subsection (b); and 

(2) establish (or enter into a contract with) 1 or more applicable reinsurance entities to carry out the reinsurance program under this section. 

(b) Model regulation 
(1) In general 
In establishing the Federal standards under section 18041 (a) of this title, the Secretary, in consultation with the National Association of Insurance Commissioners (the “NAIC”), shall include provisions that enable States to establish and maintain a program under which— 

(A) health insurance issuers, and third party administrators on behalf of group health plans, are required to make payments to an applicable reinsurance entity for any plan year beginning in the 3-year period beginning January 1, 2014 (as specified in paragraph (3);  [1] and 

(B) the applicable reinsurance entity collects payments under subparagraph (A) and uses amounts so collected to make reinsurance payments to health insurance issuers described in subparagraph (A) that cover high risk individuals in the individual market (excluding grandfathered health plans) for any plan year beginning in such 3-year period. 

(2) High-risk individual; payment amounts 
The Secretary shall include the following in the provisions under paragraph (1): 

(A) Determination of high-risk individuals 
The method by which individuals will be identified as high risk individuals for purposes of the reinsurance program established under this section. Such method shall provide for identification of individuals as high-risk individuals on the basis of— 

(i) a list of at least 50 but not more than 100 medical conditions that are identified as high-risk conditions and that may be based on the identification of diagnostic and procedure codes that are indicative of individuals with pre-existing, high-risk conditions; or 

(ii) any other comparable objective method of identification recommended by the American Academy of Actuaries. 

(B) Payment amount 
The formula for determining the amount of payments that will be paid to health insurance issuers described in paragraph (1)(B) that insure high-risk individuals. Such formula shall provide for the equitable allocation of available funds through reconciliation and may be designed— 

(i) to provide a schedule of payments that specifies the amount that will be paid for each of the conditions identified under subparagraph (A); or 

(ii) to use any other comparable method for determining payment amounts that is recommended by the American Academy of Actuaries and that encourages the use of care coordination and care management programs for high risk conditions. 

(3) Determination of required contributions 
(A) In general 
The Secretary shall include in the provisions under paragraph (1) the method for determining the amount each health insurance issuer and group health plan described in paragraph (1)(A) contributing to the reinsurance program under this section is required to contribute under such paragraph for each plan year beginning in the 36-month period beginning January 1, 2014. The contribution amount for any plan year may be based on the percentage of revenue of each issuer and the total costs of providing benefits to enrollees in self-insured plans or on a specified amount per enrollee and may be required to be paid in advance or periodically throughout the plan year. 

(B) Specific requirements 
The method under this paragraph shall be designed so that— 

(i) the contribution amount for each issuer proportionally reflects each issuer’s fully insured commercial book of business for all major medical products and the total value of all fees charged by the issuer and the costs of coverage administered by the issuer as a third party administrator; 

(ii) the contribution amount can include an additional amount to fund the administrative expenses of the applicable reinsurance entity; 

(iii) the aggregate contribution amounts for all States shall, based on the best estimates of the NAIC and without regard to amounts described in clause (ii), equal $10,000,000,000 for plan years beginning in 2014, $6,000,000,000 for plan years beginning  [2] 2015, and $4,000,000,000 for plan years beginning in 2016; and 

(iv) in addition to the aggregate contribution amounts under clause (iii), each issuer’s contribution amount for any calendar year under clause (iii) reflects its proportionate share of an additional $2,000,000,000 for 2014, an additional $2,000,000,000 for 2015, and an additional $1,000,000,000 for 2016. 

Nothing in this subparagraph shall be construed to preclude a State from collecting additional amounts from issuers on a voluntary basis. 

(4) Expenditure of funds 
The provisions under paragraph (1) shall provide that— 

(A) the contribution amounts collected for any calendar year may be allocated and used in any of the three calendar years for which amounts are collected based on the reinsurance needs of a particular period or to reflect experience in a prior period; and 

(B) amounts remaining unexpended as of December, 2016, may be used to make payments under any reinsurance program of a State in the individual market in effect in the 2-year period beginning on January 1, 2017. 

Notwithstanding the preceding sentence, any contribution amounts described in paragraph (3)(B)(iv) shall be deposited into the general fund of the Treasury of the United States and may not be used for the program established under this section. 

(c) Applicable reinsurance entity 
For purposes of this section— 

(1) In general 
The term “applicable reinsurance entity” means a not-for-profit organization— 

(A) the purpose of which is to help stabilize premiums for coverage in the individual market in a State during the first 3 years of operation of an Exchange for such markets within the State when the risk of adverse selection related to new rating rules and market changes is greatest; and 

(B) the duties of which shall be to carry out the reinsurance program under this section by coordinating the funding and operation of the risk-spreading mechanisms designed to implement the reinsurance program. 

(2) State discretion 
A State may have more than 1 applicable reinsurance entity to carry out the reinsurance program under this section within the State and 2 or more States may enter into agreements to provide for an applicable reinsurance entity to carry out such program in all such States. 

(3) Entities are tax-exempt 
An applicable reinsurance entity established under this section shall be exempt from taxation under chapter 1 of title 26. The preceding sentence shall not apply to the tax imposed by section 511 such  [3] title (relating to tax on unrelated business taxable income of an exempt organization). 

(d) Coordination with State high-risk pools 
The State shall eliminate or modify any State high-risk pool to the extent necessary to carry out the reinsurance program established under this section. The State may coordinate the State high-risk pool with such program to the extent not inconsistent with the provisions of this section. 
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26 USC § 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  [1] 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 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 

(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 cost-sharing 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)  [2] 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 
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. 

 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 employer-sponsored 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 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). 

(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— 

(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 
The term “modified adjusted gross income” means adjusted gross income increased by— 

(i) any amount excluded from gross income under section 911, 

(ii) any amount of interest received or accrued by the taxpayer during the taxable year which is exempt from tax, and 

(iii) an amount equal to the portion of the taxpayer’s social security benefits (as defined in section 86 (d)) which is not included in gross income under section 86 for the taxable year. 

(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 during 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 
(i) In general In the case of a 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 the applicable dollar amount determined in accordance with the following table (one-half of such amount in the case of a taxpayer whose tax is determined under section 1 (c) for the taxable year): 

	If the household income (expressed as a percent of poverty line) is: 
	The applicable dollar amount is: 

	
	

	Less than 200%
	

	$600
	

	At least 200% but less than 300%
	

	$1,500
	

	At least 300% but less than 400%
	

	$2,500.
	


(ii) Indexing of amount In the case of any calendar year beginning after 2014, each of the dollar amounts in the table contained 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. 

 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. 

(3) Information requirement 
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. 

(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. 
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42 USC § 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 title 26, 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  [1] limit under section 18022 (c)(1) of this title 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); 

(II) 87 percent in the case of an eligible insured described in paragraph (2)(B); 

(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  [1] 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; 

(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 

(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. 

(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 system 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 18022 (b)(5) of this title 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 18031 (d)(3)(B) of this title 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 18031 (d)(2)(B)(ii)(I)  [2] of this title 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 18022 (b)(1)(J) of this title. 

(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 450b (d) of title 25) 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 cost-sharing 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 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 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 title 26 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 title. 

(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 18082 of this title and not the taxable year for which the credit under section 36B of title 26 is allowed. 
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(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 18032 (f)(3), 18071 (e), and 18082 (d) of this title and section 36B (e) of title 26 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 title 26 or section 18071 of this title— 

(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 employer-sponsored health benefits plan is treated as unaffordable under sections 36B (c)(2)(C) and 5000A (e)(2) of title 26;  [1] and 

(4) whether to grant a certification under section 18031 (d)(4)(H) of this title attesting that, for purposes of the individual responsibility requirement under section 5000A of title 26, 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 title 26 or section 18071 of this title is being claimed, the following information: 

(A) Information regarding income and family size 
The information described in section 6103 (l)(21) of title 26  [1] 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 18082 (b)(2) of this title, 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 title 26 or cost-sharing reduction under section 18071 of this title 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 title 26 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 title 26) 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 18031 (d)(4)(H) of this title from any requirement or penalty imposed by section 5000A of title 26, [1] 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  [2] 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 title 26 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 18082 (c) of this title 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 18031 (d)(4)(H) of this title. 

(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 1396a (ee) of this title (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 title 26 or cost-sharing reduction under section 18071 of this title 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 title 26. 

(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 title 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 title 26 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 title. 

(B) Confidentiality 
Notwithstanding any provision of this title  [1] (or the amendments made by this title)  [1] or section 6103 of title 26, 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 title 26 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  [3] 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 title 26. 

(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  [1] and section 4980H of title 26 (as added by section 1513)  [1] 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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42 USC § 18082 - Advance determination and payment of premium tax credits and cost-sharing reductions

(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 18081 of this title 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 title 26 and the cost-sharing reductions under section 18071 of this title; 

(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  [1] of the employer were determined to be eligible for the premium tax credit under section 36B of title 26 and the cost-sharing reductions under section 18071 of this title 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 title 26 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 18081 of this title. 

(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 title 26 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 18071 of this title 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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42 USC § 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  [1] [42 U.S.C. 1396 et seq.], or eligible for enrollment under a State children’s health insurance program (CHIP) under title XXI of such Act [42 U.S.C. 1397aa et seq.], 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 title 26). 

(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 18081 (c)(4) of this title. 

(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  [2] with standards promulgated by the Secretary, including the privacy and data security safeguards described in section 1942 of the Social Security Act [42 U.S.C. 1396w–2] 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 [42 U.S.C. 1320b–7, 653 (i), 1396w–2 (a)], 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 establishment, verification, and updating of eligibility for applicable State health subsidy programs. 

(d) Administrative authority 
(1) Agreements 
Subject to section 18081 of this title and section 6103 (l)(21) of title 26 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  [1] 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  [3] for the enrollment in qualified health plans offered through an Exchange, including the premium tax credits under section 36B of title 26 and cost-sharing reductions under section 18071 of this title; 

(2) a State medicaid program under title XIX of the Social Security Act [42 U.S.C. 1396 et seq.]; 

(3) a State children’s health insurance program (CHIP) under title XXI of such Act [42 U.S.C. 1397aa et seq.]; and 

(4) a State program under section 18051 of this title 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 SO- CIAL 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 re- quest 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 deter- mining 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 Protection 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 deduc tion 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 de- fined 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, øAs 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 AGEN- CIES.—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 be- tween 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 INFORMA- TION.—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 DISCLO- SURES.—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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26 USC § 45R - Employee health insurance expenses of small employers

(a) General rule 
For purposes of section 38, in the case of an eligible small employer, the small employer health insurance credit determined under this section for any taxable year in the credit period is the amount determined under subsection (b). 

(b) Health insurance credit amount 
Subject to subsection (c), the amount determined under this subsection with respect to any eligible small employer is equal to 50 percent (35 percent in the case of a tax-exempt eligible small employer) of the lesser of— 

(1) the aggregate amount of nonelective contributions the employer made on behalf of its employees during the taxable year under the arrangement described in subsection (d)(4) for premiums for qualified health plans offered by the employer to its employees through an Exchange, or 

(2) the aggregate amount of nonelective contributions which the employer would have made during the taxable year under the arrangement if each employee taken into account under paragraph (1) had enrolled in a qualified health plan which had a premium equal to the average premium (as determined by the Secretary of Health and Human Services) for the small group market in the rating area in which the employee enrolls for coverage. 

(c) Phaseout of credit amount based on number of employees and average wages 
The amount of the credit determined under subsection (b) without regard to this subsection shall be reduced (but not below zero) by the sum of the following amounts: 

(1) Such amount multiplied by a fraction the numerator of which is the total number of full-time equivalent employees of the employer in excess of 10 and the denominator of which is 15. 

(2) Such amount multiplied by a fraction the numerator of which is the average annual wages of the employer in excess of the dollar amount in effect under subsection (d)(3)(B) and the denominator of which is such dollar amount. 

(d) Eligible small employer 
For purposes of this section— 

(1) In general 
The term “eligible small employer” means, with respect to any taxable year, an employer— 

(A) which has no more than 25 full-time equivalent employees for the taxable year, 

(B) the average annual wages of which do not exceed an amount equal to twice the dollar amount in effect under paragraph (3)(B) for the taxable year, and 

(C) which has in effect an arrangement described in paragraph (4). 

(2) Full-time equivalent employees 
(A) In general 
The term “full-time equivalent employees” means a number of employees equal to the number determined by dividing— 

(i) the total number of hours of service for which wages were paid by the employer to employees during the taxable year, by 

(ii) 2,080. 

Such number shall be rounded to the next lowest whole number if not otherwise a whole number. 

(B) Excess hours not counted 
If an employee works in excess of 2,080 hours of service during any taxable year, such excess shall not be taken into account under subparagraph (A). 

(C) 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. 

(3) Average annual wages 
(A) In general 
The average annual wages of an eligible small employer for any taxable year is the amount determined by dividing— 

(i) the aggregate amount of wages which were paid by the employer to employees during the taxable year, by 

(ii) the number of full-time equivalent employees of the employee determined under paragraph (2) for the taxable year. 

Such amount shall be rounded to the next lowest multiple of $1,000 if not otherwise such a multiple. 

(B) Dollar amount 
For purposes of paragraph (1)(B) and subsection (c)(2)— 

(i) 2010, 2011, 2012, and 2013 The dollar amount in effect under this paragraph for taxable years beginning in 2010, 2011, 2012, or 2013 is $25,000. 

(ii) Subsequent years In the case of a taxable year beginning in a calendar year after 2013, the dollar amount in effect under this paragraph shall be equal to $25,000, multiplied by the cost-of-living adjustment under section 1 (f)(3) for the calendar year, determined by substituting “calendar year 2012” for “calendar year 1992” in subparagraph (B) thereof. 

(4) Contribution arrangement 
An arrangement is described in this paragraph if it requires an eligible small employer to make a nonelective contribution on behalf of each employee who enrolls in a qualified health plan offered to employees by the employer through an exchange in an amount equal to a uniform percentage (not less than 50 percent) of the premium cost of the qualified health plan. 

(5) Seasonal worker hours and wages not counted 
For purposes of this subsection— 

(A) In general 
The number of hours of service worked by, and wages paid to, a seasonal worker of an employer shall not be taken into account in determining the full-time equivalent employees and average annual wages of the employer unless the worker works for the employer on more than 120 days during the taxable year. 

(B) Definition of seasonal worker 
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. 

(e) Other rules and definitions 
For purposes of this section— 

(1) Employee 
(A) Certain employees excluded 
The term “employee” shall not include— 

(i) an employee within the meaning of section 401 (c)(1), 

(ii) any 2-percent shareholder (as defined in section 1372(b)) of an eligible small business which is an S corporation, 

(iii) any 5-percent owner (as defined in section 416(i)(1)(B)(i)) of an eligible small business, or 

(iv) any individual who bears any of the relationships described in subparagraphs (A) through (G) of section 152 (d)(2) to, or is a dependent described in section 152(d)(2)(H) of, an individual described in clause (i), (ii), or (iii). 

(B) Leased employees 
The term “employee” shall include a leased employee within the meaning of section 414 (n). 

(2) Credit period 
The term “credit period” means, with respect to any eligible small employer, the 2-consecutive-taxable year period beginning with the 1st taxable year in which the employer (or any predecessor) offers 1 or more qualified health plans to its employees through an Exchange. 

(3) Nonelective contribution 
The term “nonelective contribution” means an employer contribution other than an employer contribution pursuant to a salary reduction arrangement. 

(4) Wages 
The term “wages” has the meaning given such term by section 3121 (a) (determined without regard to any dollar limitation contained in such section). 

(5) Aggregation and other rules made applicable 
(A) Aggregation rules 
All employers treated as a single employer under subsection (b), (c), (m), or (o) ofsection 414 shall be treated as a single employer for purposes of this section. 

(B) Other rules 
Rules similar to the rules of subsections (c), (d), and (e) ofsection 52 shall apply. 

(f) Credit made available to tax-exempt eligible small employers 
(1) In general 
In the case of a tax-exempt eligible small employer, there shall be treated as a credit allowable under subpart C (and not allowable under this subpart) the lesser of— 

(A) the amount of the credit determined under this section with respect to such employer, or 

(B) the amount of the payroll taxes of the employer during the calendar year in which the taxable year begins. 

(2) Tax-exempt eligible small employer 
For purposes of this section, the term “tax-exempt eligible small employer” means an eligible small employer which is any organization described in section 501 (c) which is exempt from taxation under section 501 (a). 

(3) Payroll taxes 
For purposes of this subsection— 

(A) In general 
The term “payroll taxes” means— 

(i) amounts required to be withheld from the employees of the tax-exempt eligible small employer under section 3401 (a), 

(ii) amounts required to be withheld from such employees under section 3101 (b), and 

(iii) amounts of the taxes imposed on the tax-exempt eligible small employer under section 3111 (b). 

(B) Special rule 
A rule similar to the rule of section 24 (d)(2)(C) shall apply for purposes of subparagraph (A). 

(g) Application of section for calendar years 2010, 2011, 2012, and 2013 
In the case of any taxable year beginning in 2010, 2011, 2012, or 2013, the following modifications to this section shall apply in determining the amount of the credit under subsection (a): 

(1) No credit period required 
The credit shall be determined without regard to whether the taxable year is in a credit period and for purposes of applying this section to taxable years beginning after 2013, no credit period shall be treated as beginning with a taxable year beginning before 2014. 

(2) Amount of credit 
The amount of the credit determined under subsection (b) shall be determined— 

(A) by substituting “35 percent (25 percent in the case of a tax-exempt eligible small employer)” for “50 percent (35 percent in the case of a tax-exempt eligible small employer)”, 

(B) by reference to an eligible small employer’s nonelective contributions for premiums paid for health insurance coverage (within the meaning of section 9832(b)(1)) of an employee, and 

(C) by substituting for the average premium determined under subsection (b)(2) the amount the Secretary of Health and Human Services determines is the average premium for the small group market in the State in which the employer is offering health insurance coverage (or for such area within the State as is specified by the Secretary). 

(3) Contribution arrangement 
An arrangement shall not fail to meet the requirements of subsection (d)(4) solely because it provides for the offering of insurance outside of an Exchange. 

(h) Insurance definitions 
Any term used in this section which is also used in the Public Health Service Act or subtitle A of title I of the Patient Protection and Affordable Care Act shall have the meaning given such term by such Act or subtitle. 

(i) Regulations 
The Secretary shall prescribe such regulations as may be necessary to carry out the provisions of this section, including regulations to prevent the avoidance of the 2-year limit on the credit period through the use of successor entities and the avoidance of the limitations under subsection (c) through the use of multiple entities. 
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26 USC § 5000A - Requirement to maintain minimum essential coverage

(a) Requirement to maintain minimum essential coverage 
An applicable individual shall for each month beginning after 2013 ensure that the individual, and any dependent of the individual who is an applicable individual, is covered under minimum essential coverage for such month. 

(b) Shared responsibility payment 
(1) In general 
If a taxpayer who is an applicable individual, or an applicable individual for whom the taxpayer is liable under paragraph (3), fails to meet the requirement of subsection (a) for 1 or more months, then, except as provided in subsection (e), there is hereby imposed on the taxpayer a penalty with respect to such failures in the amount determined under subsection (c). 

(2) Inclusion with return 
Any penalty imposed by this section with respect to any month shall be included with a taxpayer’s return under chapter 1 for the taxable year which includes such month. 

(3) Payment of penalty 
If an individual with respect to whom a penalty is imposed by this section for any month— 

(A) is a dependent (as defined in section 152) of another taxpayer for the other taxpayer’s taxable year including such month, such other taxpayer shall be liable for such penalty, or 

(B) files a joint return for the taxable year including such month, such individual and the spouse of such individual shall be jointly liable for such penalty. 

(c) Amount of penalty 
(1) In general 
The amount of the penalty imposed by this section on any taxpayer for any taxable year with respect to failures described in subsection (b)(1) shall be equal to the lesser of— 

(A) the sum of the monthly penalty amounts determined under paragraph (2) for months in the taxable year during which 1 or more such failures occurred, or 

(B) an amount equal to the national average premium for qualified health plans which have a bronze level of coverage, provide coverage for the applicable family size involved, and are offered through Exchanges for plan years beginning in the calendar year with or within which the taxable year ends. 

(2) Monthly penalty amounts 
For purposes of paragraph (1)(A), the monthly penalty amount with respect to any taxpayer for any month during which any failure described in subsection (b)(1) occurred is an amount equal to 1/12 of the greater of the following amounts: 

(A) Flat dollar amount 
An amount equal to the lesser of— 

(i) the sum of the applicable dollar amounts for all individuals with respect to whom such failure occurred during such month, or 

(ii) 300 percent of the applicable dollar amount (determined without regard to paragraph (3)(C)) for the calendar year with or within which the taxable year ends. 

(B) Percentage of income 
An amount equal to the following percentage of the excess of the taxpayer’s household income for the taxable year over the amount of gross income specified in section 6012 (a)(1) with respect to the taxpayer for the taxable year: 

(i) 1.0 percent for taxable years beginning in 2014. 

(ii) 2.0 percent for taxable years beginning in 2015. 

(iii) 2.5 percent for taxable years beginning after 2015. 

(3) Applicable dollar amount 
For purposes of paragraph (1)— 

(A) In general 
Except as provided in subparagraphs (B) and (C), the applicable dollar amount is $695. 

(B) Phase in 
The applicable dollar amount is $95 for 2014 and $325 for 2015. 

(C) Special rule for individuals under age 18 
If an applicable individual has not attained the age of 18 as of the beginning of a month, the applicable dollar amount with respect to such individual for the month shall be equal to one-half of the applicable dollar amount for the calendar year in which the month occurs. 

(D) Indexing of amount 
In the case of any calendar year beginning after 2016, the applicable dollar amount shall be equal to $695, increased by an amount equal to— 

(i) $695, multiplied by 

(ii) the cost-of-living adjustment determined under section 1 (f)(3) for the calendar year, determined by substituting “calendar year 2015” for “calendar year 1992” in subparagraph (B) thereof. 

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. 

(4) Terms relating to income and families 
For purposes of this section— 

(A) 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. 

(B) Household income 
The term “household income” means, with respect to any taxpayer for any taxable year, an amount equal to the sum of— 

(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. 

(C) Modified adjusted gross income 
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. 

(d) Applicable individual 
For purposes of this section— 

(1) In general 
The term “applicable individual” means, with respect to any month, an individual other than an individual described in paragraph (2), (3), or (4). 

(2) Religious exemptions 
(A) Religious conscience exemption 
Such term shall not include any individual for any month if such individual has in effect an exemption under section 1311(d)(4)(H) of the Patient Protection and Affordable Care Act which certifies that such individual is— 

(i) a member of a recognized religious sect or division thereof which is described in section 1402 (g)(1), and 

(ii) an adherent of established tenets or teachings of such sect or division as described in such section. 

(B) Health care sharing ministry 
(i) In general Such term shall not include any individual for any month if such individual is a member of a health care sharing ministry for the month. 

(ii) Health care sharing ministry The term “health care sharing ministry” means an organization— 

(I) which is described in section 501 (c)(3) and is exempt from taxation under section 501 (a), 

(II) members of which share a common set of ethical or religious beliefs and share medical expenses among members in accordance with those beliefs and without regard to the State in which a member resides or is employed, 

(III) members of which retain membership even after they develop a medical condition, 

(IV) which (or a predecessor of which) has been in existence at all times since December 31, 1999, and medical expenses of its members have been shared continuously and without interruption since at least December 31, 1999, and 

(V) which conducts an annual audit which is performed by an independent certified public accounting firm in accordance with generally accepted accounting principles and which is made available to the public upon request. 

(3) Individuals not lawfully present 
Such term shall not include an individual for any month if for the month the individual is not a citizen or national of the United States or an alien lawfully present in the United States. 

(4) Incarcerated individuals 
Such term shall not include an individual for any month if for the month the individual is incarcerated, other than incarceration pending the disposition of charges. 

(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 
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  [1] 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 
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. 

(f) Minimum essential coverage 
For purposes of this section— 

(1) In general 
The term “minimum essential coverage” means any of the following: 

(A) Government sponsored programs 
Coverage under— 

(i) the Medicare program under part A of title XVIII of the Social Security Act, 

(ii) the Medicaid program under title XIX of the Social Security Act, 

(iii) the CHIP program under title XXI of the Social Security Act, 

(iv) medical coverage under chapter 55 of title 10, United States Code, including coverage under the TRICARE program;  [2] 
(v) a health care program under chapter 17 or 18 of title 38, United States Code, as determined by the Secretary of Veterans Affairs, in coordination with the Secretary of Health and Human Services and the Secretary, 

(vi) a health plan under section 2504 (e) of title 22, United States Code (relating to Peace Corps volunteers);  [2] or 

(vii) the Nonappropriated Fund Health Benefits Program of the Department of Defense, established under section 349 of the National Defense Authorization Act for Fiscal Year 1995 (Public Law 103–337; 10 U.S.C. 1587 note). 

(B) Employer-sponsored plan 
Coverage under an eligible employer-sponsored plan. 

(C) Plans in the individual market 
Coverage under a health plan offered in the individual market within a State. 

(D) Grandfathered health plan 
Coverage under a grandfathered health plan. 

(E) Other coverage 
Such other health benefits coverage, such as a State health benefits risk pool, as the Secretary of Health and Human Services, in coordination with the Secretary, recognizes for purposes of this subsection. 

(2) Eligible employer-sponsored plan 
The term “eligible employer-sponsored plan” means, with respect to any employee, a group health plan or group health insurance coverage offered by an employer to the employee which is— 

(A) a governmental plan (within the meaning of section 2791(d)(8) of the Public Health Service Act), or 

(B) any other plan or coverage offered in the small or large group market within a State. 

Such term shall include a grandfathered health plan described in paragraph (1)(D) offered in a group market. 

(3) Excepted benefits not treated as minimum essential coverage 
The term “minimum essential coverage” shall not include health insurance coverage which consists of coverage of excepted benefits— 

(A) described in paragraph (1) of subsection (c) ofsection 2791 of the Public Health Service Act; or 

(B) described in paragraph (2), (3), or (4) of such subsection if the benefits are provided under a separate policy, certificate, or contract of insurance. 

(4) Individuals residing outside United States or residents of territories 
Any applicable individual shall be treated as having minimum essential coverage for any month— 

(A) if such month occurs during any period described in subparagraph (A) or (B) of section 911 (d)(1) which is applicable to the individual, or 

(B) if such individual is a bona fide resident of any possession of the United States (as determined under section 937 (a)) for such month. 

(5) Insurance-related terms 
Any term used in this section which is also used in title I of the Patient Protection and Affordable Care Act shall have the same meaning as when used in such title. 

(g) Administration and procedure 
(1) In general 
The penalty provided by this section shall be paid upon notice and demand by the Secretary, and except as provided in paragraph (2), shall be assessed and collected in the same manner as an assessable penalty under subchapter B of chapter 68. 

(2) Special rules 
Notwithstanding any other provision of law— 

(A) Waiver of criminal penalties 
In the case of any failure by a taxpayer to timely pay any penalty imposed by this section, such taxpayer shall not be subject to any criminal prosecution or penalty with respect to such failure. 

(B) Limitations on liens and levies 
The Secretary shall not— 

(i) file notice of lien with respect to any property of a taxpayer by reason of any failure to pay the penalty imposed by this section, or 

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

1502
26 USC § 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). 
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29 USC § 218b - Notice to employees

(a) In general 
In accordance with regulations promulgated by the Secretary, an employer to which this chapter 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 title 26 and a cost sharing reduction under section 18071 of title 42 if the employee purchases a qualified health plan through the Exchange; and 

(3) if the employee purchases a qualified health plan through the Exchange, 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. 
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SEC. 1515. OFFERING OF EXCHANGE-PARTICIPATING QUALIFIED HEALTH PLANS THROUGH CAFETERIA PLANS. (a) IN GENERAL.—Subsection (f) of section 125 of the Internal Revenue Code of 1986 is amended by adding at the end the following new paragraph: ‘‘(3) CERTAIN EXCHANGE-PARTICIPATING QUALIFIED HEALTH PLANS NOT QUALIFIED.— ‘‘(A) IN GENERAL.—The term ‘qualified benefit’ shall not include any qualified health plan (as defined in section 1301(a) of the Patient Protection and Affordable Care Act) offered through an Exchange established under section 1311 of such Act. ‘‘(B) EXCEPTION FOR EXCHANGE-ELIGIBLE EMPLOYERS.— Subparagraph (A) shall not apply with respect to any employee if such employee’s employer is a qualified employer (as defined in section 1312(f)(2) of the Patient Protection and Affordable Care Act) offering the employee the opportunity to enroll through such an Exchange in a qualified health plan in a group market.’’. (b) CONFORMING AMENDMENTS.—Subsection (f) of section 125 of such Code is amended— (1) by striking ‘‘For purposes of this section, the term’’ and inserting ‘‘For purposes of this section— ‘‘(1) IN GENERAL.—The term’’, and  (2) by striking ‘‘Such term shall not include’’ and inserting the following: ‘‘(2) LONG-TERM CARE INSURANCE NOT QUALIFIED.—The term ‘qualified benefit’ shall not include’’. (c) EFFECTIVE DATE.—The amendments made by this section shall apply to taxable years beginning after December 31, 2013. øNote: Section 10108 provides for Free Choice Vouchers as follows:¿ SEC. 10108 ƒ42 U.S.C. 18101≈. FREE CHOICE VOUCHERS ƒcopied from title Xx and shown here for information purposes only≈. (a) IN GENERAL.—An offering employer shall provide free choice vouchers to each qualified employee of such employer. (b) OFFERING EMPLOYER.—For purposes of this section, the term ‘‘offering employer’’ means any employer who— (1) offers minimum essential coverage to its employees consisting of coverage through an eligible employer-sponsored plan; and (2) pays any portion of the costs of such plan. (c) QUALIFIED EMPLOYEE.—For purposes of this section— (1) IN GENERAL.—The term ‘‘qualified employee’’ means, with respect to any plan year of an offering employer, any employee— (A) whose required contribution (as determined under section 5000A(e)(1)(B)) for minimum essential coverage through an eligible employer-sponsored plan— (i) exceeds 8 percent of such employee’s household income for the taxable year described in section 1412(b)(1)(B) which ends with or within in the plan year; and (ii) does not exceed 9.8 percent of such employee’s household income for such taxable year; (B) whose household income for such taxable year is not greater than 400 percent of the poverty line for a family of the size involved; and (C) who does not participate in a health plan offered by the offering employer. (2) INDEXING.—In the case of any calendar year beginning after 2014, the Secretary shall adjust the 8 percent under para- graph (1)(A)(i) and 9.8 percent under paragraph (1)(A)(ii) for the calendar year to reflect the rate of premium growth between the preceding calendar year and 2013 over the rate of income growth for such period. (d) FREE CHOICE VOUCHER.— (1) AMOUNT.— (A) IN GENERAL.—The amount of any free choice voucher provided under subsection (a) shall be equal to the monthly portion of the cost of the eligible employer-sponsored plan which would have been paid by the employer if the employee were covered under the plan with respect to which the employer pays the largest portion of the cost of the plan. Such amount shall be equal to the amount the employer would pay for an employee with self-only coverage unless such employee elects family coverage (in which case such amount shall be the amount the employer would pay for family coverage). (B) DETERMINATION OF COST.—The cost of any health plan shall be determined under the rules similar to the rules of section 2204 of the Public Health Service Act, except that such amount shall be adjusted for age and category of enrollment in accordance with regulations established by the Secretary. (2) USE OF VOUCHERS.—An Exchange shall credit the amount of any free choice voucher provided under subsection (a) to the monthly premium of any qualified health plan in the Ex- change in which the qualified employee is enrolled and the offering employer shall pay any amounts so credited to the Ex- change. (3) PAYMENT OF EXCESS AMOUNTS.—If the amount of the free choice voucher exceeds the amount of the premium of the qualified health plan in which the qualified employee is en- rolled for such month, such excess shall be paid to the employee. (e) OTHER DEFINITIONS.—Any term used in this section which is also used in section 5000A of the Internal Revenue Code of 1986 shall have the meaning given such term under such section 5000A. (f) EXCLUSION FROM INCOME FOR EMPLOYEE.— (1) IN GENERAL.—Part III of subchapter B of chapter 1 of the Internal Revenue Code of 1986 is amended by inserting after section 139C the following new section: ‘‘SEC. 139D. FREE CHOICE VOUCHERS. ‘‘Gross income shall not include the amount of any free choice voucher provided by an employer under section 10108 of the Patient Protection and Affordable Care Act to the extent that the amount of such voucher does not exceed the amount paid for a qualified health plan (as defined in section 1301 of such Act) by the taxpayer.’’. (2) CLERICAL AMENDMENT.—The table of sections for part III of subchapter B of chapter 1 of such Code is amended by inserting after the item relating to section 139C the following new item: ‘‘Sec. 139D. Free choice vouchers.’’. (3) EFFECTIVE DATE.—The amendments made by this sub- section shall apply to vouchers provided after December 31, 2013. (g) DEDUCTION ALLOWED TO EMPLOYER.— (1) IN GENERAL.—Section 162(a) of the Internal Revenue Code of 1986 is amended by adding at the end the following new sentence: ‘‘For purposes of paragraph (1), the amount of a free choice voucher provided under section 10108 of the Patient Protection and Affordable Care Act shall be treated as an amount for compensation for personal services actually rendered.’’. (2) EFFECTIVE DATE.—The amendments made by this sub- section shall apply to vouchers provided after December 31, 2013. (h) VOUCHER TAKEN INTO ACCOUNT IN DETERMINING PREMIUM CREDIT.—  (1) ƒAdded a subparagraph (D) to section 36(c)(2) of the IRC, added by section 1401≈ (2) EFFECTIVE DATE.—The amendment made by this sub- section shall apply to taxable years beginning after December 31, 2013. (i) COORDINATION WITH EMPLOYER RESPONSIBILITIES.— (1) SHARED RESPONSIBILITY PENALTY.— (A) ƒAdded a paragraph (3) to section 4980H(c) of the IRC, added by section 1513≈ (B) EFFECTIVE DATE.—The amendment made by this paragraph shall apply to months beginning after December 31, 2013. (2) ƒAmended section 18B(a)(3) of FLSA, added by section 1512≈ (j) EMPLOYER REPORTING.— (1) ƒAmended section 6056(a) of the IRC, added by section 1514≈ (2) ƒReplaced subsection (f) of section 6056 of the IRC, added by section 1514≈ (3) ƒMade miscellaneous conforming amendments to sec tions 6056 and 6724(d) of the IRC, added by section 1514, as well as a table of sections amendment≈ (4) EFFECTIVE DATE.—The amendments made by this sub- section shall apply to periods beginning after December 31, 2013.
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42 USC § 300gg–91 - Definitions

(d) Other definitions 
(21) Exchange 
The term “Exchange” means an American Health Benefit Exchange established under section 18031 of this title. 

2001(b)
42 USC § 1396a - State plans for medical assistance

(a) Contents 
A State plan for medical assistance must— 

(74) provide for maintenance of effort under the State plan or under any waiver of the plan in accordance with subsection (gg);
(gg) Maintenance of effort 
(1) General requirement to maintain eligibility standards until State exchange is fully operational 
Subject to the succeeding paragraphs of this subsection, during the period that begins on March 23, 2010, and ends on the date on which the Secretary determines that an Exchange established by the State under section 18031 of this title is fully operational, as a condition for receiving any Federal payments under section 1396b (a) of this title for calendar quarters occurring during such period, a State shall not have in effect eligibility standards, methodologies, or procedures under the State plan under this subchapter or under any waiver of such plan that is in effect during that period, that are more restrictive than the eligibility standards, methodologies, or procedures, respectively, under the plan or waiver that are in effect on March 23, 2010. 

(2) Continuation of eligibility standards for children until October 1, 2019 
The requirement under paragraph (1) shall continue to apply to a State through September 30, 2019, with respect to the eligibility standards, methodologies, and procedures under the State plan under this subchapter or under any waiver of such plan that are applicable to determining the eligibility for medical assistance of any child who is under 19 years of age (or such higher age as the State may have elected). 

(3) Nonapplication 
During the period that begins on January 1, 2011, and ends on December 31, 2013, the requirement under paragraph (1) shall not apply to a State with respect to nonpregnant, nondisabled adults who are eligible for medical assistance under the State plan or under a waiver of the plan at the option of the State and whose income exceeds 133 percent of the poverty line (as defined in section 1397jj (c)(5) of this title) applicable to a family of the size involved if, on or after December 31, 2010, the State certifies to the Secretary that, with respect to the State fiscal year during which the certification is made, the State has a budget deficit, or with respect to the succeeding State fiscal year, the State is projected to have a budget deficit. Upon submission of such a certification to the Secretary, the requirement under paragraph (1) shall not apply to the State with respect to any remaining portion of the period described in the preceding sentence. 

(4) Determination of compliance 
(A) States shall apply modified adjusted gross income 
A State’s determination of income in accordance with subsection (e)(14) shall not be considered to be eligibility standards, methodologies, or procedures that are more restrictive than the standards, methodologies, or procedures in effect under the State plan or under a waiver of the plan on March 23, 2010, for purposes of determining compliance with the requirements of paragraph (1), (2), or (3). 

(B) States may expand eligibility or move waivered populations into coverage under the State plan 
With respect to any period applicable under paragraph (1), (2), or (3), a State that applies eligibility standards, methodologies, or procedures under the State plan under this subchapter or under any waiver of the plan that are less restrictive than the eligibility standards, methodologies, or procedures, applied under the State plan or under a waiver of the plan on March 23, 2010, or that makes individuals who, on March 23, 2010, are eligible for medical assistance under a waiver of the State plan, after March 23, 2010, eligible for medical assistance through a State plan amendment with an income eligibility level that is not less than the income eligibility level that applied under the waiver, or as a result of the application of subclause (VIII) of subsection (a)(10)(A)(i), shall not be considered to have in effect eligibility standards, methodologies, or procedures that are more restrictive than the standards, methodologies, or procedures in effect under the State plan or under a waiver of the plan on March 23, 2010, for purposes of determining compliance with the requirements of paragraph (1), (2), or (3). 

(hh) State option for coverage for individuals with income that exceeds 133 percent of the poverty line 
(1) A State may elect to phase-in the extension of eligibility for medical assistance to individuals described in subclause (XX) of subsection (a)(10)(A)(ii) based on the categorical group (including nonpregnant childless adults) or income, so long as the State does not extend such eligibility to individuals described in such subclause with higher income before making individuals described in such subclause with lower income eligible for medical assistance. 

(2) If an individual described in subclause (XX) of subsection (a)(10)(A)(ii) is the parent of a child who is under 19 years of age (or such higher age as the State may have elected) who is eligible for medical assistance under the State plan or under a waiver of such plan, the individual may not be enrolled under the State plan unless the individual’s child is enrolled under the State plan or under a waiver of the plan or is enrolled in other health insurance coverage. For purposes of the preceding sentence, the term “parent” includes an individual treated as a caretaker relative for purposes of carrying out section 1396u–1 of this title. 

(ii) State eligibility option for family planning services 
(1) Individuals described in this subsection are individuals— 

(A) whose income does not exceed an income eligibility level established by the State that does not exceed the highest income eligibility level established under the State plan under this subchapter (or under its State child health plan under subchapter XXI) for pregnant women; and 

(B) who are not pregnant. 

(2) At the option of a State, individuals described in this subsection may include individuals who, had individuals applied on or before January 1, 2007, would have been made eligible pursuant to the standards and processes imposed by that State for benefits described in clause (XVI) of the matter following subparagraph (G) of section  [21] subsection (a)(10) pursuant to a waiver granted under section 1315 of this title. 

(3) At the option of a State, for purposes of subsection (a)(17)(B), in determining eligibility for services under this subsection, the State may consider only the income of the applicant or recipient. 

(jj) Primary care services defined 
For purposes of subsection (a)(13)(C), the term “primary care services” means— 

(1) evaluation and management services that are procedure codes (for services covered under subchapter XVIII) for services in the category designated Evaluation and Management in the Healthcare Common Procedure Coding System (established by the Secretary under section 1395w–4 (c)(5) of this title as of December 31, 2009, and as subsequently modified); and 

(2) services related to immunization administration for vaccines and toxoids for which CPT codes 90465, 90466, 90467, 90468, 90471, 90472, 90473, or 90474 (as subsequently modified) apply under such System. 

(kk) Provider and supplier screening, oversight, and reporting requirements 
For purposes of subsection (a)(77), the requirements of this subsection are the following: 

(1) Screening 
The State complies with the process for screening providers and suppliers under this subchapter, as established by the Secretary under section 1395cc (j)(2)  [1] of this title. 

(2) Provisional period of enhanced oversight for new providers and suppliers 
The State complies with procedures to provide for a provisional period of enhanced oversight for new providers and suppliers under this subchapter, as established by the Secretary under section 1395cc (j)(3)  [1] of this title. 

(3) Disclosure requirements 
The State requires providers and suppliers under the State plan or under a waiver of the plan to comply with the disclosure requirements established by the Secretary under section 1395cc (j)(4)  [1] of this title. 

(4) Temporary moratorium on enrollment of new providers or suppliers 
(A) Temporary moratorium imposed by the Secretary 
(i) In general Subject to clause (ii), the State complies with any temporary moratorium on the enrollment of new providers or suppliers imposed by the Secretary under section 1395cc (j)(6)  [1] of this title. 

(ii) Exception A State shall not be required to comply with a temporary moratorium described in clause (i) if the State determines that the imposition of such temporary moratorium would adversely impact beneficiaries’ access to medical assistance. 

(B) Moratorium on enrollment of providers and suppliers 
At the option of the State, the State imposes, for purposes of entering into participation agreements with providers or suppliers under the State plan or under a waiver of the plan, periods of enrollment moratoria, or numerical caps or other limits, for providers or suppliers identified by the Secretary as being at high-risk for fraud, waste, or abuse as necessary to combat fraud, waste, or abuse, but only if the State determines that the imposition of any such period, cap, or other limits would not adversely impact beneficiaries’ access to medical assistance. 

(5) Compliance programs 
The State requires providers and suppliers under the State plan or under a waiver of the plan to establish, in accordance with the requirements of section 1395cc (j)(7)  [1] of this title, a compliance program that contains the core elements established under subparagraph (B) of that section 1395cc (j)(7)  [1] of this title for providers or suppliers within a particular industry or category. 

(6) Reporting of adverse provider actions 
The State complies with the national system for reporting criminal and civil convictions, sanctions, negative licensure actions, and other adverse provider actions to the Secretary, through the Administrator of the Centers for Medicare & Medicaid Services, in accordance with regulations of the Secretary. 

(7) Enrollment and NPI of ordering or referring providers 
The State requires— 

(A) all ordering or referring physicians or other professionals to be enrolled under the State plan or under a waiver of the plan as a participating provider; and 

(B) the national provider identifier of any ordering or referring physician or other professional to be specified on any claim for payment that is based on an order or referral of the physician or other professional. 

(8) Other State oversight 
Nothing in this subsection shall be interpreted to preclude or limit the ability of a State to engage in provider and supplier screening or enhanced provider and supplier oversight activities beyond those required by the Secretary. 

2101(b)

42 USC § 1397ee - Payments to States

(d) Maintenance of effort 
(1) In medicaid eligibility standards 
No payment may be made under subsection (a) of this section with respect to child health assistance provided under a State child health plan if the State adopts income and resource standards and methodologies for purposes of determining a child’s eligibility for medical assistance under the State plan under subchapter XIX of this chapter that are more restrictive than those applied as of June 1, 1997, except as required under section 1396a (e)(14) of this title. 

(2) In amounts of payment expended for certain State-funded health insurance programs for children 
(A) In general 
The amount of the allotment for a State in a fiscal year (beginning with fiscal year 1999) shall be reduced by the amount by which— 

(i) the total of the State children’s health insurance expenditures in the preceding fiscal year, is less than 

(ii) the total of such expenditures in fiscal year 1996. 

(B) State children’s health insurance expenditures 
The term “State children’s health insurance expenditures” means the following: 

(i) The State share of expenditures under this subchapter. 

(ii) The State share of expenditures under subchapter XIX of this chapter that are attributable to an enhanced FMAP under the fourth sentence of section 1396d (b) of this title. 

(iii) State expenditures under health benefits coverage under an existing comprehensive State-based program, described in section 1397cc (d) of this title. 

(3) Continuation of eligibility standards for children until October 1, 2019 
(A) In general 
During the period that begins on March 23, 2010, and ends on September 30, 2019, as a condition of receiving payments under section 1396b (a) of this title, a State shall not have in effect eligibility standards, methodologies, or procedures under its State child health plan (including any waiver under such plan) for children (including children provided medical assistance for which payment is made under section 1397ee (a)(1)(A) of this title) that are more restrictive than the eligibility standards, methodologies, or procedures, respectively, under such plan (or waiver) as in effect on March 23, 2010. The preceding sentence shall not be construed as preventing a State during such period from— 

(i) applying eligibility standards, methodologies, or procedures for children under the State child health plan or under any waiver of the plan that are less restrictive than the eligibility standards, methodologies, or procedures, respectively, for children under the plan or waiver that are in effect on March 23, 2010; 

(ii) after September 30, 2015, enrolling children eligible to be targeted low-income children under the State child health plan in a qualified health plan that has been certified by the Secretary under subparagraph (C); or 

(iii) imposing a limitation described in section 1397ll (b)(7) of this title for a fiscal year in order to limit expenditures under the State child health plan to those for which Federal financial participation is available under this section for the fiscal year. 

(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 1397dd of this title 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 subchapter, a State shall establish procedures to ensure that such children are screened for eligibility for medical assistance under the State plan under subchapter 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 subchapter 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 18031 of this title. 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 cost-sharing under section 18071 of this title, children described in the preceding sentence shall be deemed to be ineligible for coverage under the State child health plan. 

(C) Certification of comparability of pediatric coverage offered by qualified health plans 
With respect to each State, the Secretary, not later than April 1, 2015, shall review the benefits offered for children and the cost-sharing imposed with respect to such benefits by qualified health plans offered through an Exchange established by the State under section 18031 of this title and shall certify those plans that offer benefits for children and impose cost-sharing with respect to such benefits that the Secretary determines are at least comparable to the benefits offered and cost-sharing protections provided under the State child health plan. 

2101(e)

2101(e) APPLICATION OF STREAMLINED ENROLLMENT SYSTEM.—Sec- tion 2107(e)(1) of the Social Security Act (42 U.S.C. 1397gg(e)(1)), as amended by subsection (d)(2), is amended by adding at the end the following: ‘‘(N) Section 1943(b) (relating to coordination with State Exchanges and the State Medicaid agency).’’.
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42 USC § 1396w–3 - Enrollment simplification and coordination with State health insurance exchanges

(a) Condition for participation in Medicaid 
As a condition of the State plan under this subchapter and receipt of any Federal financial assistance under section 1396b (a) of this title for calendar quarters beginning after January 1, 2014, a State shall ensure that the requirements of subsection (b) is  [1] met. 

(b) Enrollment simplification and coordination with 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 18031 of this title 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 subchapter 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 subchapter 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 18082 of this title), 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 18071 of this title, 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 subchapter (in this section referred to as the “State Medicaid agency”), the State agency responsible for administering the State child health plan under subchapter XXI (in this section referred to as the “State CHIP agency”) and an Exchange established by the State under section 18031 of this title 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 subchapter, subchapter 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 subchapter 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 1396d (a)(4)(B) of this title (relating to early and periodic screening, diagnostic, and treatment services defined in section 1396d (r) of this title) and provided in accordance with the requirements of section 1396a (a)(43) of this title; and 

(F) conducting outreach to and enrolling vulnerable and underserved populations eligible for medical assistance under this subchapter or for child health assistance under subchapter 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 18031 of this title 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 18082 of this title), 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 18083 of this title (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 18031 of this title 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). [2] 
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25 USC § 1623 - Special rules relating to Indians

(a) No Cost-sharing for Indians with income at or below 300 percent of poverty enrolled in coverage through a State Exchange 
For provisions prohibiting cost sharing for Indians enrolled in any qualified health plan in the individual market through an Exchange, see section 18071 (d) of title 42. 

(b) Payer of last resort 
Health programs operated by the Indian Health Service, Indian tribes, tribal organizations, and Urban Indian organizations (as those terms are defined in section 1603 of this title) shall be the payer of last resort for services provided by such Service, tribes, or organizations to individuals eligible for services through such programs, notwithstanding any Federal, State, or local law to the contrary. 
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42 USC § 300u–12 - Education and outreach campaign regarding preventive benefits

(a) In general 
The Secretary of Health and Human Services (referred to in this section as the “Secretary”) shall provide for the planning and implementation of a national public–private partnership for a prevention and health promotion outreach and education campaign to raise public awareness of health improvement across the life span. Such campaign shall include the dissemination of information that— 

(1) describes the importance of utilizing preventive services to promote wellness, reduce health disparities, and mitigate chronic disease; 

(2) promotes the use of preventive services recommended by the United States Preventive Services Task Force and the Community Preventive Services Task Force; 

(3) encourages healthy behaviors linked to the prevention of chronic diseases; 

(4) explains the preventive services covered under health plans offered through an Exchange; 

(5) describes additional preventive care supported by the Centers for Disease Control and Prevention, the Health Resources and Services Administration, the Substance Abuse and Mental Health Services Administration, the Advisory Committee on Immunization Practices, and other appropriate agencies; and 

(6) includes general health promotion information. 

(b) Consultation 
In coordinating the campaign under subsection (a), the Secretary shall consult with the Institute of Medicine to provide ongoing advice on evidence-based scientific information for policy, program development, and evaluation. 

(c) Media campaign 
(1) In general 
Not later than 1 year after March 23, 2010, the Secretary, acting through the Director of the Centers for Disease Control and Prevention, shall establish and implement a national science-based media campaign on health promotion and disease prevention. 

(2) Requirement of campaign 
The campaign implemented under paragraph (1)— 

(A) shall be designed to address proper nutrition, regular exercise, smoking cessation, obesity reduction, the 5 leading disease killers in the United States, and secondary prevention through disease screening promotion; 

(B) shall be carried out through competitively bid contracts awarded to entities providing for the professional production and design of such campaign; 

(C) may include the use of television, radio, Internet, and other commercial marketing venues and may be targeted to specific age groups based on peer-reviewed social research; 

(D) shall not be duplicative of any other Federal efforts relating to health promotion and disease prevention; and 

(E) may include the use of humor and nationally recognized positive role models. 

(3) Evaluation 
The Secretary shall ensure that the campaign implemented under paragraph (1) is subject to an independent evaluation every 2 years and shall report every 2 years to Congress on the effectiveness of such campaigns towards meeting science-based metrics. 

(d) Website 
The Secretary, in consultation with private-sector experts, shall maintain or enter into a contract to maintain an Internet website to provide science-based information on guidelines for nutrition, regular exercise, obesity reduction, smoking cessation, and specific chronic disease prevention. Such website shall be designed to provide information to health care providers and consumers. 

(e) Dissemination of information through providers 
The Secretary, acting through the Centers for Disease Control and Prevention, shall develop and implement a plan for the dissemination of health promotion and disease prevention information consistent with national priorities, to health care providers who participate in Federal programs, including programs administered by the Indian Health Service, the Department of Veterans Affairs, the Department of Defense, and the Health Resources and Services Administration, and Medicare and Medicaid. 

(f) Personalized prevention plans 
(1) Contract 
The Secretary, acting through the Director of the Centers for Disease Control and Prevention, shall enter into a contract with a qualified entity for the development and operation of a Federal Internet website personalized prevention plan tool. 

(2) Use 
The website developed under paragraph (1) shall be designed to be used as a source of the most up-to-date scientific evidence relating to disease prevention for use by individuals. Such website shall contain a component that enables an individual to determine their disease risk (based on personal health and family history, BMI, and other relevant information) relating to the 5 leading diseases in the United States, and obtain personalized suggestions for preventing such diseases. 

(g) Internet portal 
The Secretary shall establish an Internet portal for accessing risk-assessment tools developed and maintained by private and academic entities. 

(h) Priority funding 
Funding for the activities authorized under this section shall take priority over funding provided through the Centers for Disease Control and Prevention for grants to States and other entities for similar purposes and goals as provided for in this section. Not to exceed $500,000,000 shall be expended on the campaigns and activities required under this section. 

(i) Public awareness of preventive and obesity-related services 
(1) Information to States 
The Secretary of Health and Human Services shall provide guidance and relevant information to States and health care providers regarding preventive and obesity-related services that are available to Medicaid enrollees, including obesity screening and counseling for children and adults. 

(2) Information to enrollees 
Each State shall design a public awareness campaign to educate Medicaid enrollees regarding availability and coverage of such services, with the goal of reducing incidences of obesity. 

(3) Report 
Not later than January 1, 2011, and every 3 years thereafter through January 1, 2017, the Secretary of Health and Human Services shall report to Congress on the status and effectiveness of efforts under paragraphs (1) and (2), including summaries of the States’ efforts to increase awareness of coverage of obesity-related services. 

(j) Authorization of appropriations 
There are authorized to be appropriated such sums as may be necessary to carry out this section. 
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42 USC § 1320b–23 - Pharmacy benefit managers transparency requirements

(a) Provision of information 
A health benefits plan or any entity that provides pharmacy benefits management services on behalf of a health benefits plan (in this section referred to as a “PBM”) that manages prescription drug coverage under a contract with— 

(1) a PDP sponsor of a prescription drug plan or an MA organization offering an MA–PD plan under part D of subchapter XVIII; or 

(2) a qualified health benefits plan offered through an exchange established by a State under section 18031 of this title, 

shall provide the information described in subsection (b) to the Secretary and, in the case of a PBM, to the plan with which the PBM is under contract with, at such times, and in such form and manner, as the Secretary shall specify. 

(b) Information described 
The information described in this subsection is the following with respect to services provided by a health benefits plan or PBM for a contract year: 

(1) The percentage of all prescriptions that were provided through retail pharmacies compared to mail order pharmacies, and the percentage of prescriptions for which a generic drug was available and dispensed (generic dispensing rate), by pharmacy type (which includes an independent pharmacy, chain pharmacy, supermarket pharmacy, or mass merchandiser pharmacy that is licensed as a pharmacy by the State and that dispenses medication to the general public), that is paid by the health benefits plan or PBM under the contract. 

(2) The aggregate amount, and the type of rebates, discounts, or price concessions (excluding bona fide service fees, which include but are not limited to distribution service fees, inventory management fees, product stocking allowances, and fees associated with administrative services agreements and patient care programs (such as medication compliance programs and patient education programs)) that the PBM negotiates that are attributable to patient utilization under the plan, and the aggregate amount of the rebates, discounts, or price concessions that are passed through to the plan sponsor, and the total number of prescriptions that were dispensed. 

(3) The aggregate amount of the difference between the amount the health benefits plan pays the PBM and the amount that the PBM pays retail pharmacies, and mail order pharmacies, and the total number of prescriptions that were dispensed. 

(c) Confidentiality 
Information disclosed by a health benefits plan or PBM under this section is confidential and shall not be disclosed by the Secretary or by a plan receiving the information, except that the Secretary may disclose the information in a form which does not disclose the identity of a specific PBM, plan, or prices charged for drugs, for the following purposes: 

(1) As the Secretary determines to be necessary to carry out this section or part D of subchapter XVIII. 

(2) To permit the Comptroller General to review the information provided. 

(3) To permit the Director of the Congressional Budget Office to review the information provided. 

(4) To States to carry out section 18031 of this title. 

(d) Penalties 
The provisions of subsection (b)(3)(C) ofsection 1396r–8 of this title shall apply to a health benefits plan or PBM that fails to provide information required under subsection (a) on a timely basis or that knowingly provides false information in the same manner as such provisions apply to a manufacturer with an agreement under that section. 
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42 USC § 1397m - Enhancement of long-term care

(a) Grants and incentives for long-term care staffing 
(1) In general 
The Secretary shall carry out activities, including activities described in paragraphs (2) and (3), to provide incentives for individuals to train for, seek, and maintain employment providing direct care in long-term care. 

(2) Specific programs to enhance training, recruitment, and retention of staff 
(A) Coordination with Secretary of Labor to recruit and train long-term care staff 
The Secretary shall coordinate activities under this subsection with the Secretary of Labor in order to provide incentives for individuals to train for and seek employment providing direct care in long-term care. 

(B) Career ladders and wage or benefit increases to increase staffing in long-term care 
(i) In general The Secretary shall make grants to eligible entities to carry out programs through which the entities— 

(I) offer, to employees who provide direct care to residents of an eligible entity or individuals receiving community-based long-term care from an eligible entity, continuing training and varying levels of certification, based on observed clinical care practices and the amount of time the employees spend providing direct care; and 

(II) provide, or make arrangements to provide, bonuses or other increased compensation or benefits to employees who achieve certification under such a program. 

(ii) Application To be eligible to receive a grant under this subparagraph, an eligible entity shall submit an application to the Secretary at such time, in such manner, and containing such information as the Secretary may require (which may include evidence of consultation with the State in which the eligible entity is located with respect to carrying out activities funded under the grant). 

(iii) Authority to limit number of applicants Nothing in this subparagraph shall be construed as prohibiting the Secretary from limiting the number of applicants for a grant under this subparagraph. 

(3) Specific programs to improve management practices 
(A) In general 
The Secretary shall make grants to eligible entities to enable the entities to provide training and technical assistance. 

(B) Authorized activities 
An eligible entity that receives a grant under subparagraph (A) shall use funds made available through the grant to provide training and technical assistance regarding management practices using methods that are demonstrated to promote retention of individuals who provide direct care, such as— 

(i) the establishment of standard human resource policies that reward high performance, including policies that provide for improved wages and benefits on the basis of job reviews; 

(ii) the establishment of motivational and thoughtful work organization practices; 

(iii) the creation of a workplace culture that respects and values caregivers and their needs; 

(iv) the promotion of a workplace culture that respects the rights of residents of an eligible entity or individuals receiving community-based long-term care from an eligible entity and results in improved care for the residents or the individuals; and 

(v) the establishment of other programs that promote the provision of high quality care, such as a continuing education program that provides additional hours of training, including on-the-job training, for employees who are certified nurse aides. 

(C) Application 
To be eligible to receive a grant under this paragraph, an eligible entity shall submit an application to the Secretary at such time, in such manner, and containing such information as the Secretary may require (which may include evidence of consultation with the State in which the eligible entity is located with respect to carrying out activities funded under the grant). 

(D) Authority to limit number of applicants 
Nothing in this paragraph shall be construed as prohibiting the Secretary from limiting the number of applicants for a grant under this paragraph. 

(4) Accountability measures 
The Secretary shall develop accountability measures to ensure that the activities conducted using funds made available under this subsection benefit individuals who provide direct care and increase the stability of the long-term care workforce. 

(5) Definitions 
In this subsection: 

(A) Community-based long-term care 
The term “community-based long-term care” has the meaning given such term by the Secretary. 

(B) Eligible entity 
The term “eligible entity” means the following: 

(i) A long-term care facility. 

(ii) A community-based long-term care entity (as defined by the Secretary). 

(b) Certified EHR technology grant program 
(1) Grants authorized 
The Secretary is authorized to make grants to long-term care facilities for the purpose of assisting such entities in offsetting the costs related to purchasing, leasing, developing, and implementing certified EHR technology (as defined in section 1395w–4 (o)(4) of this title) designed to improve patient safety and reduce adverse events and health care complications resulting from medication errors. 

(2) Use of grant funds 
Funds provided under grants under this subsection may be used for any of the following: 

(A) Purchasing, leasing, and installing computer software and hardware, including handheld computer technologies. 

(B) Making improvements to existing computer software and hardware. 

(C) Making upgrades and other improvements to existing computer software and hardware to enable e-prescribing. 

(D) Providing education and training to eligible long-term care facility staff on the use of such technology to implement the electronic transmission of prescription and patient information. 

(3) Application 
(A) In general 
To be eligible to receive a grant under this subsection, a long-term care facility shall submit an application to the Secretary at such time, in such manner, and containing such information as the Secretary may require (which may include evidence of consultation with the State in which the long-term care facility is located with respect to carrying out activities funded under the grant). 

(B) Authority to limit number of applicants 
Nothing in this subsection shall be construed as prohibiting the Secretary from limiting the number of applicants for a grant under this subsection. 

(4) Participation in State health exchanges 
A long-term care facility that receives a grant under this subsection shall, where available, participate in activities conducted by a State or a qualified State-designated entity (as defined in section 300jj–33 (f) of this title) under a grant under section 300jj–33 of this title to coordinate care and for other purposes determined appropriate by the Secretary. 

(5) Accountability measures 
The Secretary shall develop accountability measures to ensure that the activities conducted using funds made available under this subsection help improve patient safety and reduce adverse events and health care complications resulting from medication errors. 

(c) Adoption of standards for transactions involving clinical data by long-term care facilities 
(1) Standards and compatibility 
The Secretary shall adopt electronic standards for the exchange of clinical data by long-term care facilities, including, where available, standards for messaging and nomenclature. Standards adopted by the Secretary under the preceding sentence shall be compatible with standards established under part C of subchapter XI, standards established under subsections (b)(2)(B)(i) and (e)(4) ofsection 1395w–104 of this title, standards adopted under section 300jj–14 of this title, and general health information technology standards. 

(2) Electronic submission of data to the Secretary 
(A) In general 
Not later than 10 years after March 23, 2010, the Secretary shall have procedures in place to accept the optional electronic submission of clinical data by long-term care facilities pursuant to the standards adopted under paragraph (1). 

(B) Rule of construction 
Nothing in this subsection shall be construed to require a long-term care facility to submit clinical data electronically to the Secretary. 

(3) Regulations 
The Secretary shall promulgate regulations to carry out this subsection. Such regulations shall require a State, as a condition of the receipt of funds under this part, to conduct such data collection and reporting as the Secretary determines are necessary to satisfy the requirements of this subsection. 

(d) Authorization of appropriations 
There are authorized to be appropriated to carry out this section— 

(1) for fiscal year 2011, $20,000,000; 

(2) for fiscal year 2012, $17,500,000; and 

(3) for each of fiscal years 2013 and 2014, $15,000,000. 
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SEC. 10108. FREE CHOICE VOUCHERS. (a) IN GENERAL.—An offering employer shall provide free choice vouchers to each qualified employee of such employer. (b) OFFERING EMPLOYER.—For purposes of this section, the term ‘‘offering employer’’ means any employer who— (1) offers minimum essential coverage to its employees consisting of coverage through an eligible employer-sponsored plan; and (2) pays any portion of the costs of such plan. (c) QUALIFIED EMPLOYEE.—For purposes of this section— (1) IN GENERAL.—The term ‘‘qualified employee’’ means, with respect to any plan year of an offering employer, any employee—(A) whose required contribution (as determined under section 5000A(e)(1)(B)) for minimum essential coverage through an eligible employer-sponsored plan— (i) exceeds 8 percent of such employee’s household income for the taxable year described in section 1412(b)(1)(B) which ends with or within in the plan year; and (ii) does not exceed 9.8 percent of such employee’s household income for such taxable year; (B) whose household income for such taxable year is not greater than 400 percent of the poverty line for a family of the size involved; and (C) who does not participate in a health plan offered by the offering employer. (2) INDEXING.—In the case of any calendar year beginning after 2014, the Secretary shall adjust the 8 percent under paragraph (1)(A)(i) and 9.8 percent under paragraph (1)(A)(ii) for the calendar year to reflect the rate of premium growth be- tween the preceding calendar year and 2013 over the rate of income growth for such period. (d) FREE CHOICE VOUCHER.— (1) AMOUNT.— (A) IN GENERAL.—The amount of any free choice voucher provided under subsection (a) shall be equal to the monthly portion of the cost of the eligible employer-sponsored plan which would have been paid by the employer if the employee were covered under the plan with respect to which the employer pays the largest portion of the cost of the plan. Such amount shall be equal to the amount the employer would pay for an employee with self-only coverage unless such employee elects family coverage (in which case such amount shall be the amount the employer would pay for family coverage). (B) DETERMINATION OF COST.—The cost of any health plan shall be determined under the rules similar to the rules of section 2204 of the Public Health Service Act, except that such amount shall be adjusted for age and category of enrollment in accordance with regulations established by the Secretary. (2) USE OF VOUCHERS.—An Exchange shall credit the amount of any free choice voucher provided under subsection (a) to the monthly premium of any qualified health plan in the Exchange in which the qualified employee is enrolled and the offering employer shall pay any amounts so credited to the Ex- change. (3) PAYMENT OF EXCESS AMOUNTS.—If the amount of the free choice voucher exceeds the amount of the premium of the qualified health plan in which the qualified employee is en- rolled for such month, such excess shall be paid to the em- ployee. (e) OTHER DEFINITIONS.—Any term used in this section which is also used in section 5000A of the Internal Revenue Code of 1986 shall have the meaning given such term under such section 5000A. (f) EXCLUSION FROM INCOME FOR EMPLOYEE.—(1) IN GENERAL.—Part III of subchapter B of chapter 1 of the Internal Revenue Code of 1986 is amended by inserting after section 139C the following new section: ‘‘SEC. 139D. FREE CHOICE VOUCHERS. ‘‘Gross income shall not include the amount of any free choice voucher provided by an employer under section 10108 of the Patient Protection and Affordable Care Act to the extent that the amount of such voucher does not exceed the amount paid for a qualified health plan (as defined in section 1301 of such Act) by the taxpayer.’’. (2) CLERICAL AMENDMENT.—The table of sections for part III of subchapter B of chapter 1 of such Code is amended by inserting after the item relating to section 139C the following new item: ‘‘Sec. 139D. Free choice vouchers.’’. (3) EFFECTIVE DATE.—The amendments made by this sub- section shall apply to vouchers provided after December 31, 2013. (g) DEDUCTION ALLOWED TO EMPLOYER.— (1) IN GENERAL.—Section 162(a) of the Internal Revenue Code of 1986 is amended by adding at the end the following new sentence: ‘‘For purposes of paragraph (1), the amount of a free choice voucher provided under section 10108 of the Patient Protection and Affordable Care Act shall be treated as an amount for compensation for personal services actually rendered.’’. (2) EFFECTIVE DATE.—The amendments made by this sub- section shall apply to vouchers provided after December 31, 2013. (h) VOUCHER TAKEN INTO ACCOUNT IN DETERMINING PREMIUM CREDIT.— (1) øAdded a subparagraph (D) to section 36(c)(2) of the IRC, added by section 1401¿ (2) EFFECTIVE DATE.—The amendment made by this sub- section shall apply to taxable years beginning after December 31, 2013. (i) COORDINATION WITH EMPLOYER RESPONSIBILITIES.— (1) SHARED RESPONSIBILITY PENALTY.— (A) øAdded a paragraph (3) to section 4980H(c) of the IRC, added by section 1513¿ (B) EFFECTIVE DATE.—The amendment made by this paragraph shall apply to months beginning after December 31, 2013. (2) øAmended section 18B(a)(3) of FLSA, added by section 1512¿ (j) EMPLOYER REPORTING.— (1) øAmended section 6056(a) of the IRC, added by section 1514¿ (2) øReplaced subsection (f) of section 6056 of the IRC, added by section 1514¿ (3) øMade miscellaneous conforming amendments to sections 6056 and 6724(d) of the IRC, added by section 1514, as well as a table of sections amendment¿(4) EFFECTIVE DATE.—The amendments made by this sub- section shall apply to periods beginning after December 31, 2013.

