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SUMMARY:: This proposed rule addresses various requirements applicable to health insurance
issuers, Affordable Insurance Exchanges (“ Exchanges’), Navigators, non-Navigator assistance
personnel, and other entities under the Patient Protection and Affordable Care Act and the Health
Care and Education Reconciliation Act of 2010 (collectively referred to as the Affordable Care
Act). Specifically, the rule proposes standards related to product discontinuation and renewal,
quality reporting, non-discrimination standards, minimum certification standards and
responsibilities of qualified health plan (QHP) issuers, the Small Business Health Options
Program, and enforcement remedies in Federally-facilitated Exchanges. It aso proposes: a
modification of HHS' s allocation of reinsurance contributions collected if those contributions do
not meet our projections; certain changes to the ceiling on alowable administrative expensesin
the risk corridors cal culation; modifications to the way we calculate certain cost-sharing
parameters so that we round those parameters down to the nearest $50 increment; certain
approaches we are considering to index the required contribution used to determine eligibility for

an exemption from the shared responsibility payment under section 5000A of the Internal
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Revenue Code; grounds for imposing civil money penalties on persons who provide false or
fraudulent information to the Exchange and on persons who improperly use or disclose
information; updated standards for the consumer assistance programs; standards related to the
opt-out provisions for self-funded, non-Federal governmental plans and the individual market
provisions under the Health Insurance Portability and Accountability Act of 1996; standards for
recognition of certain types of foreign group health coverage as minimum essential coverage;
amendments to Exchange appeal s standards and coverage enrollment and termination standards;
and time-limited adjustments to the standards relating to the medical loss ratio program.
DATES: To be assured consideration, comments must be received at one of the addresses
provided below no later than 5 p.m. on [OFR—INSERT DATE 30 DAYSAFTER
PUBLICATION IN THE FEDERAL REGISTER.]
ADDRESSES: In commenting, please refer to file code CM S-9949-P. Because of staff and
resource limitations, we cannot accept comments by facsimile (FAX) transmission.

Y ou may submit comments in one of four ways (please choose only one of the ways
listed):

1. Electronically. You may submit electronic comments on this regulation to

http://www.regulations.gov. Follow the "Submit a comment” instructions.

2. By regular mail. Y ou may mail written comments to the following address ONLY :
Centersfor Medicare & Medicaid Services,

Department of Health and Human Services,

Attention: CMS-9949-P,

P.O. Box 8016,

Baltimore, MD 21244-8016.
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Please allow sufficient time for mailed comments to be received before the close of the
comment period.

3. By express or overnight mail. Y ou may send written comments to the following

address ONLY::
Centersfor Medicare & Medicaid Services,
Department of Health and Human Services,
Attention: CMS-9949-P,
Mail Stop C4-26-05,
7500 Security Boulevard,
Baltimore, MD 21244-1850.

4. By hand or courier. Alternatively, you may deliver (by hand or courier) your written

comments ONLY to the following addresses prior to the close of the comment period:

a. For delivery in Washington, DC--

Centersfor Medicare & Medicaid Services,

Department of Health and Human Services,

Room 445-G, Hubert H. Humphrey Building,

200 Independence Avenue, SW.,

Washington, DC 20201

(Because access to the interior of the Hubert H. Humphrey Building is not readily
available to persons without Federal government identification, commenters are encouraged to
leave their commentsin the CM S drop slots located in the main lobby of the building. A stamp-
in clock is available for persons wishing to retain a proof of filing by stamping in and retaining

an extra copy of the comments being filed.)
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b. For delivery in Baltimore, MD--

Centersfor Medicare & Medicaid Services,

Department of Health and Human Services,

7500 Security Boulevard,

Baltimore, MD 21244-1850.

If you intend to deliver your comments to the Baltimore address, call telephone number
(410) 786-9994 in advance to schedule your arrival with one of our staff members.

Comments erroneously mailed to the addresses indicated as appropriate for hand or
courier delivery may be delayed and received after the comment period.
For information on viewing public comments, see the beginning of the "SUPPLEMENTARY
INFORMATION" section.
FOR FURTHER INFORMATION CONTACT:
For general matters and matters related to Parts 146 through 148: Jacob Ackerman,
(301) 492-4179.
For matters related to reinsurance, under Part 153: Adrianne Glasgow, (410) 786-0686.
For matters related to risk corridors, under Part 153: Jaya Ghildiyal, (301) 492-5149.
For matters related to non-interference with Federal law and non-discrimination standards, and
Navigator, non-Navigator assistance personnel, and certified application counselor program
standards, under Part 155, subparts B and C: Joan Matlack, (301) 492-4223.
For matters related to civil money penalties and consumer authorization forms, under Part 155,
subpart C: Emily Ames, (301) 492-4246.
For matters related to civil money penalties for false or fraudulent information or improper use

of information, under Part 155, subpart C: Julia Cassidy, (301) 492-4412.
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For matters related to enrollment of aqualified individual, under Part 155, subpart E: Jack
Lavelle, (410) 786-0639.
For matters related to special enrollment periods and exemptions under Part 155, subparts D and
G, and matters related to eligibility appeals, under Part 155, subparts F and H: Christine
Hammer, (301) 492-4431.
For matters related to the Small Business Health Options Program, under Part 155, subpart H:
Christelle Jang, (410) 786-8438.
For matters related to the required contribution percentage for affordability exemptions, under
Part 155, subpart G: Ariel Novick, (301) 492-4309.
For matters related to cost sharing, under Part 156, subpart B: Pat Meisol, (410) 786-1917.
For matters related to quality standards, under Parts 155 and 156: Nidhi Singh Shah,
(301) 492-5110.
For matters related to minimum essential coverage, under Part 156, subpart G: Cam Clemmons,
(410) 786-1565.
For all other matters related to Parts 155 and 156: Leigha Basini, (301) 492-4380.
For matters related to the medical loss ratio program, under Part 158: Julie McCune,
(301) 492-4196.
SUPPLEMENTARY INFORMATION:
Electronic Access

This Federal Register document is also available from the Feder al Register online
database through Federal Digital System (FDsys), a service of the U.S. Government Printing

Office. This database can be accessed viathe internet at http://www.gpo.gov/fdsys.
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Inspection of Public Comments: All comments received before the close of the comment

period are available for viewing by the public, including any personally identifiable or
confidential businessinformation that isincluded in acomment. We post all comments received
before the close of the comment period on the following website as soon as possible after they
have been received: http://www.regulations.gov. Follow the search instructions on that website
to view public comments.

Comments received timely will also be available for public inspection as they are
received, generally beginning approximately 3 weeks after publication of a document, at the
headquarters of the Centers for Medicare & Medicaid Services, 7500 Security Boulevard,
Baltimore, Maryland 21244, Monday through Friday of each week from 8:30 am.to 4 p.m. To
schedule an appointment to view public comments, phone 1-800-743-3951.
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|. Executive Summary

Since January 1, 2014, qualified individuals and small employers have been ableto
obtain private health insurance through Affordable Insurance Exchanges, or “Exchanges’ (also
known as Health Insurance Marketplaces, or “Marketplaces’).! The Exchanges provide
competitive marketplaces where individuals and small employers can compare available private
health insurance options on the basis of price, quality, and other factors. The Exchanges help
enhance competition in the health insurance market, improve choice of affordable health

insurance, and give small businesses the same purchasing power as large businesses.

! The word “Exchanges’ refers to both State Exchanges, also called State-based Exchanges, and Federally-
facilitated Exchanges (FFES). In this proposed rule, we use the terms “ State Exchange” or “FFE” when we are
referring to a particular type of Exchange. When we refer to “FFES,” we are also referring to State Partnership
Exchanges, which are aform of FFEs.
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Individuals who enroll in qualified health plans (QHPS) through individual market
Exchanges may be eligible to receive premium tax credits to make health insurance purchased
through an Exchange more affordable and cost-sharing reductions that lower out-of-pocket
expenses for health care services. The premium tax credits, combined with the new insurance
reforms, will significantly increase the number of individuals with health insurance coverage.
Premium stabilization programs—risk adjustment, reinsurance, and risk corridors—protect
against adverse selection in the newly enrolled population. These programs, in combination with
the medical loss ratio program and market reforms extending guaranteed availability (also known
as guaranteed issue) protections, prohibiting the use of factors such as health status, medical
history, gender, and industry of employment to set premium rates, will help to ensure that every
American has access to high quality, affordable health insurance.

This proposed rule would address various requirements applicable to health insurance
issuers, Exchanges, Navigators, non-Navigator assistance personnel, and other entities under the
Affordable Care Act. Specifically, the rule proposes standards related to product discontinuation
and renewal, quality reporting, non-discrimination standards, minimum certification standards
and responsibilities of qualified health plan (QHP) issuers, the Small Business Health Options
Program, and enforcement remedies in Federally-facilitated Exchanges. It aso proposes: a
modification of HHS' s allocation of reinsurance contributions collected if those contributions do
not meet our projections; certain changes to the ceiling on alowable administrative expensesin
the risk corridors cal culation; modifications to the way we calculate certain cost-sharing
parameters so that we round those parameters down to the nearest $50 increment; certain
approaches we are considering to index the required contribution used to determine eligibility for

an exemption from the shared responsibility payment under section 5000A of the Internal
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Revenue Code; grounds for imposing civil money penalties on persons who provide false or
fraudulent information to the Exchange and on persons who improperly use or disclose
information; updated standards for the consumer assistance programs; standards related to the
opt-out provisions for self-funded, non-Federal governmental plans and the individual market
provisions under the Health Insurance Portability and Accountability Act of 1996; standards for
recognition of certain types of foreign group health coverage as minimum essential coverage;
amendments to Exchange appeal s standards and coverage enrollment and termination standards;
and time-limited adjustments to the standards relating to the medical loss ratio program. Nearly
all of these proposed policies were described in the preamble to the final ruletitled, HHS Notice
of Benefit and Payment Parameters for 2015, published on March 11, 2014 (79 FR 13744) (2015
Payment Notice).”

Product Withdrawal and Uniform Modification of Coverage Exceptions to Guaranteed

Renewabhility Requirements: Under sections 2702 and 2703 of the Public Health Service Act

(PHS Act), as added by the Affordable Care Act, health insurance issuers in the group and
individual markets must guarantee the availability and renewability of coverage unless an
exception applies. In this proposed rule, we propose criteriafor determining when modifications
made by an issuer to the health insurance coverage for a product would and would not constitute
the discontinuation of an existing product and the creation of a new product. We also propose
that issuers use standard consumer notices in aformat designated by the Secretary when

discontinuing or renewing a product in the group or individual market. Additionally, we propose

2 patient Protection and Affordable Care Act; HHS Notice of Benefit and Payment Parameters for 2015, 79 FR
13744 (March 11, 2014).
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to clarify that the guaranteed availability and renewability requirements should not be construed
to supersede other provisions of Federal law in certain circumstances.

Conforming Changes to Individual Market Provisions: Sections 2741 through 2744 of

the PHS Act were added by HIPAA to improve the portability and continuity of coveragein the
individual health insurance market. These provisions are implemented through regulationsin 45
CFR Part 148. Inthis proposed rule, we propose to amend the individual market provisionsin
Part 148 to reflect the amendments made by the Affordable Care Act. These amendments are for
clarity only.

Fixed Indemnity Insurance in the Individual Market: Consistent with previously released

guidance, we propose to amend the criteriafor fixed indemnity insurance to be treated as an
excepted benefit in the individual health insurance market.® The proposed amendments would
eliminate the requirement that individual fixed indemnity insurance must pay on a per-period
basis (as opposed to a per-service basis), and instead require, among other things, that it be sold
only as secondary to other health coverage that is minimum essential coverage to be considered
an excepted benefit.

HIPAA Opt-Out for Salf-Funded, Non-Federal Governmental Plans; Prior to enactment

of the Affordable Care Act, sponsors of self-funded, non-Federal governmental plans were
permitted to elect to exempt those plans from (“opt out of ") certain provisions of title XX V11 of

the PHS Act. Consistent with previously released guidance, we propose amendments to the non-

% FAQs about Affordable Care Act Implementation (Part XVI11) and Mental Health Parity Implementation, Q11
(January 9, 2014). Available at: http://www.cms.gov/CCl1 O/Resources/Fact-Sheets-and-
FAQs/aca implementation fags18.html and http://www.dol.gov/ebsalfags/fag-acal8.html.
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Federal governmental plan regulations (45 CFR 146.180) to reflect the amendments made by the
Affordable Care Act to these provisions.*

Premium Stabilization Programs. The Affordable Care Act establishes three premium

stabilization programs—risk adjustment, reinsurance, and risk corridors—to protect against
adverse selection. The goal of the permanent risk adjustment program is to mitigate the impacts
of possible adverse selection and stabilize the premiumsin the individual and small group
markets as and after insurance market reforms are implemented. The Affordable Care Act also
directs that atransitional reinsurance program be established in each State to help stabilize
premiums for coverage by helping to pay the cost of treating high-cost enrollees in the individual
market from 2014 through 2016.

Both the reinsurance and risk adjustment programs are subject to the fiscal year 2015
sequestration. The risk adjustment and reinsurance programs will be sequestered at arate of 7.3
percent in fiscal year 2015. The Federal government’s 2015 fiscal year begins on October 1,
2014. HHS, in coordination with the OMB, has determined that, pursuant to section 256(k)(6) of
the Balanced Budget and Emergency Deficit Control Act of 1985 as amended, and the
underlying authority for these programs, funds that are sequestered in fiscal year 2015 from the
reinsurance and risk adjustment programs will become available for payment to issuersin fiscal
year 2016 without further Congressional action. HHS is still working through operational
guestions regarding the structure and timing of these payments, but aims to make payments of
sequestered fiscal year 2015 funding for the reinsurance and risk adjustment programs, which

would have otherwise been paid in the summer of 2015, as soon as practicably possiblein fiscal

4 Amendments to the HIPAA opt-out provision (formerly section 2721(b)(2) of the Public Health Service Act) made
by the Affordable Care Act (September 21, 2010). Available at:
http://www.cms.gov/CCl 1 O/Resources/FilesyDownloads/opt_out_memo.pdf.
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year 2016, which begins on October 1, 2015. Should Congressfail to enact deficit reduction that
replaces the Joint Committee reductions, these programs would be sequestered in future fiscal
years, and any sequestered funding would become available in the fiscal year following that in
which it was sequestered.

In this proposed rule, we solicit feedback on potential revisions to the allocation of
reinsurance contributions collected and we suggest an approach such that the contributions
collected under that program are allocated first to the reinsurance pool and administrative
expenses, and second to the U.S. Treasury. In addition, we invite comment on alternative
allocation approaches to maximize the premium stabilization benefits of the program.

We also propose changing the limit on allowable administrative costs to 22 percent and
the limit on profitsto 5 percent in the risk corridors calculation, in recognition of the ongoing
uncertainty and changes in the market in 2015; we expect to implement this change in a budget
neutral way.

Exchange Establishment and QHP Issuer Standards: The rule proposes amending

oversight standards regarding QHP decertification and CMPs. It also proposes that QHP issuers
provide enrollees with an annual notice of coverage changes. This rule proposes a process for
survey vendors to appeal an HHS decision not to approve its application to become an enrollee
satisfaction survey (ESS) vendor, as well as standards for revoking HHS-approval of ESS
vendors. Finaly, it proposes standards for the ESS and quality rating system (QRS) related to
the display of such information by Exchanges and the submission of validated data by QHP
issuers.

We propose to align the start of annual employer election periodsin all SHOPs for plan

years beginning in 2015 with the start of open enrollment in the corresponding individual market
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Exchange for the 2015 benefit year and to eliminate the 30-day minimum time frames for the
employer and employee annual election periods. We also propose to alow State departments of
insurance to recommend that, in 2015, a SHOP not provide employers with the option of
selecting alevel of coverage as described in section 1302(d)(1) of the Affordable Care Act, and
making all QHPs at that level of coverage available to their employees if making that option
available would result in significant adverse selection in the State’ s small group market resulting
in market disruptions that could not be addressed by the premium stabilization programs or
singlerisk pooal, or if there would be insufficient issuers of qualified health plans or qualified
stand-alone dental plans to allow for meaningful choice among plans. We propose to allow the
opportunity for a person appealing a determination of SHOP eligibility to withdraw an appeal by
telephone, if the appeal s entity is capable of accepting telephonic signatures.

Civil Money Pendlties for False Information or Improper Use of Information: The

proposed rule specifies the grounds for imposing civil money penalties on persons who provide
false or fraudulent information to the Exchange and on persons who use or disclose information
in violation of section 1411(g) of the Affordable Care Act. The grounds for imposing a penalty
include: negligent failure to provide correct information, knowing and willful provision of false
or fraudulent information, and knowing and willful use or disclosure of information in violation
of section 1411(g). This section proposes the factors used to determine the amount of the CMP to
be imposed against a person. The section aso provides for the requirements for notices which
must be provided to a person if HHS proposes to impose a CMP, and the processes a person may
follow should the person wish to challenge HHS' determination that a CMP should be imposed,
including a process pursuant to which a person may request a hearing before an administrative

law judge. We aso propose to amend current privacy and security regulations at 45 CFR
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155.260 to reference the new CMP provisions associated with knowingly and willfully using or
disclosing information in violation of section 1411(g) of the Affordable Care Act.

Civil Money Penalties for Consumer Assistance Entities. The proposed rule would

provide that HHS may impose CM Ps against Navigators, non-Navigator assistance personnel,
certified application counselor designated organizations, and certified application counselorsin
FFEs, if these entities and/or individuals violate Federal requirements applicable to their
activities.

Navigator, Non-Navigator Assistance Personnel, and Certified Application Counselor

Program Standards: In this proposed rule, we propose to specify certain types of State laws

applicable to Navigators, non-Navigator assistance personnel, and certified application
counselors that HHS considers to conflict with or prevent the application of the provisions of
title | of the Affordable Care Act within the meaning of section 1321(d) of the Affordable Care
Act. We would also make several changes to update the standards applicable to these consumer
assistance entities and individuals, such as prohibiting them from specified marketing or
solicitation activities. We propose to require Navigators and non-Navigator assistance personnel
to obtain authorization before accessing a consumer’ s personally identifiable information and to
prohibit them from charging consumers for their services. We also propose to require that
certified application counselors be recertified on at least an annual basis, and propose to prohibit
certified application counselors and certified application counselor designated organizations
from receiving consideration, directly or indirectly, from health insurance issuers or stop loss
insurance issuers in connection with the enrollment of consumers in QHPs or non-QHPs. We

further propose that, in specific circumstances, certified application counselor designated
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organizations can serve targeted populations without violating the broad non-discrimination
requirement related to Exchange functions.

Indexing of Cost-Sharing Requirements. Under 8156.130(a), the annual limitation on

cost sharing and the annual limitation on deductibles in the small group market for years after
2014 are to be indexed by the premium adjustment percentage. We established our methodol ogy
for calculating the premium adjustment percentage in the 2015 Payment Notice. Inthisrule, we
propose cal culating these limitations based on the premium adjustment percentage by rounding
down to the nearest $50 increment.

Required Contribution Percentage: Under section 5000A of the Code, an applicable

individual must maintain minimum essentia coverage for each month, qualify for an exemption,
or make a shared responsibility payment. An individual may qualify for an exemption from the
shared responsibility payment if the amount that he or she would be required to pay towards
minimum essential coverage (required contribution) exceeds a particular percentage (the required
contribution percentage) of his or her household income. Under section S000A of the Code, the
required contribution percentage for 2014 is 8 percent, and for each plan year beginning in a
calendar year after 2014, the percentage, as determined by the Secretary of Health and Human
Services (the Secretary), that reflects the excess of the rate of premium growth between the
preceding calendar year and 2013 over the rate of income growth for the same period. In this
preamble to this proposed rule, we describe issues related to possible methodol ogies for
determining the percentage reflecting the excess of the rate of premium growth over the rate of
income growth for plan years after 2014.

Eligibility Appeals: Thisrule proposes to amend standards related to eligibility appeals

provisionsin subparts F and H of Part 155. To facilitate the efficient conclusion of an appeal at



CMS-9949-P 22

the request of the appellant, we propose to amend the withdrawal procedure to permit
withdrawals made via telephonic signature.

Minimum Essential Coverage: On October 31, 2013, we published guidance indicating

that certain types of foreign group health coverage are recognized as minimum essential
coverage.® In this proposed rule, we propose amendments codifying the treatment of foreign
group coverage as described in the October 31, 2013 guidance. We also clarify that entities other
than plan sponsors (for example, issuers) can apply for their coverage to be recognized as
minimum essential coverage, pursuant to the process outlined in 45 CFR 156.604 and guidance
thereunder.

Medical Loss Ratio: The MLR program created pursuant to the Affordable Care Act

generally requires issuers to rebate a portion of premiumsif their MLR fails to meet the
applicable MLR standard in a State and market for the applicable reporting year. Anissuer’s
MLR istheratio of claims plus quality improvement activities to premium revenue, with the
premium adjusted by the amounts paid for taxes, licensing and regulatory fees, and the premium
stabilization programs. On December 1, 2010, we published an interim final rule entitled
“Health Insurance Issuers Implementing Medical Loss Ratio (MLR) Requirements under the
Patient Protection and Affordable Care Act” (75 FR 74864), which established standards for the
MLR program. Since then, we have made several revisions and technical corrections to those
rules. In this proposed rule, we propose to modify the timeframe for which issuers can include
their ICD-10 conversion costsin their MLR calculation. We also propose to modify the

regulation to clarify how issuers would calculate MLRs and rebates in States that require the

® See CCIIO Sub-Regulatory Guidance: Process for Obtaining Recognition as Minimum Essential Coverage
(October 31, 2013). Available at: http://www.cms.gov/CClI O/Resources/Regul ations-and-
Guidance/Downl oads/mec-guidance-10-31-2013.pdf.
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individual and small group markets to be merged. We note that the standards for ICD-10
conversion costs and merged markets would also apply to the risk corridors program. Further,
we propose to modify the regulation to account for the special circumstances of the issuers
affected by the CM'S November 2013 transitional policy and the issuers impacted by systems
challenges during the implementation of the Exchanges. We also propose to amend the
requirements for distribution of de minimis rebates.

Il. Background

A. Legidative Overview

The Patient Protection and Affordable Care Act (Pub. L. 111-148) was enacted on March
23, 2010. The Health Care and Education Reconciliation Act of 2010 (Pub. L. 111-152), which
amended and revised several provisions of the Patient Protection and Affordable Care Act, was
enacted on March 30, 2010. In this proposed rule, we refer to the two statutes collectively as the
“Affordable Care Act.”

The Affordable Care Act reorganizes, amends, and adds to the provisions of title XX VII
of the PHS Act relating to group health plans and health insurance issuersin the group and
individual markets.

Section 1201 of the Affordable Care Act added sections 2702 and 2703 of the PHS Act.
Section 2702 of the PHS Act generally requires an issuer that offers health insurance coveragein
the individual or group market in a State to offer coverage to and accept every individual or
employer in the State that applies for such coverage. Section 2703 of the PHS Act generally
requires an issuer to renew or continue in force coverage in the group or individual market at the

option of the plan sponsor or the individual.
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Prior to enactment of the Affordable Care Act, HIPAA amended the PHS Act to improve
access to individual health insurance coverage for certain eligible individuals who previously had
group coverage, and to guarantee the renewability of all coverage in the individual market.
These reforms were added as sections 2741 through 2744 of the PHS Act.

HIPAA aso added PHS Act provisions permitting sponsors of self-funded, non-Federal
governmental plansto elect to exempt those plans from (“opt out of”) certain provisions of title
XXVII of the PHS Act. This election was authorized under section 2721(b)(2) of the PHS Act,
which is now designated as section 2722(a)(2) of the PHS Act by the Affordable Care Act.

Section 2718 of the PHS Act, as added by the Affordable Care Act, generally requires
health insurance issuers to submit an annual MLR report to HHS and provide rebates to
consumers if they do not achieve specified MLRs.

Sections 2722 and 2763 of the PHS Act, asimplemented in 45 CFR 146.145(b) and
148.220, provide that the requirements of parts A and B of title XXVI1I of the PHS Act shall not
apply to any individual coverage or any group health plan (or group health insurance coverage)
in relation to its provision of excepted benefits. Excepted benefits are described in section
2791(c) of the PHS Act. One category of excepted benefits, called “ noncoordinated excepted
benefits,” includes coverage for only a specified disease or illness, and hospital indemnity or
other fixed indemnity insurance. Benefitsin this category are excepted only if they meet certain
conditions specified in the statute and regulations.

Section 1302(c) of the Affordable Care Act establishes an annual limitation on cost
sharing and an annual limitation on deductiblesin the small group market for 2014, and provides
that those limitations are to be increased for each year after 2014 by the percentage by which the

average per capita premium for health insurance coverage in the United States for the preceding
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year exceeds the average per capita premium for 2013. Under section 1302(c), those limitations
are to be rounded to the next lowest multiple of $50.

Section 1311(b) of the Affordable Care Act provides that each State has the opportunity
to establish an Exchange that: (1) facilitates the purchase of insurance coverage by qualified
individual s through QHPs; (2) provides for the establishment of a SHOP designed to assist
qualified employersin the enrollment of their qualified employeesin QHPs; and (3) meets other
requirements specified in the Affordable Care Act.

Section 1311(c)(3) of the Affordable Care Act requires the Secretary to develop arating
system to rate QHPs offered through an Exchange on the basis of quality and price. Section
1311(c)(4) of the Affordable Care Act directs the Secretary to establish an ESS system that
would evaluate the level of enrollee satisfaction of membersin QHPs offered through an
Exchange, for each QHP with more than 500 enrollees in the previous year. Sections 1311(c)(3)
and 1311(c)(4) of the Affordable Care Act further require an Exchange to provide information to
individuals and employers from the rating and ESS systems on the Exchange’ s website. We
have aready promulgated regulations in 45 CFR 155.200(d) that direct Exchanges to oversee
implementation of ESSs and ratings of health care quality and outcomes, and 45 CFR
156.200(b)(5)° that directs QHP issuers that participate in Exchanges to report health care quality
and outcomes information and to implement an ESS consistent with the Affordable Care Act.

Sections 1311(d)(4)(K) and 1311(i) of the Affordable Care Act direct al Exchangesto

establish a Navigator program.

® Patient Protection and Affordable Care Act; Establishment of Exchanges and Qualified Health Plans; Exchange
Standards for Employers; Final Rule, 77 FR 18310 (Mar. 27, 2012) (to be codified at 45 CFR parts 155, 156, &
157).
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Section 1321(a) of the Affordable Care Act provides broad authority for the Secretary to
establish standards and regulations to implement the statutory requirements related to Exchanges,
QHPs and other components of title | of the Affordable Care Act. Section 1321(a)(1) directs the
Secretary to issue regulations that set standards for meeting the requirements of title | of the
Affordable Care Act with respect to, among other things, the establishment and operation of
Exchanges. Section 1321(a)(2) requires the Secretary to engage in consultation to ensure
balanced representation among interested parties.

Section 1321 of the Affordable Care Act provides for State flexibility in the operation
and enforcement of Exchanges and related requirements. Section 1321(d) provides that nothing
intitle ! of the Affordable Care Act shall be construed to preempt any State law that does not
prevent the application of title | of the Affordable Care Act. Section 1311(k) specifies that
Exchanges may not establish rules that conflict with or prevent the application of regulations
promulgated by the Secretary.

Section 1321(c)(1) requires the Secretary of HHS (referred to throughout this rule asthe
Secretary) to establish and operate an FFE within States that either: (1) Did not elect to establish
an Exchange; or (2) as determined by the Secretary, did not have any required Exchange
operationa by January 1, 2014.

Section 1321(c)(2) of the Affordable Care Act provides that the provisions of section
2723(b) of the PHS Act’ shall apply to the enforcement under section 1321(c)(1) of requirements
of section 1321(a)(1), without regard to any limitation on the application of those provisions to

group health plans. Section 2723(b) of the PHS Act authorizes the Secretary to impose CMPs as

" Section 1321(c) of the Affordable Care Act erroneously cites to section 2736(b) of the PHS Act instead of 2723(b)
of the PHS Act. Thiswas clearly atypographical error, and we have interpreted section 1321(c) of the Affordable
Care Act to incorporate section 2723(b) of the PHS Act.
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ameans of enforcing the individual and group market reforms contained in Part A of title XXVII
of the PHS Act when, in the Secretary’ s determination, a State fails to substantially enforce these
provisions.

Section 1341 of the Affordable Care Act requires the establishment of atransitional
reinsurance program in each State to help pay the cost of treating high-cost enrolleesin the
individual market from 2014 through 2016. Section 1342 of the Affordable Care Act directs the
Secretary to establish atemporary risk corridors program that provides for the sharing in gains or
losses resulting from inaccurate rate setting from 2014 through 2016 between the Federal
government and certain participating health plans.

Section 1411(f)(1) of the Affordable Care Act provides that the Secretary, in consultation
with the Secretary of the Treasury, the Secretary of Homeland Security, and the Commissioner
of Socia Security, shall establish procedures by which the Secretary or one of such other Federal
officers hears and makes decisions with respect to appeals of any determination under subsection
(e) and redetermines eligibility on a periodic basisin appropriate circumstances. Section
1411(f)(2) of the Affordable Care Act provides that the Secretary shall establish a separate
appeals process for employers who are notified under section 1411(e)(4)(C) of the Affordable
Care Act that the employer may be liable for atax imposed by section 4980H of the Interna
Revenue Code of 1986 (the Code) 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.
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Section 1411(h) of the Affordable Care Act sets forth CMPs to which any person may be
subject if that person provides inaccurate information as part of an Exchange application or
improperly uses or discloses an applicant’s information.

Section 1501(b) of the Affordable Care Act added section 5000A to the Code. That
section, as amended by the TRICARE Affirmation Act of 2010 (PL 111-159, 124 Stat. 1123)
and Public Law 111-173 (124 Stat. 1215), requires nonexempt individuals to either maintain
minimum essential coverage or make a shared responsibility payment for each month beginning
in 2014. It also describes categories of individuals who may qualify for an exemption from the
individual shared responsibility payment. Section 1311(d)(4)(H) of the Affordable Care Act
specifies that the Exchange will, subject to section 1411 of the Affordable Care Act, grant
certifications of exemption from the individual shared responsibility payment specified in section
5000A of the Code. Standards relating to these provisions were established in IRS regulations
titled, Shared Responsibility Payment for Not Maintaining Minimum Essential Coverage Final
Rule published in the August 30, 2013 Federal Register (78 FR 53646) (IRS Minimum
Essential Coverage Final Rule) and HHS regulations titled, Exchange Functions: Eligibility for
Exemptions; Miscellaneous Minimum Essential Coverage Provisions Final Rule published in the
July 1, 2013 Federal Register (78 FR 39494) (HHS Minimum Essential Coverage Final Rule).

B. Stakeholder Consultation and Input

HHS has consulted with stakeholders on policies related to the operation of Exchanges,
including the SHOP and the premium stabilization programs. HHS has held a number of
listening sessions with consumers, providers, employers, health plans, the actuarial community,
and State representatives to gather public input. HHS consulted with stakeholders through

regular meetings with the National Association of Insurance Commissioners (NAIC), regular
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contact with States through the Exchange Establishment grant and Exchange Blueprint approval
processes, technical health care quality measurement experts, health care survey development
experts, and meetings with Tribal leaders and representatives, health insurance issuers, trade
groups, consumer advocates, employers, and other interested parties. In addition, HHS received
public comment on various notices published in the Federal Register relating to health care
quality in the Exchanges,® enrollee experience measures and domains, and the quality rating
system, which provided valuable feedback on quality reporting and quality rating requirements.°
We considered all of the public input as we developed the policiesin this proposed rule.

C. Structure of Proposed Rule

The regulations outlined in this proposed rule would be codified in 45 CFR parts 146,
147, 148, 153, 155, 156, and 158. Part 146 outlines the group health insurance market
requirements of the PHS Act added by HIPAA and other laws, including guaranteed renewability
standards and opt-out provisions for sponsors of self-funded, non-Federal governmental plans.
Part 147 outlines health insurance reform requirements for the group and individual markets
added by the Affordable Care Act, including standards related to guaranteed availability and
guaranteed renewability of coverage. Part 148 outlines the individual health insurance market
requirements of the PHS Act added by HIPAA and other laws, including standards related to
guaranteed availability with respect to certain eligible individuals and guaranteed renewability

for al individuals. Part 153 outlines standards related to reinsurance program and risk corridors

8 Request for Information Regarding Health Care Quality for Exchanges: http://www.gpo.gov/fdsys/pka/FR-2012-
11-27/pdf/2012-28473.pdf.

° Request for Domains, Instruments, and Measures for Development of a Standardized Instrument for Use in Public
Reporting of Enrollee Satisfaction With Their Qualified Health Plan and Exchange:
http://www.gpo.gov/fdsys/pka/FR-2012-06-21/html/2012-15162.htm.

19 patient Protection and Affordable Care Act; Exchanges and Qualified Health Plans, Quality Rating System (QRS)
Framework, Measures and Methodology; Notice with Comment, 78 FR 69418 (Nov. 19, 2013).
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programs. Part 155 outlines standards related to the operations and functions of an Exchange,
including standards related to non-discrimination, accessibility, and enforcement remedies;
standards applicable to the consumer assistance functions performed by Navigators, non-
Navigator assistance personnel, and certified application counselors; standards related to
eligibility appeals, standards related to exemptions; standards related to quality reporting; and
standards related to SHOP. Part 156 outlines health insurance issuer responsibilities, including
the methodol ogy for calculating the annual limit on cost-sharing and deductibles for years after
2014; minimum certification standards; standards for recognition of certain types of foreign
group health coverage as minimum essential coverage; quality standards for QHPs; and other
QHP issuer responsibilities. Part 158 outlines standards related to the medical loss ratio
program, including standards related to treatment of ICD-10 conversion costs, standards related
to adjustments for issuers affected by the November 2013 CM S transitional policy and issuers
that incurred costs due to the technical problems during the implementation of the Exchanges,
standards related to MLR reporting and rebate calculations in States with merged individual and
small group markets, and standards related to distribution of de minimis rebates.

[I1. Provisions of the Proposed Rule

A. Part 146—Requirements for the Group Health Insurance M arket

1. HIPAA Opt-Out Provisions for Plan Sponsors of Self-Funded, Non-Federal Governmental
Plans (§146.180)

Prior to enactment of the Affordable Care Act, sponsors of self-funded, non-Federal
governmental plans were permitted to elect to exempt those plans from (* opt out of”) certain

provisions of title XXVI1I of the PHS Act. This election was authorized under section 2721(b)(2)
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of the PHS Act. Sponsors of those plans could elect to opt out of all or any of the following title
XXVII requirement categories:
1. Limitations on preexisting condition exclusion periods under section 2701 of the PHS
Act (redesignated as section 2704 by the Affordable Care Act).
2. Requirements for specia enrollment periods under section 2701 of the PHS Act
(redesignated as section 2704 by the Affordable Care Act).
3. Prohibitions against discriminating against individual participants and beneficiaries
based on health status (but not including provisions added by the Genetic Information
Nondiscrimination Act of 2008) under 2702 of the PHS Act (redesignated as section
2705 by the Affordable Care Act).
4. Standards relating to benefits for newborns and mothers under section 2704 of the PHS
Act (redesignated as section 2725 by the Affordable Care Act).
5. Parity in the application of certain limits to mental health and substance use disorder
benefits (including requirements of the Mental Health Parity and Addiction Equity Act of
2008) under section 2705 of the PHS Act (redesignated as section 2726 by the Affordable
Care Act).
6. Required coverage for reconstructive surgery following mastectomies under section
2706 of the PHS Act (redesignated as section 2727 of the PHS Act).
7. Coverage of dependent students on a medically necessary leave of absence under
section 2707 of the PHS Act (redesignated as section 2728 by the Affordable Care Act).
The Affordable Care Act made a number of changes, with the result that sponsors of self-
funded, non-Federal governmental plans can no longer opt out of as many requirements of title

XXVII. First, PHS Act section 2721 was redesignated as section 2722. The new section
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2722(a)(2) no longer alows a sponsor of a self-funded, non-Federal governmental plan to
exempt that plan from the first 3 requirement categories listed above, but may continue to
exempt the plan from requirement categories 4 through 7.

In response to the Affordable Care Act amendments, HHS issued guidance on September
21, 2010 indicating that, for plan years beginning on or after September 23, 2010, plan sponsors
of non-collectively bargained plans can only elect to be exempt from provisions 4-7 and that
provisions 1-3 are no longer available for exemption.™* Group health plans maintained pursuant
to a collective bargaining agreement that was ratified before March 23, 2010, and that has been
exempted from any of thefirst 3 requirement categories listed above, would not have to come
into compliance with those provisions until the commencement of the first plan year following
the expiration of the last plan year governed by the collective bargaining agreement. Because of
the timing of the guidance, HHS elected not to take any enforcement actions with respect to opt-
out elections for plan years beginning prior to April 1, 2011 on the provisions 1-3.

We propose to revise the provisions of 8146.180 to reflect the amendments of the
Affordable Care Act and the September 21, 2010 guidance. While the proposed rule restates the
current rule in the procedures for filing an opt-out election with CMS, the following revisions are
being proposed primarily to reflect the Affordable Care Act amendments: identification of PHS
Act provisions subject to the opt-out election as noted above; deletion of references to the notice
of creditable coverage requirement since that requirement has been superseded; and the deletion

of examples referencing provisions that are no longer available for opt-out elections.

1 Amendments to the HIPAA opt-out provision (formerly section 2721(b)(2) of the Public Health Service Act)
made by the Affordable Care Act (September 21, 2010). Available at:
http://www.cms.gov/CCl1 O/Resources/FilessDownloads/opt_out_memo.pdf.
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Additionally, we propose to replace the address for submitting the election documents
with language indicating that opt-out elections must be submitted in an electronic format as
specified by the Secretary in guidance. We believe that el ectronic submissions will be easier and
more efficient for both the plan sponsors and for CM Sto track the submissions. We welcome
comments on improving the election process in order for elections to be submitted electronically.
Until the issuance of final regulations, elections will be accepted viaU.S. Mail or facsimile. The
current address for the submission, as noted on the CMS/CCIIO website, is Centers for Medicare
& Medicaid Services (CMS), Center for Consumer Information and Insurance Oversight
(CCIlIO), Attn: HIPAA Opt-Out, 200 Independence Avenue, SW, Room 733H-02, Washington,
DC 20201. Elections can also be submitted viafacsimile at 301-492-4462. Questions regarding
the opt-out process can be submitted to CMS at HIPAAOptOut@cms.hhs.gov. CMS makes
publicly available on its website alist of self-funded, non-Federal governmental plans that have
submitted an opt-out election and the PHS Act provisions subject to the election.™

The proposed rule would clarify that plan sponsors of self-funded, non-Federal
governmental plans offering health coverage subject to a collectively bargained agreement that
was ratified before March 23, 2010 can continue to be exempt from any of the 7 original
provisions for which atimely election was filed with CM S until the expiration of the last plan
year subject to the agreement.

These proposed amendments would generally become applicable upon the effective date
of the final rule. Comments are welcome on the proposed revisions and on any aspect of the

proposed rule, including the provisions unchanged from the current regul ation.

12 5ee List of HIPAA Opt-Out Elections for Self-Funded Non-Federal Governmental Plans. Available at:
http://www.cms.gov/CCl1O/Resources/Files/Downloads/hi paa-nfgp-list-7-9-2013.pdf.
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Finally, we note that some plan administrators have been submitting one opt-out election
to CM S for multiple group health plans. While thisis permitted for plans subject to the same
collective bargaining agreement, single elections have been received for multiple plans not under
a collective bargaining agreement. The current regulations expressly require a separate election
for each group health plan not subject to collective bargaining. We request comments on
whether the regulation should be modified to allow a single opt-out submission for multiple
group health plans not subject to collective bargaining. We are also considering requiring, as
part of the opt-out el ection document, that sponsors of plans subject to a collective bargaining
agreement be required to list al plans subject to the agreement. We welcome comments on this
proposal.

B. Part 147—Health Insurance Reform Reguirements for the Group and Individual Health

| nsurance Markets

1. Guaranteed Availability and Guaranteed Renewability of Coverage (88147.104 and 147.106)
a. No Effect on Other Laws

Section 2702 of the PHS Act generally requires a health insurance issuer that offers
health insurance coverage in the individual or group market in a State to offer coverage to and
accept every individual or employer in the State that applies for coverage. Section 2703 of the
PHS Act generally requires a health insurance issuer to renew or continue in force™ coveragein
the group or individual market at the option of the plan sponsor or the individual. These sections
are implemented by regulations at 45 CFR 147.104 and 147.106, respectively. They apply to

health plans offered both through and outside of an Exchange.

13 «Continue in force” means that the issuer maintains the same policy form that the plan sponsor or individual
purchased.
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There are several exceptions to these requirements. In addition to statutorily specified
exceptions set forth in sections 2702 and 2703 of the PHS Act, other Federal laws restrict the
products that are available to certain individuals. For example, section 1882(d) of the Social
Security Act establishes an anti-duplication provision that makesit unlawful for an issuer to
knowingly sell to an individual entitled to benefits under Medicare part A or enrolled under
Medicare part B an individual health insurance policy that duplicates Medicare benefits; sections
1311(d)(2) and 1312(f) of the Affordable Care Act limit access of an individual market QHP
offered through an Exchange to citizens and lawful residents;** and section 1302(e) of the
Affordable Care Act provides that only individuals under age 30, and individuals who are
certified as exempt from the requirement to maintain minimum essential coverage based on lack
of affordable coverage or hardship, are eligible to enroll in catastrophic plans. Consistent with
the canons of statutory construction, which provide that specific statutory language ordinarily
trumps conflicting general language,™ the guaranteed availability and renewability requirements
are subordinated to these and other Federal law requirements limiting access to coverage. Asa
result, issuers of coverage subject to specific Federal statutes that conflict with PHS Act sections
2702 and 2703 could deny enrollment or reenrollment in coverage where doing otherwise is

contrary to law.

14 Although the Affordable Care Act creates a limited exception to the guaranteed availability requirements for
qualified individuals purchasing coverage through an Exchange, if an individual declinesor isineligible to enroll
through an Exchange and seeks enrollment directly with the issuer, issuers of coverage subject to the guaranteed
availability requirements of section 2702 of the PHS Act must accept every individua in the State that applies for
such coverage unless an exception applies.

1> See Fourco Glass Co. v. Transmirra Products Corp., 353 U.S. 222, 228 (1957) (citations omitted) (providing that,
“However inclusive may be the general language of a statute, it will not be held to apply to a matter specifically
dealt with in another part of the same enactment.” The same principle is used to resolve conflict between two
statutes. See aso, e.g., United Statesv. Estate of Romani, 523 U.S. 517, 532 (1998) (later, more specific statute
governs). See dso Morton v. Mancari, 417 U.S. 535, 550-51 (1974) (a general statute will not be held to have
repealed by implication a more specific one unless there is “ clear intention otherwise”).
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We propose to amend the guaranteed availability and renewability regulations to codify
thisinterpretation in regulation text. We propose to add new paragraph (h) in §147.104
providing that nothing in the guaranteed availability requirements should be construed to require
an issuer to offer coverage where other Federal laws operate to prohibit the issuance of such
coverage. Similarly, we propose to redesignate paragraphs (g) and (h) as (h) and (i), and add
new paragraph (g) in 8147.106 providing that nothing in the guaranteed renewability
requirements should be construed to require an issuer to renew or continue in force coverage for
which continued eligibility would otherwise be prohibited under applicable Federa law. We
believe that these regulatory changes are consistent with current market practice and will cause
no disruption in the health insurance market. We solicit comment on these and other
clarifications that may be helpful. We note that only Federal laws, not State laws, can create
exceptions to the Federal guaranteed availability and renewability requirements.

We also note that, due to aformatting error in the interim final rule with comment period
titled, Patient Protection and Affordable Care Act; Maximizing January 1, 2014 Coverage
Opportunities (78 FR 76212), the regulation text at 8147.104(b)(1)(i) contains a duplicate
reference to the SHOP regulation at 8155.725. We propose to correct the duplicate referencein
this proposed rule, and to make other minor regulatory revisionsin this paragraph for clarity.

b. Product Withdrawal and Uniform Modification of Coverage Exceptions to Guaranteed
Renewability Requirements
The PHS Act provisions enacted by HIPAA and the Affordable Care Act require health

insurance issuers to guarantee the renewal of coverage unless at least one of several listed
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exceptions applies.’® One exception to the guaranteed renewability requirements permits an
issuer to cease offering a particular product in a market and to discontinuing existing blocks of
business with respect to that product (product withdrawal). This may be done, in accordance
with State law, provided certain other requirements are met. The PHS Act also provides for
issuers, only at the time of coverage renewal, to modify the health insurance coverage for a
product offered to a group health plan or an individual in the individual market, if the
modification is consistent with State law and effective uniformly for all group health plans or
individuals with that product (uniform modification of coverage). The law contemplates that a
uniform modification does not ater a policyholder’ s right to renewability, and that such
modifications do not in effect result in the termination of the existing policy under the product
withdrawal rules.

In this proposed rule, we propose standards defining whether certain modificationsto a
policy would constitute “uniform modifications” within the meaning of the PHS Act, or would
constitute the withdrawal of the existing product and the creation of anew product. These
provisions would be codified in each of the guaranteed renewability regulations at 45 CFR
146.152, 147.106, and 148.122, and would therefore apply to both grandfathered and non-
grandfathered coverage in the group and individual markets.*’

Definition of Uniform Modification of Coverage

16 See PHS Act sections 2703 (applicable to non-grandfathered health plansin the group and individual markets),
section 2712 as codified prior to enactment of the Affordable Care Act (applicable to grandfathered health plansin
the group market), and section 2742 (applicable to both grandfathered and non-grandfathered health plansin the
individual market), asimplemented in 45 CFR 146.152, 147.106, and 148.122.

7 While the Affordable Care Act amended section 2703 of the PHS Act to generally apply to health insurance
issuersin the group and individual markets, the uniform modification of coverage exception in section 2703(d) of
the PHS Act addresses only the large and small group markets. Section 2742 of the PHS Act and the regulations at
§148.122(g) contain paralel provisions alowing for the uniform modification of coverage in the individual market.
For ease of reference and to facilitate compliance, we propose to add a provision in 8147.106(€)(1) reiterating the
uniform modification of coverage exception for non-grandfathered coverage in the individual market.
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We propose that a modification made solely pursuant to applicable Federal or State law
would be considered a modification of coverage rather than a product withdrawal. These
maodifications could include changes required to comply with Affordable Care Act standards
(such as elimination of a prohibited annual limit) and changes permitted based on updated
standards (such as increasing an annual limitation on cost sharing based on the annual increasein
the limit permitted as a result of the application of the premium adjustment percentage).
Additionally, we propose that if an issuer makes changes to the health insurance coverage for a
product that are not pursuant to applicable Federal or State law, the modifications would
constitute a uniform modification of coverage for purposes of the guaranteed renewability
requirements under the PHS Act if the product that has been modified meets all of the following
criteria:

e The product is offered by the same health insurance issuer (within the meaning of section

2791(b)(2) of the PHS Act);

e Theproduct is offered as the same product type (e.g., preferred provider organization

(PPO) or health maintenance organization (HMO));

e The product covers amajority of the same countiesin its service area;
e The product has the same cost-sharing structure, except for variation in cost sharing
solely related to changes in cost and utilization of medical care, or to maintain the same

level of coverage described in sections 1302(d) and (e) of the Affordable Care Act (e.g.,

bronze, silver, gold, platinum or catastrophic); and

e The product provides the same covered benefits, except for changes in benefits that
cumulatively impact the rate for the product by no more than 2 percent (not including

changes required by applicable Federal or State law).
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Under this proposal, if an issuer modifies the coverage for a product and the resulting product is
consistent with the above criteria, the issuer would be considered under the PHS Act to have
made a uniform modification of coverage and therefore not to have withdrawn the product from
that market. Conversely, if an issuer modifies the coverage for a product in a manner that results
in aproduct that differs from the above criteria, the issuer would be considered to have changed
the coverage to such extent that the issuer has withdrawn the existing product and created a new
product.’®

These criteria, if finalized, would establish minimum Federal standards determining
whether coverage modifications constitute the continuance of an existing product in a market
within a State for products offered both through and outside of an Exchange. We believe these
proposed standards will minimize unnecessary terminations of coverage, ensuring predictability
and continuity for consumers, while reasonably providing issuers the flexibility to make
necessary adjustments to coverage.

We recognize that some States may have different definitions of what changes to a health
insurance product constitute modifications and what changes constitute withdrawals and re-
filings of new products. The definitions proposed here would preempt any conflicting State
definitions. We acknowledge that the guaranteed renewability sections of the PHS Act provide
that a uniform modification of coverage must, among other things, be “ consistent with State
law.” We interpret this statutory language as governing the extent or type of modifications that
may legally be made under State law. Asdiscussed in the preamble to the final rule published on

February 27, 2013 under section 2703 of the PHS Act (78 FR 13419), State laws that prevent

18 \Whether an issuer is considered to offer the same product for purposes of this proposal is unrelated to and would
not determine whether a plan maintains status as a grandfathered health plan under section 1251 of the Affordable

Care Act and itsimplementing regulations. 26 CFR 26 CFR 54.9815-1251T, 29 CFR 2590.715-1251, and 45 CFR

147.140.
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issuers from uniformly modifying coverage to comply with Federal law requirements would, in
effect, prevent the application of such requirements and therefore be preempted.'® Accordingly,
under the approach we are proposing, States would have the flexibility to apply additional
criteriathat broaden the scope of what would be considered a uniform modification, but not
narrow its scope.

We request comment on all aspects of this proposal.

Standard Consumer Notices When Discontinuing or Renewing a Product in the Group or

Individual Market

To reduce confusion and ensure consumers receive clear, accurate, and consistent
information about their coverage options, we are also proposing standard notice requirements
when issuers discontinue or renew coverage in the group and individual markets.

First, under the current regulations, issuers electing to discontinue offering a particul ar
product in a market must provide to each plan sponsor or individual provided that product (and
to all participants and beneficiaries covered under such coverage) at |east 90 calendar days
notice of the discontinuation in writing. We propose that, to satisfy this requirement, the issuer
must provide notice “in aform and manner specified by the Secretary.”

Second, we propose to establish a new notice requirement when issuers provide the
option to renew coverage, including arenewal of coverage with modifications. We propose the
issuer in this situation must provide written notice of the renewal to each plan sponsor in the

small or large group market and to each individual policyholder in the individual market (as

1 patient Protection and Affordable Care Act; Health Insurance Market Rules; Rate Review, 78 FR 13406 (February
27, 2013).
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applicable). We propose this notice must also be provided in aform and manner specified by the
Secretary.

We request comment on these proposals. Concurrently with the issuance of this proposed
rule, we are publishing four draft notices in guidance that would be required to be used when
issuers elect to discontinue or renew a product, consistent with the above discussion.”® We
solicit comments on the draft notices as described in the guidance.

Rate Review

Section 2794 of the PHS Act, and regulations at 45 CFR Part 154, establish a process
whereby CMS or the applicable State will review rate increases of health insurance coverage that
meet or exceed specified thresholds to determine if the rate increases are unreasonable. It has
come to our attention, however, that some issuers may attempt to avoid review of rate increases
by withdrawing a product(s) offered in the individual or small group market in a State and re-
filing the product(s) asa“new” product(s) the following year. Under 8154.102, a“rate increase’
isdefined as “any increase of the rates for a specific product offered in the individual or small
group market,” and a“product” is defined as “a package of health insurance coverage benefits
with a discrete set of rating and pricing methodol ogies that a health insurance issuer offersin a
State.”

CMS intends to apply the criteria outlined above regarding product discontinuation and
renewal to determine whether the rate filing is subject to review under 45 CFR Part 154.
Specifically, if an issuer withdraws a product in amarket in a State and, within a 12-month

period, reintroduces a product in that market with modifications of the discontinued product that

% gtandard Notices When Discontinuing or Renewing a Particular Product in the Group or Individual Market
(March 14, 2014). Available at: http://www.cms.gov/CCl1 O/Resources/Files/Downl oads/draft-notice--renewal -
discontinuation-bulletin-3-14-2014.pdf.
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do not differ from the above criteria, we would consider the issuer to be continuing to offer the
same “product” within the meaning of that term under 8154.102. As such, the rate filing for the
product would be subject to the annual review of rate increases of health insurance coverage
should it meet or exceed the specified thresholds to determine if the rate increaseis
unreasonable. CMSwill consider compliance with the proposed criteria to constitute compliance
with PHS Act section 2794 until this rulemaking is finalized.

We request comment on whether this clarification, or a cross-reference to the proposed
definition of a uniform modification of coverage in 8147.106 of this proposed rule, should be
added to Part 154.

C. Part 148—Requirements for the Individual Health Insurance Market

1. Conforming Changes to Individual Market Regulations (88148.101 through 148.128)

The Health Insurance Portability and Accountability Act of 1996 (HIPAA), Pub. L. 104-
191, was enacted in 1996 to provide for, among other things, improved portability and continuity
of coverage in both the group and individual health insurance markets. Section 111 of HIPAA
added sections 2741 through 2744 of the PHS Act to improve availability and renewability in the
individual market. HIPAA also added provisions of the Code, the Employee Retirement Income
Security Act of 1974 (ERISA), and the PHS Act governing the group health insurance market
and group health plan coverage provided in connection with employment. These provisions
permitted limited exclusions of coverage under certain circumstances based on preexisting
conditions.

Theindividual health insurance market provisions of HIPAA are implemented in 45 CFR
Part 148. These provisions guarantee the availability of individual health insurance coverage

without preexisting condition exclusions for certain eligible individuals who lose group health
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insurance coverage; require issuance of certificates of creditable coverage; guarantee the
renewability of individual health insurance coverage for al individuals; and set forth procedures
for States that choose to implement an alternative mechanism under State law with respect to
guaranteed availability for eligible individuals.

The Affordable Care Act added a new section 2704 of the PHS Act, which renumbered
and amended the HIPAA requirements relating to preexisting condition exclusions.®* In general,
the new PHS Act section 2704 provides that a group health plan and a health insurance issuer
offering group or individual health insurance coverage may not impose any preexisting condition
exclusions. Section 2704 and the regulations under that section are generally effective for plan
years (in the individual market, policy years) beginning on or after January 1, 2014, but for
enrollees under the age of 19, the prohibition became effective for plan years (in the individual
market, policy years) beginning on or after September 23, 2010.%

This proposed rule would make conforming amendments to the individual market
provisions contained in Part 148 by removing provisions concerning preexisting condition
exclusions that are superseded by new section 2704 of the PHS Act. These amendments would
generally become applicable upon the effective date of the final rule. However, the proposed
amendment to eliminate the requirement to issue certificates of creditable coverageis proposed
to apply December 31, 2014, so that individuals needing to offset a preexisting condition

exclusion under a group health plan that will become subject to the prohibition on preexisting

2 The Affordable Care Act adds section 715(a)(1) of ERISA and section 9815(a)(1) of the Code to incorporate the
provisions of part A of title XXVII of the PHS Act, including section 2704 of the PHS Act, into ERISA and the
Code, and to make them applicable to group health plans and health insurance issuers providing health insurance
coverage in connection with group health plans.

2 PHS Act section 2704 applies to grandfathered and non-grandfathered group health plans and group health
insurance coverage, and non-grandfathered individual health insurance coverage. It does not apply to grandfathered
individual health insurance coverage. For more information on grandfathered health plans, see section 1251 of the
Affordable Care Act and its implementing regulations at 26 CFR 54.9815-1251T, 29 CFR 2590.715-1251, and 45
CFR 147.140.
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condition exclusions starting with a plan year beginning on December 31, 2014, would still have
access to the certificate for proof of coverage until that time. These proposed amendments are
consistent with rulemaking amending the group market regulations under HIPAA? and with
previously released guidance addressing the maintenance of State alternative mechanisms.®*

We solicit comment on this proposal.

2. Fixed Indemnity Insurance in the Individual Health Insurance Market (8148.220)

Pursuant to PHS Act sections 2722(c)(2), 2763(b) and 2791(c)(3)(B), insurance that pays
afixed amount under specified conditions without regard to other insurance (“fixed indemnity
insurance”) is considered to be an excepted benefit, exempt from many of the provisions of title
XXVII of the PHS Act for the group and individual markets, if it meets all of the following
conditions: (1) The benefits are be provided under a separate policy, certificate or contract of
insurance; (2) there is no coordination between the provision of such benefits and any exclusion
of benefits under any group health plan maintained by the same plan sponsor; and (3) such
benefits are paid with respect to an event without regard to whether benefits are provided with
respect to such event under any group health plan maintained by the same plan sponsor.

These statutory requirements are reflected in regulations at 45 CFR 146.145(b)(4) and
148.220(b)(3). In addition, under 8146.145(b)(4), incorporated through 8148.220(b)(3), benefits
of fixed indemnity insurance in the group and individual markets must be paid on a fixed amount
basis without regard to the cost of the item or service and can only be paid on a per-period basis

as opposed to on a per-service basis in order to be treated as an excepted benefit.

% See Ninety-Day Waiting Period Limitation and Technical Amendments to Certain Health Coverage Requirements
Under the Affordable Care Act, 78 FR 10296 (February 24, 2014).

2 See Questions and Answers Related to Health Insurance Market Rules, Q2. Available at:

http://www.cms.gov/CCl1 O/Resources/Fact-Sheets-and-FAQs/ga_hmr.html.
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The primary reason fixed indemnity insurance is considered to be an excepted benefit if it
meets the statutory and regulatory criteriaisthat its primary purpose is not to provide major
medical coverage but to provide a cash-replacement benefit for those individuals with other
health coverage. Since the issuance of the regulations, however, various situations have come to
the attention of HHS, the Department of Labor, and the Department of the Treasury (the
Departments) where a health insurance policy is advertised as fixed indemnity coverage but pays
afixed amount based not on a period of time, but if a particular serviceisreceived. For example,
the fixed indemnity coverage pays afixed $50 per visit for doctors’ visits, or $100 for a day of
hospitalization, different fixed dollar amounts for other various surgical procedures, and/or a
fixed $15 per prescription without regard to cost. In all cases, these fixed amounts are paid
under these policies without regard to costs, and without regard to other insurance payments that
may cover the same services. In such circumstances, the fixed payments for doctors' visits,
surgery, and prescription drugs are not made not on a per-period basis, but instead based on the
type of procedure or item, such as the surgery or doctor visit actually performed or the drug
prescribed, and the amount of payment varies widely based on the type of surgery or the cost of
the drug. Because these payments are not based on a*“fixed dollar amount per day (or per other
period),” such apolicy is not an excepted benefit under the current regulations.

The Departments issued a frequently asked question (FAQ) on January 24, 2013
affirming that under the current regulations, for fixed indemnity insurance to be an excepted
benefit, payment based on an event must be paid on a per-period basis as opposed to on a per-

service basis.® While the FAQ only addressed fixed indemnity insurance sold in the group

% See FAQs about Affordable Care Act Implementation (Part X 1), Q7, available at
http://www.cms.gov/CCl1O/Resources/Fact-Sheets-and-FAQs/aca_implementation fagsll.html and
http://www.dol.gov/ebsa/fags/fag-acall.html.
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health insurance market, the same analysis also applies to fixed indemnity insurance sold in the
individual health insurance market, as noted above.

Since the issuance of the January 24, 2013 FAQ, however, stakeholders have expressed
concerns over the distinction made under the current regulations between payment on a per-
period basis (which is permitted) and payment on a per-service basis (which is not permitted).
State insurance regulators indicated that they have for years been approving policies as fixed
indemnity insurance that pay on a per-service basis and treating such coverage as an excepted
benefit. In an August 27, 2013 letter to the Secretaries of the Departments on behalf of the
National Association of Insurance Commissioners (NAIC), it was stated that “ state regul ators
believe hospital and other fixed indemnity coverage with variable fixed amounts based on
service types could provide important options for consumers as supplemental coverage.
Consumers who purchase major medical coverage that meets the definition of * minimum
essential coverage’ may still want to buy fixed indemnity coverage to help meet out-of-pocket
medical and other costs.” Industry groups representing health insurance issuers have also
expressed similar concerns.

Based on the feedback from stakeholders and the fact that, starting in 2014, most
individuals are required to have minimum essential coverage in order to satisfy the individual
shared responsibility requirement under section 5000A of the Code, CMS agreesthat it is
appropriate to revise the current regulatory criteriafor individual market fixed indemnity
coverage to be treated as an excepted benefit by (1) eliminating the current requirement that

payment be made on a per-period basis and not on a per-service basis, and (2) among other
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things, imposing a new requirement that fixed indemnity insurance be sold only as secondary to
other health coverage that meets the definition of minimum essential coverage.®

On January 9, 2014, the Departments published an FAQ stating that, “HHS intends to
propose amendments to 45 CFR 148.220(b)(3) that would allow fixed indemnity coverage sold
in the individual health insurance market to be considered to be an excepted benefit if it meets
the following conditions: (1) It is sold only to individuals who have other health coverage that is
minimum essential coverage within the meaning of section 5000A(f) of the Code; (2) thereis no
coordination between the provision of benefits and an exclusion of benefits under any other
health coverage; (3) the benefits are paid in afixed dollar amount regardless of the amount of
expenses incurred and without regard to the amount of benefits provided with respect to an event
or service under any other health coverage; and (4) anotice is displayed prominently in the plan
materials informing policyholders that the coverage does not meet the definition of minimum
essential coverage and will not satisfy the individual responsibility requirements of section
5000A of the Code.”*" The FAQ further provided that, “Until HHS finalizes this rulemaking
related to these proposed amendments, HHS will treat fixed indemnity coverage in the individual
market as excepted benefits for enforcement purposesiif it meets the conditions above in States
where HHS has direct enforcement authority. For States with primary enforcement authority,

HHS encourages those States to also treat this coverage as an excepted benefit and will not

% Fixed indemnity plans paying fixed amounts per service that meet these requirements to be excepted benefits do
not qualify as permitted insurance that can be provided in addition to a High Deductible Health plan to an igible
individual under section 223(c)(3) of the Code. The statutory language for permitted hospitalization insurance
specifically refers to “insurance paying afixed amount per day (or other period) of hospitalization” rather than
“hospital indemnity or other fixed indemnity insurance.”

2" EAQs about Affordable Care Act Implementation (Part XVI11) and Mental Health Parity Implementation, Q11
(January 9, 2014). Available at: http://www.cms.gov/CCll O/Resources/Fact-Sheets-and-

FAQs/aca implementation fags18.html and http://www.dol.gov/ebsa/fags/fag-acal8.html.
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consider that a State is not substantially enforcing the individual market requirements merely
because it does so.”

Consistent with the January 9, 2014 FAQ, we are proposing the following revised criteria
for fixed indemnity insurance to be treated as an excepted benefit in the individual health
insurance market: (1) The benefits are provided only to individuals who have other health
coverage that is minimum essential coverage within the meaning of section 5000A (f) of the
Code; (2) thereis no coordination between the provision of benefits and an exclusion of benefits
under any other health coverage; (3) the benefits are paid in a fixed dollar amount per day of
hospitalization or illness or per service (for example, $100/day or $50/visit) regardless of the
amount of expenses incurred and without regard to the amount of benefits provided with respect
to the event or service under any other health coverage; and (4) a notice is displayed prominently
in the plan materialsin at least 14 point type that has the following language: “THISIS A
SUPPLEMENT TO HEALTH INSURANCE AND ISNOT A SUBSTITUTE FOR MAJOR
MEDICAL COVERAGE. LACK OF MAJOR MEDICAL COVERAGE (OR OTHER
MINIMUM ESSENTIAL COVERAGE) MAY RESULT IN AN ADDITIONAL PAYMENT
WITH YOUR TAXES”

CMSisaware of at least one State law that requires fixed indemnity insurance to be sold
as secondary to major medical insurance in order to be treated as an excepted benefit. We
welcome comments on this approach including the language in the required notice. We also
solicit comments on whether the requirement for individuals to have other minimum essential
coverage in order to be sold fixed indemnity insurance is sufficient protection, especially given
the fact that a group health plan that provides minimum benefits can be minimum essential

coverage. For example, we solicit comment on whether to require that fixed indemnity insurance
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must only be sold to individuals with other health coverage that meets the EHB requirements.

To meet the standard that fixed indemnity insurance must be sold on a secondary basis, an issuer
of fixed indemnity insurance would have to be reasonably assured that an individual has obtained
other health coverage that is minimum essential coverage. We seek comments on the extent of
verification issuers should require from applicants to be reasonably assured that they have
minimum essential coverage, including whether an attestation included in the application is
sufficient.

The current regulation requires fixed indemnity insurance to be sold under a separate
policy, certificate or contract of insurance but does not require that it be provided by an issuer
other than the issuer providing the major medical coverage to the enrollees of the fixed
indemnity insurance. The Departments previously released guidance establishing a safe harbor
under which supplemental health insurance coverage will be considered to be an excepted
benefit.?® In the guidance, one of the criteria for the safe harbor is that the supplemental
coverage has to be issued by an entity that does not provide the primary coverage under the plan
in order for the supplemental coverage to be an excepted benefit. This prevents an issuer from
carving out certain benefits from its major medical coverage and packaging those benefits with
the major medical coverage as a supplemental excepted benefit. We are considering adding the
same protection for fixed indemnity insurance sold in the individual market and welcome

comments on this approach.

% See CMS Insurance Standards Bulletin 08-01 (available at

http://www.cms.gov/CClI O/Resources/FilessDownloads/hipaa 08 01 508.pdf) ; the Department of Labor's
Employee Benefits Security Administration's Field Assistance Bulletin No. 2007-04 (available at
http://www.dol.gov/ebsa/pdf/fab2007-4.pdf); and Internal Revenue Service Notice 2008-23 (available at
http://www.irs.gov/irb/2008-07_|RB/ar09.html).
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This proposal only addresses fixed indemnity insurance sold in the individual market.
For fixed indemnity insurance sold in the group health insurance market, see the FAQ published
by the Departments on January 9, 2014.

We believe that most fixed indemnity productsin the individual market today will largely
satisfy these criteria and we welcome comment on how this proposal would affect existing
market arrangements. If these proposals are finalized, they would apply for policy years
beginning on or after January 1, 2015. We welcome comments on whether this would provide a
sufficient transition period. We also solicit comments on whether the existing regulatory criteria
for fixed indemnity insurance to be an excepted benefit (asinterpreted in our January 24, 2013
FAQ) should instead remain in place on a permanent basis or at least on atemporary basis to
ensure a sufficient transition that avoids market disruption.

D. Part 153—Standards Related to Reinsurance, Risk Corridors, and Risk Adjustment under the

Affordable Care Act

1. Provisions and Parameters for the Transitional Reinsurance Program (8153.405)

The Affordable Care Act directs that atransitional reinsurance program be established in
each State to help stabilize premiums for coverage in the individual market from 2014 through
2016. Inthe 2014 Payment Notice and the 2015 Payment Notice, we expanded on the standards
set forth in subparts C and E of the Premium Stabilization Rule, and established the reinsurance
payment parameters and uniform reinsurance contribution rate for the 2014 and 2015 benefit
years. In this proposed rule, we solicit feedback on a potential revision to the allocation of
reinsurance contributions collected for all benefit years such that reinsurance contributions
collected are allocated first to the reinsurance payment pool and administrative expenses and

second to paymentsto the U.S. Treasury.
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Section 1341(b)(3)(B)(iii) of the Affordable Care Act specifies the total contribution
amounts to be collected from contributing entities for the reinsurance payment pool as $10
billion for 2014, $6 billion for 2015, and $4 billion for 2016. Sections 1341(b)(3)(B)(iv) and
1341(b)(4) of the Affordable Care Act direct the collection of funds for contribution to the U.S.
Treasury in the amounts of $2 billion for 2014, $2 billion for 2015, and $1 billion for 2016.
Section 1341(b)(3)(B)(ii) of the Affordable Care Act alows for the collection of additional
amounts for administrative expenses. Taken together, these three components make up the total
dollar amount to be collected from contributing entities for each of the three years of the
reinsurance program under a national per capita contribution rate. For 2014, to collect $12.02
billion, HHS set a per capita contribution rate of $63; for 2015, to collect $8.025 billion, HHS set
a per capita contribution rate of $44.

In the 2014 and 2015 Payment Notices, we provided that if total contributions collected
for 2014 and 2015 exceed $12.02 billion and $8.025 billion, respectively, we would allocate $2
billion to the U.S. Treasury, $20.3 or $25.4 million, as applicable, to administrative expenses,
and would allocate all remaining contributions for reinsurance payments, thus prioritizing excess
contributions towards reinsurance contributions. Due to the uncertainty in our estimates of
reinsurance contributions to be collected, and to help assure that the reinsurance payment pool is
sufficient to provide the premium stabilization benefits intended by the statute, we propose to
revise our allocation of reinsurance contributions collected and adopt a similar prioritization in
the event that reinsurance collections fall short of our estimates. Specifically, if collectionsfall
short of our estimates for a particular benefit year, we propose to alter the allocation so that the
reinsurance contributions that are collected are allocated first to the reinsurance pool and

administrative expenses, and are alocated to the U.S. Treasury once the targets for reinsurance



CMS-9949-P

52

payments and administrative expenses are met. For example, as Table 1 provides, in 2014,

reinsurance contributions would go first to the reinsurance payment pool and administrative

expenses, up to $10.02 billion, and any additional contributions collected would be allocated to

the U.S. Treasury, up to the total $12.02 billion.

Table1: Proportion of Reinsurance Contributions Collected under the Uniform
Reinsurance Contribution Rate for the 2014 Benefit Year for Reinsurance Payments,
Paymentsto the U.S. Treasury, and Administrative Expenses

Proportion or If total contribution If total contribution If total contribution
amount for: collectionsunder the  |collections under the collections under the
2014 uniform 2014 uniform 2014 uniform
reinsurance reinsurance contribution | reinsurance
contribution rate are rate are more than contribution rate are
less than or equal to $10.02 billion, but less | more than $12.02
$10.02 billion than or equal to $12.02 | billion
billion
Reinsurance 99.9 percent ($10 $10 billion Total collections less
payments billion/$10.02 billion) $2.02 hillion (U.S.
Treasury and
administrative
expenses)
Paymentstothe | O percent Total collections less $2 billion
U.S. Treasury $10.02 billion
Administrative 0.1 percent ($20.3 $20.3 million $20.3 million
eXpenses million/$10.02 billion)

Therefore, if we collect $11 billion instead of $12.02 billion for 2014, we propose to fully fund

the reinsurance payment pool and administrative expenses, and to pay to the U.S. Treasury $0.98

billion.

Similarly, for 2015, reinsurance contributions would go first to the reinsurance payment

pool and administrative expenses, up to $6.025 billion, and any additional contributions collected

would be alocated to the U.S. Treasury, up to the total $8.025 billion.

Table2: Proportion of Reinsurance Contributions Collected under the Uniform
Reinsurance Contribution Rate for the 2015 Benefit Year for Reinsurance Payments,
Paymentsto the U.S. Treasury, and Administrative Expenses
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Proportion or amount
for:

If total contribution
collections under the

If total contribution
collections under the

If total contribution
collections under the

2015 uniform 2015 uniform 2015 uniform
reinsurance reinsurance reinsurance
contribution rate are |contribution rate are | contribution rate are
less than or equal to  more than $6.025 more than $8.025
$6.025 billion billion, but lessthan | billion
or equal to $8.025
billion
Reinsurance payments | 99.9 percent ($6 $6 billion Total collections less
billion/$6.025 $2.025 hillion (U.S.
billion) Treasury and
administrative
expenses)
Paymentsto the U.S. 0 percent Total collectionsless | $2 billion
Treasury $6.025 hillion
Administrative 0.1 percent ($25.4  [$25.4 million $25.4 million
expenses million/$6.025
billion)

Therefore, if we collect $7 billion instead of $8.025 billion in 2015, we propose to fully fund the

reinsurance payment pool and administrative expenses, and to pay to the U.S. Treasury $0.975

billion.

We note that in the 2015 Payment Notice, we amended 45 CFR 153.405(c) to provide a

bifurcated contribution collection schedule, under which contributing entities would submit

reinsurance contributions viatwo payments. The first payment would cover the contribution

amount allocated to reinsurance payments and administrative expenses; the second payment

would cover the contribution amount allocated to payments to the U.S. Treasury for the

applicable benefit year. In light of our proposed allocation policy, we note that contributions

collected in the second collection would be allocated for reinsurance payments and

administrative expenses if the first collection does not fully provide for the target reinsurance

pool and administrative expenses. Therefore, for 2014, if the first collection resulted in a total
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collection of $9 billion, any contribution collected via the second collection up to $1.02 billion
would be alocated for reinsurance payments and administrative expenses.

We seek comment on this alocation proposal, including on the legal authority to
implement a prioritization of reinsurance contributions to reinsurance payments over payments
tothe U.S. Treasury. We also seek comment on the appropriate and permissible prioritization of
reinsurance administrative expenses, and whether those expenses should have the same or
different priority as reinsurance payments or payments to the U.S. Treasury. In addition, we
seek comment on alternative allocation approaches to provide the premium stabilization benefits
of the reinsurance program, as intended by the statute.

2. Provisions for the Temporary Risk Corridors Program (§153.500)

In the 2015 Payment Notice, we indicated that we would consider additional adjustments
to the risk corridors program for benefit year 2015. We did so recognizing that issuers of QHPs
may face additional administrative costs, risk pool effects, and uncertainty for that benefit year
related to State extensions of renewals of plans that do not comply with 2014 market reforms,
including the rating rules, the additional time it will take to fully assess the risk profile of 2014
enrollees given the six-month initial open enrollment period, protracted phase-outs of high-risk
pools, and the scheduled decline in the reinsurance program payments. We also recognize that
issuers of QHPs may face additional costs from other transitions to the 2014 market rules,
including the infrastructure requirements around Exchanges, and the distributed data collection
methodology for risk adjustment and reinsurance. We note that these uncertainties will continue
through the summer of 2014, while issuers are in the process of setting their rates for the 2015
benefit year. Therefore, for the 2015 benefit year, we are considering further adjustmentsto the

risk corridors formulathat would help to mitigate these additional administrative costs and
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uncertainties around operations and the risk pool, and to stabilize the market as it continues to
transition to full compliance with Affordable Care Act provisions.

We propose to implement an adjustment to the risk corridors formula set forth in subpart
F of part 153 for each of the individual and small group markets by increasing the ceiling on
allowable administrative costs (currently set at 20 percent, plus the adjustment percentage, of
after-tax premiums). Such an adjustment could increase a QHP issuer’srisk corridorsratio if
administrative expenses are unexpectedly high or claims costs are unexpectedly low, thereby
increasing risk corridors payments or decreasing risk corridors charges. We propose to raise the
administrative cost ceiling by 2 percentage points, from 20 percent to 22 percent. We also
propose to increase the profit margin floor in the risk corridors formula (currently set at 3
percent, plus the adjustment percentage, of after-tax premiums). Such an adjustment could
increase a QHP issuer’srisk corridorsratio if claims costs are unexpectedly high, thereby
increasing risk corridors payments or decreasing risk corridors charges. We propose to raise the
profit margin floor by 2 percentage points, from 3 percent to 5 percent.

We are proposing to implement this proposed increase to the administrative cost ceiling
and profit floor in amanner similar to the risk corridors adjustment percentage set forth in the
2015 Payment Notice. Inthe 2015 Payment Notice, we provided for an adjustment that would
increase the administrative cost ceiling and profit floor in the risk corridors formulafor QHP
issuersin transitional States, in order to account for the effects of the transitional policy. Inthis
proposed rule, we are proposing to increase the administrative cost and profit floor for 2015 for
QHP issuersin every State for the reasons described below.

We note that, because the risk corridors program applies only to certain plans defined to

be qualified health plans at 45 CFR 153.500, the extent to which an issuer may receive the full
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effect of this adjustment would depend upon the portion of an issuer’ sindividual and small
group enrollees in plans subject to risk corridors. We intend to implement this programin a
budget neutral manner, and may make future adjustments to program parameters, upwards or
downwards, as necessary to achieve this goal.

We are proposing that these adjustments apply on a national basis for the 2015 benefit
year because we believe that these additional transitional costs and uncertainties will be faced by
issuersin all States, not just States adopting the transitional policy. Because many of these costs
and uncertainties are difficult to measure, we believe it would be difficult to estimate them on an
issuer-by-issuer or State-by-State basis. Additionally, we believe that a national adjustment
would be administratively simple for issuers.

For example, issuers will continue to face administrative expenses in seeking to measure
the extent to which issuers will extend renewals of plans through the 2015 rate-setting period.
They will continue to accrue additional expenses monitoring the risk profile of 2014 enrollees
during this period, particularly with the protracted phase-outs of high-risk pools. And they will
continue to face uncertainty and administrative costs in measuring likely payouts from the
reinsurance program. These costs were not anticipated when we established the 20 percent
ceiling on administrative expenses; and we believe that these uncertainties will be difficult to
accommodate as part of 2015 rate setting.

Although the adjustments that we are considering would affect each issuer differently,
depending on its particular experience and administrative cost rate, we believe that, on average,
the adjustment could suitably offset some of these increased costs.

We also propose that the medical 1oss ratio formula not take into account any additional

risk corridors payments resulting from this adjustment, under our authority under section 2718(c)
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of the PHS Act to “take into account the special circumstances of smaller plans, different types
of plans, and newer plans.” This proposed approach is similar to the policy established forth in
the 2015 Payment Notice, which removes the effect of the risk corridors adjustment percentage
from an issuer’sMLR calculation.

We request comment on all aspects of this proposal. In particular, we request comment
on the specific administrative costs associated with each of these policies, and other types of
additional administrative or other expenses that will be incurred by issuers of QHP in 2015. We
seek comment on the magnitude of these expenses, and whether these expenses could have been
fairly estimated and included in premium rating. We seek comment on whether the
administrative ceiling or the profit floor should be raised (or both), and in each case, by how
much, to account for these costs and uncertainties. We aso seek comment on alternate ways of
implementing adjustments to the risk corridors program, including whether raising the
administrative cost ceiling or raising the profit floor would alone be sufficient to help offset
issuer’ s unexpected administrative expenses. Finaly, we seek comment on whether certain
limitations or conditions should be placed on the adjustment, and whether the adjustment should
be limited to certain types of plans or should apply only in certain States.

E. Part 155—Exchange Establishment Standards and Other Related Standards Under the

Affordable Care Act

1. Subpart B—General Standards Related to the Establishment of the Exchange
a. Non-Interference with Federal Law and Non-Discrimination Standards (§155.120)

In section 45 CFR 155.120(c), we established the requirement that the State and the
Exchange, when carrying out the requirements of Part 155, must comply with any applicable

non-discrimination statutes, and must not discriminate on the basis of race, color, national origin,
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disability, age, sex, gender identity or sexual orientation. We stated that the non-discrimination
provisions of §155.120(c) apply not just to the Exchanges themselves, but to Exchange
contractors and all Exchange activities (including but not limited to marketing, outreach and
enrollment), Navigators, non-Navigator assistance personnel, certified application counselors,
and organizations designated to certify their staff and volunteers as certified application
counselors (78 FR 42829). We also established in 45 CFR 155.105(f) that this non-
discrimination requirement applies to the Federally-facilitated Exchanges.

We now propose to re-designate the introductory language in existing 8155.120(c) as a
new section 8155.120(c)(1), re-designate existing §155.120(c)(1) as a new §155.120(c)(1)(i), and
re-designate existing 8155.120(c)(2) as a new 8155.120(c)(1)(ii). We are proposing to make
these technical changes to existing §8155.120(c) so that we can add a new paragraph (c)(2) to
§155.120 that creates a limited exception to the non-discrimination provisions in existing
8155.120(c)(1) and (c)(2). Under this proposed exception, an organization receiving Federal
funds to provide services to a defined population under the terms of Federal legal authorities (for
example, a Ryan White HIVV/AIDS Program or an Indian health provider) that participates in the
certified application counselor program under 45 CFR 155.225 may limit its provision of
certified application counselor services to the same defined popul ation without violating the non-
discrimination provisions in existing 8155.120(c). We are proposing to adopt this exception to
the non-discrimination provisions in order to allow such organizations to provide certified
application counselor services and assist their defined populations in enrolling in health coverage
offered through the Exchanges consistent with the Federal legal authorities under which such

organi zations operate.
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To the extent that one of these organizations decides to take advantage of this
exception, but is approached for certified application counselor services by an individual who is
not included in the defined population that the organization serves, we propose that the
organization must refer the individual to other Exchange-approved resources, such as the toll-
free Exchange call center, a Navigator, non-Navigator assistance personnel, or another
designated certified application counselor organization, that are able to provide assistance to the
individual.

However, to the extent that one of these organizations decides that it will not take
advantage of this proposed exception, we propose that the non-discrimination provisionsin
existing 8155.120(c) would continue to apply. That is, if an organization decides that it will
provide certified application counselor servicesto individuals that are not included in the defined
population that it serves, it must provide those servicesto all individuals consistent with the non-
discrimination provisionsin existing 8155.120(c).

2. Subpart C—General Functions of an Exchange
a. Civil Money Pendltiesfor Violations of Applicable Exchange Standards by Consumer
Assistance Entities in Federally-Facilitated Exchanges (8155.206)

In anew §8155.206, as part of HHS' s enforcement authority under section 1321(c)(2) of
the Affordable Care Act, we propose to provide for the imposition of civil money penalties
(CMPs) on Navigators, non-Navigator assistance personnel, and certified application counselors
and certified application counselor designated organizations in FFEs and State Partnership
Exchanges that do not comply with applicable Federal requirements. This proposal is designed
to deter these entities and individuals from failing to comply with the Federal requirements that

apply to them, and to ensure that consumers interacting with the Exchange receive high-quality
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assistance and robust consumer protection. Asagenera principle, while HHS proposes to
establish authority to assess CM Ps when appropriate, consistent with this proposed rule, we note
that we also intend to continue to work collaboratively with consumer assistance entities and
personnel to prevent noncompliance issues and address any that may arise before they might rise
to the level where CMP would be assessed.

The Secretary, under the authority of sections 1311(i) and 1321(a)(1) of the Affordable
Care Act, has previously established arange of consumer assistance programs to help consumers
apply for and enroll in QHPs and insurance affordability programs through the Exchange. These
consumer assistance programs include the Navigator program described at section 1311(i) of the
Affordable Care Act and 45 CFR 155.210; the consumer assistance, outreach, and education
functions authorized by section 1321(a)(1) of the Affordable Care Act and established at 45 CFR
155.205(d) and (€), which can include a non-Navigator assistance personnel program; and the
certified application counselor program authorized by section 1321(a)(1) of the Affordable Care
Act and set forth at 45 CFR 155.225. Under these authorities and the authority granted to the
Secretary by section 1321(c)(1) of the Affordable Care Act, the FFE hasimplemented a
Navigator and certified application counselor program in all States that did not elect to establish
an Exchange, and has implemented a non-Navigator assistance program in some of those States,
through an enrollment assistance contract.

Under section 1321(c)(2) of the Affordable Care Act, the provisions of section 2723(b) of
the PHS Act® apply to the Secretary’ s enforcement, under section 1321(c)(1) of the Affordable

Care Act, of the standards established by the Secretary under section 1321(a)(1) of the

2 gection 1321(c)(2) of the Affordable Care Act erroneously cites to section 2736(b) of the PHS Act instead of
2723(b) of the PHS Act. Thiswas clearly atypographical error, and we have therefore interpreted section 1321(c)(2)
of the Affordable Care Act to incorporate section 2723(b) of the PHS Act.
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Affordable Care Act for meeting the requirements under title | of the Affordable Care Act,
including the establishment and operation of Exchanges, without regard to any limitation on the
application of the provisions of section 2723(b) of the PHS Act to group health plans. Section
2723(b) of the PHS Act provides the Secretary with authority to assess CMPs against health
insurance issuersthat fail to meet certain Federal requirements set forth in the PHS Act that
apply to group health plans, in circumstances where, in the Secretary’ s determination, the State
that regulates the issuer has failed to “ substantially enforce” those requirements. We interpret
the cross-reference to section 2723(b) of the PHS Act in section 1321(c)(2) of the Affordable
Care Act as providing the Secretary with authority to assess CMPs to enforce requirements
established under section 1321(a)(1) of the Affordable Care Act against any entity subject to
those requirements, under circumstances where the Secretary is exercising her authority under
1321(c)(1) of the Affordable Care Act. For purposes of this proposal, we would consider that
any State that has not elected to establish an Exchange, and in which the Secretary has therefore
had to establish and operate an Exchange under section 1321(c)(1), is not “substantially
enforcing” the requirements related to Exchanges that the Secretary has established under section
1321(a)(1).

Accordingly, HHS has the authority under section 1321(c)(2) of the Affordable Care Act
to assess CMPs against Navigators, non-Navigator assistance personnel, and certified application
counselors and certified application counselor designated organizations in FFESs, including State
Partnership Exchanges, for violations of the requirements of the Navigator, non-Navigator, and
certified application counselor programs that the Secretary established under section 1321(a)(1)
of the Affordable Care Act. Thisproposa sets forth the circumstances under which the

Secretary would exercise this authority. It isbased on the enforcement scheme laid out in
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section 2723(b) of the PHS Act, and the implementing regulations at 45 CFR 150.301 et seq., but
it does not follow that enforcement scheme exactly, in light of the differences between the
circumstances in which the Secretary would exercise her authority under PHS Act 2723(b)
versus those under which she would exercise her authority under section 1321(c)(2) of the
Affordable Care Act.

Proposed 8§155.206(a) would establish the scope and purpose of the proposed CMP
provisions and explains when and against whom HHS would assess a CMP under this proposal.
At §155.206(a)(2), we propose that HHS could permit an entity or individual to whom it has
issued a notice of assessment of CMP to enter into a corrective action plan instead of paying the
CMP. We specify that permitting an entity to enter into a corrective action plan would not limit
HHS' s authority to require payment of the assessed CMP if the corrective action plan is not
followed. Under this proposal, the determination of whether HHS would enter into a corrective
action plan in place of imposing a CM P would depend upon the factors proposed in §155.206(h).
We believe this approach would allow us not only to penalize violations if necessary, but also to
prioritize working collaboratively with consumer assistance entities to ensure that improvements
are made and future violations are prevented. We aso believe this approach is consistent with
the limitation on imposing CMPs that is set forth at PHS Act section 2723(b)(2)(C)(iii)(11), under
which no CMP may be assessed for violations due to reasonabl e cause and not due to willful
neglect, if the violation is corrected during the 30-day period beginning on the first day any of
the entities against whom the penalty would be assessed knew, or exercising reasonable diligence
would have known, that such failure existed.

We are considering whether to provide for an expedited process through which HHS may

assess and impose CMPs, if extenuating circumstances exist or if necessary to protect the public.
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We believe HHS s ability to take swift action might be particularly useful in cases where HHS
permits an entity to enter into a corrective action plan in lieu of a CMP, so that the entity would
promptly begin remedial efforts under the corrective action plan without undue delay. We are
considering an expedited process through which HHS would provide the consumer assistance
entity less than the 30-day period provided for under proposed paragraph (€) to respond to the
notice of investigation under proposed paragraph (e)(1), or possibly omit that period altogether.
In al cases where an expedited process would apply, we anticipate that the entity against which a
CMP is assessed would have an opportunity to appeal the imposition of the penalty after it has
been assessed. We seek comment on whether HHS should provide for such an expedited process
and on all aspects of how it should be structured, including comments on how such an expedited
process could provide sufficient protection to the public, comments on how such an expedited
process could be sufficiently protective of the rights of entities and individuals that might be
assessed a CM P, and comments on other ways through which the process for imposing CMPs
under this proposal could be expedited if necessary to protect the public.

We are also considering implementing an approach that would give the HHS Office of
Inspector General (OIG) concurrent authority with CM S to enforce violations under this section.
Given OIG’ s expertise in investigating waste, fraud, and abuse in the Medicare and Medicaid
programs, we are considering whether certain violations of an Exchange consumer assistance
entity’ s program requirements might be most effectively investigated by OIG, or whether amore
streamlined approach with a single enforcement authority would be preferable. In considering
whether OIG should have concurrent enforcement authority under this proposed section, we are
considering whether both CM S and OI G should use the procedures laid out in proposed

§155.206 for investigating potential violations and conducting administrative appeals, or whether
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and to what extent OIG should rely on its own enforcement procedures under 42 CFR, chapter V,
subchapter B for either the investigative process or the administrative appeals process, or both,
and whether some of the procedures outlined in OIG’ s enforcement procedures under those
regulations should be incorporated into this section. We note that because our enforcement
authority under section 1321(c)(2) of the Affordable Care Act requires compliance with the
provisions of section 2723(b) of the PHS Act, any process used by OIG would have to comply
with the requirements in those statutory provisions. We seek comment on whether OIG should
have concurrent authority to enforce these proposed CMP provisions. In addition, we seek
comment on what procedures we should use to determine which cases should fall under CMS or
OIG enforcement authority, in the event OIG has concurrent authority. For example, we are
considering providing that OIG would enforce only consumer assistance personnel or entity
noncompliance involving systemic fraud or gross misconduct, rather than isolated incidents. We
invite comment on this issue, and how those determinations would be made, as well as
comments on any other aspects of a concurrent authority scheme that we should consider.

In proposed 8155.206(b), we specify the individuals and entities that could be subject to
HHS' enforcement authority under this proposal. These individuals and entities would include
Navigators, non-Navigator assistance personnel (also referred to as in-person assistance
personnel) authorized under 8155.205(d) and (e), and certified application counselors and
organizations designated as certified application counselor organizationsin FFEs, including in
State Partnership Exchanges. We refer to these individuals and entities in the proposed rule as
“consumer assistance entities,” but these proposed CM Ps could be assessed against both entities

and individuals. We seek comment on whether all of the individuals and entities listed in
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proposed §155.205(b) should be subject to CMPs, and on whether other entities and individuals
should be added to that list.

In §155.206(c), we propose the grounds on which HHS could impose CMPs on the
entities and individuals specified in 8155.206(b). Section 1321(c)(2) of the Affordable Care Act
authorizes the Secretary to enforce the requirements of section 1321(a)(1) of the Affordable Care
Act, which include the requirements established by the Secretary regarding Exchange consumer
assistance functions. Under our proposal, this statutory provision would authorize HHS to assess
aCMP or, inlieu of aCMP, a corrective action plan against Navigators, non-Navigator
assistance personnel, certified application counselors, and certified application counselor
organizationsin FFEsif HHS determines that these individuals or entities are not in compliance
with the Exchange standards applicable to them. These Exchange standards would include any
applicable regulations implemented under title | of the Affordable Care Act, as interpreted
through applicable HHS guidance, such as the regulations governing consumer assistance tools
and programs of an Exchange at 8155.205; those governing Navigators at 8155.210 and
Navigators in FFEs at §155.215; those governing certified application counselors at 8155.225;
and those under 8155.215 governing non-Navigator assistance personnel in FFEs. These
standards would also include any applicable HHS guidance interpreting an existing regul atory or
statutory provision.

For example, 8155.215(b)(1)(i) requires FFE Navigators to obtain certification by the
Exchange prior to carrying out any consumer assistance functions under 8155.210. Under this
proposal, a Navigator who facilitates the selection of a QHP (a Navigator duty under
§155.210(e)(3)) prior to obtaining his or her Exchange certification might, depending on the

circumstances, be subject to CMPs under 8155.206.
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As another example, 8155.210(e)(2) requires Navigators to provide information and
servicesin afair, accurate, and impartial manner, and 8155.215(a)(2)(i) extends this duty to non-
Navigator assistance personnel in FFEs. Any FFE Navigator or FFE non-Navigator assistance
personnel who, while carrying out Exchange-related activities, furnishes information that he or
she knew or should have known is false or fraudulent to consumers, the Exchange, or to HHS,
would have violated these provisions and might, depending upon the circumstances, be subject to
CMPs under proposed 8155.206. If a Navigator or any non-Navigator assistance personnel in a
FFE encourages an applicant or enrollee to submit false information on an application for
coverage though the Exchange, we would also consider that to be a violation of hisor her duty to
provide information in afair, accurate, and impartial manner; and this violation might, depending
on the circumstances, also subject the individual or entity to the proposed CMPs. Such a
Navigator or non-Navigator assistance personnel would not be providing fair or accurate
information to consumers, becausein light of the penalties at section 1411(h) of the Affordable
Care Act for providing false information on an Exchange application, it isnot fair or accurate to
state or imply that a consumer would be permitted to falsify application information.

Asafinal example, acertified application counselor in an FFE who steers consumers
toward one particular QHP would not be acting in the best interest of consumers, as required by
§155.225(d)(4), and would not be giving consumers information about the full range of QHP
options and insurance affordability programs for which they are eligible, as required by
8155.225(¢)(1). Such acertified application counselor might, depending on the circumstances,
be subject to CMPs under our proposed 8§ 155.206.

We note that 8155.285 of this proposed rule would extend CMPs to consumer assistance

entities who misuse or impermissibly disclose personally identifiable information in violation of
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section 1411 of the Affordable Care Act. Therefore, we have not addressed penalties for those
actions here. Some conduct by consumer assistance entities may warrant CMPs under either
§155.285 or §155.206, and in such cases we believe HHS has discretion to determine whether to
impose a CMP under this regulation or under 8155.285 of this subpart. However, we specify in
proposed §155.206(c) that HHS would not assess a CM P under this section if a CMP has already
been assessed for the same conduct under §155.285. Additionally, CMPs are not the only
enforcement remedy that would apply to the entities and individual s who would be subject to
proposed §155.206. For instance, HHS could take other enforcement actions against FFE
Navigators, which are Federal grantees, under the regulations governing HHS grants.
Furthermore, some of the actions described above may subject consumer assistance entities to
criminal liability under Federal or State law.

In 8155.206(d), we propose the basis for initiating an investigation of a potential
violation. We propose that HHS could initiate an investigation based on any information it
receives indicating that a consumer assistance entity might be in noncompliance with applicable
Exchange standards. Such information could include consumer complaints, reports from State
insurance departments and other Federal and State agencies, and any other information
indicating such aviolation. We also propose that any entity or individual could file such a
complaint with HHS.

In 8155.206(e), (f) and (g), we propose to outline the process that HHS would follow to
investigate potential violationsin order to determine whether the consumer assistance entity has
engaged in noncompliance of applicable Exchange standards. Under proposed 8155.206(e), if
HHS learns of a potential violation through the means described in paragraph (d) in this section

and determines that further investigation is warranted, HHS would provide written notice of its
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investigation to the consumer assistance entity. Such notice would describe the potential
violation, provide 30 days from the date of the notice for the consumer assistance entity to
respond and provide HHS with information and documents, including information and
documentsto refute an alleged violation, and would state that a CMP might be assessed if the
consumer assistance entity failsto refute the allegationsin HHS' determination.

In 8155.206(f), we propose a process for a consumer assistance entity to request an
extension from HHS when the entity cannot prepare aresponse to HHS' s notice of investigation
within the 30 days provided in the notice. Under our proposal, if HHS grants the extension, the
responsible entity would be required to respond to the notice of investigation within the time
frame specified in HHS s letter granting the extension of time, and failure to respond within 30
days, or within the extended time frame, could result in HHS simposition of the CMP that
would apply based upon HHS s initial determination of a potential violation as set forth in the
notice of investigation under 8155.206(e).

In §155.206(g), we propose that HHS could review and consider documents or
information received or collected in accordance with paragraph (d)(1) of this section or provided
by the consumer assistance entity in response to receiving a notice in accordance with paragraph
(e)(2) of thissection. We aso propose that HHS may conduct an independent investigation into
the alleged violation, which may include site visits and interviews, if applicable, and may
consider the results of thisinvestigation in its determination. The purpose of these proposed
provisionsisto ensure that HHS would follow reasonable procedures when investigating a
potential violation, and to allow a consumer assistance entity a reasonable timeframe to provide
evidence refuting the allegation or other information regarding the alleged violation, including its

severity or mitigating circumstances.
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In 8155.206(h), we propose the factors that HHS would use to determine the appropriate
CMP amount, and to determine whether it would be appropriate to offer the entity or individual
an opportunity to enter into a corrective action plan in place of the CMP. We intend that the
CMP amount, and opportunity to enter into a corrective action plan, would vary based on our
assessment of the consumer assistance entity’ s previous or ongoing record of compliance; the
gravity of the violation, as determined in part by the frequency of the violation and the financial
harm incurred by a consumer; and the culpability of the consumer assistance entity, as
determined, in part, by whether the entity received payment for committing the violation. We
believe these factors would allow usto tailor enforcement actions to specific violations, while
maintaining robust enforcement authority in the interest of protecting consumers.

Section 2723(b)(2)(C) of the PHS Act limits the amount of CM Ps authorized under
section 1321(c)(2) of the Affordable Care Act to $100 for each day for each individual directly
affected. Therefore in 8155.206(i), we propose that the maximum daily amount of penalty
assessed for each violation would be $100 for each day, for each consumer assistance entity, for
each individual directly affected by the entity’ s non-compliance. Similar to our rules on the
maximum penalty for noncompliant QHP issuersin 45 CFR 156.805(c), we anticipate that there
might be situations where HHS cannot determine the number of individuals directly affected.
Therefore, we propose, consistent with the approach under existing rules at 45 CFR 156.805(c),
that in such situations HHS may reasonably estimate this number, based on available
information, such as datafrom a Federal Navigator grantee’s quarterly or weekly report
concerning the number of consumers assisted. We also clarify that imposing $100 for each day
an individual is directly affected would mean that we would look at the entirety of time the

consumer was affected by the noncompliance of the assistance entity. For example, if a certified
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application counselor in an FFE isfound to be steering consumers into a specific plan without
regard to the consumers’ best interestsin violation of 8155.225(d)(4), we might assess CMPs
based on our reasonable estimate of the number of consumers affected by the conduct, as well as
the entire time the conduct took place, including the time during which each consumer is
enrolled in the plan to which he or she was improperly steered. Although we have proposed a
maximum per day penalty, we have not proposed a cap on the total penalty that could be
assessed by HHS, and we seek comment on whether we should propose such a cap.

In proposed §155.206(j), we propose to clarify that nothing in this section limits HHS's
authority to settle any issue or case described in the notice furnished in accordance with
paragraph (e), or to compromise on any CMP provided for in this section. This provision is based
on asimilar provision in the HIPAA enforcement scheme at 45 CFR 150.325.

Section 2723(b)(2)(C) of the PHS Act places certain limitations on CMPs authorized
under section 1321(c)(2) of the Affordable Care Act, including the limitation that HHS will not
assess a CMP where the entity did not know, or exercising reasonable diligence would not have
known, of the violation. We propose to implement these limitations in §155.206(k). We believe
these limitations would help balance the interests of HHS, the Exchange, and consumers to have
consumer assistance entities exercise reasonabl e diligence in understanding and executing their
obligations, while not unnecessarily penalizing consumer assistance entities who are acting in
good faith. We aso propose, based on the HIPAA enforcement structure at 45 CFR 150.341,
that the burden is on the consumer assistance entity to establish that the circumstances triggering
these limitations existed.

In §155.206(1), we propose standards for notifying consumer assistance entities of the

intent to assess a CM P, which notice would include an explanation of the entity’ s right to an
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appeal pursuant to the process set forth at 45 CFR Part 150, Subpart D, as provided in proposed
§155.206(m). We seek comment on whether all aspects of that process should be applicable to
appeals of these CMPs. Findly, in §155.205(n), we propose that HHS may require payment of
the proposed CMP if the consumer assistance entity does not timely request a hearing.

We seek comment on all aspects of these proposals, including but not limited to whether
other provisions of 45 CFR Part 150 should be adopted and made applicable to this proposed
enforcement scheme, whether a specific limitations period should apply, and if so, what
limitations period would be appropriate for violations of applicable Exchange standards by
consumer assistance entities in FFEs.

b. Navigator, Non-Navigator Assistance Personnel, and Certified Application Counselor
Program Standards (88155.210, 155.215, and 155.225)

Sections 1311(d)(4)(K) and 1311(i) of the Affordable Care Act direct all Exchangesto
establish a Navigator program. Section 1321(a)(1) of the Affordable Care Act directs the
Secretary to issue regulations that set standards for meeting the requirements of title | of the
Affordable Care Act, with respect to, among other things, the establishment and operation of
Exchanges. Pursuant to the authority established in section 1321(a)(1), the Secretary issued 45
CFR 155.205(d) and (e), which authorize Exchanges to perform certain consumer service
functionsin addition to the Navigator program. 45 CFR 155.205(d) provides that each Exchange
must conduct consumer assistance activities, and 8§ 155.205(e) provides that each Exchange must
conduct outreach and education activities to inform consumers about the Exchange and insurance
affordability programs, to encourage participation.

The consumer assistance function authorized by § 155.205(d) includes the Navigator

grant program established under section 1311(i) of the Affordable Care Act. Section 155.205(d)
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and (e) also alow for the establishment of a non-Navigator consumer assistance program. 45
CFR 155.215 establishes standards for non-Navigator assistance personnel in FFEs, including
State Partnership Exchanges, and for non-Navigator assistance personnel in State Exchanges if
they are funded with section 1311(a) Exchange Establishment grant funds. Also pursuant to the
authority established in section 1321(a)(1), the Secretary issued 45 CFR 155.225, which
establishes the certified application counselor program as a consumer assistance function of the
Exchange, separate from and in addition to the functions described in 88§ 155.205(d) and (e),
155.210, and 155.215.

Navigator duties and requirements for all Exchanges are set forth in section 1311(i) of the
Affordable Care Act and 45 CFR 155.210. Additional duties and requirements for Navigatorsin
Federally-facilitated and State Partnership Exchanges are set forth at 45 CFR 155.215. Section
155.215 also sets forth duties and requirements for non-Navigator assistance personnel in
Federally-facilitated and State Partnership Exchanges, and for non-Navigator assistance
personnel in State Exchanges if those personnel are funded with section 1311(a) Exchange
Establishment grant funds. Certified application counselor duties and requirements for all
Exchanges are set forth in 45 CFR 155.225.

In accordance with sections 1311(i)(4) and 1321(d) of the Affordable Care Act, we
previously established in 45 CFR 155.210(c)(1)(iii) that Navigators “must meet any licensing,
certification or other standards prescribed by the State or Exchange, if applicable, so long as such
standards do not prevent the application of the provisions of title | of the Affordable Care Act.”
We have not established a similar requirement for the non-Navigator assistance personnel that
are subject to 45 CFR 155.215. Nor did we finalize a proposed requirement that would have

required certified application counselors to comply with State law as a condition of certification.
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However, we noted in the preambl e to the rulemaking establishing the certified application
counselor program that section 1321(d) of the Affordable Care Act provides that State laws that
do not prevent the application of the provisions of title | of the Affordable Care Act are not
preempted.® These preemption principles apply to all of the Federal standards and duties that
apply to Navigators, non-Navigator assistance personnel and certified application counselors,
since these have been authorized and established under title | of the Affordable Care Act.

We now propose to specify certain non-Federal requirements that would prevent the
application of provisions of title | of the Affordable Care Act with respect to the Navigator, non-
Navigator assistance personnel, and certified application counselor programs, within the meaning
of section 1321(d) of the Affordable Care Act. This proposal does not purport to capture the
complete universe of State requirements that might be preempted in this context, and we
therefore recognize that a Federal court may also find other non-Federal requirements that we do
not expressly mention in this proposed rule to be preempted.®

We propose amending 8155.210(c)(1)(iii) by adding new paragraphs (A) through (F) to
specify certain non-Federal requirements that would prevent the application of the provisions of
title | of the Affordable Care Act, within the meaning of section 1321(d) of the Affordable Care
Act, with respect to the Navigator program. We also propose to amend § 155.215(f) to make

clear that we would consider the same types of non-Federal requirementslisted in

% patient Protection and Affordable Care Act; Exchange Functions: Standards for Navigators and Non-Navigator
Assistance Personnel; Consumer Assistance Tools and Programs of an Exchange and Certified Application
Counselors, 78 FR 42845 (finalized July 17, 2013).

3 The U.S. District Court for the Western District of Missouri recently granted the plaintiff’s motion for a
preliminary injunction in litigation challenging a Missouri law regulating Navigators and other Exchange consumer
assistance personnel on the grounds, inter alia, that certain provisions of the Missouri law are preempted by Federal
law. The court concluded that “ state laws that make operation of the [Federally-facilitated Exchange] more difficult
or onerous run afoul of the Affordable Care Act’s purpose and are subject to preemption.” St. Louis Effort for
AIDS, et a. v. Huff, No. 13-4246-CV-C-ODS, 2014 WL 273201, at *5 (W.D. Mo. Jan. 23, 2014) (order granting
preliminary injunction). This decisionis currently under appeal before the United States Court of Appeals for the
Eighth Circuit, St. Louis Effort for AIDS v. Huff, No. 14-1520 (8th Cir. appeal docketed Mar. 6, 2014).
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§155.210(c)(2)(iii)(A) through (F) (except for 155.210(c)(1)(iii)(D)) to prevent the application of
the provisions of title | of the Affordable Care Act within the meaning of section 1321(d) of the
Affordable Care Act, when applied to non-Navigator assistance personnel subject to § 155.215.
Similarly, with respect to the certified application counselor program, we propose amending
§155.225(d) by adding a new paragraph (d)(8) to specify that certified application counselors
must meet any licensing, certification or other standards prescribed by the State or Exchange, if
applicable, so long as such standards do not prevent the application of the provisions of title | of
the Affordable Care Act within the meaning of section 1321(d) of the Affordable Care Act. New
§155.225(d)(8) would also make clear that we would consider non-Federal requirements similar
to those listed in 8155.210(c)(1)(iii)(A) through (F) (except for 155.210(c)(1)(iii)(D)) to prevent
the application of the provisions of title | of the Affordable Care Act within the meaning of
section 1321(d) of the Affordable Care Act, when applied to certified application counselors.

Aswe discussin greater detail below, these proposed amendments are directed at non-
Federal requirements that conflict with Federal statutory or regulatory standards and that either,
on their face, prevent assisters from performing their Federally required duties, or that would
conflict with Federal standardsin specific factual circumstances.

The purpose of these proposed provisionsis to specify a non-exhaustive list of
circumstances under which HHS would consider a non-Federal requirement applicable to
Navigators, non-Navigator assistance personnel, or certified application counselors to prevent the
application of provisions of title | of the Affordable Care Act, within the meaning of section
1321(d) of the Affordable Care Act. Asageneral principle, if anon-Federal requirement would,
on its face, prevent Navigators, non-Navigator assistance personnel subject to §155.215, or

certified application counselors from carrying out Federally mandated duties or from otherwise
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meeting Federal standards that apply to them, or if anon-Federal requirement would make it
impossible for an Exchange to implement those consumer assistance programs consistent with
the Federal statutes and regul ations governing those programs, then, in HHS sview, such a
requirement would prevent the application of the provisions of title | of the Affordable Care Act.

These proposed preemption standards would not preclude a State from establishing or
implementing additional State law protections for its consumers, so long as such laws do not
prevent the application of Federal requirements for these consumer assistance programs. For
example, a State may require these types of Exchange-approved assisters to undergo
fingerprinting or background checks before they can operate in a State, so long as a State’ s
implementation of these additional requirements does not prevent the Exchange from
implementing these consumer assistance programs in the State consistent with Federal standards
or make it impossible for the assisters to perform their Federally required duties.

We propose to make some, but not all, of the proposed provisions applicable to
Navigators, non-Navigator assistance personnel subject to 45 CFR 155.215, and certified
application counselors (or certified application counselor designated organizations) that are
operating in State Exchanges. Non-Federal requirements that would prevent these individuals or
entities from carrying out their Federally mandated duties or from otherwise meeting applicable
Federal statutory and regulatory standards and requirements would prevent the application of
title | of the Affordable Care Act. Generaly, for the reasons addressed below, proposed
§155.210(c)(2)(iii)(A) through (D) would apply to Navigators in State Exchanges; through the
cross reference to §155.210(c)(2)(iii), proposed 8155.215(f) would apply provisions
§155.210(c)(2)(iii)(A) through (C) to non-Navigator assistance entities or individuals in State

Exchanges that are funded through an Exchange Establishment Grant under section 1311(a) of
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the Affordable Care Act; and proposed §155.225(d)(8)(i) through (iii) would apply to certified
application counselors and/or designated certified application counselor organizationsin State
Exchanges. In general, we believe that the provisions listed above should apply in a State
Exchange because these provisions address requirements that, in HHS' view, would facially
conflict with Federal requirements or standards established under Federal law, while the
provisions that we propose would not apply in State Exchanges relate to how the State interacts
with an FFE or implements State requirements for the relevant consumer assistance personnel.
Based on our observations, a State Exchange has an enhanced ability to work with the State to
establish its own standards and coordinate the implementation of State law applicable to assisters
in amanner that does not conflict with Federal standards or prevent the State Exchange from
implementing consumer assistance programs consistent with Federal requirements. We solicit
comments on whether all the proposed provisions should apply in State Exchanges. We also
seek comments on whether there are other types of non-Federal requirements for these types of
assistersin a State Exchange that might prevent the application of Federal law within the
meaning of section 1321(d) of the Affordable Care Act.

In our proposal, we first propose that non-Federal laws or regulations which require
Navigators, non-Navigator assistance personnel subject to 8155.215, and certified application
counselors to refer consumers to agents or brokers, or to any other sources not required to
provide them with impartial advice, would prevent the application of the provisions of title | of
the Affordable Care Act. Non-Federa laws or regulations that require referrals to sources that
are not required to provide impartial advice would, on their face, make it impossible for these
assisters to comply with existing Federal statutory and regulatory duties and standards.

Navigators are required to “ distribute fair and impartial information concerning enrollment in
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qualified health plans, and the availability of premium tax credits. . . and cost-sharing reductions
...,. under section 1311(i)(3)(B) of the Affordable Care Act. Additionally, section 1311(i)(5) of
the Affordable Care Act requires the Secretary, in collaboration with States, to “ develop
standards to ensure that information made available by [N]avigatorsisfair, accurate, and
impartial.” Accordingly, HHS regulations at §155.210(e)(2) require Navigatorsin all Exchanges
to provide “information and servicesin afair, accurate and impartial manner” and HHS
regulations at 8155.215(a)(1)(iii) require Navigatorsin Federally-facilitated and State
Partnership Exchanges to “provide information to consumers about the full range of QHP
options and insurance affordability programs for which they are eligible.” HHS regulations at
§155.215(a)(2)(i) and (iv) impose the same requirements upon non-Navigator assistance
personnel in Federally-facilitated and State Partnership Exchanges. Similarly, §155.225(c)(1)
requires certified application counselors to provide “information to individuals and employees
about the full range of QHP options and insurance affordability programs for which they are
eligible” and §155.225(d)(4) requires certified application counselors to act in the best interest of
the applicants assisted. If anon-Federal law or regulation requires Navigators or non-Navigator
assistance personnel subject to 8155.215 to refer consumersto third parties that do not have a
duty to provide consumers with information that is fair, accurate, and impartial or requires a
certified application counselor to refer consumers to third parties that do not have aduty to act in
the consumer’ s best interest, that non-Federal 1aw would prevent Navigators, non-Navigator
assistance personnel, or certified application counselors from meeting the above-mentioned
Federal requirements. This proposal would apply in all Exchanges, with the following limited
exception for certain Navigators. Where a State has elected to establish and operate only a

SHOP Exchange pursuant to 45 C.F.R. §155.100(a)(2), and has opted under 45 C.F.R.
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§ 155.705(d) to permit Navigator duties at § 155.210(¢)(3) and (4) in the SHOP-only State
Exchange to be fulfilled through referrals to agents and brokers, we would not consider State
laws or regulations that permit the State to take the option at § 155.705(d) to prevent the
application of the provisions of title | of the Affordable Care Act, since that option is authorized
under Federal law.

We solicit comment on whether non-Federal requirements that obligate Navigators, non-
Navigator assistance personnel subject to §155.215, and certified application counselorsto refer
employers and employees in the small group market to agents and brokers should not be
considered to prevent the application of the provisions of title | of the Affordable Care Act
within the meaning of section 1321(d) of the Affordable Care Act.

Second, we propose that non-Federal laws or regulations that prevent Navigators, non-
Navigator assistance personnel subject to §155.215, and certified application counselors from
providing services to all persons to whom they are required to provide assistance would also, on
their face, prevent the application of the provisions of title | of the Affordable Care Act within
the meaning of section 1321(d) of the Affordable Care Act. For example, if a non-Federal
requirement prohibited Navigators and non-Navigator assistance personnel subject to 8155.215
from assisting an employer or employee regarding SHOP coverage or from acting as an
intermediary between that employer and an issuer without being a licensed insurance agent or
broker, then such a prohibition would prevent Navigators from performing their Federally
required duties and would therefore prevent the application of the provisions of title | of the
Affordable Care Act within the meaning of section 1321(d) of the Affordable Care Act.
Specifically, such non-Federal requirements would prevent Navigators from providing

“information and servicesin afair, accurate and impartial manner” as required by 45 C.F.R.
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§155.210(e)(2). They would aso prevent non-Navigator assistance personnel subject to 155.215
from complying with the same requirement, asis required by 8155.215(a)(2)(i). We interpret the
requirement that Navigators and non-Navigator assistance personnel subject to §155.215 provide
information and servicesfairly and impartially as a requirement that these assisters provide their
servicesto all consumers seeking assistance. As we have mentioned in prior rulemaking,
Navigators and non-Navigator assistance personnel should have the ability to help any individual
who presents him or herself for assistance (see 78 FR 42830).Further, these requirements would
prevent Navigators and non-Navigator assistance personnel subject to 8155.215 from being
prepared to serve both the individual Exchange and SHOP, as required by §155.215(b)(1)(v).
Similarly, with respect to certified application counselors and certified application counselor
organizations, if anon-Federal requirement barred these individuals or entities from assisting an
employee with SHOP coverage, then such a requirement would prevent them from performing
their Federally required duty to provide information to employees about the full range of QHP
options for which they are eligible and assist employeesto apply for coverage in a QHP through
the Exchange and for insurance affordability programs, as set forth under §155.225(c)(1) and (2).

As another example, with respect to Navigators, non-Navigator assistance personnel
subject to 8155.215, and certified application counsel ors and organizations, if anon-Federal law
required these individuals or entities to either cease assisting a consumer or to discourage the
consumer from seeking assistance from the assister whenever a consumer disclosed that he or
she was currently insured or had previously purchased health insurance with the aid of an agent
or broker (even if that consumer expresses to the assister that he or she does not want to be
assisted by an agent or broker), then such a non-Federal requirement would prevent the

application of the provisions of title | of the Affordable Care Act within the meaning of section
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1321(d) of the Affordable Care Act. Specifically, these types of requirements would prevent
Navigators from providing “information and servicesin afair, accurate and impartial manner” as
required by 45 C.F.R. §155.210(e)(2). They would aso prevent non-Navigator assistance
personnel subject to 155.215 from complying with the same requirement, asis required by
§155.215(a)(2)(i). We interpret the requirement that Navigators and non-Navigator assistance
personnel subject to §155.215 provide information and services fairly and impartialy asa
requirement that these assisters serve any consumer who presents him or herself for assistance,
without regard to whether the consumer has existing health insurance coverage or previously had
such coverage. Such a non-Federal requirement would also keep these assisters from performing
their Federally required duty to be prepared to serve both the individual Exchange and SHOP, as
required by 8155.215(b)(1)(v). With respect to certified application counselors, these types of
requirements would prevent them from carrying out required duties under 8155.225(c)(1) and
(2), which require that certified application counselors provide information to employees about
the full range of QHP options for which they are eligible and assist employees to apply for
coverage in a QHP through the Exchange. Requirements of this type would also potentially
prevent certified application counselors from acting in the best interests of the applicants
assisted, as required by 8155.225(d)(4), especially in circumstances where a consumer expresses
adesire to not consult an agent or broker.

Where a State has el ected to establish and operate only a SHOP Exchange pursuant to 45
C.F.R. 8155.100(a)(2), and has opted under 45 C.F.R. § 155.705(d) to permit Navigator duties at
§ 155.210(e)(3) and (4) in the SHOP-only State Exchange to be fulfilled through referrals to

agents and brokers, we would not consider State laws or regulations that permit the State to take
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the option at 8 155.705(d) to prevent the application of the provisions of title | of the Affordable
Care Act, since that option is authorized under Federal law.

Third, we propose that non-Federal laws that prevent Navigators, non-Navigator
assistance personnel subject to §155.215, and certified application counselors from discussing
the terms of coverage of any particular policy or plan, or from providing advice regarding
substantive benefits or comparative benefits of different health plans, would also, on their face,
prevent the application of the provisions of title | of the Affordable Care Act within the meaning
of section 1321(d) of the Affordable Care Act. Such non-Federal requirements would prevent
Navigators from fulfilling their statutory and regulatory duties under section 1311(i)(3) of the
Affordable Care Act and 45 CFR 155.210(e)(2) and (3) to distribute fair and impartial
information concerning enrollment in qualified health plans and to facilitate enroliment in
qualified health plans. Such non-Federal requirements would also prevent non-Navigator
assistance personnel subject to 8155.215 from carrying out their required duties under
§155.215(a)(2)(i), which requires that they comply with 8155.210(e)(2). Finaly, such non-
Federal requirements would also prevent certified application counselors and organizations from
fulfilling regulatory duties established under §155.225(c) to provide information to individuals
and employees about the full range of QHP options and insurance affordability programs for
which they are eligible, assist individuals and employees to apply for coverage in a QHP through
the Exchange and for insurance affordability programs, and help to facilitate enrollment of
eligible individualsin QHPs and insurance affordability programs. CM S interprets these
statutory and regulatory provisions to require Navigators, non-Navigator assistance personnel
subject to § 155.215, and certified application counselors to be prepared to discuss the terms and

features of any coverage for which a consumer is or might be eligible, consistent with each
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consumer’ s expressed interests and needs, including, for example, plan features such as
deductibles, coinsurance and copayments, coverage limitations or exclusions, and/or whether a
particular provider or hospital isincluded within a plan’s network. CM S has always interpreted
the statute and regulations to prohibit Navigators, non-Navigators, and certified application
counselors from steering a consumer toward a particular plan or plans. However, under 45 CFR
155.210(e)(3) and 155.215(a)(2)(i), Navigators and non-Navigator assistance personnel subject
to 8155.215 have a duty to “facilitate selection of a QHP,” and that duty includes providing
information to consumers about the substantive benefits or particular features of a health plan.
Similarly, certified application counselors are required to provide this same type of information
to consumers, since they have a duty under 45 CFR 155.225(c)(3) to help to facilitate enrollment
of eligible individualsin QHPs and insurance affordability programs. We therefore propose that
non-Federal requirements that prevent assisters from describing or providing information about
the substantive benefits or particular features of a health plan, including comparative information
to facilitate a consumer’ s selection of a plan, would prevent the application of the provisions of
title | of the Affordable Care Act within the meaning of section 1321(d) of the Affordable Care
Act.

Fourth, we propose to put into regulatory text a position we previously expressed in
preamble, that a State or an Exchange must not require that all Navigators be agents or brokers or
carry errors and omissions coverage. Section 1311(i)(2)(B) of the Affordable Care Act provides
that various types of entities may serve as Navigators, and through §155.210(c)(2), we
established the requirement that in all Exchanges, at least two types of entities, including one
community and consumer-focused nonprofit group, must serve as Navigators. Requiring that

each Navigator be alicensed agent or broker or carry errors and omissions coverage (whichis
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typically held only by licensed professionals such as agents and brokers) would mean that all
Navigators would fall under only one type of entity listed in 155.210(c)(2), specifically, agents
and brokers, and would therefore prevent the application of §155.210(c)(2)(i). In other words,
these types of non-Federal requirements would make it impossible for the Exchange in such
States to fulfill the Federal requirement that at least two types of entities listed at 155.210(c)(2),
including one community and consumer-focused nonprofit group, serve as Navigators. HHS has
previously advised (see 77 FR 18310, 18331-32) that such requirements would prevent the
application of §155.210(c)(2) within the meaning of section 1321(d) of the Affordable Care Act;
this proposal makes this policy explicit in regulation text.

Fifth, we propose to specify that, in States with an FFE, non-Federal requirements may
not, in effect, render ineligible any individuals or entities that the FFE would deem eligible under
applicable Federal standards. Such non-Federal requirements would prevent the FFE from
implementing the consumer assistance programs that they are required (or authorized) to
implement under section 1311(i) of the Affordable Care Act, and 45 CFR 155.205, 155.210,
155.215, and 155.225, consistent with Federal requirements established for those programs.

For example, non-Federal requirements that prohibit Navigators, non-Navigator
assistance personnel, or certified application counselors or organizations in an FFE from
receiving any consideration, directly or indirectly, from a health insurance issuer offering health
insurance coverage in or outside of an Exchange, even if not in connection with the enrollment
of individualsinto a QHP, go beyond Federal conflict of interest standards set forth in section
1311(i)(4)(A)(i) and (ii) of the Affordable Care Act and §8155.210(d)(4), 155.215(a) and
155.225(d)(2) and (4), asinterpreted in Federal guidance, and would also go beyond the parallel

conflict of interest standards proposed for certified application counselorsin our proposed
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§155.225(g)(2). For Navigators, section 1311(i)(4)(A)(i) and (ii) of the Affordable Care Act and
45 CFR 155.210(d)(4) together provide that a Navigator shall not be a health insurance or stop
loss insurance issuer or receive any consideration directly or indirectly from a health insurance
issuer or issuer of stop loss insurance in connection with the enrollment of any qualified
individuals or employees of a qualified employer in aqualified health plan or a non-qualified
health plan. Under 45 CFR 155.215(a)(2), a set of parallel conflict of interest standards apply in
FFEs (including State Partnership Exchanges) to non-Navigator assistance personnel carrying
out consumer assistance functions under 155.205(d) and (€), and to non-Navigator assistance
personnel in a State Exchange funded through Federal Exchange Establishment grants.** For
certified application counselors, conflict of interest standards in §155.225(d)(2) require that each
staff member or volunteer seeking certification disclose to the organization, or to the Exchange if
directly certified by an Exchange, and to potential applicants, any relationships the certified
application counselor or sponsoring agency has with QHPs or insurance affordability programs,
or other potential conflicts of interest.®

A non-Federal requirement that prohibits consumer assistance entities and individuals
from receiving any consideration, directly or indirectly, from a health insurance issuer offering

health insurance coverage in or outside of an Exchange, even if not in connection with the

% For Navigators and non-Navigator assistance personnel subject to 155.215, we have clarified in Federal guidance
the scope of these conflict of interest standards. Specificaly, conflict of interest standards do not apply to
consideration received by a provider to support specific activities, such as the provision of medical services, if the
consideration is not connected to the enrollment of individuals or employeesin QHPs (78 FR 42831). In addition,
Federal regulations do not inherently prohibit Navigators from receiving grants and other consideration from health
insurance issuers for activities unrelated to enrollment into health plans (77 FR 18332); For example, entities such as
chambers of commerce, that include as a constituent member an association that has members of or lobbies on
behalf of the insurance industry, are not prohibited from serving as Navigator grantees (78 FR 42835).

3 We have clarified in guidance that no conflict of interest should bar an otherwise eligible individual from serving
as acertified application counselor, provided that they disclose any conflicts of interest, including but not limited to,
any relationships with QHPs or insurance affordability programs, such as Medicaid plans and Medicaid managed
care organizations (78 FR 42842).
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enrollment of individualsinto a QHP, would prevent an FFE from approving as Navigators, non-
Navigator assistance personnel, or certified application counselors and organizations certain
entities, including hospitals and community health care clinics, that would otherwise be eligible
to serve in those capacities. Further, with respect to the Navigator program, we further note that
such arequirement could bar the FFE from awarding a grant to the most qualified applicants as
required and therefore might prevent HHS from allocating Federal money in the most
appropriate manner.

As another example, if a State with an FFE effectively prohibits an individual or
organization from serving as a Navigator, non-Navigator assistance personnel or certified
application counselor in the FFE merely because the individual or entity does not maintain its
principal place of businessin that State, that State could render ineligible individuals or entities
that the FFE would deem eligible under applicable Federal standards. Such a standard would
therefore prevent the FFE from implementing the consumer assistance programsthat it is
required (or authorized) to implement, within the meaning of section 1321(d) of the Affordable
Care Act. We mean to address here only non-Federal requirements that would interpret
“principal place of business’” as meaning that a business could have only one principal place of
business nationwide, in asingle State (similar to the legal concept that may be used in
determining corporate citizenship for purposes of establishing diversity jurisdiction in Federal
court, as required under 28 U.S.C. 81332(c)). States may however, require organizations to
register with or be incorporated in the State, which will allow States and Exchanges to work with
these organizations to ensure that they are meeting the needs of their consumers.

Sixth and last, we propose to specify that in the FFEs, States may not impose

requirements that, as applied or asimplemented in the State, prevent the application of Federal
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standards applicable to Exchanges, Navigators, non-Navigator assistance personnel subject to
§155.215, and certified application counselors and designated organizations. For example, with
respect to the Navigator program, if a State with an FFE implemented a requirement that
prevented the only Navigator entity operating in the State from continuing to performits
Federally required duties, then such aprovision, as applied, would prevent the Exchange from
operating a Navigator program in that State as section 1311(i)(1) of the Affordable Care Act and
§155.210(a) require. As another example, a State might impose requirements as mandatory
conditions for continuing to perform any applicable Federally required duties, such as additional
training or fingerprinting or background checks, which, on their face, we consider as generally
permissible, but might also set a deadline for compliance that made it impossible for any of
individual or entity approved by the FFE to comply on atimely basis, despite good faith efforts
to comply. Under such circumstances these entities and individuals could not fulfill any of their
Federally required duties, and the FFE could not operate the consumer assistance programs that
itisrequired (or authorized) to implement under section 1311(i) of the Affordable Care Act, and
45 CFR 155.205, 155.210, 155.215, and 155.225.

We believe these proposals will provide additional clarity regarding HHS' s position with
respect to whether a non-exhaustive list of specific non-Federal requirements would prevent the
application of Federal requirements applicable to Navigators, non-Navigator assistance
personnel, and certified application counselors and Exchanges operation of such programs,
within the meaning of section 1321(d) of the Affordable Care Act. In advancing these proposals,
HHS sintent is to accord all States the comity that they are due under section 1321(d) of the
Affordable Care Act, while preserving the ability of Exchanges, and the individuals and entities

approved by Exchanges, to carry out such programs. HHS proposes these provisions to ensure
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that it can establish and operate the consumer assistance functions of an FFE consistent with the
Federal requirements set forth in section 1311(i) of the Affordable Care Act and 45 CFR
155.205, 155.210, 155.215, and 155.225. We solicit comments on all aspects of these proposals.

This proposed rule would also amend some of the current regulatory prohibitions on
Navigator conduct. If these proposals are finalized, we expect that they would be effective on
the date the final regulations are effective.

Section 155.210(d), among other things, currently prohibits Navigators from being health
insurance issuers or stop-lossissuers. We propose to amend section 155.210(d) by adding a
provision that would provide that Navigators may not charge consumers for performing any
Navigator duties. Our proposal would prohibit Navigators from requesting any form of
remuneration from consumers for Navigator duties, such as charging fees, asking for favorsin
exchange for services provided, or requesting compensation from consumers for Navigator
duties. Aswe previously explained in preamble when existing rules establishing a prohibition on
charging fees by certified application counselors were finalized, HHS does not believe that it
would be consistent with the purpose of the Navigator program or the consumer assistance,
education, and outreach functions under 8 155.205(d) and (e), for Navigators to charge
consumers for their services. (78 FR 42829) The goal of the Navigator program isto provide
consumers with information about and assistance with enrollment in coverage through the
Exchange, without cost to the consumer. That iswhy the Affordable Care Act, at section
1311(i)(1), makes clear that Navigator duties must be funded by the Exchange through grants.
We believe that having free assistance available to consumers hel ps further both the goals of the
Navigator program and the Exchanges generally by supporting access for low-income

individuals who might previously have been priced out of the health insurance market. We now
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propose to make this an express prohibition in our regulations, through the addition of a new
provision at 8155.210(d)(5). If finalized, this prohibition would also apply to non-Navigator
assistance personnel carrying out consumer assistance functions under §8155.205(d) and (e) in
an FFE and to non-Navigator assistance personnel funded through an Exchange Establishment
Grant, since existing rules at 8155.215(a)(2)(i) require that these entities must comply with the
prohibitions on Navigator conduct set forth at 8155.210(d). We think the same rationale for the
prohibition generally appliesin the case of non-Navigator personnel. This proposal would also
align the Navigator and non-Navigator assistance personnel provisions with the similar provision
applicable to certified application counselors in existing §155.225(g).

Our proposal would not prevent Navigators from charging for other, non-Navigator-
related services the organization may offer, given that section 1311(i)(2) of the Affordable Care
Act and implementing regulations at §155.210(c)(2) allow for various commercial entities or
associations to become Navigators.* We do not intend to prevent a Navigator entity or
individual Navigators from pursuing the normal course of their non-Navigator-related business
or established non-Navigator-related programs. However, Navigators would not be permitted to
solicit customers for their other, non-Navigator-related services in connection with their
Navigator duties. For example, a hospital conducting outreach and education events as a
Navigator would not be permitted to use these events as opportunities to solicit new patients.

We also propose to amend 8155.210(d) to provide that Navigator organizations would be
prohibited from compensating individual Navigators on a per-application, per-person assisted, or

per-enrollment basis. We believe that such practices create adverse incentives that may result in

% Specifically, section 1311(i)(2)(B) and §155.210(c)(2) provide that Navigator entities may include, among others,
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; and licensed agents and brokers.
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enrollment errors or even improper conduct on the part of the Navigator, such as favoring
consumers who take less time to assist than other consumers, or pressuring consumers to make
quick decisions about their health coverage, rather than ensuring that they are fully informed
about the full range of their options. Additionally, such a compensation methodology is
inconsistent with the statutory and regulatory scheme for Navigators. We request comment on
whether this proposal would negatively affect existing Navigator programs, including whether it
would present implementation challenges for these programsiif it becomes effective before
November 15, 2014.

The duties of a Navigator under section 1311(i)(3) of the Affordable Care Act and
§155.210(e) are not limited to facilitating selection of a QHP. Navigators' duties also include
conducting public education activities; distributing fair and impartial information about qualified
health plans and advance payments of the premium tax credit and cost-sharing reductions,
providing appropriate referrals for consumers with complaints, questions, or grievances about
their health plan, coverage, or a determination under such plan or coverage; and providing
information in a manner that is culturally and linguistically appropriate and accessible to people
with disabilities. We believe that compensating Navigators based on the number of successful
applications or enrollments may create disincentives to perform the full spectrum of required
duties. To discourage improper conduct and ensure that Navigators fully perform each of their
required duties, we propose to prohibit such compensation arrangements. Under the proposal,
Navigators would be permitted to pay employees on asalaried basis, on a per-hour basis, or any
other way that is not tied to the numbers of consumers who apply or enroll successfully with the
Navigator’' s assistance. Because §155.210 appliesto all Navigators, including those in States

with State Exchanges, this prohibition would apply to Navigatorsin all States. We seek
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comment on this proposal and alternatives that build in rewards for performance without the
unintended consequences previously described.

Aswith Navigators, we believeit isimportant that non-Navigator assistance personnel
authorized under 8155.205(d) and (e) in FFEs and in State Exchanges if funded through section
1311(a) Exchange Establishment grants focus on providing full and accurate information rather
than on meeting quotas. Because §155.215(a)(2) applies the prohibitions on certain conduct
established for Navigators in 8155.210(d) to non-Navigator assistance personnel in FFES, State
Partnership Exchanges, and in State Exchanges if funded with section 1311(a) Exchange
Establishment grants, these prohibitions on Navigator conduct would also apply to these non-
Navigator assistance personnel, and would help decrease the risk of creating adverse incentives
that could potentially lead to improper conduct.

In §155.210(d)(7), we propose that Navigators be prohibited from providing giftsto
applicants or potential enrollees as an inducement for application assistance or enrollment,
including gift cards or cash, unless they are of nominal value. We propose to define nominal
value as a cash value of $15 of less, or an item worth $15 or less, based on the retail purchase
price of the item regardless of the actual cost. This definition would be consistent with the
definition used for nominal value in connection with prohibitions applicable to the marketing of
Medicare Advantage and Medicare Part D plans. (See 73 FR 54236) CM S proposes that it
would update the definition of nominal value in guidance as necessary to account for inflation
and other relevant factors. We seek comment on how nominal value should be defined in this
context.

We also propose in 8155.210(d)(7) to prohibit Navigators from providing any applicant

or potential enrollee with promotional items, that is, items that market or promote the products or
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services of athird party. There are several reasons we are proposing these prohibitions. First,
providing cash or gifts, other than those of nominal value, would not be an appropriate use of
Navigator grant funds, which are intended to be used to support a Navigator’ s outreach,
education, and application assistance activities. In addition, section 1311(d)(5)(B) of the
Affordable Care Act prohibits an Exchange from utilizing any funds intended for the
administrative and operational expenses of the Exchange, which would include the funds used to
pay for the Exchange’ s grants to Navigators, to pay for promotional giveaways. Second, the
provision of cash or giftsto potential applicants or enrollees may shift the focus of a Navigator’s
interaction with a potential applicant or enrollee away from its duties to provide information and
servicesin afair, accurate, and impartial manner and to facilitate selection of a QHP, in
appropriate circumstances. Offering cash or giftsto potential applicants or enrollees could also
cause some consumers to approach Navigators for reasons other than the receipt of information
and Exchange application assistance. Third, providing to applicants or potential enrollees any
promotional items that market or promote the products or services of athird party would be in
conflict with the Navigator’s duty to be fair and impartial in its dealings with consumers, since it
introduces a third party’ s interests and marketing goals into the relationship between a Navigator
and the consumers they serve. We believe that the duty of a Navigator to provide information
and servicesin afair, accurate and impartial manner make it inappropriate for a Navigator to
engage in activities that give the appearance of promoting or marketing the products or services
of third party business interests when it is performing Navigator activities and services.

We are also proposing in 8155.210(d)(8) and (9) new standards for Navigators with
respect to their contacts and interaction with consumers, and the outreach and marketing

practices they use when offering their services. In §155.210(d)(8), we propose to prohibit
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Navigators from going door-to-door or using other unsolicited means of direct contact to help
consumersfill out applications or enroll in health coverage, although these proposed rules would
not prohibit a Navigator from going door-to-door to provide consumers with educational or
outreach materials. Thiswould include making cold calls to a consumer to provide application
or enrollment assistance, without the consumer initiating the contact. 1n §155.210(d)(9), we
propose to prohibit Navigators from making robocalls, or calls that use an automatic telephone
dialing system or an artificial or prerecorded voice, when initiating contact with consumers. We
believe that these standards will ensure that Navigator practices are protective of the privacy and
security interests of the consumers they serve, and will aso provide important guidance and
peace of mind to consumers, when they are faced with questions or concerns about what to
expect in their interactions with individuals offering Exchange assistance. We seek comment
about whether any of the activities and strategies that we propose to prohibit for Navigators are
appropriate and consistent with section 1311(i) of the Affordable Care Act.

For the same reasons, the proposed standards established in §155.210(d)(7), (8) and (9)
would also apply to non-Navigator assistance personnel in FFES, State Partnership Exchanges,
and in State Exchanges if funded with section 1311(a) Exchange Establishment grants, through
the reference in 8155.215(a)(2), which applies the prohibitions on conduct established for
Navigators in 8155.210(d) to these types of non-Navigator assistance personnel.

In addition, we propose to amend paragraph (€), which describes the duties of a
Navigator, by adding a new paragraph (€)(6) that would require Navigators to provide applicants
and enrollees seeking their assistance with notice of the functions and responsibilities of
Navigators, to obtain written authorization from those they are assisting, in aform determined by

the Secretary, and to retain these authorization forms. We propose that Exchanges must establish
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areasonabl e retention period for maintaining this authorization, and that in FFEs the retention
period would be three years, unless a different retention period has aready been provided in the
administrative requirements for CM S grant and cooperative agreement recipients at 45 CFR
92.42 and 45 CFR 74.53 or in other applicable Federal law. We have considered specifying a
retention period for all Exchanges, including specifying either a minimum retention period or a
specified retention period ranging from three to five years, and solicit comments on the best
approach. We also propose that consumers would be able to revoke this authorization at any
time. These provisionswould ensure that all consumers receive adequate notice of the role and
duties of aNavigator and that all consumers give their informed consent before sharing any
personally identifiable information with the Navigator.

For the same reasons, we al so propose to add a new 8155.215(g) applying these
authorization provisions to non-Navigator assistance personnel authorized under §155.205(d)
and (e) in FFEs, State Partnership Exchanges, and in State Exchanges if funded through section
1311(a) Exchange Establishment grants.

Finally, we propose to add a new §155.210(e)(7), requiring Navigators to maintain a
physical presence in their Exchange service area, so that face-to-face assistance can be provided
to applicants and enrollees. Under this proposal, a Navigator would not be required to have its
principal place of businessin the State in which Navigator services are being provided. For the
same reasons, we also propose to add a new 8155.215(g), to make the same provisions proposed
for Navigators under 8155.205(e)(7), as outlined above, also applicable to non-Navigator
assistance personnel subject to § 155.215.

We solicit comments on all aspects of these proposals.

c. Certified Application Counselors (8155.225)
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Section 1321(a)(1) of the Affordable Care Act directs and authorizes the Secretary to
issue regulations setting standards for meeting the requirements under title | of the Affordable
Care Act, with respect to, among other things, the establishment and operation of Exchanges.
Pursuant to this authority, the Secretary issued § 155.225, which establishes the certified
application counselor program as a consumer assistance function of the Exchange separate from
and in addition to the functions described in 88 155.205(d) and (e), 155.210, and 155.215.

Section 155.225(b) establishes standards for the designation of a certified application
counselor organization by an Exchange. We propose to add to these designation standards a new
§155.225(b)(iii) which would establish the requirement that certified application counselor
organizations maintain aphysical presence in the Exchange service area, so that face-to-face
assistance would be provided to applicants and enrollees. This proposed requirement would also
facilitate consumer protection efforts by a State. We note that, under this proposal, an entity
designated as a certified application counsel or organization would not be required to have its
principal place of businessin the State in which certified application counselor services are being
provided by the organization.

Section 155.225(d) currently sets forth CAC certification standards, including the
successful completion of Exchange-approved training. We propose to amend 45 CFR
155.225(d) to propose, in a new paragraph (d)(7), that individual certified application counselors
would also be required to successfully complete Exchange-approved recertification training and
be recertified on at least an annual basis. This proposal would ensure that certified application
counselors keep up to date with current Exchange requirements and that they remain
appropriately trained in order to best serve consumers. Under this proposal, each Exchange

would establish its own recertification standards consistent with these requirements.
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Existing 8155.225(f)(2) provides that certified application counselor organizations, or, if
applicable, an Exchange that certifies staff members or volunteers of organizations directly, must
establish procedures to ensure that consumers provide authorization before a certified application
counselor has access to the consumer’ s personally identifiable information, and that the
organization or application counselor must maintain arecord of the authorization. We propose to
revise this paragraph to clarify the retention period of the authorization form. We propose that
Exchanges would be required to establish a reasonable retention period for maintaining this
authorization, and specify that in FFES, the retention period would be three years. We based this
period on the retention period in the current administrative requirements for CM S grant and
cooperative agreement recipients at 45 CFR 92.42 and 45 CFR 74.53. Because certified
application counselors perform similar duties to Navigators and are subject to similar privacy
and security requirements, we believe a similar retention period should apply, even though
certified application counselors would not necessarily be HHS grantees. We have considered
specifying aretention period for all Exchanges, including specifying either a minimum retention
period or a specified retention period ranging from three to five years, and solicit comments on
the best approach.

Under existing regulations at 45 CFR 155.225(qg), certified application counselors “may
not impose any charge on applicants for application or other assistance related to the Exchange.”
Thiswas intended as a strict prohibition on the imposition of charges or fees by certified
application counselors.  We now propose to amend 8155.225(g) to substitute “must not” for
“may not,” so that there can be no doubt about the intent of this requirement.

We also propose to amend 45 CFR 155.225(g) to reorganize and renumber this section

and to propose several additional standards for certified application counselors. We propose that
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what is now §155.225(g) should be renamed as a section establishing standards related to “fees,
consideration, solicitation and marketing.” We propose to redesignate amended §155.225(g) as
§155.225(g)(1) and add the new prohibitions in this amended section to new §8155.225(g)(2)
through (6).

In 8155.225(g)(2), we propose to expressly prohibit certified application counselors from
receiving consideration, directly or indirectly, from health insurance issuers or stop loss issuers
in connection with the enrollment of consumersin qualified health plans (QHPs) or non-QHPs.
This proposed new requirement would align with the same standards of conduct applicable to
Navigators and certain non-Navigator assistance personnel under 45 CFR 155.210(d)(4) and
155.215(a)(2)(ii), and would apply to individual certified application counselors as well asto the
organizations that have been designated as certified application counselor organizations. The
reason for this proposal isthat, in our view, receiving commissions or other consideration for
enrollment in QHPs or non-QHPs is not consistent with the purpose and scope of certified
application counselor program activities. Under §155.225(c), certified application counselors
must act in the best interest of consumers they assist, inform consumers about the full range of
health coverage options and affordability programs for which they are eligible, and help to
facilitate enrollment of eligible individualsin QHPs and insurance affordability programs. As
such, neither an individual certified application counselor nor his or her designated organization
should have any personal financial incentive to recommend a particular health coverage option.

Under this proposed amendment, while an Exchange could certify individuals as certified
application counselors who are agents or brokers, and a designated certified application
counselor organization similarly could certify staff or volunteers as certified application

counselors who are agents or brokers, those individuals and the certified application counsel or
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organization itself would not be permitted to receive compensation from health insurance or stop
loss insurance issuers for enrolling individuals in QHPs or non-QHPs. Under this proposed
amendment, in other words, certified application counselors and the certified application
counselor designated organi zations with which they are affiliated would not be strictly prohibited
from being agents and brokers, as long as they do not receive any consideration in connection
with enrollment of aconsumer in a QHP or non-QHP. Therefore, agents and brokers who sell
lines of insurance other than health insurance or stop loss insurance (for example, auto, life, and
homeowners’ policies) would not be prohibited from receiving consideration from the sale of
those other lines of insurance while serving as a certified application counselor, provided they
disclose the relationship to the consumer receiving assistance. We note that 8155.225(d)(2)
requires a certified application counselor to disclose any relationship he or she or the sponsoring
certified application counselor agency has with QHPs or insurance affordability programs, “or
other potential conflicts of interest,” to the appropriate parties outlined in that provision.
Consistent with the interpretation we advanced with respect to the Navigator program, we
interpret “ other potential conflicts of interest” in this context to include any private or personal
interest sufficient to influence, or appear to influence, the objective exercise of a certified
application counselor’s or certified application counselor organization’s official duties (see 77
FR 18330-31). In an FFE, we interpret “ other potential conflicts of interest” to encompass any
relationship with a certified application counselor which may have an influence on the
information or scope of assistance being provided to the consumer during the course of the
certified application counselor’s assistance or any relationship that would confer benefits or
indirect financial gain that could potentially compromise a certified application counselor’s

ability to act in the best interests of the consumer.



CMS-9949-P 98

We also propose to add a new 8155.225(g)(3), which would prohibit individua certified
application counselors from being compensated on a per-application, per-individual- assisted, or
per-enrollment basis. As with Navigators and non-Navigator assistance personnel, we believe
that in order for application and enrollment assistance to be effective and appropriate for each
consumer, per-enrollment or per-application incentives that might encourage certified application
counselors to rush through sessions with consumers, or not to provide them with complete
information or enough time to make complex and important health coverage decisions, should
not be permitted. Such incentives would impede a certified application counselor’ s ability to act
in the best in the best interests of consumers, as they are required to do under
§155.225(d)(4).This proposal would also help streamline requirements for these three types of
assistance personnel. We seek comment on this proposal and alternatives that build in rewards
for performance without the unintended consequences previously described.

We also propose to add a new paragraph (g)(4) to prohibit certified application
counselors from providing applicants or potential enrollees any gifts, including gift cards or cash,
unless they are of nominal value. Aswe also proposed in our earlier discussion with respect to
Navigators, we propose to define nominal value consistent with the definition used for nominal
value in connection with prohibitions applicable to the marketing of Medicare Advantage and
Medicare Part D plans. (See 73 FR 54236) Specificaly, nominal value would be defined as a
cash value of $15 of less, or an item worth $15 or less, based on the retail purchase price of the
item regardless of the actual cost. CMS proposes that it would update the definition of nominal
value in guidance as necessary to account for inflation and other relevant factors. We seek
comment on how nominal value should be defined in this context. We aso propose in this

section to prohibit certified application counselors from providing applicants and potential
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enrollees with promotional items that market or promote the products or services of athird party,
in connection with, or as an inducement for application assistance or enrollment. We are
proposing this prohibition for certified application counselors for similar reasons to those
expressed above in connection with the prohibition in the Navigator and non-Navigator
assistance programs. We are concerned that the provision of cash or gifts to potential applicants
or enrollees might interfere with the duties of the individual providing assistance to that applicant
or potential enrollee; and in the case of a certified application counselor, might shift the focus of
a certified application counselor’ s interaction with a potential applicant or enrollee away from
the certified application counselor’ s duties to act in the consumer’ s best interest and to facilitate
selection of a QHP. In addition, if a certified application counselor provides promotional items
that market or promote the products or services of athird party, this too would conflict with the
duty of a certified application counselor to act in the best interest of the consumer, since it
introduces a third party’ s interests and marketing goals into the relationship between the certified
application counselor and the consumer they are assisting and may also cause consumers to
approach certified application counselors for reasons unrelated to the receipt of information and
Exchange application assistance.

In proposed section 8155.225(g)(5), we would establish a standard for certified
application counselors that would prohibit them from soliciting consumers for application or
enrollment assistance by going door-to-door to provide this assistance, or to use other unsolicited
means of direct contact, including calling a consumer, to provide application or enrollment
assistance without the consumer initiating the contact. We also propose in a new 8155.225(g)(6)
to prohibit certified application counsel ors from making robocalls to consumers, such as those

that are initiated to a consumer using an autometic telephone dialing system or an artificial or
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prerecorded voice. Aswe explained earlier in this preamblein relation to the parallel proposed
standard for Navigators and non-Navigator assistance personnel, we believe restrictions on door-
to-door solicitation and cold-calling would ensure that certified application counselors use
practices that are protective of the privacy and security interests of the consumers they serve, and
give those consumers the greatest peace of mind. We also believe that these standards would
provide important guidance to consumers about what to expect in their interactions with certified
application counselors. Aswith the parallel proposal for Navigators and non-Navigator
assistance personnel, we clarify that this proposal would not prohibit a certified application
counsel or from going door-to-door to provide consumers with information about the availability
of application assistance services, or other educational or outreach materials,® We seek comment
about whether any of the activities and strategies that we propose to prohibit are appropriate and
consistent with Federal requirements.

We solicit public comments on all aspects of these proposals.

d. Payment of Premiums (8155.240)

There are alimited number of circumstances in which an individual will be enrolled in a
qualified health plan through the Exchange for less than afull month. In particular, these include
situationsin which a child is born, adopted, placed for adoption, or placed for foster care, or
when an individual voluntarily terminates enrollment. Currently, there are no Federal standards
for how premiums are prorated in these limited situations. In order to provide flexibility for
Exchanges to establish a standardized methodology for partial month premiums or rely on
issuers to prorate premiums in accordance with State law and issuer policies, we propose in

8155.240(e) that the Exchange may establish one or more standard processes for premium

* We note that certified application counselors are not required to perform outreach activities. (see 78 FR 42826).
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calculation. Further, consistent with the methodology finalized for the FF-SHOP at
§155.705(b)(4)(ii)(B) in the 2015 Payment Notice, in paragraph (€)(1), we propose that for the
Federally-facilitated Exchange, the premium for coverage lasting less than one month must equal
the product of the premium for one month of coverage divided by the number of daysin the
month and the number of days for which coverageis being provided in the month described in
paragraph (e)(1)(i) of this section. Adopting this policy for the Federally-facilitated Exchange
will address situations in which enrollees have mid-month changes in enrollment. For example,
the proposed policy will also address mid-month births or adoptions and prevent these enrollees
from paying for coverage on days they were not enrolled in coverage. In addition, the proposed
policy will eliminate issues where consumers who transition to Medicaid are charged premiums
for days on which they are enrolled in Medicaid. Although it is not a new occurrence for
consumers to transition from private health insurance to Medicaid without the benefit of
premiums that are prorated precisely to the last day of private health insurance and the first day
of Medicaid coverage, we anticipate that the expansion of private health insurance through the
Exchange will increase the number of individuals who will be able to move between coverage
types. We believe that the proposed policy will benefit this broadening group. This policy will
also be consistent with proposed 26 CFR 1.36B-3(d)(2), which specifies that when coverageis
terminated before the last day of the month, and the issuer reduces or refunds a portion of the
monthly premium, the premium tax credit is adjusted using the same methodology described in
this regulation for the FF-SHOP. Aligning with the premium tax credit calculation will provide a
cohesive policy across the Federally-facilitated Exchange for handling mid-month changesin
enrollment, and will simplify the calculation of net premiums. Finally, the proposed Federally-

facilitated Exchange policy will protect consumers and prevent them from paying premiums for
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daysin which they are not enrolled in coverage. We intend to work closely with QHP issuersto
implement this provision in the Federally-facilitated Exchange as soon as is reasonably possible.

We seek comment on this proposed amendment.

e. Privacy and Security of Personally Identifiable Information (8155.260)

We propose amending 8155.260(g) to add a reference to §155.285, which is being
proposed as part of this proposed rule. Section 155.285 proposes to specify the grounds for
imposing civil money penalties, the notice required to be given to a person when a civil money
penalty is assessed, and factors to be used to determine the amount of civil money penalties
assessed, as well as some aspects of the process for imposing civil money penalties. We propose
this addition to §155.260(g) to clearly link these two regulatory provisions and to ensure that
readers fully understand how civil money penalties will be assessed for any improper use or
disclosure of information.

f. Bases and Process for Imposing Civil Money Penalties for Provision of False or Fraudulent
Information to an Exchange or Improper Use or Disclosure of Information (8155.285)

Section 1411 of the Affordable Care Act sets forth the procedures for determining
eligibility for Exchange participation, premium tax credits and reduced cost-sharing, and the
individual responsibility exemptions. Section 1411(b) specifies minimum information required
to be provided by an applicant, including name, address, date of birth, social security number (if
applicable, based on the applicant’s citizenship or immigration status), and immigration status.
For applicants seeking eligibility for advance payment of the premium tax credit or cost sharing
reductions, section 1411(b) also specifies that the applicant must provide information regarding
income and family size, and information regarding employer sponsored coverage. For applicants

for an exemption from the shared responsibility payment for failure to maintain minimum
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essential coverage, section 1411(b) also requires submission of information relevant to the
specific exemption sought by the applicant. In addition, section 1411(g) of the Affordable Care
Act also requires that any person who receives information provided by an applicant under
section 1411(b), whether directly from the applicant, by another person at the request of the
applicant, or from a Federal agency may use the information only for the purposes of, and to the
extent necessary in, ensuring the efficient operation of the Exchange. Finally, section 1411(h)
specifiesthe civil money penalties which can be imposed for the provision of false or fraudulent
information as well as for the improper use and disclosure of information. In 8155.285, we
propose to regulate on this statutory authority to impose civil money penalties for the provision
of false and fraudulent information in violation of section 1411(h)(1) of the Affordable Care Act
and the improper use and disclosure of information in violation of section 1411(g) of the
Affordable Care Act.

In 8155.285(a), in accordance with the grounds on which penalties may be imposed as
specified in section 1411(h) of the Affordable Care Act, we propose the circumstances in which
HHS may impose civil money penalties (CMPs) on a person if HHS determines that the person
has provided false or fraudulent information as prohibited by section 1411(h)(1) or improperly
used or disclosed information in violation of section 1411(g). We want to ensure that any person
who does not comply with relevant statutory and regulatory provisions, which limit the waysin
which information provided by an applicant or from a Federal agency can be used, may be
appropriately penalized. HHS may impose CMPs for three specific types of actions related to
the provision of false or fraudulent information and the improper use of information. HHS

intends to work in collaboration with States to oversee, monitor, and enforce compliance with
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§155.285 in order to protect consumers, avoid duplication of efforts, and provide consistent
enforcement practices.

Section 1411(b) specifies the information that is required to be provided by an applicant
for enrollment in a QHP offered through an Exchange in the individual market, for premium tax
credits or cost sharing reductions, or for an exemption from the individual shared responsibility
payment based on the individual’ s status as a member of an exempt religious sect or division, as
an Indian, or asan individual eligible for a hardship exemption, or based on the individual’ s lack
of affordable coverage or the individual’s status as a taxpayer with household income less than
100 percent of the poverty line. In 8155.285(a)(1)(i), we propose that if any person (as defined
at proposed 8155.285(a)(2)) fails to provide correct information under section 1411(b) of the
Affordable Care Act and such failure is attributable to negligence or disregard of any regulations
of the Secretary, the person may be subject to a CMP. For purposes of this subsection, the terms
“negligence” and “disregard” have the same meaning as those in section 6662 of the Code.
Thus, we propose that “negligence” includes any failure to make a reasonable attempt to provide
accurate, complete, and comprehensive information, and the term “disregard” includes any
careless, reckless, or intentional disregard for any rules or regulations of the Secretary. Under
proposed 8155.285(a)(1)(i), if aperson fails to make a reasonabl e attempt to provide accurate,
complete and comprehensive information and as a result provides incorrect information, the
person may be subject to a CMP.

Second, in 8155.285(a)(1)(ii), we propose that if a person knowingly and willfully
provides false or fraudulent information under section 1411(b) of the Affordable Care Act, the
person may be subject to a CMP. Here, HHS must find that a person provided false or fraudulent

information “knowingly and willfully.” This provision aims to ensure that any person who
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intentionally provides information required under section 1411(b) of the Affordable Care Act
that the person knew to be false could be subject to a CMP. In addition, if consumer assistance
personnel such as an agent, broker, Navigator, certified application counselor, or non-Navigator
assistance personnel, were to in some manner directly provide false or incorrect information
required under section 1411(b), they may also be subject to a CMP. If consumer assistance
personnel subject to §155.206 of this subpart were to engage in this type of behavior, we propose
that it should be left to HHS' discretion to determine whether it was appropriate to impose a
CMP under this regulation, or under 8155.206 of this subpart, if applicable. We note that
§155.206 would only apply to Navigators, certified application counselors, and non-Navigator
assistance personnel in a Federally-facilitated Exchange and that violations of §155.285 may not
necessarily also constitute violations of §155.206. In such instances where consumer assistance
personnel may be subject to a CMP under both §8155.206 and 155.285, we have considered
specifying that HHS may only impose a CMP under §155.285. However, we propose that it
should be left to HHS' discretion to determine whether it would be appropriate to impose a CMP
under 8155.206 or §155.285. We seek comment on this proposal and whether any alternative
approaches should be used.

Third, in 8155.285(a)(1)(iii), we propose that if a person knowingly and willfully uses or
discloses information in violation of Affordable Care Act section 1411(g), the person may be
subject to aCMP. Section 1411(g) of the Affordable Care Act specifies that any person who
receives information required to be provided by an applicant, whether the person receives the
information directly or by another person at the request of the applicant, or receives information
from a Federal agency that has been verified as being consistent or inconsistent with the records

of that Federal agency, may use the information only for the purposes of, and to the extent
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necessary in, ensuring the efficient operation of the Exchange. We will refer to the personally
identifiable information (PI1) described in the previous sentence as “Exchange PII” for the
purposes of this section. Section 1411(g) of the Affordable Care Act also specifies that any
person who receives Exchange Pl may not disclose the information to any other person except
as provided in section 1411 of the Affordable Care Act. Section 155.260(a)(1) and (2)
implement section 1411(g) of the Affordable Care Act by specifying that an Exchange may only
use or disclose Exchange Pl to carry out the functions described at §155.200 or to carry out
additional functions which the Secretary has determined ensure the efficient operation of the
Exchange and for which the individual has provided consent for his or her information to be so
used or disclosed.

In 8155.285(a)(1)(iii)(A) through (C), we propose types of activities that would bein
violation of section 1411(g) of the Affordable Care Act. Because 8155.260 further describes the
limitations on the use and disclosure of Exchange Pl1, we propose that any use or disclosure of
Exchange PI1 that violates relevant privacy and security standards established by the Exchange
pursuant to 8155.260 of this subpart may constitute a violation of section 1411(g) of the
Affordable Care Act. We also propose that any other use or disclosure that has not been
determined by the Secretary to ensure the efficient operation of the Exchange be compliant with
section 1411(g)(2)(A) of the Affordable Care Act pursuant to §155.260(a), and which is not
necessary to carry out a function described in a contract with a non-Exchange entity executed
pursuant to 8155.260(b)(2) of this subpart, may constitute a violation of section 1411(qg)
Affordable Care Act. More specific examples of activities that would violate section 1411(qg)
Affordable Care Act include a person selling lists of Exchange PII belonging to individuals who

apply for enrollment or enroll in an Exchange qualified health plan, or a non-Exchange entity
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using the PI1 of individuals who sought enrollment in an Exchange qualified health plan to
market products or servicesto those individuals. We note that without the express, specific
consent of the consumer for their Pl1 to be used for marketing purposes, use of Exchange PII for
marketing purposes is prohibited by section 1411(g). In addition, we note that any person who
obtains specific consent from an applicant or enrollee to use PIl for marketing purposes must
clearly inform the applicant or enrollee that the marketing activities have no relationship to or
bearing on an eligibility determination for or enrollment in the Exchange. To the extent any
person plans to obtain such consent to market products to Exchange applicants and enrollees, the
person should be prepared to provide proof of consent upon request by the agency during the
course of the agency’s normal oversight activities.

In §155.285(a)(2), we propose a definition of the term “person.” We propose that for
purposes of this regulation, the term “person” should be defined to include, but should not be
limited to, all individuals; corporations, Exchanges, Medicaid and CHIP agencies; other entities
gaining access to Pl submitted to an Exchange to carry out additional functions which the
Secretary has determined ensure the efficient operation of the Exchange pursuant to
155.260(a)(1); and non-Exchange entities as defined in 8155.260(b) of this subsection, which
includes agents, brokers, Web-brokers, QHP issuers, Navigators, certified application
counselors, in-person assistors, and other third party contractors. The term “person” would also
include the employees of the aforementioned entities. We propose to define the term very
broadly because there are several different types of individuals and entities that could engage in
the actions enumerated in §155.285(a)(1), and we hope to ensure that all such individuals and

entities are aware of the penalties they could incur. We seek comment on these proposals.
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In §155.285(b), we propose the factors that HHS may take into consideration when
determining the amount of CMPs to impose. We propose in §155.285(b)(1) that HHS may take
into account factors that include, but are not limited to, the following factors: the nature and
circumstances of the conduct including the number of individual violations; the severity of the
violations; the person’s history with the Exchange, including any prior violations that would
indicate whether the violation is an isolated occurrence or represents a pattern of behavior; the
length of time during which the violation(s) occurred; the number of individuals affected or
potentially affected; and the extent to which the person received compensation or other
consideration associated with the violation. We also propose in §155.285(b)(2) that HHS take
into account the nature and extent of the harm resulting from the action, including the number of
individuals affected; whether the violation resulted in financial harm; whether there was harm to
an individual’ s reputation; whether the violation hindered or could have hindered an individual’s
ability to obtain health care coverage; the actual or potential impact of the provision of false or
fraudulent information or of the improper use or disclosure of information; and whether any
person received amore favorable eligibility determination for enrollment in a QHP or insurance
affordability program, such as greater advance payment of the premium tax credits or cost-
sharing reduction than he or she would be eligible for if the correct information had been
provided.

In §155.285(b)(3), we implement the reasonable cause exception of section
1411(h)(1)(A)(ii) of the Affordable Care Act pursuant to which no penalty will be imposed under
§155.285(a)(1)(i) if HHS determines that there was a reasonable cause for the failure to provide

correct information required on an Exchange application and that the person acted in good faith.
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We feel that this reasonable cause exception is very important to ensure that no CMP may be
imposed for a situation in which a person was acting in good faith.

In §155.285(c), we propose maximum penalties for each different type of violation, in
accordance with the statutory limitations set forth in section 1411(h) of the Affordable Care Act.
Section 155.285(c)(1) addresses maximum penalties for provision of incorrect information,
where such failure is attributable to negligence or disregard of any rules or regulations of the
Secretary, and for knowing and willful provision of false or fraudulent information in violation
of section 1411(h) of the Affordable Care Act. We propose that the maximum penalty may be
imposed on a per application basis, as defined at proposed §155.285(c)(1)(iii), during asingle
“plan year.” We propose to use the definition for “plan year” at §155.20, where a*“ plan year”
means a consecutive 12 month period during which a health plan provides coverage for health
benefits and which may be a calendar year or otherwise. In 8155.285(c)(1)(i), we propose that
any person who fails to provide correct information as specified in 8155.285(a)(1)(i) may be
subject to amaximum CMP, as specified in section 1411(h)(1)(A)(i) of the Affordable Care Act,
for each “application” on which the person fails to provide correct information. In
§155.285(c)(2)(ii), we propose that any person who knowingly and willfully provides false
information as specified in 8155.285(a)(1)(ii) may be subject to a maximum CMP, as specified
in section 1411(h)(2)(A)(i) of the Affordable Care Act, for each application on which the person
knowingly and willfully provides false information. Since we are proposing that we would
impose a penalty on aplan year basis, if a person were to elect to use the same information
which he or she entered on an initial application for the subsequent plan year, and the person had
knowingly and willfully entered false information on an application as described in

8155.285(¢)(1)(ii), the person may be subject to two CMPs, each up to the maximum CMP
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specified in section 1411(h)(1)(A)(i) of the Affordable Care Act, based on the provision of false
information for two plan years.

In 8155.285(c)(1)(iii), we propose that for the purposes of this subsection, an
“application” is defined as a submission of information whether submitted through an online
portal, over the telephone through a call center, or through a paper submission process. This
submission of information is provided in relation to any of the following: an eligibility
determination; an eligibility redetermination based on a change in an individual’ s circumstances;
or an annual eligibility redetermination for either enrollment in a qualified health plan, for
premium tax credits or cost sharing reductions, or for an exemption from the individual shared
responsibility payment. By proposing this definition of application, we intend for each
submission of information, regardless of the means of submission, to be considered a distinct
application. For example, where a person submits an initial application for enrollment in a QHP,
and later updates his or her information to reflect a change in circumstance, we propose that this
person would have submitted two applications. We anticipate that there may be situations where
a person submits afalse piece of information on an initial application for coverage, and thisfalse
information could be seen as re-submitted on a second application in the same plan year. We
propose to provide HHS flexibility in such situations as that described above so that HHS may,
in its discretion, and depending on the particular facts of the case, determine the number of
incorrect pieces of information submitted, and therefore determine the appropriate penalty for
this situation. We solicit comment on this proposal as well as on aternate methods through
which HHS could determine the appropriate amount of penalties to impose.

In §155.285(c)(2), we propose that any person who knowingly or willfully uses or

discloses information as specified in 8155.285(a)(1)(iii) may be subject to aCMP. We propose
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in §155.285(c)(2)(i) that a person may be subject to a maximum CMP, as specified in section
1411(h)(2) of the Affordable Care Act, for each use or disclosure described in paragraph
(@)(2)(iii) of this section, per use or disclosure. We also propose to define, in §155.285(d)(2)(ii)
that a use or disclosure includes one separate use or disclosure of asingle individual’s Pl that
the person against whom a civil money penalty may be imposed has made. For example, if an
agent were to sell alist of 100 consumers’ names and other identifiable information to another
entity, the proposed definition of a use or disclosure would mean that HHS could impose a total
of 100 CMPs, each with a maximum penalty of the amount specified in section1411(h)(2) of the
Affordable Care Act because the agent had disclosed the PI1 of 100 individuals. In
§155.285(c)(3), we also propose that these penalties may be imposed in addition to any other
penalties that may be prescribed by law.

In §155.285(d), we propose standards for a notice of intent to issue a CMP that HHS
must send to the person against whom the CMP is being imposed. We propose that the written
notice will be either hand delivered, sent by certified mail, return receipt requested, or sent by
overnight delivery service with signature upon delivery required. 1n 8155.285(d)(1)(i)-(viii), we
propose eight elements that must be included in the notice. The elements which must be
included are as follows: (1) adescription of the findings of fact regarding the violations with
respect to which the CMP is proposed; (2) the basis and reasons why the findings of fact subject
the person to a penalty; (3) any circumstances described in 8155.285(c) that were considered in
determining the amount of the proposed penalty; (4) the amount of the proposed penalty; (5) an
explanation of the person’sright to a hearing under any applicable administrative hearing
process, (6) a statement that the failure to request a hearing within 60 calendar days after the date

of the notice permits the assessment of the proposed penalty; and (7) information explaining how
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to file arequest for a hearing and the address to which the hearing request must be sent. We
propose that the person may request a hearing before an ALJ on the proposed penalty by filing a
request pursuant to the procedure that will be outlined in the notice of intent to issue a penalty
that the person receives.

In §155.285(e), we propose the consequences for a person who fails to request a hearing
in atimely manner. We propose that HHS may assess the proposed CMP 60 calendar days after
the date of issuance printed on the notice of intent to issue a CMP. In §155.285(e)(1), we
propose that HHS will notify the person in writing of any penalty that has been imposed, the
means by which the person can satisfy the penalty, and the date on which the penalty is due. We
propose in 8155.285(€e)(2) that a person has no right to appeal a penalty with respect to which the
person has not timely requested a hearing. We believe 60 daysis a sufficient period for a person
to request a hearing. We seek comment on these proposals.

In §155.285(f), we propose to use the existing appeals framework in regulation at 45 CFR
Part 150, Subpart D. We propose to exclude 88 150.461, 150.463, and 150.465 based on their
lack of applicability to 8155.285. In §155.285(g), we propose that CM'S and OIG will share
enforcement authority to impose the CMPsin 8155.285. 1n §155.285(g)(1), we propose that
CMS may impose CMPs for any of the violations at 8155.285(a). In 8155.285(g)(2), we propose
that OIG may impose CMPs for violations specified at §155.285(a)(1)(ii) and (iii) in place of
imposition of penaltiesby CMS. We believe OIG has the investigative capabilities which would
be necessary to determine whether a person performed an action knowingly and willfully, a
finding which would be required before imposing a CMP for the violations specified at
§155.285(a)(1)(ii) and (iii). Inlight of our proposal to allow OIG to impose CMPs for violations

specified at §155.285(a)(1)(ii) and (iii), we anticipate that OIG would amend its regul ations at
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part 1003 of Chapter V of title 42 to encompass the standards set forth in this section. We seek
comment on the proposed use of the regulatory framework for appeals at 45 CFR Part 150,
Subpart D and on the question of whether any other regulatory framework used by HHS for
appeals presents a more appropriate framework.

In §155.285(h), we propose a settlement authority provision to ensure CMSis able to
settle any issue or case described in §155.285(a) if necessary. Finally, in 8155.285(i), we
propose asix year statute of limitations, beginning from the date on which the violation
occurred, within which HHS may impose a CMP against a person. We seek comment on the
proposed 6 year statute of limitations.

3. Subpart D—Exchange Functionsin the Individual Market: Eligibility Determinations for
Exchange Participation and Insurance Affordability Programs

a. Verification of Eligibility for Minimum Essential Coverage Other Than Through an Eligible
Employer-Sponsored Plan (8155.320)

In §155.320(d)(4), we established an option under which a State Exchange could rely on
HHS to conduct verifications of enrollment in an eligible employer-sponsored plan and
eligibility for qualifying coverage in an eligible employer-sponsored plan for purposes of
eligibility for advance payments of the premium tax credit. This option was made available for
eligibility determinations that are effective on or after January 1, 2015. Under this option, a State
Exchange would need to devel op an interface through which to transfer information to HHS,
HHS would need to develop away to receive and process the information, check data sources,
potentially communicate with consumers, and then return information to the State Exchange, and
the State Exchange would need to modify systems to integrate this response into what should

otherwise be a near-real-time eligibility process. Responsibilities for customer service would



CMS-9949-P 114

likely be split across the State Exchange and HHS, which would be difficult to coordinate and
increase administrative costs.

Accordingly, we have determined that the benefit gained by having HHS provide this
function isfar outweighed by the information technology devel opment and administrative and
consumer complexity that would be introduced for a State through this approach. As such, we
propose to strike paragraph (d)(4). We remain committed to working with State Exchanges to
develop effective solutions for verifying enrollment in an eligible employer-sponsored plan and
eligibility for qualifying coverage in an eligible employer-sponsored plan, and will work to make
any additional electronic data sources that are accessible to HHS equally available to State
Exchanges. We note that this proposed modification does not change the substantive rules
regarding the verification of enrollment in an eligible employer-sponsored plan and eligibility for
qualifying coverage in an eligible employer-sponsored plan. Therefore, the change does not
affect program integrity.

b. Eligibility Redetermination During a Benefit Y ear (8155.330)

We propose a technical correction in paragraph (d)(2)(ii) to remove the reference to
paragraph (e)(3) of this section. In thefinal ruletitled, “Medicaid and Children’s Health
Insurance Programs: Essential Health Benefits in Alternative Benefit Plans, Eligibility Notices,
Fair Hearing and Appeal Processes, and Premiums and Cost Sharing; Exchanges: Eligibility and
Enrollment”, 78 FR 32319, we previously removed paragraph (e)(3) from this section. As such,
we now clarify that paragraph (d)(2)(ii) should only refer to the standards specified in paragraph
(e)(2) of this section.

4. Subpart E—Exchange Functionsin the Individual Market: Enrollment in Qualified Health

Plans



CMS-9949-P 115

a. Enrollment of Qualified Individualsin a QHP (8155.400)

In §155.400, we propose to add paragraph (e). In this paragraph, we propose to establish
that the Exchange would provide instructions to issuers regarding payment of the first month’s
premium for enrollments. Additionally, in 8156.265 we propose to establish a requirement for
issuers in the Federally-facilitated Exchanges regarding payment due dates to collect premiums
no later than the day before the coverage effective date. Our intention isto give the Exchange

the flexibility to establish policy and process rules regarding premium payment.

We also propose to add paragraph (f), which would authorize Exchanges to provide
requirements to QHP issuers regarding the instructions for processing electronic enrollment-
related transactions.

b. Initial and Annual Open Enrollment Periods (§155.410)

In 45 CFR 155.410(d), we specify that starting in 2014, the Exchange must provide a
written annual open enrollment notification to each enrollee no earlier than September 1, and no
later than September 30. In 45 CFR 155.335(d), we specify that notice of annual redetermination
for coverage effective January 1, 2015 be provided as a single, consolidated notice with the
notice specified in 45 CFR 155.410(d). In the 2015 Payment Notice, we amended 45 CFR
155.410(e) to specify that for the benefit year beginning on January 1, 2015, the annual open
enrollment period begins on November 15, 2014. Accordingly, we believe that it is appropriate
to modify the timing of the notice of annual open enrollment and annual redetermination. Two
options we could consider for this notice include, but are not limited to: (1) shifting the period
during which the notice would be sent by a month, so that the notice would be sent no earlier

than October 1, and no later than October 31; and (2) shifting the period during which the notice
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would be sent by a month and lengthening this period so that the notice would be sent no earlier
than October 1, and no later than November 15, provided that electronic notices are available for
any consumer who contacts the Exchange on November 15. We solicit comment on which of
these options we should implement, or if we should implement another option.

c. Specia Enrollment Periods (8155.420)

In 45 CFR 155.420, we set forth provisions for special enrollment periods. We now
propose amending 8155.420(b)(2)(ii), (d)(1), (d)(6)(iii) and (€), which pertain to the special
enrollment period for loss of coverage; 8155.420(b)(2)(i) and (iii), which pertain to effective
dates for certain special enrollment periods; and §155.420(c), to address the length of the special
enrollment periods.

In paragraph (b)(2)(i), we propose to provide flexibility for coverage effective datesin
the case of birth, adoption, placement for adoption, or placement in foster care. We continue to
require the Exchange to ensure that coverage is effective for aqualified individual or enrollee on
the date of birth, adoption, placement for adoption, or placement in foster care, but we allow
Exchanges to permit the qualified individual or enrollee to elect alater coverage effective date. If
the Exchange permits the qualified individual or enrollee to elect alater coverage effective date,
the Exchange must ensure coverage is effective on the date elected by the qualified individual or
enrollee. We are considering establishing parameters for the dates that may be chosen by the
qualified individual or enrollee.

In §147.104(b)(2), we specified that, “a health insurance issuer in the individual market
must provide, with respect to individuals enrolled in non-calendar year individual health
insurance policies, alimited open enrollment period...” Accordingly, in order to align Exchange

regulations with those of the broader insurance market, in paragraph (d)(1), we propose that the
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Exchange permit qualified individuals and their dependents to enroll in or change from one QHP
to another if they are enrolled in anon-calendar year individual health insurance policy in 2014
described in §147.104(b)(2), even if such non-calendar year policies are renewing. Thus,
consumers whose individual health insurance policies that renew outside the Exchange open
enrollment period have an opportunity to enroll in an Exchange, just as they would if their
policies renewed during the Exchange open enrollment period. Without this addition, consumers
with individual health insurance policies renewing outside the Exchange open enrollment period
would be required to renew such policies, and wait to terminate the policies during the Exchange
open enrollment period, should they wish to enroll in the Exchange, thus disadvantaging these
consumers as compared to consumers enrolled in calendar year individual market policies.

In 26 CFR 1.5000A-2(b)(1)(ii)(C), the Secretary of the Treasury specified that coverage
of pregnancy-related services under section 1902(a)(10)(A)(1)(1V) and (a)(10)(A)(ii)(1X) of the
Social Security Act (42 U.S.C. 1396a(a)(10)(A)(i)(1V), (8)(10)(A)(ii)(1X)) was not minimum
essential coverage. In order to ensure that women losing eligibility for coverage of pregnancy-
related services as described above are not |eft without an option to enroll in a QHP after the
conclusion of Medicaid eligibility, in paragraph (d)(1), we propose that the Exchange permit
qualified individuals and their dependents to enroll in anew QHP if they lose eligibility for such
pregnancy-related services. We note that HHS may designate certain specific pregnancy-related
programs to be minimum essential coverage under section 5000A(f)(1)(E) of the Affordable
Care Act, though we propose to require this special enrollment period, regardless. We solicit
comments regarding whether there are other situations in which an individual |oses coverage that
is not defined as minimum essential coverage, such as AmeriCorps coverage, and should be

provided with a special enrollment period.
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We propose to add to paragraph (c) to specify that the Exchange must permit qualified
individuals and their dependents to access the special enrollment periods described in paragraph
(d)(2) for up to 60 days prior to the end of the qualified individual’s or his or her dependent’s
existing coverage. Thisis consistent with existing regulations in paragraph (d)(6)(iii) that are
specific to an individual who is enrolled in an eligible employer-sponsored plan who is
determined newly eligible for advance payments of the premium tax credit based in part on a
finding that such individual isineligible for qualifying coverage in an eligible employer-
sponsored plan. To improve the clarity and structure of this rule, we propose to move the
language in paragraph (d)(6)(iii) regarding the 60 days prior access to the SEP to paragraph (c).
The proposed change, to paragraph (d)(1) that would expand the ability to report achangein
advance to al individuals who are described in paragraph (d)(1) is designed to allow an
individual who islosing eligibility for coverage outside the Exchange to transition to coverage
offered through an Exchange without a gap in coverage, but with protections to ensure that
advance payments of the premium tax credit are not provided in advance of the loss of igibility
for minimum essential coverage outside the Exchange. Accordingly, we note that individuals are
not eligible for advance payments of the premium tax credit until they are no longer enrolled in
minimum essential coverage outside the Exchange. Lastly, we propose to make conforming
changes to paragraphs (b)(2)(ii) and (e) to align with the changes in terminology proposed in
paragraph (d)(1).

In paragraphs (d)(4), (d)(5), (d)(9) and (d)(10), we provide specia enrollment periods for
errors, contract violations, exceptional circumstances and misconduct. Existing paragraph
(b)(2)(iii) specifies that for a plan selection made during one of the specia enrollment periods

under paragraphs (d)(4), (d)(5), and (d)(9), coverage must be effective on an appropriate date
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based on the circumstances of the special enrollment period, in accordance with guidelines
issued by HHS, and provides two options for that effective date. We propose to add special
enrollment periods triggered under paragraph (d)(10) to those special enrollment periods for
which these special coverage effective dates are available. In order to ensure that the Exchange
has sufficient flexibility with which to address the types of scenarios that may trigger these
special enrollment periods, we propose to amend paragraph (b)(2)(iii) to remove the restriction to
these two options. The resulting regulatory text would allow the Exchange to set an effective
date based on what is appropriate to the circumstances, in accordance with any guidelines issued
by HHS. Similarly, in order to ensure that the Exchange sets the length of these same special
enrollment periods to be appropriate to the circumstances of the specific enrollment period, we
propose to modify paragraph (c) to specify that the Exchange may define the length of these
special enrollment periods as appropriate based on the circumstances of the specia enrollment
period, in accordance with any guidelines issued by HHS. We believe that this flexibility is
important to ensure that the special enrollment periods can be implemented as intended.

Section 155.420(e) clarifieswhat qualifies as loss of coverage for purposes of the special
enrollment period described in paragraph (d)(1). We propose to modify this paragraph to clarify
that voluntary termination does not qualify as loss of coverage for purposes of a special
enrollment period, since the intent of this special enrollment period isto ensure that an individual
who islosing coverage can transition to the Exchange without interruption, and not to allow an
individual to switch from another form of coverage to the Exchange during the year when the
other form of coverage remains available and he or she does not qualify for another special
enrollment period described in this section. We solicit comments regarding this clarification.

d. Termination of Coverage (8155.430)
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We propose to add paragraph (e) to §155.430 to establish the difference between a
termination and a cancellation and establish the significance of areinstatement action in the
context of QHP coverage offered through an Exchange. Specifically, we propose to specify that a
cancellation is a specific type of termination action taken either prior to or after the effective date
of coverage that ends a qualified individual’s coverage on or before the effective date, thus
rendering coverage as never effective. In contrast, atermination is an action taken after the
effective date of coverage that ends an enrollee’ s coverage effective on a date after the coverage
effective date. In a cancellation, the effect of the QHP' s action would be that a qualified
individual never receives coverage from the QHP, whereas in a termination the QHP coversthe
enrollee for some period of time and would be liable for covered services that the enrollee
received during the time period between the coverage effective date and the termination date,
under the terms of the coverage. A reinstatement action is a correction of an erroneous
termination or cancellation action resulting in restoration of an enrollment with no break in
coverage.

In addition to establishing the difference between cancellations and terminations, we also
propose that an Exchange may establish operationa standards for QHP issuers for implementing
terminations, cancellations, and reinstatements. Enrollment systems for both SBEs and the FFE
continue to evolve, and we believe that the Exchange' s ability to issue operational instructions
will enable both the Exchange and the issuer community to respond more effectively to changing
systems and changing processes. We believe the effectiveness of this approach has been
demonstrated in other programs administered by CMS, specifically the Medicare Advantage and

Medicare Part D programs.
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Further, we are proposing to clarify in paragraph (d)(6) that the termination effective date
being the day before the effective date of coverage in the new QHP would also apply in cases of
retroactive enrollments. This could occur when aconsumer is granted a special enrollment period
to change QHPs with aretroactive coverage effective date under 155.420(b)(2)(iii). For
coverage that is terminated retroactively, CM S will adjust any applicable paymentsto the
original QHP issuer based on the retroactive termination date, in order to recoup any advance
payments of the premium tax credit and cost-sharing reductions made to the former issuer for the
enrollee. The Exchange would be required to ensure that the former issuer refunds or credits any
premium paid to the issuer by the enrollee, reversing claim payments, and ensuring the provision
of refunds for out-of-pocket payments made by or for the enrollee for covered benefits and
services incurred, during the retroactive coverage period. We seek comment on whether to add a
specific requirement to this effect on issuersin Part 156.

Conversely, in the case of aretroactive coverage date, CMS will provide the gaining
issuer any applicable advance payments of the premium tax credit and cost-sharing reductions
based on the retroactive coverage effective date. Cost-sharing reduction reconciliation will occur
for al cost-sharing reductions provided beginning with the retroactive coverage date. The
gaining issuer would collect the enrollee’ s portion of the premium for all months of coverage and
will be required to adjudicate the enrollee’s claims incurred during the retroactive period, and
provide any applicable cost-sharing reductions.

5. Subpart F—Appeals of Eligibility Determinations for Exchange Participation and Insurance
Affordability Programs

a. General Eligibility Appeals Requirements (8155.505)
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In 8155.505, we propose a technical correction to paragraph (b)(4) by removing “; and”
at the end of the paragraph and adding a period in its place.
b. Dismissals (§155.530)

In §155.530, we propose to amend paragraph (a)(1) to provide an additional method for
appellants to withdraw appeal requests. The existing provision requires an appellant who wishes
to withdraw his or her appeal request to do so in writing (hard copy or electronic). We are
proposing to include the alternative for an appellant to withdraw his or her appeal by telephone,
if the appeals entity is capable of accepting telephonic withdrawals. In paragraphs (a)(1)(i)(A)
and (B), we propose the requirements for providing atelephonic withdrawal process.
Specifically, we propose that the appeal s entity must record in full the appellant’ s statement and
telephonic signature made under penalty of perjury, and provide awritten (in hard copy or
electronically) confirmation to the appellant documenting the telephonic interaction. This
written confirmation can be captured in the dismissal notice required in the case of awithdrawal
under 8155.530(b). We note that a telephonic signature is a verbal acknowledgement in place of
awritten signature.

Theintent of this proposed amendment isto provide a more efficient and convenient
method for appellants and appeal s entities to conclude an appeal at the request of the appellant.
For example, under the current rules, an appeals entity must keep an appeal open and proceed to
hearing following an informal resolution in every case where the appellant has not
communicated his or her wish to withdraw the appeal in writing, even if the appellant is satisfied
with the informal resolution decision. Because we anticipate that many appellants will not take
the step of withdrawing their appeal requests in writing in this scenario, we believe the proposed

amendment will provide appellants an easier process through which they can indicate their wish
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to end the appeals process. In addition, we believe the proposed amendment will also benefit
appeals entities by reducing administrative burden, such as the requirement to convene
unnecessary hearings described in the example above. The telephonic signature process provides
averifiable record of the appellant’ s intention to withdraw the appeal and end the appeals
process, including where the appellant is satisfied with aresult he or she has obtained without
fully exhausting the appeal's process.

We request comments on this proposed amendment, including the proposed requirements
for accepting telephonic withdrawals. We also note that, although the proposed amendments to
this provision will put the Exchange rules for withdrawal of an appeal request out of alignment
with the Medicaid fair hearing rules, and we seek comment specifically on the impacts of this
proposed change. Finally, we note that this proposed amendment al so impacts withdrawal
procedures for an employer appeal through the cross-reference in 8155.555(f)(1), which
currently requires withdrawals in writing.

c. Employer Appeals Process (8155.555)

We propose to amend §155.555 by redesignating paragraphs (d)(1) through (d)(4) to
more clearly delineate between the requirements associated with valid appeal requests versus
invalid appeal requests. We note that under this proposed redesignation, paragraph (d)(4) would
become new paragraph (d)(2), stating that upon receipt of an invalid appeal request, the appeals
entity must promptly and without undue delay send written notice to the employer that the appeal
request is not valid because it fails to meet the requirements of this section. New paragraph
(d)(2) would also provide introductory language for the requirements provided in paragraphs

(d)(2)(i) through (iv). Theresult of this proposed revisions would be to separate the
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requirements for valid appeal requests in redesignated paragraph (d)(1) and the requirements for
invalid appeal requestsin new paragraph (d)(2).
6. Subpart G—Exchange Functionsin the Individual Market: Eligibility Determinations for
Exemptions
a. Required Contribution Percentage

Under section 5000A of the Code, an individual must maintain minimum essential
coverage for each month, qualify for an exemption, or make a shared responsibility payment.
Sections 5000A(d) and (e) provide for nine categories of exemptions, and authorize the Secretary
to determine individuals' eligibility for some of the exemptions, including the hardship
exemption. Sections 1.5000A-3(a) through (h) of 26 CFR enumerate the circumstances in which
an individual may be exempt from the shared responsibility payment. These grounds for
exemption include: (1) under 26 CFR 1.5000A-3(e), the individual lacks affordable coverage
because the individual’ s annualized required contribution for minimum essential coverage for the
month exceeds the required contribution percentage of the individual’ s household income; (2)
the individua hasin effect a hardship exemption certification described in 26 CFR 1.5000A-3(h)
and issued by an Exchange, as described in 26 CFR 1.5000A-3(h) and, based on the individual’s
projected household income, will have no affordable coverage; and (3) the individual and one or
more employed members of his or her family has been determined eligible for affordable self-
only employer-sponsored coverage through their respective employers, but the aggregate cost of
employer-sponsored coverage for all the employed members of the family exceeds 8 percent of
household income for that calendar year, as described in 45 CFR 155.605(g)(5). Determining
eligibility for these exemptions requires comparison between the individual’ s share of the costs

for obtaining minimum essential coverage and a certain percentage of the individual’s household
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income, actual or projected, for the taxable year. Under section 5000A (e)(1)(A) of the Code, the
percentage of the individual’s household incomeis 8 percent. Section 5000A(e)(1)(D) of the
Code and 26 CFR 1.5000A-3(e)(2)(ii) further provide that, for plan years beginning in any
calendar year after 2014, the percentage is determined by the Secretary to reflect the excess of
the rate of premium growth between the preceding calendar year and 2013 over the rate of
income growth for the period.

Below, we outline and request comments on issues related to various methodol ogies we
are considering for determining the excess of the rate of premium growth over the rate of income
growth. We are considering publishing the excess of the rate of premium growth over the rate of
income growth for calendar years after 2015 in the annual HHS notice of benefit and payment
parameters. We are also considering modifying 8155.605(g)(5), which currently sets the
required contribution percentage at 8 percent, so that the required contribution percentage for this
exemption in future years reflects the required contribution percentage for the applicable
calendar year.

M ethodology for Determining the Excess of Rate of Premium Growth Over Rate of Income

Growth

As one possibility, we are considering establishing the rate of premium growth over the
rate of income growth for a particular calendar year as the quotient of (x) one plus the rate of
premium growth between the preceding calendar year and 2013, carried out to ten significant
digits, over (y) one plus the rate of income growth between the preceding calendar year and
2013, carried out to ten significant digits. (To avoid magnifying rounding errors, any ratio of this
sort would also be carried out to ten significant digits.) Thiswould be multiplied by the required

contribution percentage for 2014, for ease of application, and the result would be rounded to the



CMS-9949-P 126

nearest hundredth of a percent to yield the required contribution percentage for the calendar year.
We note that this methodology would lead to areduction in the required contribution percentage
if the ratio of premium growth to income growth islessthan one. Allowing for such a possibility
would help ensure that changes in the required contribution standard are proportional to changes
in the ratio of premiums over income observed in the private market asawhole. In contrast, we
are also considering constraining this ratio, the excess of premium growth over income growth,
to be greater than or equal to one. In addition, as discussed in further detail below, we are
considering constraining the rate of premium growth and/or the rate of income growth to be
equal to or greater than zero in any given year, and seek comment of the impact of these
constraints on the excess of the rate of premium growth over the rate of income growth. We
welcome comment on approaches for determining the excess of the rate of premium growth over
the rate of income growth. In particular, we seek comment on whether the excess of the rate of
premium growth over income growth should be calculated based on the difference between the
growth rates, the ratio of the growth rates, or through other methods, and whether the result
should be subject to other adjustments.

Premium Growth: We are considering setting the rate of premium growth for a calendar

year to be the premium adjustment percentage for the year. We provided in the 2015 Payment
Notice that the premium adjustment percentage, described at 45 CFR 156.130(e), will be
published each year in the HHS notice of benefit and payment parameters, and will be used to
adjust certain cost-sharing parameters established by the Affordable Care Act. Asdiscussed in
the 2015 Payment Notice, the premium adjustment percentage is calculated based on projections
of average per enrollee employer-sponsored insurance premiums from the National Health

Expenditure Accounts (NHEA), which are calculated by the CM S Office of the Actuary. After
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theinitial years of implementation of market reforms, once the premium trend is more stable, we
may propose to change the methodology for calculating the premium adjustment percentage. For
2015, the premium adjustment percentage is 4.213431463 percent. We note that incorporating
the premium adjustment percentage into the methodology for determining the required
contribution percentage will ensure that adjustments for premium growth are madein a
consistent manner across programs established by the Affordable Care Act. We welcome
comment on whether we should use the premium adjustment percentage as a measure of
premium growth for the purpose of calculating the contribution percentage index. We also seek
comment on whether adjustments, such as ceilings or floors, should be made to that index. For
example, we are also considering constraining the rate of premium growth to be equal to or
greater than zero in any given year. We note the language of section 5000A (e)(1)(D) of the
Code could be read to support such an interpretation. That section uses the term “premium
growth,” which could be read to mean that the statute envisions an adjustment of the required
contribution percentage to only incorporate an increase in premiums. However, for purposes of
this calculation, we seek comment on whether growth should be interpreted to refer to both
positive and negative growth. We also seek comment on whether other data sources or methods
should be used, such as alternative NHEA data sources, premium data from the Federal
Employee Health Benefits Program, or any of the data sources discussed in connection with our
proposal for the premium adjustment percentage index in the proposed 2015 Payment Notice.

Income Growth: We are contemplating calculating the rate of income growth for a

calendar year as the percentage by which the per capita GDP for the preceding calendar year
exceeds the per capita GDP for 2013, carried out to ten significant digits. In alignment with the

premium adjustment percentage, we are considering using the projections of per capita GDP
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used for the NHEA.*® If we were to use the projection of per capita GDP used for the NHEA as
ameasure of income growth, the rate of income growth for 2015 would be 3.608458790 percent.
We note that GDP is a commonly used measure of income growth, but we are also considering
other measures of income, such as indices of wages and salaries, and measures of personal
income. We welcome comment on our proposed method for calculating the rate of income
growth as well as alternative sources of income data that we should consider. In particular, we
request comment on whether adjustments should be made to our data source or methodol ogy,
such as ceilings or floors. For example, similar to our discussion of “premium growth” above,
we note that section 5000A (e)(1)(D) of the Code refersto “the rate of income growth.” Again,
seek comment on whether growth should be interpreted to refer to both positive and negative
growth. We also seek comment on whether we should seek to measure growth in GDP per
person under the age of 65 or per worker, or growth in some other form of income index only for
persons under the age of 65 or per worker, which may align more closely with certain measures
of premium growth.

We seek comment on all aspects of these potential approaches.

b. Options for Conducting Eligibility Determinations for Exemptions (8155.625)

In 8155.625, we established an option under which a State Exchange could adopt an
eligibility determination for an exemption from the shared responsibility payment that was made
by HHS, provided that certain conditions were met. Section 1311(d)(4)(H) of the Affordable
Care Act specifies that one of the minimum functions of an Exchangeisto, “...grant a

certification attesting that...an individua isexempt...” Accordingly, 8155.625(b)(2) specified

% See Table 1 in http://www.cms.gov/Research-Statisti cs- Data-and- Systems/Statistics- Trends-and-
Reports/National HealthExpendData/ Downloads/Proj 2012.pdf .
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that under this option, effective October 15, 2014, the Exchange would need to accept the
exemption application, transmit it securely to HHS, receive the result, and notify the consumer.
This process introduces significant information technology development and administrative
burden into a process that could otherwise be executed at a single entity. In particular, such an
arrangement would require a split of customer service responsibilities, which could make it very
difficult for consumers to navigate the process. It also creates challenges for exemptions that
involve information that can only be obtained through the eligibility process for insurance
affordability programs, like the cost of the lowest-cost bronze plan net of advance payments of
the premium tax credit, which is a component of one of the hardship exemptions described in
this subpart, and is only available through a State Exchange.

Accordingly, we propose to revise 8155.625 to remove the option for a State Exchange to
adopt an €ligibility determination for an exemption from the shared responsibility payment made
by HHS for applications submitted on or after November 15, 2014 and, for applications
submitted before November 15, 2014, to retain the conditions currently imposed for adopting an
eligibility determination for an exemption from the shared responsibility payment that was made
by HHS under paragraph (b)(1). Under this proposal, HHS would continue to provide support in
this areafor applications up until that date. HHS has developed and released a set of model paper
applications that can be adopted by State Exchanges, and is committed to providing technical
assistance to assist State Exchanges in devel oping the capability to handle the minimum function
of granting certificates of exemption.

7. Subpart H—Exchange Functions. Small Business Health Options Program

a. Functions of a SHOP (§155.705)
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Section 155.705(b)(2) and (3) currently provide that, for plan years beginning on or after
January 1, 2015, all SHOPs must make available to qualified employers the option of selecting
an actuarial value level of coverage as described in section 1302(d)(1) of the Affordable Care
Act and making all qualified health plans at that level available to qualified employees
(“employee choice”). Based on communications with issuers and State insurance
commissioners, HHS has become concerned that, in some circumstances, implementing
employee choice in 2015 might significantly disrupt some small group markets, and might
therefore have a negative effect on the ability of small business ownersto access coverage. HHS
is specifically concerned that in certain circumstances, employee choice might lead to sicker
people enrolling in disproportionate numbersin certain plans, which could have the effect of
discouraging issuers from participating in the SHOP or causing adverse selection in the market
that cannot be fully addressed by the single risk pool provisions of the statute or the premium
stabilization programs. We have also heard concerns from issuers and State insurance
commissioners that requiring employee choice might reduce issuer participation, leading to
minimal value to consumers when there is not broad participation among issuers in the SHOP. At
the same time, HHS does not anticipate that these conditions will apply in most markets, and
HHS is continuing to work toward implementing employee choicein all SHOPs, because in the
long run employee choice will bring significant benefits to small business owners and their
employees. Not implementing employee choice may also disrupt the implementation efforts that
issuers, States, Exchanges, and other stakeholders have already undertaken.

To address these concerns, we propose to amend §155.705(b)(2) and (3) to provide for a
one year transition policy under which a SHOP would be permitted to not implement employee

choice in 2015 under specific circumstances: (1) if employee choice would result in significant
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adverse selection in the State’ s small group market that could not be fully remediated by the
singlerisk pool or premium stabilization programs; or (2) if there is an insufficient number of
issuers offering qualified health plans or qualified stand-alone dental plansto allow for
meaningful plan choice among qualified health plans or qualified stand-alone dental plansfor all
actuarial value levelsin the State’s SHOP. We believe that meaningful choice means sufficient
competition in the market to allow for participation in the SHOP from multiple issuers
throughout the State. Meaningful choice provides affordable, quality plan options throughout the
State’'s SHOP for al actuarial value levels.

Under this proposal, a State regulatory agency, such as the State department of insurance,
would submit arecommendation to the SHOP (or in the case of an FF-SHOP, to the Secretary) in
support of either circumstance for plan years beginning in 2015. We are considering whether
such arecommendation by the State regulatory agency should include a mitigation plan
describing the process the State regulatory agency will take to ensure that full implementation of
employee choice in 2016 would not result in the occurrence of either aforementioned
circumstance, and seek comment on whether such a plan should be included with the
recommendation. We expect that the State would be required to provide in the recommendation
to the SHOP concrete evidence that employee choice would result in significant adverse
selection in the State’s small group market that cannot be remediated through the premium
stabilization programs or the single risk pool, or that there would not be a meaningful choice of
QHPs and/or stand-alone dental plansin the State’s SHOP. The SHOP would then evaluate the
State’ s recommendation and request and determine whether the State’ s small group market
would be significantly adversely affected by the implementation of employee choice. In the FF-

SHOPs, CM S would seek public comment on the State’' s request regarding employee choice
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before making this determination. We seek comment on all aspects of the process SHOPs should
follow in making this determination.

We seek comment on all aspects of this proposal, including, but not limited to: (1) the
effect of such apolicy on all SHOPs; (2) the effect of such apolicy on each State’s small group
market; (3) the effect of such apolicy on small employers and their employees and dependents;
(4) the information the State regulatory agency should provide in support of any
recommendation; (5) the criteria the SHOP (including, in the case of an FF-SHOP, the Secretary)
should use in assessing a State regulatory agency recommendation; (6) whether all SHOPs
should seek public comment on the State’ s request regarding employee choice; (7) whether
employee choice would have to exist for both medical QHPs and stand-alone dental plans, or for
neither; and (8) whether other provisions of the HHS regulations applicable to SHOPs should
also be subject to atransition in SHOPs that exercise the proposed option. In particular, we seek
comments on what should qualify as a significant risk of adverse selection, what should qualify
as alack of meaningful plan choice, and how both these conditions should be measured.

We also recognize the importance of the timing of a State regulatory agency’s
recommendation and the SHOP' s decision regarding employee choice under this proposal.
Whether or not employee choiceis available in a SHOP may be relevant information for issuers
to consider as they make QHP submissions, but State regulatory agencies also need time to
evaluate market dynamics before they can make a recommendation about whether the SHOP
should not implement employee choice in 2015. We are considering establishing a deadline for
the State regulatory agency’ s recommendation to the SHOP. One option we are considering is
that State regulatory agencies would make recommendations prior to the close of theinitial QHP

application window, with sufficient time for issuers to decide whether or not to participate in
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SHORP for the following plan year. Another option would be as follows: (1) all issuersinterested
in participating in SHOP would apply during the initial application window; (2) state regulatory
agencies then would have a specific window of time within which to make a recommendation
regarding whether to not implement employee choice in 2015 based on the applications received;
(3) the SHOP would then have a specific window of time within which to make a decision about
not implementing employee choice in 2015 based on that recommendation; (4) issuers could,
based upon the SHOP' s decision, decide whether to maintain, modify, or withdraw their QHP
applications. In the FF-SHOPs, under this second scenario, we do not anticipate that issuers
would be able to submit applications after the initial deadline to apply for QHP certification had
passed. We solicit comment on these two options for timing the State regulatory agency’s
recommendation and the SHOP' s decision, and also solicit additional, alternative suggestions for
how best to operationalize this proposal. Generally, we request comment on the appropriate time
for State regulatory agencies to submit arequest to the Exchange regarding employee choice, on
the appropriate time for the Exchange to make a decision on those requests, and on the effect of
the timing of the decision making process on the QHP certification timeline as described in HHS
regulations and guidance (including in the 2015 Annual Issuer Letter).*” In any event, we expect
that SHOPs would reach a decision about employee choice no later than early Fall 2014. We
also seek comment on whether adverse selection could be avoided by alowing an employer to
provide employee choice under the following circumstances: (1) within asingle issuer’s plan
offerings within an actuarial value level; (2) for all plans from asingle issuer across two

contiguous actuarial value levels; and (3) for all plans, all actuarial value levels, from asingle

372015 Letter to Issuersin the Federally-facilitated Marketplaces (March 14, 2014). Available at:
http://www.cms.gov/CCl 1 O/Resources/Regul ati ons-and-Gui dance/Downl oads/2015-final -i ssuer-| etter-3-14-

2014.pdf.
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issuer. These circumstances are transitional policies and do not reflect the full implementation of
employee choice; we seek comment on how the proposed provisions would apply in these
circumstances.

b. Enrollment Periods under SHOP (8§155.725)

We propose amendments to 8155.725(c) and (€) to amend the dates for the annual open
enrollment periods for qualified employers and qualified employeesin all SHOPs, both
State-based or Federally-facilitated. In proposed §8155.725(c)(1), we propose to align the start of
annual employer election periodsin all SHOPs for plan years beginning in 2015 with the start of
open enrollment in the corresponding individual market Exchange for the 2015 benefit year, as
amended in the 2015 Payment Notice. In accordance with this proposal, we propose to modify
paragraph (e) of this section to remove the reference to a period of no less than 30 days for the
annual employee open enrollment period. Under this proposal, the annual employer and
employee election periods would begin no sooner than November 15, 2014 with employers
making selections first, followed by employees. The employer’ s annual election period will end
when the employer makes relevant decisions about the coming year’ s participation. Qualified
employers and qualified employees would still have adequate time to perform plan selection for
plan years beginning in 2015 under this proposal. SHOPs would benefit from having the same
amount of time to complete the QHP certification process for the SHOP as they have to complete
this process for the individual Exchange. Notification standards described in paragraph (d) and
(f) of this section would still apply, as the standards merely require the SHOP to notify qualified
employers of annual employer election periods and to notify qualified employees of the annual

employee open enrollment periods in advance of such periods.
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Thelack of alignment of the start of annual employer election periodsin the SHOP for
plan years beginning in 2015 with the start of open enrollment in the individual market Exchange
for 2015 would place a burden on SHOPs and QHP issuers. Many Exchanges rely on the same
technology solutions for plan management and other minimum functions of Exchangesin both
the individual and small group markets. Aligning the start dates for the employer election period
with the start of individual market Exchange open enrollment for 2015 would provide Exchanges
with auniform timeline for improving and launching Exchange services for 2015. Additionally,
auniform QHP filing and review timeline for both markets for 2015 would reduce confusion and
provide efficienciesto scale in review, providing potential resource savings to Exchanges and
QHP issuers. These efficiencies would still exist even if the SHOP and individual market
Exchange were operated by different entities (such where a State has exercised the option at
§155.100(a)(2) to establish and operate only a SHOP, as many QHP issuers seek QHP
certification in both markets.

We note that pursuant to 8147.104(b)(1)(i), group coverage purchased in the SHOP
between November 15 and December 15 of each year is not subject to employer contribution or
group participation rules as defined in 8147.106(b)(3). FF-SHOPs do not enforce minimum
participation requirements between November 15 and December 15 of each year, but they are
enforced upon initial enrollment outside of thiswindow and at renewal. Aligning the annual
employer election period to the start of the individual market Exchange to begin no sooner than
November 15, 2014 will provide qualified employers and employees with a period of timeto
enroll for 2015 coverage when the FF-SHOP minimum participation provisions are not enforced.

We request comments on whether the proposed policy concerning aligning the timing of

the SHOP employer election period for 2015 with the individual market annual open enrollment
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period would pose challenges for State-Based SHOPs as well as comments on any special
circumstances that they would face in implementing the proposed policy. If implementing the
proposed policy would disrupt the operations of State-Based SHOPS, we request comments on
what flexibilities or adjustments to the proposed policy may be necessary to address these
concerns. For example, a State-based SHOP might have a 2015 small group market QHP
certification process under which QHPs for 2015 coverage would be available sooner than
November 15, 2014, such that the State-based SHOP' s annual employer election period could
start earlier than that date.

In 88155.725(c)(2) and 155.725(€), we propose to remove the required minimum lengths
of both the employer election period and the employee open enrollment period to provide
additional flexibility to SHOPs and qualified employers. The existing minimum standards may
make it difficult for groups participating in the SHOP to renew coverage in atimely manner, as
under the current regulations, the entire process could take as many as 75 days or longer to
complete: up to 30 days for the employer’s election, 30 days for the employees to enroll, and,
depending on when in a given month that enrollment occurs, 15 or more days before coverage
becomes effective. Further, thistimeframeis not feasible in light of the proposal above to align
the earliest date that an employer election period could beginin al SHOPsfor plan years
beginning in 2015 with the start of open enrollment in the corresponding individual market
Exchange for the 2015 benefit year.

This proposal to remove the existing minimum timeframes for qualified employer and
qualified employee enrollment decisions will permit SHOPs and qualified employersto act more
quickly to renew coverage. Additionally, the existing minimum lengths for the employer election

and employee open enrollment periods further complicate the renewal process for qualified
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employers renewing throughout the calendar year in SHOPs that permit the quarterly update of
rates for QHPs. In many States, the updated rate may be published fewer than 45 days prior to
the rate taking effect. Therefore, under the existing minimum standard, a qualified employer
might not be able to consider the most up-to-date rate information for the coverage it intends to
offer. Instead, such rate information might only become available during the employee open
enrollment period, in which case the qualified employer may need to reopen either the employer
election period or the employee open enrollment period to determine whether the selected QHPs
still meet their needs under the new rates. This proposal will ameliorate this concern by
permitting SHOPs to compl ete the entire election and enrollment processes in fewer than 45
days.

We seek comment on all aspects of these proposals.

c. SHOP Employer and Employee Eligibility Appeals Requirements (8155.740)

We propose to amend §8155.740(g) by redesignating paragraphs (g)(1) through (g)(3) to
more clearly delineate between the requirements associated with valid appeals and those
associated with invalid appeals.

In §155.740(i)(1)(i), we propose to amend the provision by cross-referencing the
withdrawal standards proposed in the individual market at 8155.530(a)(1). Under current rules,
an appellant who wishes to withdraw his or her appeal request must do so in writing (hard copy
or electronic). The amended provision would allow an appellant to withdraw his or her appea
request in writing or by telephone, if the appeals entity is capable of accepting telephonic
withdrawals. As noted above in the preamble to 8155.530(a), appeals entities that wish to
provide telephonic withdrawals must record, in full, the appellant’ s statement and tel ephonic

signature made under penalty of perjury and provide awritten (in hard copy or electronically)
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confirmation to the appellant documenting the telephonic interaction. Written confirmation can
be captured in the dismissal notice required in the case of awithdrawal under §155.740(i)(2).
Like the proposal in the individual market, this amendment is intended to provide greater
efficiency and convenience for an appellant and appeal s entity to close an appeal in accordance
with the appellant’ s wishes. We seek comment on this proposal.

8. Subpart O—Quality Reporting Standards for Exchanges

a. Quality Rating System (8155.1400)

To implement section 1311(c)(3) of the Affordable Care Act, we propose standards for
data collection by QHP issuers and the public reporting by Exchanges of quality rating
information. We intend to have a beta testing period in 2015 to provide early feedback to
Exchanges and QHP issuers and begin public reporting of quality rating information and enrollee
satisfaction survey information in 2016. We believe that it isimportant that the QRS provide
QHP ratings that are based on health care quality, health outcomes, consumer experience,
accessibility of care and affordability of care, which isinformation that is essential to inform
consumer choices and to perform certain required functions of an Exchange. Asoutlined in the
November 19, 2013 Federal Register Notice with Comment™® on the QRS framework (QRS
Notice), in theinitial years, HHS aims to align the measures included in the QRS, to the extent
possible, with measures health plans currently report in the commercial markets and public
programs. The general functions of an Exchange outlined in 45 CFR 155.200(d) already include
arequirement for an Exchange to oversee implementation of quality activities, including the ESS

and QRS, and to ensure the reporting of data for these quality activities.

% patient Protection and Affordable Care Act; Exchanges and Qualified Health Plans, Quality Rating System (QRS)
Framework, Measures and Methodology; Notice with Comment, 78 FR 69418 (Nov. 19, 2013).
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In §155.1400, we propose that the Exchange must prominently display on its website, in
accordance with 45 CFR 155.205(b)(1)(v), quality rating information assigned for each QHP
under the QRS, as calculated by HHS and in aform and manner specified by HHS, starting in
2016. The standards for QHP issuers regarding the collection and submission of validated
quality measures datafor the QRS are described in Part 156, Subpart L of this proposed rule.
Thelist of proposed individual quality measures and the proposed organization of the QRS
measure sets are described in the QRS Notice. In addition, we intend to release the proposed
methodology for calculating quality ratings as well as details regarding measure specifications
and data validation processes in technical guidance in 2014.

We believe that the proposed approach where each Exchange displays quality ratings
calculated by HHS based on a standard scoring methodology alows for reliable, uniform, and
comparable QHP ratings across Exchanges. Therefore, HHS intends to calculate the quality
ratings and provide the ratings to Exchanges for prominent display of quality rating information
for each QHP offered in the Exchange. We encourage State Exchanges to have a plan review
period, similar to what we intend to offer QHP issuers that participate in the Federally-facilitated
Exchange, to allow issuersto review their QHPS' quality rating information before the data
become public and to identify any discrepancies or errors with the data submitted, as appropriate.
We have not incorporated specific criteriafor public display by the Exchanges of the QHP
quality rating information in proposed 8155.1400. However, we intend to do so in future
technical guidance and are considering modeling the display of QHP quality ratingsin a
consistent manner with existing CM S programs. As outlined in the QRS Notice, we intend to
implement a methodology that would assign a quality rating to a QHP using afive star scale. The

star ratings would be displayed in asimilar style and format to that of Medicare Advantage and
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Prescription Drug Plan ratings. We believe that the five star quality rating display of Medicare
Advantage health plans offers reliable data that is understandable for consumers. HHS
anticipates providing the calculated rating information, as proposed in §155.1400, for display on
an Exchange website on an annual basis for the open enrollment period. We seek comment on
the display of quality ratings of QHPs offered in an Exchange for consumers and employers,
which aids comprehension of QHP quality information and which facilitates plan selection.

HHS recognizes that some States already have requirements for and publicly report
health plan quality and outcomes data, and we want to encourage State flexibility and innovation,
consistent with the Affordable Care Act. In addition to prominently displaying quality rating
information for each QHP, as calculated by HHS in accordance with the QRS, a State Exchange
may display additional QHP quality-related information, as appropriate, to enhance the consumer
experience and help consumers compare QHPs being offered in an Exchange. We believe this
proposed approach ensures that standardized information on the quality of health care will be
collected and displayed across Exchanges but also provides flexibility for State Exchanges to
incorporate additional information on their websites to support the plan comparison and selection
process by consumers. We aso are considering allowing State Exchanges the flexibility to
display the QRS rating information, and satisfy the obligation under 45 CFR 155.205(b)(1)(v),
by prominently displaying alink to the Federally-facilitated Exchange website that would
present the Federal quality rating information. We seek comment on this approach including
effective ways to display quality rating information to help consumers compare and select QHPs
offered in an Exchange.

b. Enrollee Satisfaction Survey System (8155.1405)
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Similar to the display requirement for the QRS, we propose adisplay requirement for the
Exchange in 8155.1405 relating to the Enrollee Satisfaction Survey (ESS) to implement section
1311(c)(4) of the Affordable Care Act. We propose that the Exchange would prominently
display results from the ESS on its website, in accordance with §155.205(b)(1)(iv), as calcul ated
by HHS, and in aform and manner specified by HHS, starting in 2016. The standards for QHP
issuers regarding the collection and submission of validated data for the ESS are described in
Part 156, Subpart L of this proposed rule. Because we believe that information regarding
enrollee experience with the QHP is afundamental aspect of the overal quality rating, HHS
intends to incorporate enrollee experience data from the results of the ESS into the quality rating
for each QHP. Research® has shown that synthesizing and simplifying health plan quality
information presented to consumers eases consumer comprehension; therefore, we have
developed a methodol ogy to incorporate enrollee experience data as part of the quality rating
information. We intend for the display of quality ratings, including the member experience data
from the ESS, to be capable of drilling down to the results for individual quality measures if
consumers should choose to access more detail of the data underlying the synthesized global
quality rating. We therefore believe that by displaying quality rating information as described in
§155.1400 of this proposed rule (which would incorporate member experience data from the
ESS), an Exchange would meet the requirement of displaying ESS information to consumers and
employers for the purposes of plan comparison and satisfy the standard outlined in 45 CFR
155.205(b)(2)(iv). HHS anticipates providing results to the full ESS survey to an Exchange on

an annual basis. An Exchange may choose to display on its website all ESS results, including

* peters EM, Dieckmann N, Dixon A, Hibbard JH, Mertz CK. Lessis more in presenting quality information to
consumers. Med Care Res Rev. 2007;64 (2):169-90; Hibbard JH, Peters EM. Supporting informed consumer health
care decisions: data presentation approaches that facilitate the use of information in choice. Annual Review of
Public Health. 2003; 24:413-33.
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those scores not used as part of the QRS. We seek comment on this proposed approach for
displaying ESS information on an Exchange website.

Similar to our approach with the QRS, we also want to encourage State flexibility and
innovation, consistent with the Affordable Care Act, with respect to enrollee satisfaction
information. We therefore seek comment on whether State Exchanges should have flexibility to
display the ESS 2015 betatest results prior to the scheduled public display of the Federal ESS in
2016.%° Specifically, we solicit feedback on effective ways State Exchanges may share enrollee
satisfaction information to help consumers compare and select QHPs offered in an Exchange
prior to the availability of the Federal ESS data for the 2017 open enrollment period.

F. Part 156—Health Insurance | ssuer Standards under the Affordable Care Act, Including

Standards Related to Exchanges

1. Subpart B — Essential Health Benefits Package
a. Prescription Drug Benefits (8156.122)

Section 156.122(c) requires issuers that provide EHB to have procedures in place that
allow an enrollee to request and gain access to clinically appropriate drugs not covered by the
plan. We are concerned that some enrollees, particularly those with certain complex medical
conditions, are having trouble accessing in atimely fashion clinically appropriate prescription
drugs, such as prescription drugs that are combination drugs not covered by their plans
formularies. Accordingly, we are considering amending the formulary exceptions standards
under 8156.122(c) to require that these processes can be expedited when necessary based on

exigent circumstances, such as when an enrollee is suffering from a serious health condition or

“0 The standards for QHP issuers regarding the collection and submission of data for the ESS, including the
proposed timeline for public reporting of such data, are described below in Part 156, Subpart L of this proposed rule.
Also see Agency Information Collection Activities: Health Insurance Marketplace Consumer Experience Surveys:
Enrollee Satisfaction Survey and Marketplace Survey Data Collection; Notice, 78 FR 65658 (Nov. 1, 2013).
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an enrollee isin acurrent course of treatment using a non-formulary drug. For example, we
could specify that an issuer render decisions regarding formulary exceptions requests within 24
hours following the issuers’ receipt of the exceptions requests. Thisis currently suggested in the
2014 Letter to Issuers.* As clarification, the prescription drug standard in §156.122(a)(1) was
not intended to discourage issuers from offering clinically appropriate drugs to enrollees,
including combination drugs.

We seek comment on what specific standards would be appropriate for defining this
expedited exceptions process, and on all other aspects of this proposal.
b. Cost-Sharing Requirements (8156.130)

Under §156.130(a), cost sharing for 2014 for self-only coverage may not exceed the
annual dollar limit described in section 223(c)(2)(A)(ii)(1) of the Code. Under §156.130(b), for a
plan year beginning in calendar year 2014, the annual deductible for a health plan in the small
group market for self-only coverage may not exceed $2,000. For 2015 and later years, these
limitations are to be increased by an amount equal to the products of these amounts and the
premium adjustment percentage established pursuant to paragraph (€) of that section. (The
limitations for other than self-only coverage are twice the limitations for self-only coverage.)
Under §156.130(d), any increase in these annual limits that does not result in amultiple of $50is
to be rounded to the next lowest multiple of 50 dollars.

Section 156.130(e) provides that the premium adjustment percentage is the percentage (if
any) by which the average per capita premium for health insurance coverage for the preceding

calendar year exceeds such average per capita premium for health insurance for 2013, and that

“ See Appendix C of the 2014 Letter to Issuers on Federally-facilitated and State Partnership Exchanges (April 5,
2013). Available at: http://www.cms.gov/CCl1O/Resources/Regul ations-and-
Guidance/Downloads/2014 letter_to_issuers 04052013.pdf.
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this percentage will be published annually in the HHS notice of benefit and payment parameters.
The 2015 Payment Notice established our methodology for calculating the premium adjustment
percentage.

In calculating the proposed limitations on cost sharing and small group deductible in the
proposed 2015 Payment Notice, we rounded these limitations up to the next lowest multiple of
$50. However, we subsequently learned that the IRS convention for interpreting similar
language for a number of longstanding tax parameters — such as indexing methodologies for the
alternative minimum tax and the standard deduction —is to round down to the nearest applicable
multiple. For example, the Department of the Treasury, in arule on how employers should
calculate average annual full-time-equivalent wages for purposes of the small employer health
insurance tax credit, provides that if the result is not a multiple of $1,000, employers should
round the result to the next lowest multiple of $1,000.%

Asaresult, to align our rounding rules with those used by the Department of the Treasury
and the Internal Revenue Service, we propose to amend 8156.130(d) to specify that when
indexing the annual limitation on cost sharing and the annual limitation on small group
deductibles for years after 2014, we will round to the multiple of 50 dollars that is lower than the
number calculated by the formula.

Under this proposed amendment to §156.130(d), using the premium adjustment
percentage of 4.213431463 percent for 2015 we established in the 2015 Payment Notice and the

2014 maximum annual limitation on cost sharing of $6,350 for self-only coverage, which was

“2 See 26 CFR 1.45R-2(f)(1).
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published by the IRS on May 2, 2013,* the 2015 maximum annual limitation on cost sharing
would be $6,600 for self-only coverage and $13,200 for other than self-only coverage.

Similarly, under the proposed amendment to 8156.130(d), using the premium adjustment
percentage for 2015 of 4.213431463 percent and the 2014 maximum annual limitation on
deductibles of $2,000 for self-only coverage, as specified in §156.130(b)(1)(i), the 2015
maximum annual limitation on deductibles would be $2,050 for self-only coverage and $4,100
for other than self-only coverage.

We seek comment on our proposed amendment and its application for 2015.

2. Subpart C — General Functions of an Exchange
a. QHP Issuer Participation Standards (§156.200)

In §156.200(b)(5), we propose technical amendments to clarify that implementing and
reporting for the QRS and implementing a quality improvement strategy are conditions of
participation in an Exchange. Specifically, we propose to include areference to sections
1311(c)(3) and (c)(1)(E) of the Affordable Care Act to correctly align with other quality
standards listed as part of QHP certification standards, including the ESS.

We also propose to amend 8156.200 to add paragraph (h) to require that, in order to
receive QHP certification, the offering issuer attest that, subsequent to receiving such
certification, it will comply with all operational requirements contained in Part 156, Subparts D,
E, H, K, L, and M. We are proposing to add paragraph (h), however, to ensure that issuers
seeking QHP certification understand and have fully committed to compliance with all
operational requirements.

3. Subpart G—Minimum Essential Coverage

3 See http://www.irs.gov/publirs-drop/rp-13-25.pdf.




CMS-9949-P 146

a. Other Coverage That Qualifies as Minimum Essential Coverage (§156.602)

In the final rule published on July 1, 2013 (78 FR 39494), we designated certain types of
coverage as minimum essential coverage, including self-funded student health coverage (for plan
or policy years beginning on or before December 31, 2014), Refugee Medical Assistance
supported by the Administration for Children and Families, Medicare advantage plans, State-
high risk pool coverage (for plan or policy years beginning on or before December 31, 2014) and
other coverage that qualifies pursuant to the minimum essential coverage application processin
45 CFR 156.604. We aso established a process by which sponsors of other coverage not
designated as minimum essential coverage could apply with HHS to be recognized as minimum
essential coverage.

In guidance published on October 31, 2013, we further indicated that coverage under a
group health plan provided through insurance regulated by aforeign government (and not
regulated by a State) is recognized as minimum essential coverage for a month with respect to an
individual who, for such month, is physically absent from the United States for at |east one day
of the month. In addition, coverage under a group health plan provided through insurance
regulated by aforeign government (and not regulated by a State) will also be recognized as
minimum essential coverage with respect to an individual who is physically present in the United
States for an entire month if the coverage provides health benefits within the United States while
theindividual is an expatriate.** The rationale behind this policy was that insurance that is
regulated by aforeign government and not subject to regulation by a State does not meet the

definition of health insurance coverage under the PHS Act, and thus should not be considered for

“ See CCI10 Sub-Regulatory Guidance: Process for Obtaining Recognition as Minimum Essential Coverage
(October 31, 2013. Available at: http://www.cms.gov/CCll O/Resources/Regul ations-and-
Guidance/Downl oads/mec-guidance-10-31-2013.pdf.
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purposes of a PHS Act analysis. The effect of this policy isto place group health coverage
provided through foreign insurance on the same footing as self-insured group health coverage
with respect to being deemed minimal essential coverage without having to go through the
application process.

We now propose to add new paragraph (e) to §156.602 codifying the treatment of foreign
group health coverage as stated in the October 31, 2013 guidance. We propose to designate
foreign group health coverage for expatriates as minimum essential coverage if the coverageis
self-insured, or isinsured by an entity that is not subject to regulation by a State. Specifically,
we propose to clarify in the regulations that foreign group health coverage is group health
coverage that (1) isnot insured by an issuer regulated by a State and (2) isfor expatriates who
are citizens or nationals of the United States residing abroad, or is for expatriates who are not
citizens or nationals of the United States residing in the United States. We propose that if
coverage for expatriates who are citizens or nationals of the United States who reside abroad is
provided by a self-insured group health plan, or is provided by group health insurance not
regulated by a State or group health coverage provided by aforeign nationa health plan, the
coverage is designated as minimum essential coverage for any month that the citizen or national
of the United States is physically absent from the United States for at |east one day of the month.

For purposes of this section, we propose to define an “ expatriate” as an individual for
whom there is a good faith expectation that such individual will reside outside of their home
country for at least six months of a 12-month period, including any covered dependents. This

definition was adopted from the January 9, 2014 Affordable Care Act Implementation FAQs.*

> See FAQs about Affordable Care Act Implementation (Part XV111) and Mental Health Parity Implementation
(January 9, 2014). Available at: http://www.cms.gov/CClI O/Resources/Fact-Sheets-and-
FAQs/aca implementation fags18.html and http://www.dol.gov/ebsalfags/fag-acal8.html.




CMS-9949-P 148

Another option is that we define “expatriate” more broadly to apply to individuals that are living
outside of their home country for less than six months. For example, the Black’s Law Dictionary
defines “expatriate” as acitizen of country A living in country B where the classification of this
citizen occurs regardiess of if the citizen has a short stay or an extended or lifetime stay in
country B.*® We solicit comments on either definition of expatriate discussed above or another
definition that would be appropriate for this section.

If an expatriate is acitizen or national of the United States and is physically present in the
United States for an entire month, we propose that their foreign group health coverageis
designated as minimum essential coverage if the coverage provides health benefits within the
United States, and is provided by a self-insured group health plan, group health insurance
regulated by aforeign government (and not by a State), or group health coverage provided by a
foreign national health plan. We propose this time period so that expatriates who are citizens or
national s of the United States working abroad may visit the United States for a short period of
time without their foreign group health coverage losing its designation as minimum essential
coverage. We propose that the coverage must provide health benefits within the United States to
ensure that the coverage is not limited to providing health benefits while an individual is absent
from the United States. We solicit comments on the time period that expatriates who are citizens
or nationals of the United States working abroad can remain in the United States without their
foreign group health coverage losing its designation as minimum essential coverage.

In 45 CFR 156.602(e), we propose that if the foreign group health coverageisfor
expatriates residing in the United States who are not citizens or nationals of the United States,

the coverage is designated as minimum essential coverage if the coverage provides health

“6 See Black’s Law Dictionary Free (2d ed. 2014). Available at: http://thelawdictionary.org/expatriate.
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benefits within the United States, and is provided by a self-insured group health plan, group
health insurance regulated by aforeign government (and not regulated by a State), or group
health coverage provided by aforeign national health plan. We propose that the coverage must
provide health benefits within the United States so as to ensure that the coverage provides health
insurance benefitsin the United States while an individual isliving in the United States.

To ensure that expatriates enrolled in foreign group health coverage are aware that their
coverage has been designated as minimum essential coverage and that foreign group health
coverage complies with the same reporting requirements as other types of minimum essential
coverage, we propose to require that the sponsor, issuer, or plan administrator, as applicable, of
any foreign group health coverage must provide notice to enrollees who are citizens or nationals
of the United States of its minimum essential coverage status and comply with the information
and reporting requirements of section 6055 of the Code and implementing regulations with
respect to those enrollees. We welcome comments on any aspect of these proposals.

b. Requirements for Recognition as Minimum Essential Coverage for Types of Coverage Not
Otherwise Designated Minimum Essential Coverage in the Statute or This Subpart (8156.604)

Section 45 CFR 156.604 outlined a process by which types of coverage not statutorily
specified and not designated by regulation as minimum essential coverage may seek to be
recognized as minimum essential coverage. We established the requirement that the application
must be submitted to HHS on behalf of the plan or policy by the sponsor of the coverage or
government agency.

We now propose to clarify that the application may also be submitted to HHS on behal f
of the plan or policy by a health insurance issuer or a plan administrator because the health

insurance issuer or plan administrator may be the more appropriate party to submit the
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application. For example, a health insurance issuer may more efficiently provide the information
required for an application on behalf of aforeign health insurance plan sold in the individual
market to expatriates living abroad. We welcome comments on all aspects of these proposals.

4. Subpart I—Enforcement Remedies in Federally-Facilitated Exchanges

a. Available Remedies; Scope (8156.800)

In subpart | of 45 CFR part 156, finalized on August 30, 2013 in the rule Patient
Protection and Affordable Care Act; Program Integrity: Exchange, SHOP, and Eligibility
Appeals (Program Integrity Rule),*” we established the enforcement remedies available to HHS
for enforcing standards applicable to issuers offering QHPs in the FFES. Since the publication of
that rule and in the course of our routine monitoring of QHP issuers for compliance with
applicable FFE standards, we have received multiple inquiries from QHP issuers and States
about whether HHS will be coordinating and sharing information about QHP issuers with State
regulatory entities as part of its oversight activities. We propose adding paragraph (d) to clarify
that HHS may consult and share information about QHP issuers with other Federal and State
regulatory and enforcement entities to the extent that this information is necessary for HHS to
determine whether an enforcement remedy under subpart | is appropriate. We believe thisis
consistent with our intent to coordinate with States in enforcement actions as described in the
proposed Program Integrity Rule.*®
b. Bases and Process for Imposing Civil Money Penalties in Federally-Facilitated Exchanges

(§156.805)

" patient Protection and Affordable Care Act; Program I ntegrity: Exchange, SHOP, and Eligibility Appeals, 78 FR
54070 (August 30, 2013) (to be codified at 45 CFR parts 147, 153, 155, and 156).

“8 patient Protection and Affordable Care Act; Program Integrity: Exchange, SHOP, Premium Stabilization
Programs, and Market Standards; Proposed Rule, 78 FR 37032 (June 19, 2013).



CMS-9949-P 151

In the Program Integrity Rules, we established the bases for HHS to impose CMPs
against QHP issuersfor violations of certain standards applicable to issuers offering QHPs in the
FFEs. In 8156.805(d) we set forth the general process for notifying the QHP issuer against which
the CMP isbeing imposed. The general process did not address how prior to the imposition of
the CMP, the QHP issuer would be notified of the alleged violation which forms the basis for the
imposition of CMP. We propose adding §156.806 to explain that HHS will provide awritten
notice to the issuer, to include a description of the potential violation, a 30-day period for the
QHP issuer to respond and to provide additional information to refute an alleged violation.

If HHS determines that a CMP will be imposed, HHS will notify the QHP issuer as
required under 8156.805(d). We note that §156.805(d) does not specify the method of delivery
of such notice. We believeit isimportant to ensure that such notices are appropriately delivered
to the QHP issuer to provide the QHP issuer with proper notice. We propose adding
8156.805(d)(3) to require that delivery of the notice required in paragraph (d) will be either hand
delivered, sent by certified mail, return receipt requested, or sent by overnight delivery service
with signature upon delivery required. This requirement isidentical to the requirement under
8158.613 which applies to the delivery of notice of civil penalties under 45 CFR Part 158, with
which we believe QHP issuers will generally be familiar. We believe this proposed requirement
will ensure that QHP issuers have proper notice of HHS sintent to impose CMPs. Findly, we
also note that paragraph (€)(2) requires HHS to notify the QHP issuer of any penalty that has
been assessed and of the means by which the responsible entity may satisfy the judgment. We
propose rewording the regulatory text to clarify that the responsible entity refers to the QHP
issuer against whom a CMP is being imposed or another entity responsible for satisfying the

CMP assessment and that the judgment refers to the CM P assessed under of this subpart.
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c. Bases and Process for Decertification of a QHP Offered by an Issuer Through a Federally-
Facilitated Exchange (8156.810)

In subpart | of 45 CFR part 156, finalized in the Program Integrity Rule, we established
the bases for HHS to decertify QHPs for violations of certain standards applicable to issuers
offering QHPs in the Federally-facilitated Exchanges. Under §156.810(a) we set forth the bases
for decertification. Since the publication of thisfinal rule, we believe that certain paragraphs
should be clarified. For example, paragraph (a)(6) should be reworded to clarify that the
certification criteria means the standards under subpart C of this part. In paragraph (8)(9), it was
unclear which laws were intended and we proposing clarifying that violation of State or Federal
law relating to internal claims and appeals and external review processes are bases for
decertification under this paragraph. We propose aligning the standards set forth under subparts
K and M with the bases for decertification. We propose adding a paragraph (12) to reflect that
HHS may decertify a QHP if the QHP issuer substantially failsto meet the requirements related
to the cases forwarded to QHP issuers under Subpart K, and adding a paragraph (13) to reflect
that HHS may decertify a QHP if the QHP issuer substantially fails to meet the requirementsin
Subpart M. Finally, in the preamble to the proposed Program Integrity Rule, we explained that
when the basis for a decertification is one in which the QHP enrollees' ability to access
necessary medical items or servicesis at risk or the integrity of an FFE is substantially
compromised, HHS would have the authority to pursue an expedited decertification (78 FR
37062). Because QHP issuers are required to demonstrate compliance with the minimum
certification standards in subpart C of part 156 and Exchanges are required under section
155.1010(8)(2) to monitor QHP issuers for demonstration of ongoing compliance with the

certification requirements, we believe that it is appropriate for the FFES to be able to pursue an
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expedited decertification when HHS has determined that the QHP no longer meets applicable
certification standards. Accordingly, we propose amending 8156.810(d) to reflect this change.

5. Subpart L—Quality Standards

a. Establishment of Standards for HHS-Approved Enrollee Satisfaction Survey Vendors for Use
by QHP Issuersin Exchanges (§156.1105)

In the rule Patient Protection and Affordable Care Act; Program Integrity: Exchange,
Premium Stabilization Programs, and Market Standards; Amendments to the HHS Notice of
Benefit and Payment Parameters for 2014 (Second Program Integrity Rule)* at 45 CFR
156.1105, we established processes for HHS to approve and oversee ESS vendors that will
administer the ESS on behalf of QHP issuers. We outlined a process by which enrollee
satisfaction survey vendors would submit an annual application demonstrating that they meet all
of the application and approval standards in paragraphs (a) and (b). Lastly, we noted that HHS
would publish alist of approved enrollee satisfaction survey vendors on an HHS website.

We propose to amend 8156.1105 to also include monitoring and appeal s processes that
would apply for plan years beginning 2015. In paragraph (d), we propose that HHS will monitor
HHS-approved enrollee satisfaction survey vendors to ensure ongoing compliance with the
application and approval standards. Further, we propose that if HHS determines that an
approved vendor is non-compliant with the standards outlined in paragraph (b), they may be
removed from the approved list described in paragraph (c) and/or the submitted survey results

may beineligible to beincluded for ESS results.

“° patient Protection and Affordable Care Act; Program I ntegrity: Exchange, Premium Stabilization Programs, and
Market Standards; Amendments to the HHS Notice of Benefit and Payment Parameters for 2014, 78 FR 65046 (Oct.
30, 2013) (to be codified at 45 CFR parts 144, 146, 147, 153, 155, and 156).
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We propose to establish a monitoring process to prepare for situations when an HHS-
approved enrollee satisfaction survey vendor is no longer in compliance with the standards
outlined in 8156.1105. It is possible that once the enrollee satisfaction survey vendor is
approved and contracts with a QHP issuer to provide survey administration services, the HHS-
approved vendor may stop participating in or complying with required activities described in
paragraph (b)(1) (for example, the vendor does not participate in site visits or conferences calls
or fails to become aregistered user for the ESS data warehouse). We propose that in the event
that HHS determines, through its oversight activities, that the HHS-approved survey vendor is
non-compliant, a process would already be in place to take appropriate remedial action as well as
notify QHP issuers and the public of any changes to the approved list of vendors. We propose
that, in addition to other existing remedies, HHS would have the ability to remove a survey
vendor from the approved list and/or determine that the submitted survey results are ineligible to
be included for ESS results, as the validity of the results may be impacted. HHS would also
update the published list of approved vendors to reflect any changes. We seek comment to
inform future guidance on the factors that should be considered, as well as the conditions that
may lead to the removal of an approved survey vendor from the HHS approved list and/or a
determination that the submitted survey results are ineligible to be included for ESS results.

In paragraph (€), we propose an appeals process for an ESS vendor that submits an
application to HHS for approval, as described in paragraph (a), and is not approved. Specifically,
we propose that an enrollee satisfaction survey vendor may appeal HHS' s decision by notifying
HHS in writing within 15 days of the notification of not being approved by HHS and submitting
additional documentation demonstrating how the vendor meets the standards in paragraph (b).

HHS will review the submitted documentation and make afinal approval determination within
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30 days from receipt of the additional documentation. An enrollee satisfaction survey vendor that
becomes approved via the appeals process would be included in the approved list, described in
paragraph (c). We seek comment on the proposed approach to implementing an appeal s process
for survey vendors that are not approved by HHS after submission of an application for approval.
b. Quality Rating System (§156.1120)

In addition to proposing standards for Exchanges to oversee the QRS and display quality
rating information on Exchange websites as set forth in 8155.1400 of this proposed rule, we also
propose standards for QHP issuers to collect and report the necessary information to implement
the QRS pursuant to section 1311(c)(3) of the Affordable Care Act. While the QRS Notice
describes areas such as the overarching goals, framework, measure selection process and
individual measures of the QRS, this proposed rule outlines the QRS implementation and
reporting standards for QHP issuers.

In the QRS Notice, we proposed a QRS measure set that applies to QHPs that provide
family and adult self-only coverage and we proposed a separate Child-only QRS measure set
applying to QHPs that provide child-only coverage. CM S continues to monitor the number of
child-only QHP offerings on the Exchanges. A limited number of child-only QHPs and
enrollees may prohibit reliable child-only QHP rating calculations. As mentioned in the QRS
Notice, we will also consider the development of a quality rating system applicable to other
Exchange offerings, such as stand-alone dental plans, catastrophic plans and health savings
accounts. After considering public comment as well as the review by the Measures Application
Partnership’s Health Insurance Exchange Taskforce convened by the National Quality Forum,
we intend to finalize the quality measures outlined in the QRS Notice and provide measure

specificationsin future technical guidance. Our goal isto publish this future technical guidance
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on aHHS website in 2014 to provide time for QHP issuers to collect and submit the relevant
validated data for the 2015 beta test.

ORS Implementation and Reporting

At §156.1120(a), we propose data submission requirements for a QHP issuer for the
information necessary to calculate the quality ratings under the QRS, and in §156.1120(b), we
propose to direct a QHP issuer to annually submit data necessary to calculate the QHP' s quality
ratings to HHS and the Exchange, on atimeline and in a standardized form and manner specified
by HHS. In paragraph (a)(1), we propose that a QHP issuer must submit data to calculate quality
ratings for each QHP that has been offered in an Exchange for at |east one year. HHS proposes
to phase in implementation of the QRS over timein recognition of the fact that QHP issuers
would need time to collect, ensure the reliability of, and report quality measure data. In addition,
certain quality measures require one or two year reference periods, and QHP issuers would need
time for data collection, validation and submission. Therefore, we propose that for the first year
that a QHP is offered in an Exchange, the QHP issuer would prepare to submit the required
validated data elements for QRS beta testing in the second year that the QHP is offered in an
Exchange. The QHP issuer would then submit the required validated data elements for QRS
public reporting in the third year that the QHP offers coverage (reflecting second year data). For
example, an issuer that offers a QHP in the Exchange during the 2013 open enrollment period for
coverage beginning in January 2014 would submit the required validated data for a QRS beta
testing period beginning in mid-2015 (coverage year two), which would not be publicly reported
by the Federally-facilitated Exchange. Theissuer would next be required to submit the required
validated data for the QHP offered in the Exchange to calculate quality rating information for

QRS public reporting during the 2016 open enrollment period for the 2017 coverage year
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(coverage year four). Specifically, we intend for the QRS data reporting period to begin the first
month of a calendar year through the middle of the sixth month of the calendar year. For
example, a QHP issuer submitting data for the 2015 QRS beta testing period would submit data
on or around June 15, 2015 and would submit data for its first QRS public reporting on or around
June 15, 2016. We intend for the QRS to include data from all eligible QHP enrollees covered
during the measurement year which would be the previous calendar year(s) and based on
measure specifications for that year’s collection. We intend to provide details of the QRS rating
methodology, measure specifications, criteriafor quality rating display, and information
regarding QRS data validation in technical guidance that would be periodically updated.

In paragraph (a)(2), we propose to direct a QHP issuer to submit data that has been
validated in aform and manner specified by HHS. We believe that the submission of validated
data by QHP issuersis necessary to ensure the integrity and reliability of the QRS to allow
consumers objective and meaningful comparisons of the QHPS' quality data. We believe that
review of quality measures data by an independent third party entity will ensure that only valid
and appropriate data are used to calculate the quality rating information for QRS public
reporting. Intheinitia years, HHS intends to direct QHP issuers to follow the process specified
by the quality measure steward for validation of its quality measures that are incorporated into
the QRS. For example, for any Healthcare Effectiveness Data and Information Set (HEDIS)®
measure in the QRS, the measure should be validated through the HEDIS® Compliance Audit
process using a certified auditor, as defined by the National Committee for Quality Assurance
(NCQA). We have drawn from our experience with the Medicare program which also ensures
that clinical quality HEDIS® data submitted and reported on behalf of the Medicare Advantage

and Prescription Drug Programs are valid and reliable by requiring data to be validated through
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the NCQA HEDIS® Compliance Audit process before being provided to CM S for public
reporting. HHS would specify in technical guidance a validation process for any measures for
which the measure steward has not defined a validation process. In the future and as the QRS
evolves, HHS is considering establishing an application and approval process for independent
third party data validators to allow QHP issuers to contract with validators that would be
approved and monitored by HHS.

In paragraph (a)(3), we propose that a QHP issuer must include information in its data
submission only for those QHP enrollees at the reporting level specified by HHS that is
necessary to calculate the quality ratings. Aswe stated in the QRS Notice, HHS intends to
specify that for the initial years of QRS implementation, a QHP issuer must collect and submit
datafor enrolleesin each product type offered by a QHP issuer in each State for which the QHP
operates (for example, Health Maintenance Organization (HMO), Point of Service (POS), and
Preferred Provider Organization (PPO)).* While we understand that there may be valuein
reporting quality rating information at more granular QHP levels, such as the QHP product metal
level, we believe that a QHP s enrollment size at the product metal level will be too small to
ensure reliable QRS results across the measure domains in the beginning years of the Exchange.
We intend to revisit the level of QHP issuer reporting for the QRS as Exchanges mature and
enrollment sizesincrease. We also recognize that a QHP issuer may offer a QHP outside an
Exchange that would be considered the same plan as one that is certified as a QHP and offered

through the Exchange, if the benefits package, provider network, service areas and cost-sharing

% patient Protection and Affordable Care Act; Exchanges and Qualified Health Plans, Quality Rating System (QRS)
Framework, Measures and Methodology; Notice with Comment, 78 FR 69418 (Nov. 19, 2013).
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structure of the two offerings are identical as outlined in the Program Integrity Final Rule>* We
intend to allow a QHP issuer to collect data for the QRS based on enrollees of QHPs offered
through and outside of the Exchange as long as they are considered the same plan. If this
approach isfinalized, we intend to clarify the operational details of this approach in future
technical guidance.

We seek comment on the data submission requirements proposed in paragraph (a)
including comment regarding the reporting timeframes and any additional criteriafor the
submission or reporting of quality datafor QRS purposes. We seek comment on the proposed
approach, for the initial years of QRS implementation, of product level reporting and allowing
the incorporation of quality measure data from QHPs offered outside the Exchange, if they are
considered the same plan as the QHP offered through the Exchange. We also solicit comment to
inform future rulemaking regarding the potential requirement for QHP issuers to use independent
third party data validators that would be approved and monitored by HHS for QRS purposes.

Asdescribed in 45 CFR 156.275, QHP issuers are required to be accredited on the basis
of local performance of a QHP by an accreditation entity recognized by HHS, and to submit to
such entity clinical quality measures, such as HEDIS®. We are seeking comment to inform
future rulemaking on how best to align QRS measures reporting requirements with the
accreditation standards for QHP issuers.

We note that multi-State plans, as defined in 8155.1000(a), are subject to reporting QRS

datafor calculation of quality ratings by HHS, as described in paragraph (a). The U.S. Office of

*! patient Protection and Affordable Care Act; Program I ntegrity: Exchange, SHOP, and Eligibility Appeals; Final
rule, 78 FR 54070 (Aug 30, 2013).
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Personnel Management (OPM) will provide guidance on quality reporting to issuers with whom
it holds multi-State plan contracts.

Marketing Materials

In paragraph (c), we propose that an issuer may reference its QHP' s quality rating
information in its marketing materials, in amanner specified by HHS. In the subsequent section
156.1125 regarding the ESS, we propose a similar marketing standard in §156.1125(c) that a
QHP issuer may reference the ESS results for its QHPs in its marketing materials, in a manner
specified by HHS.

A QHP issuer has the option to use quality rating information and ESS resultsin its
marketing materials, however, an issuer that elects to use the information must do so in a manner
that does not mislead consumers into enrolling in a QHP based on inaccurate information. We
intend to provide details regarding display of rating information and ESS results in marketing
materialsin technical guidance that we anticipate releasing in 2015. We seek comment
regarding the proposed allowance for issuers to include its QHPS' quality rating information and
ESS resultsin its marketing materials in paragraphs (c) of 156.1120 and 156.1125 and ways to
prevent the use of the information in a misleading manner when being presented to consumers.
c. Enrollee Satisfaction Survey (8156.1125)

Section 1311(c)(4) of the Affordable Care Act directs the Secretary to establish an
enrollee satisfaction survey (ESS) system that would evaluate the level of enrollee satisfaction of
members in each QHP with more than 500 enrollees in the previous year that is offered through
an Exchange. It aso directs Exchangesto display enrollee satisfaction information on their
websites to allow individuals to readily compare enrollee satisfaction data between QHPs. To

implement this provision, HHS is devel oping the ESS as described in the Federal Register Notice
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dated Nov. 1, 2013 (ESS Notice).>* We outline standards in this proposed rule for a QHP issuer
to collect and submit validated enrollee experience data from QHPs offered through an
Exchange.

We believeit isimportant that QHPs offered through Exchanges be assessed using a
reliable and valid survey, administered and scored according to standards developed and
monitored by independent organizations. We based the ESS on the Consumer A ssessment of
Health Providers and Systems (CAHPS® ) Health Plan 5.0 Medicaid survey to assure consumers
and stakeholders that the ESS survey data submitted meet the validity and reliability standards
reported by the CAHPS® program and are comparable to data from other quality comparison
tools. We used existing CAHPS® supplemental item sets or other CAHPS® surveys, when
available and appropriate, to identify any additional items for the ESS.

ESS Administration

At 8156.1125(a), we propose to direct QHP issuers to contract with an HHS-approved
ESS vendor, asidentified by §156.1105, to administer the ESS of the QHP' s enrollees. We also
propose to direct a QHP issuer to authorize its contracted ESS vendor to report survey results to
HHS and the Exchange on the issuer’ s behalf. We believe this proposed approach aligns with
the Medicare program, which uses a similar process by having approved survey vendors
administer the CAHPS® survey to an issuer’s Medicare Advantage and Prescription Drug
Program enrollees. Similar to the proposed general requirement for the QRS in 8156.1120(a),
which directs a QHP issuer to submit datato HHS and the Exchange, QHPs must ensure that

their contracted ESS vendors submit the data collected from the ESS survey to HHS and the

%2 Agency Information Collection Activities: Health Insurance Marketplace Consumer Experience Surveys: Enrollee
Satisfaction Survey and Marketplace Survey Data Collection; Natice, 78 FR 65658 (Nov. 1, 2013).
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Exchange so that HHS can cal cul ate the ESS scores and benchmarks based on a standard scoring
methodology that will allow for reliable, uniform, and comparable scoring across Exchanges.
HHS intends to send cal culated ESS scores to the Exchanges for their respective QHPs and also
intends to use a subset of scores from the ESS as part of the quality rating for QHPs as described
in §156.1120. We intend for the ESS to be administered from January through April of each
calendar year beginning in 2015.

HHS is considering the development of an ESS child-only survey to assess the
experience of children enrolled in child-only plans. Similar to the implementation of the QRS
child-only measure set, CMSis currently ng the feasibility of achild-only ESS based
upon the number of child-only QHPs and enrollees in Exchanges.

In paragraph (b), we propose several data requirements to clarify the standards for
collection and submission of ESS data. At §156.1125(b)(1), we propose to direct a QHP issuer
to collect data of eligible enrollees for each QHP with more than 500 enrollees in the previous
year that has been offered in an Exchange for at least one year following a survey sampling
methodology provided by HHS. We propose that eligible enrollees would be those individuals
enrolled for at least six months during the year prior to the administration of the survey and
solicit comment on this approach.

In paragraph (b)(2), we propose to direct a QHP issuer to submit data, necessary to
conduct the ESS, that has been validated in aform and manner specified by HHS. We propose
that the data for the sample of eligible enrollees that a QHP issuer provides to their contracted
ESS vendor be validated in a consistent way as data validated for the QRS. For example, if a
QHP issuer submits data collected for a quality measure that is validated through the HEDIS®

Compliance Audit process using a NCQA certified auditor, we expect the data that the QHP
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issuer provides to its HHS-approved ESS vendor for the ESS sample be included in that
validation process. We solicit comment on this approach for validation of the data for the ESS
sample of eligible enrollees.

In paragraph (b)(3), we propose to direct a QHP issuer to include only those QHP
enrollees at the reporting level specified by HHS, for data submitted for the ESS. We believe
that the QHP metal level (i.e., HMO Silver, HMO Bronze, PPO Silver, PPO Bronze) for each of
the issuer’s productsis the appropriate level (if enrollment is sufficient to ensure credibility) to
assess enrollee experience and would provide information regarding experience with plans
charging differing premiums. We intend to aggregate the ESS data from the QHP metal level to
the QHP product level (for example, a QHP issuer’'s HMO silver and HMO bronze would be
aggregated into one HMO level score) for public reporting purposes to provide consistency with
the product-level datathat would be submitted for the QRS and align with the QRS methodol ogy
intheinitial years of implementation of these proposed quality standards for QHPs.

We recognize that a QHP issuer may offer a plan outside an Exchange that would be
considered the same plan as one that is certified as a QHP and offered through the Exchange, as
defined in §153.500. Similar to our proposed approach with the QRS, we are considering in the
initial yearsto allow a QHP issuer to include enrollees of QHPs offered through and outside of
the Exchange, to ensure areliable ESS sample size, as long as they are considered the same plan
as established in §153.500. We intend to clarify the operational details of this approach in future
technical guidance. OPM will issue technical guidance regarding the sampling methodol ogy for
multi-State plans, as defined in 45 CFR 155.1000(a). We envision that the sampling

methodology for multi-State plans will align with that of QHPs.
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In paragraph (d), we propose to direct a QHP issuer to submit data necessary to conduct
the survey to its contracted ESS vendor on atimeline and in aform and manner specified by
HHS. Weintend to align the timeframes of the proposed reporting requirements for the ESS and
the QRS. In future technical guidance, we also intend to specify the timeframes for a QHP issuer
to submit the sampling data to its contracted ESS vendor and for the vendor to submit to HHS
and the Exchange, data from the administration of the survey.

ESS Implementation and Reporting

HHS proposes to phase in implementation of the ESS over time which is consistent with
the proposed implementation of the QRS. We believe thiswill allow for appropriate
development and testing of the ESS and the survey methodology; time for QHP issuersto
prepare for data collection, validation and submission; and time for QHP enrollees to build
experience with the QHP and their providers to adequately assess their experience and to ensure
reliable survey results. Therefore, we propose that for QHPs offered in the Exchange during the
2014 open enrollment period, the QHP issuer would submit the required data elements for ESS
beta testing in 2015. The QHP Issuer would then submit the required data elementsin 2016 for
ESS public reporting during the 2017 open enrollment period. Specifically, we intend for QHP
issuers to provide data necessary to conduct the survey to their contracted HHS-approved ESS
vendors, as described in paragraph (a), during the first month of the calendar year and to ensure
that survey results are submitted to HHS or its' designee, by the fifth month of the calendar year.
For example, a QHP issuer reporting data for the 2015 ESS beta test would provide sample
frame data necessary to conduct the ESS for eligible enrollees who would be surveyed, to their
contracted survey vendor in January 2015, allowing adequate time for the vendor to draw the

sample in time to begin fielding the survey on February 1. Then, a QHP issuer would ensure that
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the ESS survey results are submitted to HHS on or around May 31, 2015. For the first year of
ESS public reporting, a QHP issuer would provide sample frame data necessary to conduct the
ESS in January 2016 and ensure that results are submitted to HHS or its' designee on or around
May 31, 2016. We intend for the ESS sample to include all eligible QHP enrollees covered
during the measurement year which would be the previous calendar year and based on sampling
specifications. We intend to provide details of the ESS sampling methodology in technical
guidance that would be periodically updated and which will be published in draft form on an
HHS website to obtain feedback from stakeholders.

We seek comment on the proposed requirement in paragraph (a) to direct a QHP issuer to
contract with an HHS-approved enrollee satisfaction survey vendor and to authorize its
contracted vendor to submit datato HHS and the Exchange. Specifically, request feedback on
our proposed approaches for data collection from eligible enrollees for each QHP with more than
500 enrollees in the previous year that has been offered in an Exchange for at least one year, to
require validation consistent with the process for QRS measure data and to provide data for
eligible enrollees at the QHP metal level for each of the issuer’s products offered on the
Exchange. We aso seek comment on the proposed annual data submission requirementsin
paragraph (b) and (d).

We note that Multi-State Plans, as defined in 45 CFR 155.1000(a), are subject to
providing the data described in paragraph (b). The OPM will provide guidance on ESS reporting
to issuers with whom it holds Multi-State Plan contracts.

Marketplace Survey

Sections 1313 and 1321(a) of the Affordable Care Act provide the Secretary with general

authority to establish standards and regulations related to Exchanges, QHPs, and other
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components of title | of the Affordable Care Act. 1n 8155.1200(b)(3), we direct State Exchanges
to submit performance monitoring data on an annual basis, which would include information on
consumer satisfaction. Pursuant to this legal authority, HHS has proposed a consumer
experience survey, or the Marketplace survey, to assess consumer experience with the
Exchange.®® Similar to the ESS, the Marketplace survey has been devel oped based on the core
set of CAHPS® principles and the format and language of the survey drew from existing
CAHPS® items, to the extent possible. However since the CAHPS® program does not have a
comparable survey to assess entities similar to Exchanges, the Marketplace survey items are new
and were devel oped based on research and feedback from public comment, technical experts and
focus groups. We believeit isimportant to assess experience of consumers interacting with an
Exchange including obtaining information regarding aspects such as the application and
eligibility determination process for Medicaid/Children’ s Health Insurance Program (CHIP)
coverage and the Insurance Affordability Programs. We anticipate that results from the
Marketplace survey would drive quality improvement in Exchanges and provide regulators and
stakeholders with information to use for monitoring and oversight purposes.

We intend to use a single contracted survey vendor to administer the annual Marketplace
survey for each Exchange. We are currently in the survey developmental testing period for the
Marketplace survey in the States in the Federally-facilitated Exchange and we anticipate the
survey betatest to be conducted in early 2015 in all States. We intend to provide each Exchange
with its respective Marketplace survey results, beginning in 2015, to be able to make

improvements for upcoming open enrollment periods.

%3 Agency Information Collection Activities: Health Insurance Marketplace Consumer Experience Surveys: Enrollee
Satisfaction Survey and Marketplace Survey Data Collection; Natice, 78 FR 65658 (Nov. 1, 2013).
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We seek further comment to inform future rulemaking regarding data provided by State
Exchanges to conduct the Marketplace survey. We are considering directing a State Exchange to
provide sampling data for four types of consumersin an Exchange including: (1) potential
applicants (individuals who provided contact information but did not submit an application); (2)
potential enrollees (individuals who successfully applied and were given eligibility and plan
information but did not enroll); (3) enrollees (individuals successfully enrolled); and (4)
effectuated enrollees (individuals who have made their first premium payment). We are also
considering directing a State Exchange to submit sampling data for the Marketplace survey
based on language preference and disability status across each Exchange and we seek comment
on the feasibility for a State Exchange to provide such data.

G. Part 158 — Issuer Use of Premium Revenue: Reporting and Rebate Requirements

1. Subpart A — Disclosure and Reporting
a. 1CD-10 Conversion Expenses (8158.150)

In September 2012, the Secretary changed the date on which issuers are required to adopt
|CD-10 as the standard medical code set from October 1, 2013 to October 1, 2014. Because HHS
cannot accept claims using the ICD-10 code sets prior to that date, issuers may incur conversion
costs in 2014 that would otherwise have been incurred only in 2012 and 2013. In the 2012 and
2013 MLR reporting years, issuers were allowed to report their ICD-10 conversion costs as
expenditures for activities that improve health care quality (QIA), up to 0.3 percent of anissuer’s
earned premium in the relevant State and market (MLR Final Rule, 76 FR 76574). Because the
|CD-10 implementation date has been postponed to 2014, we propose that issuers be allowed to
report their 2014 1CD-10 conversion costs as QIA in the 2014 reporting year, up to 0.3 percent of

an issuer’s earned premium in the relevant State and market. Although there are no plansto
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further postpone the ICD-10 implementation date, in recognition of this possibility and to avoid
the need for additional regulatory changes, the regulatory change proposed herein permits issuers
to include their ICD-10 conversion costs as QIA through the MLR reporting year in which 1CD-
10 implementation is required by the Secretary.

2. Subpart B—Calculating and Providing the Rebate

a. MLR and Rebate Calculations in States with Merged Individual and Small Group Markets
(§§158.211, 158.220, 158.231)

Our previous rulemakings concerning PHS Act section 2718 permitted issuers to
aggregate individual and small group market datafor MLR purposes in States that require these
two markets to be merged pursuant to section 1312(c)(3) of the Affordable Care Act. This
proposed rule would modify the requirements for data aggregation in §158.220(a) and
§158.231(a) to specify that the individual and small group market data must always be
aggregated if a State requires these two markets to be merged. In addition, this proposed rule
would modify the requirements regarding a higher State MLR standard in §158.211 to clarify
that if a State establishes a higher MLR standard for the merged market, this higher standard
must be used to calculate any rebates for the merged market. These modifications would align
the MLR methodology in the Federal MLR rule with the MLR methodol ogies applied by the
affected States.

b. Accounting for Special Circumstances (8158.221)

On November 14, 2013, the Federa government announced a policy under which, if
certain conditions were met, it would decline to enforce certain specified 2014 market reforms
against certain non-grandfathered health insurance coverage in the individual or small group

market renewed between January 1, 2014 and October 1, 2014, and requested that States adopt a
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similar non-enforcement policy.® CMS noted in the Proposed 2015 Payment Notice (78 FR
72322) that this transitional policy would not have been anticipated by issuersin setting rates for
2014 and stated that we were exploring modifications to different programs to help mitigate the
impact of this policy.

Issuers that provided transitional coverage may have incurred additional administrative
costs, such as expenses related to devel oping and sending required consumers notices, and
creating and submitting new policy and rate filings. We also recognize that issuers of QHPsin
the individual and small group markets may have incurred costs due to technical problems during
the launch of the State and Federal Exchanges.

Pursuant to the direction under PHS Act 2718(c), our development of the standardized
methodologies for calculating an issuer’s MLR must be designed to “take into account the
specia circumstances of smaller plans, different types of plans, and newer plans.” Inthe MLR
Interim Final Rule (75 FR 74864), HHS exercised this authority by making adjustments to the
formulafor calculating an issuer’s ML R with respect to “expatriate plans’ (i.e., policies that
provide coverage to employees outside their country of citizenship, employees outside their
country of citizenship and outside their employer’s country of domicile, and non-U.S. citizens
working in their home country) and “mini-med” plans (i.e., plans with a total annual benefit
maximum of $250,000 or |ess).

In its discussion of the “specia circumstances’ that applied to expatriate plans, the
Interim Final Rule noted that “their unique nature resultsin a higher percentage of administrative

costsin relation to premiums than plans that provide coverage primarily within the United

> Letter to Insurance Commissioners, Center for Consumer Information and Insurance Oversight, November 14,
2013. Available at: http://www.cms.gov/CClI O/Resources/L etters'Downl oads/commi ssioner-letter-11-14-2013.pdf.
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States.”>> Examples of the higher administrative costs for these plansinclude: identifying and
credentialing providers worldwide in countries with different licensing and other requirements
from those found in the United States, processing claims submitted in various languages that
follow various billing procedures and standards, providing translation and other servicesto
enrollees, and helping subscribers locate qualified providersin different countries. The Interim
Final Rule also recognized the “special circumstances’ that applied to mini-med plans. In this
latter case, it was not higher administrative costs, but lower claims costs relative to
administrative costs, due to the very low annual dollar limits of mini-med plans. In both cases,
adjustments were made to the ML R methodology as applied to such plans so that they would not
be required to pay rebates based on their plan design, even if they wererelatively as efficient as
other plans that are able to meet the MLR standard under the standard methodology.

Consistent with this approach, we are proposing to exercise our authority to account for
the special circumstances of plans affected by the transitional policy or the technical problems
during the launch of the State and Federal Exchanges. These adjustments would only extend to
issuersin theindividual and small group markets that offered transitional coverage or
participated in the State and Federal Exchanges, and only for the 2014 reporting year. A
transitional policy cost adjustment to the formulafor calculating an issuer’s MLR would not
apply in States that did not implement the transitional policy, or in States that did, to issuers that
did not elect to implement it.

With respect to the adjustment for issuers offering transitional coverage, we are
proposing that the MLR calculation methodology for the individual and small group markets

would be changed to allow these issuers to multiply the incurred claims and expenses for quality

5 75 CFR 74871
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improving activitiesincurred in 2014 in the MLR numerator by 1.0001. This adjustment takes
into account the fact that the multiplier would be applied to the issuer’s entire experiencein
2014, which may also include experience for plans other than transitional coverage in that State
and market. In developing this adjustment, we considered the following costs as they relate to
the transitional policy: (1) developing and sending required notices; (2) actuarial work, including
that with respect to premium stabilization programs; (3) regulatory and rate filings; and (4)
activities related to re-contracting.

With respect to the adjustment for issuers offering coverage through the State and Federal
Exchanges, we are proposing that the MLR cal culation methodology for the individual and small
group markets would be changed to allow issuers participating in the Exchanges to multiply the
incurred claims and expenses for quality improving activitiesincurred in 2014 in the MLR
numerator by 1.0004. This adjustment takes into account the fact that the multiplier would be
applied to the issuer’ s entire experience in 2014, which may also include experience for plans
offered off the Exchange in that State and market. In developing this adjustment, we considered
the following costs as they relate to the technical issues during the launch of the State and
Federal Exchanges: (1) information technology (IT) development and testing; (2) IT system
maodifications and re-programming; (3) providing feedback to CM S or a State on functionality
and data transmission; (4) assistance to enrollees (e.g., enhanced call center activity); (5)
engaging in pilot projects relating to direct enrollment; (6) developing technical “tickets” for the
CMS or a State help desk; (7) work with the Exchange(s) to resolve these technical problems; (8)
manual processing of enrollment data, including but not limited to enrollment and payment data
template creation, monthly submission of data reports, and monthly submission of data accuracy

certification forms; and (9) development of other manual workarounds.
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HHS believes that these adjustments would appropriately account for the special
circumstances related to implementation of the transitional policy and the rollout of the
Exchanges, while still requiring issuers to comply with the statutory MLR requirement.

In addition to seeking comment on the above proposed approach, we also invite comment
on other options for making an appropriate adjustment to the MLR formulato account for the
unanticipated costs related to the transitional policy and the Exchange implementation.

c. Distribution of De Minimis Rebates (§158.243)

The MLR December 7, 2011 final rule defines the threshold amounts below which
rebates are considered to be de minimis and sets forth the provisions for distribution of such
rebates. In this proposed rule, we propose to amend the provisions for de minimis rebatesin
§158.243 to clarify how issuers must distribute rebates where (1) all of an issuer’s rebates are de
minimis, or (2) distribution of de minimis rebates to enrollee(s) whose rebates are not de minimis
would result in an enrollee receiving arebate that exceeds the enrollee’s annua premium. We
propose that in these two situations, the issuer must distribute de minimis rebates to enrolleesin
the policies that generated the de minimis rebates. The current de minimis rebate provisions
allow issuers not to distribute de minimis rebates to enrollees in the policies that generated those
rebates, but instead to aggregate such rebates and distribute them to other enrollees whose
rebates are not de minimis.

V. Collection of Information Requirements

Under the Paperwork Reduction Act (PRA) of 1995, we are required to provide 60-day
notice in the Federal Register and solicit public comment before a collection of information
requirement is submitted to the Office of Management and Budget (OMB) for review and

approval. This proposed rule contains information collection requirements (ICRs) that are
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subject to review by OMB. In order to fairly evaluate whether an information collection should
be approved by OMB, section 3506(c)(2)(A) of the Paperwork Reduction Act of 1995 requires
that we solicit comment on the following issues:
e The need for the information collection and its usefulness in carrying out the proper
functions of our agency.
e The accuracy of our estimate of the information collection burden.
e Thequality, utility, and clarity of the information to be collected.
¢ Recommendations to minimize the information collection burden on the affected public,
including automated collection techniques.
We are soliciting public comment on each of these issues, which contain ICRs.

A. ICRs Regarding Recertification for Certified Application Counsdlors (§155.225)

Under proposed §155.225(d)(7), certified application counselorswould be required to be
recertified on at least an annual basis after successfully completing recertification training as
required by the Exchange. Each Exchange would be required to establish its own recertification
process and standards consistent with these requirements. We expect that establishing a process
for recertification would include creating a recertification request form (or similar document) in
Exchanges that directly certify certified application counsel ors. We estimate that up to 18 State
Exchanges would develop their own recertification request form.*® We estimate that the
development of a recertification request form, as may be applicable for Exchanges that directly
certify certified application counselors would take a health policy analyst (at $49.35 labor cost

per hour) up to 1 hour to create, a senior manager (at $79.08 cost per hour) up to .5 hours (30

% We estimate 18 State Exchanges (which includes Utah) will develop their own processes for recertification. HHS
will establish asingle processin all FFEs.
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minutes) for review, and an attorney up to .5 hours (at $90.15 labor cost per hour) for legal
review. We estimate that the one-time cost burden would be two hours with a cost burden of
$134 for each Exchange, and the total burden for 18 State Exchanges would be 36 hours with a
cost burden of $2,412.

There are recordkeeping requirements associated with devel oping and maintaining a
request form. We estimate that the time burden associated with maintaining a copy of the
request form would be .016 hours (1 minute); we assume a mid-level health policy analyst would
maintain the form through electronic copies at minimal cost, which we estimate as $0.79 as a
one-time requirement for the Exchange. The total burden for 18 Exchanges would be 1.08 hours
and the total cost burden would be $14.22.

There would also be third-party disclosure requirements for 18 State Exchanges
associated with reviewing each certified application counselor’ s recertification request, which
would require the Exchange to notify the individual of the result of its review and issue a new
certificate for each individual who successfully completes recertification. This notice
requirement would apply to the Exchange on an annual basis. We estimate that it would take a
mid-level health policy analyst in the Exchange up to .08 hours (5 minutes) to notify an
individual. The estimated cost burden is $4.11 for each individua notice, including the
certificate. For purposes of this analysis, we estimate that there would be approximately 30,000
certified application counselors nationwide, or approximately 10,600 application counselorsin
18 State Exchanges. Thetotal cost burden would be approximately $2,422 for each State
Exchange. The total burden for 18 State Exchanges would be approximately 883 hours and the
total cost burden would be $43,593. There would be recordkeeping requirements associated with

issuing each individual notice. We estimate that the time burden associated with maintaining a
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copy of the notice and certificate would be .016 hours (1 minute); we assume a mid-level health
policy analyst, with alabor cost of $49.35 an hour, would maintain the form through electronic
copies at minimal cost, which we estimate as $0.79 per notice for each individua certified
application counselor. The total recordkeeping burden for 10,600 certified application
counselorsin 18 State Exchanges would be 170 hours and the total cost burden would be $8,374,
or $265 per Exchange.

For Exchanges that designate organizations to directly certify certified application
counselors under 8155.225(b)(1), there would be requirements associated with implementing a
recertification process under the applicable Exchange' s standards. We expect that this process
would include creating and issuing a recertification request form (or similar document) for an
organization’s certified application counselors to submit to indicate their intention to be
recertified and provide an updated conflicts of interest disclosure or other attestations as may be
required. We estimate that up to 5,000 designated organizations would develop their own
recertification request form. We estimate that the development of arecertification request form
would take a health policy analyst (at $49.35 labor cost per hour) up to 1 hour to create, a senior
manager (at $79.08 labor cost per hour) up to .5 hours (30 minutes) for review, and an attorney
(at $90.15 labor cost per hour) up to .5 hours (30 minutes) for legal review. We estimate that the
one-time cost burden would be $134 for each organization. The total one-time burden for 5,000
organizations nationwide would be 10,000 hours and the total cost burden would be $670,000.

There would be recordkeeping requirements associated with devel oping and maintaining
areguest form. We estimate that the time burden associated with maintaining a copy of the
request form would be .016 hours (1 minute); we assume a mid-level health policy analyst with a

labor cost of $49.35 an hour would maintain the form through electronic copies at minimal cost,
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which we estimate as $0.79 as a one-time requirement for each organization. The total one-time
burden for 5,000 organi zations nationwide would be 80 hours and the total cost burden would be
$3,950.

There would also be third-party disclosure requirements for designated organizations
associated with reviewing each certified application counselor’ s recertification request, which
would require the organization to notify the individual of the result of its review and issue a new
certificate as appropriate. This notice requirement would apply to the organization on an annual
basis. For purposes of estimating the burden on designated organizations, we assume that of the
estimated 30,000 certified application counselors nationwide, approximately 19,400 would be
directly certified by designated organizations, or four certified applications counselors on
average per designated organization. We estimate that it would take a mid-level health policy
analyst up to .08 hours (5 minutes) to notify an individual and issue a new certificate. The
estimated cost burden is $4.11 for each individual notice. For an estimated 19,400 certified
application counselors nationwide, or approximately four certified application counselors on
average in each organization, the total cost burden would be approximately $16.44 for each
organization. The total burden for 5,000 designated organizations nationwide would be
approximately 1,617 hours and the total cost burden would be approximately $79,734.

There would be recordkeeping requirements associated with issuing a certificate. We
estimate that the time burden associated with maintaining a copy of each certificate issued at
recertification would be .016 hours (1 minute); we assume a mid-level health policy analyst with
alabor cost of $49.35 an hour would maintain the form through electronic copies at minimal

cost, which we estimate as $0.79 as a per certificate for each organization. The total
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recordkeeping cost per organization would be $3.16. The total burden for 5,000 organizations
nationwide would be 323 hours and the total cost burden would be approximately $ 15,326.

There would be third-party disclosure requirements for individual certified application
counsel ors associated with compl eting the requirements for recertification, whether done directly
through the Exchange or through an Exchange-designated certified application counselor
organization. Such recertification requirements would include completing Exchange required
training and might also include satisfying other requirements consistent with the Exchange-
established processes, such as providing conflicts of interest disclosures, other attestations and
submitting a recertification request form (or similar document) and other attestations. These
requirements would apply to certified application counselors on an annual basis. Although
nothing prohibits individual certified application counselors or organizations from being funded
through sources such as applicable private, State, or Federal programs, we expect that certified
application counselors would not be guaranteed any specific funding. We estimate the
professional wage of certified application counselors for this type of work as equivalent to that of
an eligibility interviewer for assistance from government programs and agency resources. We
estimate that it would take a certified application counselor with alabor cost of $26.65 an hour
up to 0.17 hours (10 minutes) to complete and submit the recertification request to the
organization or Exchange, as applicable. The estimated cost burden would be $4.53 for each
individual seeking recertification. We estimate that there would be approximately 30,000
recertification requests provided, for atotal burden of 5,000 hours and atotal cost burden of
$135,915 for all certified application counsel ors nationwide.

There would be third-party disclosure requirements associated with taking recertification

training. We expect that an individual certified application counselor would provide proof to the
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organization or Exchange that he or she has successfully completed the recertification training, in
accordance with the Exchange' s process. We estimate that it would take a certified application
counselor with alabor cost of $26.65 an hour up to .03 hours (2 minutes) to provide the training
certificate to the organization or Exchange, as may berequired. The total estimated cost burden
is $0.80 for each individual seeking recertification. We estimate that there would be
approximately 30,000 training certificates provided, and the total burden would be 1,000 hours,
with atotal cost burden of $24,000 for all certified application counsel ors nationwide.

In addition, there would be recordkeeping requirements associated with the training
certification. We expect each person who receives training would obtain and maintain a record
of training certification. We estimate that the time burden associated with maintaining proof of
training certification is.016 hours (1 minute), since we assume this proof would be maintained
through electronic copies, at minimal cost. Thetotal cost estimated for each individual to
maintain proof of training certification would be $0.43. The total burden would be 500 hours
and the total cost burden would be $12,900 for all certified application counselors nationwide.

B. ICRs Regarding Consumer Authorization (88 155.210 and 155.215)

For purposes of the |CRs associated with this proposal, we use the same labor cost
estimates that were used in the final Navigator and non-Navigator assistance personnel standards
rule (Patient Protection and Affordable Care Act; Exchange Functions: Standards for Navigators
and Non-Navigator Assistance Personnel, July 17, 2013, 78 FR 42842). Navigator personnel
and non-Navigator assistance personnel to which §155.215 applies are estimated to have alabor
cost of $20 per hour. Navigator and non-Navigator assistance project leads to which §155.215
applies are estimated to have alabor cost of $29 per hour. Navigator and non-Navigator senior

executives to which §155.215 applies are estimated to have alabor cost of $48 per hour. These
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are estimates commonly used for estimating paperwork burden and do not represent a
recommendation or a requirement of how much Navigator and non-Navigator personnel to which
§155.215 applies are to be paid. Thereis nothing in the proposed regulations that would require
any of these workers to be paid any specific amount.

In the ICR currently approved under OMB control number (OCN) 0938-1220, we hoted
that there were 105 Navigator grantee organizations at that time in FFES, including SPEs, and we
estimated that there were 3,000 individuals working as Navigators. We estimated the number of
non-Navigator assistance project leads to be 300 and 1,800 for personnel and we use those
estimates here as well.

In accordance with proposed §155.210(€)(6) and §155.215(g), Navigators, aswell as
those non-Navigator personnel to whom 8155.215 applies, would be required to maintain
procedures to inform consumers of the functions and responsibilities of Navigators and non-
Navigator assistance personnel (as applicable), and to obtain authorization for the disclosure of
consumer information to the Navigator or non-Navigator assistance personnel (as applicable).
Thiswould be a one-time requirement for the organization. We estimate that it would take a
Navigator or non-Navigator assistance personnel project lead up to 2 hours to create the form for
providing authorization to applicants, and a Navigator or non-Navigator senior executive up to 1
hour to review the procedure, for atotal time burden of up to 3 hours. We estimate the cost
burden associated with creating this procedure would be $106 per organization. The total cost
for all 105 Navigator grantee organizations is estimated to be $11,130. The total cost for all 300
non-Navigator assistance personnel organizations is estimated to be $31,800.

There are a so recordkeeping requirements associated with developing and maintaining a

model agreement and authorization form. Each organization is expected to maintain a copy of
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the executed forms. We estimate that the time burden associated with maintaining a copy of
executed agreement and authorization forms for each consumer would be 0.016 hours (1
minute); we assume these would be maintained through electronic copies with minimal cost.

In addition, there would be burdens on individual Navigators, as well as those non-
Navigator assistance personnel to whom 8§155.215 applies. Under 8155.210(e)(6) and
§155.215(g), respectively, Navigators and non-Navigator assistance personnel would be required
to inform consumers of the functions and responsibilities of Navigators and non-Navigator
assistance personnel and obtain authorization for the disclosure of consumer information to a
Navigator or non-Navigator assistance personnel prior to obtaining the consumer’s personally
identifiable information. In the final rule on certified application counselors (78 FR 42824,
42854-42855), we estimated that it would take a certified application counselor 0.25 hours (15
minutes) to provide consumers with information about the functions and responsibilities of a
certified application counselor, obtain their authorizations, and provide any applicable conflict of
interest disclosures. Because here we are only estimating the time required to provide consumers
with information about the functions and responsibilities of a Navigator or non-Navigator
assistance personnel and obtain their authorization, we estimate that it would take a Navigator or
non-Navigator assistance personnel 0.1667 hours (10 minutes) to perform thistask. The total
cost estimate for the consumer authorization process for Navigators and non-Navigator
assistance personnel therefore would be $3.33. The total time burden on all 3,000 Navigatorsis
estimated to be approximately 500 hours, and the total cost burden on all 3,000 Navigatorsis
estimated to be $9,990. The total time burden on all 1,800 non-Navigator assistance personnel is
estimated to be 300 hours, and the total cost burden on all 1,800 non-Navigator assistance

personnel is estimated to be $5,994.
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C. ICRs Regarding Enrollee Satisfaction & Marketplace Surveys (§8155.1200, 156.1105 and

156.1125)

In 8156.1105 of this proposed rule, we would establish a monitoring and appeal s process

for HHS-approved enrollee satisfaction survey vendors. Specifically, in §156.1105(d), we would
establish a process in which HHS would monitor approved vendors for ongoing compliance.
HHS might require additional information from approved vendors to be periodically submitted in
order to ensure continued compliance. We estimate that HHS would approve approximately 40
ESS vendors. We estimate that it would take no longer than one hour for each vendor (at a cost
of $24.10 per hour) to comply with any additional monitoring by HHS. Therefore, we estimate a
total annual burden of 40 hours for all vendors for atotal cost burden estimate of $964.00.

In 8156.1105(e) of this proposed rule, we propose a process by which an enrollee
satisfaction survey vendor that is not approved by HHS could appeal HHS' s determination. It is
estimated that filing an appeal with HHS would take no longer than one hour. We estimate that
five survey vendors that apply would not be approved and all of those vendors would appeal
HHS' s determination and submit additional documentation to HHS. Therefore, we estimate five
responses, for atotal of five burden hours, for atotal cost of $120.50.

The burden estimate associated with quality standards for QHP issuers related to the ESS
outlined in 8156.1125 would include the time and effort required for QHP issuersto collect,
submit and validate ESS data on an annual basis. The burden and cost related to the survey
respondents and ESS vendors associated with the ESS has been approved under OCN 0938-
1221. In addition, we estimate that each QHP would need an average of 54 hours or $1,349.60
for the ESS to be administered by mail, phone and/or by web for its QHPs. Assuming atotal of

575 QHP issuers, we estimate that the annual burden would be 31,050 hours or $776,020.
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The burden with the Marketplace survey under §155.1200(b)(3) would include the time,
cost and effort related to survey respondents and has been approved under OCN 0938-1221. In
addition, we will revise the information collection currently approved under OCN 0938-1119 to
account for any additional burden for an Exchange if sampling datais needed from State
Exchanges for CM S to administer the Marketplace survey.

D. ICR Regarding Quality Rating System (§156.1120)

The burden and cost estimates associated with quality standards for QHP issuers related
to the QRS outlined in 8156.1120 would include estimates for QRS measure data collection,
validation, and submission to CMS. We estimate that a total of 575 QHP issuers would be
collecting and reporting QRS measure data, by product type, using administrative data sources
and medical records. Using the BLS labor category estimates for a general operations manager,
computer programmer, business operations specialist, registered nurse, and medical records and
health information analyst, the estimated annual cost and hourly burden for a QHP issuer would
be $117,424 and 1650 hours, for an issuer who has performance measures data collection
experience. We estimate that approximately eighty percent of all issuers, or 460 issuers, have
such experience. We anticipate additional software purchases to generate measure data and rates
and increased third-party data validation fees for issuers that do not have the experience in data
collection and reporting for the QRS as proposed in 8156.1120. Therefore, we estimate that the
additional cost burden for each of the remaining 115 issuers would be approximately $102,500 in
theinitial year asthey develop their data collection systems and processes, for atotal of
approximately $11,787,500. We estimate $67,518,800 and 948,750 hours as the total annual
burden for the anticipated 575 QHP issuers to collect and report QRS data.

E. ICRs Regarding Quality Standards for Exchanges (88155.1400 and 155.1405)
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In §155.1400 and §155.1405, we propose that each Exchange must display, on its
website, quality rating and enrollee satisfaction survey result information for QHPs offered on
the Exchange. We estimate 18 State Exchanges and the FFE would collect the relevant QRS and
ESSinformation for display. The burden estimate associated with these standards would include
collection of the necessary data by each Exchange to display on its website. This burden and
cost for Exchanges are currently approved under ONC 0938-1156 in the total website site that
provides information including ESS and quality ratings, on available QHPs. The provisions of
this proposed rule would not affect the burden.

F. ICR Regarding Medica Loss Ratio Requirements (88158.150, 158.211, 158.220, 158.221,

158.231 and 158.243)

This proposed rule would amend the MLR provisions regarding the treatment of ICD-10
conversion costs. This proposed rule further proposes MLR calculation adjustments for issuers
affected by the transitional policy announced in the CM S letter dated November 14, 2013 and for
issuers participating in the State and Federal Exchanges. This proposed rule would also clarify
how issuers areto calculate their MLRs in States that require the small group market and
individual market to be merged. In addition, this proposed rule would clarify how issuers must
distribute de minimis rebates. Both ML Rs and rebates are reported on the MLR annual reporting
form.

The burden for the existing information collection requirement is approved under OCN
0938-1164. Thisincludes the annual reporting form and instructions that are currently used by
issuersto submit MLR information to HHS. The MLR annual reporting form collects
information on al distributed and owed rebate amounts, regardless of whether they are de

minimis. Prior to the July 31, 2015 deadline for the submission of the annual MLR report for the
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2014 MLR reporting year, and in accordance with the PRA, HHS plans to solicit public
comment and seek OMB approval for an updated MLR annual form that would reflect the
changesin MLR calculations. In addition, although HHS is seeking OMB approval for updates
to the MLR annual form that reflect changesin MLR calculationsin States that require the small
group market and individual market to be merged, and changes that would allow issuersto
separately report transitional coverage, these changes are not considered new reporting
requirements as they utilize information that is a subset of information that issuers already
submit to HHS. We do not anticipate that the proposed changes would increase the burden on
issuers.

G. ICRs Regarding Civil Money Penalties (§8155.206 and 155.285)

Section 155.206 describes the bases and processes HHS proposes to use to impose CMPs
on noncompliant consumer assistance personnel and organizations. Section 155.285 describes
the bases and processes HHS proposes to use to impose CM Ps on persons who provide false or
fraudulent information required under section 1411(b) of the Affordable Care Act or who
knowingly and willfully use or disclose information in violation of section 1411(g) of the
Affordable Care Act. The ICRs proposed in these provisions are exempt from PRA
requirements in accordance with 5 CFR 1320.4(a)(2) because this information would be
collected during the conduct of an administrative action or investigation involving an agency
against specific individuals or entities.

H. ICRs Regarding Fixed Indemnity Insurance, Minimum Essential Coverage, Certifications of

Creditable Coverage and HIPAA Opt-Out Election Notice, Notice of Discontinuation, Notice of

Renewal (88146.152, 146.180, 147.106, 148.122, 148.124, 148.220, and 156.602)
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In §148.220 of this proposed rule, we propose that issuers of individual market fixed
indemnity insurance include a notice in plan materials stating that the coverage is not a substitute
for major medical coverage and that lack of minimum essential coverage may result in an
additional payment with one’staxes. The notice requirement could be satisfied by inserting a
statement into existing plan documents. HHS would provide the exact text of the notice and it
would not need to be customized. In addition, under proposed §156.602, issuers of foreign
group health coverage would be required to provide notice to enrollees who are citizens or
national s of the United States of its minimum essential coverage status. Plan documents are
usually reviewed and updated annually before anew plan year begins. Issuerswould be able to
insert the statementsin their plan documents at that time at minimal cost. Once the noticeis
included in the plan documents the first year, no additional cost would be incurred in future
years. Sections 146.152, 147.106 and 148.122 of this proposed rule provide that issuers that
discontinue a product in the group or individual market, or that provide the option to renew
coverage, would also be required to provide written notices to enrollees in aform and manner
specified by the Secretary. HHS would provide the exact text of the notices and they would not
need to be customized. The burden associated with these notices would not be subject to the
Paperwork Reduction Act of 1995 in accordance with 5 CFR 1320.3(c)(2).

Certifications of creditable coverage under §148.124 would no longer be required to be
provided starting December 31, 2014. The burden is currently approved under OCN 0938-0702.
In the individual market, the anticipated reduction in annual burden hours would be 835,517,
with an anticipated reduction in cost of $25,625,306. The burden for HIPAA Opt-out Election

notices under 8146.180 is currently approved under OCN 0938-0702 as well. Electronic
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submission of opt-out election notice will also reduce costs for plans by eliminating the need for
mailing paper forms.

If you comment on these information collection requirements, please do either of the
following:

1. Submit your comments electronically as specified in the ADDRESSES section of this
proposed rule; or

2. Submit your comments to the Office of Information and Regulatory Affairs, Office of
Management and Budget, Attention: CM S Desk Officer, CMS-9949-P. Fax: (202) 395-6974; or
Email: OIRA_submission@omb.eop.gov.
V. Regulatory Impact Analysis
A. Summary

This proposed rule addresses various requirements applicable to health insurance issuers,
Exchanges, Navigators, non-Navigator assistance personnel, and other entities under the
Affordable Care Act. It aso proposes a number of amendments relating to the premium
stabilization programs, the medical loss ratio program, certified application counselor programs,
affordability exemptions, guaranteed availability and renewability of coverage, and quality
reporting requirements. Additionally, it proposes the grounds for imposing CMPs on persons
who provide false or fraudulent information to the Exchange and on persons improperly using or
disclosing information; to modify standards related to opt-out provisions for self-funded non-
Federal governmental plans and individual market provisions under the Health Insurance
Portability and Accountability Act of 1996; and standards for recognition of certain types of

foreign group coverage as minimum essential coverage.
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CMS has crafted this rule to implement the protections intended by Congressin an
economically efficient manner. We have examined the effects of thisrule as required by
Executive Order 12866 (58 FR 51735, September 1993, Regulatory Planning and Review), the
Regulatory Flexibility Act (RFA) (September 19, 1980, Pub. L. 96-354), section 1102(b) of the
Social Security Act, the Unfunded Mandates Reform Act of 1995 (Pub. L. 104-4), Executive
Order 13132 on Federalism, and the Congressional Review Act (5 U.S.C. 804(2)). In
accordance with OMB Circular A—4, CMS has quantified the benefits, costs and transfers where
possible, and has also provided a qualitative discussion of some of the benefits, costs and
transfers that may stem from this proposed rule.

B. Executive Orders 13563 and 12866

Executive Order 12866 (58 FR 51735) directs agencies to assess all costs and benefits of
available regulatory alternatives and, if regulation is necessary, to select regulatory approaches
that maximize net benefits (including potential economic, environmental, public health and
safety effects; distributive impacts; and equity). Executive Order 13563 (76 FR 3821, January
21, 2011) is supplemental to and reaffirms the principles, structures, and definitions governing
regulatory review as established in Executive Order 12866.

Section 3(f) of Executive Order 12866 defines a“ significant regulatory action” as an
action that islikely to result in a proposed rule--(1) having an annual effect on the economy of
$100 million or more in any one year, or adversely and materially affecting a sector of the
economy, productivity, competition, jobs, the environment, public health or safety, or State, local
or tribal governments or communities (also referred to as “economically significant”); (2)
creating a serious inconsistency or otherwise interfering with an action taken or planned by

another agency; (3) materially altering the budgetary impacts of entitlement grants, user fees, or
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loan programs or the rights and obligations of recipients thereof; or (4) raising novel legal or
policy issues arising out of legal mandates, the President’ s priorities, or the principles set forthin
the Executive Order.

A regulatory impact analysis (RIA) must be prepared for major rules with economically
significant effects ($100 million or morein any 1 year), and a“significant” regulatory action is
subject to review by the OMB. HHS has concluded that thisruleislikely to have economic
impacts of $100 million or more in any one year, and therefore meets the definition of
“significant rule” under Executive Order 12866. Therefore, HHS has provided an assessment of
the potential costs, benefits, and transfers associated with this proposed regulation.

1. Need for Regulatory Action

Starting in 2014, qualified individuals and qualified employers are able to obtain
coverage provided through Exchanges. The proposed provisions, amendments and clarifications
in this proposed rule would address stakeholder concerns and inquiries and ensure smooth
functioning of health insurance markets and Exchanges and ensure that individuals have access
to high quality and affordable health insurance coverage. In addition, this proposed rule would
establish methodologies for calculating the MLR to address |CD-10 conversion costs, MLR and
rebate calculations in States that require the individual and small group markets to be merged,
the distribution of de minimis rebates, and to accommodate the special circumstances of issuers
affected by the transitional policy announced in the CM S letter dated November 14, 2013, and
issuers participating in the State and Federal Exchanges.

2. Summary of Impacts
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In accordance with OMB Circular A-4, Table V.1 below depicts an accounting statement
summarizing CMS' s assessment of the benefits, costs, and transfers associated with this
regulatory action. The period covered by the RIA is 2014 — 2018.

HHS anticipates that the provisions of this proposed rule will ensure that all consumers
have access to quality and affordable health care and are able to make informed choices, ensure
smooth operation of Exchanges, ensure that premium stabilization programs work as intended,
provide flexibility to SHOPs and employers, and protect consumers from fraudulent and criminal
activities. Affected entities such as QHP issuers, Navigators and non-Navigator assistance
personnel, designated certified application counselor organizations, survey vendors, and States,
would incur costs to comply with the proposed provisions, including administrative costs related
to notices, surveys, training, and recertification requirements. In accordance with Executive
Order 12866, HHS believes that the benefits of this regulatory action justify the costs.

TableV.1: Accounting Table

Benefits:

Qualitative:

* Ensure access to affordable and quality health insurance coverage for all individuals

* Allow consumers to make informed choices

* Lower out-of-pocket costs for individuals who purchase fixed indemnity insurance

* Possible reduction in cost sharing due to adjustment in methodology for cal culating annual
limitations on cost-sharing and small group deductibles

* Ensure sufficiency of funds in the reinsurance payment pool

* Ensure consumer protection and privacy and security of PlI

* Discourage fraudulent or criminal activity by consumer assistance personnel and entities

* Provide additional flexibility to SHOPs and employers and alow employersto select plans
with updated rate information

* Improve consistency of MLR calculations among issuers in States with merged individual and
small group markets and improve accuracy of rebate payments

Estimate Y ear Discount Period
Costs: dollar rate covered
percent
Annualized Monetized $48.78 million® 2013 7 | 2014-2018
($millions/year) $49.52 million® 2013 3| 2014-2018

Net annual costs to enrollees related to ESS and Marketplace survey; recertification of certified
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application counselors by States; administrative costs incurred by survey vendors to appeal
application denials; administrative costs to QHP issuers related to data submissions for QRS
and ESS administration; costs related to notice and disclosure requirements for certified
application counselor recertification; consumer authorization for Navigators and non-Navigator
personnel; and areduction in costs for issuersin the individual market due to discontinuation of
certification of creditable coverage.

Qualitative:

* Costs to certified application counselors to obtain required training for recertification

* Reduction in costs to consumers due to ability to make requests to dismiss appeals by
telephone

*Possible increase is premiums due to adjustments in methodol ogy for calculating annual
limitations on cost-sharing and small group deductibles

Transfers: Estimate Y ear Discount Period
dollar rate covered
percent
Annualized Monetized $2.93 million 2013 7 | 2014-2018
($millions/year) $2.99 million 2013 3| 2014-2018

Net annual transfer of rebate dollars to enrollees from shareholders or nonprofit stakeholders,
resulting from adjustment in ML R methodology for issuersin States with merged individual
and small group markets

Qualitative:

*Possible reduction in rebates paid by issuers to enrollees due to adjustment in MLR
methodology for issuers affected by the November 2013 transitional policy and unexpected
costs during the implementation of the Exchanges, and to account for ICD-10 conversion costs
*Possible transfer of transitional reinsurance program funds from the Federal government to
non-grandfathered reinsurance-eligible plansin the individual market

* Possible increase in total risk corridors payment amounts made by the Federal government
and decrease in total risk corridors receipts, athough the Federal government intends to
implement the risk corridors program in a budget neutral manner

1. Note: Approximately $13 million in costs are estimated in the RIA below and the remaining
costs related to ICRs are estimated in section 1V above.

3. Anticipated Benefits, Costs and Transfers

The impacts of the existing regulations that are being amended and clarified in this
proposed rule have already been addressed in RIAs included in previous rulemaking. ThisRIA
only includes the impacts of new provisions and any changes to previous estimates as a result of
amendments to existing provisions.

Benefits
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Provisions of this proposed rule would ensure that al individuals have access to
affordable and quality health insurance coverage and the necessary information to make
informed choices. Making quality rating and enrollee satisfaction survey information available
to consumers would allow them to make informed choices and provide issuers with an incentive
to improve quality of care and consumer experience. The results from the Marketplace survey
would drive quality improvement in Exchanges and provide regulators and stakeholders with
information to use for monitoring and oversight purposes. The proposed amendments to special
enrollment periods would ensure that individuals who experience loss of coverage or exceptional
circumstances have continued access to healthcare. The proposal to designate foreign group
health coverage for individuals on expatriate status as minimum essential coverage would ensure
that such individuals have appropriate coverage while abroad or visiting the United States.

The proposed amendments for fixed indemnity insurance would alow such plansto be
sold as secondary to other health insurance coverage that meets the definition of minimum
essential coverage. Thiswould allow individuals that buy such coverage to lower their out-of -
pocket costs.

The proposed adjustments to the transitional reinsurance program would ensure that the
reinsurance pool is sufficient to provide the premium stabilization benefits intended by statute.
The proposed adjustments to the risk corridors formulafor the 2015 benefit year would help to
mitigate issuers’ unexpected administrative costs and uncertainties around operations and the
risk pool, and to stabilize the market as it continues to transition to full compliance with
Affordable Care Act requirements.

The proposed regulations would clarify some of the standards for Navigator and certified

application counselor conduct that would ensure consumer protection and ensure that Navigators
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provide information and services concerning enrollment in QHPsin afair and impartial manner
and that certified application counselors act in consumers’ best interests. The proposed rule
would also provide HHS with the authority to impose CMPs on Navigators, non-Navigator
assistance personnel, certified application counselors, and certified application counselor
organizations in the FFE who violate the Exchange standards applicable to them. Thiswould
ensure that consumers interacting with the Exchange receive high-quality assistance and robust
consumer protection. The proposed provisions to impose CMPs for provision of false or
fraudulent information, and improper use or disclosure of information would also ensure privacy
and security of consumers' PII.

The proposed amendments to the annual employer and employee enrollment periodsin
the SHOP would benefit SHOPs by providing issuers with the same amount of time to complete
the SHOP QHP certification process as that available for the individual Exchange. Aligning the
start dates for the employer election period with the start of individual market Exchange open
enrollment for 2015 would provide Exchanges with a uniform timeline for improving and
launching Exchange services for 2015. Additionally, a uniform QHP filing and review timeline
for both markets for 2015 would reduce confusion and provide efficiencies to scale in review,
providing potential resource savings to Exchanges and QHP issuers. Removing the required
minimum lengths of both the employer election period and the employee open enrollment period
would provide additional flexibility to SHOPs and employers and alow employersto select
plans with the most up-to-date rate information.

The proposed amendment to provide for a one year transition policy under which a SHOP
would be permitted to not implement employee choice in 2015 would alleviate concerns that

HHS has with specific circumstances where employee choice would result in significant adverse
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selection in the State’ s small group market that cannot be remediated through the premium
stabilization programs or the single risk pool, or that there would not be a meaningful choice of
QHPs and/or stand-alone dental plansin the State’s SHOP. Allowing for thistransitional policy
in 2015 will provide minimal disruption to small group markets.

The proposed amendment to our methodology for calculating the annual limitation on
cost sharing and the annual limitation on small group deductibles could reduce cost sharing paid
by some enrollees in the individual and group markets.

The proposed amendments to the MLR methodology in States that require the small
group market and individual market to be merged would improve the consistency of MLR
calculations among issuers in those States and improve the accuracy of rebate payments.

The approaches we are considering to define the required contribution percentage would
provide that determinations of affordability exemptions would take into account the rate of
premium growth over the rate of income growth. We do not anticipate that these approaches
would significantly alter the number of individuals who would be expected to enroll in health
insurance plans or make shared responsibility payments.

Costs

Affected entities would incur costs to comply with the provisions of this proposed rule.
Costsrelated to |CRs subject to PRA are discussed in detail in section 1V and include
administrative costs incurred by survey vendors to appeal application denials; costs to QHP
issuers related to data submissions for QRS, ESS administration; costs related to notice and
disclosure requirements for certified application counselor recertification, consumer

authorization for Navigators and non-Navigator assistance personnel; and areduction in costs for
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issuersin theindividual due to discontinuation of certification of creditable coverage. Inthis
section, we discuss other costs related to the proposed provisions.

Each Exchange must establish its own recertification process for certified application
counselors and designated certified application counselor organizations. We expect that
establishing a process for recertification would include updating recertification training materials
in all Exchanges. We estimate that up to 18 State Exchanges will develop their own training
materials. We expect that an Exchange would devel op training materials for recertification on an
annual basis. We assume that it would take a mid-level health insurance analyst (with an hourly
labor cost of $49.35) 8 hours to update the training, 4 hours for a computer programmer (at
$52.50 per hour) to update the online training module and 1 hour by a senior manager (at $79.08
per hour) to review. Thetotal cost for each State Exchange is estimated to be approximately
$680, and the total cost forl8 State Exchanges would be approximately $12,240.

The proposed requirement for appeal s entities to dismiss an appeal if therequest is
received viatelephonic signature (if the appeal s entity is capable of accepting telephonic
withdrawals) would make the process more efficient and may reduce costs to the appellant.

The enrollee satisfaction survey would impact enrollees responding to the survey, survey
vendors and QHP issuers. In 2014, a psychometric test of the survey would be carried out, while
in 2015 a beta test would be performed. The cost to issuersis addressed in section 1V. We
anticipate that in 2014, 4,200 enrollees would participate in the psychometric test and in 2015
onwards, 6,000,040 enrollees would complete the survey. Thetotal cost in 2014 of
administering the survey to enrolleesis estimated to be approximately $45,549 and the total cost
to enrollees and survey vendorsis estimated to be approximately $6,507,964 in 2015 and future

years. In 2014, only one survey vendor would conduct the psychometric test and in the
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following years, about 40 vendors are expected to conduct the survey.>” In addition, each QHP
issuer would have to contract with an ESS vendor. We estimate approximately $16,000 as the
annual cost for a QHP issuer to contract with an ESS vendor, for atotal annual cost of $9.2
million for 575 QHP issuers.

The Marketplace survey would be administered by a survey vendor under contract with
HHS. A psychometric test would be conducted in 2014 with a betatest in 2015. Consumers
would incur burden to respond to the survey. We estimate that each response would take 0.4
hours for atotal of 3,150 responses requiring 1,260 hoursin 2014 and atotal of 61,200 responses
requiring 24,480 hoursin 2015 onwards. Total costs would be approximately $30,366 in 2014
and $589,968 in following years.”®

The proposed amendment to our methodology for calculating the annual limitation on
cost sharing and the annual limitation on small group deductibles could lead some issuers to
increase premiums slightly, potentially resulting in higher premiums for consumers.
Transfers

Currently, the MLR regulation permits inclusion of ICD-10 conversion costsin quality
improving activity expenses only through the 2013 MLR reporting year. However, the Secretary
has changed the date by which issuers are required to adopt 1CD-10 as the standard medical code
set from October 1, 2013 to October 1, 2014. Therefore, this proposed rule proposes to permit
issuers to include their ICD-10 conversion costs through the MLR reporting year in which the

Secretary requires conversion to be completed, which is currently expected to be 2014. Based on

*" Detailed burden estimates can be found in the Supporting Statement for the Health I nsurance Marketplace
Consumer Experience Surveys: Enrollee Satisfaction Survey and Marketplace Survey Data Collection, found at
https://www.cms.gov/Regul ations-and-Gui dance/L egi dl ation/PaperworkReductionA ctof 1995/PRA-Listing.html.
%8 Detailed burden estimates can be found in the Supporting Statement for the Health Insurance Marketplace
Consumer Experience Surveys: Enrollee Satisfaction Survey and Marketplace Survey Data Collection, found at
https.//www.cms.gov/Regul ations-and-Gui dance/L egi dl ati on/PaperworkReductionA ctof 1995/PRA-Listing.html.
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the 2012 MLR data, we estimate that the current ICD-10 provision reduced total rebates for 2012
by lessthan 2 percent. To the extent issuers may have completed a substantial portion of ICD-10
conversion prior to 2014, we expect that the impact of the proposed change on the 2014 rebates
would be even smaller.

This proposed rule also proposes to account for the special circumstances of issuers
affected by the CM'S November 2013 transitional policy by allowing those issuers to multiply the
incurred claims and expenses for quality improving activitiesincurred in 2014 in the MLR
numerator by 1.0001. This adjustment would be limited to issuers that provided transitional
coverage in the individual or small group markets in States that adopted the transitional policy.

In addition, this proposed rule proposes to account for the special circumstances of the issuers
that provided coverage through the State and Federal Exchanges by allowing those issuersto
multiply the incurred claims and expenses for quality improving activities incurred in 2014 in the
numerator by 1.0004. This adjustment would be limited to issuers offering coverage in the
individual or small group markets through the Exchanges. Based on the 2012 MLR data, we
estimate that the proposed adjustment for issuers affected by the transitional policy and for
issuers affected by the Exchanges rollout might reduce the total rebates by 0.5 percent for 2014.

In addition, this proposed rule proposes to amend the MLR methodol ogy to clarify how
issuers must calculate MLRs in States that require the small group market and individual market
to be merged for MLR calculation purposes. Thiswould improve the consistency of MLR
calculations among issuersin those States and improve the accuracy of rebate payments.
Currently, only Massachusetts, Vermont, and the District of Columbiarequire the small group
market and individual market to be merged (the Vermont and the District of Columbia

requirements take effect in 2014). If an issuer met the respective MLR standards in the separate
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markets, then this provision would not have any impact on rebates. However, if an issuer met the
MLR standards only in one market and merging the two markets would result in the issuer
meeting (or being unable to meet) the ML R standards in the merged market, the issuer might
have to pay lower (or higher) rebates and there would be atransfer from enrollees to issuers (or
from issuers to enrollees). Based on the 2012 MLR data, we anticipate that the proposed change
might result in issuers paying an additional $3.8 million in rebates.

This proposed rule also proposes that issuers must distribute rebates directly to enrollees
where (1) al of an issuer’ srebates are de minimis, or (2) distribution of de minimis rebates to
enrollee(s) whose rebates are not de minimis would result in an enrollee receiving a rebate that
exceeds the enrollee’ s annual premium. The current de minimis rebate provisions allow issuers
not to distribute de minimis rebates to enrollees, but instead to aggregate such rebates and
distribute them to enrollees whose rebates are not de minimis. With respect to the first proposed
de minimis provision, the current de minimis rebate provisions do not account for a situation
where all of an issuer’ s rebates are de minimis. It is presumed that in such a circumstance,
issuers would distribute the de minimis rebates to all enrollees whose rebates are de minimis
since these issuers would not have any enrollees with non-de minimis rebates; therefore, we do
not consider the proposed clarification to create any additional burden. We are currently aware of
oneissuer that was in this situation, but more issuers may benefit from this clarification as they
begin to come closer to meeting the MLR standard in future years. With respect to the second
proposed de minimis provision, we are not currently aware of any issuers that experienced this
circumstance. Further, there should not be any impact to the total amount of rebates disbursed
because the changes proposed here only impact the recipient of rebates and not the total amount

paid.
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In this proposed rule, we propose to revise our allocation of reinsurance contributions
collected for the 2014 and 2015 benefit years so that reinsurance contributions collected are
allocated first to the reinsurance pool and administrative expenses and second to payments to the
U.S. Treasury. We expect that this proposal would not have a significant effect on transfers,
because we estimate that we will collect the full amount of reinsurance contributions. This
proposal could lower premiums by reducing the uncertainty associated with reinsurance
payments to non-grandfathered plansin the individual market that are eligible for such payments
under 45 CFR 153.234.

The Affordable Care Act creates atemporary risk corridors program for the years 2014,
2015, and 2016 that applies to QHPs, as defined in 8153.500. Therisk corridors program creates
amechanism for sharing risk for allowable costs between the Federal government and QHP
issuers. The Affordable Care Act establishes the risk corridors program as a Federal program;
consequently, HHS will operate the risk corridors program under Federal rules with no State
variation. The risk corridors program will help protect against inaccurate rate setting in the early
years of the Exchanges by limiting the extent of issuer losses and gains. For the 2015 benefit
year, we are proposing an adjustment to the risk corridors formulathat would help mitigate
potential QHP issuers unexpected administrative costs. Although our initial modeling suggests
that this adjustment could increase the total risk corridors payment amount made by the Federal
government and decrease risk corridors receipts, we estimate that, even with this change, the
program can be implemented in a budget neutral manner.

C. Requlatory Alternatives

Under the Executive Order, CMSisrequired to consider aternatives to issuing rules and

aternative regulatory approaches. CM S considered the regulatory alternatives below:
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1. Collecting ESS Data at the Product Level Instead of Each Product Per Metal Tier

Under this alternative, HHS would require QHPs to collect ESS data from asingle
sample for each product (versus each product in each metal tier). This option would reduce the
cost for issuers who offer the same product in multiple tiers. However, collecting data at the
product level would prevent consumers from understanding differences in enrollee satisfaction at
the individual product per tier level, which may vary with differences in cost sharing. This would
reduce the benefits that consumers derive from ESS data.
2. Using Medicaid CAHPS AssInstead of Adding Additional and New Questions to the ESS

Under this alternative, HHS would require QHPs to collect enrollee satisfaction
information using the Medicaid CAHPS instrument without further enhancement. The ESS will
include more questions than the Medicaid CAHPS—including detailed questions about the
patient’ s costs—that are particularly appropriate to Exchange enrollees. Eliminating these
guestions would reduce the cost to issuers, but also reduce benefits that consumers derive from
the ESS data.
3. Collecting QRS Data for Each Product Per Metal Tier Instead of at the Product Level

Under this alternative, HHS would require QHPs to collect the QRS data at the same
level (individual product per metal tier) as they collect ESS information. Assuming that QHPs
offer each product in two metal tiers this option would double the cost to QHPs of collecting
QRS data. However, it might not appreciably increase consumer information about QHPs in the
early years of the Exchanges if the quality of care in the same product does not differ
significantly within tiers (i.e., the variation should only be by the configuration of cost sharing
within alimited range of actuarial value). Further, a QHP' s enrollment size at the product metal

level may be too small in the early years of Exchange implementation to ensure reliable results.
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4. Using the Medicare Advantage (MA) CAHPS Instrument and Star System

Under this alternative, HHS would require QHPs to collect enrollee satisfaction
information from Exchange enrollees using the MA CAHPS instrument. The ESS presently
includes 29 more questions, than MA CAHPS. Use of the MA CAHPS would reduce the cost to
consumers and also the QHP cost of data entry. However, the MA CAHPS instrument and Star
ratings are designed for a different population and are not necessarily suitable to measure
experience among Exchange enrollees. It also would have limited applicability for use by
consumers for QHP comparison and selection purposes.

CMS believes that the options adopted for this proposed rule would be more efficient
ways to extend the protections of the Affordable Care Act to enrollees without imposing
significant burden on issuers and States.

D. Requlatory Flexibility Act

The Regulatory Flexibility Act (RFA) requires agencies that issue arule to anayze
options for regulatory relief of small businessesif arule has a significant impact on a substantial
number of small entities. The RFA generally defines a“small entity” as--(1) a proprietary firm
meeting the size standards of the Small Business Administration (SBA), (2) a nonprofit
organization that is not dominant in itsfield, or (3) asmall government jurisdiction with a
population of less than 50,000 (States and individuals are not included in the definition of “small
entity”). CMS uses asits measure of significant economic impact on a substantial number of
small entities a change in revenues of more than 3 percent to 5 percent.

As discussed in the Web Portal interim final rule with comment period published on May
5, 2010 (75 FR 24481), CMS examined the health insurance industry in depth in the RIA we

prepared for the proposed rule on establishment of the Medicare Advantage program (69 FR
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46866, August 3, 2004). Inthat analysisit was determined that there were few, if any, insurance
firms underwriting comprehensive health insurance policies (in contrast, for example, to travel
insurance policies or dental discount policies) that fell below the size thresholds for * small
entity” established by the SBA. Based on datafrom MLR annual report submissions for the
2012 MLR reporting year,” out of 510 companies offering comprehensive health insurance
policies nationwide, there are 58 small entities, each with less than $35.5 million in earned
premiums, that offer individual or group health insurance coverage and would therefore be
subject to the provisions of this proposed rule. ® Forty three percent of these small entities
belong to holding groups, and many if not all of these small entities are likely to have other lines
of business (e.g., insurance business other than health insurance, and business other than
insurance) that would result in their revenues exceeding $35.5 million. Based on this analysis,
HHS expects that the proposed provisions would not affect a substantial number of small issuers.

The proposed amendments to the annual employer and employee election periodsin the
SHOP, including removing the required minimum lengths of both the employer election period
and the employee open enrollment period would benefit SHOPs and employers. HHS does not
anticipate that thiswill impose any costs on small employers.

Some of the entities that voluntarily act as Navigators and non-Navigator assistance
personnel subject to §155.215, or as designated certified application counselor organizations,
might be small entities and would incur costs to comply with the provisions of this proposed

rule. It should be noted that HHS, in its role as the operator of the FFES, does not impose any

% These data can be accessed at http://www.cms.gov/CCl1O/Resources/Data-Resources/mir.html.

€ The size threshold for “small” business established by the SBA is currently $35.5 million in annual receipts for
health insurance issuers. See *‘ Table of Small Business Size Standards Matched To North American Industry
Classification System Codes,’’ effective July 23, 2013, U.S. Small Business Administration, available at
http://www.sba.gov.
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fees on these entities for participating in their respective programs, nor are there fees for taking
the Federally required training or completing continuing education or recertification in FFES.
Further, the cost burden related to continuing education and recertification, and recordkeeping
would generally be considered an allowed cost that would be covered by the Navigator grants for
the FFEs, and these grant funds may be drawn down as the grantee incurs such costs. The costs
associated with these proposal's might aso be covered by other compensation provided by an
Exchange, such as payments through contracts to non-Navigator assistance personnel. Though it
isvery likely that al costs associated with these proposals would be largely covered by affected
entities’ and individuals' funding sources, HHS cannot guarantee that all such costs would be
covered because of the possibility of budget limitations applicable to the FFE in any given
period, and because there may be variations in how State Exchanges provide funding for these
programs. To the extent that al such costs would not covered by these funding sources, other
outside sources may also be available to cover unfunded costs that remain. Costs incurred by
designated certified application counselor organizations related to continuing education and
recertification and recordkeeping are expected to be low. In some circumstances funds from
sources outside of the Exchange, including Federal funds such as Health Resources and Services
Administration (HRSA) grants to health centers, or private or State funds might be available to
cover certified application counselor costs.

E. Unfunded Mandates Reform Act

Section 202 of the Unfunded Mandates Reform Act (UMRA) of 1995 requires that
agencies assess anticipated costs and benefits before issuing any proposed rule that includes a

Federal mandate that could result in expenditure in any one year by State, local or tribal
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governments, in the aggregate, or by the private sector, of $100 million in 1995 dollars, updated
annually for inflation. 1n 2014, that threshold level is approximately $141 million.

UMRA does not address the total cost of a proposed rule. Rather, it focuses on certain
categories of cost, mainly those “ Federal mandate” costs resulting from--(1) imposing
enforceable duties on State, local, or tribal governments, or on the private sector; or (2)
increasing the stringency of conditionsin, or decreasing the funding of, State, local, or tribal
governments under entitlement programs.

This proposed rule includes mandates on State, local, or tribal governments. I ssuers,
certified application counsel ors and Exchanges are expected to incur costs of approximately $13
million in 2014 and approximately $85 million in 2015 onwards to comply with the provisions of
this proposed rule. However, beginning in 2015, issuers in the individual market would
experience areduction in costs of approximately $26 million due to the discontinuation of the
certification of creditable coverage. Consistent with policy embodied in UMRA, this proposed
rule has been designed to be the least burdensome alternative for State, local and tribal
governments, and the private sector while achieving the objectives of the Affordable Care Act.
F. Federalism

Executive Order 13132 establishes certain requirements that an agency must meet when
it promulgates a proposed rule that imposes substantial direct requirement costs on State and
local governments, preempts State law, or otherwise has Federalism implications.

States are the primary regulators of health insurance coverage. States will continue to
apply State laws regarding health insurance coverage. However, if any State law or requirement
prevents the application of a Federal standard, then that particular State law or requirement

would be preempted. State requirements that are more stringent than the Federal requirements
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would be not be preempted by this proposed rule, unless they conflict with or prevent application
of the provisions of title | of the Affordable Care Act within the meaning of section 1321(d) of
the Affordable Care Act. Accordingly, States have significant latitude to impose requirements
with respect to health insurance coverage that are more restrictive than the Federal law
requirements.

The proposed amendment to 8155.225(d) would clarify that certified application
counselors must meet any licensing, certification or other standards prescribed by the State so
long as such standards do not prevent the application of the provisions of title | of the Affordable
Care Act, within the meaning of section 1321(d) of the Affordable Care Act. The proposed
provisions also specify State requirements applicable to Navigators, non-Navigator assistance
personnel, or certified application counselors that would prevent the application of the provisions
of title | of the Affordable Care Act, within the meaning of section 1321(d) of the Affordable
Care Act. They include requirements that require referrals to entities or individuals not required
to provide impartial information or act in aconsumer’s best interest, or prevent Navigators, non-
Navigator assistance personnel, or certified application counselors from providing servicesto al
individuals seeking assistance, or providing advice regarding substantive benefits or comparative
benefits of different health plans; in FFEs conflict with Federal standards or make it impossible
to fulfill required duties, as such requirements are applied or implemented in the State; in FFES,
render ineligible otherwise eligible individuals or entities from participating as Navigators, non-
Navigator assistance personnel subject to 8155.215 or certified application counsel ors under
standards applicable to an FFE; and requiring that Navigators hold an agent or broker license or

carry errors or omissions insurance.
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Some States already have requirements for and publicly report health plan quality and
outcomes data, and we want to encourage State flexibility and innovation, consistent with the
Affordable Care Act. In addition to prominently displaying quality rating information for each
QHP, as calculated by HHS in accordance with the QRS, a State Exchange may display
additional QHP quality-related information, as appropriate.

In compliance with the requirement of Executive Order 13132 that agencies examine
closely any policiesthat may have Federalism implications or limit the policymaking discretion
of the States, HHS has engaged in efforts to consult with and work cooperatively with affected
States. HHS has consulted with stakeholders on policies related to the operation of Exchanges,
including the SHOP and the premium stabilization programs. HHS has held a number of
listening sessions with State representatives to gather public input. HHS consulted with State
representatives through regular meetings with the National Association of Insurance
Commissioners (NAIC) and regular contact with States through the Exchange Establishment
grant and Exchange Blueprint approval processes.

Throughout the process of developing this proposed rule, CM S has attempted to balance
the States’ interests in regulating health insurance issuers. By doing so, it iSCMS' view that it
has complied with the requirements of Executive Order 13132. Under the requirements set forth
in section 8(a) of Executive Order 13132, and by the signatures affixed to this rule, HHS certifies
that the CM S Center for Consumer Information and Insurance Oversight has complied with the
requirements of Executive Order 13132 for the attached proposed rule in a meaningful and
timely manner.

G. Congressional Review Act




CMS-9949-P 206

This proposed rule is subject to the Congressional Review Act provisions of the Small
Business Regulatory Enforcement Fairness Act of 1996 (5 U.S.C. 801 et seq.), which specifies
that before arule can take effect, the Federal agency promulgating the rule shall submit to each
House of the Congress and to the Comptroller General areport containing a copy of the rule
along with other specified information, and has been transmitted to Congress and the

Comptroller General for review.
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List of Subjects

45 CFR Part 146

Health care, Health insurance, Reporting and recordkeeping requirements.

45 CFR Part 147

Health care, Health insurance, Reporting and recordkeeping requirements, State
regulation of health insurance.

45 CFR Part 148

Administrative practice and procedure, Health care, Health insurance, Penalties,
Reporting and recordkeeping requirements

45 CFR Part 153

Administrative practice and procedure, Adverse selection, Health care, Health insurance,
Health records, Organization and functions (Government agencies), Premium stabilization,
Reporting and recordkeeping requirements, Reinsurance, Risk adjustment, Risk corridors, Risk
mitigation, State and local governments.

45 CFR Part 155

Administrative practice and procedure, Health care access, Health insurance, Reporting
and recordkeeping requirements, State and local governments, Cost-sharing reductions, Advance
payments of premium tax credit, Administration and calculation of advance payments of the
premium tax credit, Plan variations, Actuarial value.

45 CFR Part 156

Administrative appeals, Administrative practice and procedure, Administration and
calculation of advance payments of premium tax credit, Advertising, Advisory Committees,

Brokers, Conflict of interest, Consumer protection, Cost-sharing reductions, Grant programs-
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health, Grants administration, Health care, Health insurance, Health maintenance organization
(HMO), Health records, Hospitals, American Indian/Alaska Natives, Individuals with
disabilities, Loan programs-health, Organization and functions (Government agencies),
Medicaid, Payment and collections reports, Public assistance programs, Reporting and
recordkeeping requirements, State and local governments, Sunshine Act, Technical assistance,
Women, and Y outh.

45 CFR Part 158

Administrative practice and procedure, Claims, Health care, Health insurance, Health
plans, Penalties, Reporting and recordkeeping requirements, Premium revenues, Medical loss

ratio, Rebating.



For the reasons set forth in the preamble, the Department of Health and Human Services
proposes to amend 45 CFR parts 146, 147, 148, 153, 155, 156, and 158 as set forth below:
PART 146 - REQUIREMENTSFOR THE GROUP HEALTH INSURANCE MARKET

1. Theauthority citation for part 146 continues to read as follows:

Authority: Secs. 2702 through 2705, 2711 through 2723, 2791, and 2792 of the PHS
Act (42 U.S.C. 300gg-1 through 300gg-5, 300gg-11 through 300gg-23, 300gg-91, and 300gg-
92).

2. Section 146.152 is amended by—

A. Revising paragraphs (c)(1) and (f).

B. Redesignating paragraph (g) as paragraph (h).

C. Adding new paragraph (g).

The revision and addition read as follows:

8146.152 Guaranteed renewability of coverage for employersin the group market.

* * * * *

(©) * * *

(1) Theissuer provides notice in writing, in aform and manner specified by the
Secretary, to each plan sponsor provided that particular product in that market (and to all
participants and beneficiaries covered under such coverage) of the discontinuation at least 90
days before the date the coverage will be discontinued,;

* * * * *

(f) Exception for uniform modification of coverage. (1) Only at the time of coverage

renewal may issuers modify the health insurance coverage for a product offered to a group health

plan in the following—
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(i) Largegroup market; and

(i) Small group market if, for coverage available in this market (other than only through
one or more bona fide associations), the modification is consistent with State law and is effective
uniformly among group health plans with that product.

(2) For purposes of this paragraph (f), modifications made solely pursuant to applicable
Federal or State law are considered a uniform modification of coverage. Other types of
modifications are considered a uniform modification of coverage if the product that has been
modified meets all of the following criteria:

(i) The product is offered by the same health insurance issuer (within the meaning of
section 2791(b)(2) of the PHS Act).

(if) The product is offered as the same product type (e.g., preferred provider organization
(PPO) or health maintenance organization (HMO)).

(iif) The product covers amajority of the same countiesin its service area;

(iv) The product has the same cost-sharing structure, except for variation in cost sharing
solely related to changes in cost and utilization of medical care, or to maintain the same level of
coverage described in sections 1302(d) and (e) of the Affordable Care Act.

(v) The product provides the same covered benefits, except for changes in benefits that
cumulatively impact the rate for the product by no more than 2 percent (not including changes
required by applicable Federal or State law).

(3) A State may establish criteriathat broaden, but not restrict, the definition of a
uniform modification of coverage under paragraph (f)(2) of this section.

(g) Notice of renewal of coverage. If anissuer isrenewing coverage as described in

paragraph (a) of this section, or uniformly modifying coverage as described in paragraph (f) of
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this section, the issuer must provide to each plan sponsor written notice of the renewal in aform
and manner specified by the Secretary.

* * * * *

3. Section 146.180 is revised to read as follows:
8146.180 Treatment of non-Federal governmental plans.

() Opt-out election for self-funded non-Federal governmental plans—(1) Requirements

subject to exemption. The PHS Act requirements described in this paragraph are the following:

(i) Limitations on preexisting condition exclusion periods in accordance with section
2701 of the PHS Act as codified before enactment of the Affordable Care Act.

(ii) Special enrollment periods for individuals and dependents described under section
2704(f) of the PHS Act.

(iii) Prohibitions against discriminating against individual participants and beneficiaries
based on health status under section 2705 of the PHS Act, except that the sponsor of a
self-funded non-Federal governmental plan cannot elect to exempt its plan from requirements
under section 2705(a)(6) and 2705(c) through (f) that prohibit discrimination with respect to
genetic information.

(iv) Standardsrelating to benefits for mothers and newborns under section 2725 of the
PHS Act.

(v) Parity in mental health and substance use disorder benefits under section 2726 of the
PHS Act.

(vi) Required coverage for reconstructive surgery following mastectomies under section

2727 of the PHS Act.
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(vii) Coverage of dependent students on a medically necessary leave of absence under
section 2728 of the PHS Act.

(2) Genera rule. For plan years beginning on or after September 23, 2010, a sponsor of
anon-Federal governmental plan may elect to exempt its plan, to the extent the plan is not
provided through health insurance coverage (that is, it is self-funded), from one or more of the
requirements described in paragraphs (a)(1)(iv) through (vii) of this section.

(3) Special rulefor certain collectively bargained plans. Inthe case of aplanthat is

maintained pursuant to a collective bargaining agreement that was ratified before March 23,
2010, and whose sponsor made an election to exempt its plan from any of the requirements
described in paragraphs (a)(1)(i) through (iii) of this section, the provisions of paragraph (a)(2)

of this section apply for plan years beginning after the expiration of the term of the agreement.

(4) Examples—(i) Example 1. A non-Federal governmental employer has elected to
exempt its self-funded group health plan from all of the requirements described in paragraph
(a)(2) of thissection. The plan year commences September 1 of each year. The plan isnot
subject to the provisions of paragraph (a)(1)(ii) of this section until the plan year that commences
on September 1, 2011. Accordingly, for that plan year and any subsequent plan years, the plan
sponsor may elect to exempt its plan only from the requirements described in paragraphs
(&(2)(iv) through (vii) of this section.

(i) Example 2. A non-Federal governmental employer has elected to exempt its
collectively bargained self-funded plan from all of the requirements described in paragraph
(a)(2) of thissection. The collective bargaining agreement appliesto five plan years,

October 1, 2009 through September 30, 2014. For the plan year that begins on October 1, 2014,

the plan sponsor is no longer permitted to elect to exempt its plan from the requirements
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described in paragraph (a)(1) of this section. Accordingly, for that plan year and any subsequent
plan years, the plan sponsor may elect to exempt its plan only from the requirements described in
paragraphs (a)(1)(iv) through (vii) of this section.

(5) Limitations. (i) An election under this section cannot circumvent a requirement of
the PHS Act to the extent the requirement applied to the plan before the effective date of the
election.

Example 1. A planissubject to requirements of section 2727 of the PHS Act, under
which a plan that covers medical and surgical benefits with respect to a mastectomy must cover
reconstructive surgery and certain other services following a mastectomy. An enrollee who has
had a mastectomy receives reconstructive surgery on August 24. Claims with respect to the
surgery are submitted to and processed by the plan in September. The group health plan
commences a new plan year each September 1. Effective September 1, the plan sponsor elects to
exempt its plan from section 2727 of the PHS Act. The plan cannot, on the basis of its
exemption election, decline to pay for the claims incurred on August 24.

(i1) If agroup hedth plan is co-sponsored by two or more employers, then only plan
enrollees of the non-Federal governmental employer(s) with avalid election under this section

are affected by the election.

(6) Stop-loss or excessrisk coverage. For purposes of this section—

(i) Subject to paragraph (a)(6)(ii) of this section, the purchase of stop-loss or excess risk
coverage by a self-funded non-Federal governmental plan does not prevent an election under this
section.

(if) Regardliess of whether coverage offered by an issuer is designated as “ stop-loss’

coverage or “excessrisk” coverage, if it isregulated as group health insurance under an
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applicable State law, then for purposes of this section, a non-Federal governmental plan that

purchases the coverage is considered to be fully insured. In that event, a plan may not be

exempted under this section from the requirements described in paragraph (a)(1) of this section.
(7) Construction. Nothing in this part should be construed as imposing collective

bargaining obligations on any party to the collective bargaining process.

(b) Form and manner of election—(1) Election requirements. The election must meet
the following requirements:

(i) Bemadein an electronic format in aform and manner as described by the Secretary
in guidance.

(i) Be madein conformance with all of the plan sponsor's rules, including any public
hearing requirements.

(iii) Specify the beginning and ending dates of the period to which the electionisto
apply. This period can be either of the following periods:

(A) A single specified plan year, as defined in 8144.103 of this subchapter.

(B) The“term of the agreement,” as specified in paragraph (b)(2) of this section, in the
case of aplan governed by collective bargaining.

(iv) Specify the name of the plan and the name and address of the plan administrator, and
include the name and tel ephone number of a person CM S may contact regarding the election.

(v) Statethat the plan does not include health insurance coverage, or identify which
portion of the plan is not funded through health insurance coverage.

(vi) Specify each requirement described in paragraph (a)(1) of this section from which

the plan sponsor elects to exempt the plan.
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(vii) Certify that the person signing the election document, including (if applicable) a
third party plan administrator, islegally authorized to do so by the plan sponsor.

(viii) Include, as an attachment, a copy of the notice described in paragraph (f) of this
section.

(2) “Term of the agreement” defined. Except as provided in paragraphs (b)(2)(i) and (ii),

for purposes of this section “term of the agreement” means all group health plan years governed
by a single collective bargaining agreement.

(i) Inthe case of agroup health plan for which the last plan year governed by a prior
collective bargaining agreement expires during the bargaining process for a new agreement, the
term of the prior agreement includes all plan years governed by the agreement plus the period of
time that precedes the latest of the following dates, as applicable, with respect to the new
agreement:

(A) The date of an agreement between the governmental employer and union officials.

(B) Thedate of ratification of an agreement between the governmental employer and the
union.

(C) The date impasse resolution, arbitration or other closure of the collective bargaining
process is finalized when agreement is not reached.

(ii) Inthe case of agroup health plan governed by a collective bargaining agreement for
which closure is not reached before the last plan year under the immediately preceding
agreement expires, the term of the new agreement includes all plan years governed by the
agreement excluding the period that precedes the latest applicable date specified in paragraph

(b)(2)(i) of this section.
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(3) Construction—(i) Dispute resolution. Nothing in paragraph (b)(1)(ii) of this section

should be construed to mean that CM S arbitrates disputes between plan sponsors, participants,
beneficiaries, or their representatives regarding whether an election complies with al of aplan
sponsor’srules.

(if) Future elections not preempted. If a plan must comply with one or more

requirements described in paragraph (a)(1) of this section for agiven plan year or period of plan
coverage, nothing in this section should be construed as preventing a plan sponsor from
submitting an election in accordance with this section for a subsequent plan year or period of

plan coverage.

(c) Filing atimely election—(1) Plan not governed by collective bargaining. Subject to
paragraph (c)(4) of this section, if aplan isnot governed by a collective bargaining agreement, a
plan sponsor or entity acting on behalf of a plan sponsor must file an election with CM S before

the first day of the plan year.

(2) Plan governed by a collective bargaining agreement. Subject to paragraph (d)(4) of
this section, if aplanis governed by a collective bargaining agreement that was ratified before
March 23, 2010, a plan sponsor or entity acting on behalf of a plan sponsor must file an election
with CM S before the first day of the first plan year governed by a collective bargaining
agreement, or by the 45th day after the latest applicable date specified in paragraph (b)(2)(i) of

this section, if the 45th day falls on or after the first day of the plan year.

(3) Verifying timely filing. For elections submitted via hard copy through U.S. Mail,
CMS uses the postmark on the envelope in which the election is submitted to determine that the

electionistimely filed as specified under paragraphs (c)(1) or (2) of this section, as applicable.
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If the latest filing date falls on a Saturday, Sunday, or a State or Federal holiday, CM S accepts a
postmark on the next business day.

(4) Filing extension based on good cause. CMS may extend the deadlines specified in

paragraphs (c)(1) and (2) of this section for good cause if the plan substantially complies with the

requirements of paragraph (e) of this section.

(5) Failureto fileatimely election. Absent an extension under paragraph (c)(4) of this
section, aplan sponsor’ sfailure to file atimely election under paragraph (c)(1) or (2) of this
section makes the plan subject to al requirements of this part for the entire plan year to which
the election would have applied, or, in the case of a plan governed by a collective bargaining
agreement, for any plan years under the agreement for which the election is not timely filed.

(d) Additional information required—(1) Written notification. If an election istimely

filed, but CM S determines that the election document (or the notice to plan enrollees) does not
meet al of the requirements of this section, CM'S may notify the plan sponsor, or other entity
that filed the election, that it must submit any additional information that CM S has determined is
necessary to meet those requirements. The additional information must be filed with CM S by
the later of the following dates:

(i) Thelast day of the plan year.

(if) The 45th day after the date of CM S's written notification requesting additional
information.

(2) Timely response. For submissions viahard copy viaU.S. Mail, CM S uses the

postmark on the envelope in which the additional information is submitted to determine that the

information istimely filed as specified under paragraph (d)(1) of this section. If the latest filing
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date falls on a Saturday, Sunday, or a State or Federal holiday, CM S accepts a postmark on the
next business day.

(3) Failureto respond timely. CMS may invalidate an election if the plan sponsor, or

other entity that filed the election, fails to timely submit the additional information as specified

under paragraph (d)(1) of this section.

(e) Noticeto enrollees—(1) Mandatory notification. (i) A plan that makes the election
described in this section must notify each affected enrollee of the election, and explain the
consequences of the election. For purposes of this paragraph (€), if the dependent(s) of a
participant reside(s) with the participant, a plan need only provide notice to the participant.

(if) The notice must be in writing and, except as provided in paragraph (€)(2) of this
section with regard to initial notices, must be provided to each enrollee at the time of enrollment
under the plan, and on an annual basis no later than the last day of each plan year (as defined in
8144.103 of this subchapter) for which thereis an election.

(iii) A plan may meet the notification requirements of this paragraph (e) by prominently
printing the notice in a summary plan description, or equivalent description, that it providesto
each enrollee at the time of enrollment, and annually. Also, when a plan provides a notice to an
enrollee at the time of enrollment, that notice may serve asthe initial annual notice for that
enrollee.

(2) Initial notices. (i) If aplanisnot governed by a collective bargaining agreement,
with regard to the initial plan year to which an election under this section applies, the plan must
provide the initial annual notice of the election to al enrollees before the first day of that plan

year, and notice at the time of enrollment to all individuals who enroll during that plan year.
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(ii) Inthe case of acollectively bargained plan, with regard to the initial plan year to
which an election under this section applies, the plan must provide the initial annual notice of the
election to al enrollees before the first day of the plan year, or within 30 days after the latest
applicable date specified in paragraph (b)(2)(i) of this section if the 30th day falls on or after the
first day of the plan year. Also, the plan must provide a notice at the time of enrollment to
individuals who—

(A) Enroll on or after the first day of the plan year, when closure of the collective
bargaining process is reached before the plan year begins; or

(B) Enroll on or after the latest applicable date specified in paragraph (b)(2)(i) of this
section if that date falls on or after the first day of the plan year.

(3) Notice content. The notice must include at |east the following information:

(i) The specific requirements described in paragraph (a)(1) of this section from which the
plan sponsor is electing to exempt the plan, and a statement that, in general, Federal law imposes
these requirements upon group health plans.

(ii) A statement that Federal law gives the plan sponsor of a self-funded non-Federal
governmental plan the right to exempt the plan in whole, or in part, from the listed requirements,
and that the plan sponsor has elected to do so.

(iii) A statement identifying which parts of the plan are subject to the election.

(iv) A statement identifying which of the listed requirements, if any, apply under the
terms of the plan, or asrequired by State law, without regard to an exemption under this section.

(f) Subsequent elections—(1) Election renewal. A plan sponsor may renew an election

under this section through subsequent elections. The timeliness standards described in paragraph

(c) of this section apply to election renewals under this paragraph (f).
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(2) Form and manner of renewal. Except for the requirement to forward to CM S a copy

of the notice to enrollees under paragraph (b)(1)(viii) of this section, the plan sponsor must
comply with the election requirements of paragraph (b)(1) of this section. In lieu of providing a
copy of the notice under (b)(1)(viii), the plan sponsor may include a statement that the notice has

been, or will be, provided to enrollees as specified under paragraph (e) of this section.

(3) Election renewal includes provisions from which plan not previously exempted. If
an election renewal includes arequirement described in paragraph (a)(1) of this section from
which the plan sponsor did not elect to exempt the plan for the preceding plan year, the advance
notification requirements of paragraph (e)(2) of this section apply with respect to the additional
requirement(s) of paragraph (a) from which the plan sponsor is electing to exempt the plan.

(4) Specia rulesregarding renewal of an election under a collective bargaining

agreement—(i) If protracted negotiations with respect to a new agreement result in an extension
of the term of the prior agreement (as provided under paragraph (b)(2)(i) of this section) under
which an election under this section was in effect, the plan must comply with the enrollee
notification requirements of paragraph (e)(1) of this section, and, following closure of the
collective bargaining process, must file an election renewal with CM S as provided under
paragraph (c)(2) of this section.

(i) 1f asingle plan appliesto more than one bargaining unit, and the plan is governed by
collective bargaining agreements of varying lengths, paragraph (c)(2) of this section, with respect
to an election renewal, applies to the plan as governed by the agreement that resultsin the

earliest filing date.

(g) Requirements not subject to exemption—(1) Genetic information. Without regard to

an election under this section that exempts a non-Federal governmental plan from any or al of
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the provisions of §8146.111 and 146.121, the exemption election must not be construed to
exempt the plan from any provisions of this part 146 that pertain to genetic information.

(2) Enforcement. CMS enforces these requirements as provided under paragraph (j) of
this section.

(h) Effect of failure to comply with certification and notification requirements—(1)

Substantial failure—(i) General rule. Except as provided in paragraph (h)(2)(iii) of this section,

asubstantial failure to comply with paragraph (€) or (g)(1) of this section resultsin the
invalidation of an election under this section with respect to all plan enrollees for the entire plan
year. That is, the plan is subject to all requirements of this part for the entire plan year to which
the election otherwise would have applied.

(ii) Determination of substantial failure. CMS determines whether a plan has

substantially failed to comply with arequirement of paragraph (€) or paragraph (g)(1) of this
section based on all relevant facts and circumstances, including previous record of compliance,
gravity of the violation and whether a plan corrects the failure, as warranted, within 30 days of
learning of the violation. However, in general, aplan’s failure to provide a notice of the fact and
consequences of an election under this section to an individual at the time of enrollment, or on an
annual basis before a given plan year expires, constitutes a substantial failure.

(ii1) Exceptions—(A) Multiple employers. If the plan is sponsored by multiple

employers, and only certain employers substantially fail to comply with the requirements of
paragraph (e) or (g)(1) of this section, then the election isinvalidated with respect to those
employers only, and not with respect to other employers that complied with those requirements,

unless the plan chooses to cancel its election entirely.
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(B) Limited failure to provide notice. If asubstantial failure to notify enrollees of the

fact and consequences of an election is limited to certain individuals, the election under this
sectionisvalid only if, for the plan year with respect to which the failure has occurred, the plan
agrees not to apply the election with respect to the individuals who were not notified and so
informs those individuals in writing.

(2) Examples—(i) Example 1. A self-funded, non-Federal group health planis

co-sponsored by 10 school districts. Nine of the school districts have fully complied with the
requirements of paragraph (€) of this section, including providing notice to new employees at the
time of their enrollment in the plan, regarding the group health plan’s exemption under this
section from requirements of this part. One school district, which hired 10 new teachers during
the summer for the upcoming school year, neglected to notify three of the new hires about the
group health plan’s exemption election at the time they enrolled in the plan. The school district
has substantially failed to comply with arequirement of paragraph (€) of this section with respect
to theseindividuals. The school district learned of the oversight six weeks into the school year,
and promptly (within 30 days of learning of the oversight) provided notice to the three teachers
regarding the plan’s exemption under this section and that the exemption does not apply to them,
or their dependents, during the plan year of their enrollment because of the plan’sfailure to
timely notify them of its exemption. The plan complies with the requirements of this part for
these individuals for the plan year of their enrollment. CMS would not require the plan to come
into compliance with the requirements of this part for other enrollees.

(i) Example 2. Two non-Federal governmental employers cosponsor a self-funded
group health plan. One employer substantially fails to comply with the requirements of

paragraph (e) of this section. While the plan may limit the invalidation of the election to
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enrollees of the plan sponsor that is responsible for the substantial failure, the plan sponsors
determine that administering the plan in that manner would be too burdensome. Accordingly, in
this example, the plan sponsors choose to cancel the election entirely. Both plan sponsors come
into compliance with the requirements of this part with respect to all enrollees for the plan year
for which the substantial failure has occurred.

(i) Electioninvalidated. If CMSfinds cause to invalidate an election under this section,

the following rules apply:

(1) CMS natifiesthe plan sponsor (and the plan administrator if other than the plan
sponsor and the administrator’s address is known to CMS) in writing that CM S has made a
preliminary determination that an election isinvalid, and states the basis for that determination.

(2) CMS s noticeinforms the plan sponsor that it has 45 days after the date of CMS's
notice to explain in writing why it believesits election isvalid. The plan sponsor should provide
applicable statutory and regulatory citations to support its position.

(3) CMS verifiesthat the plan sponsor’s response istimely filed as provided under
paragraph (c)(3) of this section. CMS will not consider aresponse that is not timely filed.

(4) If CMS'spreliminary determination that an election isinvalid remains unchanged
after CM S considers the plan sponsor’ s timely response (or in the event that the plan sponsor
failsto respond timely), CM S provides written notice to the plan sponsor (and the plan
administrator if other than the plan sponsor and the administrator’s address is known to CMS) of
CMS ' sfina determination that the election isinvalid. Also, CMS informs the plan sponsor that,
within 45 days of the date of the notice of final determination, the plan, subject to paragraph
(1) (2)(iii) of this section, must comply with all requirements of this part for the specified period

for which CM S has determined the election to be invalid.
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(1) Enforcement. To the extent that an election under this section has not been filed or a
non-Federal governmental plan otherwise is subject to one or more requirements of this part,
CMS enforces those requirements under part 150 of this subchapter. This may include imposing
acivil money penalty against the plan or plan sponsor, as determined under subpart C of part
150.

(k) Construction. Nothing in this section should be construed to prevent a State from
taking the following actions:

(1) Establishing, and enforcing compliance with, the requirements of State law (as
defined in §146.143(d)(1)), including requirements that parallel provisions of title XXVII of the
PHS Act, that apply to non-Federal governmental plans or sponsors.

(2) Prohibiting a sponsor of a non-Federal governmental plan within the State from
making an election under this section.

PART 147 -HEALTH INSURANCE REFORM REQUIREMENTSFOR THE GROUP
AND INDIVIDUAL HEALTH INSURANCE MARKETS

4. Theauthority citation for part 147 continuesto read as follows:

Authority: Secs. 2701 through 2763, 2791, and 2792 of the Public Health Service Act
(42 U.S.C. 300gg through 300gg-63, 300gg-91, and 300gg-92), as amended.

5. Section 147.104 is amended by revising paragraph (b)(1)(i) and adding paragraph (h)
to read as follows:

8147.104 Guaranteed availability of coverage.

(b) * * *

( 1) * * *
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(i) Group market. (A) Subject to paragraph (b)(1)(i)(B) of this section, a health
insurance issuer in the group market must allow an employer to purchase health insurance
coverage for agroup health plan at any point during the year.

(B) Inthe case of agroup health plan in the small group market that cannot comply with
employer contribution or group participation rules for the offering of health insurance coverage,
as allowed under applicable State law and in the case of a QHP offered in the SHOP, as
permitted by §156.1250(c) of this subchapter, a health insurance issuer may restrict the
availability of coverage to an annual enrollment period that begins November 15 and extends
through December 15 of each calendar year.

(C) With respect to coverage in the small group market, and in the large group market if
such coverage is offered through a Small Business Health Options Program (SHOP) in a State,
coverage must become effective consistent with the dates described in §155.725(a)(2) of this
subchapter, except as provided in paragraph (b)(1)(iii) of this section.

(h) Construction. Nothing in this section should be construed to require an issuer to
offer coverage otherwise prohibited under applicable Federa law.

6. Section 147.106 is amended by—

A. Revising paragraphs (c)(1) and (e).

B. Redesignating paragraphs (f), (g), and (h) as paragraphs (h), (i) and (j).

D. Adding new paragraphs (f) and (g).

The revisions and additions read as follows:

§147.106 Guaranteed renewability of coverage.

* * * * *
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(©) * * *
(1) Theissuer provides notice in writing, in aform and manner specified by the
Secretary, to each plan sponsor or individual, as applicable, provided that particular product in

that market (and to al participants and beneficiaries covered under such coverage) of the
discontinuation at least 90 calendar days before the date the coverage will be discontinued.

* * * * *

(e) Exception for uniform modification of coverage. (1) Only at the time of coverage

renewal may issuers modify the health insurance coverage for a product offered to a group health
plan or an individual, as applicable, in the following:

(i) Large group market.

(i) Small group market if, for coverage available in this market (other than only through
one or more bona fide associations), the modification is consistent with State law and is effective
uniformly among group health plans with that product.

(i) Individual market if the modification is consistent with State law and is effective
uniformly for all individuals with that product.

(2) For purposes of this paragraph (e), modifications made solely pursuant to applicable
Federal or State law are considered a uniform modification of coverage. Other types of
maodifications are considered a uniform modification of coverage if the product that has been
modified meets all of the following criteria:

(i) The product is offered by the same health insurance issuer (within the meaning of
section 2791(b)(2) of the PHS Act).

(if) The product is offered as the same product type (e.g., preferred provider organization

(PPO) or health maintenance organization (HMO)).
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(iii) The product covers a mgority of the same countiesin its service arega;

(iv) The product has the same cost-sharing structure, except for variation in cost sharing
solely related to changes in cost and utilization of medical care, or to maintain the same level of
coverage described in sections 1302(d) and (e) of the Affordable Care Act.

(v) The product provides the same covered benefits, except for changes in benefits that
cumulatively impact the plan-adjusted index rate for the product (as described in §156.80(d)(2))
by no more than 2 percent (not including changes required by applicable Federal or State law).

(3) A State may establish criteriathat broaden, but not restrict, the definition of a

uniform modification of coverage under paragraph (e)(2) of this section.

(f) Notice of renewal of coverage. If anissuer isrenewing coverage as described in
paragraph (a) of this section, or uniformly modifying coverage as described in paragraph (e) of
this section, the issuer must provide to each plan sponsor or individual, as applicable, written
notice of the renewal in aform and manner specified by the Secretary.

(g9) Construction. Nothing in this section should be construed to require an issuer to
renew or continue in force coverage for which continued eligibility would otherwise be
prohibited under applicable Federal law.

PART 148 - REQUIREMENTSFOR THE INDIVIDUAL HEALTH INSURANCE
MARKET

7. The authority citation for part 148 continues to read as follows:

Authority: Secs. 2701 through 2763, 2791, and 2792 of the Public Health Service Act
(42 U.S.C. 300gg through 300gg-63, 300gg-91, and 300gg-92), as amended.

8. Section 148.101 isrevised to read as follows:
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§148.101 Basis and pur pose.

This part implements sections 2741 through 2763 and 2791 and 2792 of the PHS Act. Its
purpose is to guarantee the renewability of all coverage in theindividual market. It also provides
certain protections for mothers and newborns with respect to coverage for hospital staysin
connection with childbirth and protects al individuals and family members who have, or seek,
individual health insurance coverage from discrimination based on genetic information.

9. Section 148.102 isrevised to read as follows:

8148.102 Scope, applicability, and effective dates.

(a) Scope and applicability. (1) Individual health insurance coverage includes all health

insurance coverage (as defined in §144.103 of this subchapter) that is neither health insurance
coverage sold in connection with an employment-related group health plan, nor short-term,
limited-duration coverage as defined in §144.103 of this subchapter.

(2) Therequirementsthat pertain to guaranteed renewability for al individuals, to
protections for mothers and newborns with respect to hospital stays in connection with
childbirth, and to protections against discrimination based on genetic information apply to all
issuers of individual health insurance coverage in the State.

(b) Applicability date. Except as provided in 8148.124 (certificate of creditable

coverage), 8148.170 (standards relating to benefits for mothers and newborns), and §148.180
(prohibition of health discrimination based on genetic information), the requirements of this part
apply to health insurance coverage offered, sold, issued, renewed, in effect, or operated in the
individual market after June 30, 1997.

§148.103 [Removed]

10. Section 148.103 is removed.
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11. Section 148.120 isrevised to read as follows:

8148.120 Guaranteed availability of individual health insurance coverageto certain
individualswith prior group coverage.

The rules for guaranteeing the availability of individual health insurance coverage to
certain eligible individuals with prior group coverage have been superseded by the requirements
of 8147.104 of this subchapter, which set forth Federal requirements for guaranteed availability
of coverage in the group and individual markets.

12. Section 148.122 is amended by—

A. Revising paragraphs (a), (d)(1), and (g).

B. Redesignating paragraph (h) as paragraph (i).

C. Adding new paragraph (h).

The revisions and addition read as follows:

§148.122 Guaranteed renewability of individual health insurance cover age.

(a) Applicability. This section applies to non-grandfathered and grandfathered health
plans (within the meaning of 8147.140 of this subchapter) that are individual health insurance
coverage. See also 8147.106 of this subchapter for requirements relating to guaranteed
renewability of coverage with respect to non-grandfathered health plans.

(d) * * *

(1) Provides noticein writing, in aform and manner specified by the Secretary, to each
individual provided coverage of that type of health insurance at least 90 calendar days before the

date the coverage will be discontinued.

* * * * *
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(g) Exception for uniform modification of coverage. (1) Anissuer may, only at the time

of coverage renewal, modify the health insurance coverage for a policy form offered in the
individual market if the modification is consistent with State law and is effective uniformly for
all individuals with that policy form.

(2) For purposes of this paragraph (g), modifications made solely pursuant to applicable
Federal or State law are considered a uniform modification of coverage. Other types of
modifications are considered a uniform modification of coverage if the product that has been
modified meets all of the following criteria:

(i) The product is offered by the same health insurance issuer (within the meaning of
section 2791(b)(2) of the PHS Act).

(if) The product is offered as the same product type (e.g., preferred provider organization
(PPO) or health maintenance organization (HMO)).

(iif) The product covers amajority of the same countiesin its service area;

(iv) The product has the same cost-sharing structure, except for variation in cost sharing
solely related to changes in cost and utilization of medical care, or to maintain the same level of
coverage described in sections 1302(d) and (e) of the Affordable Care Act.

(v) The product provides the same covered benefits, except for changes in benefits that
cumulatively impact the rate for the product by no more than 2 percent (not including changes
required by applicable Federal or State law).

(3) A State may establish criteriathat broaden, but not restrict, the definition of a

uniform modification of coverage under paragraph (g)(2) of this section.

(h) Notice of renewal of coverage. If anissuer isrenewing coverage as described in

paragraph (b) of this section, or uniformly modifying coverage as described in paragraph (g) of
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this section, the issuer must provide to each individual written notice of the renewal in aform
and manner specified by the Secretary.

13. Section 148.124 isrevised to read as follows:

8148.124 Certification and disclosur e of coverage.

(&) General rule. Therulesfor providing certificates of creditable coverage and
demonstrating creditable coverage have been superseded by the prohibition on preexisting
condition exclusions. See 8147.108 of this subchapter for rules prohibiting the imposition of a
preexisting condition exclusion.

(b) Applicability. The provisions of this section apply beginning December 31, 2014.

14. Section 148.126 isrevised to read as follows:

8148.126 Determination of an eligible individual.

The rules for guaranteeing the availability of individual health insurance coverage to
certain eligible individuals with prior group coverage have been superseded by the requirements
of §147.104 of this subchapter, which set forth Federal requirements for guaranteed availability
of coverage in the group and individual markets.

15. Section 148.128 isrevised to read as follows:

§148.128 State flexibility in individual market refor ms—alter native mechanisms.

Therulesfor a State to implement an acceptabl e alternative mechanism for purposes of
guaranteeing the availability of individual health insurance coverage to certain eligible
individuals with prior group coverage have been superseded by the requirements of 8147.104 of
this subchapter, which set forth Federal requirements for guaranteed availability of coveragein

the group and individual markets.



CMS-9949-P 232

16. Section 148.220 is amended by—

A. Revising the introductory text.

B. Revising paragraph (b)(3).

C. Redesignating paragraphs (b)(4) through (6) as paragraphs (b)(5) through (7),
respectively.

D. Adding new paragraph (b)(4).

The revisions and additions read as follows:

§148.220 Excepted benefits.

The requirements of this part and part 147 do not apply to individual health insurance
coverage in relation to its provision of the benefits described in paragraphs (a) and (b) of this
section (or any combination of the benefits).

(b) * * *

(3) Coverage only for a specified disease or illness (for example, cancer policies) if the
policies meet the requirements of §146.145(b)(4)(ii)(B) and (C) of this subchapter regarding
noncoordination of benefits.

(4) Hospital indemnity or other fixed indemnity insurance only if—

(i) The benefits are provided only to individuals who have other health coverage that is
minimum essential coverage within the meaning of section 5000A () of the Internal Revenue
Code.

(if) Thereisno coordination between the provision of benefits and an exclusion of

benefits under any other health coverage.
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(iii) The benefits are paid in afixed dollar amount per day of hospitalization or illness or
per service (for example, $100/day or $50/visit) regardless of the amount of expensesincurred
and without regard to the amount of benefits provided with respect to the event or service under
any other health coverage.

(iv) A noticeisdisplayed prominently in the plan materialsin at least 14 point type that
has the following language: “THISIS A SUPPLEMENT TO HEALTH INSURANCE AND IS
NOT A SUBSTITUTE FOR MAJOR MEDICAL COVERAGE. LACK OF MAJOR
MEDICAL COVERAGE (OR OTHER MINIMUM ESSENTIAL COVERAGE) MAY
RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES.”

* * * * *

PART 153 -STANDARDSRELATED TO REINSURANCE, RISK CORRIDORS, AND
RISK ADJUSTMENT UNDER THE AFFORDABLE CARE ACT

17. The authority citation for part 153 continues to read as follows:

Authority: Secs. 1311, 1321, 13411343, Pub. L. 111-148, 24 Stat. 119.

18. Section 153.500 is amended by revising the definition of “adjustment percentage,” as
added on March 11, 2014 (79 FR 13835), effective on May 12, 2014, to read as follows:

§ 153.500 Definitions.

* * * * *

Adjustment percentage means, with respect to a QHP:

(1) For benefit year 2014, for a QHP offered by a health insurance issuer with allowable
costs of at least 80 percent of after-tax premium in atransitional State, the percentage specified

by HHS for such QHPs in the transitional State; and otherwise zero percent.
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(2) For benefit year 2015, for a QHP offered by a health insurance issuer in any State,
two percent.

* * * * *
PART 155 -EXCHANGE ESTABLISHMENT STANDARDSAND OTHER RELATED
STANDARDSUNDER THE AFFORDABLE CARE ACT

19. The authority citation for part 155 continues to read as follows:

Authority: Title! of the Affordable Care Act, sections 1301, 1302, 1303, 1304, 1311,
1312, 1313, 1321, 1322, 1331, 1332, 1334, 1402, 1411, 1412, 1413, Pub. L. 111-148, 124 Stat.
119 (42 U.S.C. 18021-18024, 18031-18033, 18041-18042, 18051, 18054, 18071, and 18081-
18083).

20. Section 155.120 is amended by revising paragraph (c) to read as follows:
§155.120 Non-interference with Federal law and non-discrimination standards.

* * * * *

(c) Non-discrimination. (1) In carrying out the requirements of this part, the State and

the Exchange must:

(i) Comply with applicable non-discrimination statutes; and

(i1) Not discriminate based on race, color, national origin, disability, age, sex, gender
identity or sexual orientation.

(2) Exception. Notwithstanding the provisions of paragraph (c)(1) of this section, an
organization that receives Federal funds to provide servicesto adefined population under the
terms of Federal legal authorities that participates in the certified application counselor program
under §155.225 may limit its provision of certified application counselor services to the same

defined population. If the organization limitsits provision of certified application counselor
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services pursuant to this exception, but is approached for certified application counselor services
by an individual who is not included in the defined population that the organization serves, the
organization must refer the individual to other Exchange-approved resources that can provide
assistance. If the organization does not limit its provision of certified application counsel or
services pursuant to this exception, the organization must comply with paragraph (c)(1) of this
section.

21. Section 155.206 is added to read as follows:
8155.206 Civil money penaltiesfor violations of applicable Exchange standards by
consumer assistance entitiesin Federally-facilitated Exchanges.

() Enforcement actions. If anindividual or entity specified in paragraph (b) of this

section engages in activity specified in paragraph (c) of this section, the Department of Health
and Human Services (HHS) may impose the following sanctions:

(2) Civil money penalties (CMPs), subject to the provisions of this section.

(2) Corrective action plans. In the notice of assessment of CMPs specified in paragraph
(1) of this section, HHS may provide an individual or entity specified in paragraph (b) of this
section the opportunity to enter into a corrective action plan to correct the violation instead of
paying the CMP, based on evaluation of the factors set forth in paragraph (h) of this section. In
the event that the individual or entity does not follow such a corrective action plan, HHS could
require payment of the CMP.

(b) Consumer assistance entities. CMPs may be assessed under this section against the

following consumer assistance entities:
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(1) Individual Navigators and Navigator entities in Federally-facilitated Exchanges,
including grantees, sub-grantees, and all personnel carrying out Navigator duties on behalf of a
grantee or sub-grantee;

(2) Non-Navigator assistance personnel authorized under §155.205(d) and (€) and non-
Navigator assistance personnel entitiesin Federally-facilitated Exchanges, including but not
limited to individuals and entities under contract with HHS to facilitate consumer enrollment in
QHPsin Federally-facilitated Exchanges; and

(3) Organizationsthat the Federally-facilitated Exchanges have designated as certified
application counselor organizations and individual certified application counselors carrying out
certified application counselor duties in the Federally-facilitated Exchanges.

(c) Groundsfor assessing CMPs. HHS may assess CMPs against a consumer assistance

entity if, based on the outcome of the investigative process outlined in paragraphs (d) through (i)
of this section, HHS has reasonably determined that the consumer assistance entity has failed to
comply with the Federally-facilitated Exchange requirements and standards applicable to the
consumer assistance entity, unless a CMP has been assessed for the same conduct under 45 CFR
155.285.

(d) Basisfor initiating an investigation of apotential violation. (1) Information. Any

information received by HHS that indicates that a consumer assistance entity may have engaged
or may be engaging in activity specified in paragraph (c) of this section may warrant an
investigation. Information that might trigger an investigation includes, but is not limited to, the
following:

(i) Complaintsfrom the general public;

(i1) Reports from State regulatory agencies, and other Federal and State agencies; or
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(iii) Any other information that indicates potential involvement in activity specified in
paragraph (c) of this section.

(2) Who may file acomplaint. Any entity or individual, or the legally authorized

representative of an entity or individual, may file a complaint with HHS alleging that a consumer
assistance entity has engaged or is engaging in an activity specified in paragraph (c) of this
section.

(e) Notice of investigation. If HHS learns of a potential violation described in paragraph

(c) of this section through the means described in paragraph (d) of this section, HHS must
provide a written notice of its investigation to the consumer assistance entity. This notice must
include the following:

(1) Description of the activity that is being investigated.

(2) Explanation that the consumer assistance entity has 30 days from the date of the
notice to respond with additional information or documentation, including information or
documentation to refute an alleged violation.

(3) Statethat a CMP might be assessed if the allegations are not, as determined by HHS,
refuted within 30 days from the date of the notice.

(f) Request for extension. In circumstances in which a consumer assistance entity cannot

prepare aresponse to HHS within the 30 days provided in the notice of investigation described in
(e) of this section, the entity may make awritten request for an extension from HHS detailing the
reason for the extension request and showing good cause. If HHS grants the extension, the
consumer assistance entity must respond to the notice within the time frame specified in HHS's

letter granting the extension of time. Failure to respond within 30 days, or, if applicable, within
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an extended time frame, may result in HHS' s imposition of a CMP depending upon the outcome
of HHS sinvestigation of the alleged violation.

(g) Responsesto allegations of noncompliance. In determining whether to impose a

CMP, HHS may review and consider documents or information received or collected in
accordance with paragraph (d)(1) of this section, as well as additional documents or information
provided by the consumer assistance entity in response to receiving a notice of investigation in
accordance with paragraph (€)(2) of this section. HHS may also conduct an independent
investigation into the alleged violation, which may include site visits and interviews, if
applicable, and may consider the results of thisinvestigation in its determination.

(h) Factorsin determining noncompliance and CMPs, if any. In determining whether

there has been noncompliance by the consumer assistance entity, and whether CMPs are
appropriate,

(1) HHS must take into account the following:

(i) The consumer assistance entity’s previous or ongoing record of compliance, including
but not limited to compliance or noncompliance with any corrective action plan under section (c)
of this section.

(if) The gravity of the violation, which may be determined in part by—

(A) Thefreguency of the violation, taking into consideration whether any violation isan
isolated occurrence, represents a pattern, or is widespread; and

(B) Whether the violation caused, or could reasonably be expected to cause, financial or
other adverse impacts on consumer(s), and the magnitude of those impacts;

(2) HHS may take into account the following:
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(i) The degree of culpability of the consumer assistance entity, including but not limited
to—

(A) Whether the violation was beyond the direct control of the consumer assistance
entity; and

(B) The extent to which the consumer assistance entity received compensation—Iegal or
otherwise—for the services associated with the violation;

(if) Aggravating or mitigating circumstances; or

(iii) Other such factors as justice may require.

(i) Maximum per-day penalty. The maximum amount of penalty imposed for each

violation is $100 for each day for each consumer assistance entity for each individual directly
affected by the consumer assistance entity’ s noncompliance; and where the number of
individuals cannot be determined, the Exchange may reasonably estimate the number of
individuals directly affected by the violation.

() Settlement authority. Nothing in 8155.206 limits the authority of HHS to settle any

issue or case described in the notice furnished in accordance with paragraph (e) or to
compromise on any penalty provided for in this section.

(k) Limitations on penalties. (1) Circumstances under which acivil money penalty is not

imposed. HHS will not impose any civil money penalty on:

(i) Any violation for the period of time during which none of the consumer assistance
entities knew, or exercising reasonable diligence would have known, of the violation; or

(if) The period of time after any of the consumer assistance entities knew, or exercising
reasonable diligence would have known, of the failure, if the violation was due to reasonable

cause and not due to willful neglect and the violation was corrected within 30 days of the first
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day that any of the consumer assistance entities against whom the penalty would be imposed
knew, or exercising reasonable diligence would have known, that the violation existed.

(2) Burden of establishing knowledge. The burden is on the consumer assistance entity

or entities to establish to HHS' s satisfaction that the consumer assistance entity did not know, or
exercising reasonabl e diligence would have known, that the violation existed, as well asthe
period of time during which that limitation applies; or that the violation was due to reasonable
cause and not due to willful neglect and was corrected pursuant to the elements in subparagraph
() (D).

(1) Notice of assessment of CMP. If HHS proposes to assess a CMP in accordance with

this section, HHS will send awritten notice of this decision to—

(1) The consumer assistance entity against whom the sanction is being imposed, which
notice must include the following:

(i) A description of the basis for the determination;

(ii) The basisfor the CMP;

(ilf) The amount of the CMP, if applicable;

(iv) Thedatethe CMP, if applicable, isdue;

(v) Whether HHS would permit the consumer assistance entity to enter into a corrective
action plan in place of paying the CMP, and the terms of any such corrective action plan;

(vi) An explanation of the consumer assistance entity’s right to a hearing under
paragraph (m) of this section; and

(vii) Information about the process for filing arequest for a hearing.
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(m) Appea of proposed sanction. Any consumer assistance entity against which HHS

has assessed a sanction may appeal that penalty in accordance with the procedures set forth at 45

CFR Part 150, Subpart D.

(n) Failureto request ahearing. (1) If the consumer assistance entity does not request a
hearing within 30 days of the issuance of the notice of assessment of CMP described in
paragraph (I) of this section, HHS may require payment of the proposed CMP.

(2) HHS will notify the consumer assistance entity in writing of any CMP that has been
assessed and of the means by which the consumer assistance entity may pay the CMP.

(3) The consumer assistance entity has no right to appeal a CMP with respect to which it
has not requested a hearing in accordance with paragraph (m) of this section unless the consumer
assistance entity can show good cause in accordance with §150.405(b) of this subchapter for
failing to timely exercise itsright to a hearing.

22. Section 155.210 is amended—

A. By revising paragraph (c)(1)(iii).

B. In paragraph (d)(3) by removing “or,” after the semicolon.

C. In paragraph (d)(4) by removing the period at the end of the paragraph and adding a

semicolon in its place.

D. By adding paragraphs (d)(5) through (9) and (e)(6) and (7).

The revision and additions read as follows:

§155.210 Navigator program standards.

(©) * * *

(1) * * *
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(iii) Meet any licensing, certification or other standards prescribed by the State or
Exchange, if applicable, so long as such standards do not prevent the application of the
provisions of title | of the Affordable Care Act. Standards that would prevent the application of
the provisions of title | of the Affordable Care Act include but are not limited to the following:

(A) Except as otherwise provided under 8155.705(d), requirements that Navigators refer
consumers to other entities not required to provide fair, accurate, and impartial information.

(B) Except as otherwise provided under 8155.705(d), requirements that would prevent
Navigators from providing services to all persons to whom they are required to provide
assistance.

(C) Requirements that would prevent Navigators from providing advice regarding
substantive benefits or comparative benefits of different health plans.

(D) Requiring that a Navigator hold an agent or broker license or carry errors or
omissions insurance.

(E) InaFederally-facilitated Exchange, imposing standards that would prohibit
individuals or entities from acting as Navigators that would be eligible to participate as
Navigators under standards applicable to the Federally-facilitated Exchange.

(F) InaFederally-facilitated Exchange, imposing standards that would, as applied or as
implemented in a State, prevent the application of requirements applicable to the Federally-
facilitated Exchange.

* * * * *

(d) * * *
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(5) Charge any applicant or enrollee, or request or receive any form of remuneration
from or on behalf of an individual applicant or enrollee, for application or other assistance
related to Navigator duties; or

(6) Provide compensation to individual Navigators on a per-application, per-individual-
assisted, or per-enrollment basis.

(7) Provide gifts, including gift cards or cash, unless they are of nominal value, or
provide promotional items that market or promote the products or services of athird party, to any
applicant or potential enrollee in connection with or as an inducement for application assistance
or enrollment.

(8) Soalicit any consumer for application or enrollment assistance by going door-to-door
or through other unsolicited means of direct contact, including calling a consumer to provide
application or enrollment assistance without the consumer initiating the contact.

(9) Initiate any telephone call to a consumer using an automatic telephone dialing system
or an artificial or prerecorded voice.

(e * * *

(6) Ensure that applicants—

(i) Areinformed of the functions and responsibilities of Navigators;

(ii) Provide authorization in aform and manner as determined by the Secretary prior to a
Navigator’ s obtaining access to an applicant’s personally identifiable information, and that the
Navigator maintains arecord of the authorization provided. The Exchange must establish a
reasonabl e retention period for maintaining these records. In Federally-facilitated Exchanges,
this period is three years, unless a different retention period has already been provided under 45

CFR 92.42 and 45 CFR 74.53 or other applicable Federal law; and
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(iii) May revoke at any time the authorization provided the Navigator pursuant to
paragraph (e)(6)(ii) of this section.

(7) Maintain a physical presence in the Exchange service area, so that face-to-face
assistance can be provided to applicants and enrollees.

23. Section 155.215 is amended by adding paragraphs (f) and (g) to read as follows:
§155.215 Standardsapplicable to Navigators and Non-Navigator Assistance Personnel
carrying out consumer assistance functions under 88155.205(d) and (e) and 155.210in a
Federally-facilitated Exchange and to Non-Navigator Assistance Personnel funded through
an Exchange Establishment Grant.

* * * * *

(f) State or Exchange standards. All non-Navigator entities or individuals carrying out

consumer assistance functions under 8155.205(d) and (€) must comply with the eligibility

standard set forth under §155.210(c)(1)(iii), except for §155.210(c)(1)(iii)(D).

(g) Consumer authorization. All non-Navigator entities or individuals carrying out

consumer assistance functions under 8155.205(d) and (€) must establish procedures to ensure
that applicants—

(1) Areinformed of the functions and responsibilities of non-Navigator assistance
personnel;

(2) Provide authorization in aform and manner as determined by the Secretary prior to a
non-Navigator assistance personnel’ s obtaining access to an applicant’s personally identifiable
information, and that the non-Navigator assistance personnel maintains arecord of the

authorization provided. The Exchange must establish a reasonable retention period for
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maintaining these records. In Federally-facilitated Exchanges, this period is three years, unless
an different retention period has aready been provided in applicable Federal law; and

(3) May revoke at any time the authorization provided the non-Navigator assistance
personnel pursuant to paragraph (g)(2) of this section.

24. Section 155.225 is amended—

A. In paragraph (b)(1)(i) by removing “and” after the semicolon.

B. In paragraph (b)(1)(ii) by removing the period at the end of the paragraph and adding

“and” inits place.

C. By adding paragraph (b)(1)(iii).

D. In paragraph (d)(5) by removing “and” after the semicolon.

E. In paragraph (d)(6) by removing the period at the end of the paragraph and adding a

semicolon in its place.

F. By adding paragraphs (d)(7) and (8).

G. By revising paragraphs (f)(1) and (2) and (g).

The revisions and additions read as follows:
§155.225 Certified application counselors.

(b) * * *

) * * *

(i) Maintain aphysical presence in the Exchange service area, so that face-to-face
assistance can be provided to applicants and enrollees.

* * * * *

(d) * * *
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(7) Isrecertified on at least an annual basis after successfully completing recertification
training as required by the Exchange; and

(8) Meetsany licensing, certification, or other standards prescribed by the State or
Exchange, if applicable, so long as such standards do not prevent the application of the
provisions of title | of the Affordable Care Act. Standards that would prevent the application of
the provisions of title | of the Affordable Care Act include but are not limited to the following:

(i) Requirementsthat certified application counselors refer consumers to other entities
not required to act in the best interest of applicants assisted.

(i) Requirements that would prevent certified application counselors from providing
servicesto all personsto whom they are required to provide assistance.

(iii) Requirements that would prevent certified application counselors from providing
advice regarding substantive benefits or comparative benefits of different health plans.

(iv) InaFederaly-facilitated Exchange, imposing standards that would prohibit
individuals or entities from acting as certified application counselors that would be eligible to
participate as certified application counselors under standards applicable to the Federally-
facilitated Exchange.

(v) InaFederaly-facilitated Exchange, imposing standards that would, as applied or as
implemented in a State, prevent the application of requirements applicable to the Federally-

facilitated Exchange.

(f) * * *

(1) Areinformed of the functions and responsibilities of certified application counselors,
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(2) Provide authorization prior to a certified application counselor obtaining accessto an
applicant's personally identifiable information and that the organization or certified application
counselor maintains arecord of the authorization. The Exchange must establish a reasonable
retention period for maintaining these records. In Federally-facilitated Exchanges, this period is
three years, unless a different retention period has already been provided under other applicable
Federal law; and

* * * * *

(g) Fees, consideration, solicitation, and marketing. Organizations designated by the

Exchange under paragraph (b) of this section and certified application counselors must not—

(1) Impose any charge on applicants or enrollees for application or other assistance
related to the Exchange;

(2) Receive any consideration directly or indirectly from any health insurance issuer or
issuer of stop-loss insurance in connection with the enrollment of any individualsin a QHP or a
non-QHP;

(3) Provide compensation to individual certified application counselors on a per-
application, per-individual- assisted, or per-enrollment basis,

(4) Provide gifts, including gift cards or cash, unless they are of nominal value, or
provide promotional items that market or promote the products or services of athird party, to any
applicant or potential enrollee in connection with or as an inducement for application assistance
or enrollment;

(5) Solicit any consumer for application or enrollment assistance by going door-to-door
or through other unsolicited means of direct contact, including calling a consumer to provide

application or enrollment assistance without the consumer initiating the contact; or
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(6) Initiate any telephone call to a consumer using an automatic telephone dialing system
or an artificial or prerecorded voice.
25. Section 155.240 is amended by adding paragraph (e) to read as follows:

§155.240 Payment of premium.

* * * * *

(e) Premium calculation. The Exchange may establish one or more standard processes
for premium calculation.

(1) For aFederally-facilitated Exchange, the premium for coverage lasting less than one
month must equal the product of—

(i) The premium for one month of coverage divided by the number of daysin the month;
and

(i) The number of days for which coverage is being provided in the month described in
paragraph (e)(1)(i) of this section.

(2) [Reserved]

26. Section 156.260 is amended by revising paragraph (g) to read as follows:

§155.260 Privacy and security of personally identifiableinfor mation.

* * * * *

(9)_Improper use and disclosure of information. Any person who knowingly and
willfully uses or discloses information in violation of section 1411(g) of the Affordable Care Act
will be subject to a CMP of not more than the maximum amount specified in section 1411(h)(2)
of the Affordable Care Act per person or entity, per use or disclosure, consistent with the bases
and process for imposing civil penalties specified at 8155.285 of this subpart, in addition to other

penalties that may be prescribed by law.
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27. Section 155.285 is added to subpart C to read as follows:
8155.285 Bases and processfor imposing civil penaltiesfor provision of false or fraudulent
information to an Exchange or improper use or disclosure of information.

(&) Grounds for imposing civil money penalties. (1) HHS may impose civil money

penalties on any person, as defined in paragraph (a)(2) of this section, if, based on credible
evidence, HHS reasonably determines that a person has engaged in one or more of the following
actions:

(i) Failureto provide correct information under section 1411(b) of the Affordable Care
Act where such failure is attributable to negligence or disregard of any rules or regulations of the
Secretary with negligence and disregard defined as they are in section 6662 of the Internal
Revenue Code of 1986:

(A) “Negligence” includes any failure to make a reasonabl e attempt to provide accurate,
complete, and comprehensive information; and

(B) “Disregard” includes any careless, reckless, or intentional disregard for any rules or
regulations of the Secretary.

(i) Knowing and willful provision of false or fraudulent information required under
section 1411(b) of the Affordable Care Act, where knowing and willful means the intentional
provision of information that the person knows to be false; or

(ii1) Knowing and willful use or disclosure of information in violation of section 1411(g)
of the Affordable Care Act, where knowing and willful means the intentional use or disclosure of
information in violation of section 1411(g). Such violations would include, but not be limited to,

the following:
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(A) Any use or disclosure performed which violates relevant privacy and security
standards established by the Exchange pursuant to §155.260;

(B) Any other use or disclosure which has not been determined by the Secretary to bein
compliance with section 1411(g)(2)(A) of the Affordable Care Act pursuant to §155.260(a); and

(C) Any other use or disclosure which is not necessary to carry out a function described
in a contract with a non-Exchange entity executed pursuant to 8155.260(b)(2).

(2) For purposes of this section, the term “person” is defined to include, but is not
limited to, all individuals; corporations, Exchanges, Medicaid and CHIP agencies; other entities
gaining access to personally identifiable information submitted to an Exchange to carry out
additional functions which the Secretary has determined ensure the efficient operation of the
Exchange pursuant to §155.260(a)(1); and non-Exchange entities as defined in §155.260(b)
which includes agents, brokers, Web-brokers, QHP issuers, Navigators, non-Navigator assistance
personnel; certified application counselors, in-person assistors, and other third party contractors.

(b) Factorsin determining the amount of civil money penalties imposed. In determining

the amount of civil money penalties, HHS may take into account factors which include, but are
not limited to, the following:

(1) The nature and circumstances of the conduct including:

(i) The number of violations,

(if) The severity of the violations,

(i) The person’s history with the Exchange including any prior violations that would
indicate whether the violation is an isolated occurrence or represents a pattern of behavior;

(iv) Thelength of time of the violation;

(v) Thenumber of individuals affected or potentially affected;
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(vi) The extent to which the person received compensation or other consideration
associated with the violation; and

(vii) Any documentation provided in any complaint or other information, as well as any
additional information provided by the individual to refute performing the violation.

(2) The nature of the harm resulting from, or reasonably expected to result from, the
violation including:

(i) Whether the violation resulted in financial harm;

(it) Whether there was harm to an individual’ s reputation;

(iii) Whether the violation hindered or could have hindered an individua’s ability to
obtain health insurance coverage;

(v) Theactual or potentia impact of the provision of false or fraudulent information or
of the improper use or disclosure of the information; and

(vi) Whether any person received amore favorable eligibility determination for
enrollment in a QHP or insurance affordability program, such as greater advance payment of the
premium tax credits or cost-sharing reductions than he or she would be eligible for if the correct
information had been provided.

(3) No penalty will be imposed under paragraph (a)(1)(i) of this section if HHS
determines that there was a reasonabl e cause for the failure to provide correct information
required under section 1411(b) of the Affordable Care Act and that the person acted in good
faith.

(c) Maximum penalty. The amount of a civil money penalty will be determined by HHS

in accordance with paragraph (b) of this section.
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(1) Thefollowing provisions provide maximum penalties for asingle “plan year,” where
“plan year” has the same meaning as at §155.20 of this part:

(i) Any person who failsto provide correct information as specified in paragraph
(@(1)(i) of this section may be subject to a maximum civil money penalty as specified in section
1411(h)(1)(A)(i) of the Affordable Care Act for each application, as defined at paragraph
(©)(D)(iii) of this section, pursuant to which a person fails to provide correct information.

(it) Any person who knowingly and willfully provides false information as specified in
paragraph (a)(1)(ii) of this section may be subject to a maximum civil money penalty as
specified in section 1411(h)(1)(B) of the Affordable Care Act for each application, as defined at
paragraph (c)(1)(iii) of this section, on which a person knowingly and willfully provides false
information.

(iii) For the purposes of this subsection, “application” is defined as a submission of
information, whether through an online portal, over the telephone through a call center, or
through a paper submission process, in which the information is provided in relation to an
eligibility determination; an eligibility redetermination based on a changein an individual’s
circumstances; or an annual eligibility redetermination for any of the following:

(A) Enrollment in aqualified health plan;

(B) Premium tax credits or cost sharing reductions; or

(C) Anexemption from the individual shared responsibility payment.

(2) Any person who knowingly or willfully uses or discloses information as specified in

paragraph (a)(1)(iii) of this section may be subject to the following civil money penalty:
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(i) A civil money penalty for each use or disclosure described in paragraph (a)(1)(iii) of
this section of not more than the maximum amount specified in section 1411(h)(2) of the
Affordable Care Act per use or disclosure.

(if) For purposes of this subsection, a use or disclosure includes one separate use or
disclosure of asingle individua’s personally identifiable information where the person against
whom acivil money penalty may be imposed has made the use or disclosure.

(3) These penalties may be imposed in addition to any other penalties that may be
prescribed by law.

(d) Notice of intent to issue civil money penalty. If HHS intends to impose a civil

money penalty in accordance with this part, HHS will send a written notice of such intent to the
person against whom it intends to impose acivil money penalty.

(1) Thiswritten notice will be either hand delivered, sent by certified mail, return receipt
requested, or sent by overnight delivery service with signature upon delivery required. The
written notice must include the following elements:

(i) A description of the findings of fact regarding the violations with respect to which the
civil money penalty is proposed;

(if) The basis and reasons why the findings of fact subject the person to a penalty;

(iii) Any circumstances described in paragraph (b) of this section that were considered in
determining the amount of the proposed penalty;

(iv) The amount of the proposed penalty;

(v) An explanation of the person’sright to a hearing under any applicable administrative

hearing process,
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(vi) A statement that failure to request a hearing within 60 calendar days after the date of
issuance printed on the notice permits the assessment of the proposed penalty; and

(vii) Information explaining how to file arequest for a hearing and the address to which
the hearing request must be sent.

(2) The person may request a hearing before an ALJ on the proposed penalty by filing a
request in accordance with the procedure to file arequest specified in the notice of intent to issue

acivil money penalty.

(e) Failureto request ahearing. If the person does not request a hearing within 60
calendar days of the date of issuance printed on the notice described in paragraph (d) of this
section, HHS may impose the proposed civil money penalty.

(1) HHSwill notify the person in writing of any penalty that has been imposed, the
means by which the person may satisfy the penalty, and the date on which the penalty is due.

(2) A person has no right to appeal a penalty with respect to which the person has not
timely requested a hearing in accordance with paragraph (d) of this section.

(f) Appeal of proposed penalty. Subject to paragraph (€)(2) of this section, any person

against whom HHS has imposed a civil money penalty may appeal that penalty in accordance
with the rules and procedures outlined at 45 CFR part 150, subpart D, excluding 88150.461,
150.463, and 150.465.

(9) Enforcement authority. (1) CMS. CMS may impose civil money penalties up to the

maximum amounts specified in paragraph (d) of this section for any of the violations described

in paragraph (a) of this section.
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(2) OIG. Inaccordance with the rules and procedures of 42 CFR part 1003, and in place
of imposition of penalties by CMS, the OIG may impose civil money penalties for violations

described in paragraphs (a)(1)(ii) and (iii) of this section.

(h) Settlement authority. Nothing in this section limits the authority of CM Sto settle
any issue or case described in the notice furnished in accordance with § 155.285(d) or to
compromise on any penalty provided for in this section.

(i) Limitations. No action under this section will be entertained unless commenced, in
accordance with 8§ 155.285(d), within 6 years from the date on which the violation occurred.

28. Section 155.320 is amended by revising the section heading and removing paragraph
(d)(4).

The revision reads as follows:

8155.320 Verification processrelated to eligibility for insurance affordability programs.

29. Section 155.330 is amended by revising paragraph (d)(2)(ii) to read as follows:
§8155.330 Eligibility redetermination during a benefit year.

(d) * * *

@) * * *

(i) Comply with the standards specified in paragraph (e)(2) of this section.

30. Section 155.400 is amended by adding paragraphs (e) and (f) to read as follows:

§155.400 Enrollment of qualified individualsinto QHPs.

* * * * *
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(e) Premium payment. Exchanges may, and the Federally-facilitated Exchange will,

require payment of the first month’s premium to effectuate an enrollment.

(f) Processing enrollment transactions. The Exchange may provide requirements to QHP

issuers regarding the instructions for processing electronic enrollment-related transactions.

31. Section 155.420 is amended by revising paragraphs (b)(2)(i) through (iii), (c), (d)(1),
(d)(B)(iii), and (e) introductory text to read as follows:

§155.420 Special enrollment periods.

(b) * * *

@) * * *

(i) Inthe case of birth, adoption, placement for adoption, or placement in foster care, the
Exchange must ensure that coverage is effective for aqualified individual or enrollee on the date
of birth, adoption, placement for adoption, or placement in foster care, but may permit the
qualified individual or enrollee to elect alater coverage effective date. If the Exchange permits
the qualified individual or enrollee to elect alater coverage effective date, the Exchange must
ensure coverage is effective on the date elected by the qualified individual or enrollee.

(i) Inthe case of marriage, or in the case where a qualified individual loses minimum
essential coverage or other coverage, as described in paragraph (d)(1) of this section, the
Exchange must ensure that coverage is effective for aqualified individual or enrollee on the first
day of the following month.

(i) Inthe case of aqualified individual or enrollee eligible for a special enrollment

period as described in paragraphs (d)(4), (d)(5), (d)(9), or (d)(10) of this section, the Exchange
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must ensure that coverage is effective on an appropriate date based on the circumstances of the

special enrollment period, in accordance with guidelines issued by HHS.

* * * * *

(c) Availability and length of special enroliment periods. (1) Unless specificaly stated
otherwise herein, aqualified individual or enrollee has 60 days from the date of atriggering
event to select a QHP;

(2) A qualified individual or enrollee whose coverage specified in paragraph (d)(1) or
whose digibility for qualifying coverage in an eligible-employer sponsored plan as specified in
paragraph (d)(6)(iii) of this section will end within the next 60 days has 120 days from the date
that is 60 days prior to the end of such coverage or eligibility to select a QHP, including prior to
the end of hisor her existing coverage or eligibility for qualifying coveragein an ligible-
employer sponsored plan as specified in paragraph (d)(6)(iii) of this section, although he or sheis
not eligible for advance payments of the premium tax credit until the end of his or her existing
coverage or eligibility for qualifying coverage in an eligible-employer sponsored plan as
specified in paragraph (d)(6)(iii) of this section;

(3) Inthe case of aqualified individual or enrollee eligible for a special enrollment
period as described in paragraphs (d)(4), (d)(5), (d)(9), or (d)(10) of this section, the Exchange
may define the length of this special enrollment period as appropriate based on the
circumstances of the special enrollment period, in accordance with guidelinesissued by HHS.

(d) * * *

(1) Thequdified individual or hisor her dependent loses minimum essential coverage, is
enrolled in any non-calendar year individual health insurance policy as described in

§147.104(b)(2) of this subchapter, even if the qualified individual or his her or dependent has the
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option to renew the expiring non-calendar year individual health insurance policy, or loses
pregnancy-related coverage described under section 1902(a)(10)(A)(i)(1V) and (a)(10)(A)(ii)(1X)
of the Social Security Act (42 U.S.C. 1396a(a)(10)(A)(1)(1V), (8(10)(A)(ii)(1X)).

(6) * * *

(iii) A qualified individual or hisor her dependent who is enrolled in an eligible
employer-sponsored plan is determined newly eligible for advance payments of the premium tax
credit based in part on afinding that such individual isineligible for qualifying coverage in an
eligible-employer sponsored plan in accordance with 26 CFR 1.36B-2(c)(3), including as aresult
of hisor her employer discontinuing or changing available coverage within the next 60 days,
provided that such individual is allowed to terminate existing coverage.

* * * * *

(e) Lossof coverage. Loss of minimum essential coverage or other coverage described

in paragraph (d)(1) of this section includes those circumstances described in 26 CFR 54.9801-
6(a)(3)(i) through (iii). Loss of coverage does not include voluntary termination or loss due to—
32. Section 155.430 is amended by revising paragraph (d)(6) and adding paragraph (€) to
read as follows:
§155.430 Termination of coverage.
(d) * * *
(6) Inthe case of atermination in accordance with paragraph (b)(2)(v) of this section, the

last day of coverage in an enrollee's prior QHP isthe day before the effective date of coveragein
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his or her new QHP, including any retroactive enrollments effectuated under 8155.420(b)(2)(iii).
In cases of retroactive terminations dates, the Exchange will ensure that appropriate actions are
taken to make necessary adjustments to advance payments of the premium tax credit, cost-
sharing reductions, premiums, and claims.

* * * * *

(e) Termination, cancellation, and reinstatement. The Exchange may establish

operational instructions as to the form, manner, and method for addressing each of the following:

(1) Termination. A termination is an action taken after a coverage effective date that
ends an enrollee’ s coverage through the Exchange for a date after the original coverage effective
date, resulting in a period during which the individual was covered by the issuer.

(2) Cancellation. A cancellation is specific type of termination action that ends a
qualified individuals enrollment on the date coverage became effective resulting in coverage
never having been effective with the QHP.

(3) Reinstatement. A reinstatement is a correction of an erroneous termination or
cancellation action and results in restoration of an enrollment with no break in coverage.
§155.505 [Amended].

33. Section 155.505 is amended in paragraph (b)(4) by removing “; and” at the end of the
paragraph and adding a period in its place.

34. Section 155.530 is amended by revising paragraph (a)(1) to read as follows:
§155.530 Dismissals.

(@ * * *

(1) Withdraws the appeal request in writing or by telephone, if the appeals entity is

capable of accepting telephonic withdrawals.
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(i) Accepting telephonic withdrawals means the appeal s entity—

(A) Recordsin full the appellant’ s statement and tel ephonic signature made under
penalty of perjury; and

(B) Providesawritten confirmation to the appellant documenting the telephonic
interaction.

(ii) [Reserved]

35. Section 155.555 is amended by—

A. Redesignating paragraphs (d) introductory text, (d)(1), (d)(2) introductory text,

(D)), (i), (iii), (d)(3), and (d)(4) as paragraphs (d)(1) introductory text, (d)(1)(i),

(d)(1)(ii) introductory text, (d)(1)(ii)(A), (B), (C), (d)(1)(iii), and (d)(2).

B. Revising new paragraph (d)(2) introductory text.

Therevision reads as follows:

§155.555 Employer appeals process.

(d) * * *

(2) Upon receipt of an invalid appeal request, the appeal s entity must promptly and
without undue delay send written notice to the employer that the appeal request is not valid
because it fails to meet the requirements of this section. The written notice must inform the
employer—

36. Section 155.625 is revised to read as follows:

§155.625 Optionsfor conducting eligibility determinationsfor exemptions.

260
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() Optionsfor conducting eligibility determinations. The Exchange may satisfy the

requirements of this subpart—
(1) Directly or through contracting arrangements in accordance with §155.110(a); or
(2) For an application submitted before November 15, 2014, through the approach

described in paragraph (b) of this section.

(b) Useof HHS service. Notwithstanding the requirements of this subpart, for an
application submitted before November 15, 2014, the Exchange may adopt an exemption
eligibility determination made by HHS, provided that—

(1) The Exchange adheres to the eligibility determination made by HHS,;

(2) The Exchange furnishes to HHS any information available through the Exchange that
is necessary for an applicant to utilize the process administered by HHS; and

(3) The Exchange call center and Internet website specified in §155.205(a) and (b),
respectively, provide information to consumers regarding the exemption eligibility process.

37. Section 155.705, as amended March 11, 2014 (79 FR 13838), and effective May 12,
2014, is amended by—

A. Revising paragraphs (b)(2) and (b)(3)(ii) introductory text and (b)(3)(iv) introductory

text.

B. Adding paragraph (b)(3)(vi).

The revisions and addition read as follows:

§155.705 Functionsof a SHOP.

* * * * *

(b) * * *
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(2) Employer choice requirements. With regard to QHPs offered through the SHOP for

plan years beginning on or after January 1, 2015, the SHOP must allow a qualified employer to
select alevel of coverage as described in section 1302(d)(1) of the Affordable Care Act, in which
all QHPswithin that level are made available to the qualified employees of the employer, unless
the SHOP makes an election pursuant to paragraph (b)(3)(vi) of this section.

@) * * *

(if) Unless the SHOP makes an election pursuant to paragraph (b)(3)(vi) of this section,
for plan years beginning on or after January 1, 2015, a SHOP:

(iv) Unlessthe Secretary makes an election pursuant to paragraph (b)(3)(vi) of this
section, for plan years beginning on or after January 1, 2015, a Federally-facilitated SHOP will
provide a qualified employer a choice of two methods to make QHPs available to qualified
employees:

(vi) For plan years beginning in 2015, the SHOP may, based on the recommendation of a
State regulatory agency, elect to provide employers only with the options set forth at paragraph
(b)(3)(ii)(B) or in the case of a Federaly-facilitated SHOP, only with the option set forth at
paragraph (b)(3)(iv)(B) of this section, only if:

(A) The implementation of paragraphs (b)(3)(ii)(A) or (b)(3)(iv)(A) of this section would
result in significant adverse selection in the State’ s small group market resulting in market
disruptions that could not be remediated by sections 1312(c), 1342, and 1343 of the Affordable

Care Act (relating to single risk pool, risk corridors, and risk adjustment); or
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(B) There are insufficient issuers of qualified health plans or qualified stand-alone dental
plansin the SHOP to allow for meaningful choice among qualified health plans or qualified
stand-alone dental plansfor al levels of coverage as described in section 1302(d)(1) of the
Affordable Care Act.

38. Section 155.725 is amended by revising paragraphs (c) and (e) to read as follows:
8155.725 Enrollment periodsunder SHOP.

* * * * *

(c) Annua employer election period. (1) Notwithstanding any other paragraph in this

section, for coverage beginning in 2015, a qualified employer’ s annual election period may begin
no sooner than November 15, 2014.

(2) The SHOP must provide qualified employers with a standard election period prior to
the completion of the employer’ s plan year and before the annual employee open enrollment
period, in which the qualified employer may change its participation in the SHOP for the next
plan year, including—

(i) The method by which the qualified employer makes QHPs available to qualified
employees pursuant to §155.705(b)(2) and (3);

(i) The employer contribution towards the premium cost of coverage;

(iii) Thelevel of coverage offered to qualified employees as described in §155.705(b)(2)
and (3); and

(iv) The QHP or QHPs offered to qualified employees in accordance with 8155.705.

* * * * *
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(e) Annua employee open enrollment period. The SHOP must establish a standardized

annual open enrollment period for qualified employees prior to the completion of the applicable
gualified employer’s plan year and after that employer's annual election period.

39. Section 155.740 is amended by—

A. Redesignating paragraphs (g) introductory text, (g)(1) introductory text, (g)(1)(i),

(@)(D)(ii), (9)(2), and (9)(3) as paragraphs (g)(1)(i) introductory text, (9)(1)(i)(A),

(@ D(H)(B), (9)(1)(ii), and (9)(2).

B. Revising paragraph (i)(1)(i).

The revision read as follows:

8155.740 SHOP employer and employee eligibility appealsrequirements.

* * * * *
(I) * * *
(1) * * *

(i) Withdraws the request in accordance with the standards set forth in 8155.530(a)(1); or
40. Subpart O is added to read as follows:

Subpart O—Quality Reporting Standards for Exchanges

Sec.

155.1400 Quality rating system.

155.1405 Enrollee satisfaction survey system.

Subpart O—Quality Reporting Standards for Exchanges

§155.1400 Quiality rating system.
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The Exchange must prominently display the quality rating information assigned to each
QHP on its website, in accordance with §155.205(b)(1)(v), as calculated by HHS and in aform
and manner specified by HHS.
8155.1405 Enrollee satisfaction survey system.

The Exchange must prominently display results from the Enrollee Satisfaction Survey for
each QHP on its website, in accordance with 8155.205(b)(1)(iv), as calculated by HHSand in a
form and manner specified by HHS.
PART 156—HEALTH INSURANCE ISSUER STANDARDS UNDER THE
AFFORDABLE CARE ACT, INCLUDING STANDARDSRELATED TO EXCHANGES

41. The authority citation for part 156 continues to read as follows:

Authority: Title| of the Affordable Care Act, sections 1301-1304, 1311-1313, 1321-
1322, 1324, 1334, 1342-1343, 1401-1402, Pub. L. 111-148, 124 Stat. 119
42 U.S.C. 18021-18024, 18031-18032, 18041-18042, 18044, 18054, 18061, 18063, 18071,
18082, 26 U.S.C. 36B, and 31 U.S.C. 9701).

42. Section 156.130 is amended by revising paragraph (d) to read as follows:
§156.130 Cost-sharing requirements.

* * * * *

(d) Increase annual dollar limitsin multiples of 50. For a plan year beginning in a

calendar year after 2014, any increase in the annual dollar limits described in paragraphs (a) and
(b) of this section that does not result in amultiple of 50 dollars will be rounded down, to the

next lowest multiple of 50 dollars.

* * * * *
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43. Section 156.200 is amended by revising paragraph (b)(5) and adding paragraph (h) to
read as follows:
8156.200 QHP issuer participation standards.

(b) * * *

(5) Implement and report on a quality improvement strategy or strategies described in
section 1311(c)(1)(E) of the Affordable Care Act consistent with the standards of section
1311(g) of the Affordable Care Act, disclose and report information on health care quality and
outcomes described in sections 1311(c)(1)(H), (c)(1)(1), and (c)(3) of the Affordable Care Act,
and implement appropriate enrollee satisfaction surveys consistent with section 1311(c)(4) of the
Affordable Care Act;

* * * * *

(h) Operational requirements. As acondition of certification of a QHP, an issuer must

attest that it will comply with all QHP operational requirements described in Subparts D, E, H,
K, L and M of this part.

44. Section 156.265 is amended by revising paragraph (d) to read as follows:
§156.265 Enrollment processfor qualified individuals.

* * * * *

(d) Premium payment. A QHP issuer —

(1) Must follow the premium payment process established by the Exchangein
accordance with 8155.240.
(2) Must, for QHPs offered through a Federally-facilitated Exchange, establish the date

by which aqualified individual that has selected a QHP within the enrollment period datesin



CMS-9949-P 267

§155.410(b) of this subchapter must make a premium payment in order to effectuate coverage by
the applicable coverage date, provided that:

(i) The payment date is no later than the day before the coverage effective date.

(ii) The payment date policy is applied consistently to al applicantsin anon-
discriminatory manner.

45. Section 156.602 is amended by redesignating paragraph (e) as paragraph (f) and
adding anew paragraph (e) to read as follows:
8156.602 Other coveragethat qualifies as minimum essential cover age.

* * * * *

(e) Foreign group health coverage. (1) Foreign group health coverage for expatriates.

The following types of foreign group health coverage will be recognized as minimum essential
coverage for expatriates:

(i) Group health coverage for citizens or nationals of the United States working abroad,
provided by either of the following:

(A) A foreign, self-insured group health plan.

(B) Healthinsurance regulated by aforeign government or health coverage provided by
aforeign national health plan with respect to a citizen or national of the United States who, for
such month, is physically absent from the United States for at |east one day of the month, or who
is physically present in the United States for an entire month if the coverage provides health
benefits within the United States.

(if) Group health coverage for non-United States citizens or nationalsresiding in the

United States, provided by a self-insured group health plan, health insurance regulated by a
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foreign government, or health coverage provided by aforeign national health plan, if the
coverage provides health benefits within the United States.

(2) Notice. The sponsor, issuer, or plan administrator of foreign group health coverage
as described in this paragraph (€) must provide notice to enrollees who are citizens or nationals
of the United States of its minimum essential coverage status and must comply, if applicable,
with the information and reporting requirements of section 6055 of the Code and implementing
regulations with respect to those enrollees.

(3) Definition of expatriate. For purposes of this section, an expatriate means an

individual for whom thereisagood faith expectation that such individual will reside outside of
their home country or outside of the United States for at least six months of a 12-month period
and any covered dependents.

46. Section 156.604 is amended by revising paragraphs (a)(2) introductory text and (d) to
read as follows:
§156.604 Requirementsfor recognition as minimum essential coverage for types of
cover age not otherwise designated minimum essential coverage in the statute or this
subpart.

(@ * * *

(2) Procedural requirements for recognition as minimum essential coverage. To be

considered for recognition as minimum essential coverage, the sponsor of the coverage,
government agency, health insurance issuer, or plan administrator must submit the following

information to HHS:

* * * * *
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(d) Notice. Once recognized as minimum essential coverage, the sponsor of the
coverage, government agency, health insurance issuer, or plan administrator must provide notice
to all enrollees of its minimum essential coverage status and must comply with the information
reporting requirements of section 6055 of the Code and implementing regul ations.

47. Section 156.800 is amended by adding paragraph (d) to read as follows:

8156.800 Availableremedies; Scope.

(d) HHS may consult and share information about QHP issuers with other Federal and
State regulatory and enforcement entities to the extent that the consultation and information is
necessary for HHS to determine whether an enforcement remedy under subpart | is appropriate.

48. Section 156.805 is amended by—

A. Removing “or” after the semicolon in paragraph (a)(6).

B. Removing the period in paragraph (a)(7) and adding “; or” in its place.

C. Adding paragraph (d)(3).

D. Revising paragraph (e)(2).

The revisions and additions read as follows:

§8156.805 Bases and processfor imposing civil money penaltiesin Federally-facilitated
Exchanges.

(d) * * *

(3) HHS will deliver notice under this paragraph by either hand delivery, certified mail,
return receipt requested, or by overnight delivery service with signature upon delivery required.

(e) * * *
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(2) HHS will notify the issuer in writing of any penalty that has been assessed under this
subpart and of the means by which the QHP issuer or another responsible entity may satisfy the
CMP assessment.

49. Section 156.806 is added to read as follows:

8156.806 Notice of non-compliance.

If HHS learns of a potential violation described in 8156.805 or if a State informs HHS of
apotential violation, prior to imposing any CMPs, HHS must provide a written notice to the
issuer, to include the following:

() Describe the potential violation.

(b) Provide 30 days from the date of the notice for the QHP issuer to respond and to
provide additional information to refute an alleged violation.

(c) Statethat acivil money penalty may be assessed if the allegations are not, as
determined by HHS, refuted.

50. Section 156.810 is amended—

A. By revising paragraph (a)(6).

C. In paragraph (a)(9) by removing “or” after the semicolon.

D. In paragraph (a)(10) by removing the period and adding a semicolon in its place.

E. By revising paragraph (a)(11).

F. By adding anew paragraph (a)(12).

G. By revising paragraph (d) introductory text.

The revisions and additions read as follows:
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8156.810 Basesand processfor decertification of a QHP offered by an issuer through a
Federally-facilitated Exchange.

(@ * * *

(6) The QHP no longer meets the applicable standards set forth under subpart C of Part

156.

(12) The QHP issuer substantially fails to meet the requirements related to the cases
forwarded to QHP issuers under Subpart K; or

(13) The QHP issuer substantially fails to meet the requirements related to the offering
of a QHP under Subpart M.

* * * * *

(d) Expedited decertification process. For decertification actions on grounds described in

paragraphs (8)(6), (7), (8), or (9) of this section, HHS will provide written notice to the
QHP issuer, enrollees, and the State department of insurance in the State in which the QHP is
being decertified. The written notice must include the following:

51. Section 156.1105 is amended by adding paragraphs (d) and (€) to read as follows:
§156.1105 Establishment of standardsfor HHS-approved enrollee satisfaction survey
vendorsfor use by QHP issuersin Exchanges.

(d) Monitoring. HHS will periodically monitor HHS-approved enrollee satisfaction
survey vendors to ensure ongoing compliance with the standards in paragraph (b) of this section.

If HHS determines that an HHS-approved enrollee satisfaction survey vendor is non-compliant
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with the standards required in paragraph (b) of this section, the survey vendor may be removed
from the approved list described in paragraph (c) of this section and/or the submitted survey
results may beineligible to be included for ESS results.

(e) Appeals. An enrollee satisfaction survey vendor that is not approved by HHS after
submitting the application described in paragraph (a) of this section may appeal HHS s decision
by notifying HHS in writing within 15 days from receipt of the notification of not being
approved and submitting additional documentation demonstrating how the vendor meets the
standards in paragraph (b) of this section. HHS will review the submitted documentation and
make afinal approval determination within 30 days from receipt of the additional
documentation.

52. Section 156.1120 is added to subpart L to read as follows:

8156.1120 Quality rating system.

(a) Data submission requirement. (1) A QHP issuer must submit datato HHS and

Exchanges to support the calculation of quality ratings for each QHP that has been offered in an
Exchange for at least one year.

(2) Inorder to ensure the integrity of the data required to calculate the QRS, a QHP
issuer must submit data that has been validated in aform and manner specified by HHS.

(3) A QHP issuer must includein its data submission information only for those QHP
enrollees at the reporting level specified by HHS.

(b) Timeline. A QHP issuer must annually submit data necessary to calculate the QHP' s
quality ratings to HHS and Exchanges, on atimeline and in a standardized form and manner

specified by HHS.
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(c) Marketing requirement. A QHP issuer may reference the quality ratings for its QHPs

in its marketing materials, in a manner specified by HHS.

(d) Multi-State plans. Issuers of multi-State plans, as defined in 8155.1000(a) of this

subchapter, must provide the data described in paragraph (a) of this section to the U.S. Office of
Personnel management, in the time and manner specified by the U.S. Office of Personnel
Management.

53. Section 156.1125 is added to subpart L to read as follows:
8156.1125 Enrollee satisfaction survey system.

() General requirement. A QHP issuer must contract with an HHS-approved enrollee

satisfaction survey (ESS) vendor, asidentified by §156.1105, in order to administer the Enrollee
Satisfaction Survey of the QHP s enrollees. A QHP issuer must authorize its contracted ESS
vendor to report survey results to HHS and the Exchange on the issuer’ s behalf.

(b) Datarequirement. (1) A QHP issuer must collect datafor each QHP, with more than

500 enrollees in the previous year that has been offered in an Exchange for at least one year and
following a survey sampling methodology provided by HHS.

(2) Inorder to ensure the integrity of the data required to conduct the survey, a QHP
issuer must submit data that has been validated in aform and manner specified by HHS, and
submit this data to its contracted ESS vendor.

(3) A QHP issuer must includein its data submission information only for those QHP
enrollees at the reporting level specified by HHS.

(c) Marketing requirement. A QHP issuer may reference the survey results for its QHPs

in its marketing materials, in a manner specified by HHS.



CMS-9949-P 274

(d) Timeline. A QHP issuer must annually submit data necessary to conduct the survey
to its contracted ESS vendor on atimeline and in a standardized form and manner specified by

HHS.

(e) Multi-State plans. Issuers of multi-State plans, as defined in 8155.1000(a) of this
subchapter, must provide the data described in paragraph (b) of this section to the U.S. Office of
Personnel management, in the time and manner specified by the U.S. Office of Personnel
Management.

PART 158—ISSUER USE OF PREMIUM REVENUE: REPORTING AND REBATE
REQUIREMENTS

54. The authority citation for part 158 continues to read as follows:

Authority: Section 2718 of the Public Health Service Act (42 U.S.C. 300gg-18), as
amended.

55. Section 158.150 is amended by revising paragraph (b)(2)(i)(A)(6) to read as follows:
§158.150 Activitiesthat improve health care quality.

* * * * *

(b) * * *

(2) * * *
(I) * * *
(A) * * *

(6) Commencing with the 2012 reporting year and extending through the first reporting
year in which the Secretary requires |CD-10 as the standard medical data code set, implementing

|CD-10 code sets that are designed to improve quality and are adopted pursuant to the Health



CMS-9949-P 275

Insurance Portability and Accountability Act (HIPAA), 42 U.S.C. 1320d-2, as amended, limited
to 0.3 percent of an issuer's earned premium as defined in §158.130.

* * * * *

56. Section 158.211 is amended by revising paragraph (a) to read as follows:
§158.211 Requirement in Stateswith a higher medical lossratio.

(a) State option to set higher minimum loss ratio. For coverage offered in a State whose

law provides that issuers in the State must meet a higher MLR than that set forth in §158.210, the
State's higher percentage must be substituted for the percentage stated in §158.210. If a State
requires the small group market and individual market to be merged and also sets a higher MLR
standard for the merged market, the State’ s higher percentage must be substituted for the
percentage stated in 8158.210 for both the small group and individual markets.

57. Section 158.220 is amended by revising paragraph (a) to read as follows:
§158.220 Aggregation of datain calculating an issuer's medical lossratio.

(a) Agaregation by State and by market. In general, an issuer's MLR must be calcul ated

separately for the large group market, small group market and individual market within each
State. However, if a State requires the small group market and individual market to be merged,
then the data reported separately under subpart A for the small group and individual market in
that State must be merged for purposes of calculating an issuer's MLR and any rebates owing.
58. Section 158.221 is amended by adding paragraphs (b)(6) and (7) to read as follows:

§158.221 Formulafor calculating an issuer’s medical lossratio.

* * * * *
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(b) * * *

(6) The numerator of the MLR in theindividual and small group markets in States that
adopted the transitional policy outlined in the CMS letter dated November 14, 2013 must be the
amount specified in this paragraph (b), except that issuers that provided transitional coverage
may multiply the total incurred claims and expenditures for activities that improve health care
quality incurred in 2014 in the respective State and market by afactor of 1.0001.

(7) The numerator of the MLR in the individual and small group markets for issuers
participating in the State and Federal Exchanges (sometimes referred to as “ Marketplaces’) must
be the amount specified in this paragraph (b), except that the total incurred claims and
expenditures for activities that improve health care quality incurred in 2014 in the respective
State and market may be multiplied by afactor of 1.0004.

59. Section 158.231 is amended by revising paragraph (a) to read as follows:

§158.231 Life-years used to determine credible experience.

() Thelife-years used to determine the credibility of an issuer's experience are the
life-years for the MLR reporting year plusthe life-years for the two prior MLR reporting years.
If a State requires the small group market and individual market to be merged, then life-years
used to determine credibility must be the life-years from the small group market and the
individual market for the MLR reporting year plus the life-years from the small group market
and the individual market for the two prior MLR reporting years.

60. Section 158.243 is amended by revising paragraph (b)(1) and adding paragraph (b)(3)

to read as follows:
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§158.243 De minimisrebates.

(b) * * *

(1) Except as provided in paragraph (b)(3) of this section, an issuer must aggregate and
distribute any rebates not provided because they did not meet the minimum threshold set forth in
paragraph (a) of this section by aggregating the unpaid rebates by individual market, small group
market and large group market in a State and use them to increase the rebates provided to
enrollees who receive rebates based upon the same MLR reporting year as the aggregated unpaid
rebates. Anissuer must distribute such aggregated rebates by providing additional premium
credit or payment divided evenly among enrollees who are being provided arebate.

(3) If distribution of aggregated unpaid rebates according to paragraph (b)(1) of this
section would result in any enrollee(s) receiving rebates that exceed their premium paid during
the MLR reporting year, or if no enrollees receive rebates based upon the same MLR reporting
year as the aggregated unpaid rebates, then the issuer must not aggregate the unpaid rebates
according to paragraph (b)(1) of this section and must instead distribute them according to
§158.241 directly to those enrollees whose rebates did not meet the minimum threshold set forth

in paragraph (a) of this section.

Dated: March 11, 2014

Marilyn Tavenner,
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