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whole or in part, of health benefits cov-
erage that includes coverage of abor-
tions other than those specified in
paragraph (b) of this section.

(2) If a State wishes to have managed
care entities provide abortions in addi-
tion to those specified in paragraph (b)
of this section, those abortions must be
provided under a separate contract
using non-Federal funds. A State may
not set aside a portion of the capitated
rate paid to a managed care entity to
be paid with State-only funds, or ap-
pend riders, attachments or addenda to
existing contracts with managed care
entities to separate the additional
abortion services from the other serv-
ices covered by the contract.

(3) Nothing in this section affects the
expenditure by a State, locality, or pri-
vate person or entity of State, local, or
private funds (other than those ex-
pended under the State plan) for any
abortion services or for health benefits
coverage that includes coverage of
abortion services.

§457.480 Preexisting condition exclu-
sions and relation to other laws.

(a) Preexisting condition exclusions. (1)
Except as permitted under paragraph
(a)(2) of this section, the State may not
permit the imposition of any pre-exist-
ing condition exclusion for covered
services under the State plan.

(2) If the State obtains health bene-
fits coverage through payment or a
contract for health benefits coverage
under a group health plan or group
health insurance coverage, the State
may permit the imposition of a pre-ex-
isting condition exclusion but only to
the extent that the exclusion is per-
mitted under the applicable provisions
of part 7 of subtitle B of title I of the
Employee Retirement Income Security
Act of 1974 (ERISA) and title XXVII of
the Public Health Service Act.

(b) Relation of title XXI to other laws.
(1) ERISA. Nothing in this title affects
or modifies section 514 of ERISA with
respect to a group health plan as de-
fined by section 2791(a)(1) of the Public
Health Service Act.

(2) Health Insurance Portability and
Accountability Act (HIPAA). Health ben-
efits coverage provided under a State
plan and coverage provided as a cost-
effective alternative, as described in

§457.495

subpart J of this part, is creditable
coverage for purposes of part 7 of sub-
title B of title II of ERISA, title XXVII
of the Public Health Service Act, and
subtitle K of the Internal Revenue
Code of 1986.

(3) Mental Health Parity Act (MHPA).
Health benefits coverage under a group
health plan provided under a State
plan must comply with the require-
ments of the MHPA of 1996 regarding
parity in the application of annual and
lifetime dollar limits to mental health
benefits in accordance with 45 CFR
146.136.

(4) Newborns and Mothers Health Pro-
tection Act (NMHPA). Health benefits
coverage under a group health plan
provided under a State plan must com-
ply with the requirements of the
NMHPA of 1996 regarding requirements
for minimum hospital stays for moth-
ers and newborns in accordance with 45
CFR 146.130 and 148.170.

§457.490 Delivery and utilization con-
trol systems.

A State that elects to obtain health
benefits coverage through a separate
child health program must include in
its State plan a description of the child
health assistance provided under the
plan for targeted low-income children,
including a description of the proposed
methods of delivery and utilization
control systems. A State must—

(a) Describe the methods of delivery
of child health assistance including the
choice of financing and the methods for
assuring delivery of the insurance
products and delivery of health care
services covered by such products to
the enrollees, including any variations;
and

(b) Describe utilization control sys-
tems designed to ensure that enrollees
receiving health care services under
the State plan receive only appropriate
and medically necessary health care
consistent with the benefit package de-
scribed in the approved State plan.

§457.495 State assurance of access to
care and procedures to assure qual-
ity and appropriateness of care.

A State plan must include a descrip-
tion of the methods that a State uses
for assuring the quality and appro-
priateness of care provided under the
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plan, including how the State will as-
sure:

(a) Access to well-baby care, well-
child care, well-adolescent care and
childhood and adolescent immuniza-
tions.

(b) Access to covered services, includ-
ing emergency services as defined at
§457.10.

(c) Appropriate and timely proce-
dures to monitor and treat enrollees
with chronic, complex, or serious med-
ical conditions, including access to an
adequate number of visits to specialists
experienced in treating the specific
medical condition and access to out-of-
network providers when the network is
not adequate for the enrollee’s medical
condition.

(d) That decisions related to the prior
authorization of health services are
completed as follows:

(1) In accordance with the medical
needs of the patient, within 14 days
after receipt of a request for services. A
possible extension of up to 14 days may
be permitted if the enrollee requests
the extension or if the physician or
health plan determines that additional
information is needed; or

(2) In accordance with existing State
law regarding prior authorization of
health services.

[66 FR 2678, Jan. 11, 2001, as amended at 66
FR 33824, June 25, 2001]

Subpart E—State Plan Require-
ments: Enrollee Financial Re-
sponsibilities

SOURCE: 66 FR 2681, Jan. 11, 2001, unless
otherwise noted.

§457.500 Basis,
bility.

(a) Statutory basis. This subpart im-
plements—

(1) Section 2101(a) of the Act, which
provides that the purpose of title XXI
is to provide funds to States to enable
them to initiate and expand the provi-
sion of child health assistance to unin-
sured, low-income children in an effec-
tive and efficient manner; and

(2) Section 2103(e) of the Act, which
sets forth provisions regarding State
plan requirements and options for cost
sharing.

scope, and applica-
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(b) Scope. This subpart consists of
provisions relating to the imposition
under a separate child health program
of cost-sharing charges including en-
rollment fees, premiums, deductibles,
coinsurance, copayments, and similar
cost-sharing charges.

(c) Applicability. The requirements of
this subpart apply to separate child
health programs.

§457.505 General State plan require-
ments.

The State plan must include a de-
scription of—

(a) The amount of premiums,
deductibles, coinsurance, copayments,
and other cost sharing imposed;

(b) The methods, including the public
schedule, the State uses to inform en-
rollees, applicants, providers and the
general public of the cost-sharing
charges, the cumulative cost-sharing
maximum, and any changes to these
amounts;

(c) The disenrollment protections as
required under §457.570;

(d) In the case of coverage obtained
through premium assistance for group
health plans—

(1) The procedures the State uses to
ensure that eligible children are not
charged copayments, coinsurance,
deductibles or similar fees on well-baby
and well-child care services described
at §457.520, and that any cost sharing
complies with the requirements of this
subpart;

(2) The procedures to ensure that
American Indian and Alaska Native
children are not charged premiums, co-
payments, coinsurance, deductibles, or
similar fees in accordance with
§457.535;

(3) The procedures to ensure that eli-
gible children are not charged cost
sharing in excess of the cumulative
cost-sharing maximum specified in
§457.560.

(e) Procedures that do not primarily
rely on a refund given by the State for
overpayment on behalf of an eligible
child to ensure compliance with this
subpart.

[66 FR 2681, Jan. 11, 2001, as amended at 66
FR 33824, June 25, 2001]
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