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(2) Individual health insurance coverage—(i) For purposes of this section,
a health insurance issuer offering individual health insurance coverage is
considered to provide relevant notices
in a culturally and linguistically appropriate manner if the issuer provides
notices upon request in a non-English
language in which 10 percent or more
of the population residing in the claimant’s county are literate only in the
same non-English language, determined in guidance published by the
Secretary of Health and Human Services.
(ii) If the threshold described in paragraph (e)(2)(i) of this section is met,
the issuer must also—
(A) Include a statement in the
English versions of all notices, prominently displayed in the non-English
language, offering the provision of such
notices in the non-English language;
(B) Once a request has been made by
a claimant, provide all subsequent notices to the claimant in the nonEnglish language; and
(C) To the extent the issuer maintains a customer assistance process
(such as a telephone hotline) that answers questions or provides assistance
with filing claims and appeals, the
issuer must provide such assistance in
the non-English language.
(f) Secretarial authority. The Secretary may determine that the external review process of a group health
plan or health insurance issuer, in operation as of March 23, 2010, is considered in compliance with the applicable
process established under paragraph (c)
or (d) of this section if it substantially
meets the requirements of paragraph
(c) or (d) of this section, as applicable.
(g) Applicability date. The provisions
of this section apply for plan years (in
the individual market, policy years)
beginning on or after September 23,
2010. See § 147.140 of this part for determining the application of this section
to grandfathered health plans (providing that these rules regarding internal claims and appeals and external review processes do not apply to grandfathered health plans).
[75 FR 43350, July 23, 2010]

§ 147.138 Patient protections.
(a) Choice of health care professional—
(1) Designation of primary care provider—
(i) In general. If a group health plan, or
a health insurance issuer offering
group or individual health insurance
coverage, requires or provides for designation by a participant, beneficiary,
or enrollee of a participating primary
care provider, then the plan or issuer
must permit each participant, beneficiary, or enrollee to designate any
participating primary care provider
who is available to accept the participant, beneficiary, or enrollee. In such a
case, the plan or issuer must comply
with the rules of paragraph (a)(4) of
this section by informing each participant (in the individual market, primary subscriber) of the terms of the
plan or health insurance coverage regarding designation of a primary care
provider.
(ii) Example. The rules of this paragraph (a)(1) are illustrated by the following example:
Example. (i) Facts. A group health plan requires individuals covered under the plan to
designate a primary care provider. The plan
permits each individual to designate any primary care provider participating in the
plan’s network who is available to accept the
individual as the individual’s primary care
provider. If an individual has not designated
a primary care provider, the plan designates
one until one has been designated by the individual. The plan provides a notice that satisfies the requirements of paragraph (a)(4) of
this section regarding the ability to designate a primary care provider.
(ii) Conclusion. In this Example, the plan
has satisfied the requirements of paragraph
(a) of this section.

(2) Designation of pediatrician as primary care provider—(i) In general. If a
group health plan, or a health insurance issuer offering group or individual
health insurance coverage, requires or
provides for the designation of a participating primary care provider for a
child by a participant, beneficiary, or
enrollee, the plan or issuer must permit the participant, beneficiary, or enrollee
to
designate
a
physician
(allopathic or osteopathic) who specializes in pediatrics as the child’s primary
care provider if the provider participates in the network of the plan or
issuer and is available to accept the
child. In such a case, the plan or issuer
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must comply with the rules of paragraph (a)(4) of this section by informing each participant (in the individual
market, primary subscriber) of the
terms of the plan or health insurance
coverage regarding designation of a pediatrician as the child’s primary care
provider.
(ii) Construction. Nothing in paragraph (a)(2)(i) of this section is to be
construed to waive any exclusions of
coverage under the terms and conditions of the plan or health insurance
coverage with respect to coverage of
pediatric care.
(iii) Examples. The rules of this paragraph (a)(2) are illustrated by the following examples:
Example 1. (i) Facts. A group health plan’s
HMO designates for each participant a physician who specializes in internal medicine to
serve as the primary care provider for the
participant and any beneficiaries. Participant A requests that Pediatrician B be designated as the primary care provider for A’s
child. B is a participating provider in the
HMO’s network.
(ii) Conclusion. In this Example 1, the HMO
must permit A’s designation of B as the primary care provider for A’s child in order to
comply with the requirements of this paragraph (a)(2).
Example 2. (i) Facts. Same facts as Example
1, except that A takes A’s child to B for
treatment of the child’s severe shellfish allergies. B wishes to refer A’s child to an allergist for treatment. The HMO, however,
does not provide coverage for treatment of
food allergies, nor does it have an allergist
participating in its network, and it therefore
refuses to authorize the referral.
(ii) Conclusion. In this Example 2, the HMO
has not violated the requirements of this
paragraph (a)(2) because the exclusion of
treatment for food allergies is in accordance
with the terms of A’s coverage.

(3) Patient access to obstetrical and
gynecological care—(i) General rights—
(A) Direct access. A group health plan,
or a health insurance issuer offering
group or individual health insurance
coverage,
described
in
paragraph
(a)(3)(ii) of this section may not require authorization or referral by the
plan, issuer, or any person (including a
primary care provider) in the case of a
female participant, beneficiary, or enrollee who seeks coverage for obstetrical or gynecological care provided by
a participating health care professional
who specializes in obstetrics or gyne-
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cology. In such a case, the plan or
issuer must comply with the rules of
paragraph (a)(4) of this section by informing each participant (in the individual market, primary subscriber)
that the plan may not require authorization or referral for obstetrical or
gynecological care by a participating
health care professional who specializes in obstetrics or gynecology. The
plan or issuer may require such a professional to agree to otherwise adhere
to the plan’s or issuer’s policies and
procedures, including procedures regarding referrals and obtaining prior
authorization and providing services
pursuant to a treatment plan (if any)
approved by the plan or issuer. For
purposes of this paragraph (a)(3), a
health care professional who specializes in obstetrics or gynecology is any
individual (including a person other
than a physician) who is authorized
under applicable State law to provide
obstetrical or gynecological care.
(B) Obstetrical and gynecological care.
A group health plan or health insurance issuer described in paragraph
(a)(3)(ii) of this section must treat the
provision of obstetrical and gynecological care, and the ordering of related obstetrical and gynecological
items and services, pursuant to the direct access described under paragraph
(a)(3)(i)(A) of this section, by a participating health care professional who
specializes in obstetrics or gynecology
as the authorization of the primary
care provider.
(ii) Application of paragraph. A group
health plan, or a health insurance
issuer offering group or individual
health insurance coverage, is described
in this paragraph (a)(3) if the plan or
issuer—
(A) Provides coverage for obstetrical
or gynecological care; and
(B) Requires the designation by a
participant, beneficiary, or enrollee of
a participating primary care provider.
(iii) Construction. Nothing in paragraph (a)(3)(i) of this section is to be
construed to—
(A) Waive any exclusions of coverage
under the terms and conditions of the
plan or health insurance coverage with
respect to coverage of obstetrical or
gynecological care; or
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(B) Preclude the group health plan or
health insurance issuer involved from
requiring that the obstetrical or gynecological provider notify the primary
care health care professional or the
plan or issuer of treatment decisions.
(iv) Examples. The rules of this paragraph (a)(3) are illustrated by the following examples:
Example 1. (i) Facts. A group health plan requires each participant to designate a physician to serve as the primary care provider
for the participant and the participant’s
family. Participant A, a female, requests a
gynecological exam with Physician B, an innetwork physician specializing in gynecological care. The group health plan requires
prior authorization from A’s designated primary care provider for the gynecological
exam.
(ii) Conclusion. In this Example 1, the group
health plan has violated the requirements of
this paragraph (a)(3) because the plan requires prior authorization from A’s primary
care provider prior to obtaining gynecological services.
Example 2. (i) Facts. Same facts as Example
1 except that A seeks gynecological services
from C, an out-of-network provider.
(ii) Conclusion. In this Example 2, the group
health plan has not violated the requirements of this paragraph (a)(3) by requiring
prior authorization because C is not a participating health care provider.
Example 3. (i) Facts. Same facts as Example
1 except that the group health plan only requires B to inform A’s designated primary
care physician of treatment decisions.
(ii) Conclusion. In this Example 3, the group
health plan has not violated the requirements of this paragraph (a)(3) because A has
direct access to B without prior authorization. The fact that the group health plan requires notification of treatment decisions to
the designated primary care physician does
not violate this paragraph (a)(3).
Example 4. (i) Facts. A group health plan requires each participant to designate a physician to serve as the primary care provider
for the participant and the participant’s
family. The group health plan requires prior
authorization before providing benefits for
uterine fibroid embolization.
(ii) Conclusion. In this Example 4, the plan
requirement for prior authorization before
providing benefits for uterine fibroid
embolization does not violate the requirements of this paragraph (a)(3) because,
though the prior authorization requirement
applies to obstetrical services, it does not restrict access to any providers specializing in
obstetrics or gynecology.

(4) Notice of right to designate a primary care provider—(i) In general. If a

group health plan or health insurance
issuer requires the designation by a
participant, beneficiary, or enrollee of
a primary care provider, the plan or
issuer must provide a notice informing
each participant (in the individual
market, primary subscriber) of the
terms of the plan or health insurance
coverage regarding designation of a
primary care provider and of the
rights—
(A) Under paragraph (a)(1)(i) of this
section, that any participating primary
care provider who is available to accept the participant, beneficiary, or enrollee can be designated;
(B) Under paragraph (a)(2)(i) of this
section, with respect to a child, that
any participating physician who specializes in pediatrics can be designated
as the primary care provider; and
(C) Under paragraph (a)(3)(i) of this
section, that the plan may not require
authorization or referral for obstetrical
or gynecological care by a participating health care professional who
specializes in obstetrics or gynecology.
(ii) Timing. In the case of a group
health plan or group health insurance
coverage, the notice described in paragraph (a)(4)(i) of this section must be
included whenever the plan or issuer
provides a participant with a summary
plan description or other similar description of benefits under the plan or
health insurance coverage. In the case
of individual health insurance coverage, the notice described in paragraph (a)(4)(i) of this section must be
included whenever the issuer provides a
primary subscriber with a policy, certificate, or contract of health insurance.
(iii) Model language. The following
model language can be used to satisfy
the notice requirement described in
paragraph (a)(4)(i) of this section:
(A) For plans and issuers that require
or allow for the designation of primary
care providers by participants, beneficiaries, or enrollees, insert:
[Name of group health plan or health insurance issuer] generally [requires/allows]
the designation of a primary care provider.
You have the right to designate any primary
care provider who participates in our network and who is available to accept you or
your family members. [If the plan or health
insurance coverage designates a primary
care provider automatically, insert: Until
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you make this designation, [name of group
health plan or health insurance issuer] designates one for you.] For information on how
to select a primary care provider, and for a
list of the participating primary care providers, contact the [plan administrator or
issuer] at [insert contact information].

(B) For plans and issuers that require
or allow for the designation of a primary care provider for a child, add:
For children, you may designate a pediatrician as the primary care provider.

(C) For plans and issuers that provide
coverage for obstetric or gynecological
care and require the designation by a
participant, beneficiary, or enrollee of
a primary care provider, add:
You do not need prior authorization from
[name of group health plan or issuer] or from
any other person (including a primary care
provider) in order to obtain access to obstetrical or gynecological care from a health
care professional in our network who specializes in obstetrics or gynecology. The health
care professional, however, may be required
to comply with certain procedures, including
obtaining prior authorization for certain
services, following a pre-approved treatment
plan, or procedures for making referrals. For
a list of participating health care professionals who specialize in obstetrics or gynecology, contact the [plan administrator or
issuer] at [insert contact information].

(b) Coverage of emergency services—(1)
Scope. If a group health plan, or a
health insurance issuer offering group
or individual health insurance coverage, provides any benefits with respect to services in an emergency department of a hospital, the plan or
issuer must cover emergency services
(as defined in paragraph (b)(4)(ii) of
this section) consistent with the rules
of this paragraph (b).
(2) General rules. A plan or issuer subject to the requirements of this paragraph (b) must provide coverage for
emergency services in the following
manner—
(i) Without the need for any prior authorization determination, even if the
emergency services are provided on an
out-of-network basis;
(ii) Without regard to whether the
health care provider furnishing the
emergency services is a participating
network provider with respect to the
services;
(iii) If the emergency services are
provided out of network, without im-

§ 147.138

posing any administrative requirement
or limitation on coverage that is more
restrictive than the requirements or
limitations that apply to emergency
services received from in-network providers;
(iv) If the emergency services are
provided out of network, by complying
with the cost-sharing requirements of
paragraph (b)(3) of this section; and
(v) Without regard to any other term
or condition of the coverage, other
than—
(A) The exclusion of or coordination
of benefits;
(B) An affiliation or waiting period
permitted under part 7 of ERISA, part
A of title XXVII of the PHS Act, or
chapter 100 of the Internal Revenue
Code; or
(C) Applicable cost sharing.
(3) Cost-sharing requirements—(i) Copayments and coinsurance. Any costsharing requirement expressed as a copayment amount or coinsurance rate
imposed with respect to a participant,
beneficiary, or enrollee for out-of-network emergency services cannot exceed the cost-sharing requirement imposed with respect to a participant,
beneficiary, or enrollee if the services
were provided in-network. However, a
participant, beneficiary, or enrollee
may be required to pay, in addition to
the in-network cost-sharing, the excess
of the amount the out-of-network provider charges over the amount the plan
or issuer is required to pay under this
paragraph (b)(3)(i). A group health plan
or health insurance issuer complies
with the requirements of this paragraph (b)(3) if it provides benefits with
respect to an emergency service in an
amount equal to the greatest of the
three amounts specified in paragraphs
(b)(3)(i)(A), (b)(3)(i)(B), and (b)(3)(i)(C)
of this section (which are adjusted for
in-network cost-sharing requirements).
(A) The amount negotiated with innetwork providers for the emergency
service furnished, excluding any in-network copayment or coinsurance imposed with respect to the participant,
beneficiary, or enrollee. If there is
more than one amount negotiated with
in-network providers for the emergency service, the amount described
under this paragraph (b)(3)(i)(A) is the
median of these amounts, excluding
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any in-network copayment or coinsurance imposed with respect to the participant, beneficiary, or enrollee. In determining the median described in the
preceding sentence, the amount negotiated with each in-network provider is
treated as a separate amount (even if
the same amount is paid to more than
one provider). If there is no per-service
amount negotiated with in-network
providers (such as under a capitation
or other similar payment arrangement), the amount under this paragraph (b)(3)(i)(A) is disregarded.
(B) The amount for the emergency
service calculated using the same
method the plan generally uses to determine payments for out-of-network
services (such as the usual, customary,
and reasonable amount), excluding any
in-network copayment or coinsurance
imposed with respect to the participant, beneficiary, or enrollee. The
amount in this paragraph (b)(3)(i)(B) is
determined without reduction for outof-network cost sharing that generally
applies under the plan or health insurance coverage with respect to out-ofnetwork services. Thus, for example, if
a plan generally pays 70 percent of the
usual, customary, and reasonable
amount for out-of-network services,
the
amount
in
this
paragraph
(b)(3)(i)(B) for an emergency service is
the total (that is, 100 percent) of the
usual, customary, and reasonable
amount for the service, not reduced by
the 30 percent coinsurance that would
generally apply to out-of-network services (but reduced by the in-network copayment or coinsurance that the individual would be responsible for if the
emergency service had been provided
in-network).
(C) The amount that would be paid
under Medicare (part A or part B of
title XVIII of the Social Security Act,
42 U.S.C. 1395 et seq.) for the emergency
service, excluding any in-network copayment or coinsurance imposed with
respect to the participant, beneficiary,
or enrollee.
(ii) Other cost sharing. Any cost-sharing requirement other than a copayment or coinsurance requirement (such
as a deductible or out-of-pocket maximum) may be imposed with respect to
emergency services provided out of
network if the cost-sharing require-

ment generally applies to out-of-network benefits. A deductible may be imposed with respect to out-of-network
emergency services only as part of a
deductible that generally applies to
out-of-network benefits. If an out-ofpocket maximum generally applies to
out-of-network benefits, that out-ofpocket maximum must apply to out-ofnetwork emergency services.
(iii) Examples. The rules of this paragraph (b)(3) are illustrated by the following examples. In all of these examples, the group health plan covers benefits with respect to emergency services.
Example 1. (i) Facts. A group health plan
imposes a 25% coinsurance responsibility on
individuals who are furnished emergency
services, whether provided in network or out
of network. If a covered individual notifies
the plan within two business days after the
day an individual receives treatment in an
emergency department, the plan reduces the
coinsurance rate to 15%.
(ii) Conclusion. In this Example 1, the requirement to notify the plan in order to receive a reduction in the coinsurance rate
does not violate the requirement that the
plan cover emergency services without the
need for any prior authorization determination. This is the result even if the plan required that it be notified before or at the
time of receiving services at the emergency
department in order to receive a reduction in
the coinsurance rate.
Example 2. (i) Facts. A group health plan
imposes a $60 copayment on emergency services without preauthorization, whether provided in network or out of network. If emergency services are preauthorized, the plan
waives the copayment, even if it later determines the medical condition was not an
emergency medical condition.
(ii) Conclusion. In this Example 2, by requiring an individual to pay more for emergency
services if the individual does not obtain
prior authorization, the plan violates the requirement that the plan cover emergency
services without the need for any prior authorization determination. (By contrast, if,
to have the copayment waived, the plan
merely required that it be notified rather
than a prior authorization, then the plan
would not violate the requirement that the
plan cover emergency services without the
need for any prior authorization determination.)
Example 3. (i) Facts. A group health plan
covers individuals who receive emergency
services with respect to an emergency medical condition from an out-of-network provider. The plan has agreements with in-network providers with respect to a certain
emergency service. Each provider has agreed
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to provide the service for a certain amount.
Among all the providers for the service: one
has agreed to accept $85, two have agreed to
accept $100, two have agreed to accept $110,
three have agreed to accept $120, and one has
agreed to accept $150. Under the agreement,
the plan agrees to pay the providers 80% of
the agreed amount, with the individual receiving the service responsible for the remaining 20%.
(ii) Conclusion. In this Example 3, the values
taken into account in determining the median are $85, $100, $100, $110, $110, $120, $120,
$120, and $150. Therefore, the median amount
among those agreed to for the emergency
service is $110, and the amount under paragraph (b)(3)(i)(A) of this section is 80% of $110
($88).
Example 4. (i) Facts. Same facts as Example
3. Subsequently, the plan adds another provider to its network, who has agreed to accept $150 for the emergency service.
(ii) Conclusion. In this Example 4, the median amount among those agreed to for the
emergency service is $115. (Because there is
no one middle amount, the median is the average of the two middle amounts, $110 and
$120.) Accordingly, the amount under paragraph (b)(3)(i)(A) of this section is 80% of $115
($92).
Example 5. (i) Facts. Same facts as Example
4. An individual covered by the plan receives
the emergency service from an out-of-network provider, who charges $125 for the service. With respect to services provided by outof-network providers generally, the plan reimburses covered individuals 50% of the reasonable amount charged by the provider for
medical services. For this purpose, the reasonable amount for any service is based on
information on charges by all providers collected by a third party, on a zip code by zip
code basis, with the plan treating charges at
a specified percentile as reasonable. For the
emergency service received by the individual, the reasonable amount calculated
using this method is $116. The amount that
would be paid under Medicare for the emergency service, excluding any copayment or
coinsurance for the service, is $80.
(ii) Conclusion. In this Example 5, the plan
is responsible for paying $92.80, 80% of $116.
The median amount among those agreed to
for the emergency service is $115 and the
amount the plan would pay is $92 (80% of
$115); the amount calculated using the same
method the plan uses to determine payments
for out-of-network services—$116—excluding
the in-network 20% coinsurance, is $92.80;
and the Medicare payment is $80. Thus, the
greatest amount is $92.80. The individual is
responsible for the remaining $32.20 charged
by the out-of-network provider.
Example 6. (i) Facts. Same facts as Example
5. The group health plan generally imposes a
$250 deductible for in-network health care.
With respect to all health care provided by
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out-of-network providers, the plan imposes a
$500 deductible. (Covered in-network claims
are credited against the deductible.) The individual has incurred and submitted $260 of
covered claims prior to receiving the emergency service out of network.
(ii) Conclusion. In this Example 6, the plan
is not responsible for paying anything with
respect to the emergency service furnished
by the out-of-network provider because the
covered individual has not satisfied the higher deductible that applies generally to all
health care provided out of network. However, the amount the individual is required
to pay is credited against the deductible.

(4) Definitions. The definitions in this
paragraph (b)(4) govern in applying the
provisions of this paragraph (b).
(i) Emergency medical condition. The
term emergency medical condition means
a medical condition manifesting itself
by acute symptoms of sufficient severity (including severe pain) so that a
prudent layperson, who possesses an
average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention
to result in a condition described in
clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act
(42 U.S.C. 1395dd(e)(1)(A)). (In that provision of the Social Security Act,
clause (i) refers to placing the health of
the individual (or, with respect to a
pregnant woman, the health of the
woman or her unborn child) in serious
jeopardy; clause (ii) refers to serious
impairment to bodily functions; and
clause (iii) refers to serious dysfunction of any bodily organ or part.)
(ii) Emergency services. The term emergency services means, with respect to an
emergency medical condition—
(A) A medical screening examination
(as required under section 1867 of the
Social Security Act, 42 U.S.C. 1395dd)
that is within the capability of the
emergency department of a hospital,
including ancillary services routinely
available to the emergency department
to evaluate such emergency medical
condition, and
(B) Such further medical examination and treatment, to the extent they
are within the capabilities of the staff
and facilities available at the hospital,
as are required under section 1867 of
the Social Security Act (42 U.S.C.
1395dd) to stabilize the patient.
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(iii) Stabilize. The term to stabilize,
with respect to an emergency medical
condition (as defined in paragraph
(b)(4)(i) of this section) has the meaning given in section 1867(e)(3) of the Social
Security
Act
(42
U.S.C.
1395dd(e)(3)).
(c) Applicability date. The provisions
of this section apply for plan years (in
the individual market, policy years)
beginning on or after September 23,
2010. See § 147.140 of this part for determining the application of this section
to grandfathered health plans (providing that these rules regarding patient protections do not apply to
grandfathered health plans).
[75 FR 37238, June 28, 2010]

§ 147.140 Preservation of right to
maintain existing coverage.
(a) Definition of grandfathered health
plan coverage—(1) In general—(i) Grandfathered health plan coverage means coverage provided by a group health plan,
or a group or individual health insurance issuer, in which an individual was
enrolled on March 23, 2010 (for as long
as it maintains that status under the
rules of this section). A group health
plan or group health insurance coverage does not cease to be grandfathered health plan coverage merely
because one or more (or even all) individuals enrolled on March 23, 2010 cease
to be covered, provided that the plan or
group health insurance coverage has
continuously covered someone since
March 23, 2010 (not necessarily the
same person, but at all times at least
one person). For purposes of this section, a plan or health insurance coverage that provides grandfathered
health plan coverage is referred to as a
grandfathered health plan. The rules of
this section apply separately to each
benefit package made available under a
group health plan or health insurance
coverage.
(ii) Subject to the rules of paragraph
(f) of this section for collectively bargained plans, if an employer or employee organization enters into a new
policy, certificate, or contract of insurance after March 23, 2010 (because, for
example, any previous policy, certificate, or contract of insurance is not
being renewed), then that policy, certificate, or contract of insurance is not

a grandfathered health plan with respect to the individuals in the group
health plan.
(2) Disclosure of grandfather status—(i)
To maintain status as a grandfathered
health plan, a plan or health insurance
coverage must include a statement, in
any plan materials provided to a participant or beneficiary (in the individual market, primary subscriber) describing the benefits provided under
the plan or health insurance coverage,
that the plan or coverage believes it is
a grandfathered health plan within the
meaning of section 1251 of the Patient
Protection and Affordable Care Act and
must provide contact information for
questions and complaints.
(ii) The following model language can be
used to satisfy this disclosure requirement:
This [group health plan or health insurance issuer] believes this [plan or coverage]
is a ‘‘grandfathered health plan’’ under the
Patient Protection and Affordable Care Act
(the Affordable Care Act). As permitted by
the Affordable Care Act, a grandfathered
health plan can preserve certain basic health
coverage that was already in effect when
that law was enacted. Being a grandfathered
health plan means that your [plan or policy]
may not include certain consumer protections of the Affordable Care Act that apply
to other plans, for example, the requirement
for the provision of preventive health services without any cost sharing. However,
grandfathered health plans must comply
with certain other consumer protections in
the Affordable Care Act, for example, the
elimination of lifetime limits on benefits.
Questions regarding which protections
apply and which protections do not apply to
a grandfathered health plan and what might
cause a plan to change from grandfathered
health plan status can be directed to the
plan administrator at [insert contact information]. [For ERISA plans, insert: You may
also contact the Employee Benefits Security
Administration, U.S. Department of Labor
at
1–866–444–3272
or
www.dol.gov/ebsa/
healthreform. This Web site has a table summarizing which protections do and do not
apply to grandfathered health plans.] [For
individual market policies and nonfederal
governmental plans, insert: You may also
contact the U.S. Department of Health and
Human Services at www.healthreform.gov.]

(3) Documentation of plan or policy
terms on March 23, 2010. To maintain
status as a grandfathered health plan,
a group health plan, or group or individual health insurance coverage,
must, for as long as the plan or health
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