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(ii) Conclusion. In this Example 4, the service was not billed as a separate charge and
was billed as part of an office visit. Moreover, the primary purpose for the visit was
to deliver items and services described as
part of the comprehensive guidelines supported by the Health Resources and Services
Administration. Therefore, the plan may not
impose a cost-sharing requirement with respect to the office visit.

(3) Out-of-network providers. Nothing
in this section requires a plan or issuer
that has a network of providers to provide benefits for items or services described in paragraph (a)(1) of this section that are delivered by an out-ofnetwork provider. Moreover, nothing in
this section precludes a plan or issuer
that has a network of providers from
imposing cost-sharing requirements for
items or services described in paragraph (a)(1) of this section that are delivered by an out-of-network provider.
(4) Reasonable medical management.
Nothing prevents a plan or issuer from
using reasonable medical management
techniques to determine the frequency,
method, treatment, or setting for an
item or service described in paragraph
(a)(1) of this section to the extent not
specified in the recommendation or
guideline.
(5) Services not described. Nothing in
this section prohibits a plan or issuer
from providing coverage for items and
services in addition to those recommended by the United States Preventive Services Task Force or the Advisory Committee on Immunization
Practices of the Centers for Disease
Control and Prevention, or provided for
by guidelines supported by the Health
Resources and Services Administration, or from denying coverage for
items and services that are not recommended by that task force or that
advisory committee, or under those
guidelines. A plan or issuer may impose cost-sharing requirements for a
treatment not described in paragraph
(a)(1) of this section, even if the treatment results from an item or service
described in paragraph (a)(1) of this
section.
(b) Timing—(1) In general. A plan or
issuer must provide coverage pursuant
to paragraph (a)(1) of this section for
plan years that begin on or after September 23, 2010, or, if later, for plan
years that begin on or after the date
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that is one year after the date the recommendation or guideline is issued.
(2) Changes in recommendations or
guidelines. A plan or issuer is not required under this section to provide
coverage for any items and services
specified in any recommendation or
guideline described in paragraph (a)(1)
of this section after the recommendation or guideline is no longer described
in paragraph (a)(1) of this section.
Other requirements of Federal or State
law may apply in connection with a
plan or issuer ceasing to provide coverage for any such items or services,
including PHS Act section 2715(d)(4),
which requires a plan or issuer to give
60 days advance notice to an enrollee
before any material modification will
become effective.
(c) Recommendations not current. For
purposes of paragraph (a)(1)(i) of this
section, and for purposes of any other
provision of law, recommendations of
the United States Preventive Services
Task Force regarding breast cancer
screening, mammography, and prevention issued in or around November 2009
are not considered to be current.
(d) Applicability date. The provisions
of this section apply for plan years beginning on or after September 23, 2010.
See § 2590.715–1251 of this Part for determining the application of this section
to grandfathered health plans (providing that these rules regarding coverage of preventive health services do
not apply to grandfathered health
plans).
[75 FR 41757, July 19, 2010, as amended at 76
FR 46625, Aug. 3, 2011]

§ 2590.715–2714 Eligibility of children
until at least age 26.
(a) In general—(1) A group health
plan, or a health insurance issuer offering group health insurance coverage,
that makes available dependent coverage of children must make such coverage available for children until attainment of 26 years of age.
(2) The rule of this paragraph (a) is illustrated by the following example:
Example. (i) Facts. For the plan year beginning January 1, 2011, a group health plan provides health coverage for employees, employees’ spouses, and employees’ children until
the child turns 26. On the birthday of a child
of an employee, July 17, 2011, the child turns
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26. The last day the plan covers the child is
July 16, 2011.
(ii) Conclusion. In this Example, the plan
satisfies the requirement of this paragraph
(a) with respect to the child.
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(b) Restrictions on plan definition of dependent. With respect to a child who
has not attained age 26, a plan or issuer
may not define dependent for purposes
of eligibility for dependent coverage of
children other than in terms of a relationship between a child and the participant. Thus, for example, a plan or
issuer may not deny or restrict coverage for a child who has not attained
age 26 based on the presence or absence
of the child’s financial dependency
(upon the participant or any other person), residency with the participant or
with any other person, student status,
employment, or any combination of
those factors. In addition, a plan or
issuer may not deny or restrict coverage of a child based on eligibility for
other coverage, except that paragraph
(g) of this section provides a special
rule for plan years beginning before
January 1, 2014 for grandfathered
health plans that are group health
plans. (Other requirements of Federal
or State law, including section 609 of
ERISA or section 1908 of the Social Security Act, may mandate coverage of
certain children.)
(c) Coverage of grandchildren not required. Nothing in this section requires
a plan or issuer to make coverage
available for the child of a child receiving dependent coverage.
(d) Uniformity irrespective of age. The
terms of the plan or health insurance
coverage providing dependent coverage
of children cannot vary based on age
(except for children who are age 26 or
older).
(e) Examples. The rules of paragraph
(d) of this section are illustrated by the
following examples:
Example 1. (i) Facts. A group health plan offers a choice of self-only or family health
coverage. Dependent coverage is provided
under family health coverage for children of
participants who have not attained age 26.
The plan imposes an additional premium surcharge for children who are older than age
18.
(ii) Conclusion. In this Example 1, the plan
violates the requirement of paragraph (d) of
this section because the plan varies the

terms for dependent coverage of children
based on age.
Example 2. (i) Facts. A group health plan offers a choice among the following tiers of
health coverage: self-only, self-plus-one, selfplus-two, and self-plus-three-or-more. The
cost of coverage increases based on the number of covered individuals. The plan provides
dependent coverage of children who have not
attained age 26.
(ii) Conclusion. In this Example 2, the plan
does not violate the requirement of paragraph (d) of this section that the terms of dependent coverage for children not vary based
on age. Although the cost of coverage increases for tiers with more covered individuals, the increase applies without regard to
the age of any child.
Example 3. (i) Facts. A group health plan offers two benefit packages—an HMO option
and an indemnity option. Dependent coverage is provided for children of participants
who have not attained age 26. The plan limits children who are older than age 18 to the
HMO option.
(ii) Conclusion. In this Example 3, the plan
violates the requirement of paragraph (d) of
this section because the plan, by limiting
children who are older than age 18 to the
HMO option, varies the terms for dependent
coverage of children based on age.

(f) Transitional rules for individuals
whose coverage ended by reason of reaching a dependent eligibility threshold—(1)
In general. The relief provided in the
transitional rules of this paragraph (f)
applies with respect to any child—
(i) Whose coverage ended, or who was
denied coverage (or was not eligible for
coverage) under a group health plan or
group health insurance coverage because, under the terms of the plan or
coverage, the availability of dependent
coverage of children ended before the
attainment of age 26 (which, under this
section, is no longer permissible); and
(ii) Who becomes eligible (or is required to become eligible) for coverage
under a group health plan or group
health insurance coverage on the first
day of the first plan year beginning on
or after September 23, 2010 by reason of
the application of this section.
(2) Opportunity to enroll required—(i) If
a group health plan, or group health insurance coverage, in which a child described in paragraph (f)(1) of this section is eligible to enroll (or is required
to become eligible to enroll) is the plan
or coverage in which the child’s coverage ended (or did not begin) for the
reasons described in paragraph (f)(1)(i)
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of this section, and if the plan, or the
issuer of such coverage, is subject to
the requirements of this section, the
plan and the issuer are required to give
the child an opportunity to enroll that
continues for at least 30 days (including written notice of the opportunity
to enroll). This opportunity (including
the written notice) must be provided
beginning not later than the first day
of the first plan year beginning on or
after September 23, 2010.
(ii) The written notice must include a
statement that children whose coverage ended, or who were denied coverage (or were not eligible for coverage), because the availability of dependent coverage of children ended before attainment of age 26 are eligible to
enroll in the plan or coverage. The notice may be provided to an employee on
behalf of the employee’s child. In addition, the notice may be included with
other enrollment materials that a plan
distributes to employees, provided the
statement is prominent. If a notice satisfying the requirements of this paragraph (f)(2) is provided to an employee
whose child is entitled to an enrollment opportunity under this paragraph
(f), the obligation to provide the notice
of enrollment opportunity under this
paragraph (f)(2) with respect to that
child is satisfied for both the plan and
the issuer.
(3) Effective date of coverage. In the
case of an individual who enrolls under
paragraph (f)(2) of this section, coverage must take effect not later than
the first day of the first plan year beginning on or after September 23, 2010.
(4) Treatment of enrollees in a group
health plan. Any child enrolling in a
group health plan pursuant to paragraph (f)(2) of this section must be
treated as if the child were a special
enrollee, as provided under the rules of
§ 2590.701–6(d) of this Part. Accordingly,
the child (and, if the child would not be
a participant once enrolled in the plan,
the participant through whom the
child is otherwise eligible for coverage
under the plan) must be offered all the
benefit packages available to similarly
situated individuals who did not lose
coverage by reason of cessation of dependent status. For this purpose, any
difference in benefits or cost-sharing
requirements constitutes a different
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benefit package. The child also cannot
be required to pay more for coverage
than similarly situated individuals who
did not lose coverage by reason of cessation of dependent status.
(5) Examples. The rules of this paragraph (f) are illustrated by the following examples:
Example 1. (i) Facts. Employer Y maintains
a group health plan with a calendar year
plan year. The plan has a single benefit
package. For the 2010 plan year, the plan allows children of employees to be covered
under the plan until age 19, or until age 23
for children who are full-time students. Individual B, an employee of Y, and Individual C,
B’s child and a full-time student, were enrolled in Y’s group health plan at the beginning of the 2010 plan year. On June 10, 2010,
C turns 23 years old and loses dependent coverage under Y’s plan. On or before January 1,
2011, Y’s group health plan gives B written
notice that individuals who lost coverage by
reason of ceasing to be a dependent before
attainment of age 26 are eligible to enroll in
the plan, and that individuals may request
enrollment for such children through February 14, 2011 with enrollment effective
retroactively to January 1, 2011.
(ii) Conclusion. In this Example 1, the plan
has complied with the requirements of this
paragraph (f) by providing an enrollment opportunity to C that lasts at least 30 days.
Example 2. (i) Facts. Employer Z maintains
a group health plan with a plan year beginning October 1 and ending September 30.
Prior to October 1, 2010, the group health
plan allows children of employees to be covered under the plan until age 22. Individual
D, an employee of Z, and Individual E, D’s
child, are enrolled in family coverage under
Z’s group health plan for the plan year beginning on October 1, 2008. On May 1, 2009, E
turns 22 years old and ceases to be eligible as
a dependent under Z’s plan and loses coverage. D drops coverage but remains an employee of Z.
(ii) Conclusion. In this Example 2, not later
than October 1, 2010, the plan must provide D
and E an opportunity to enroll (including
written notice of an opportunity to enroll)
that continues for at least 30 days, with enrollment effective not later than October 1,
2010.
Example 3. (i) Facts. Same facts as Example
2, except that D did not drop coverage. Instead, D switched to a lower-cost benefit
package option.
(ii) Conclusion. In this Example 3, not later
than October 1, 2010, the plan must provide D
and E an opportunity to enroll in any benefit
package available to similarly situated individuals who enroll when first eligible.
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Example 4. (i) Facts. Same facts as Example
2, except that E elected COBRA continuation
coverage.
(ii) Conclusion. In this Example 4, not later
than October 1, 2010, the plan must provide D
and E an opportunity to enroll other than as
a COBRA qualified beneficiary (and must
provide, by that date, written notice of the
opportunity to enroll) that continues for at
least 30 days, with enrollment effective not
later than October 1, 2010.
Example 5. (i) Facts. Employer X maintains
a group health plan with a calendar year
plan year. Prior to 2011, the plan allows children of employees to be covered under the
plan until the child attains age 22. During
the 2009 plan year, an individual with a 22year old child joins the plan; the child is denied coverage because the child is 22.
(ii) Conclusion. In this Example 5, notwithstanding that the child was not previously
covered under the plan, the plan must provide the child, not later than January 1, 2011,
an opportunity to enroll (including written
notice to the employee of an opportunity to
enroll the child) that continues for at least
30 days, with enrollment effective not later
than January 1, 2011.

(g) Special rule for grandfathered group
health plans—(1) For plan years beginning before January 1, 2014, a group
health plan that qualifies as a grandfathered health plan under section 1251
of the Patient Protection and Affordable Care Act and that makes available
dependent coverage of children may exclude an adult child who has not attained age 26 from coverage only if the
adult child is eligible to enroll in an eligible employer-sponsored health plan
(as defined in section 5000A(f)(2) of the
Internal Revenue Code) other than a
group health plan of a parent.
(2) For plan years beginning on or
after January 1, 2014, a group health
plan that qualifies as a grandfathered
health plan under section 1251 of the
Patient Protection and Affordable Care
Act must comply with the requirements of paragraphs (a) through (f) of
this section.
(h) Applicability date. The provisions
of this section apply for plan years beginning on or after September 23, 2010.
See § 2590.715–1251 of this Part for determining the application of this section
to grandfathered health plans.
[75 FR 27136, May 13, 2010, as amended at 75
FR 34566, June 17, 2010]

§ 2590.715–2715 Summary of benefits
and coverage and uniform glossary.
(a) Summary of benefits and coverage—
(1) In general. A group health plan (and
its administrator as defined in section
3(16)(A) of ERISA), and a health insurance issuer offering group health insurance coverage, is required to provide a
written summary of benefits and coverage (SBC) for each benefit package
without charge to entities and individuals described in this paragraph (a)(1)
in accordance with the rules of this
section.
(i) SBC provided by a group health insurance issuer to a group health plan—
(A) Upon application. A health insurance issuer offering group health insurance coverage must provide the SBC to
a group health plan (or its sponsor)
upon application for health coverage,
as soon as practicable following receipt
of the application, but in no event later
than seven business days following receipt of the application.
(B) By first day of coverage (if there are
changes). If there is any change in the
information required to be in the SBC
that was provided upon application and
before the first day of coverage, the
issuer must update and provide a current SBC to the plan (or its sponsor) no
later than the first day of coverage.
(C) Upon renewal. If the issuer renews
or reissues the policy, certificate, or
contract of insurance (for example, for
a succeeding policy year), the issuer
must provide a new SBC as follows:
(1) If written application is required
(in either paper or electronic form) for
renewal or reissuance, the SBC must be
provided no later than the date the
written application materials are distributed.
(2) If renewal or reissuance is automatic, the SBC must be provided no
later than 30 days prior to the first day
of the new plan or policy year; however, with respect to an insured plan, if
the policy, certificate, or contract of
insurance has not been issued or renewed before such 30-day period, the
SBC must be provided as soon as practicable but in no event later than seven
business days after issuance of the new
policy, certificate, or contract of insurance, or the receipt of written confirmation of intent to renew, whichever
is earlier.

880

VerDate Mar<15>2010

12:06 Sep 11, 2013

Jkt 229120

PO 00000

Frm 00890

Fmt 8010

Sfmt 8010

Y:\SGML\229120.XXX

229120

