Department of Health and Human Services
(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 (in
the individual market, for 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
coverage of preventive health services
do not apply to grandfathered health
plans).
[75 FR 41759, July 19, 2010; 76 FR 46626, Aug.
3, 2011; 78 FR 39896, July 2, 2013]

§ 147.131 Exemption and accommodations in connection with coverage
of preventive health services.
(a) Religious employers. In issuing
guidelines under § 147.130(a)(1)(iv), the
Health Resources and Services Administration may establish an exemption
from such guidelines with respect to a
group health plan established or maintained by a religious employer (and
health insurance coverage provided in
connection with a group health plan established or maintained by a religious
employer) with respect to any requirement to cover contraceptive services
under such guidelines. For purposes of
this paragraph (a), a ‘‘religious employer’’ is an organization that is organized and operates as a nonprofit entity and is referred to in section
6033(a)(3)(A)(i) or (iii) of the Internal
Revenue Code of 1986, as amended.
(b) Eligible organizations. An eligible
organization is an organization that
satisfies all of the following requirements:
(1) The organization opposes providing coverage for some or all of any
contraceptive services required to be
covered under § 147.130(a)(1)(iv) on account of religious objections.
(2) The organization is organized and
operates as a nonprofit entity.
(3) The organization holds itself out
as a religious organization.

§ 147.131

(4) The organization self-certifies, in
a form and manner specified by the
Secretary, that it satisfies the criteria
in paragraphs (b)(1) through (3) of this
section, and makes such self-certification available for examination upon
request by the first day of the first
plan year to which the accommodation
in paragraph (c) of this section applies.
The self-certification must be executed
by a person authorized to make the
certification on behalf of the organization, and must be maintained in a manner consistent with the record retention requirements under section 107 of
the Employee Retirement Income Security Act of 1974.
(c) Contraceptive coverage—insured
group health plans—(1) General rule. A
group health plan established or maintained by an eligible organization that
provides benefits through one or more
group health insurance issuers complies for one or more plan years with
any requirement under § 147.130(a)(1)(iv)
to provide contraceptive coverage if
the eligible organization or group
health plan provides either a copy of
the self-certification to each issuer
providing coverage in connection with
the plan or a notice to the Secretary of
Health and Human Services that it is
an eligible organization and of its religious objection to coverage for all or a
subset of contraceptive services.
(i) When a self-certification is provided directly to an issuer, the issuer
has sole responsibility for providing
such coverage in accordance with
§ 147.130. An issuer may not require any
further documentation from the eligible organization regarding its status as
such.
(ii) When a notice is provided to the
Secretary of Health and Human Services, the notice must include the name
of the eligible organization and the
basis on which it qualifies for an accommodation; its objection based on
its sincerely held religious beliefs to
coverage of some or all contraceptive
services, as applicable (including an
identification of the subset of contraceptive services to which coverage the
eligible organization objects, if applicable); the plan name and type (i.e.,
whether it is a student health insurance plan within the meaning of
§ 147.145(a) or a church plan within the
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meaning of ERISA section 3(33)); and
the name and contact information for
any of the plan’s third party administrators and health insurance issuers. If
there is a change in any of the information required to be included in the notice, the organization must provide updated information to the Secretary of
Health and Human Services. The Department of Health and Human Services will send a separate notification to
each of the plan’s health insurance
issuers informing the issuer that the
Secretary of Health and Human Services has received a notice under paragraph (c)(1) of this section and describing the obligations of the issuer under
this section.
(2) Payments for contraceptive services—(i) A group health insurance
issuer that receives a copy of the selfcertification or notification described
in paragraph (c)(1)(ii) of this section
with respect to a group health plan established or maintained by an eligible
organization in connection with which
the issuer would otherwise provide contraceptive
coverage
under
§ 147.130(a)(1)(iv) must—
(A) Expressly exclude contraceptive
coverage from the group health insurance coverage provided in connection
with the group health plan; and
(B) Provide separate payments for
any contraceptive services required to
be covered under § 147.130(a)(1)(iv) for
plan participants and beneficiaries for
so long as they remain enrolled in the
plan.
(ii) With respect to payments for contraceptive services, the issuer may not
impose any cost-sharing requirements
(such as a copayment, coinsurance, or
a deductible), or impose any premium,
fee, or other charge, or any portion
thereof, directly or indirectly, on the
eligible organization, the group health
plan, or plan participants or beneficiaries. The issuer must segregate
premium revenue collected from the eligible organization from the monies
used to provide payments for contraceptive services. The issuer must provide payments for contraceptive services in a manner that is consistent
with the requirements under sections
2706, 2709, 2711, 2713, 2719, and 2719A of
the PHS Act. If the group health plan
of the eligible organization provides

coverage for some but not all of any
contraceptive services required to be
covered under § 147.130(a)(1)(iv), the
issuer is required to provide payments
only for those contraceptive services
for which the group health plan does
not provide coverage. However, the
issuer may provide payments for all
contraceptive services, at the issuer’s
option.
(d) Notice of availability of separate
payments for contraceptive services—insured group health plans and student
health insurance coverage. For each plan
year to which the accommodation in
paragraph (c) of this section is to
apply, an issuer required to provide
payments for contraceptive services
pursuant to paragraph (c) of this section must provide to plan participants
and beneficiaries written notice of the
availability of separate payments for
contraceptive services contemporaneous with (to the extent possible), but
separate from, any application materials distributed in connection with enrollment (or re-enrollment) in group
health coverage that is effective beginning on the first day of each applicable
plan year. The notice must specify that
the eligible organization does not administer or fund contraceptive benefits, but that the issuer provides separate payments for contraceptive services, and must provide contact information for questions and complaints.
The following model language, or substantially similar language, may be
used to satisfy the notice requirement
of this paragraph (d): ‘‘Your [employer/
institution of higher education] has
certified that your [group health plan/
student health insurance coverage]
qualifies for an accommodation with
respect to the federal requirement to
cover all Food and Drug Administration-approved contraceptive services
for women, as prescribed by a health
care provider, without cost sharing.
This means that your [employer/institution of higher education] will not
contract, arrange, pay, or refer for contraceptive coverage. Instead, [name of
health insurance issuer] will provide
separate payments for contraceptive
services that you use, without cost
sharing and at no other cost, for so
long as you are enrolled in your [group
health plan/student health insurance
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coverage]. Your [employer/institution
of higher education] will not administer or fund these payments. If you
have any questions about this notice,
contact
[contact
information
for
health insurance issuer].’’
(e) Reliance—(1) If an issuer relies
reasonably and in good faith on a representation by the eligible organization as to its eligibility for the accommodation in paragraph (c) of this section, and the representation is later determined to be incorrect, the issuer is
considered to comply with any requirement under § 147.130(a)(1)(iv) to provide
contraceptive coverage if the issuer
complies with the obligations under
this section applicable to such issuer.
(2) A group health plan is considered
to comply with any requirement under
§ 147.130(a)(1)(iv) to provide contraceptive coverage if the plan complies with
its obligations under paragraph (c) of
this section, without regard to whether
the issuer complies with the obligations under this section applicable to
such issuer.
(f) Application to student health insurance coverage. The provisions of this
section apply to student health insurance coverage arranged by an eligible
organization that is an institution of
higher education in a manner comparable to that in which they apply to
group health insurance coverage provided in connection with a group
health plan established or maintained
by an eligible organization that is an
employer. In applying this section in
the case of student health insurance
coverage, a reference to ‘‘plan participants and beneficiaries’’ is a reference
to student enrollees and their covered
dependents.
[78 FR 39896, July 2, 2013, as amended at 79
FR 51101, Aug. 27, 2014]

§ 147.136 Internal claims and appeals
and external review processes.
(a) Scope and definitions—(1) Scope.
This section sets forth requirements
with respect to internal claims and appeals and external review processes for
group health plans and health insurance issuers that are not grandfathered
health plans under § 147.140 of this part.
Paragraph (b) of this section provides
requirements for internal claims and
appeals processes. Paragraph (c) of this
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section sets forth rules governing the
applicability of State external review
processes. Paragraph (d) of this section
sets forth a Federal external review
process for plans and issuers not subject to an applicable State external review process. Paragraph (e) of this section prescribes requirements for ensuring that notices required to be provided
under this section are provided in a
culturally and linguistically appropriate manner. Paragraph (f) of this
section describes the authority of the
Secretary to deem certain external review processes in existence on March
23, 2010 as in compliance with paragraph (c) or (d) of this section. Paragraph (g) of this section sets forth the
applicability date for this section.
(2) Definitions. For purposes of this
section, the following definitions
apply—
(i) Adverse benefit determination. An
adverse benefit determination means an
adverse benefit determination as defined in 29 CFR 2560.503–1, as well as
any rescission of coverage, as described
in § 147.128 (whether or not, in connection with the rescission, there is an adverse effect on any particular benefit
at that time).
(ii) Appeal (or internal appeal). An appeal or internal appeal means review by
a plan or issuer of an adverse benefit
determination, as required in paragraph (b) of this section.
(iii) Claimant. Claimant means an individual who makes a claim under this
section. For purposes of this section,
references to claimant include a claimant’s authorized representative.
(iv) External review. External review
means a review of an adverse benefit
determination (including a final internal adverse benefit determination) conducted pursuant to an applicable State
external review process described in
paragraph (c) of this section or the
Federal external review process of
paragraph (d) of this section.
(v) Final internal adverse benefit determination. A final internal adverse benefit
determination means an adverse benefit
determination that has been upheld by
a plan or issuer at the completion of
the internal appeals process applicable
under paragraph (b) of this section (or
an adverse benefit determination with
respect to which the internal appeals
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