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Subpart C—Requirements Related to 
Benefits 

148.170 Standards relating to benefits for 
mothers and newborns. 

148.180 Prohibition of discrimination based 
on genetic information. 

Subpart D—Preemption; Excepted Benefits 

148.210 Preemption. 
148.220 Excepted benefits. 

Subpart E—Grants to States for Operation 
of Qualified High Risk Pools 

148.306 Basis and scope. 
148.308 Definitions. 
148.310 Eligibility requirements for a grant. 
148.312 Amount of grant payment. 
148.314 Periods during which eligible States 

may apply for a grant. 
148.316 Grant application instructions. 
148.318 Grant application review. 
148.320 Grant awards. 

AUTHORITY: 42 U.S.C. 300gg through 300gg– 
63, 300gg–11 300gg–91, and 300–gg92, as amend-
ed. 

SOURCE: 62 FR 16995, Apr. 8, 1997, unless 
otherwise noted. 

Subpart A—General Provisions 

§ 148.101 Basis and purpose. 
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 the 
individual market. It also provides cer-
tain protections for mothers and 
newborns with respect to coverage for 
hospital stays in connection with 
childbirth and protects all individuals 
and family members who have, or seek, 
individual health insurance coverage 
from discrimination based on genetic 
information. 

[79 FR 30340, May 27, 2014] 

§ 148.102 Scope and applicability date. 
(a) Scope and applicability. (1) Indi-

vidual health insurance coverage in-
cludes all health insurance coverage 
(as defined in § 144.103 of this sub-
chapter) that is neither health insur-
ance 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) The requirements that pertain to 
guaranteed renewability for all individ-
uals, to protections for mothers and 
newborns with respect to hospital 
stays in connection with childbirth, 
and to protections against discrimina-
tion based on genetic information 
apply to all issuers of individual health 
insurance coverage in the State. 

(b) Applicability date. Except as pro-
vided in § 148.124 (certificate of cred-
itable coverage), § 148.170 (standards re-
lating 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 cov-
erage offered, sold, issued, renewed, in 
effect, or operated in the individual 
market after June 30, 1997. Notwith-
standing the previous sentence, the 
definition of ‘‘short-term, limited-du-
ration insurance’’ in § 144.103 of this 
subchapter is applicable October 2, 
2018. 

[79 FR 30340, May 27, 2014, as amended at 81 
FR 75327, Oct. 31, 2016; 83 FR 38243, Aug. 3, 
2018] 

Subpart B—Requirements Relating 
to Access and Renewability 
of Coverage 

§ 148.120 Guaranteed availability of in-
dividual health insurance coverage 
to certain individuals with prior 
group coverage. 

The rules for guaranteeing the avail-
ability 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 guaran-
teed availability of coverage in the 
group and individual markets. 

[79 FR 30340, May 27, 2014] 

§ 148.122 Guaranteed renewability of 
individual health insurance cov-
erage. 

(a) Applicability. This section applies 
to non-grandfathered and grand-
fathered health plans (within the 
meaning of § 147.140 of this subchapter) 
that are individual health insurance 
coverage. See also § 147.106 of this sub-
chapter for requirements relating to 
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guaranteed renewability of coverage 
with respect to non-grandfathered 
health plans. 

(b) General rules. (1) Except as pro-
vided in paragraphs (c) through (g) of 
this section, an issuer must renew or 
continue in force the coverage at the 
option of the individual. 

(2) Medicare entitlement or enroll-
ment is not a basis to nonrenew an in-
dividual’s health insurance coverage in 
the individual market under the same 
policy or contract of insurance. 

(c) Exceptions to renewing coverage. An 
issuer may nonrenew or discontinue 
health insurance coverage of an indi-
vidual in the individual market based 
only on one or more of the following: 

(1) Nonpayment of premiums. The indi-
vidual has failed to pay premiums or 
contributions in accordance with the 
terms of the health insurance coverage, 
including any timeliness requirements. 

(2) Fraud. The individual has per-
formed an act or practice that con-
stitutes fraud or made an intentional 
misrepresentation of material fact 
under the terms of the coverage. 

(3) Termination of product. The issuer 
is ceasing to offer coverage in the mar-
ket in accordance with paragraph (d) or 
(e) of this section and applicable State 
law. 

(4) Movement outside the service area. 
For network plans, the individual no 
longer resides, lives, or works in the 
service area of the issuer, or area for 
which the issuer is authorized to do 
business, but only if coverage is termi-
nated uniformly without regard to any 
health status-related factor of covered 
individuals; provided the issuer pro-
vides notice in accordance with the re-
quirements of paragraph (d)(1) of this 
section. 

(5) Association membership ceases. For 
coverage made available in the indi-
vidual market only through one or 
more bona fide associations, the indi-
vidual’s membership in the association 
ceases, but only if the coverage is ter-
minated uniformly without regard to 
any health status-related factor of cov-
ered individuals. 

(d) Discontinuing a particular type of 
coverage. An issuer may discontinue of-
fering a particular type of health insur-
ance coverage offered in the individual 

market only if it meets the following 
requirements: 

(1) Provides notice in writing, in a 
form and manner specified by the Sec-
retary, to each individual provided cov-
erage of that type of health insurance 
at least 90 calendar days before the 
date the coverage will be discontinued. 

(2) Offers to each covered individual, 
on a guaranteed issue basis, the option 
to purchase any other individual 
health insurance coverage currently 
being offered by the issuer for individ-
uals in that market. 

(3) Acts uniformly without regard to 
any health status-related factor of cov-
ered individuals or dependents of cov-
ered individuals who may become eligi-
ble for coverage. 

(e) Discontinuing all coverage. An 
issuer may discontinue offering all 
health insurance coverage in the indi-
vidual market in a State only if it 
meets the following requirements. 

(1) Provides notice in writing to the 
applicable State authority and to each 
individual of the discontinuation at 
least 180 days before the date the cov-
erage will expire. 

(2) Discontinues and does not renew 
all health insurance policies it issues 
or delivers for issuance in the State in 
the individual market. 

(3) Acts uniformly without regard to 
any health status-related factor of cov-
ered individuals or dependents of cov-
ered individuals who may become eligi-
ble for coverage. 

(4) For purposes of this paragraph (e), 
subject to applicable State law, an 
issuer will not be considered to have 
discontinued offering all health insur-
ance coverage in a market in a State 
if— 

(i) The issuer (in this paragraph re-
ferred to as the initial issuer) or, if the 
issuer is a member of a controlled 
group, any other issuer that is a mem-
ber of such controlled group, offers and 
makes available in the applicable mar-
ket in the State at least one product 
that is considered in accordance with 
§ 144.103 of this subchapter to be the 
same product as a product the initial 
issuer had been offering in such market 
in such State; or 

(ii) The issuer— 
(A) Offers and makes available at 

least one product (in paragraphs 
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(e)(4)(ii)(A) through (C) of this section 
referred to as the new product) in the 
applicable market in the State, even if 
such product is not considered in ac-
cordance with § 144.103 of this sub-
chapter to be the same product as a 
product the issuer had been offering in 
the applicable market in the State (in 
paragraphs (e)(4)(ii)(A) through (C) of 
this section referred to as the discon-
tinued product); 

(B) Subjects such new product or 
products to the applicable process and 
requirements established under part 
154 of this title as if such process and 
requirements applied with respect to 
that product or products, to the extent 
such process and requirements are oth-
erwise applicable to coverage of the 
same type and in the same market; and 

(C) Reasonably identifies the discon-
tinued product or products that cor-
respond to the new product or products 
for purposes of the process and require-
ments applied pursuant to paragraph 
(e)(4)(ii)(B) of this section. 

(5) For purposes of this section, the 
term controlled group means a group of 
two or more persons that is treated as 
a single employer under sections 52(a), 
52(b), 414(m), or 414(o) of the Internal 
Revenue Code of 1986, as amended, or a 
narrower group as may be provided by 
applicable State law. 

(f) Prohibition on market reentry. An 
issuer who elects to discontinue offer-
ing all health insurance coverage under 
paragraph (e) of this section may not 
issue coverage in the market and State 
involved during the 5-year period be-
ginning on the date of discontinuation 
of the last coverage not renewed. 

(g) Exception for uniform modification 
of coverage. (1) An issuer may, only at 
the time of coverage renewal, modify 
the health insurance coverage for a 
product offered in the individual mar-
ket if the modification is consistent 
with State law and is effective uni-
formly for all individuals with that 
product. 

(2) For purposes of paragraph (g) of 
this section, modifications made uni-
formly and solely pursuant to applica-
ble Federal or State requirements are 
considered a uniform modification of 
coverage if: 

(i) The modification is made within a 
reasonable time period after the impo-

sition or modification of the Federal or 
State requirement; and 

(ii) The modification is directly re-
lated to the imposition or modification 
of the Federal or State requirement. 

(3) For purposes of paragraph (g) of 
this section, other types of modifica-
tions made uniformly are considered a 
uniform modification of coverage if the 
health insurance coverage for the prod-
uct 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), or if the issuer that is a 
member of a controlled group (as de-
scribed in paragraph (e)(5) of this sec-
tion), any other health insurance 
issuer that is a member of such con-
trolled group; 

(ii) The product is offered as the 
same product network type (for exam-
ple, health maintenance organization, 
preferred provider organization, exclu-
sive provider organization, point of 
service, or indemnity); 

(iii) The product continues to cover 
at least a majority of the same service 
area; 

(iv) Within the product, each plan 
has the same cost-sharing structure as 
before the modification, except for any 
variation in cost sharing solely related 
to changes in cost and utilization of 
medical care, or to maintain the same 
metal tier level described in sections 
1302(d) and (e) of the Affordable Care 
Act; and 

(v) The product provides the same 
covered benefits, except for any 
changes in benefits that cumulatively 
impact the rate for any plan within the 
product within an allowable variation 
of ±2 percentage points (not including 
changes pursuant to applicable Federal 
or State requirements). 

(4) A State may only broaden the 
standards in paragraphs (g)(3)(iii) and 
(iv) of this section. 

(h) Application to coverage offered only 
through associations. In the case of 
health insurance coverage that is made 
available by a health insurance issuer 
in the individual market only through 
one or more associations, any reference 
in this section to an ‘‘individual’’ is 
deemed to include a reference to the 
association of which the individual is a 
member. 
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(i) Notice of renewal of coverage. If an 
issuer is renewing grandfathered cov-
erage as described in paragraph (b) of 
this section, or uniformly modifying 
grandfathered coverage as described in 
paragraph (g) of this section, the issuer 
must provide to each individual writ-
ten notice of the renewal at least 60 
calendar days before the date the cov-
erage will be renewed in a form and 
manner specified by the Secretary. 

(Approved by the Office of Management and 
Budget under control number 0938–0703) 

[62 FR 16998, Apr. 8, 1997; 62 FR 31696, June 10, 
1997, as amended at 62 FR 35906, July 2, 1997; 
79 FR 30340, May 27, 2014; 79 FR 42986, July 24, 
2014; 79 FR 53004, Sept. 5, 2014; 81 FR 94174, 
Dec. 22, 2016; 84 FR 17561, Apr. 25, 2019] 

§ 148.124 Certification and disclosure 
of coverage. 

(a) General rule. The rules for pro-
viding certificates of creditable cov-
erage and demonstrating creditable 
coverage have been superseded by the 
prohibition on preexisting condition 
exclusions. See § 147.108 of this sub-
chapter for rules prohibiting the impo-
sition of a preexisting condition exclu-
sion. 

(b) Applicability. The provisions of 
this section apply beginning December 
31, 2014. 

[79 FR 30341, May 27, 2014] 

§ 148.126 Determination of an eligible 
individual. 

The rules for guaranteeing the avail-
ability 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 guaran-
teed availability of coverage in the 
group and individual markets. 

[79 FR 30341, May 27, 2014] 

§ 148.128 State flexibility in individual 
market reforms—alternative mecha-
nisms. 

The rules for a State to implement 
an acceptable alternative mechanism 
for purposes of guaranteeing the avail-
ability 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 guaran-
teed availability of coverage in the 
group and individual markets. 

[79 FR 30341, May 27, 2014] 

Subpart C—Requirements Related 
to Benefits 

§ 148.170 Standards relating to bene-
fits for mothers and newborns. 

(a) Hospital length of stay—(1) General 
rule. Except as provided in paragraph 
(a)(5) of this section, an issuer offering 
health insurance coverage in the indi-
vidual market that provides benefits 
for a hospital length of stay in connec-
tion with childbirth for a mother or 
her newborn may not restrict benefits 
for the stay to less than— 

(i) 48 hours following a vaginal deliv-
ery; or 

(ii) 96 hours following a delivery by 
cesarean section. 

(2) When stay begins—(i) Delivery in a 
hospital. If delivery occurs in a hos-
pital, the hospital length of stay for 
the mother or newborn child begins at 
the time of delivery (or in the case of 
multiple births, at the time of the last 
delivery). 

(ii) Delivery outside a hospital. If deliv-
ery occurs outside a hospital, the hos-
pital length of stay begins at the time 
the mother or newborn is admitted as a 
hospital inpatient in connection with 
childbirth. The determination of 
whether an admission is in connection 
with childbirth is a medical decision to 
be made by the attending provider. 

(3) Examples. The rules of paragraphs 
(a)(1) and (2) of this section are illus-
trated by the following examples. In 
each example, the issuer provides bene-
fits for hospital lengths of stay in con-
nection with childbirth and is subject 
to the requirements of this section, as 
follows: 

Example 1. (i) Facts. A pregnant woman 
covered under a policy issued in the indi-
vidual market goes into labor and is admit-
ted to the hospital at 10 p.m. on June 11. She 
gives birth by vaginal delivery at 6 a.m. on 
June 12. 

(ii) Conclusion. In this Example 1, the 48- 
hour period described in paragraph (a)(1)(i) of 
this section ends at 6 a.m. on June 14. 
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