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rule. There were some of us who were
for it and some of us who were against
it, but I know that all of us, all 434 of
his colleagues, are honored to serve
with the longest-serving Member of
this House, who has committed himself
to health care throughout his life, as
did his father. We honor him for the
service he has given to our country.

Ladies and gentlemen, let us stand in
honor of JOHN DINGELL.

———

ANNOUNCEMENT BY THE SPEAKER
PRO TEMPORE

The SPEAKER pro tempore (Mr.
SERRANO). Without objection, 5-minute
voting will continue.

There was no objection.

———

RECOGNIZING 20TH ANNIVERSARY
OF THE ENDING OF THE COLD
WAR

The SPEAKER pro tempore. The un-
finished business is the question on
suspending the rules and agreeing to
the resolution, H. Res. 892.

The Clerk read the title of the resolu-
tion.

The SPEAKER pro tempore. The
question is on the motion offered by
the gentleman from California (Mr.
BERMAN) that the House suspend the
rules and agree to the resolution, H.
Res. 892.

The question was taken.

The SPEAKER pro tempore. In the
opinion of the Chair, two-thirds being
in the affirmative, the ayes have it.

RECORDED VOTE

Mr. HASTINGS of Florida. Mr.
Speaker, I demand a recorded vote.

A recorded vote was ordered.

The SPEAKER pro tempore. This

will be a 5-minute vote.

The vote was taken by electronic de-
vice, and there were—ayes 431, noes 1,
not voting 2, as follows:

[Roll No. 883]

AYES—431
Abercrombie Blunt Capuano
Ackerman Boccieri Cardoza
Aderholt Boehner Carnahan
Adler (NJ) Bonner Carney
AKkin Bono Mack Carson (IN)
Alexander Boozman Carter
Altmire Boren Cassidy
Andrews Boswell Castle
Arcuri Boucher Castor (FL)
Austria Boustany Chaffetz
Baca Boyd Chandler
Bachmann Brady (PA) Childers
Bachus Brady (TX) Chu
Baird Braley (IA) Clarke
Baldwin Bright Clay
Barrett (SC) Broun (GA) Cleaver
Barrow Brown (SC) Clyburn
Bartlett Brown, Corrine Coble
Barton (TX) Brown-Waite, Coffman (CO)
Bean Ginny Cohen
Becerra Buchanan Cole
Berkley Burgess Conaway
Berman Burton (IN) Connolly (VA)
Berry Butterfield Conyers
Biggert Buyer Cooper
Bilbray Calvert Costa
Bilirakis Camp Costello
Bishop (GA) Campbell Courtney
Bishop (NY) Cantor Crenshaw
Bishop (UT) Cao Crowley
Blackburn Capito Cuellar
Blumenauer Capps Culberson

Cummings
Dahlkemper
Davis (AL)
Davis (CA)
Davis (IL)
Davis (KY)
Davis (TN)
Deal (GA)
DeFazio
DeGette
Delahunt
DeLauro
Dent
Diaz-Balart, L.
Diaz-Balart, M.
Dicks
Dingell
Doggett
Donnelly (IN)
Doyle
Dreier
Driehaus
Duncan
Edwards (MD)
Edwards (TX)
Ehlers
Ellison
Ellsworth
Emerson
Engel
Eshoo
Etheridge
Fallin
Farr
Fattah
Filner
Flake
Fleming
Forbes
Fortenberry
Foster
Foxx
Frank (MA)
Franks (AZ)
Frelinghuysen
Fudge
Gallegly
Garamendi
Garrett (NJ)
Gerlach
Giffords
Gohmert
Gonzalez
Goodlatte
Gordon (TN)
Granger
Graves
Grayson
Green, Al
Green, Gene
Griffith
Grijalva
Guthrie
Gutierrez
Hall (NY)
Hall (TX)
Halvorson
Hare
Harman
Harper
Hastings (FL)
Hastings (WA)
Heinrich
Heller
Hensarling
Herger
Herseth Sandlin
Higgins
Hill
Himes
Hinchey
Hinojosa
Hirono
Hodes
Hoekstra
Holden
Holt
Honda
Hoyer
Hunter
Inglis
Inslee
Israel
Issa
Jackson (IL)
Jackson-Lee
(TX)
Jenkins
Johnson (GA)

Johnson (IL)
Johnson, E. B.
Johnson, Sam
Jones
Jordan (OH)
Kagen
Kanjorski
Kaptur
Kennedy
Kildee
Kilpatrick (MI)
Kilroy
Kind
King (IA)
King (NY)
Kingston
Kirk
Kirkpatrick (AZ)
Kissell
Klein (FL)
Kline (MN)
Kosmas
Kratovil
Kucinich
Lamborn
Lance
Langevin
Larsen (WA)
Larson (CT)
Latham
LaTourette
Latta
Lee (CA)
Lee (NY)
Levin
Lewis (CA)
Lewis (GA)
Linder
Lipinski
LoBiondo
Loebsack
Lofgren, Zoe
Lowey
Lucas
Luetkemeyer
Lujan
Lummis
Lungren, Daniel
E.
Lynch
Mack
Maffei
Maloney
Manzullo
Marchant
Markey (CO)
Markey (MA)
Marshall
Massa
Matheson
Matsui
McCarthy (CA)
McCarthy (NY)
McCaul
McClintock
McCollum
McCotter
McDermott
McGovern
McHenry
McIntyre
McKeon
McMahon
McMorris
Rodgers
McNerney
Meek (FL)
Meeks (NY)
Melancon
Mica
Michaud
Miller (FL)
Miller (MI)
Miller (NC)
Miller, Gary
Miller, George
Minnick
Mitchell
Mollohan
Moore (KS)
Moore (WI)
Moran (KS)
Murphy (CT)
Murphy (NY)
Murphy, Patrick
Murphy, Tim
Murtha
Myrick
Nadler (NY)
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Napolitano
Neal (MA)
Neugebauer
Nunes
Nye
Oberstar
Obey
Olson
Olver
Ortiz
Owens
Pallone
Pascrell
Pastor (AZ)
Paulsen
Payne
Pence
Perlmutter
Perriello
Peters
Peterson
Petri
Pingree (ME)
Pitts
Platts
Poe (TX)
Polis (CO)
Pomeroy
Posey
Price (GA)
Price (NC)
Putnam
Quigley
Radanovich
Rahall
Rangel
Rehberg
Reichert
Reyes
Richardson
Rodriguez
Roe (TN)
Rogers (AL)
Rogers (KY)
Rogers (MI)
Rohrabacher
Rooney
Ros-Lehtinen
Roskam
Ross
Rothman (NJ)
Roybal-Allard
Royce
Ruppersberger
Rush
Ryan (OH)
Ryan (WI)
Salazar
Sanchez, Linda
T.
Sanchez, Loretta
Sarbanes
Scalise
Schakowsky
Schauer
Schiff
Schmidt
Schock
Schrader
Schwartz
Scott (GA)
Scott (VA)
Sensenbrenner
Serrano
Sessions
Sestak
Shadegg
Shea-Porter
Sherman
Shimkus
Shuler
Shuster
Simpson
Sires
Skelton
Slaughter
Smith (NE)
Smith (NJ)
Smith (TX)
Smith (WA)
Snyder
Souder
Space
Speier
Spratt
Stark
Stearns
Stupak
Sullivan

Sutton Tsongas Weiner
Tanner Turner Welch
Taylor Upton Westmoreland
Teague Vaq Hollen Wexler
Terry Vglazquez Whitfield
Thompson (CA) Visclosky Wilson (OH)
Thompson (MS)  Walden Wilson (SC)
Thompson (PA) Walz Wittman
Thornberry Wamp Wolf
Tiahrt Wasserman Woolse
Tiberi Schultz W v
Tierney Waters u
Titus Watson Yarmuth
Tonko Watt Young (AK)
Towns Waxman Young (FL)
NOES—1
Paul
NOT VOTING—2
Gingrey (GA) Moran (VA)
O 1357

So (two-thirds being in the affirma-
tive) the rules were suspended and the
resolution was agreed to.

The result of the vote was announced
as above recorded.

A motion to reconsider was laid on
the table.

———

AFFORDABLE HEALTH CARE FOR
AMERICA ACT

Mr. WAXMAN. Mr. Speaker, pursu-
ant to House Resolution 903, I call up
the bill (H.R. 3962) to provide afford-
able, quality health care for all Ameri-
cans and reduce the growth in health
care spending, and for other purposes,
and ask for its immediate consider-
ation in the House.

The Clerk read the title of the bill.

The SPEAKER pro tempore. Pursu-
ant to House Resolution 903, the
amendment printed in part A of House
Report 111-330, perfected by the modi-
fication printed in part B of the report
is adopted and the bill, as amended, is
considered read.

The text of the bill, as amended, is as
follows:

H.R. 3962

Be it enacted by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled,

SECTION 1. SHORT TITLE; TABLE OF DIVISIONS,
TITLES, AND SUBTITLES.

(a) SHORT TITLE.—This Act may be cited as
the ‘‘Affordable Health Care for America
Act”.

(b) TABLE OF DIVISIONS, TITLES, AND SUB-
TITLES.—This Act is divided into divisions,
titles, and subtitles as follows:

DIVISION A—AFFORDABLE HEALTH
CARE CHOICES

TITLE I-IMMEDIATE REFORMS
TITLE II—PROTECTIONS AND STAND-
ARDS FOR QUALIFIED
HEALTH BENEFITS PLANS
Subtitle A—General Standards
Subtitle B—Standards Guaranteeing Access
to Affordable Coverage
Subtitle C—Standards Guaranteeing Access
to Essential Benefits
Subtitle D—Additional Consumer Protec-
tions
Subtitle E—Governance
Subtitle F—Relation to Other Requirements;
Miscellaneous
III-HEALTH INSURANCE EX-
CHANGE AND RELATED PRO-
VISIONS
Subtitle A—Health Insurance Exchange
Subtitle B—Public Health Insurance Option

TITLE
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Subtitle C—Individual Affordability Credits

TITLE IV—SHARED RESPONSIBILITY

Subtitle A—Individual Responsibility

Subtitle B—Employer Responsibility

TITLE V—AMENDMENTS TO INTERNAL
REVENUE CODE OF 1986

Subtitle A—Shared Responsibility

Subtitle B—Credit for Small Business Em-
ployee Health Coverage Ex-
penses

Subtitle C—Disclosures To Carry Out Health
Insurance Exchange Subsidies

Subtitle D—Other Revenue Provisions

DIVISION B—MEDICARE AND MEDICAID

IMPROVEMENTS

TITLE I—IMPROVING HEALTH CARE
VALUE

Subtitle A—Provisions related to Medicare
part A

Subtitle B—Provisions Related to Part B

Subtitle C—Provisions Related to Medicare
Parts A and B

Subtitle D—Medicare Advantage Reforms

Subtitle E—Improvements to Medicare Part

D

Subtitle F—Medicare Rural Access Protec-
tions

TITLE II—MEDICARE BENEFICIARY IM-
PROVEMENTS

Subtitle A—Improving and Simplifying Fi-
nancial Assistance for Low In-
come Medicare Beneficiaries

Subtitle B—Reducing Health Disparities

Subtitle C—Miscellaneous Improvements

TITLE III—PROMOTING PRIMARY CARE,
MENTAL HEALTH SERVICES,
AND COORDINATED CARE

TITLE IV—QUALITY

Subtitle A—Comparative Effectiveness Re-
search

Subtitle B—Nursing Home Transparency

Subtitle C—Quality Measurements

Subtitle D—Physician Payments Sunshine
Provision

Subtitle E—Public Reporting on Health
Care-Associated Infections

TITLE V—MEDICARE GRADUATE MED-
ICAL EDUCATION

TITLE VI—PROGRAM INTEGRITY

Subtitle A—Increased funding to fight waste,
fraud, and abuse

Subtitle B—Enhanced penalties for fraud and

abuse

Subtitle C—Enhanced Program and Provider
Protections

Subtitle D—Access to Information Needed to
Prevent Fraud, Waste, and
Abuse

TITLE VII-MEDICAID AND CHIP

Subtitle A—Medicaid and Health Reform

Subtitle B—Prevention

Subtitle C—Access

Subtitle D—Coverage

Subtitle E—Financing

Subtitle F—Waste, Fraud, and Abuse

Subtitle G—Puerto Rico and the Territories

Subtitle H—Miscellaneous

TITLE VIII—-REVENUE-RELATED PROVI-
SIONS

TITLE IX—MISCELLANEOUS PROVISIONS

DIVISION C—PUBLIC HEALTH AND
WORKFORCE DEVELOPMENT

TITLE I—COMMUNITY HEALTH CENTERS

TITLE II—WORKFORCE

Subtitle A—Primary Care Workforce

Subtitle B—Nursing Workforce

Subtitle C—Public Health Workforce

Subtitle D—Adapting Workforce to Evolving
Health System Needs

TITLE III—PREVENTION AND WELLNESS

TITLE IV—QUALITY AND SURVEILLANCE

TITLE V—OTHER PROVISIONS

Subtitle A—Drug Discount for Rural and
Other Hospitals; 340B Program
Integrity

Subtitle B—Programs

Subtitle C—Food and Drug Administration
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Subtitle D—Community Living Assistance
Services and Supports
Subtitle E—Miscellaneous
DIVISION D—INDIAN HEALTH CARE
IMPROVEMENT
TITLE I—AMENDMENTS TO INDIAN LAWS
TITLE II-IMPROVEMENT OF INDIAN
HEALTH CARE PROVIDED
UNDER THE SOCIAL SECU-
RITY ACT
DIVISION A—AFFORDABLE HEALTH CARE
CHOICES
SEC. 100. PURPOSE; TABLE OF CONTENTS OF DI-
VISION; GENERAL DEFINITIONS.

(a) PURPOSE.—

(1) IN GENERAL.—The purpose of this divi-
sion is to provide affordable, quality health
care for all Americans and reduce the growth
in health care spending.

(2) BUILDING ON CURRENT SYSTEM.—This di-
vision achieves this purpose by building on
what works in today’s health care system,
while repairing the aspects that are broken.

(3) INSURANCE REFORMS.—This division—

(A) enacts strong insurance market re-
forms;

(B) creates a new Health Insurance Ex-
change, with a public health insurance op-
tion alongside private plans;

(C) includes sliding scale affordability
credits; and

(D) initiates shared responsibility among
workers, employers, and the Government;
so that all Americans have coverage of es-
sential health benefits.

(4) HEALTH DELIVERY REFORM.—This divi-
sion institutes health delivery system re-
forms both to increase quality and to reduce
growth in health spending so that health
care becomes more affordable for businesses,
families, and Government.

(b) TABLE OF CONTENTS OF DIVISION.—The
table of contents of this division is as fol-
lows:

Sec. 100. Purpose; table of contents of divi-
sion; general definitions.

TITLE I-IMMEDIATE REFORMS

101. National high-risk pool program.

102. Ensuring value and lower pre-
miums.

Ending health insurance rescission
abuse.

Sunshine on price gouging by
health insurance issuers.

Requiring the option of extension
of dependent coverage for unin-
sured young adults.

Limitations on preexisting condi-
tion exclusions in group health
plans in advance of applica-
bility of new prohibition of pre-
existing condition exclusions.

Prohibiting acts of domestic vio-
lence from being treated as pre-
existing conditions.

Ending health insurance denials
and delays of necessary treat-
ment for children with deformi-
ties.

109. Elimination of lifetime limits.

110. Prohibition against postretirement
reductions of retiree health
benefits by group health plans.

111. Reinsurance program for retirees.

112. Wellness program grants.

113. Extension of COBRA continuation
coverage.

State Health Access
grants.

Administrative simplification.

TITLE II—PROTECTIONS AND STAND-

ARDS FOR QUALIFIED HEALTH BENE-
FITS PLANS
Subtitle A—General Standards

Sec. 201. Requirements reforming health in-
surance marketplace.

Sec.
Sec.

Sec. 103.

Sec. 104.

Sec. 105.

Sec. 106.

Sec. 107.

Sec. 108.

Sec.
Sec.

Sec.
Sec.
Sec.
114.

Sec. Program

Sec. 115.
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Sec. 202. Protecting the choice to keep cur-
rent coverage.

Subtitle B—Standards Guaranteeing Access

to Affordable Coverage

Prohibiting preexisting condition
exclusions.

Guaranteed issue and renewal for
insured plans and prohibiting
rescissions.

Sec. 213. Insurance rating rules.

Sec. 214. Nondiscrimination in benefits; par-
ity in mental health and sub-
stance abuse disorder benefits.

Ensuring adequacy of provider net-
works.

Requiring the option of extension
of dependent coverage for unin-
sured young adults.

Consistency of costs and coverage
under qualified health benefits
plans during plan year.

Subtitle C—Standards Guaranteeing Access

to Essential Benefits

Coverage of essential benefits pack-
age.

222. Essential benefits package defined.

223. Health Benefits Advisory Com-
mittee.

Process for adoption of rec-
ommendations; adoption of ben-
efit standards.

Subtitle D—Additional Consumer

Protections

Requiring fair marketing practices
by health insurers.

Requiring fair grievance and ap-
peals mechanisms.

Requiring information trans-
parency and plan disclosure.
Application to qualified health ben-
efits plans not offered through
the Health Insurance Exchange.

Timely payment of claims.

Standardized rules for coordination
and subrogation of benefits.

Application of administrative sim-
plification.

State prohibitions on discrimina-
tion against health care pro-
viders.

Protection of physician prescriber
information.

Dissemination of advance
planning information.

Subtitle E—Governance

Health Choices Administration;
Health Choices Commissioner.

Duties and authority of Commis-
sioner.

Sec. 243. Consultation and coordination.

Sec. 244. Health Insurance Ombudsman.

Subtitle F—Relation to Other Requirements;
Miscellaneous

Relation to other requirements.

Prohibiting discrimination in
health care.

Whistleblower protection.

Construction regarding collective
bargaining.

Severability.
Treatment of Hawaii
Health Care Act.
Actions by State attorneys general.
Application of State and Federal
laws regarding abortion.

Nondiscrimination on abortion and
respect for rights of conscience.

Authority of Federal Trade Com-
mission.

Construction regarding standard of
care.

Restoring application of antitrust
laws to health sector insurers.

Study and report on methods to in-
crease EHR use by small health
care providers.

Sec. 211.

Sec. 212.

Sec. 215.

Sec. 216.

Sec. 217.

Sec. 221.

Sec.
Sec.

Sec. 224.

Sec. 231.

Sec. 232.
Sec. 233.

Sec. 234.

235.
236.

Sec.
Sec.

Sec. 237.

Sec. 238.

Sec. 239.

Sec. 240. care

Sec. 241.

Sec. 242.

251.
262.

Sec.
Sec.

253.
254.

Sec.
Sec.

255.
256.

Sec.
Sec. Prepaid
257.
258.

Sec.
Sec.

Sec. 259.

Sec. 260.

Sec. 261.

Sec. 262.

Sec. 263.
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Sec. 264. Performance Assessment and Ac-
countability; Application of
GPRA

TITLE III-HEALTH INSURANCE
EXCHANGE AND RELATED PROVISIONS

Subtitle A—Health Insurance Exchange

Sec. 301. Establishment of Health Insurance
Exchange; outline of duties;
definitions.

Exchange-eligible individuals and
employers.

Benefits package levels.

Contracts for the offering of Ex-
change-participating health
benefits plans.

Outreach and enrollment of Ex-
change-eligible individuals and
employers in Exchange-partici-
pating health benefits plan.

Other functions.

Health Insurance Exchange Trust
Fund.

Optional operation of State-based
health insurance exchanges.
Interstate health insurance com-

pacts.

Health insurance cooperatives.

Retention of DOD and VA author-
ity.

Subtitle B—Public Health Insurance Option

Sec. 321. Establishment and administration
of a public health insurance op-
tion as an Exchange-qualified
health benefits plan.

Premiums and financing.

Payment rates for items and serv-
ices.

Modernized payment initiatives
and delivery system reform.

Provider participation.

Application of fraud and abuse pro-
visions.

Application of HIPAA insurance re-
quirements.

Application of health information
privacy, security, and elec-
tronic transaction require-
ments.

Enrollment in public health insur-
ance option is voluntary.

Enrollment in public health insur-
ance option by Members of Con-
gress.

Sec. 331. Reimbursement of Secretary of

Veterans Affairs.

Subtitle C—Individual Affordability Credits

Sec. 341. Availability through Health Insur-

ance Exchange.

Sec. 342. Affordable credit
vidual.

Affordability premium credit.

Affordability cost-sharing credit.

Income determinations.

Special rules for application to ter-
ritories.

No Federal payment for undocu-
mented aliens.

TITLE IV—SHARED RESPONSIBILITY
Subtitle A—Individual Responsibility

Sec. 401. Individual responsibility.

Subtitle B—Employer Responsibility
PART 1—HEALTH COVERAGE PARTICIPATION

Sec. 302.

303.
304.

Sec.
Sec.

Sec. 305.

306.
307.

Sec.
Sec.
Sec. 308.
Sec. 309.

310.
311.

Sec.
Sec.

322.
323.

Sec.
Sec.
Sec. 324.

325.
326.

Sec.
Sec.

Sec. 327.

Sec. 328.

Sec. 329.

Sec. 330.

eligible indi-
343.
344.
345.
346.

Sec.
Sec.
Sec.
Sec.

Sec. 347.

REQUIREMENTS

Sec. 411. Health coverage participation re-
quirements.

Sec. 412. Employer responsibility to con-
tribute toward employee and
dependent coverage.

Sec. 413. Employer contributions in lieu of
coverage.

Sec. 414. Authority related to improper
steering.

Sec. 415. Impact study on employer responsi-

bility requirements.
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Sec. 416. Study on employer hardship ex-
emption.

PART 2—SATISFACTION OF HEALTH COVERAGE

PARTICIPATION REQUIREMENTS

Sec. 421. Satisfaction of health coverage
participation requirements
under the Employee Retire-
ment Income Security Act of

1974.
Sec. 422. Satisfaction of health coverage
participation requirements

under the Internal Revenue
Code of 1986.

Sec. 423. Satisfaction of health coverage

participation requirements
under the Public Health Service
Act.

Sec. 424. Additional rules relating to health
coverage participation require-
ments.

TITLE V—AMENDMENTS TO INTERNAL
REVENUE CODE OF 1986
Subtitle A—Provisions Relating to Health
Care Reform

PART 1—SHARED RESPONSIBILITY
SUBPART A—INDIVIDUAL RESPONSIBILITY

Sec. 501. Tax on individuals without accept-
able health care coverage.

SUBPART B—EMPLOYER RESPONSIBILITY

Sec. 511. Election to satisfy health coverage
participation requirements.
Sec. 512. Health care contributions of non-
electing employers.
PART 2—CREDIT FOR SMALL BUSINESS
EMPLOYEE HEALTH COVERAGE EXPENSES

Sec. 521. Credit for small business employee
health coverage expenses.
PART 3—LIMITATIONS ON HEALTH CARE
RELATED EXPENDITURES

Sec. 531. Distributions for medicine quali-
fied only if for prescribed drug
or insulin.

Sec. 532. Limitation on health flexible
spending arrangements under
cafeteria plans.

Sec. 533. Increase in penalty for nonqualified
distributions from health sav-
ings accounts.

Sec. 534. Denial of deduction for federal sub-
sidies for prescription drug
plans which have been excluded
from gross income.

PART 4—OTHER PROVISIONS TO CARRY OUT
HEALTH INSURANCE REFORM

Disclosures to carry out health in-
surance exchange subsidies.
Offering of exchange-participating
health benefits plans through

cafeteria plans.

Exclusion from gross income of
payments made under reinsur-
ance program for retirees.

CLASS program treated in same
manner as long-term care in-
surance.

Exclusion from gross income for
medical care provided for Indi-
ans.

Subtitle B—Other Revenue Provisions
PART 1—GENERAL PROVISIONS

551. Surcharge on high income individ-
uals.

Excise tax on medical devices.

Expansion of information reporting
requirements.

Repeal of Worldwide Allocation of
Interest.

Exclusion of Unprocessed fuel from
the Cellulosic Biofuel Producer
Credit.

PART 2—PREVENTION OF TAX AVOIDANCE

Sec. 561. Limitation on treaty benefits for
certain deductible payments.

Sec. 541.

Sec. 542.

Sec. 543.

Sec. 544.

Sec. 545.

Sec.

552.
553.

Sec.
Sec.
Sec. 554.

Sec. 55b5.
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Sec. 562. Codification of economic substance
doctrine; penalties.

Sec. 563. Certain large or publicly traded
persons made subject to a more
likely than not standard for
avoiding penalties on underpay-
ments.

PART 3—PARITY IN HEALTH BENEFITS

Sec. 571. Certain health related benefits ap-
plicable to spouses and depend-
ents extended to eligible bene-
ficiaries.

(c) GENERAL DEFINITIONS.—Except as oth-
erwise provided, in this division:

(1) ACCEPTABLE COVERAGE.—The term ‘‘ac-
ceptable coverage’ has the meaning given
such term in section 302(d)(2).

(2) BASIC PLAN.—The term ‘‘basic plan’ has
the meaning given such term in section
303(c).

(3) COMMISSIONER.—The term ‘‘Commis-
sioner’”” means the Health Choices Commis-
sioner established under section 241.

(4) COST-SHARING.—The term ‘‘cost-shar-
ing” includes deductibles, coinsurance, co-
payments, and similar charges, but does not
include premiums, balance billing amounts
for non-network providers, or spending for
non-covered services.

(5) DEPENDENT.—The term ‘‘dependent’ has
the meaning given such term by the Com-
missioner and includes a spouse.

(6) EMPLOYMENT-BASED HEALTH PLAN.—The
term ‘‘employment-based health plan’—

(A) means a group health plan (as defined
in section 733(a)(1) of the Employee Retire-
ment Income Security Act of 1974);

(B) includes such a plan that is the fol-
lowing:

(i) FEDERAL, STATE, AND TRIBAL GOVERN-
MENTAL PLANS.—A governmental plan (as de-
fined in section 3(32) of the Employee Retire-
ment Income Security Act of 1974), including
a health benefits plan offered under chapter
89 of title 5, United States Code.

(ii) CHURCH PLANS.—A church plan (as de-
fined in section 3(33) of the Employee Retire-
ment Income Security Act of 1974); and

(C) excludes coverage described in section
302(d)(2)(E) (relating to TRICARE).

(7) ENHANCED PLAN.—The term ‘‘enhanced
plan’ has the meaning given such term in
section 303(c).

(8) ESSENTIAL BENEFITS PACKAGE.—The
term ‘‘essential benefits package’ is defined
in section 222(a).

(9) EXCHANGE-PARTICIPATING HEALTH BENE-
FITS PLAN.—The term ‘Exchange-partici-
pating health benefits plan’” means a quali-
fied health benefits plan that is offered
through the Health Insurance Exchange and
may be purchased directly from the entity
offering the plan or through enrollment
agents and brokers.

(10) FAMILY.—The term ‘‘family’ means an
individual and includes the individual’s de-
pendents.

(11) FEDERAL POVERTY LEVEL; FPL.—The
terms ‘‘Federal poverty level” and “‘FPL”
have the meaning given the term ‘‘poverty
line” in section 673(2) of the Community
Services Block Grant Act (42 U.S.C. 9902(2)),
including any revision required by such sec-
tion.

(12) HEALTH BENEFITS PLAN.—The term
‘““health benefits plan’® means health insur-
ance coverage and an employment-based
health plan and includes the public health
insurance option.

(13) HEALTH INSURANCE COVERAGE.—The
term ‘‘health insurance coverage’ has the
meaning given such term in section 2791 of
the Public Health Service Act, but does not
include coverage in relation to its provision
of excepted benefits—

(A) described in paragraph (1) of subsection
(c) of such section; or
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(B) described in paragraph (2), (3), or (4) of
such subsection if the benefits are provided
under a separate policy, certificate, or con-
tract of insurance.

(14) HEALTH INSURANCE ISSUER.—The term
‘“‘health insurance issuer’” has the meaning
given such term in section 2791(b)(2) of the
Public Health Service Act.

(15) HEALTH INSURANCE EXCHANGE.—The
term ‘‘Health Insurance Exchange’ means
the Health Insurance Exchange established
under section 301.

(16) INDIAN.—The term ‘‘Indian’ has the
meaning given such term in section 4 of the
Indian Health Care Improvement Act (24
U.S.C. 1603).

(17) INDIAN HEALTH CARE PROVIDER.—The
term ‘‘Indian health care provider’” means a
health care program operated by the Indian
Health Service, an Indian tribe, tribal orga-
nization, or urban Indian organization as
such terms are defined in section 4 of the In-
dian Health Care Improvement Act (25 U.S.C.
1603).

(18) MEDICAID.—The term ‘‘Medicaid”
means a State plan under title XIX of the
Social Security Act (whether or not the plan
is operating under a waiver under section
1115 of such Act).

(19) MEDICAID ELIGIBLE INDIVIDUAL.—The
term ‘‘Medicaid eligible individual” means
an individual who is eligible for medical as-
sistance under Medicaid.

(200 MEDICARE.—The term ‘‘Medicare”’
means the health insurance programs under
title XVIII of the Social Security Act.

(21) PLAN SPONSOR.—The term ‘‘plan spon-
sor’”’ has the meaning given such term in sec-
tion 3(16)(B) of the Employee Retirement In-
come Security Act of 1974.

(22) PLAN YEAR.—The term
means—

(A) with respect to an employment-based
health plan, a plan year as specified under
such plan; or

(B) with respect to a health benefits plan
other than an employment-based health
plan, a 12-month period as specified by the
Commissioner.

(23) PREMIUM PLAN; PREMIUM-PLUS PLAN.—
The terms ‘‘premium plan’ and ‘‘premium-
plus plan’” have the meanings given such
terms in section 303(c).

(24) QHBP OFFERING ENTITY.—The terms
“QHBP offering entity’’ means, with respect
to a health benefits plan that is—

(A) a group health plan (as defined, subject
to subsection (d), in section 733(a)(1) of the
Employee Retirement Income Security Act
of 1974), the plan sponsor in relation to such
group health plan, except that, in the case of
a plan maintained jointly by 1 or more em-
ployers and 1 or more employee organiza-
tions and with respect to which an employer
is the primary source of financing, such term
means such employer;

(B) health insurance coverage, the health
insurance issuer offering the coverage;

(C) the public health insurance option, the
Secretary of Health and Human Services;

(D) a non-Federal governmental plan (as
defined in section 2791(d) of the Public
Health Service Act), the State or political
subdivision of a State (or agency or instru-
mentality of such State or subdivision)
which establishes or maintains such plan; or

(E) a Federal governmental plan (as de-
fined in section 2791(d) of the Public Health
Service Act), the appropriate Federal offi-
cial.

(25) QUALIFIED HEALTH BENEFITS PLAN.—The
term ‘‘qualified health benefits plan’ means
a health benefits plan that—

(A) meets the requirements for such a plan
under title II and includes the public health
insurance option; and

‘“‘plan year”’
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(B) is offered by a QHBP offering entity
that meets the applicable requirements of
such title with respect to such plan.

(26) PUBLIC HEALTH INSURANCE OPTION.—The
term ‘‘public health insurance option”
means the public health insurance option as
provided under subtitle B of title III.

(27) SERVICE AREA; PREMIUM RATING AREA.—
The terms ‘‘service area’ and ‘‘premium rat-
ing area’ mean with respect to health insur-
ance coverage—

(A) offered other than through the Health
Insurance Exchange, such an area as estab-
lished by the QHBP offering entity of such
coverage in accordance with applicable State
law; and

(B) offered through the Health Insurance
Exchange, such an area as established by
such entity in accordance with applicable
State law and applicable rules of the Com-
missioner for Exchange-participating health
benefits plans.

(28) STATE.—The term ‘‘State’ means the
50 States and the District of Columbia and
includes—

(A) for purposes of title I, Puerto Rico, the
Virgin Islands, Guam, American Samoa, and
the Northern Mariana Islands; and

(B) for purposes of titles II and III, as
elected under and subject to section 346,
Puerto Rico, the Virgin Islands, Guam,
American Samoa, and the Northern Mariana
Islands.

(29) STATE MEDICAID AGENCY.—The term
‘‘State Medicaid agency’” means, with re-
spect to a Medicaid plan, the single State
agency responsible for administering such
plan under title XIX of the Social Security
Act.

(30) Y1, Y2, ETC.—The terms “Y1”, “Y2”,
‘Y37, ‘Y47, Y5, and similar subsequently
numbered terms, mean 2013 and subsequent
years, respectively.

TITLE I-IMMEDIATE REFORMS
SEC. 101. NATIONAL HIGH-RISK POOL PROGRAM.

(a) IN GENERAL.—The Secretary of Health
and Human Services (in this section referred
to as the ‘“Secretary’’) shall establish a tem-
porary national high-risk pool program (in
this section referred to as the ‘‘program’) to
provide health benefits to eligible individ-
uals during the period beginning on January
1, 2010, and, subject to subsection (h)(3)(B),
ending on the date on which the Health In-
surance Exchange is established.

(b) ADMINISTRATION.—The Secretary may
carry out this section directly or, pursuant
to agreements, grants, or contracts with
States, through State high-risk pool pro-
grams provided that the requirements of this
section are met. ‘“For a State without a
high-risk pool program, the Secretary may
work with the State to coordinate with
other forms of coverage expansions, such as
State public-private partnerships.”.

(¢) ELIGIBILITY.—For purposes of this sec-
tion, the term ‘‘eligible individual” means
an individual ‘“‘who meets the requirements
of subsection (i)(1)”.

(1) who—

(A) is not eligible for—

(i) benefits under title XVIII, XIX, or XXI
of the Social Security Act; or

(ii) coverage under an employment-based
health plan (not including coverage under a
COBRA continuation provision, as defined in
section 107(d)(1)); and

(B) who—

(i) is an eligible individual under section
2741(b) of the Public Health Service Act; or

(ii) is medically eligible for the program by
virtue of being an individual described in
subsection (d) at any time during the 6-
month period ending on the date the indi-
vidual applies for high-risk pool coverage
under this section;

(2) who is the spouse or dependent of an in-
dividual who is described in paragraph (1);
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(3) who has not had health insurance cov-
erage or coverage under an employment-
based health plan for at least the 6-month
period immediately preceding the date of the
individual’s application for high-risk pool
coverage under this section; ‘“‘or.””

(4) who on or after October 29, 2009, had em-

ployment-based retiree health coverage (as
defined in subsection (i)) and the annual in-
crease in premiums for such individual under
such coverage (for any coverage period be-
ginning on or after such date) exceeds such
excessive percentage as the Secretary shall
specify.
For purposes of paragraph (1)(A)(ii), a person
who is in a waiting period as defined in sec-
tion 2701(b)(4) of the Public Health Service
Act shall not be considered to be eligible for
coverage under an employment-based health
plan.

(d) MEDICALLY ELIGIBLE REQUIREMENTS.—
For purposes of subsection (¢)(1)(B)(ii), an in-
dividual described in this subsection is an in-
dividual—

(1) who, during the 6-month period ending
on the date the individual applies for high-
risk pool coverage under this section applied
for individual health insurance coverage
and—

(A) was denied such coverage because of a
preexisting condition or health status; or

(B) was offered such coverage—

(i) under terms that limit the coverage for
such a preexisting condition; or

(ii) at a premium rate that is above the
premium rate for high risk pool coverage
under this section; or

(2) who has an eligible medical condition

as defined by the Secretary.
In making a determination under paragraph
(1) of whether an individual was offered indi-
vidual coverage at a premium rate above the
premium rate for high risk pool coverage,
the Secretary shall make adjustments to off-
set differences in premium rating that are
attributable solely to differences in age rat-
ing.

(e) ENROLLMENT.—To0 enroll in coverage in
the program, an individual shall—

(1) submit to the Secretary an application
for participation in the program, at such
time, in such manner, and containing such
information as the Secretary shall require;

(2) attest ¢, consistent with subsection
(1)(2),” that the individual is an eligible indi-
vidual and is a resident of one of the 50
States or the District of Columbia; and

(3) if the individual had other prior health
insurance coverage or coverage under an em-
ployment-based health plan during the pre-
vious 6 months, provide information as to
the nature and source of such coverage and
reasons for its discontinuance.

(f) PROTECTION AGAINST DUMPING RISKS BY
INSURERS.—

(1) IN GENERAL.—The Secretary shall estab-
lish criteria for determining whether health
insurance issuers and employment-based
health plans have discouraged an individual
from remaining enrolled in prior coverage
based on that individual’s health status.

(2) SANCTIONS.—AnN issuer or employment-
based health plan shall be responsible for re-
imbursing the program for the medical ex-
penses incurred by the program for an indi-
vidual who, based on criteria established by
the Secretary, the Secretary finds was en-
couraged by the issuer to disenroll from
health benefits coverage prior to enrolling in
the program. The criteria shall include at
least the following circumstances:

(A) In the case of prior coverage obtained
through an employer, the provision by the
employer, group health plan, or the issuer of
money or other financial consideration for
disenrolling from the coverage.

(B) In the case of prior coverage obtained
directly from an issuer or under an employ-
ment-based health plan—
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(i) the provision by the issuer or plan of
money or other financial consideration for
disenrolling from the coverage; or

(ii) in the case of an individual whose pre-
mium for the prior coverage exceeded the
premium required by the program (adjusted
based on the age factors applied to the prior
coverage)—

(I) the prior coverage is a policy that is no
longer being actively marketed (as defined
by the Secretary) by the issuer; or

(IT) the prior coverage is a policy for which
duration of coverage form issue or health
status are factors that can be considered in
determining premiums at renewal.

(3) CONSTRUCTION.—Nothing in this sub-
section shall be construed as constituting ex-
clusive remedies for violations of criteria es-
tablished under paragraph (1) or as pre-
venting States from applying or enforcing
such paragraph or other provisions under law
with respect to health insurance issuers.

(g) COVERED BENEFITS, COST-SHARING, PRE-
MIUMS, AND CONSUMER PROTECTIONS.—

(1) PREMIUM.—The monthly premium
charged to eligible individuals for coverage
under the program—

(A) may vary by age so long as the ratio of
the highest such premium to the lowest such
premium does not exceed the ratio of 2 to 1;

(B) shall be set at a level that does not ex-
ceed 125 percent of the prevailing standard
rate for comparable coverage in the indi-
vidual market; and

(C) shall be adjusted for geographic vari-

ation in costs.
Health insurance issuers shall provide such
information as the Secretary may require to
determine prevailing standard rates under
this paragraph. The Secretary shall establish
standard rates in consultation with the Na-
tional Association of Insurance Commis-
sioners.

(2) COVERED BENEFITS.—Covered benefits
under the program shall be determined by
the Secretary and shall be consistent with
the basic categories in the essential benefits
package described in section 222. Under such
benefits package—

(A) the annual deductible for such benefits
may not be higher than $1,500 for an indi-
vidual or such higher amount for a family as
determined by the Secretary;

(B) there may not be annual or lifetime
limits; and

(C) the maximum cost-sharing with respect
to an individual (or family) for a year shall
not exceed $5,000 for an individual (or $10,000
for a family).

(3) NO PREEXISTING CONDITION EXCLUSION
PERIODS.—No preexisting condition exclusion
period shall be imposed on coverage under
the program.

(4) APPEALS.—The Secretary shall estab-
lish an appeals process for individuals to ap-
peal a determination of the Secretary—

(A) with respect to claims submitted under
this section; and

(B) with respect to eligibility determina-
tions made by the Secretary under this sec-
tion.

() STATE CONTRIBUTION, MAINTENANCE OF
EFFORT.—As a condition of providing health
benefits under this section to eligible indi-
vidual residing in a State—

(A) in the case of a State in which a quali-
fied high-risk pool (as defined under section
2744(c)(2) of the Public Health Service Act)
was in effect as of July 1, 2009, the Secretary
shall require the State make a maintenance
of effort payment each year that the high-
risk pool is in effect equal to an amount not
less than the amount of all sources of fund-
ing for high-risk pool coverage made by that
State in the year ending July 1, 2009; and

(B) in the case of a State which required
health insurance issuers to contribute to a
State high-risk pool or similar arrangement
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for the assessment against such issuers for
pool losses, the State shall maintain such a
contribution arrangement among such
issuers.

(6) LIMITING PROGRAM EXPENDITURES.—The
Secretary shall, with respect to the pro-
gram—

(A) establish procedures to protect against
fraud, waste, and abuse under the program;
and

(B) provide for other program integrity
methods.

(7) TREATMENT AS CREDITABLE COVERAGE.—
Coverage under the program shall be treated,
for purposes of applying the definition of
‘‘creditable coverage’ under the provisions
of title XXVII of the Public Health Service
Act, part 6 of subtitle B of title I of Em-
ployee Retirement Income Security Act of
1974, and chapter 100 of the Internal Revenue
Code of 1986 (and any other provision of law
that references such provisions) in the same
manner as if it were coverage under a State
health benefits risk pool described in section
2701(c)(1)(G) of the Public Health Service
Act.

(h) FUNDING; TERMINATION OF AUTHORITY.—

(1) IN GENERAL.—There is appropriated to
the Secretary, out of any moneys in the
Treasury not otherwise appropriated,
$5,000,000,000 to pay claims against (and ad-
ministrative costs of) the high-risk pool
under this section in excess of the premiums
collected with respect to eligible individuals
enrolled in the high-risk pool. Such funds
shall be available without fiscal year limita-
tion.

(2) INSUFFICIENT FUNDS.—If the Secretary
estimates for any fiscal year that the aggre-
gate amounts available for payment of ex-
penses of the high-risk pool will be less than
the amount of the expenses, the Secretary
shall make such adjustments as are nec-
essary to eliminate such deficit, including
reducing benefits, increasing premiums, or
establishing waiting lists.

(3) TERMINATION OF AUTHORITY.—

(A) IN GENERAL.—Except as provided in
subparagraph (B), coverage of eligible indi-
viduals under a high-risk pool shall termi-
nate as of the date on which the Health In-
surance Exchange is established.

(B) TRANSITION TO EXCHANGE.—The Sec-
retary shall develop procedures to provide
for the transition of eligible individuals who
are enrolled in health insurance coverage of-
fered through a high-risk pool established
under this section to be enrolled in accept-
able coverage. Such procedures shall ensure
that there is no lapse in coverage with re-
spect to the individual and may extend cov-
erage offered through such a high-risk pool
beyond 2012 if the Secretary determines nec-
essary to avoid such a lapse.

(1) APPLICATION AND VERIFICATION OF RE-
QUIREMENT OF CITIZENSHIP OR LAWFUL PRES-
ENCE IN THE UNITED STATES.—

(1) REQUIREMENT.—No individual shall be
an eligible individual under this section un-
less the individual is a citizen or national of
the United States or is lawfully present in a
State in the United States (other than as a
nonimmigrant described in a subparagraph
(excluding subparagraphs (K), (T), (U), and
(V)) of section 101(a)(15) of the Immigration
and Nationality Act.)

(2) APPLICATION OF VERIFICATION PROCESS
FOR AFFORDABILITY CREDIT.—The provisions
of paragraphs (4) (other than subparagraphs
(F) and (H)(i)) and (5)(A) of section 341(b),
and of subsections (v) (other than paragraph
(3)) and (x) of section 205 of the Social Secu-
rity Act, shall apply to the verification of
eligibility of an eligible individual by the
Secretary (or by a State agency approved by
the Secretary) for benefits under this section
in the same manner as such provisions apply
to the verification of eligibility of a afford-
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able credit eligible individual for afford-
ability credits by the Commissioner under
section 341(b). The agreement referred to in
section 205(v)(2)(A) of the Social Security
Act (as applied under this paragraph) shall
also provide for funding, to be payable for
the amount made available under subsection
(h)(1), to the Commissioner of Social Secu-
rity in such amount as is agreed to by such
Commissioner and the Secretary.

(j) EMPLOYMENT-BASED RETIREE HEALTH
COVERAGE.—In this section, the term ‘‘em-
ployment-based retiree health coverage”
means health insurance or other coverage of
health care costs (whether provided by vol-
untary insurance or pursuant to statutory or
contractual obligation) for individuals (or
for such individuals and their spouses and
dependents) under a group health plan based
on their status as retired participants in
such plan.

SEC. 102. ENSURING VALUE AND LOWER PRE-
MIUMS.

(a) GROUP HEALTH INSURANCE COVERAGE.—
Title XXVII of the Public Health Service Act
is amended by inserting after section 2713
the following new section:

“SEC. 2714. ENSURING VALUE AND LOWER PRE-
MIUMS.

‘“(a) IN GENERAL.—Each health insurance
issuer that offers health insurance coverage
in the small or large group market shall pro-
vide that for any plan year in which the cov-
erage has a medical loss ratio below a level
specified by the Secretary (but not less than
85 percent), the issuer shall provide in a
manner specified by the Secretary for re-
bates to enrollees of the amount by which
the issuer’s medical loss ratio is less than
the level so specified.

““(b) IMPLEMENTATION.—The Secretary shall
establish a uniform definition of medical loss
ratio and methodology for determining how
to calculate it based on the average medical
loss ratio in a health insurance issuer’s book
of business for the small and large group
market. Such methodology shall be designed
to take into account the special cir-
cumstances of smaller plans, different types
of plans, and newer plans. In determining the
medical loss ratio, the Secretary shall ex-
clude State taxes and licensing or regulatory
fees. Such methodology shall be designed
and exceptions shall be established to ensure
adequate participation by health insurance
issuers, competition in the health insurance
market, and value for consumers so that
their premiums are used for services.

‘‘(c) SUNSET.—Subsections (a) and (b) shall
not apply to health insurance coverage on
and after the first date that health insurance
coverage is offered through the Health Insur-
ance Exchange.”’.

(b) INDIVIDUAL HEALTH INSURANCE CoOV-
ERAGE.—Such title is further amended by in-
serting after section 2753 the following new
section:

“SEC. 2754. ENSURING VALUE AND LOWER PRE-
MIUMS.

““The provisions of section 2714 shall apply
to health insurance coverage offered in the
individual market in the same manner as
such provisions apply to health insurance
coverage offered in the small or large group
market except to the extent the Secretary
determines that the application of such sec-
tion may destabilize the existing individual
market.”.

(c) IMMEDIATE IMPLEMENTATION.—The
amendments made by this section shall
apply in the group and individual market for
plan years beginning on or after January 1,
2010, or as soon as practicable after such
date.

SEC. 103. ENDING HEALTH INSURANCE RESCIS-
SION ABUSE.

(a) CLARIFICATION REGARDING APPLICATION

OF GUARANTEED RENEWABILITY OF INDIVIDUAL
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AND GROUP HEALTH INSURANCE COVERAGE.—
Sections 2712 and 2742 of the Public Health
Service Act (42 U.S.C. 300gg-12, 300gg-42) are
each amended—

(1) in its heading, by inserting ‘‘AND CON-
TINUATION IN FORCE, INCLUDING PROHI-
BITION OF RESCISSION,” after ‘“‘GUARAN-
TEED RENEWABILITY”’; and

(2) in subsection (a), by inserting ‘‘, includ-
ing without rescission,” after ‘‘continue in
force”.

(b) SECRETARIAL GUIDANCE REGARDING RE-
SCISSIONS.—

(1) GROUP HEALTH INSURANCE MARKET.—
Section 2712 of such Act (42 U.S.C. 300gg-12)
is amended by adding at the end the fol-
lowing:

‘“(f) RESCISSION.—A health insurance issuer
may rescind group health insurance coverage
only upon clear and convincing evidence of
fraud described in subsection (b)(2), under
procedures that provide for independent, ex-
ternal third-party review.”’.

(2) INDIVIDUAL HEALTH MARKET.—Section
2742 of such Act (42 U.S.C. 300gg—42) is amend-
ed by adding at the end the following:

‘“(f) RESCISSION.—A health insurance issuer
may rescind individual health insurance cov-
erage only upon clear and convincing evi-
dence of fraud described in subsection (b)(2),
under procedures that provide for inde-
pendent, external third-party review.”’.

(3) GUIDANCE.—The Secretary of Health
and Human Services, no later than 90 days
after the date of the enactment of this Act,
shall issue guidance implementing the
amendments made by paragraphs (1) and (2),
including procedures for independent, exter-
nal third-party review.

(c) OPPORTUNITY FOR INDEPENDENT, EXTER-
NAL THIRD-PARTY REVIEW IN CERTAIN
CASES.—

(1) INDIVIDUAL MARKET.—Subpart 1 of part
B of title XXVII of such Act (42 U.S.C. 300gg—
41 et seq.) is amended by adding at the end
the following:

“SEC. 2746. OPPORTUNITY FOR INDEPENDENT,
EXTERNAL THIRD-PARTY REVIEW IN
CASES OF RESCISSION.

‘‘(a) NOTICE AND REVIEW RIGHT.—If a health
insurance issuer determines to rescind
health insurance coverage for an individual
in the individual market, before such rescis-
sion may take effect the issuer shall provide
the individual with notice of such proposed
rescission and an opportunity for a review of
such determination by an independent, ex-
ternal third-party under procedures specified
by the Secretary under section 2742(f).

“(b) INDEPENDENT DETERMINATION.—If the
individual requests such review by an inde-
pendent, external third-party of a rescission
of health insurance coverage, the coverage
shall remain in effect until such third party
determines that the coverage may be re-
scinded under the guidance issued by the
Secretary under section 2742(f).”.

(2) APPLICATION TO GROUP HEALTH INSUR-
ANCE.—Such title is further amended by add-
ing after section 2702 the following new sec-
tion:

“SEC. 2703. OPPORTUNITY FOR INDEPENDENT,
EXTERNAL THIRD-PARTY REVIEW IN
CASES OF RESCISSION.

““The provisions of section 2746 shall apply
to group health insurance coverage in the
same manner as such provisions apply to in-
dividual health insurance coverage, except
that any reference to section 2742(f) is
deemed a reference to section 2712(f).”.

(d) EFFECTIVE DATE.—The amendments
made by this section shall take effect on the
date of the enactment of this Act and shall
apply to rescissions occurring on and after
July 1, 2010, with respect to health insurance
coverage issued before, on, or after such
date.

SEC. 104. SUNSHINE ON PRICE GOUGING BY
HEALTH INSURANCE ISSUERS.
(a) INITTAL PREMIUM REVIEW PROCESS.—
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(1) IN GENERAL.—The Secretary of Health
and Human Services, in conjunction with
States, shall establish a process for the an-
nual review, beginning with 2010 and subject
to subsection (c)(3)(A), of increases in pre-
miums for health insurance coverage.

(2) JUSTIFICATION AND DISCLOSURE.—Such
process shall require health insurance
issuers to submit a justification for any pre-
mium increase prior to implementation of
the increase. Such issuers shall prominently
post such information on their websites. The
Secretary shall ensure the public disclosure
of information on such increase and jus-
tifications for all health insurance issuers.

(b) CONTINUING PREMIUM REVIEW PROC-
ESS.—

(1) INFORMING COMMISSIONER OF PREMIUM IN-
CREASE PATTERNS.—As a condition of receiv-
ing a grant under subsection (c)(1), a State,
through its Commissioner of Insurance,
shall—

(A) provide the Health Choices commis-
sioner with information about trends in pre-
mium increases in health insurance coverage
in premium rating areas in the State; and

(B) make recommendations, as appro-
priate, to such Commissioner about whether
particular health insurance issuers should be
excluded from participation in the Health In-
surance Exchange based on a pattern of ex-
cessive or unjustified premium increases.

(2) COMMISSIONER AUTHORITY REGARDING EX-
CHANGE PARTICIPATION.—In making deter-
minations concerning entering into con-
tracts with QHBP offering entities for the of-
fering of Exchange-participating health
plans under section 304, the Commissioner
shall take into account the information and
recommendations provided under paragraph
@.

(3) MONITORING BY COMMISSIONER OF PRE-
MIUM INCREASES.—

(A) IN GENERAL.—Beginning in 2014, the
Commissioner, in conjunction with the
States and in place of the monitoring by the
Secretary under subsection (a)(1) and con-
sistent with the provisions of subsection
(a)(2), shall monitor premium increases of
health insurance coverage offered inside the
Health Insurance Exchange under section 304
and outside of the Exchange.

(B) CONSIDERATION IN OPENING EXCHANGE.—
In determining under section 302(e)(4) wheth-
er to make additional larger employers eligi-
ble to participate in the Health Insurance
Exchange, the Commissioner shall take into
account any excess of premium growth out-
side the Exchange as compared to the rate of
such growth inside the Exchange, including
information reported by the States.

(¢) GRANTS IN SUPPORT OF PROCESS.—

(1) PREMIUM REVIEW GRANTS DURING 2010
THROUGH 2014.—The Secretary shall carry out
a program of grants to States during the 5-
year period beginning with 2010 to assist
them in carrying out subsection (a), includ-
ing—

(A) in reviewing and, if appropriate under
State law, approving premium increases for
health insurance coverage; and

(B) in providing information and rec-
ommendations to the Commissioner under
subsection (b)(1).

(2) FUNDING.—

(A) IN GENERAL.—Out of any funds in the
Treasury not otherwise appropriated, there
are appropriated to the Secretary
$1,000,000,000, to be available for expenditure
for grants under paragraph (1) and subpara-
graph (B).

(B) FURTHER AVAILABILITY FOR INSURANCE
REFORM AND CONSUMER PROTECTION GRANTS.—
If the amounts appropriated under subpara-
graph (A) are not fully obligated under
grants under paragraph (1) by the end of 2014,
any remaining funds shall remain available
to the Secretary for grants to States for
planning and implementing the insurance re-
forms and consumer protections under title
II.
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(C) ALLOCATION.—The Secretary shall es-
tablish a formula for determining the
amount of any grant to a State under this
subsection. Under such formula—

(i) the Secretary shall consider the number
of plans of health insurance coverage offered
in each State and the population of the
State; and

(ii) no State qualifying for a grant under
paragraph (1) shall receive less than
$1,000,000, or more than $5,000,000 for a grant
year.

SEC. 105. REQUIRING THE OPTION OF EXTENSION
OF DEPENDENT COVERAGE FOR UN-
INSURED YOUNG ADULTS.

(a) UNDER GROUP HEALTH PLANS.—

(1) PHSA.—Title XXVII of the Public
Health Service Act is amended by inserting
after section 2702 the following new section:

“SEC. 2703. REQUIRING THE OPTION OF EXTEN-
SION OF DEPENDENT COVERAGE
FOR UNINSURED YOUNG ADULTS.

‘‘(a) IN GENERAL.—A group health plan and
a health insurance issuer offering health in-
surance coverage in connection with a group
health plan that provides coverage for de-
pendent children shall make available such
coverage, at the option of the participant in-
volved, for one or more qualified children (as
defined in subsection (b)) of the participant.

“(b) QUALIFIED CHILD DEFINED.—In this
section, the term ‘qualified child’ means,
with respect to a participant in a group
health plan or group health insurance cov-
erage, an individual who (but for age) would
be treated as a dependent child of the partic-
ipant under such plan or coverage and who—

‘(1) is under 27 years of age; and

‘(2) is not enrolled as a participant, bene-
ficiary, or enrollee (other than under this
section, section 2746, or section 704 of the
Employee Retirement Income Security Act
of 1974) under any health insurance coverage
or group health plan.

‘‘(c) PREMIUMS.—Nothing in this section
shall be construed as preventing a group
health plan or health insurance issuer with
respect to group health insurance coverage
from increasing the premiums otherwise re-
quired for coverage provided under this sec-
tion consistent with standards established
by the Secretary based upon family size.”.

(2) EMPLOYEE RETIREMENT INCOME SECURITY
ACT OF 1974.—

(A) IN GENERAL.—Part 7 of subtitle B of
title I of the Employee Retirement Income
Security Act of 1974 is amended by inserting
after section 703 the following new section:

“SEC. 704. REQUIRING THE OPTION OF EXTEN-
SION OF DEPENDENT COVERAGE
FOR UNINSURED YOUNG ADULTS.

‘‘(a) IN GENERAL.—A group health plan and
a health insurance issuer offering health in-
surance coverage in connection with a group
health plan that provides coverage for de-
pendent children shall make available such
coverage, at the option of the participant in-
volved, for one or more qualified children (as
defined in subsection (b)) of the participant.

“(b) QUALIFIED CHILD DEFINED.—In this
section, the term ‘qualified child’ means,
with respect to a participant in a group
health plan or group health insurance cov-
erage, an individual who (but for age) would
be treated as a dependent child of the partic-
ipant under such plan or coverage and who—

‘(1) is under 27 years of age; and

‘(2) is not enrolled as a participant, bene-
ficiary, or enrollee (other than under this
section) under any health insurance coverage
or group health plan.

‘‘(¢c) PREMIUMS.—Nothing in this section
shall be construed as preventing a group
health plan or health insurance issuer with
respect to group health insurance coverage
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from increasing the premiums otherwise re-

quired for coverage provided under this sec-

tion consistent with standards established
by the Secretary based upon family size.”’.

(B) CLERICAL AMENDMENT.—The table of
contents of such Act is amended by inserting
after the item relating to section 703 the fol-
lowing new item:

““Sec. 704. Requiring the option of extension
of dependent coverage for unin-
sured young adults.”.

3) IRC.—

(A) IN GENERAL.—Subchapter A of chapter
100 of the Internal Revenue Code of 1986 is
amended by adding at the end the following
new section:

“SEC. 9804. REQUIRING THE OPTION OF EXTEN-

SION OF DEPENDENT COVERAGE
FOR UNINSURED YOUNG ADULTS.

‘“(a) IN GENERAL.—A group health plan
that provides coverage for dependent chil-
dren shall make available such coverage, at
the option of the participant involved, for
one or more qualified children (as defined in
subsection (b)) of the participant.

“(b) QUALIFIED CHILD DEFINED.—In this
section, the term ‘qualified child’ means,
with respect to a participant in a group
health plan, an individual who (but for age)
would be treated as a dependent child of the
participant under such plan and who—

‘(1) is under 27 years of age; and

‘(2) is not enrolled as a participant, bene-
ficiary, or enrollee (other than under this
section, section 704 of the Employee Retire-
ment Income Security Act of 1974, or section
2704 or 2746 of the Public Health Service Act)
under any health insurance coverage or
group health plan.

‘“(c) PrREMIUMS.—Nothing in this section
shall be construed as preventing a group
health plan from increasing the premiums
otherwise required for coverage provided
under this section consistent with standards
established by the Secretary based upon fam-
ily size.”.

(B) CLERICAL AMENDMENT.—The table of
sections of such chapter is amended by in-
serting after the item relating to section 9803
the following:

“Sec. 9804. Requiring the option of extension
of dependent coverage for unin-
sured young adults.”.

(b) INDIVIDUAL HEALTH INSURANCE COV-
ERAGE.—Title XXVII of the Public Health
Service Act is amended by inserting after
section 2745 the following new section:

“SEC. 2746. REQUIRING THE OPTION OF EXTEN-

SION OF DEPENDENT COVERAGE
FOR UNINSURED YOUNG ADULTS.

““The provisions of section 2703 shall apply
to health insurance coverage offered by a
health insurance issuer in the individual
market in the same manner as they apply to
health insurance coverage offered by a
health insurance issuer in connection with a
group health plan in the small or large group
market.”.

(c) EFFECTIVE DATES.—

(1) GROUP HEALTH PLANS.—The amend-
ments made by subsection (a) shall apply to
group health plans for plan years beginning
on or after January 1, 2010.

(2) INDIVIDUAL HEALTH INSURANCE COV-
ERAGE.—Section 2746 of the Public Health
Service Act, as inserted by subsection (b),
shall apply with respect to health insurance
coverage offered, sold, issued, renewed, in ef-
fect, or operated in the individual market on
or after January 1, 2010.

SEC. 106. LIMITATIONS ON PREEXISTING CONDI-

TION EXCLUSIONS IN GROUP
HEALTH PLANS IN ADVANCE OF AP-
PLICABILITY OF NEW PROHIBITION
OF PREEXISTING CONDITION EXCLU-
SIONS.

(a) AMENDMENTS TO THE EMPLOYEE RETIRE-
MENT INCOME SECURITY ACT OF 1974.—
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(1) REDUCTION IN LOOK-BACK PERIOD.—Sec-
tion 701(a)(1) of the Employee Retirement In-
come Security Act of 197 (29 TU.S.C.
1181(a)(1)) is amended by striking ‘‘6-month
period” and inserting ‘‘30-day period’’.

(2) REDUCTION IN PERMITTED PREEXISTING
CONDITION LIMITATION PERIOD.—Section
701(a)(2) of such Act (29 U.S.C. 1181(a)(2)) is
amended by striking ‘12 months’’ and insert-
ing ‘3 months”’, and by striking ‘18 months”’
and inserting ‘9 months’’.

(3) SUNSET OF INTERIM LIMITATION.—Section
701 of such Act (29 U.S.C. 1181) is amended by
adding at the end the following new sub-
section:

‘“(h) TERMINATION.—This section shall
cease to apply to any group health plan as of
the date that such plan becomes subject to
the requirements of section 211 of the (relat-
ing to prohibiting preexisting condition ex-
clusions).”.

(b) AMENDMENTS TO THE INTERNAL REVENUE
CODE OF 1986.—

(1) REDUCTION IN LOOK-BACK PERIOD.—Sec-
tion 9801(a)(1) of the Internal Revenue Code
of 1986 is amended by striking ‘‘6-month pe-
riod”’ and inserting ‘‘30-day period’’.

(2) REDUCTION IN PERMITTED PREEXISTING
CONDITION LIMITATION PERIOD.—Section
9801(a)(2) of such Code is amended by strik-
ing ‘12 months’ and inserting ‘‘3 months”,
and by striking ‘18 months’’ and inserting ‘9
months’.

(3) SUNSET OF INTERIM LIMITATION.—Section
9801 of such Code is amended by adding at
the end the following new subsection:

‘(g) TERMINATION.—This section shall
cease to apply to any group health plan as of
the date that such plan becomes subject to
the requirements of section 211 of the ‘‘Af-
fordable Health Care for America Act’” (re-
lating to prohibiting preexisting condition
exclusions).”.

(c) AMENDMENTS TO PUBLIC HEALTH SERV-
ICE ACT.—

(1) REDUCTION IN LOOK-BACK PERIOD.—Sec-
tion 2701(a)(1) of the Public Health Service
Act (42 U.S.C. 300gg(a)(1)) is amended by
striking ‘‘6-month period’” and inserting ‘‘30-
day period’’.

(2) REDUCTION IN PERMITTED PREEXISTING
CONDITION LIMITATION PERIOD.—Section
2701(a)(2) of such Act (42 U.S.C. 300gg(a)(2)) is
amended by striking ‘12 months’’ and insert-
ing ‘3 months’’, and by striking ‘‘18 months”’
and inserting ‘9 months”’.

(3) SUNSET OF INTERIM LIMITATION.—Section
2701 of such Act (42 U.S.C. 300gg) is amended
by adding at the end the following new sub-
section:

‘“(h) TERMINATION.—This section shall
cease to apply to any group health plan as of
the date that such plan becomes subject to
the requirements of section 211 of the (relat-
ing to prohibiting preexisting condition ex-
clusions).”.

(4) MISCELLANEOUS TECHNICAL AMEND-
MENT.—Section 2702(a)(2) of such Act (42
U.S.C. 300gg-1) is amended by striking ‘701"’
and inserting ‘‘2701".

(d) EFFECTIVE DATE.—

(1) IN GENERAL.—Except as provided in
paragraph (2), the amendments made by this
section shall apply with respect to group
health plans for plan years beginning on or
after January 1, 2010.

(2) SPECIAL RULE FOR COLLECTIVE BAR-
GAINING AGREEMENTS.—In the case of a group
health plan maintained pursuant to 1 or
more collective bargaining agreements be-
tween employee representatives and 1 or
more employers ratified before the date of
the enactment of this Act, the amendments
made by this section shall not apply to plan
yvears beginning before the earlier of—

(A) the date on which the last of the collec-
tive bargaining agreements relating to the
plan terminates (determined without regard
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to any extension thereof agreed to after the

date of the enactment of this Act);

(B) 3 years after the date of the enactment
of this Act.

SEC. 107. PROHIBITING ACTS OF DOMESTIC VIO-
LENCE FROM BEING TREATED AS
PREEXISTING CONDITIONS.

(a) ERISA.—Section 701(d)(3) of the Em-
ployee Retirement Income Security Act of
1974 (29 U.S.C. ) is amended—

(1) in the heading, by inserting ‘‘OR DOMES-
TIC VIOLENCE” after ‘‘PREGNANCY’’; and

(2) by inserting ‘‘or domestic violence’”
after ‘‘relating to pregnancy’’.

(b) PHSA.—

(1) GROUP MARKET.—Section 2701(d)(3) of
the Public Health Service Act (42 U.S.C.
300gg(d)(3)) is amended—

(A) in the heading, by inserting ‘‘OR DOMES-
TIC VIOLENCE” after ‘‘PREGNANCY’’; and

(B) by inserting ‘‘or domestic violence”
after ‘‘relating to pregnancy’’.

(2) INDIVIDUAL MARKET.—Title XXVII of
such Act is amended by inserting after sec-
tion 2753 the following new section:

“SEC. 2754. PROHIBITION ON DOMESTIC VIO-
LENCE AS PREEXISTING CONDITION.

““A health insurance issuer offering health
insurance coverage in the individual market
may not, on the basis of domestic violence,
impose any preexisting condition exclusion
(as defined in section 2701(b)(1)(A)) with re-
spect to such coverage.’’.

(c) IRC.—Section 9801(d)(3) of the Internal
Revenue Code of 1986 is amended—

(1) in the heading, by inserting ‘‘OR DOMES-
TIC VIOLENCE” after ‘“‘PREGNANCY”’; and

(2) by inserting ‘“‘or domestic violence”
after ‘‘relating to pregnancy’’.

(d) EFFECTIVE DATES.—

(1) Except as otherwise provided in this
subsection, the amendments made by this
section shall apply with respect to group
health plans (and health insurance issuers
offering group health insurance coverage) for
plan years beginning on or after January 1,
2010.

(2) The amendment made by subsection
(b)(2) shall apply with respect to health in-
surance coverage offered, sold, issued, re-
newed, in effect, or operated in the indi-
vidual market on or after such date.

SEC. 108. ENDING HEALTH INSURANCE DENIALS
AND DELAYS OF NECESSARY TREAT-
MENT FOR CHILDREN WITH DE-
FORMITIES.

(a) AMENDMENTS TO THE EMPLOYEE RETIRE-
MENT INCOME SECURITY ACT OF 1974.—

(1) IN GENERAL.—Subpart B of part 7 of sub-
title B of title I of the Employee Retirement
Income Security Act of 1974 is amended by
adding at the end the following new section:
“SEC. 715. STANDARDS RELATING TO BENEFITS

FOR MINOR CHILD’S CONGENITAL
OR DEVELOPMENTAL DEFORMITY
OR DISORDER.

‘(a) REQUIREMENTS FOR TREATMENT FOR
CHILDREN WITH DEFORMITIES.—

‘(1) IN GENERAL.—A group health plan, and
a health insurance issuer offering group
health insurance coverage, that provides
coverage for surgical benefits shall provide
coverage for outpatient and inpatient diag-
nosis and treatment of a minor child’s con-
genital or developmental deformity, disease,
or injury. A minor child shall include any in-
dividual who is 21 years of age or younger.

¢“(2) TREATMENT DEFINED.—

‘“(A) IN GENERAL.—In this section, the term
‘treatment’ includes reconstructive surgical
procedures (procedures that are generally
performed to improve function, but may also
be performed to approximate a normal ap-
pearance) that are performed on abnormal
structures of the body caused by congenital
defects, developmental abnormalities, trau-
ma, infection, tumors, or disease, including—
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‘(i) procedures that do not materially af-
fect the function of the body part being
treated; and

‘‘(ii) procedures for secondary conditions
and follow-up treatment.

‘(B) EXCEPTION.—Such term does not in-
clude cosmetic surgery performed to reshape
normal structures of the body to improve ap-
pearance or self-esteem.

““(b) NOTICE.—A group health plan under
this part shall comply with the notice re-
quirement under section 713(b) (other than
paragraph (3)) with respect to the require-
ments of this section.”.

(2) CONFORMING AMENDMENT.—

(A) Subsection (c¢) of section 731 of such
Act is amended by striking ‘‘section 711 and
inserting ‘‘sections 711 and 715”.

(B) The table of contents in section 1 of
such Act is amended by inserting after the
item relating to section 714 the following
new item:

““Sec. 715. Standards relating to benefits for
minor child’s congenital or de-
velopmental deformity or dis-
order.”.

(b) AMENDMENTS TO THE INTERNAL REVENUE
CODE OF 1986.—

(1) IN GENERAL.—Subchapter B of chapter
100 of the Internal Revenue Code of 1986 is
amended by adding at the end the following
new section:

“SEC. 9814. STANDARDS RELATING TO BENEFITS

FOR MINOR CHILD’S CONGENITAL
OR DEVELOPMENTAL DEFORMITY
OR DISORDER.

‘(a) REQUIREMENTS FOR TREATMENT FOR
CHILDREN WITH DEFORMITIES.—A  group
health plan that provides coverage for sur-
gical benefits shall provide coverage for out-
patient and inpatient diagnosis and treat-
ment of a minor child’s congenital or devel-
opmental deformity, disease, or injury. A
minor child shall include any individual who
is 21 years of age or younger.

“(b) TREATMENT DEFINED.—

‘(1) IN GENERAL.—In this section, the term
‘treatment’ includes reconstructive surgical
procedures (procedures that are generally
performed to improve function, but may also
be performed to approximate a normal ap-
pearance) that are performed on abnormal
structures of the body caused by congenital
defects, developmental abnormalities, trau-
ma, infection, tumors, or disease, including—

‘“(A) procedures that do not materially af-
fect the function of the body part being
treated, and

‘“(B) procedures for secondary conditions
and follow-up treatment.

‘“(2) EXCEPTION.—Such term does not in-
clude cosmetic surgery performed to reshape
normal structures of the body to improve ap-
pearance or self-esteem.”’.

(2) CLERICAL AMENDMENT.—The table of
sections for subchapter B of chapter 100 of
such Code is amended by adding at the end
the following new item:

‘“Sec. 9814. Standards relating to benefits for
minor child’s congenital or de-
velopmental deformity or dis-
order.”.

(c) AMENDMENTS TO THE PUBLIC HEALTH
SERVICE ACT.—

(1) IN GENERAL.—Subpart 2 of part A of
title XXVII of the Public Health Service Act
is amended by adding at the end the fol-
lowing new section:

“SEC. 2708. STANDARDS RELATING TO BENEFITS

FOR MINOR CHILD’S CONGENITAL
OR DEVELOPMENTAL DEFORMITY
OR DISORDER.

‘“(a) REQUIREMENTS FOR TREATMENT FOR
CHILDREN WITH DEFORMITIES.—

‘(1) IN GENERAL.—A group health plan, and
a health insurance issuer offering group
health insurance coverage, that provides
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coverage for surgical benefits shall provide

coverage for outpatient and inpatient diag-

nosis and treatment of a minor child’s con-

genital or developmental deformity, disease,

or injury. A minor child shall include any in-

dividual who is 21 years of age or younger.
¢“(2) TREATMENT DEFINED.—

‘“(A) IN GENERAL.—In this section, the term
‘treatment’ includes reconstructive surgical
procedures (procedures that are generally
performed to improve function, but may also
be performed to approximate a normal ap-
pearance) that are performed on abnormal
structures of the body caused by congenital
defects, developmental abnormalities, trau-
ma, infection, tumors, or disease, including—

‘(i) procedures that do not materially af-
fect the function of the body part being
treated; and

‘“(ii) procedures for secondary conditions
and follow-up treatment.

‘(B) EXCEPTION.—Such term does not in-
clude cosmetic surgery performed to reshape
normal structures of the body to improve ap-
pearance or self-esteem.

“(b) NOTICE.—A group health plan under
this part shall comply with the notice re-
quirement under section 715(b) of the Em-
ployee Retirement Income Security Act of
1974 with respect to the requirements of this
section as if such section applied to such
plan.”.

(2) INDIVIDUAL HEALTH INSURANCE.—Subpart
2 of part B of title XXVII of the Public
Health Service Act, as amended by section
161(b), is further amended by adding at the
end the following new section:

“SEC. 2755. STANDARDS RELATING TO BENEFITS
FOR MINOR CHILD’S CONGENITAL
OR DEVELOPMENTAL DEFORMITY
OR DISORDER.

“The provisions of section 2708 shall apply
to health insurance coverage offered by a
health insurance issuer in the individual
market in the same manner as such provi-
sions apply to health insurance coverage of-
fered by a health insurance issuer in connec-
tion with a group health plan in the small or
large group market.”’.

(3) CONFORMING AMENDMENTS.—

(A) Section 2723(c) of such Act (42 U.S.C.
300gg-23(c)) is amended by striking ‘‘section
2704 and inserting ‘‘sections 2704 and 2708.

(B) Section 2762(b)(2) of such Act (42 U.S.C.
300gg-62(b)(2)) is amended by striking ‘‘sec-
tion 2751 and inserting ‘‘sections 27561 and
2755,

(d) EFFECTIVE DATES.—

(1) The amendments made by this section
shall apply with respect to group health
plans (and health insurance issuers offering
group health insurance coverage) for plan
years beginning on or after January 1, 2010.

(2) The amendment made by subsection
(c)(2) shall apply with respect to health in-
surance coverage offered, sold, issued, re-
newed, in effect, or operated in the indi-
vidual market on or after such date.

(e) COORDINATION.—Section 104(1) of the
Health Insurance Portability and Account-
ability Act of 1996 is amended by striking
‘‘(and the amendments made by this subtitle
and section 401)” and inserting ‘‘, part 7 of
subtitle B of title I of the Employee Retire-
ment Income Security Act of 1974, parts A
and C of title XXVII of the Public Health
Service Act, and chapter 100 of the Internal
Revenue Code of 1986"".

SEC. 109. ELIMINATION OF LIFETIME LIMITS.

(a) AMENDMENTS TO THE EMPLOYEE RETIRE-
MENT INCOME SECURITY ACT OF 1974.—

(1) IN GENERAL.—Subpart B of part 7 of sub-
title B of title I of the Employee Retirement
Income Security Act of 1974 (29 U.S.C. 1185 et
seq.), as amended by section 108, is amended
by adding at the end the following:
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716. ELIMINATION
GATE LIMITS.

‘‘(a) IN GENERAL.—A group health plan and
a health insurance issuer providing health
insurance coverage in connection with a
group health plan, may not impose an aggre-
gate dollar lifetime limit with respect to
benefits payable under the plan or coverage.

‘“(b) DEFINITION.—In this section, the term
‘aggregate dollar lifetime limit’ means, with
respect to benefits under a group health plan
or health insurance coverage offered in con-
nection with a group health plan, a dollar
limitation on the total amount that may be
paid with respect to such benefits under the
plan or health insurance coverage with re-
spect to an individual or other coverage unit
on a lifetime basis.”.

(2) CLERICAL AMENDMENT.—The table of
contents in section 1 of such Act, is amended
by inserting after the item relating to sec-
tion 715 the following new item:

‘“Sec. 716. Elimination of lifetime aggregate
limits.”.

(b) AMENDMENTS TO THE INTERNAL REVENUE
CODE OF 1986.—

(1) IN GENERAL.—Subchapter B of chapter
100 of the Internal Revenue Code of 1986, as
amended by section 108(b), is amended by
adding at the end the following new section:
“SEC. 9815. ELIMINATION OF LIFETIME AGGRE-

GATE LIMITS.

‘“(a) IN GENERAL.—A group health plan
may not impose an aggregate dollar lifetime
limit with respect to benefits payable under
the plan.

‘“(b) DEFINITION.—In this section, the term
‘aggregate dollar lifetime limit’ means, with
respect to benefits under a group health plan
a dollar limitation on the total amount that
may be paid with respect to such benefits
under the plan with respect to an individual
or other coverage unit on a lifetime basis.”.

(2) CLERICAL AMENDMENT.—The table of
sections for subchapter B of chapter 100 of
such Code, as amended by section 108(b), is
amended by adding at the end the following
new item:

‘“‘Sec. 9854. Standards relating to benefits for
minor child’s congenital or de-
velopmental deformity or dis-
order.”.

(c) AMENDMENT TO THE PUBLIC HEALTH
SERVICE ACT RELATING TO THE GROUP MAR-
KET.—

(1) IN GENERAL.—Subpart 2 of part A of
title XXVII of the Public Health Service Act
(42 U.S.C. 300gg—4 et seq.) as amended by sec-
tion 108(c)(1), is amended by adding at the
end the following:

“SEC. 2709. ELIMINATION OF LIFETIME AGGRE-

GATE LIMITS.

‘‘(a) IN GENERAL.—A group health plan and
a health insurance issuer providing health
insurance coverage in connection with a
group health plan, may not impose an aggre-
gate dollar lifetime limit with respect to
benefits payable under the plan or coverage.

‘“(b) DEFINITION.—In this section, the term
‘aggregate dollar lifetime limit’ means, with
respect to benefits under a group health plan
or health insurance coverage, a dollar limi-
tation on the total amount that may be paid
with respect to such benefits under the plan
or health insurance coverage with respect to
an individual or other coverage unit on a
lifetime basis.”.

(2) INDIVIDUAL MARKET.—Subpart 2 of part
B of title XXVII of the Public Health Service
Act (42 U.S.C. 300gg-51 et seq.), as amended
by section 108(c)(2), is amended by adding at
the end the following:

“SEC. 2756. ELIMINATION OF LIFETIME AGGRE-

GATE LIMITS.

““The provisions of section 2709 shall apply
to health insurance coverage offered by a
health insurance issuer in the individual

“SEC. OF LIFETIME AGGRE-
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market in the same manner as they apply to
health insurance coverage offered by a
health insurance issuer in connection with a
group health plan in the small or large group
market.”.

(d) EFFECTIVE DATES.—

(1) The amendments made by this section
shall apply with respect to group health
plans (and health insurance issuers offering
group health insurance coverage) for plan
years beginning on or after January 1, 2010.

(2) The amendment made by subsection
(c)(2) shall apply with respect to health in-
surance coverage offered, sold, issued, re-
newed, in effect, or operated in the indi-
vidual market on or after such date.

SEC. 110. PROHIBITION AGAINST POSTRETIRE-
MENT REDUCTIONS OF RETIREE
HEALTH BENEFITS BY GROUP
HEALTH PLANS.

(a) IN GENERAL.—Part 7 of subtitle B of
title I of the Employee Retirement Income
Security Act of 1974, as amended by sections
108 and 109, is amended by inserting after
section 716 the following new section:

“SEC. 717. PROTECTION AGAINST POSTRETIRE-
MENT REDUCTION OF RETIREE
HEALTH BENEFITS.

‘‘(a) IN GENERAL.—Every group health plan
shall contain a provision which expressly
bars the plan, or any fiduciary of the plan,
from reducing the benefits provided under
the plan to a retired participant, or bene-
ficiary of such participant, if such reduction
affects the benefits provided to the partici-
pant or beneficiary as of the date the partici-
pant retired for purposes of the plan and
such reduction occurs after the participant’s
retirement unless such reduction is also
made with respect to active participants.
Nothing in this section shall prohibit a plan
from enforcing a total aggregate cap on
amounts paid for retiree health coverage
that is part of the plan at the time of retire-
ment.

“(b) NO REDUCTION.—Notwithstanding that
a group health plan may contain a provision
reserving the general power to amend or ter-
minate the plan or a provision specifically
authorizing the plan to make post-retire-
ment reductions in retiree health benefits, it
shall be prohibited for any group health
plan, whether through amendment or other-
wise, to reduce the benefits provided to a re-
tired participant or the participant’s bene-
ficiary under the terms of the plan if such re-
duction of benefits occurs after the date the
participant retired for purposes of the plan
and reduces benefits that were provided to
the participant, or the participant’s bene-
ficiary, as of the date the participant retired
unless such reduction is also made with re-
spect to active participants.

“‘(c) REDUCTION DESCRIBED.— For purposes
of this section, a reduction in benefits—

‘(1) with respect to premiums occurs under
a group health plan when a participant’s (or
beneficiary’s) share of the total premium (or,
in the case of a self-insured plan, the costs of
coverage) of the plan substantially increases;
or

‘(2) with respect to other cost-sharing and

benefits under a group health plan occurs
when there is a substantial decrease in the
actuarial value of the benefit package under
the plan.
For purposes of this section, the term ‘sub-
stantial’ means an increase in the total pre-
mium share or a decrease in the actuarial
value of the benefit package that is greater
than 5 percent.”

(b) CONFORMING AMENDMENT.—The table of
contents in section 1 of such Act, as amended
by sections 108 and 109, is amended by insert-
ing after the item relating to section 716 the
following new item:

‘“Sec. T717. Protection against postretirement
reduction of retiree health ben-
efits.”.
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(c) WAIVER.—An employer may, in a form
and manner which shall be prescribed by the
Secretary of Labor, apply for a waiver from
this provision if the employer can reasonably
demonstrate that meeting the requirements
of this section would impose an undue hard-
ship on the employer.

(d) EFFECTIVE DATE.—The amendments
made by this section shall take effect on the
date of the enactment of this Act.

SEC. 111. REINSURANCE PROGRAM FOR RETIR-
EES.

(a) ESTABLISHMENT.—

(1) IN GENERAL.—Not later than 90 days
after the date of the enactment of this Act,
the Secretary of Health and Human Services
shall establish a temporary reinsurance pro-
gram (in this section referred to as the ‘‘re-
insurance program’’) to provide reimburse-
ment to assist participating employment-
based plans with the cost of providing health
benefits to retirees and to eligible spouses,
surviving spouses and dependents of such re-
tirees.

(2) DEFINITIONS.—For purposes of this sec-
tion:

(A) The term ‘‘eligible employment-based
plan’ means a group health plan or employ-
ment-based health plan that—

(i) is —

(I) maintained by one or more employers
(including without limitation any State or
political subdivision thereof, or any agency
or instrumentality of any of the foregoing),
former employers or employee organizations
or associations, or a voluntary employees’
beneficiary association, or a committee or
board of individuals appointed to administer
such plan; or

(IT) a multiemployer plan (as defined in
section 3(37) of the Employee Retirement In-
come Security Act of 1974); and

(ii) provides health benefits to retirees.

(B) The term ‘“‘health benefits” means med-
ical, surgical, hospital, prescription drug,
and such other benefits as shall be deter-
mined by the Secretary, whether self-funded
or delivered through the purchase of insur-
ance or otherwise.

(C) The term ‘‘participating employment-
based plan’ means an eligible employment-
based plan that is participating in the rein-
surance program.

(D) The term ‘‘retiree’” means, with respect
to a participating employment-benefit plan,
an individual who—

(i) is 55 years of age or older;

(ii) is not eligible for coverage under title
XVIII of the Social Security Act; and

(iii) is not an active employee of an em-
ployer maintaining the plan or of any em-
ployer that makes or has made substantial
contributions to fund such plan.

(E) The term ‘‘Secretary’ means Secretary
of Health and Human Services.

(b) PARTICIPATION.—To be eligible to par-
ticipate in the reinsurance program, an eligi-
ble employment-based plan shall submit to
the Secretary an application for participa-
tion in the program, at such time, in such
manner, and containing such information as
the Secretary shall require.

(c) PAYMENT.—

(1) SUBMISSION OF CLAIMS.—

(A) IN GENERAL.—Under the reinsurance
program, a participating employment-based
plan shall submit claims for reimbursement
to the Secretary which shall contain docu-
mentation of the actual costs of the items
and services for which each claim is being
submitted.

(B) BASIS FOR CLAIMS.—Each claim sub-
mitted under subparagraph (A) shall be based
on the actual amount expended by the par-
ticipating employment-based plan involved
within the plan year for the appropriate em-
ployment based health benefits provided to a
retiree or to the spouse, surviving spouse, or
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dependent of a retiree. In determining the
amount of any claim for purposes of this sub-
section, the participating employment-based
plan shall take into account any negotiated
price concessions (such as discounts, direct
or indirect subsidies, rebates, and direct or
indirect remunerations) obtained by such
plan with respect to such health benefits.
For purposes of calculating the amount of
any claim, the costs paid by the retiree or by
the spouse, surviving spouse, or dependent of
the retiree in the form of deductibles, copay-
ments, and coinsurance shall be included
along with the amounts paid by the partici-
pating employment-based plan.

(2) PROGRAM PAYMENTS AND LIMIT.—If the
Secretary determines that a participating
employment-based plan has submitted a
valid claim under paragraph (1), the Sec-
retary shall reimburse such plan for 80 per-
cent of that portion of the costs attributable
to such claim that exceeds $15,000, but is less
than $90,000. Such amounts shall be adjusted
each year based on the percentage increase
in the medical care component of the Con-
sumer Price Index (rounded to the nearest
multiple of $1,000) for the year involved.

(3) USE OF PAYMENTS.—Amounts paid to a
participating employment-based plan under
this subsection shall only be used to reduce
the costs of health care provided by the plan
by reducing premium costs for the employer
or employee association maintaining the
plan, and reducing premium contributions,
deductibles, copayments, coinsurance, or
other out-of-pocket costs for plan partici-
pants and beneficiaries. Where the benefits
are provided by an employer to members of
a represented bargaining unit, the allocation
of payments among these purposes shall be
subject to collective bargaining. Amounts
paid to the plan under this subsection shall
not be used as general revenues by the em-
ployer or employee association maintaining
the plan or for any other purposes. The Sec-
retary shall develop a mechanism to monitor
the appropriate use of such payments by
such plans.

(4) APPEALS AND PROGRAM PROTECTIONS.—
The Secretary shall establish—

(A) an appeals process to permit partici-
pating employment-based plans to appeal a
determination of the Secretary with respect
to claims submitted under this section; and

(B) procedures to protect against fraud,
waste, and abuse under the program.

(5) AUDITS.—The Secretary shall conduct
annual audits of claims data submitted by
participating employment-based plans under
this section to ensure that they are in com-
pliance with the requirements of this sec-
tion.

(d) RETIREE RESERVE TRUST FUND.—

(1) ESTABLISHMENT.—

(A) IN GENERAL.—There is established in
the Treasury of the United States a trust
fund to be known as the ‘“‘Retiree Reserve
Trust Fund” (referred to in this section as
the ‘“Trust Fund’’), that shall consist of such
amounts as may be appropriated or credited
to the Trust Fund as provided for in this sub-
section to enable the Secretary to carry out
the reinsurance program. Such amounts
shall remain available until expended.

(B) FUNDING.—There are hereby appro-
priated to the Trust Fund, out of any mon-
eys in the Treasury not otherwise appro-
priated, an amount requested by the Sec-
retary as necessary to carry out this section,
except that the total of all such amounts re-
quested shall not exceed $10,000,000,000.

(C) APPROPRIATIONS FROM THE TRUST
FUND.—

(i) IN GENERAL.—Amounts in the Trust
Fund are appropriated to provide funding to
carry out the reinsurance program and shall
be used to carry out such program.
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(ii) LIMITATION TO AVAILABLE FUNDS.—The
Secretary has the authority to stop taking
applications for participation in the program
or take such other steps in reducing expendi-
tures under the reinsurance program in order
to ensure that expenditures under the rein-
surance program do not exceed the funds
available under this subsection.

SEC. 112. WELLNESS PROGRAM GRANTS.

(a) ALLOWANCE OF GRANT.—

(1) IN GENERAL.—For purposes of this sec-
tion, the Secretaries of Health and Human
Services and Labor shall jointly award
wellness grants as determined under this sec-
tion. Wellness program grants shall be
awarded to small employers (as defined by
the Secretary) for any plan year in an
amount equal to 50 percent of the costs paid
or incurred by such employers in connection
with a qualified wellness program during the
plan year. For purposes of the preceding sen-
tence, in the case of any qualified wellness
program offered as part of an employment-
based health plan, only costs attributable to
the qualified wellness program and not to
the health plan, or health insurance cov-
erage offered in connection with such a plan,
may be taken into account.

(2) LIMITATIONS.—

(A) PERIOD.—A wellness grant awarded to
an employer under this section shall be for
up to 3 years.

(B) AMOUNT.—The amount of the grant
under paragraph (1) for an employer shall
not exceed—

(i) the product of $150 and the number of
employees of the employer for any plan year;
and

(ii) $50,000 for the entire period of the
grant.

(b) QUALIFIED WELLNESS PROGRAM.—For
purposes of this section:

(1) QUALIFIED WELLNESS PROGRAM.—The
term ‘‘qualified wellness program’ means a
program that —

(A) includes any 3 wellness components de-
scribed in subsection (¢); and

(B) is to be certified jointly by the Sec-
retary of Health and Human Services and the
Secretary of Labor, in coordination with the
Director of the Centers for Disease Control
and Prevention, as a qualified wellness pro-
gram under this section.

(2) PROGRAMS MUST BE CONSISTENT WITH RE-
SEARCH AND BEST PRACTICES.—

(A) IN GENERAL.—The Secretary of Health
and Human Services and the Secretary of
Labor shall not certify a program as a quali-
fied wellness program unless the program—

(i) is consistent with evidence-based re-
search and best practices, as identified by
persons with expertise in employer health
promotion and wellness programs;

(ii) includes multiple, evidence-based strat-
egies which are based on the existing and
emerging research and careful scientific re-
views, including the Guide to Community
Preventative Services, the Guide to Clinical
Preventative Services, and the National Reg-
istry for Effective Programs, and

(iii) includes strategies which focus on pre-
vention and support for employee popu-
lations at risk of poor health outcomes.

(B) PERIODIC UPDATING AND REVIEW.—The
Secretaries of Health and Human Services
and Labor, in consultation with other appro-
priate agencies shall jointly establish proce-
dures for periodic review, evaluation, and up-
date of the programs under this subsection.

(3) HEALTH LITERACY AND ACCESSIBILITY.—
The Secretaries of Health and Human Serv-
ices and Labor shall jointly, as part of the
certification process—

(A) ensure that employers make the pro-
grams culturally competent, physically and
programmatically accessible (including for
individuals with disabilities), and appro-
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priate to the health literacy needs of the em-
ployees covered by the programs;

(B) require a health literacy component to
provide special assistance and materials to
employees with low literacy skills, limited
English and from underserved populations;
and

(C) require the Secretaries to compile and
disseminate to employer health plans infor-
mation on model health literacy curricula,
instructional programs, and effective inter-
vention strategies.

(c) WELLNESS PROGRAM COMPONENTS.—For
purposes of this section, the wellness pro-
gram components described in this sub-
section are the following:

(1) HEALTH AWARENESS COMPONENT.—A
health awareness component which provides
for the following:

(A) HEALTH EDUCATION.—The dissemination
of health information which addresses the
specific needs and health risks of employees.

(B) HEALTH SCREENINGS.—The opportunity
for periodic screenings for health problems
and referrals for appropriate follow-up meas-
ures.

(2) EMPLOYEE ENGAGEMENT COMPONENT.—AnN
employee engagement component which pro-
vides for the active engagement of employ-
ees in worksite wellness programs through
worksite assessments and program planning,
onsite delivery, evaluation, and improve-
ment efforts.

(3) BEHAVIORAL CHANGE COMPONENT.—A be-
havioral change component which encour-
ages healthy living through counseling, sem-
inars, on-line programs, self-help materials,
or other programs which provide technical
assistance and problem solving skills. Such
component may include programs relating
to—

(A) tobacco use;

(B) obesity;

(C) stress management;

(D) physical fitness;

(E) nutrition;

(F) substance abuse;

(G) depression; and

(H) mental health promotion.

(4) SUPPORTIVE ENVIRONMENT COMPONENT.—
A supportive environment component which
includes the following:

(A) ON-SITE POLICIES.—Policies and services
at the worksite which promote a healthy
lifestyle, including policies relating to—

(i) tobacco use at the worksite;

(ii) the nutrition of food available at the
worksite through cafeterias and vending op-
tions;

(iii) minimizing stress and promoting posi-
tive mental health in the workplace; and

(iv) the encouragement of physical activity
before, during, and after work hours.

(d) PARTICIPATION REQUIREMENT.—NoO grant
shall be allowed under subsection (a) unless
the Secretaries of Health and Human Serv-
ices and Labor, in consultation with other
appropriate agencies, jointly certify, as a
part of any certification described in sub-
section (b), that each wellness program com-
ponent of the qualified wellness program—

(1) shall be available to all employees of
the employer;

(2) shall not mandate participation by em-
ployees; and

(3) may provide a financial reward for par-
ticipation of an individual in such program
so long as such reward is not tied to the pre-
mium or cost-sharing of the individual under
the health benefits plan.

(e) PRIVACY PROTECTIONS.—Data gathered
for purposes of the employer wellness pro-
gram may be used solely for the purposes of
administering the program. The Secretaries
of Health and Human Services and Labor
shall develop standards to ensure such data
remain confidential and are not used for pur-
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poses beyond those for administering the
program.

(f) CERTAIN COSTS NOT INCLUDED.—For pur-
poses of this section, costs paid or incurred
by an employer for food or health insurance
shall not be taken into account under sub-
section (a).

(g) OUTREACH.—The Secretaries of Health
and Human Services and Labor, in conjunc-
tion with other appropriate agencies and
members of the business community, shall
jointly institute an outreach program to in-
form businesses about the availability of the
wellness program grant as well as to educate
businesses on how to develop programs ac-
cording to recognized and promising prac-
tices and on how to measure the success of
implemented programs.

(h) EFFECTIVE DATE.—This section shall
take effect on July 1, 2010.

(i) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated such
sums as are necessary to carry out this sec-
tion.

SEC. 113. EXTENSION OF COBRA CONTINUATION
COVERAGE.

(a) EXTENSION OF CURRENT PERIODS OF CON-
TINUATION COVERAGE.—

(1) IN GENERAL.—In the case of any indi-
vidual who is, under a COBRA continuation
coverage provision, covered under COBRA
continuation coverage on or after the date of
the enactment of this Act, the required pe-
riod of any such coverage which has not sub-
sequently terminated under the terms of
such provision for any reason other than the
expiration of a period of a specified number
of months shall, notwithstanding such provi-
sion and subject to subsection (b), extend to
the earlier of the date on which such indi-
vidual becomes eligible for acceptable cov-
erage or the date on which such individual
becomes eligible for health insurance cov-
erage through the Health Insurance Ex-
change (or a State-based Health Insurance
Exchange operating in a State or group of
States).

(2) NOTICE.—As soon as practicable after
the date of the enactment of this Act, the
Secretary of Labor, in consultation with the
Secretary of the Treasury and the Secretary
of Health and Human Services, shall, in con-
sultation with administrators of the group
health plans (or other entities) that provide
or administer the COBRA continuation cov-
erage involved, provide rules setting forth
the form and manner in which prompt notice
to individuals of the continued availability
of COBRA continuation coverage to such in-
dividuals under paragraph (1).

(b) CONTINUED EFFECT OF OTHER TERMI-
NATING EVENTS.—Notwithstanding sub-
section (a), any required period of COBRA
continuation coverage which is extended
under such subsection shall terminate upon
the occurrence, prior to the date of termi-
nation otherwise provided in such sub-
section, of any terminating event specified
in the applicable continuation coverage pro-
vision other than the expiration of a period
of a specified number of months.

(¢) ACCESS TO STATE HEALTH BENEFITS RISK
PooLs.—This section shall supersede any
provision of the law of a State or political
subdivision thereof to the extent that such
provision has the effect of limiting or pre-
cluding access by a qualified beneficiary
whose COBRA continuation coverage has
been extended under this section to a State
health benefits risk pool recognized by the
Commissioner for purposes of this section
solely by reason of the extension of such cov-
erage beyond the date on which such cov-
erage otherwise would have expired.

(d) DEFINITIONS.—For purposes of this sec-
tion—

(1) COBRA CONTINUATION COVERAGE.—The
term ‘“COBRA continuation coverage”
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means continuation coverage provided pur-
suant to part 6 of subtitle B of title I of the
Employee Retirement Income Security Act
of 1974 (other than under section 609), title
XXII of the Public Health Service Act, sec-
tion 4980B of the Internal Revenue Code of
1986 (other than subsection (f)(1) of such sec-
tion insofar as it relates to pediatric vac-
cines), or section 905a of title 5, United
States Code, or under a State program that
provides comparable continuation coverage.
Such term does not include coverage under a
health flexible spending arrangement under
a cafeteria plan within the meaning of sec-
tion 125 of the Internal Revenue Code of 1986.

(2) COBRA CONTINUATION PROVISION.—The
term ‘“‘COBRA continuation provision”
means the provisions of law described in
paragraph (1).

SEC. 114. STATE HEALTH
GRANTS.

(a) IN GENERAL.—The Secretary of Health
and Human Services (in this section referred
to as the ‘““Secretary’) shall provide grants
to States (as defined for purposes of title
XIX of the Social Security Act) to establish
programs to expand access to affordable
health care coverage for the uninsured popu-
lations in that State in a manner consistent
with reforms to take effect under this divi-
sion in Y1.

(b) TYPES OF PROGRAMS.—The types of pro-
grams for which grants are available under
subsection (a) include the following:

(1) STATE INSURANCE EXCHANGES.—State in-
surance exchanges that develop new, less ex-
pensive, portable benefit packages for small
employers and part-time and seasonal work-
ers.

(2) COMMUNITY COVERAGE PROGRAM.—Com-
munity coverage with shared responsibility
between employers, governmental or non-
profit entity, and the individual.

(3) REINSURANCE PLAN PROGRAM.—Reinsur-
ance plans that subsidize a certain share of
carrier losses within a certain risk corridor
health insurance premium assistance.

(4) TRANSPARENT MARKETPLACE PROGRAM.—
Transparent marketplace that provides an
organized structure for the sale of insurance
products such as a Web exchange or portal.

(6) AUTOMATED ENROLLMENT PROGRAM.—
Statewide or automated enrollment systems
for public assistance programs.

(6) INNOVATIVE STRATEGIES.—Innovative
strategies to insure low-income childless
adults.

(7T) PURCHASING COLLABORATIVES.—Not-for-
profit business, consumer collaborative that
provides direct contract health care service
purchasing options for group plan sponsors.

(¢) ELIGIBILITY AND ADMINISTRATION.—

(1) IMPLEMENTATION OF KEY STATUTORY OR
REGULATORY CHANGES.—In order to be award-
ed a grant under this section for a program,
a State shall demonstrate that—

(A) it has achieved the key State and local
statutory or regulatory changes required to
begin implementing the new program within
1 year after the initiation of funding under
the grant; and

(B) it will be able to sustain the program
without Federal funding after the end of the
period of the grant.

(2) INELIGIBILITY.—A State that has al-
ready developed a comprehensive health in-
surance access program is not eligible for a
grant under this section.

(3) APPLICATION REQUIRED.—No State shall
receive a grant under this section unless the
State has approved by the Secretary such an
application, in such form and manner as the
Secretary specifies.

(4) ADMINISTRATION BASED ON CURRENT PRO-
GRAM.—The program under this section is in-
tended to build on the State Health Access
Program funded under the Omnibus Appro-
priations Act, 2009 (Public Law 111-8).

ACCESS PROGRAM
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(d) FUNDING LIMITATIONS.—

(1) IN GENERAL.—A grant under this section
shall—

(A) only be available for expenditures be-
fore Y1; and

(B) only be used to supplement, and not
supplant, funds otherwise provided.

(2) MATCHING FUND REQUIREMENT.—

(A) IN GENERAL.—Subject to subparagraph
(B), no grant may be awarded to a State un-
less the State demonstrates the seriousness
of its effort by matching at least 20 percent
of the grant amount through non-Federal re-
sources, which may be a combination of
State, local, private dollars from insurers,
providers, and other private organizations.

(B) WAIVER.—The Secretary may waive the
requirement of subparagraph (A) if the State
demonstrates to the Secretary financial
hardship in complying with such require-
ment.

(e) STUDY.—The Secretary shall review,
study, and benchmark the progress and re-
sults of the programs funded under this sec-
tion.

(f) REPORT.—Each State receiving a grant
under this section shall submit to the Sec-
retary a report on best practices and lessons
learned through the grant to inform the
health reform coverage expansions under
this division beginning in Y1.

(g) FUNDING.—There are authorized to be
appropriated such sums as may be necessary
to carry out this section.

SEC. 115. ADMINISTRATIVE SIMPLIFICATION.

(a) STANDARDIZING ELECTRONIC ADMINIS-
TRATIVE TRANSACTIONS.—

(1) IN GENERAL.—Part C of title XI of the
Social Security Act (42 U.S.C. 1320d et seq.)
is amended by inserting after section 1173
the following new sections:

“SEC. 1173A. STANDARDIZE ELECTRONIC ADMIN-
ISTRATIVE TRANSACTIONS.

‘‘(a) STANDARDS FOR FINANCIAL AND ADMIN-
ISTRATIVE TRANSACTIONS.—

‘(1) IN GENERAL.—The Secretary shall
adopt and regularly update standards con-
sistent with the goals described in paragraph
(2).

¢(2) GOALS FOR FINANCIAL AND ADMINISTRA-
TIVE TRANSACTIONS.—The goals for standards
under paragraph (1) are that such standards
shall, to the extent practicable—

‘“(A) be unique with no conflicting or re-
dundant standards;

‘“(B) be authoritative, permitting no addi-
tions or constraints for electronic trans-
actions, including companion guides;

‘““(C) be comprehensive, efficient and ro-
bust, requiring minimal augmentation by
paper transactions or clarification by further
communications;

‘(D) enable the real-time (or near real-
time) determination of an individual’s finan-
cial responsibility at the point of service
and, to the extent possible, prior to service,
including whether the individual is eligible
for a specific service with a specific physi-
cian at a specific facility, on a specific date
or range of dates, include utilization of a ma-
chine-readable health plan beneficiary iden-
tification card or similar mechanism;

‘“(E) enable, where feasible, near real-time
adjudication of claims;

‘“(F) provide for timely acknowledgment,
response, and status reporting applicable to
any electronic transaction deemed appro-
priate by the Secretary;

‘“(G) describe all data elements (such as
reason and remark codes) in unambiguous
terms, not permit optional fields, require
that data elements be either required or con-
ditioned upon set values in other fields, and
prohibit additional conditions except where
required by (or to implement) State or Fed-
eral law or to protect against fraud and
abuse; and
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‘“‘(H) harmonize all common data elements
across administrative and clinical trans-
action standards.

‘(3) TIME FOR ADOPTION.—Not later than 2
years after the date of the enactment of this
section, the Secretary shall adopt standards
under this section by interim, final rule.

‘(4) REQUIREMENTS FOR SPECIFIC STAND-
ARDS.—The standards under this section
shall be developed, adopted, and enforced so
as to—

‘“(A) clarify, refine, complete, and expand,
as needed, the standards required under sec-
tion 1173;

‘(B) require paper versions of standardized
transactions to comply with the same stand-
ards as to data content such that a fully
compliant, equivalent electronic transaction
can be populated from the data from a paper
version;

“(C) enable electronic funds transfers, in
order to allow automated reconciliation with
the related health care payment and remit-
tance advice;

‘(D) require timely and transparent claim
and denial management processes, including
uniform claim edits, uniform reason and re-
mark denial codes, tracking, adjudication,
and appeal processing;

‘“(BE) require the use of a standard elec-
tronic transaction with which health care
providers may quickly and efficiently enroll
with a health plan to conduct the other elec-
tronic transactions provided for in this part;
and

“(F) provide for other requirements relat-
ing to administrative simplification as iden-
tified by the Secretary, in consultation with
stakeholders.

‘() BUILDING ON EXISTING STANDARDS.—In
adopting the standards under this section,
the Secretary shall consider existing and
planned standards.

¢(6) IMPLEMENTATION AND ENFORCEMENT.—
Not later than 6 months after the date of the
enactment of this section, the Secretary
shall submit to the appropriate committees
of Congress a plan for the implementation
and enforcement, by not later than 5 years
after such date of enactment, of the stand-
ards under this section. Such plan shall in-
clude—

‘““(A) a process and timeframe with mile-
stones for developing the complete set of
standards;

‘““(B) a proposal for accommodating nec-
essary changes between version changes and
a process for upgrading standards as often as
annually by interim, final rulemaking;

‘(C) programs to provide incentives for,
and ease the burden of, implementation for
certain health care providers, with special
consideration given to such providers serving
rural or underserved areas and ensure coordi-
nation with standards, implementation spec-
ifications, and certification criteria being
adopted under the HITECH Act;

‘(D) programs to provide incentives for,
and ease the burden of, health care providers
who volunteer to participate in the process
of setting standards for electronic trans-
actions;

‘“(E) an estimate of total funds needed to
ensure timely completion of the implemen-
tation plan; and

‘“(F) an enforcement process that includes
timely investigation of complaints, random
audits to ensure compliance, civil monetary
and programmatic penalties for noncompli-
ance consistent with existing laws and regu-
lations, and a fair and reasonable appeals
process building off of enforcement provi-
sions under this part, and concurrent State
enforcement jurisdiction.

The Secretary may promulgate an annual
audit and certification process to ensure
that all health plans and clearinghouses are
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both syntactically and functionally compli-
ant with all the standard transactions man-
dated pursuant to the administrative sim-
plification provisions of this part and the
Health Insurance Portability and Account-
ability Act of 1996.

““(b) LIMITATIONS ON USE OF DATA.—Noth-
ing in this section shall be construed to per-
mit the use of information collected under
this section in a manner that would violate
State or Federal law.

‘‘(c) PROTECTION OF DATA.—The Secretary
shall ensure (through the promulgation of
regulations or otherwise) that all data col-
lected pursuant to subsection (a) are used
and disclosed in a manner that meets the
HIPAA privacy and security law (as defined
in section 3009(a)(2) of the Public Health
Service Act), including any privacy or secu-
rity standard adopted under section 3004 of
such Act.

“SEC. 1173B. INTERIM COMPANION GUIDES, IN-
CLUDING OPERATING RULES.

‘“(a) IN GENERAL.—The Secretary shall
adopt a single, binding, comprehensive com-
panion guide, that includes operating rules
for each X12 Version 5010 transaction de-
scribed in section 1173(a)(2), to be effective
until the new version of these transactions
which comply with section 1173A are adopted
and implemented.

“(b) COMPANION GUIDE AND OPERATING
RULES DEVELOPMENT.—In adopting such in-
terim companion guide and rules, the Sec-
retary shall comply with section 1172, except
that a nonprofit entity that meets the fol-
lowing criteria shall also be consulted:

‘(1) The entity focuses its mission on ad-
ministrative simplification.

‘(2) The entity uses a multistakeholder
process that creates consensus-based com-
panion guides, including operating rules
using a voting process that ensures balanced
representation by the critical stakeholders
(including health plans and health care pro-
viders) so that no one group dominates the
entity and shall include others such as
standards development organizations, and
relevant Federal or State agencies.

‘(3) The entity has in place a public set of
guiding principles that ensure the com-
panion guide and operating rules and process
are open and transparent.

‘‘(4) The entity coordinates its activities
with the HIT Policy Committee, and the HIT
Standards Committee (established under
title XXX of the Public Health Service Act)
and complements the efforts of the Office of
the National Healthcare Coordinator and its
related health information exchange goals.

‘(6) The entity incorporates the standards
issued under Health Insurance Portability
and Accountability Act of 1996 and this part,
and in developing the companion guide and
operating rules does not change the defini-
tion, data condition or use of a data element
or segment in a standard, add any elements
or segments to the maximum defined data
set, use any codes or data elements that are
either marked ‘not used’ in the standard’s
implementation specifications or are not in
the standard’s implementation specifica-
tions, or change the meaning or intent of the
standard’s implementation specifications.

‘“(6) The entity uses existing market re-
search and proven best practices.

“(7T) The entity has a set of measures that
allow for the evaluation of their market im-
pact and public reporting of aggregate stake-
holder impact.

‘(8) The entity supports nondiscrimination
and conflict of interest policies that dem-
onstrate a commitment to open, fair, and
nondiscriminatory practices.

‘“(9) The entity allows for public reviews
and comment on updates of the companion
guide, including the operating rules.

‘‘(c) IMPLEMENTATION.—The Secretary shall
adopt a single, binding companion guide, in-
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cluding operating rules under this section,
for each transaction, to become effective
with the X12 Version 5010 transaction imple-
mentation, or as soon thereafter as feasible.
The companion guide, including operating
rules for the transactions for eligibility for
health plan and health claims status under
this section shall be adopted not later than
October 1, 2011, in a manner such that such
set of rules is effective beginning not later
than January 1, 2013. The companion guide,
including operating rules for the remainder
of the transactions described in section
1173(a)(2) shall be adopted not later than Oc-
tober 1, 2012, in a manner such that such set
of rules is effective beginning not later than
January 1, 2014.”’.

(2) DEFINITIONS.—Section 1171 of such Act
(42 U.S.C. 1320d) is amended—

(A) in paragraph (1), by inserting ‘‘, and as-
sociated operational guidelines and instruc-
tions, as determined appropriate by the Sec-
retary’’ after ‘‘medical procedure codes’’; and

(B) by adding at the end the following new
paragraph:

‘“(10) OPERATING RULES.—The term ‘oper-
ating rules’ means business rules for using
and processing transactions, such as service
level requirements, which do not impact the
implementation specifications or other data
content requirements.”’.

3) CONFORMING AMENDMENT.—Section
1179(a) of such Act (42 U.S.C. 1320d-8(a)) is
amended, in the matter before paragraph
O—

(A) by inserting ‘‘on behalf of an indi-
vidual” after ‘‘1978)’; and

(B) by inserting ‘‘on behalf of an indi-
vidual” after ‘“‘for a financial institution”
and

(b) STANDARDS FOR CLAIMS ATTACHMENTS
AND COORDINATION OF BENEFITS.—

(1) STANDARD FOR HEALTH CLAIMS ATTACH-
MENTS.—Not later than 1 year after the date
of the enactment of this Act, the Secretary
of Health and Human Services shall promul-
gate an interim, final rule to establish a
standard for health claims attachment
transaction described in section 1173(a)(2)(B)
of the Social Security Act (42 U.S.C. 1320d-
2(a)(2)(B)) and coordination of benefits.

(2) REVISION IN PROCESSING PAYMENT TRANS-
ACTIONS BY FINANCIAL INSTITUTIONS.—

(A) IN GENERAL.—Section 1179 of the Social
Security Act (42 U.S.C. 1320d-8) is amended,
in the matter before paragraph (1)—

(i) by striking ‘‘or is engaged’ and insert-
ing ‘‘and is engaged’’; and

(ii) by inserting ‘‘(other than as a business
associate for a covered entity)” after ‘“‘for a
financial institution’.

(B) COMPLIANCE DATE.—The amendments
made by subparagraph (A) shall apply to
transactions occurring on or after such date
(not later than January 1, 2014) as the Sec-
retary of Health and Human Services shall
specify.

(c) STANDARDS FOR FIRST REPORT OF IN-
JURY.—Not later than January 1, 2014, the
Secretary of Health and Human Services
shall promulgate an interim final rule to es-
tablish a standard for the first report of in-
jury transaction described in section
1173(a)(2)(G) of the Social Security Act (42
U.S.C. 1320d-2(a)(2)(G)).

(d) UNIQUE HEALTH PLAN IDENTIFIER.—Not
later October 1, 2012, the Secretary of Health
and Human Services shall promulgate an in-
terim final rule to establish a unique health
plan identifier described in section 1173(b) of
the Social Security Act (42 U.S.C. 1320d-2(b))
based on the input of the National Com-
mittee of Vital and Health Statistics and
consultation with health plans, health care
providers, and other interested parties.

(e) EXPANSION OF ELECTRONIC TRANS-
ACTIONS IN MEDICARE.—Section 1862(a) of the
Social Security Act (42 U.S.C. 139%y(a)) is
amended—
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(1) in paragraph (23), by striking ‘‘or’ at
the end;

(2) in paragraph (24), by striking the period
and inserting *‘; or’’; and

(3) by inserting after paragraph (24) the fol-
lowing new paragraph:

‘‘(25) subject to subsection (h), not later
than January 1, 2015, for which the payment
is other than by electronic funds transfer
(EFT) so long as the Secretary has adopted
and implemented a standard for electronic
funds transfer under section 1173A.”".

(f) EXPANSION OF PENALTIES.—Section 1176
of such Act (42 U.S.C. 1320d-5) is amended by
adding at the end the following new sub-
section:

‘‘(c) EXPANSION OF PENALTY AUTHORITY.—
The Secretary may, in addition to the pen-
alties provided under subsections (a) and (b),
provide for the imposition of penalties for
violations of this part that are comparable—

‘(1) in the case of health plans, to the
sanctions the Secretary is authorized to im-
pose under part C or D of title XVIII in the
case of a plan that violates a provision of
such part; or

‘(2) in the case of a health care provider,
to the sanctions the Secretary is authorized
to impose under part A, B, or D of title XVIII
in the case of a health care provider that vio-
lations a provision of such part with respect
to that provider.”.

TITLE II—PROTECTIONS AND STANDARDS
FOR QUALIFIED HEALTH BENEFITS
PLANS

Subtitle A—General Standards

SEC. 201. REQUIREMENTS REFORMING HEALTH
INSURANCE MARKETPLACE.

(a) PURPOSE.—The purpose of this title is
to establish standards to ensure that new
health insurance coverage and employment-
based health plans that are offered meet
standards guaranteeing access to affordable
coverage, essential benefits, and other con-
sumer protections.

(b) REQUIREMENTS FOR QUALIFIED HEALTH
BENEFITS PLANS.—On or after the first day of
Y1, a health benefits plan shall not be a
qualified health benefits plan under this di-
vision unless the plan meets the applicable
requirements of the following subtitles for
the type of plan and plan year involved:

(1) Subtitle B (relating to affordable cov-
erage).

(2) Subtitle C (relating to essential bene-
fits).

(3) Subtitle D (relating to consumer pro-
tection).

(¢) TERMINOLOGY.—In this division:

(1) ENROLLMENT IN EMPLOYMENT-BASED
HEALTH PLANS.—An individual shall be treat-
ed as being ‘‘enrolled” in an employment-
based health plan if the individual is a par-
ticipant or beneficiary (as such terms are de-
fined in section 3(7) and 3(8), respectively, of
the Employee Retirement Income Security
Act of 1974) in such plan.

(2) INDIVIDUAL AND GROUP HEALTH INSUR-
ANCE COVERAGE.—The terms ‘‘individual
health insurance coverage’’ and ‘‘group
health insurance coverage’” mean health in-
surance coverage offered in the individual
market or large or small group market, re-
spectively, as defined in section 2791 of the
Public Health Service Act.

(d) TREATMENT OF QUALIFIED DIRECT PRI-
MARY CARE MEDICAL HOME PLANS.—The Com-
missioner may permit a qualified health ben-
efits plan to provide coverage through a
qualified direct primary care medical home
plan so long as the qualified health benefits
plan meets all requirements that are other-
wise applicable and the services covered by
the medical home plan are coordinated with
the QHBP offering entity.
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SEC. 202. PROTECTING THE CHOICE TO KEEP
CURRENT COVERAGE.

(a) GRANDFATHERED HEALTH INSURANCE
COVERAGE DEFINED.—Subject to the suc-
ceeding provisions of this section, for pur-
poses of establishing acceptable coverage
under this division, the term ‘‘grandfathered
health insurance coverage’ means individual
health insurance coverage that is offered and
in force and effect before the first day of Y1
if the following conditions are met:

(1) LIMITATION ON NEW ENROLLMENT.—

(A) IN GENERAL.—Except as provided in this
paragraph, the individual health insurance
issuer offering such coverage does not enroll
any individual in such coverage if the first
effective date of coverage is on or after the
first day of Y1.

(B) DEPENDENT COVERAGE PERMITTED.—Sub-
paragraph (A) shall not affect the subsequent
enrollment of a dependent of an individual
who is covered as of such first day.

(2) LIMITATION ON CHANGES IN TERMS OR
CONDITIONS.—Subject to paragraph (3) and ex-
cept as required by law, the issuer does not
change any of its terms or conditions, in-
cluding benefits and cost-sharing, from those
in effect as of the day before the first day of
Y1.

(3) RESTRICTIONS ON PREMIUM INCREASES.—
The issuer cannot vary the percentage in-
crease in the premium for a risk group of en-
rollees in specific grandfathered health in-
surance coverage without changing the pre-
mium for all enrollees in the same risk group
at the same rate, as specified by the Com-
missioner.

(b) GRACE PERIOD FOR CURRENT EMPLOY-
MENT-BASED HEALTH PLANS.—

(1) GRACE PERIOD.—

(A) IN GENERAL.—The Commissioner shall
establish a grace period whereby, for plan
years beginning after the end of the 5-year
period beginning with Y1, an employment-
based health plan in operation as of the day
before the first day of Y1 must meet the
same requirements as apply to a qualified
health benefits plan under section 201, in-
cluding the essential benefit package re-
quirement under section 221.

(B) EXCEPTION FOR LIMITED BENEFITS
PLANS.—Subparagraph (A) shall not apply to
an employment-based health plan in which
the coverage consists only of one or more of
the following:

(i) Any coverage described in section
3001(a)(1)(B)(i1)(IV) of division B of the Amer-
ican Recovery and Reinvestment Act of 2009
(Public Law 111-5).

(ii) Excepted benefits (as defined in section
733(c) of the Employee Retirement Income
Security Act of 1974), including coverage
under a specified disease or illness policy de-
scribed in paragraph (3)(A) of such section.

(iii) Such other limited benefits as the
Commissioner may specify.

In no case shall an employment-based health
plan in which the coverage consists only of
one or more of the coverage or benefits de-
scribed in clauses (i) through (iii) be treated
as acceptable coverage under this division.

(2) TRANSITIONAL TREATMENT AS ACCEPT-
ABLE COVERAGE.—During the grace period
specified in paragraph (1)(A), an employ-
ment-based health plan (which may be a high
deducible health plan, as defined in section
223(c)(2) of the Internal Revenue Code of 1986)
that is described in such paragraph shall be
treated as acceptable coverage under this di-
vision.

(¢) LIMITATION ON INDIVIDUAL HEALTH IN-
SURANCE COVERAGE.—

(1) IN GENERAL.—Individual health insur-
ance coverage that is not grandfathered
health insurance coverage under subsection
(a) may only be offered on or after the first
day of Y1 as an Exchange-participating
health benefits plan.
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(2) SEPARATE, EXCEPTED COVERAGE PER-
MITTED.—Nothing in—

(A) paragraph (1) shall prevent the offering
of excepted benefits described in section
2791(c) of the Public Health Service Act so
long as such benefits are offered outside the
Health Insurance Exchange and are priced
separately from health insurance coverage;
and

(B) this division shall be construed—

(i) to prevent the offering of a stand-alone
plan that offers coverage of excepted benefits
described in section 2791(c)(2)(A) of the Pub-
lic Health Service Act (relating to limited
scope dental or vision benefits) for individ-
uals and families from a State-licensed den-
tal and vision carrier; or

(ii) as applying requirements for a quali-
fied health benefits plan to such a stand-
alone plan that is offered and priced sepa-
rately from a qualified health benefits plan.

Subtitle B—Standards Guaranteeing Access

to Affordable Coverage
SEC. 211. PROHIBITING PREEXISTING CONDITION
EXCLUSIONS.

A qualified health benefits plan may not
impose any preexisting condition exclusion
(as defined in section 2701(b)(1)(A) of the
Public Health Service Act) or otherwise im-
pose any limit or condition on the coverage
under the plan with respect to an individual
or dependent based on any of the following:
health status, medical condition, claims ex-
perience, receipt of health care, medical his-
tory, genetic information, evidence of insur-
ability, disability, or source of injury (in-
cluding conditions arising out of acts of do-
mestic violence) or any similar factors.

SEC. 212. GUARANTEED ISSUE AND RENEWAL
FOR INSURED PLANS AND PROHIB-
ITING RESCISSIONS.

The requirements of sections 2711 (other
than subsections (e) and (f)) and 2712 (other
than paragraphs (3), and (6) of subsection (b)
and subsection (e)) of the Public Health
Service Act, relating to guaranteed avail-
ability and renewability of health insurance
coverage, shall apply to individuals and em-
ployers in all individual and group health in-
surance coverage, whether offered to individ-
uals or employers through the Health Insur-
ance Exchange, through any employment-
based health plan, or otherwise, in the same
manner as such sections apply to employers
and health insurance coverage offered in the
small group market, except that such sec-
tion 2712(b)(1) shall apply only if, before non-
renewal or discontinuation of coverage, the
issuer has provided the enrollee with notice
of nonpayment of premiums and there is a
grace period during which the enrollee has
an opportunity to correct such nonpayment.
Rescissions of such coverage shall be prohib-
ited except in cases of fraud as defined in
section 2712(b)(2) of such Act.

SEC. 213. INSURANCE RATING RULES.

(a) IN GENERAL.—The premium rate
charged for a qualified health benefits plan
that is health insurance coverage may not
vary except as follows:

(1) LIMITED AGE VARIATION PERMITTED.—BYy
age (within such age categories as the Com-
missioner shall specify) so long as the ratio
of the highest such premium to the lowest
such premium does not exceed the ratio of 2
to 1.

(2) BY AREA.—By premium rating area (as
permitted by State insurance regulators or,
in the case of Exchange-participating health
benefits plans, as specified by the Commis-
sioner in consultation with such regulators).

(3) BY FAMILY ENROLLMENT.—By family en-
rollment (such as variations within cat-
egories and compositions of families) so long
as the ratio of the premium for family en-
rollment (or enrollments) to the premium
for individual enrollment is uniform, as spec-
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ified under State law and consistent with

rules of the Commissioner.

(b) ACTUARIAL VALUE OF OPTIONAL SERVICE
COVERAGE.—

(1) IN GENERAL.—The Commissioner shall
estimate the basic per enrollee, per month
cost, determined on an average actuarial
basis, for including coverage under a basic
plan of the services described in section
222(e)(4)(A).

(2) CONSIDERATIONS.—In making such esti-
mate the Commissioner—

(A) may take into account the impact on
overall costs of the inclusion of such cov-
erage, but may not take into account any
cost reduction estimated to result from such
services, including prenatal care, delivery, or
postnatal care;

(B) shall estimate such costs as if such cov-
erage were included for the entire population
covered; and

(C) may not estimate such a cost at less
than $1 per enrollee, per month.

(c) STUDY AND REPORTS.—

(1) STUuDY.—The Commissioner, in coordi-
nation with the Secretary of Health and
Human Services and the Secretary of Labor,
shall conduct a study of the large-group-in-
sured and self-insured employer health care
markets. Such study shall examine the fol-
lowing:

(A) The types of employers by key charac-
teristics, including size, that purchase in-
sured products versus those that self-insure.

(B) The similarities and differences be-
tween typical insured and self-insured health
plans.

(C) The financial solvency and capital re-
serve levels of employers that self-insure by
employer size.

(D) The risk of self-insured employers not
being able to pay obligations or otherwise
becoming financially insolvent.

(E) The extent to which rating rules are
likely to cause adverse selection in the large
group market or to encourage small and
midsize employers to self-insure.

(2) REPORTS.—Not later than 18 months
after the date of the enactment of this Act,
the Commissioner shall submit to Congress
and the applicable agencies a report on the
study conducted under paragraph (1). Such
report shall include any recommendations
the Commissioner deems appropriate to en-
sure that the law does not provide incentives
for small and midsize employers to self-in-
sure or create adverse selection in the risk
pools of large group insurers and self-insured
employers. Not later than 18 months after
the first day of Y1, the Commissioner shall
submit to Congress and the applicable agen-
cies an updated report on such study, includ-
ing updates on such recommendations.

SEC. 214. NONDISCRIMINATION IN BENEFITS;
PARITY IN MENTAL HEALTH AND
SUBSTANCE ABUSE DISORDER BEN-
EFITS.

(a) NONDISCRIMINATION IN BENEFITS.—A
qualified health benefits plan shall comply
with standards established by the Commis-
sioner to prohibit discrimination in health
benefits or benefit structures for qualifying
health benefits plans, building from section
702 of the Employee Retirement Income Se-
curity Act of 1974, section 2702 of the Public
Health Service Act, and section 9802 of the
Internal Revenue Code of 1986.

(b) PARITY IN MENTAL HEALTH AND SUB-
STANCE ABUSE DISORDER BENEFITS.—To the
extent such provisions are not superceded by
or inconsistent with subtitle C, the provi-
sions of section 2705 (other than subsections
(a)(1), (a)(2), and (c)) of the Public Health
Service Act shall apply to a qualified health
benefits plan, regardless of whether it is of-
fered in the individual or group market, in
the same manner as such provisions apply to
health insurance coverage offered in the
large group market.
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SEC. 215. ENSURING ADEQUACY OF PROVIDER
NETWORKS.

(a) IN GENERAL.—A qualified health bene-
fits plan that uses a provider network for
items and services shall meet such standards
respecting provider networks as the Commis-
sioner may establish to assure the adequacy
of such networks in ensuring enrollee access
to such items and services and transparency
in the cost-sharing differentials among pro-
viders participating in the network and poli-
cies for accessing out-of-network providers.

(b) INTERNET ACCESS TO INFORMATION.—A
qualified health benefits plan that uses a
provider network shall provide a current
listing of all providers in its network on its
Website and such data shall be available on
the Health Insurance Exchange Website as a
part of the basic information on that plan.
The Commissioner shall also establish an on-
line system whereby an individual may se-
lect by name any medical provider (as de-
fined by the Commissioner) and be informed
of the plan or plans with which that provider
is contracting.

(c) PROVIDER NETWORK DEFINED.—In this
division, the term ‘‘provider network’ means
the providers with respect to which covered
benefits, treatments, and services are avail-
able under a health benefits plan.

SEC. 216. REQUIRING THE OPTION OF EXTENSION
OF DEPENDENT COVERAGE FOR UN-
INSURED YOUNG ADULTS.

(a) IN GENERAL.—A qualified health bene-
fits plan shall make available, at the option
of the principal enrollee under the plan, cov-
erage for one or more qualified children (as
defined in subsection (b)) of the enrollee.

(b) QUALIFIED CHILD DEFINED.—In this sec-
tion, the term ‘‘qualified child”’ means, with
respect to a principal enrollee in a qualified
health benefits plan, an individual who (but
for age) would be treated as a dependent
child of the enrollee under such plan and
who—

(1) is under 27 years of age; and

(2) is not enrolled in a health benefits plan
other than under this section.

(¢) PREMIUMS.—Nothing in this section
shall be construed as preventing a qualified
health benefits plan from increasing the pre-
miums otherwise required for coverage pro-
vided under this section consistent with
standards established by the Commissioner
based upon family size under section
213(a)(3).

SEC. 217. CONSISTENCY OF COSTS AND COV-
ERAGE UNDER QUALIFIED HEALTH
BENEFITS PLANS DURING PLAN
YEAR.

In the case of health insurance coverage of-
fered under a qualified health benefits plan,
if the coverage decreases or the cost-sharing
increases, the issuer of the coverage shall no-
tify enrollees of the change at least 90 days
before the change takes effect (or such short-
er period of time in cases where the change
is necessary to ensure the health and safety
of enrollees).

Subtitle C—Standards Guaranteeing Access
to Essential Benefits
SEC. 221. COVERAGE OF ESSENTIAL BENEFITS
PACKAGE.

(a) IN GENERAL.—A qualified health bene-
fits plan shall provide coverage that at least
meets the benefit standards adopted under
section 224 for the essential benefits package
described in section 222 for the plan year in-
volved.

(b) CHOICE OF COVERAGE.—

(1) NON-EXCHANGE-PARTICIPATING HEALTH
BENEFITS PLANS.—In the case of a qualified
health benefits plan that is not an Exchange-
participating health benefits plan, such plan
may offer such coverage in addition to the
essential benefits package as the QHBP of-
fering entity may specify.

(2) EXCHANGE-PARTICIPATING HEALTH BENE-
FITS PLANS.—In the case of an Exchange-par-
ticipating health benefits plan, such plan is

CONGRESSIONAL RECORD —HOUSE

required under section 203 to provide speci-
fied levels of benefits and, in the case of a
plan offering a premium-plus level of bene-
fits, provide additional benefits.

(3) CONTINUATION OF OFFERING OF SEPARATE
EXCEPTED BENEFITS COVERAGE.—Nothing in
this division shall be construed as affecting
the offering outside of the Health Insurance
Exchange and under State law of health ben-
efits in the form of excepted benefits (de-
scribed in section 202(b)(1)(B)(ii)) if such ben-
efits are offered under a separate policy, con-
tract, or certificate of insurance.

(¢c) CLINICAL APPROPRIATENESS.—Nothing
in this Act shall be construed to prohibit a
group health plan or health insurance issuer
from using medical management practices so
long as such management practices are based
on valid medical evidence and are relevant
to the patient whose medical treatment is
under review.

(d) PROVISION OF BENEFITS.—Nothing in
this division shall be construed as prohib-
iting a qualified health benefits plan from
subcontracting with stand-alone health in-
surance issuers or insurers for the provision
of dental, vision, mental health, and other
benefits and services.

SEC. 222. ESSENTIAL BENEFITS PACKAGE DE-
FINED.

(a) IN GENERAL.—In this division, the term
‘‘essential benefits package’” means health
benefits coverage, consistent with standards
adopted under section 224, to ensure the pro-
vision of quality health care and financial
security, that—

(1) provides payment for the items and
services described in subsection (b) in ac-
cordance with generally accepted standards
of medical or other appropriate clinical or
professional practice;

(2) limits cost-sharing for such covered
health care items and services in accordance
with such benefit standards, consistent with
subsection (c¢);

(3) does not impose any annual or lifetime
limit on the coverage of covered health care
items and services;

(4) complies with section 215(a) (relating to
network adequacy); and

(5) is equivalent in its scope of benefits, as

certified by Office of the Actuary of the Cen-
ters for Medicare & Medicaid Services, to the
average prevailing employer-sponsored cov-
erage in Y1.
In order to carry out paragraph (5), the Sec-
retary of Labor shall conduct a survey of em-
ployer-sponsored coverage to determine the
benefits typically covered by employers, in-
cluding multiemployer plans, and provide a
report on such survey to the Health Benefits
Advisory Committee and to the Secretary of
Health and Human Services.

(b) MINIMUM SERVICES TO BE COVERED.—
Subject to subsection (d), the items and serv-
ices described in this subsection are the fol-
lowing:

(1) Hospitalization.

(2) Outpatient hospital and outpatient clin-
ic services, including emergency department
services.

(3) Professional services of physicians and
other health professionals.

(4) Such services, equipment, and supplies
incident to the services of a physician’s or a
health professional’s delivery of care in in-
stitutional settings, physician offices, pa-
tients’ homes or place of residence, or other
settings, as appropriate.

(5) Prescription drugs.

(6) Rehabilitative and habilitative services.

(7) Mental health and substance use dis-
order services, including behavioral health
treatments.

(8) Preventive services, including those
services recommended with a grade of A or B
by the Task Force on Clinical Preventive
Services and those vaccines recommended
for use by the Director of the Centers for
Disease Control and Prevention.
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(9) Maternity care.

(10) Well-baby and well-child care and oral
health, vision, and hearing services, equip-
ment, and supplies for children under 21
years of age.

(11) Durable medical equipment,
thetics, orthotics and related supplies.

(¢) REQUIREMENTS RELATING TO COST-SHAR-
ING AND MINIMUM ACTUARIAL VALUE.—

(1) NO COST-SHARING FOR PREVENTIVE SERV-
ICES.—There shall be no cost-sharing under
the essential benefits package for—

(A) preventive items and services rec-
ommended with a grade of A or B by the
Task Force on Clinical Preventive Services
and those vaccines recommended for use by
the Director of the Centers for Disease Con-
trol and Prevention; or

(B) well-baby and well-child care.

(2) ANNUAL LIMITATION.—

(A) ANNUAL LIMITATION.—The cost-sharing
incurred under the essential benefits pack-
age with respect to an individual (or family)
for a year does not exceed the applicable
level specified in subparagraph (B).

(B) APPLICABLE LEVEL.—The applicable
level specified in this subparagraph for Y1 is
not to exceed $5,000 for an individual and not
to exceed $10,000 for a family. Such levels
shall be increased (rounded to the nearest
$100) for each subsequent year by the annual
percentage increase in the enrollment-
weighted average of premium increases for
basic plans applicable to such year, except
that Secretary shall adjust such increase to
ensure that the applicable level specified in
this subparagraph meets the minimum actu-
arial value required under paragraph (3).

(C) USE OF COPAYMENTS.—In establishing
cost-sharing levels for basic, enhanced, and
premium plans under this subsection, the
Secretary shall, to the maximum extent pos-
sible, use only copayments and not coinsur-
ance.

(3) MINIMUM ACTUARIAL VALUE.—

(A) IN GENERAL.—The cost-sharing under
the essential benefits package shall be de-
signed to provide a level of coverage that is
designed to provide benefits that are actuari-
ally equivalent to approximately 70 percent
of the full actuarial value of the benefits pro-
vided under the reference benefits package
described in subparagraph (B).

(B) REFERENCE BENEFITS PACKAGE DE-
SCRIBED.—The reference benefits package de-
scribed in this subparagraph is the essential
benefits package if there were no cost-shar-
ing imposed.

(d) ASSESSMENT AND COUNSELING FOR Do-
MESTIC VIOLENCE.—The Secretary shall sup-
port the need for an assessment and brief
counseling for domestic violence as part of a
behavioral health assessment or primary
care visit and determine the appropriate cov-
erage for such assessment and counseling.

(e) ABORTION COVERAGE PROHIBITED AS
PART OF MINIMUM BENEFITS PACKAGE.—

(1) PROHIBITION OF REQUIRED COVERAGE.—
The Health Benefits Advisory Committee
may not recommend under section 223(b),
and the Secretary may not adopt in stand-
ards under section 224(b), the services de-
scribed in paragraph (4)(A) or (4)(B) as part
of the essential benefits package and the
Commissioner may not require such services
for qualified health benefits plans to partici-
pate in the Health Insurance Exchange.

(2) VOLUNTARY CHOICE OF COVERAGE BY
PLAN.—In the case of a qualified health bene-
fits plan, the plan is not required (or prohib-
ited) under this Act from providing coverage
of services described in paragraph (4)(A) or
(4)(B) and the QHBP offering entity shall de-
termine whether such coverage is provided.

pros-
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(3) COVERAGE UNDER PUBLIC HEALTH INSUR-
ANCE OPTION.—The public health insurance
option shall provide coverage for services de-
scribed in paragraph (4)(B). Nothing in this
Act shall be construed as preventing the pub-
lic health insurance option from providing
for or prohibiting coverage of services de-
scribed in paragraph (4)(A).

(4) ABORTION SERVICES.—

(A) ABORTIONS FOR WHICH PUBLIC FUNDING IS
PROHIBITED.—The services described in this
subparagraph are abortions for which the ex-
penditure of Federal funds appropriated for
the Department of Health and Human Serv-
ices is not permitted, based on the law as in
effect as of the date that is 6 months before
the beginning of the plan year involved.

(B) ABORTIONS FOR WHICH PUBLIC FUNDING IS
ALLOWED.—The services described in this
subparagraph are abortions for which the ex-
penditure of Federal funds appropriated for
the Department of Health and Human Serv-
ices is permitted, based on the law as in ef-
fect as of the date that is 6 months before
the beginning of the plan year involved.

(f) REPORT REGARDING INCLUSION OF ORAL
HEALTH CARE IN ESSENTIAL BENEFITS PACK-
AGE.—Not later than 1 year after the date of
the enactment of this Act, the Secretary of
Health and Human Services shall submit to
Congress a report containing the results of a
study determining the need and cost of pro-
viding accessible and affordable oral health
care to adults as part of the essential bene-
fits package.

SEC. 223. HEALTH BENEFITS ADVISORY COM-
MITTEE.

(a) ESTABLISHMENT.—

(1) IN GENERAL.—There is established a pri-
vate-public advisory committee which shall
be a panel of medical and other experts to be
known as the Health Benefits Advisory Com-
mittee to recommend covered benefits and
essential, enhanced, and premium plans.

(2) CHAIR.—The Surgeon General shall be a
member and the chair of the Health Benefits
Advisory Committee.

(3) MEMBERSHIP.—The Health Benefits Ad-
visory Committee shall be composed of the
following members, in addition to the Sur-
geon General:

(A) Nine members who are not Federal em-
ployees or officers and who are appointed by
the President.

(B) Nine members who are not Federal em-
ployees or officers and who are appointed by
the Comptroller General of the United States
in a manner similar to the manner in which
the Comptroller General appoints members
to the Medicare Payment Advisory Commis-
sion under section 1805(c) of the Social Secu-
rity Act.

(C) Such even number of members (not to
exceed 8) who are Federal employees and of-
ficers, as the President may appoint.

Such initial appointments shall be made not
later than 60 days after the date of the enact-
ment of this Act.

(4) TERMS.—Each member of the Health
Benefits Advisory Committee shall serve a 3-
year term on the Committee, except that the
terms of the initial members shall be ad-
justed in order to provide for a staggered
term of appointment for all such members.

(5) PARTICIPATION.—The membership of the
Health Benefits Advisory Committee shall at
least reflect providers, patient representa-
tives, employers (including small employ-
ers), labor, health insurance issuers, experts
in health care financing and delivery, ex-
perts in oral health care, experts in racial
and ethnic disparities, experts on health care
needs and disparities of individuals with dis-
abilities, representatives of relevant govern-
mental agencies, and at least one practicing
physician or other health professional and an
expert in child and adolescent health and
shall represent a balance among various sec-
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tors of the health care system so that no sin-

gle sector unduly influences the rec-
ommendations of such Committee.
(b) DUTIES.—

(1) RECOMMENDATIONS ON BENEFIT STAND-
ARDS.—The Health Benefits Advisory Com-
mittee shall recommend to the Secretary of
Health and Human Services (in this subtitle
referred to as the ‘‘Secretary’) benefit
standards (as defined in paragraph (5)), and
periodic updates to such standards. In devel-
oping such recommendations, the Committee
shall take into account innovation in health
care and consider how such standards could
reduce health disparities.

(2) DEADLINE.—The Health Benefits Advi-
sory Committee shall recommend initial
benefit standards to the Secretary not later
than 1 year after the date of the enactment
of this Act.

(3) STATE INPUT.—The Health Benefits Ad-
visory Committee shall examine the health
coverage laws and benefits of each State in
developing recommendations under this sub-
section and may incorporate such coverage
and benefits as the Committee determines to
be appropriate and consistent with this Act.
The Health Benefits Advisory Committee
shall also seek input from the States and
consider recommendations on how to ensure
quality of health coverage in all States.

(4) PUBLIC INPUT.—The Health Benefits Ad-
visory Committee shall allow for public
input as a part of developing recommenda-
tions under this subsection.

(5) BENEFIT STANDARDS DEFINED.—In this
subtitle, the term ‘‘benefit standards’ means
standards respecting—

(A) the essential benefits package de-
scribed in section 222, including categories of
covered treatments, items and services with-
in Dbenefit classes, and cost-sharing con-
sistent with subsection (e) of such section;
and

(B) the cost-sharing levels for enhanced
plans and premium plans (as provided under
section 303(c)) consistent with paragraph (5).

(6) LEVELS OF COST-SHARING FOR ENHANCED
AND PREMIUM PLANS.—

(A) ENHANCED PLAN.—The level of cost-
sharing for enhanced plans shall be designed
so that such plans have benefits that are ac-
tuarially equivalent to approximately 85 per-
cent of the actuarial value of the benefits
provided under the reference benefits pack-
age described in section 222(¢c)(3)(B).

(B) PREMIUM PLAN.—The level of cost-shar-
ing for premium plans shall be designed so
that such plans have benefits that are actu-
arially equivalent to approximately 95 per-
cent of the actuarial value of the benefits
provided under the reference benefits pack-
age described in section 222(¢)(3)(B).

(c) OPERATIONS.—

(1) PER DIEM PAY.—Each member of the
Health Benefits Advisory Committee shall
receive travel expenses, including per diem
in accordance with applicable provisions
under subchapter I of chapter 57 of title 5,
United States Code, and shall otherwise
serve without additional pay.

(2) MEMBERS NOT TREATED AS FEDERAL EM-
PLOYEES.—Members of the Health Benefits
Advisory Committee shall not be considered
employees of the Federal Government solely
by reason of any service on the Committee,
except such members shall be considered to
be within the meaning of section 202(a) of
title 18, United States Code, for the purposes
of disclosure and management of conflicts of
interest.

(3) APPLICATION OF FACA.—The Federal Ad-
visory Committee Act (6 U.S.C. App.), other
than section 14, shall apply to the Health
Benefits Advisory Committee.

(d) PUBLICATION.—The Secretary shall pro-
vide for publication in the Federal Register
and the posting on the Internet Website of
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the Department of Health and Human Serv-

ices of all recommendations made by the

Health Benefits Advisory Committee under

this section.

SEC. 224. PROCESS FOR ADOPTION OF REC-
OMMENDATIONS; ADOPTION OF
BENEFIT STANDARDS.

(a) PROCESS FOR ADOPTION OF RECOMMENDA-
TIONS.—

(1) REVIEW OF RECOMMENDED STANDARDS.—
Not later than 45 days after the date of re-
ceipt of benefit standards recommended
under section 223 (including such standards
as modified under paragraph (2)(B)), the Sec-
retary shall review such standards and shall
determine whether to propose adoption of
such standards as a package.

(2) DETERMINATION TO ADOPT STANDARDS.—
If the Secretary determines—

(A) to propose adoption of benefit stand-
ards so recommended as a package, the Sec-
retary shall, by regulation under section 553
of title 5, United States Code, propose adop-
tion of such standards; or

(B) not to propose adoption of such stand-
ards as a package, the Secretary shall notify
the Health Benefits Advisory Committee in
writing of such determination and the rea-
sons for not proposing the adoption of such
recommendation and provide the Committee
with a further opportunity to modify its pre-
vious recommendations and submit new rec-
ommendations to the Secretary on a timely
basis.

(3) CONTINGENCY.—If, because of the appli-
cation of paragraph (2)(B), the Secretary
would otherwise be unable to propose initial
adoption of such recommended standards by
the deadline specified in subsection (b)(1),
the Secretary shall, by regulation under sec-
tion 553 of title 5, United States Code, pro-
pose adoption of initial benefit standards by
such deadline.

(4) PUBLICATION.—The Secretary shall pro-
vide for publication in the Federal Register
of all determinations made by the Secretary
under this subsection.

(b) ADOPTION OF STANDARDS.—

(1) INITIAL STANDARDS.—Not later than 18
months after the date of the enactment of
this Act, the Secretary shall, through the
rulemaking process consistent with sub-
section (a), adopt an initial set of benefit
standards.

(2) PERIODIC UPDATING STANDARDS.—Under
subsection (a), the Secretary shall provide
for the periodic updating of the benefit
standards previously adopted under this sec-
tion.

(3) REQUIREMENT.—The Secretary may not
adopt any benefit standards for an essential
benefits package or for level of cost-sharing
that are inconsistent with the requirements
for such a package or level under sections 222
(including subsection (e)) and 223(b)(5).

Subtitle D—Additional Consumer Protections

SEC. 231. REQUIRING FAIR MARKETING PRAC-
TICES BY HEALTH INSURERS.

The Commissioner shall establish uniform
marketing standards that all QHBP offering
entities shall meet with respect to qualified
health benefits plans that are health insur-
ance coverage.

SEC. 232. REQUIRING FAIR GRIEVANCE AND AP-
PEALS MECHANISMS.

(a) IN GENERAL.—A QHBP offering entity
shall provide for timely grievance and ap-
peals mechanisms with respect to qualified
health benefits plans that the Commissioner
shall establish consistent with this section.
The Commissioner shall establish time lim-
its for each of such mechanisms and imple-
ment them in a manner that is protective to
the needs of patients.

(b) INTERNAL CLAIMS AND APPEALS PROC-
ESS.—Under a qualified health benefits plan
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the QHBP offering entity shall provide an in-
ternal claims and appeals process that ini-
tially incorporates the claims and appeals
procedures (including urgent claims) set
forth at section 2560.503-1 of title 29, Code of
Federal Regulations, as published on Novem-
ber 21, 2000 (65 Fed. Reg. 70246) and shall up-
date such process in accordance with any
standards that the Commissioner may estab-
lish.

(¢) EXTERNAL REVIEW PROCESS.—

(1) IN GENERAL.—The Commissioner shall
establish an external review process (includ-
ing procedures for expedited reviews of ur-
gent claims) that provides for an impartial,
independent, and de novo review of denied
claims under this division.

(2) REQUIRING FAIR GRIEVANCE AND APPEALS
MECHANISMS.—A determination made, with
respect to a qualified health benefits plan of-
fered by a QHBP offering entity, under the
external review process established under
this subsection shall be binding on the plan
and the entity.

(d) TIME LiMITS.—The Commissioner shall
establish time limits for each of these proc-
esses and implement them in a manner that
is protective to the patient.

(e) CONSTRUCTION.—Nothing in this section
shall be construed as affecting the avail-
ability of judicial review under State law for
adverse decisions under subsection (b) or (c),
subject to section 251.

SEC. 233. REQUIRING INFORMATION TRANS-
PARENCY AND PLAN DISCLOSURE.

(a) ACCURATE AND TIMELY DISCLOSURE.—

(1) FOR EXCHANGE-PARTICIPATING HEALTH
BENEFITS PLANS.—A QHBP offering entity of-
fering an Exchange-participating health ben-
efits plan shall comply with standards estab-
lished by the Commissioner for the accurate
and timely disclosure to the Commissioner
and the public of plan documents, plan terms
and conditions, claims payment policies and
practices, periodic financial disclosure, data
on enrollment, data on disenrollment, data
on the number of claims denials, data on rat-
ing practices, information on cost-sharing
and payments with respect to any out-of-net-
work coverage, and other information as de-
termined appropriate by the Commissioner.

(2) EMPLOYMENT-BASED HEALTH PLANS.—
The Secretary of Labor shall update and har-
monize the Secretary’s rules concerning the
accurate and timely disclosure to partici-
pants by group health plans of plan disclo-
sure, plan terms and conditions, and periodic
financial disclosure with the standards es-
tablished by the Commissioner under para-
graph (1).

(3) USE OF PLAIN LANGUAGE.—

(A) IN GENERAL.—The disclosures under
paragraphs (1) and (2) shall be provided in
plain language.

(B) DEFINITION.—In this paragraph, the
term ‘‘plain language’ means language that
the intended audience, including individuals
with limited English proficiency, can readily
understand and use because that language is
concise, well-organized, and follows other
best practices of plain language writing.

(C) GUIDANCE.—The Commissioner and the
Secretary of Labor shall jointly develop and
issue guidance on best practices of plain lan-
guage writing.

(4) INFORMATION ON RIGHTS.—The informa-
tion disclosed under this subsection shall in-
clude information on enrollee and partici-
pant rights under this division.

(5) COST-SHARING TRANSPARENCY.—A quali-
fied health benefits plan shall allow individ-
uals to learn the amount of cost-sharing (in-
cluding deductibles, copayments, and coin-
surance) under the individual’s plan or cov-
erage that the individual would be respon-
sible for paying with respect to the fur-
nishing of a specific item or service by a par-
ticipating provider in a timely manner upon
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request. At a minimum, this information
shall be made available to such individual
via an Internet Website and other means for
individuals without access to the Internet.

(b) CONTRACTING REIMBURSEMENT.—A
qualified health benefits plan shall comply
with standards established by the Commis-
sioner to ensure transparency to each health
care provider relating to reimbursement ar-
rangements between such plan and such pro-
vider.

(¢c) PHARMACY BENEFIT MANAGERS TRANS-
PARENCY REQUIREMENTS.—

(1) IN GENERAL.—If a QHBP offering entity
contracts with a pharmacy benefit manager
or other entity (in this subsection referred to
as a “PBM”) to manage prescription drug
coverage or otherwise control prescription
drug costs under a qualified health benefits
plan, the PBM shall provide at least annu-
ally to the Commissioner and to the QHBP
offering entity offering such plan the fol-
lowing information, in a form and manner to
be determined by the Commissioner:

(A) Information on the number and total
cost of prescriptions under the contract that
are filled via mail order and at retail phar-
macies.

(B) An estimate of aggregate average pay-
ments under the contract, per prescription
(weighted by prescription volume), made to
mail order and retail pharmacies, and the av-
erage amount, per prescription, that the
PBM was paid by the plan for prescriptions
filled at mail order and retail pharmacists.

(C) An estimate of the aggregate average
payment per prescription (weighted by pre-
scription volume) under the contract re-
ceived from pharmaceutical manufacturers,
including all rebates, discounts, prices con-
cessions, or administrative, and other pay-
ments from pharmaceutical manufacturers,
and a description of the types of payments,
and the amount of these payments that were
shared with the plan, and a description of
the percentage of prescriptions for which the
PBM received such payments.

(D) Information on the overall percentage
of generic drugs dispensed under the con-
tract at retail and mail order pharmacies,
and the percentage of cases in which a ge-
neric drug is dispensed when available.

(E) Information on the percentage and
number of cases under the contract in which
individuals were switched because of PBM
policies or at the direct or indirect control of
the PBM from a prescribed drug that had a
lower cost for the QHBP offering entity to a
drug that had a higher cost for the QHBP of-
fering entity, the rationale for these switch-
es, and a description of the PBM policies
governing such switches.

(2) CONFIDENTIALITY OF INFORMATION.—In-
formation disclosed by a PBM to the Com-
missioner or a QHBP offering entity under
this subsection is confidential and shall not
be disclosed by the Commissioner or the
QHBP offering entity in a form which dis-
closes the identity of a specific PBM or
prices charged by such PBM or a specific re-
tailer, manufacturer, or wholesaler, except
only by the Commissioner—

(A) to permit State or Federal law enforce-
ment authorities to use the information pro-
vided for program compliance purposes and
for the purpose of combating waste, fraud,
and abuse;

(B) to permit the Comptroller General, the
Medicare Payment Advisory Commission, or
the Secretary of Health and Human Services
to review the information provided; and

(C) to permit the Director of the Congres-
sional Budget Office to review the informa-
tion provided.

(3) ANNUAL PUBLIC REPORT.—On an annual
basis, the Commissioner shall prepare a pub-
lic report providing industrywide aggregate
or average information to be used in assess-
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ing the overall impact of PBMs on prescrip-
tion drug prices and spending. Such report
shall not disclose the identity of a specific
PBM, or prices charged by such PBM, or a
specific retailer, manufacturer, or whole-
saler, or any other confidential or trade se-
cret information.

(4) PENALTIES.—The provisions of sub-
section (b)(3)(C) of section 1927 shall apply to
a PBM that fails to provide information re-
quired under subsection (a) or that know-
ingly provides false information in the same
manner as such provisions apply to a manu-
facturer with an agreement under such sec-
tion that fails to provide information under
subsection (b)(3)(A) of such section or know-
ingly provides false information under such
section, respectively.

SEC. 234. APPLICATION TO QUALIFIED HEALTH
BENEFITS PLANS NOT OFFERED
THROUGH THE HEALTH INSURANCE
EXCHANGE.

The requirements of the previous provi-
sions of this subtitle shall apply to qualified
health benefits plans that are not being of-
fered through the Health Insurance Ex-
change only to the extent specified by the
Commissioner.

SEC. 235. TIMELY PAYMENT OF CLAIMS.

A QHBP offering entity shall comply with
the requirements of section 1857(f) of the So-
cial Security Act with respect to a qualified
health benefits plan it offers in the same
manner as a Medicare Advantage organiza-
tion is required to comply with such require-
ments with respect to a Medicare Advantage
plan it offers under part C of Medicare.

SEC. 236. STANDARDIZED RULES FOR COORDINA-
TION AND SUBROGATION OF BENE-
FITS.

The Commissioner shall establish stand-
ards for the coordination and subrogation of
benefits and reimbursement of payments in
cases of qualified health benefits plans in-
volving individuals and multiple plan cov-
erage.

SEC. 237. APPLICATION OF ADMINISTRATIVE SIM-
PLIFICATION.

A QHBP offering entity is required to com-
ply with administrative simplification provi-
sions under part C of title XI of the Social
Security Act with respect to qualified health
benefits plans it offers.

SEC. 238. STATE PROHIBITIONS ON DISCRIMINA-
TION AGAINST HEALTH CARE PRO-
VIDERS.

This Act (and the amendments made by
this Act) shall not be construed as super-
seding laws, as they now or hereinafter exist,
of any State or jurisdiction designed to pro-
hibit a qualified health benefits plan from
discriminating with respect to participation,
reimbursement, covered services, indem-
nification, or related requirements under
such plan against a health care provider that
is acting within the scope of that provider’s

license or certification under applicable
State law.
SEC. 239. PROTECTION OF PHYSICIAN PRE-

SCRIBER INFORMATION.

(a) STUDY.—The Secretary of Health and
Human Services shall conduct a study on the
use of physician prescriber information in
sales and marketing practices of pharma-
ceutical manufacturers.

(b) REPORT.—Based on the study conducted
under subsection (a), the Secretary shall sub-
mit to Congress a report on actions needed
to be taken by the Congress or the Secretary
to protect providers from biased marketing
and sales practices.

SEC. 240. DISSEMINATION OF ADVANCE CARE
PLANNING INFORMATION.

(a) IN GENERAL.—The QHBP offering entity

(1) shall provide for the dissemination of
information related to end-of-life planning
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to individuals seeking enrollment in Ex-
change-participating health benefits plans
offered through the Exchange;

(2) shall present such individuals with—

(A) the option to establish advanced direc-
tives and physician’s orders for life sus-
taining treatment according to the laws of
the State in which the individual resides;
and

(B) information related to other planning
tools; and

(3) shall not promote suicide, assisted sui-
cide, euthanasia, or mercy killing.

The information presented under paragraph
(2) shall not presume the withdrawal of
treatment and shall include end-of-life plan-
ning information that includes options to
maintain all or most medical interventions.

(b) CONSTRUCTION.— Nothing in this sec-
tion shall be construed—

(1) to require an individual to complete an
advanced directive or a physician’s order for
life sustaining treatment or other end-of-life
planning document;

(2) to require an individual to consent to
restrictions on the amount, duration, or
scope of medical benefits otherwise covered
under a qualified health benefits plan; or

(3) to promote suicide, assisted suicide, eu-
thanasia, or mercy killing.

(c) ADVANCED DIRECTIVE DEFINED.—In this
section, the term ‘‘advanced directive’ in-
cludes a living will, a comfort care order, or
a durable power of attorney for health care.

(d) PROHIBITION ON THE PROMOTION OF AS-
SISTED SUICIDE.—

(1) IN GENERAL.—Subject to paragraph (3),
information provided to meet the require-
ments of subsection (a)(2) shall not include
advanced directives or other planning tools
that list or describe as an option suicide, as-
sisted suicide, euthanasia, or mercy killing,
regardless of legality.

(2) CONSTRUCTION.—Nothing in paragraph
(1) shall be construed to apply to or affect
any option to—

(A) withhold or withdraw of medical treat-
ment or medical care;

(B) withhold or withdraw of nutrition or
hydration; and

(C) provide palliative or hospice care or use
an item, good, benefit, or service furnished
for the purpose of alleviating pain or discom-
fort, even if such use may increase the risk
of death, so long as such item, good, benefit,
or service is not also furnished for the pur-
pose of causing, or the purpose of assisting in
causing, death, for any reason.

(3) NO PREEMPTION OF STATE LAW.—Nothing
in this section shall be construed to preempt
or otherwise have any effect on State laws
regarding advance care planning, palliative
care, or end-of-life decision-making.

Subtitle E—Governance
SEC. 241. HEALTH CHOICES ADMINISTRATION;
HEALTH CHOICES COMMISSIONER.

(a) IN GENERAL.—There is hereby estab-
lished, as an independent agency in the exec-
utive branch of the Government, a Health
Choices Administration (in this division re-
ferred to as the ‘“‘Administration’).

(b) COMMISSIONER.—

(1) IN GENERAL.—The Administration shall
be headed by a Health Choices Commissioner
(in this division referred to as the ‘“‘Commis-
sioner’’) who shall be appointed by the Presi-
dent, by and with the advice and consent of
the Senate.

(2) COMPENSATION; ETC.—The provisions of
paragraphs (2), (56), and (7) of subsection (a)
(relating to compensation, terms, general
powers, rulemaking, and delegation) of sec-
tion 702 of the Social Security Act (42 U.S.C.
902) shall apply to the Commissioner and the
Administration in the same manner as such
provisions apply to the Commissioner of So-
cial Security and the Social Security Admin-
istration.
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(c) INSPECTOR GENERAL.—For provision es-
tablishing an Office of the Inspector General
for the Health Choices Administration, see
section 1647.

SEC. 242. DUTIES AND AUTHORITY OF COMMIS-
SIONER.

(a) DUTIES.—The Commissioner is respon-
sible for carrying out the following functions
under this division:

(1) QUALIFIED PLAN STANDARDS.—The estab-
lishment of qualified health benefits plan
standards under this title, including the en-
forcement of such standards in coordination
with State insurance regulators and the Sec-
retaries of Labor and the Treasury.

(2) HEALTH INSURANCE EXCHANGE.—The es-
tablishment and operation of a Health Insur-
ance Exchange under subtitle A of title III.

(3) INDIVIDUAL AFFORDABILITY CREDITS.—
The administration of individual afford-
ability credits under subtitle C of title III,
including determination of eligibility for
such credits.

(4) ADDITIONAL FUNCTIONS.—Such addi-
tional functions as may be specified in this
division.

(b) PROMOTING ACCOUNTABILITY.—

(1) IN GENERAL.—The Commissioner shall
undertake activities in accordance with this
subtitle to promote accountability of QHBP
offering entities in meeting Federal health
insurance requirements, regardless of wheth-
er such accountability is with respect to
qualified health benefits plans offered
through the Health Insurance Exchange or
outside of such Exchange.

(2) COMPLIANCE EXAMINATION AND AUDITS.—

(A) IN GENERAL.—The Commissioner shall,
in coordination with States, conduct audits
of qualified health benefits plan compliance
with Federal requirements. Such audits
may include random compliance audits and
targeted audits in response to complaints or
other suspected noncompliance.

(B) RECOUPMENT OF COSTS IN CONNECTION
WITH EXAMINATION AND AUDITS.—The Com-
missioner is authorized to recoup from quali-
fied health benefits plans reimbursement for
the costs of such examinations and audit of
such QHBP offering entities.

(c) DATA COLLECTION.—The Commissioner
shall collect data for purposes of carrying
out the Commissioner’s duties, including for
purposes of promoting quality and value,
protecting consumers, and addressing dis-
parities in health and health care and may
share such data with the Secretary of Health
and Human Services.

(d) SANCTIONS AUTHORITY.—

(1) IN GENERAL.—In the case that the Com-
missioner determines that a QHBP offering
entity violates a requirement of this title,
the Commissioner may, in coordination with
State insurance regulators and the Secretary
of Labor, provide, in addition to any other
remedies authorized by law, for any of the
remedies described in paragraph (2).

(2) REMEDIES.—The remedies described in
this paragraph, with respect to a qualified
health benefits plan offered by a QHBP offer-
ing entity, are—

(A) civil money penalties of not more than
the amount that would be applicable under
similar circumstances for similar violations
under section 1857(g) of the Social Security
Act;

(B) suspension of enrollment of individuals
under such plan after the date the Commis-
sioner notifies the entity of a determination
under paragraph (1) and until the Commis-
sioner is satisfied that the basis for such de-
termination has been corrected and is not
likely to recur;

(C) in the case of an Exchange-partici-
pating health benefits plan, suspension of
payment to the entity under the Health In-
surance Exchange for individuals enrolled in
such plan after the date the Commissioner
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notifies the entity of a determination under
paragraph (1) and until the Secretary is sat-
isfied that the basis for such determination
has been corrected and is not likely to recur;
or

(D) working with State insurance regu-
lators to terminate plans for repeated failure
by the offering entity to meet the require-
ments of this title.

(e) STANDARD DEFINITIONS OF INSURANCE
AND MEDICAL TERMS.—The Commissioner
shall provide for the development of stand-
ards for the definitions of terms used in
health insurance coverage, including insur-
ance-related terms.

(f) EFFICIENCY IN ADMINISTRATION.—The
Commissioner shall issue regulations for the
effective and efficient administration of the
Health Insurance Exchange and affordability
credits under subtitle C, including, with re-
spect to the determination of eligibility for
affordability credits, the use of personnel
who are employed in accordance with the re-
quirements of title 5, United States Code, to
carry out the duties of the Commissioner or,
in the case of sections 308 and 341(b)(2), the
use of State personnel who are employed in
accordance with standards prescribed by the
Office of Personnel Management pursuant to
section 208 of the Intergovernmental Per-
sonnel Act of 1970 (42 U.S.C. 4728).

SEC. 243. CONSULTATION AND COORDINATION.

(a) CONSULTATION.—In carrying out the
Commissioner’s duties under this division,
the Commissioner, as appropriate, shall con-
sult at least with the following:

(1) State attorneys general and State in-
surance regulators, including concerning the
standards for health insurance coverage that
is a qualified health benefits plan under this
title and enforcement of such standards.

(2) The National Association of Insurance
Commissioners, including for purposes of
using model guidelines established by such
association for purposes of subtitles B and D.

(3) Appropriate State agencies, specifically
concerning the administration of individual
affordability credits under subtitle C of title
IITI and the offering of Exchange-partici-
pating health benefits plans, to Medicaid eli-
gible individuals under subtitle A of such
title.

(4) The Federal Trade Commission, specifi-
cally concerning the development and
issuance of guidance, rules, or standards re-
garding fair marketing practices under sec-
tion 231 or otherwise, or any consumer dis-
closure requirements under section 233 or
otherwise.

(5) Other appropriate Federal agencies.

(6) Indian tribes and tribal organizations.

(b) COORDINATION.—

(1) IN GENERAL.—In carrying out the func-
tions of the Commissioner, including with
respect to the enforcement of the provisions
of this division, the Commissioner shall
work in coordination with existing Federal
and State entities to the maximum extent
feasible consistent with this division and in
a manner that prevents conflicts of interest
in duties and ensures effective enforcement.

(2) UNIFORM STANDARDS.—The Commis-
sioner, in coordination with such entities,
shall seek to achieve uniform standards that
adequately protect consumers in a manner
that does not unreasonably affect employers
and insurers.

SEC. 244. HEALTH INSURANCE OMBUDSMAN.

(a) IN GENERAL.—The Commissioner shall
appoint within the Health Choices Adminis-
tration a Qualified Health Benefits Plan Om-
budsman who shall have expertise and expe-
rience in the fields of health care and edu-
cation of (and assistance to) individuals.

(b) DUTIES.—The Qualified Health Benefits
Plan Ombudsman shall, in a linguistically
appropriate manner—
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(1) receive complaints, grievances, and re-
quests for information submitted by individ-
uals through means such as the mail, by
telephone, electronically, and in person;

(2) provide assistance with respect to com-
plaints, grievances, and requests referred to
in paragraph (1), including—

(A) helping individuals determine the rel-
evant information needed to seek an appeal
of a decision or determination;

(B) assistance to such individuals in choos-
ing a qualified health benefits plan in which
to enroll;

(C) assistance to such individuals with any
problems arising from disenrollment from
such a plan; and

(D) assistance to such individuals in pre-
senting information under subtitle C (relat-
ing to affordability credits); and

(3) submit annual reports to Congress and
the Commissioner that describe the activi-
ties of the Ombudsman and that include such
recommendations for improvement in the
administration of this division as the Om-
budsman determines appropriate. The Om-
budsman shall not serve as an advocate for
any increases in payments or new coverage
of services, but may identify issues and prob-
lems in payment or coverage policies.

Subtitle F—Relation to Other Requirements;
Miscellaneous

SEC. 251. RELATION TO OTHER REQUIREMENTS.

(a) COVERAGE NOT OFFERED THROUGH EX-
CHANGE.—

(1) IN GENERAL.—In the case of health in-
surance coverage not offered through the
Health Insurance Exchange (whether or not
offered in connection with an employment-
based health plan), and in the case of em-
ployment-based health plans, the require-
ments of this title do not supercede any re-
quirements applicable under titles XXII and
XXVII of the Public Health Service Act,
parts 6 and 7 of subtitle B of title I of the
Employee Retirement Income Security Act
of 1974, or State law, except insofar as such
requirements prevent the application of a re-
quirement of this division, as determined by
the Commissioner.

(2) CONSTRUCTION.—Nothing in paragraphs
(1) or (2) shall be construed as affecting the
application of section 514 of the Employee
Retirement Income Security Act of 1974.

(b) COVERAGE OFFERED THROUGH EX-
CHANGE.—

(1) IN GENERAL.—In the case of health in-
surance coverage offered through the Health
Insurance Exchange—

(A) the requirements of this title do not
supercede any requirements (including re-
quirements relating to genetic information
nondiscrimination and mental health parity)
applicable under title XXVII of the Public
Health Service Act or under State law, ex-
cept insofar as such requirements prevent
the application of a requirement of this divi-
sion, as determined by the Commissioner;
and

(B) individual rights and remedies under
State laws shall apply.

(2) CONSTRUCTION.—In the case of coverage
described in paragraph (1), nothing in such
paragraph shall be construed as preventing
the application of rights and remedies under
State laws to health insurance issuers gen-
erally with respect to any requirement re-
ferred to in paragraph (1)(A). The previous
sentence shall not be construed as providing
for the applicability of rights or remedies
under State laws with respect to require-
ments applicable to employers or other plan
sponsors in connection with arrangements
which are treated as group health plans
under section 802(a)(1) of the Employee Re-
tirement Income Security Act of 1974.
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SEC. 252. PROHIBITING DISCRIMINATION IN
HEALTH CARE.

(a) IN GENERAL.—Except as otherwise ex-
plicitly permitted by this Act and by subse-
quent regulations consistent with this Act,
all health care and related services (includ-
ing insurance coverage and public health ac-
tivities) covered by this Act shall be pro-
vided without regard to personal characteris-
tics extraneous to the provision of high qual-
ity health care or related services.

(b) IMPLEMENTATION.—To implement the
requirement set forth in subsection (a), the
Secretary of Health and Human Services
shall, not later than 18 months after the date
of the enactment of this Act, promulgate
such regulations as are necessary or appro-
priate to insure that all health care and re-
lated services (including insurance coverage
and public health activities) covered by this
Act are provided (whether directly or
through contractual, licensing, or other ar-
rangements) without regard to personal
characteristics extraneous to the provision
of high quality health care or related serv-
ices.

SEC. 253. WHISTLEBLOWER PROTECTION.

(a) RETALIATION PROHIBITED.—NoO employer
may discharge any employee or otherwise
discriminate against any employee with re-
spect to his compensation, terms, conditions,
or other privileges of employment because
the employee (or any person acting pursuant
to a request of the employee)—

(1) provided, caused to be provided, or is
about to provide or cause to be provided to
the employer, the Federal Government, or
the attorney general of a State information
relating to any violation of, or any act or
omission the employee reasonably believes
to be a violation of any provision of this Act
or any order, rule, or regulation promulgated
under this Act;

(2) testified or is about to testify in a pro-
ceeding concerning such violation;

(3) assisted or participated or is about to
assist or participate in such a proceeding; or

(4) objected to, or refused to participate in,
any activity, policy, practice, or assigned
task that the employee (or other such per-
son) reasonably believed to be in violation of
any provision of this Act or any order, rule,
or regulation promulgated under this Act.

(b) ENFORCEMENT ACTION.—An employee
covered by this section who alleges discrimi-
nation by an employer in violation of sub-
section (a) may bring an action governed by
the rules, procedures, legal burdens of proof,
and remedies set forth in section 40(b) of the
Consumer Product Safety Act (156 U.S.C.
2087(b)).

(¢) EMPLOYER DEFINED.—As used in this
section, the term ‘‘employer” means any
person (including one or more individuals,
partnerships, associations, corporations,
trusts, professional membership organization
including a certification, disciplinary, or
other professional body, unincorporated or-
ganizations, nongovernmental organizations,
or trustees) engaged in profit or nonprofit
business or industry whose activities are
governed by this Act, and any agent, con-
tractor, subcontractor, grantee, or consult-
ant of such person.

(d) RULE OF CONSTRUCTION.—The rule of
construction set forth in section 20109(h) of
title 49, United States Code, shall also apply
to this section.

SEC. 254. CONSTRUCTION REGARDING COLLEC-
TIVE BARGAINING.

Nothing in this division shall be construed
to alter or supersede any statutory or other
obligation to engage in collective bargaining
over the terms or conditions of employment
related to health care. Any plan amendment
made pursuant to a collective bargaining
agreement relating to the plan which
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amends the plan solely to conform to any re-
quirement added by this division shall not be
treated as a termination of such collective
bargaining agreement.
SEC. 255. SEVERABILITY.

If any provision of this Act, or any applica-
tion of such provision to any person or cir-
cumstance, is held to be unconstitutional,
the remainder of the provisions of this Act
and the application of the provision to any
other person or circumstance shall not be af-
fected.

SEC. 256. TREATMENT OF HAWAII PREPAID
HEALTH CARE ACT.

(a) IN GENERAL.—Subject to this section—

(1) nothing in this division (or an amend-
ment made by this division) shall be con-
strued to modify or limit the application of
the exemption for the Hawaii Prepaid Health
Care Act (Haw. Rev. Stat. §§ 393-1 et seq.) as
provided for under section 514(b)(5) of the
Employee Retirement Income Security Act
of 1974 (29 U.S.C. 1144(b)(5)), and such exemp-
tion shall also apply with respect to the pro-
visions of this division; and

(2) for purposes of this division (and the
amendments made by this division), cov-
erage provided pursuant to the Hawaii Pre-
paid Health Care Act shall be treated as a
qualified health benefits plan providing ac-
ceptable coverage so long as the Secretary of
Labor determines that such coverage for em-
ployees (taking into account the benefits and
the cost to employees for such benefits) is
substantially equivalent to or greater than
the coverage provided for employees pursu-
ant to the essential benefits package.

(b) COORDINATION WITH STATE LAW OF HA-
WAIL.—The Commissioner shall, based on on-
going consultation with the appropriate offi-
cials of the State of Hawaii, make adjust-
ments to rules and regulations of the Com-
missioner under this division as may be nec-
essary, as determined by the Commissioner,
to most effectively coordinate the provisions
of this division with the provisions of the
Hawaii Prepaid Health Care Act, taking into
account any changes made from time to time
to the Hawaii Prepaid Health Care Act and
related laws of such State.

SEC. 257. ACTIONS BY STATE ATTORNEYS GEN-
ERAL.

Any State attorney general may bring a
civil action in the name of such State as
parens patriae on behalf of natural persons
residing in such State, in any district court
of the United States or State court having
jurisdiction of the defendant to secure mone-
tary or equitable relief for violation of any
provisions of this title or regulations issued
thereunder. Nothing in this section shall be
construed as affecting the application of sec-
tion 514 of the Employee Retirement Income
Security Act of 1974.

SEC. 258. APPLICATION OF STATE AND FEDERAL
LAWS REGARDING ABORTION.

(a) NO PREEMPTION OF STATE LAWS RE-
GARDING ABORTION.—Nothing in this Act
shall be construed to preempt or otherwise
have any effect on State laws regarding the
prohibition of (or requirement of) coverage,
funding, or procedural requirements on abor-
tions, including parental notification or con-
sent for the performance of an abortion on a
minor.

(b) No EFFECT ON FEDERAL LAWS REGARD-
ING ABORTION.—

(1) IN GENERAL.—Nothing in this Act shall
be construed to have any effect on Federal
laws regarding—

(A) conscience protection;

(B) willingness or refusal to provide abor-
tion; and

(C) discrimination on the basis of the will-
ingness or refusal to provide, pay for, cover,
or refer for abortion or to provide or partici-
pate in training to provide abortion.
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(¢c) No EFFECT ON FEDERAL CIVIL RIGHTS
LAW.—Nothing in this section shall alter the
rights and obligations of employees and em-
ployers under title VII of the Civil Rights
Act of 1964.

SEC. 259. NONDISCRIMINATION ON ABORTION
AND RESPECT FOR RIGHTS OF CON-
SCIENCE.

(a) NONDISCRIMINATION.—A Federal agency
or program, and any State or local govern-
ment that receives Federal financial assist-
ance under this Act (or an amendment made
by this Act), may not—

(1) subject any individual or institutional
health care entity to discrimination; or

(2) require any health plan created or regu-
lated under this Act (or an amendment made
by this Act) to subject any individual or in-
stitutional health care entity to discrimina-
tion,
on the basis that the health care entity does
not provide, pay for, provide coverage of, or
refer for abortions.

(b) DEFINITION.—In this section, the term
“‘health care entity” includes an individual
physician or other health care professional, a
hospital, a provider-sponsored organization,
a health maintenance organization, a health
insurance plan, or any other kind of health
care facility, organization, or plan.

(c) ADMINISTRATION.—The Office for Civil
Rights of the Department of Health and
Human Services is designated to receive
complaints of discrimination based on this
section, and coordinate the investigation of
such complaints.

SEC. 260. AUTHORITY OF FEDERAL TRADE COM-
MISSION.

Section 6 of the Federal Trade Commission
Act (15 U.S.C. 46) is amended by striking
“‘and prepare reports’” and all that follows
and inserting the following: ‘‘and prepare re-
ports, and to share information under
clauses (f) and (k), relating to insurance.
Notwithstanding section 4, the Commission’s
authority shall include the authority to con-
duct studies and prepare reports, and to
share information under clauses (f) and (k),
relating to insurance, without regard to
whether the subject of such studies, reports,
or information is for-profit or not-for-profit
entity.”.

SEC. 261. CONSTRUCTION REGARDING STAND-
ARD OF CARE.

(a) IN GENERAL.—The development, rec-
ognition, or implementation of any guideline
or other standard under a provision de-
scribed in subsection (b) shall not be con-
strued to establish the standard of care or
duty of care owed by health care providers to
their patients in any medical malpractice
action or claim (as defined in section 431(7)
of the Health Care Quality Improvement Act
of 1986 (42 U.S.C. 11151(7)).

(b) PROVISIONS DESCRIBED.—The provisions
described in this subsection are the fol-
lowing:

(1) Section 324 (relating to modernized pay-
ment initiatives and delivery system reform
under the public health option).

(2) The amendments made by section 1151
(relating to reducing potentially preventable
hospital readmissions).

(3) The amendments made by section 1751
(relating to health care acquired conditions).

(4) Section 3131 of the Public Health Serv-
ice Act (relating to the Task Force on Clin-
ical Preventive Services), added by section
2301.

(5) Part D of title IX of the Public Health
Service Act (relating to implementation of
best practices in the delivery of health care),
added by section 2401.

(c) SAVINGS CLAUSE FOR STATE MEDICAL
MAL-PRACTICE LAWS.—Nothing in this Act or
the amendments made by this Act shall be
construed to modify or impair State law gov-
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erning legal standards or procedures used in

medical malpractice cases, including the au-

thority of a State to make or implement

such laws.

SEC. 262. RESTORING APPLICATION OF ANTI-
TRUST LAWS TO HEALTH SECTOR IN-
SURERS.

(a) AMENDMENT TO MCCARRAN-FERGUSON
AcT.—Section 3 of the Act of March 9, 1945
(15 U.S.C. 1013), commonly known as the
McCarran-Ferguson Act, is amended by add-
ing at the end the following:

““(c)(1) Except as provided in paragraph (2),
nothing contained in this Act shall modify,
impair, or supersede the operation of any of
the antitrust laws with respect to the busi-
ness of health insurance or the business of
medical malpractice insurance.

‘“(2) Paragraph (1) shall not apply to—

‘“(A) collecting, compiling, classifying, or
disseminating historical loss data;

‘“(B) determining a loss development factor
applicable to historical loss data; or

‘“(C) performing actuarial services if doing
so does not involve a restraint of trade.

““(3) For purposes of this subsection—

‘“(A) the term ‘antitrust laws’ has the
meaning given it in subsection (a) of the first
section of the Clayton Act, except that such
term includes section 5 of the Federal Trade
Commission Act to the extent that such sec-
tion 5 applies to unfair methods of competi-
tion;

‘(B) the term ‘historical loss data’ means
information respecting claims paid, or re-
serves held for claims reported, by any per-
son engaged in the business of insurance; and

‘“(C) the term ‘loss development factor’
means an adjustment to be made to the ag-
gregate of losses incurred during a prior pe-
riod of time that have been paid, or for
which claims have been received and re-
serves are being held, in order to estimate
the aggregate of the losses incurred during
such period that will ultimately be paid.”.

(b) RELATED PROVISION.—For purposes of
section 5 of the Federal Trade Commission
Act (156 U.S.C. 45) to the extent such section
applies to unfair methods of competition,
section 3(c) of the McCarran-Ferguson Act
shall apply with respect to the business of
health insurance, and with respect to the
business of medical malpractice insurance,
without regard to whether such business is
carried on for profit, notwithstanding the
definition of ‘‘Corporation’ contained in sec-
tion 4 of the Federal Trade Commission Act.

(¢) RELATED PRESERVATION OF ANTITRUST
LAaws.—Except as provided in subsections (a)
and (b), nothing in this Act, or in the amend-
ments made by this Act, shall be construed
to modify, impair, or supersede the operation
of any of the antitrust laws. For purposes of
the preceding sentence, the term ‘‘antitrust
laws’’ has the meaning given it in subsection
(a) of the first section of the Clayton Act, ex-
cept that it includes section 5 of the Federal
Trade Commission Act to the extent that
such section 5 applies to unfair methods of
competition.

SEC. 263. STUDY AND REPORT ON METHODS TO
INCREASE EHR USE BY SMALL
HEALTH CARE PROVIDERS.

(a) STUDY.—The Secretary of Health and
Human Services shall conduct a study of po-
tential methods to increase the use of quali-
fied electronic health records (as defined in
section 3000(13) of the Public Health Service
Act) by small health care providers. Such
study shall consider at least the following
methods:

(1) Providing for higher rates of reimburse-
ment or other incentives for such health care
providers to use electronic health records
(taking into consideration initiatives by pri-
vate health insurance companies and incen-
tives provided under Medicare under title
XVIII of the Social Security Act, Medicaid
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under title XIX of such Act, and other pro-
grams).

(2) Promoting low-cost electronic health
record software packages that are available
for use by such health care providers, includ-
ing software packages that are available to
health care providers through the Veterans
Administration and other sources.

(3) Training and education of such health
care providers on the use of electronic health
records.

(4) Providing assistance to such health
care providers on the implementation of
electronic health records.

(b) REPORT.—Not later than December 31,
2013, the Secretary of Health and Human
Services shall submit to Congress a report
containing the results of the study con-
ducted under subsection (a), including rec-
ommendations for legislation or administra-
tive action to increase the use of electronic
health records by small health care providers
that include the use of both public and pri-
vate funding sources.

SEC. 264. PREFORMANCE ASSESSMENT AND AC-
COUNTABILITY: APPLICATION OF
GPRA.

(a) APPLICATION OF GPRA.—Section 306 of
title 5, United States Code, and sections 1115,
1116, 1117, and 9703 of title 31 of such Code
(originally enacted by the Government Per-
formance and Results Act of 1993, Public Law
103-62) apply to the executive agencies estab-
lished by this Act, including the Health
Choices Administration. Under such section
306, each such executive agency is required
to provide for a strategic plan every 3 years.

(b) IMPROVING CONSUMER SERVICE AND
STREAMLINING PROCEDURES.—Every 3 years
each such executive agency shall—

(1)(A) assess the quality of customer serv-
ice provided, (B) develop a strategy for im-
proving such service, and (C) establish stand-
ards for high-quality customer service; and

(2)(A) identify redundant rules, regula-
tions, and procedures, and (B) develop and
implement a plan for eliminating or stream-
lining such redundancies.

TITLE III—HEALTH INSURANCE
EXCHANGE AND RELATED PROVISIONS
Subtitle A—Health Insurance Exchange
SEC. 301. ESTABLISHMENT OF HEALTH INSUR-
ANCE EXCHANGE; OUTLINE OF DU-

TIES; DEFINITIONS.

(a) ESTABLISHMENT.—There is established
within the Health Choices Administration
and under the direction of the Commissioner
a Health Insurance Exchange in order to fa-
cilitate access of individuals and employers,
through a transparent process, to a variety
of choices of affordable, quality health insur-
ance coverage, including a public health in-
surance option.

(b) OUTLINE OF DUTIES OF COMMISSIONER.—
In accordance with this subtitle and in co-
ordination with appropriate Federal and
State officials as provided under section
243(b), the Commissioner shall—

(1) under section 304 establish standards
for, accept bids from, and negotiate and
enter into contracts with, QHBP offering en-
tities for the offering of health benefits plans
through the Health Insurance Exchange,
with different levels of benefits required
under section 303, and including with respect
to oversight and enforcement;

(2) under section 305 facilitate outreach
and enrollment in such plans of Exchange-el-
igible individuals and employers described in
section 302; and

(3) conduct such activities related to the
Health Insurance Exchange as required, in-
cluding establishment of a risk pooling
mechanism under section 306 and consumer
protections under subtitle D of title II.

SEC. 302. EXCHANGE-ELIGIBLE INDIVIDUALS AND
EMPLOYERS.

(a) ACCESS TO COVERAGE.—In accordance

with this section, all individuals are eligible
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to obtain coverage through enrollment in an
Exchange-participating health benefits plan
offered through the Health Insurance Ex-
change unless such individuals are enrolled
in another qualified health benefits plan or
certain other acceptable coverage.

(b) DEFINITIONS.—In this division:

(1) EXCHANGE-ELIGIBLE INDIVIDUAL.—The
term ‘‘Exchange-eligible individual” means
an individual who is eligible under this sec-
tion to be enrolled through the Health Insur-
ance Exchange in an Exchange-participating
health benefits plan and, with respect to
family coverage, includes dependents of such
individual.

(2) EXCHANGE-ELIGIBLE EMPLOYER.—The
term ‘‘Exchange-eligible employer’’ means
an employer that is eligible under this sec-
tion to enroll through the Health Insurance
Exchange employees of the employer (and
their dependents) in Exchange-eligible
health benefits plans.

(3) EMPLOYMENT-RELATED DEFINITIONS.—
The terms ‘‘employer”, ‘‘employee’, ‘‘full-
time employee”’, and ‘‘part-time employee’’
have the meanings given such terms by the
Commissioner for purposes of this division.

(¢) TRANSITION.—Individuals and employers
shall only be eligible to enroll or participate
in the Health Insurance Exchange in accord-
ance with the following transition schedule:

(1) FIRST YEAR.—In Y1 (as defined in sec-
tion 100(c))—

(A) individuals described in subsection
(d)(1), including individuals described in sub-
section (d)(3); and

(B) smallest employers described in sub-
section (e)(1).

(2) SECOND YEAR.—In Y2—

(A) individuals and employers described in
paragraph (1); and

(B) smaller employers described in sub-
section (e)(2).

(3) THIRD AND SUBSEQUENT YEARS.—In Y3—

(A) individuals and employers described in
paragraph (2);

(B) small employers described
section (e)(3); and

(C) larger employers as permitted by the
Commissioner under subsection (e)(4).

(d) INDIVIDUALS.—

(1) INDIVIDUAL DESCRIBED.—Subject to the
succeeding provisions of this subsection, an
individual described in this paragraph is an
individual who—

(A) is not enrolled in coverage described in
subparagraph (C) or (D) of paragraph (2); and

(B) is not enrolled in coverage as a full-
time employee (or as a dependent of such an
employee) under a group health plan if the
coverage and an employer contribution
under the plan meet the requirements of sec-
tion 412.

For purposes of subparagraph (B), in the case
of an individual who is self-employed, who
has at least 1 employee, and who meets the
requirements of section 412, such individual
shall be deemed a full-time employee de-
scribed in such subparagraph.

(2) ACCEPTABLE COVERAGE.—For purposes of
this division, the term ‘‘acceptable cov-
erage’ means any of the following:

(A) QUALIFIED HEALTH BENEFITS PLAN COV-
ERAGE.—Coverage under a qualified health
benefits plan.

(B) GRANDFATHERED HEALTH INSURANCE
COVERAGE; COVERAGE UNDER CURRENT GROUP
HEALTH PLAN.—Coverage under a grand-
fathered health insurance coverage (as de-
fined in subsection (a) of section 202) or
under a current group health plan (described
in subsection (b) of such section).

(C) MEDICARE.—Coverage under part A of
title XVIII of the Social Security Act.

(D) MEDICAID.—Coverage for medical as-
sistance under title XIX of the Social Secu-
rity Act, excluding such coverage that is
only available because of the application of

in sub-
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subsection (u), (z), or (aa), or (hh) of section
1902 of such Act.

(E) MEMBERS OF THE ARMED FORCES AND DE-
PENDENTS (INCLUDING TRICARE).—Coverage
under chapter 55 of title 10, United States
Code, including similar coverage furnished
under section 1781 of title 38 of such Code.

(F) VA.—Coverage under the veteran’s
health care program under chapter 17 of title
38, United States Code.

(G) OTHER COVERAGE.—Such other health
benefits coverage, such as a State health
benefits risk pool, as the Commissioner, in
coordination with the Secretary of the
Treasury, recognizes for purposes of this
paragraph.

The Commissioner shall make determina-
tions under this paragraph in coordination
with the Secretary of the Treasury.

(3) CONTINUING ELIGIBILITY PERMITTED.—

(A) IN GENERAL.—Except as provided in
subparagraph (B), once an individual quali-
fies as an Exchange-eligible individual under
this subsection (including as an employee or
dependent of an employee of an Exchange-el-
igible employer) and enrolls under an Ex-
change-participating health benefits plan
through the Health Insurance Exchange, the
individual shall continue to be treated as an
Exchange-eligible individual until the indi-
vidual is no longer enrolled with an Ex-
change-participating health benefits plan.

(B) EXCEPTIONS.—

(i) IN GENERAL.—Subparagraph (A) shall
not apply to an individual once the indi-
vidual becomes eligible for coverage—

(I) under part A of the Medicare program;

(IT) under the Medicaid program as a Med-
icaid-eligible individual, except as permitted
under clause (ii); or

(III) in such other circumstances as the
Commissioner may provide.

(ii) TRANSITION PERIOD.—In the case de-
scribed in clause (i)(II), the Commissioner
shall permit the individual to continue
treatment under subparagraph (A) until such
limited time as the Commissioner deter-
mines it is administratively feasible, con-
sistent with minimizing disruption in the in-
dividual’s access to health care.

(4) TRANSITION FOR CHIP ELIGIBLES.—An in-
dividual who is eligible for child health as-
sistance under title XXI of the Social Secu-
rity Act for a period during Y1 shall not be
an Exchange-eligible individual during such
period.

(e) EMPLOYERS.—

(1) SMALLEST EMPLOYER.—Subject to para-
graph (5), smallest employers described in
this paragraph are employers with 25 or
fewer employees.

(2) SMALLER EMPLOYERS.—Subject to para-
graph (5), smaller employers described in
this paragraph are employers that are not
smallest employers described in paragraph
(1) and have 50 or fewer employees.

(3) SMALL EMPLOYERS.—Subject to para-
graph (5), small employers described in this
paragraph are employers that are not de-
scribed in paragraph (1) or (2) and have 100 or
fewer employees.

(4) LARGER EMPLOYERS.—

(A) IN GENERAL.—Beginning with Y3, the
Commissioner may permit employers not de-
scribed in paragraph (1), (2), or (3) to be Ex-
change-eligible employers.

(B) PHASE-IN.—In applying subparagraph
(A), the Commissioner may phase-in the ap-
plication of such subparagraph based on the
number of full-time employees of an em-
ployer and such other considerations as the
Commissioner deems appropriate.

(6) CONTINUING ELIGIBILITY.—Once an em-
ployer is permitted to be an Exchange-eligi-
ble employer under this subsection and en-
rolls employees through the Health Insur-
ance Exchange, the employer shall continue
to be treated as an Exchange-eligible em-
ployer for each subsequent plan year regard-
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less of the number of employees involved un-
less and until the employer meets the re-
quirement of section 411(a) through para-
graph (1) of such section by offering a group
health plan and not through offering an Ex-
change-participating health benefits plan.

(6) EMPLOYER PARTICIPATION AND CONTRIBU-
TIONS.—

(A) SATISFACTION OF EMPLOYER RESPONSI-
BILITY.—For any year in which an employer
is an Exchange-eligible employer, such em-
ployer may meet the requirements of section
412 with respect to employees of such em-
ployer by offering such employees the option
of enrolling with Exchange-participating
health benefits plans through the Health In-
surance Exchange consistent with the provi-
sions of subtitle B of title IV.

(B) EMPLOYEE CHOICE.—Any employee of-
fered Exchange-participating health benefits
plans by the employer of such employee
under subparagraph (A) may choose coverage
under any such plan. That choice includes,
with respect to family coverage, coverage of
the dependents of such employee.

(7) AFFILIATED GROUPS.—Any employer
which is part of a group of employers who
are treated as a single employer under sub-
section (b), (¢), (m), or (o) of section 414 of
the Internal Revenue Code of 1986 shall be
treated, for purposes of this subtitle, as a
single employer.

8) TREATMENT OF MULTI-EMPLOYER
PLANS.—The plan sponsor of a group health
plan (as defined in section 773(a) of the Em-
ployee Retirement Income Security Act of
1974) that is a multi-employer plan (as de-
fined in section 3(37) of such Act) may obtain
health insurance coverage with respect to
participants in the plan through the Ex-
change to the same extent that an employer
not described in paragraph (1) or (2) is per-
mitted by the Commissioner to obtain health
insurance coverage through the Exchange as
an Exchange-eligible employer.

(9) OTHER COUNTING RULES.—The Commis-
sioner shall establish rules relating to how
employees are counted for purposes of car-
rying out this subsection.

(f) SPECIAL SITUATION AUTHORITY.—The
Commissioner shall have the authority to es-
tablish such rules as may be necessary to
deal with special situations with regard to
uninsured individuals and employers partici-
pating as Exchange-eligible individuals and
employers, such as transition periods for in-
dividuals and employers who gain, or lose,
Exchange-eligible participation status, and
to establish grace periods for premium pay-
ment.

(g) SURVEYS OF INDIVIDUALS AND EMPLOY-
ERS.—The Commissioner shall provide for
periodic surveys of Exchange-eligible indi-
viduals and employers concerning satisfac-
tion of such individuals and employers with
the Health Insurance Exchange and Ex-
change-participating health benefits plans.

(h) EXCHANGE ACCESS STUDY.—

(1) IN GENERAL.—The Commissioner shall
conduct a study of access to the Health In-
surance Exchange for individuals and for em-
ployers, including individuals and employers
who are not eligible and enrolled in Ex-
change-participating health benefits plans.
The goal of the study is to determine if there
are significant groups and types of individ-
uals and employers who are not Exchange-el-
igible individuals or employers, but who
would have improved benefits and afford-
ability if made eligible for coverage in the
Exchange.

(2) ITEMS INCLUDED IN STUDY.—Such study
also shall examine—

(A) the terms, conditions, and affordability
of group health coverage offered by employ-
ers and QHBP offering entities outside of the
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Exchange compared to Exchange-partici-
pating health benefits plans; and

(B) the affordability-test standard for ac-
cess of certain employed individuals to cov-
erage in the Health Insurance Exchange.

(3) REPORT.—Not later than January 1 of
Y3, in Y6, and thereafter, the Commissioner
shall submit to Congress a report on the
study conducted under this subsection and
shall include in such report recommenda-
tions regarding changes in standards for Ex-
change eligibility for individuals and em-
ployers.

SEC. 303. BENEFITS PACKAGE LEVELS.

(a) IN GENERAL.—The Commissioner shall
specify the benefits to be made available
under Exchange-participating health bene-
fits plans during each plan year, consistent
with subtitle C of title IT and this section.

(b) LIMITATION ON HEALTH BENEFITS PLANS
OFFERED BY OFFERING ENTITIES.—The Com-
missioner may not enter into a contract
with a QHBP offering entity under section
304(c) for the offering of an Exchange-partici-
pating health benefits plan in a service area
unless the following requirements are met:

(1) REQUIRED OFFERING OF BASIC PLAN.—The
entity offers only one basic plan for such
service area.

(2) OPTIONAL OFFERING OF ENHANCED
PLAN.—If and only if the entity offers a basic
plan for such service area, the entity may
offer one enhanced plan for such area.

(3) OPTIONAL OFFERING OF PREMIUM PLAN.—
If and only if the entity offers an enhanced
plan for such service area, the entity may
offer one premium plan for such area.

(4) OPTIONAL OFFERING OF PREMIUM-PLUS
PLANS.—If and only if the entity offers a pre-
mium plan for such service area, the entity
may offer one or more premium-plus plans
for such area.

All such plans may be offered under a single
contract with the Commissioner.

(c) SPECIFICATION OF BENEFIT LEVELS FOR
PLANS.—

(1) IN GENERAL.—The Commissioner shall
establish the following standards consistent
with this subsection and title II:

(A) BASIC, ENHANCED, AND PREMIUM
PLANS.—Standards for 3 levels of Exchange-
participating health benefits plans: basic,
enhanced, and premium (in this division re-
ferred to as a ‘‘basic plan”’, ‘‘enhanced plan’’,
and ‘‘premium plan’’, respectively).

(B) PREMIUM-PLUS PLAN BENEFITS.—Stand-
ards for additional benefits that may be of-
fered, consistent with this subsection and
subtitle C of title II, under a premium plan
(such a plan with additional benefits referred
to in this division as a ‘‘premium-plus
plan’’).

(2) BASIC PLAN.—

(A) IN GENERAL.—A basic plan shall offer
the essential benefits package required
under title II for a qualified health benefits
plan with an actuarial value of 70 percent of
the full actuarial value of the benefits pro-
vided under the reference benefits package.

(B) TIERED COST-SHARING FOR AFFORDABLE
CREDIT ELIGIBLE INDIVIDUALS.—In the case of
an affordable credit eligible individual (as
defined in section 342(a)(1)) enrolled in an
Exchange-participating health benefits plan,
the benefits under a basic plan are modified
to provide for the reduced cost-sharing for
the income tier applicable to the individual
under section 324(c).

(3) ENHANCED PLAN.—An enhanced plan
shall offer, in addition to the level of bene-
fits under the basic plan, a lower level of
cost-sharing as provided under title II con-
sistent with section 223(b)(5)(A).

(4) PREMIUM PLAN.—A premium plan shall
offer, in addition to the level of benefits
under the basic plan, a lower level of cost-
sharing as provided under title II consistent
with section 223(b)(5)(B).
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(5) PREMIUM-PLUS PLAN.—A premium-plus
plan is a premium plan that also provides ad-
ditional benefits, such as adult oral health
and vision care, approved by the Commis-
sioner. The portion of the premium that is
attributable to such additional benefits shall
be separately specified.

(6) RANGE OF PERMISSIBLE VARIATION IN
COST-SHARING.—The Commissioner shall es-
tablish a permissible range of variation of
cost-sharing for each basic, enhanced, and
premium plan, except with respect to any
benefit for which there is no cost-sharing
permitted under the essential benefits pack-
age. Such variation shall permit a variation
of not more than plus (or minus) 10 percent
in cost-sharing with respect to each benefit
category specified under section 222. Nothing
in this subtitle shall be construed as prohib-
iting tiering in cost-sharing, including
through preferred and participating pro-
viders and prescription drugs. In applying
this paragraph, a health benefits plan may
increase the cost-sharing by 10 percent with-
in each category or tier, as applicable, and
may decrease or eliminate cost-sharing in
any category or tier as compared to the es-
sential benefits package.

(d) TREATMENT OF STATE BENEFIT MAN-
DATES.—Insofar as a State requires a health
insurance issuer offering health insurance
coverage to include benefits beyond the es-
sential benefits package, such requirement
shall continue to apply to an Exchange-par-
ticipating health benefits plan, if the State
has entered into an arrangement satisfac-
tory to the Commissioner to reimburse the
Commissioner for the amount of any net in-
crease in affordability premium credits
under subtitle C as a result of an increase in
premium in basic plans as a result of appli-
cation of such requirement.

(e) RULES REGARDING COVERAGE OF AND AF-
FORDABILITY CREDITS FOR SPECIFIED SERV-
ICES.—

(1) ASSURED AVAILABILITY OF VARIED COV-
ERAGE THROUGH THE HEALTH INSURANCE EX-
CHANGE.—The Commissioner shall assure
that, of the Exchange participating health
benefits plans offered in each premium rat-
ing area of the Health Insurance Exchange—

(A) there is at least one such plan that pro-
vides coverage of services described in sub-
paragraphs (A) and (B) of section 222(e)(4);
and

(B) there is at least one such plan that does
not provide coverage of services described in
section 222(e)(4)(A) which plan may also be
one that does not provide coverage of serv-
ices described in section 222(e)(4)(B).

(2) SEGREGATION OF FUNDS.—If a qualified
health benefits plan provides coverage of
services described in section 222(e)(4)(A), the
plan shall provide assurances satisfactory to
the Commissioner that—

(A) any affordability credits provided
under subtitle C of title II are not used for
purposes of paying for such services; and

(B) only premium amounts attributable to
the actuarial value described in section
213(b) are used for such purpose.

SEC. 304. CONTRACTS FOR THE OFFERING OF EX-
CHANGE-PARTICIPATING HEALTH
BENEFITS PLANS.

(a) CONTRACTING DUTIES.—In carrying out
section 301(b)(1) and consistent with this sub-
title:

(1) OFFERING ENTITY AND PLAN STAND-
ARDS.—The Commissioner shall—

(A) establish standards necessary to imple-
ment the requirements of this title and title
IT for—

(i) QHBP offering entities for the offering
of an Exchange-participating health benefits
plan; and

(ii) Exchange-participating health benefits
plans; and
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(B) certify QHBP offering entities and
qualified health benefits plans as meeting
such standards and requirements of this title
and title II for purposes of this subtitle.

(2) SOLICITING AND NEGOTIATING BIDS; CON-
TRACTS.—

(A) BID SOLICITATION.—The Commissioner
shall solicit bids from QHBP offering entities
for the offering of Exchange-participating
health benefits plans. Such bids shall include
justification for proposed premiums.

(B) BID REVIEW AND NEGOTIATION.—The
Commissioner shall, based upon a review of
such bids including the premiums and their
affordability, negotiate with such entities
for the offering of such plans.

(C) DENIAL OF EXCESSIVE PREMIUMS.—The
Commissioner shall deny excessive pre-
miums and premium increases.

(D) CONTRACTS.—The Commissioner shall
enter into contracts with such entities for
the offering of such plans through the Health
Insurance Exchange under terms (consistent
with this title) negotiated between the Com-
missioner and such entities.

(3) FEDERAL ACQUISITION REGULATION.—In
carrying out this subtitle, the Commissioner
may waive such provisions of the Federal Ac-
quisition Regulation that the Commissioner
determines to be inconsistent with the fur-
therance of this subtitle, other than provi-
sions relating to confidentiality of informa-
tion. Competitive procedures shall be used in
awarding contracts under this subtitle to the
extent that such procedures are consistent
with this subtitle.

(b) STANDARDS FOR QHBP OFFERING ENTI-
TIES TO OFFER EXCHANGE-PARTICIPATING
HEALTH BENEFITS PLANS.—The standards es-
tablished under subsection (a)(1)(A) shall re-
quire that, in order for a QHBP offering enti-
ty to offer an Exchange-participating health
benefits plan, the entity must meet the fol-
lowing requirements:

(1) LICENSED.—The entity shall be licensed
to offer health insurance coverage under
State law for each State in which it is offer-
ing such coverage.

(2) DATA REPORTING.—The entity shall pro-
vide for the reporting of such information as
the Commissioner may specify, including in-
formation necessary to administer the risk
pooling mechanism described in section
306(b) and information to address disparities
in health and health care.

(3) AFFORDABILITY.—The entity shall pro-
vide for affordable premiums.

(4) IMPLEMENTING AFFORDABILITY CRED-
ITS.—The entity shall provide for implemen-
tation of the affordability credits provided
for enrollees under subtitle C, including the
reduction in cost-sharing under section
344(c).

(5) ENROLLMENT.—The entity shall accept
all enrollments under this subtitle, subject
to such exceptions (such as capacity limita-
tions) in accordance with the requirements
under title II for a qualified health benefits
plan. The entity shall notify the Commis-
sioner if the entity projects or anticipates
reaching such a capacity limitation that
would result in a limitation in enrollment.

(6) RISK POOLING PARTICIPATION.—The enti-
ty shall participate in such risk pooling
mechanism as the Commissioner establishes
under section 306(b).

(7) ESSENTIAL COMMUNITY PROVIDERS.—With
respect to the basic plan offered by the enti-
ty, the entity shall include within the plan
network those essential community pro-
viders, where available, that serve predomi-
nantly low-income, medically-underserved
individuals, such as health care providers de-
fined in section 340B(a)(4) of the Public
Health Service Act and providers described
in section 1927(c)(1)(D)(A)(IV) of the Social
Security Act (as amended by section 221 of
Public Law 111-8). The Commissioner shall
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specify the extent to which and manner in
which the previous sentence shall apply in
the case of a basic plan with respect to which
the Commissioner determines provides sub-
stantially all benefits through a health
maintenance organization, as defined in sec-
tion 2791(b)(3) of the Public Health Service
Act. This paragraph shall not be construed
to require a basic plan to contract with a
provider if such provider refuses to accept
the generally applicable payment rates of
such plan.

(8) CULTURALLY AND LINGUISTICALLY APPRO-
PRIATE SERVICES AND COMMUNICATIONS.—The
entity shall provide for culturally and lin-
guistically appropriate communication and
health services.

(9) SPECIAL RULES WITH RESPECT TO INDIAN
ENROLLEES AND INDIAN HEALTH CARE PRO-
VIDERS.—

(A) CHOICE OF PROVIDERS.—The entity
shall—

(i) demonstrate to the satisfaction of the
Commissioner that it has contracted with a
sufficient number of Indian health care pro-
viders to ensure timely access to covered
services furnished by such providers to indi-
vidual Indians through the entity’s Ex-
change-participating health benefits plan;
and

(ii) agree to pay Indian health care pro-
viders, whether such providers are partici-
pating or nonparticipating providers with re-
spect to the entity, for covered services pro-
vided to those enrollees who are eligible to
receive services from such providers at a rate
that is not less than the level and amount of
payment which the entity would make for
the services of a participating provider
which is not an Indian health care provider.

(B) SPECIAL RULE RELATING TO INDIAN
HEALTH CARE PROVIDERS.—Provision of serv-
ices by an Indian health care provider exclu-
sively to Indians and their dependents shall
not constitute discrimination under this
Act.

(10) PROGRAM INTEGRITY STANDARDS.—The
entity shall establish and operate a program
to protect and promote the integrity of Ex-
change-participating health benefits plans it
offers, in accordance with standards and
functions established by the Commissioner.

(11) ADDITIONAL REQUIREMENTS.—The enti-
ty shall comply with other applicable re-
quirements of this title, as specified by the
Commissioner, which shall include standards
regarding billing and collection practices for
premiums and related grace periods and
which may include standards to ensure that
the entity does not use coercive practices to
force providers not to contract with other
entities offering coverage through the
Health Insurance Exchange.

(c) CONTRACTS.—

(1) BID APPLICATION.—To be eligible to
enter into a contract under this section, a
QHBP offering entity shall submit to the
Commissioner a bid at such time, in such
manner, and containing such information as
the Commissioner may require.

(2) TERM.—Each contract with a QHBP of-
fering entity under this section shall be for
a term of not less than one year, but may be
made automatically renewable from term to
term in the absence of notice of termination
by either party.

(3) ENFORCEMENT OF NETWORK ADEQUACY.—
In the case of a health benefits plan of a
QHBP offering entity that uses a provider
network, the contract under this section
with the entity shall provide that if—

(A) the Commissioner determines that
such provider network does not meet such
standards as the Commissioner shall estab-
lish under section 215; and

(B) an individual enrolled in such plan re-
ceives an item or service from a provider
that is not within such network;
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then any cost-sharing for such item or serv-
ice shall be equal to the amount of such cost-
sharing that would be imposed if such item
or service was furnished by a provider within
such network.

(4) OVERSIGHT AND ENFORCEMENT RESPON-
SIBILITIES.—The Commissioner shall estab-
lish processes, in coordination with State in-
surance regulators, to oversee, monitor, and
enforce applicable requirements of this title
with respect to QHBP offering entities offer-
ing Exchange-participating health benefits
plans, including the marketing of such plans.
Such processes shall include the following:

(A) GRIEVANCE AND COMPLAINT MECHA-
NIsMS.—The Commissioner shall establish, in
coordination with State insurance regu-
lators, a process under which Exchange-eligi-
ble individuals and employers may file com-
plaints concerning violations of such stand-
ards.

(B) ENFORCEMENT.—In carrying out au-
thorities under this division relating to the
Health Insurance Exchange, the Commis-
sioner may impose one or more of the inter-
mediate sanctions described in section 242(d).

(C) TERMINATION.—

(i) IN GENERAL.—The Commissioner may
terminate a contract with a QHBP offering
entity under this section for the offering of
an Exchange-participating health benefits
plan if such entity fails to comply with the
applicable requirements of this title. Any de-
termination by the Commissioner to termi-
nate a contract shall be made in accordance
with formal investigation and compliance
procedures established by the Commissioner
under which—

(I) the Commissioner provides the entity
with the reasonable opportunity to develop
and implement a corrective action plan to
correct the deficiencies that were the basis
of the Commissioner’s determination; and

(IT) the Commissioner provides the entity
with reasonable notice and opportunity for
hearing (including the right to appeal an ini-
tial decision) before terminating the con-
tract.

(ii) EXCEPTION FOR IMMINENT AND SERIOUS
RISK TO HEALTH.—Clause (i) shall not apply if
the Commissioner determines that a delay in
termination, resulting from compliance with
the procedures specified in such clause prior
to termination, would pose an imminent and
serious risk to the health of individuals en-
rolled under the qualified health benefits
plan of the QHBP offering entity.

(D) CONSTRUCTION.—Nothing in this sub-
section shall be construed as preventing the
application of other sanctions under subtitle
E of title II with respect to an entity for a
violation of such a requirement.

(5) SPECIAL RULE RELATED TO COST-SHARING
AND INDIAN HEALTH CARE PROVIDERS.—The
contract under this section with a QHBP of-
fering entity for a health benefits plan shall
provide that if an individual who is an Indian
is enrolled in such a plan and such individual
receives a covered item or service from an
Indian health care provider (regardless of
whether such provider is in the plan’s pro-
vider network), the cost-sharing for such
item or service shall be equal to the amount
of cost-sharing that would be imposed if such
item or service—

(A) had been furnished by another provider
in the plan’s provider network; or

(B) in the case that the plan has no such
network, was furnished by a non-Indian pro-
vider.

(6) NATIONAL PLAN.—Nothing in this sec-
tion shall be construed as preventing the
Commissioner from entering into a contract
under this subsection with a QHBP offering
entity for the offering of a health benefits
plan with the same benefits in every State so
long as such entity is licensed to offer such
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plan in each State and the benefits meet the
applicable requirements in each such State.

(d) NO DISCRIMINATION ON THE BASIS OF
PROVISION OF ABORTION.—No Exchange par-
ticipating health benefits plan may discrimi-
nate against any individual health care pro-
vider or health care facility because of its
willingness or unwillingness to provide, pay
for, provide coverage of, or refer for abor-
tions.

SEC. 305. OUTREACH AND ENROLLMENT OF EX-
CHANGE-ELIGIBLE INDIVIDUALS
AND EMPLOYERS IN EXCHANGE-
PARTICIPATING HEALTH BENEFITS
PLAN.

(a) IN GENERAL.—

(1) OUTREACH.—The Commissioner shall
conduct outreach activities consistent with
subsection (c), including through use of ap-
propriate entities as described in paragraph
(3) of such subsection, to inform and educate
individuals and employers about the Health
Insurance Exchange and Exchange-partici-
pating health benefits plan options. Such
outreach shall include outreach specific to
vulnerable populations, such as children, in-
dividuals with disabilities, individuals with
mental illness, and individuals with other
cognitive impairments.

(2) ELIGIBILITY.—The Commissioner shall
make timely determinations of whether indi-
viduals and employers are Exchange-eligible
individuals and employers (as defined in sec-
tion 302).

(3) ENROLLMENT.—The Commissioner shall
establish and carry out an enrollment proc-
ess for Exchange-eligible individuals and em-
ployers, including at community locations,
in accordance with subsection (b).

(b) ENROLLMENT PROCESS.—

(1) IN GENERAL.—The Commissioner shall
establish a process consistent with this title
for enrollments in Exchange-participating
health benefits plans. Such process shall pro-
vide for enrollment through means such as
the mail, by telephone, electronically, and in
person.

(2) ENROLLMENT PERIODS.—

(A) OPEN ENROLLMENT PERIOD.—The Com-
missioner shall establish an annual open en-
rollment period during which an Exchange-
eligible individual or employer may elect to
enroll in an Exchange-participating health
benefits plan for the following plan year and
an enrollment period for affordability credits
under subtitle C. Such periods shall be dur-
ing September through November of each
year, or such other time that would maxi-
mize timeliness of income verification for
purposes of such subtitle. The open enroll-
ment period shall not be less than 30 days.

(B) SPECIAL ENROLLMENT.—The Commis-
sioner shall also provide for special enroll-
ment periods to take into account special
circumstances of individuals and employers,
such as an individual who—

(i) loses acceptable coverage;

(ii) experiences a change in marital or
other dependent status;

(iii) moves outside the service area of the
Exchange-participating health benefits plan
in which the individual is enrolled; or

(iv) experiences a significant change in in-
come.

(C) ENROLLMENT INFORMATION.—The Com-
missioner shall provide for the broad dis-
semination of information to prospective en-
rollees on the enrollment process, including
before each open enrollment period. In car-
rying out the previous sentence, the Com-
missioner may work with other appropriate
entities to facilitate such provision of infor-
mation.

(3) AUTOMATIC ENROLLMENT FOR NON-MED-
ICAID ELIGIB