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Senate 
The Senate was not in session today. Its next meeting will be held on Monday, March 22, 2010, at 2 p.m. 

House of Representatives 
SUNDAY, MARCH 21, 2010 

SENATE AMENDMENTS TO H.R. 
3590, SERVICE MEMBERS HOME 
OWNERSHIP TAX ACT OF 2009, 
AND H.R. 4872, HEALTH CARE 
AND EDUCATION RECONCILI-
ATION ACT OF 2010—Continued 

b 2145 
Mr. CAMP. Mr. Speaker, for the pur-

poses of a unanimous consent request, 
I yield to the gentleman from Texas 
(Mr. HALL). 

(Mr. HALL of Texas asked and was 
given permission to revise and extend 
his remarks.) 

Mr. HALL of Texas. Mr. Speaker, I 
rise in opposition to this flawed health 
care bill. 

Mr. CAMP. Mr. Speaker, for the pur-
pose of a unanimous consent request, I 
yield to the gentlewoman from North 
Carolina (Ms. FOXX). 

(Ms. FOXX asked and was given per-
mission to revise and extend her re-
marks.) 

Ms. FOXX. Mr. Speaker, I rise in op-
position to this flawed health bill. 

Mr. CAMP. For the purpose of a 
unanimous consent request, I yield to 
the gentleman from New York (Mr. 
KING). 

(Mr. KING of New York asked and 
was given permission to revise and ex-
tend his remarks.) 

Mr. KING of New York. Mr. Speaker, 
I rise in opposition to this flawed 
health care bill. 

Mr. CAMP. Mr. Speaker, I yield 4 
minutes to the distinguished gen-
tleman from Virginia (Mr. CANTOR), 
the Republican whip. 

Mr. CANTOR. Mr. Speaker, all of us 
in this body, Republicans and Demo-

crats alike, care about Americans’ 
health care, but many of us from both 
sides of the aisle don’t care for this 
trillion dollar overhaul. And the fact 
is, the majority of Americans don’t 
care for it either. 

Sadly, Mr. Speaker, the only biparti-
sanship we’ve seen surrounding this 
overhaul has been in opposition to it, 
and there’s a reason for that. Health 
care is a very personal issue, and this 
overhaul will impact every man, 
woman, and child in this country. It 
will even affect future generations that 
have not yet been born. 

Mr. Speaker, this overhaul will have 
a huge impact on our parents, our 
spouses, and our kids. This is some-
thing that they’ll be paying for for the 
rest of their lives. And for too long, Mr. 
Speaker, the majority in this body and 
the President of the United States have 
refused to listen to the American peo-
ple. 

So, Mr. Speaker, I have a message for 
those Americans. We hear you. We hear 
you loud and clear, because we believe 
this government must stop spending 
money that it doesn’t have, and this 
trillion dollar overhaul will do the op-
posite. 

We believe that this government 
must stop piling debt upon our children 
and grandchildren, and this trillion 
dollar overhaul will do the opposite. 

We believe that this government 
must stop raising taxes on small busi-
nesses and families, and, Mr. Speaker, 
this trillion dollar overhaul will do the 
opposite. 

We believe that America is the land 
of innovation and that government 

must stop crippling job creators and 
entrepreneurs with oppressive man-
dates and taxes, and this trillion dollar 
overhaul will do the opposite. 

Mr. Speaker, we believe that in 
America our government must not 
force those who fundamentally object 
to abortion to have to pay for it, and 
this trillion dollar overhaul does the 
opposite. 

And we believe in building upon what 
works in our current health care, Mr. 
Speaker, so that doctors in America 
can continue to provide the best care 
in the world, and this trillion dollar 
overhaul does the opposite. 

And, Mr. Speaker, we believe that 
families and patients should have the 
freedom and the right to choose the 
doctors they want, and this trillion 
dollar overhaul will begin to take that 
freedom away. 

Mr. Speaker, if there’s one thing that 
the American people have learned over 
the past year, it’s that we are truly at 
a critical time in this country. We are 
at a crossroads. 

This trillion dollar health care over-
haul before us today has caused a lot of 
fear and uncertainty. It’s the latest 
part of an agenda that is being forced 
upon the American people that at-
tempts to seize more control over the 
economy and our lives. 

The choices we make on deficit 
spending, higher taxes, energy secu-
rity, and health care, they’re all impor-
tant. They’re important because they 
will all determine what kind of country 
we want to be. 
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The SPEAKER pro tempore (Mr. 

OBEY). The time of the gentleman has 
expired. 

Mr. CAMP. I yield the gentleman 30 
additional seconds. 

Mr. CANTOR. Mr. Speaker, the 
choice before us is very clear. The 
choice is whether we want to become a 
country that is unrecognizable, or one 
that will fulfill the American Dream so 
that we remain the most secure and 
most prosperous, freest country in the 
history of the world. 

Mr. Speaker, I urge my colleagues 
today to listen to the people and vote 
‘‘no’’ against this legislation. 

Mr. SPRATT. Mr. Speaker, for pur-
poses of a unanimous consent request, 
I yield to Mr. ACKERMAN of New York. 

(Mr. ACKERMAN asked and was 
given permission to revise and extend 
his remarks.) 

Mr. ACKERMAN. I rise in enthusi-
astic support of this historic, impor-
tant bill. 

The SPEAKER pro tempore. The gen-
tleman will be charged. 

Mr. SPRATT. For purposes of an-
other unanimous consent request, I 
yield to the gentlelady from California 
(Ms. WATERS). 

(Ms. WATERS asked and was given 
permission to revise and extend her re-
marks.) 

Ms. WATERS. Mr. Speaker, I rise in 
support of this bill. 

Our health care system is broken; no one 
can deny it. 

Every day, millions of Americans go without 
needed health care because they have no in-
surance. Some of these people work for small 
businesses and other employers that do not 
provide insurance. Some of them lost their in-
surance when they lost their jobs. Some of 
them were denied coverage by insurance 
companies because of a pre-existing condi-
tion. And some of them simply could not afford 
the escalating premiums. Even for people with 
health insurance, a devastating accident or ill-
ness can be very expensive. The cost of 
health care is the number one reason for 
bankruptcies in America. 

So we cannot afford inaction. Today, we 
have a clear choice—to start to fix the broken 
health care system—or to do nothing. 

However, this bill is not perfect. I would like 
to have seen included measures such as a 
public health insurance option like Medicare 
that would compete with the private insurance 
plans and a single national insurance ex-
change where people could purchase the 
health plan of their choice instead of separate 
state-based exchanges with different stand-
ards. I believe these measures would be more 
effective at containing costs and creating com-
petition for the insurance industry. 

I am also concerned that this bill should not 
be used to limit the right of women to repro-
ductive choice. Despite the President’s Execu-
tive Order, attempting to codify existing law 
under the so-called Hyde Amendment, it is not 
clear that the Senate bill does not go beyond 
the Hyde amendment. 

Nevertheless, I have decided to support 
H.R. 3590, together with the improvements in-
cluded in H.R. 4872, because it will make 
health care more affordable and more acces-
sible for thousands of my constituents and mil-

lions of Americans. By passing this legislation 
today we are taking a critically important step 
in the right direction. 

According to an analysis by the House En-
ergy and Commerce Committee, this health 
care reform bill will benefit California’s 35th 
District in the following ways: 

Improve coverage for 281,000 residents with 
health insurance. 

Extend coverage to 125,500 residents who 
lack insurance. 

Guarantee that 21,200 residents with pre- 
existing conditions can obtain coverage. 

Allow 58,000 young adults to obtain cov-
erage on their parents’ insurance plans. 

Give tax credits and other assistance to up 
to 157,000 families and 15,100 small busi-
nesses to help them afford coverage. 

Improve Medicare for 62,000 beneficiaries, 
including reducing the costs of prescription 
drugs and closing the donut hole. 

Protect 1,100 families from bankruptcy due 
to unaffordable health care costs. 

Provide millions of dollars in new funding for 
10 community health centers. 

Reduce the cost of uncompensated care for 
hospitals and other health care providers by 
$15 million annually. 

Many provisions of the bill will kick in imme-
diately. Insurance companies will no longer be 
able to take away a person’s insurance be-
cause the person gets sick, an unfair practice 
known as rescission. It will immediately pre-
vent insurance companies from denying cov-
erage to children with pre-existing conditions, 
and eventually end discrimination against any-
one with a pre-existing condition. It will imme-
diately allow young people the ability to re-
main on their parents’ insurance until age 26. 
It will immediately help seniors pay for pre-
scription drugs and eventually eliminate the 
donut hole completely. And it will extend tax 
credits to small businesses so that they can 
provide health insurance to their employees. 

Over the next few years, the bill will extend 
coverage to 32 million Americans, or 95 per-
cent of the population, providing affordability 
credits for individuals who cannot afford to 
purchase health insurance on their own. 

Improving our health care system is essen-
tial to setting us on the right path to healthier 
lives, renewed American innovation, and a 
stronger, more stable American economy. I 
urge my colleagues to support this bill and ex-
pand access to health care for families and 
small businesses throughout the United States 
of America. 

Mr. SPRATT. For purposes of a unan-
imous consent request, I yield to Mr. 
DRIEHAUS from Ohio. 

(Mr. DRIEHAUS asked and was given 
permission to revise and extend his re-
marks.) 

Mr. DRIEHAUS. Mr. Speaker, I rise 
in support of this health care legisla-
tion. 

Mr. SPRATT. Mr. Speaker, I now 
yield 1 minute to the gentlelady from 
Minnesota (Ms. MCCOLLUM). 

Ms. MCCOLLUM. Mr. Speaker, be-
yond the walls of this Capitol, there 
are millions of Americans who can’t af-
ford health insurance and they live in 
fear of getting sick. Millions more are 
discriminated against by insurance 
companies because they have pre-
existing medical conditions. 

In my own life, as a child and as an 
adult, I’ve lived without health insur-

ance. A dear, dear niece of mine has a 
preexisting condition that makes her 
uninsurable. 

Passing health insurance reform is 
not a political game. It’s personal. It’s 
about real people’s lives. When we pass 
this bill, we will save lives. Families 
will be protected. Millions of Ameri-
cans will no longer live in fear. 

Today I will vote to end discrimina-
tion against people with preexisting 
conditions. Today I will vote to extend 
health care to 32 million Americans. 
And when this bill becomes law, health 
care security will finally become a re-
ality for the American people. 

Mr. CAMP. Mr. Speaker, at this time 
I will yield to the gentleman from Cali-
fornia for the purpose of a unanimous 
consent request. 

Mr. DANIEL E. LUNGREN of Cali-
fornia. Mr. Speaker, because of confu-
sion over its legal effect, I ask unani-
mous consent that the text of Presi-
dent Obama’s Executive order referring 
to abortion funding, that it be consid-
ered as a freestanding amendment to 
the text of H.R. 3590 and we be allowed 
to vote on it separately. 

The SPEAKER pro tempore. The 
Chair cannot entertain such a request 
unless it has been cleared. 

PARLIAMENTARY INQUIRIES 
Mr. DANIEL E. LUNGREN of Cali-

fornia. Mr. Speaker, parliamentary in-
quiry. 

The SPEAKER pro tempore. The gen-
tleman will state his parliamentary in-
quiry. 

Mr. DANIEL E. LUNGREN of Cali-
fornia. Mr. Speaker, is such unanimous 
consent request, is it, in fact, in order 
under the rules of the House? 

The SPEAKER pro tempore. The 
Chair has indicated that requests for 
these matters must be cleared. 

The Chair is not obligated to instruct 
Members on the rules of the House. 

Mr. DANIEL E. LUNGREN of Cali-
fornia. Mr. Speaker, with respect, may 
I make a further inquiry, Mr. Speaker? 

The SPEAKER pro tempore. The gen-
tleman may inquire. 

Mr. DANIEL E. LUNGREN of Cali-
fornia. Would that request, if it were 
cleared, be considered germane to the 
bill under consideration? 

The SPEAKER pro tempore. The 
Chair will not respond to 
hypotheticals. 

Mr. DANIEL E. LUNGREN of Cali-
fornia. Mr. Speaker, additional par-
liamentary inquiry. 

The SPEAKER pro tempore. The gen-
tleman may proceed. 

Mr. DANIEL E. LUNGREN of Cali-
fornia. When I am informed that it 
must be cleared, do I understand that 
to mean it must be cleared by the 
Speaker or the majority leader? 

The SPEAKER pro tempore. Leader-
ship on both sides must clear these 
matters. I’m sure the gentleman knows 
that. 

Mr. DANIEL E. LUNGREN of Cali-
fornia. I thank the Speaker. 

Mr. CAMP. Mr. Speaker, I reserve my 
time. 
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Mr. SPRATT. Mr. Speaker, for pur-

poses of a unanimous consent request, 
I yield to the gentlewoman from Ohio 
(Ms. KAPTUR). 

(Ms. KAPTUR asked and was given 
permission to revise and extend her re-
marks.) 

Ms. KAPTUR. Mr. Speaker, I rise in 
support of affordable health insurance 
for all Americans. 

I rise in support of this historic legislation 
because affordable health care is really about 
life—about a healthier and more secure life for 
all Americans. 

This is about life—the life of a senior who 
can’t afford prescription drugs, or a mother 
carrying a new life waiting to be born. 

This legislation says every American has 
the right to the dignity of a healthy life. Noth-
ing more, nothing less. Its promise is true for 
all citizens, of all ages, from all walks of life. 
In that respect, it is profoundly American. 

It is most certainly about the millions of citi-
zens in our nation who run small businesses 
and about their employees—who after all 
these years comprise over half the uninsured 
in our nation. These businesses embody the 
hopes and dreams of life in America. They are 
the engines of job growth, but after all these 
decades, they are treated like second class 
citizens. 

This bill is about women and children—the 
millions of women who have no health care 
and the millions of children who are born frail 
and weak because their mothers have no ac-
cess to prenatal care and their fathers have 
no insurance. The March of Dimes tells us 
that every year, more than half a million Amer-
ican children are born underweight, one out of 
every eight children born premature, malnour-
ished, and so many with disability. That should 
not happen in America. Our nation’s insurance 
programs aren’t meeting the market nor the 
promise of America. 

This legislation will help millions of women 
obtain health coverage and thus reduce abor-
tion by enhancing broad coverage options for 
women’s and children’s health. It will vastly 
improve preventive care, more than double 
funds available to community health centers 
(including obstetric and gynecological care), 
and move America fully into this 21st century. 
No woman, no woman—including poor 
women, pregnant women, working women, 
single women, and nursing women—will be 
denied health insurance coverage. 

Mr. Speaker, the best anti-abortion bill we 
can pass is one that gives women and chil-
dren a real chance through health insurance 
coverage that allows fragile life to come to 
term. This bill does that. It gives hope, to 
every family, to every woman to every child 
yet to be born. It says you have a right to be 
born. It provides for prenatal care during a 
woman’s pregnancy, preventive care for 
newborns, funding to help pregnant and par-
enting teens and college students with assist-
ance for basic necessities, as well as adoption 
tax credits. No family, no mother, no father will 
ever have to question again whether they can 
afford to bring a conceived child to term 

This bill is about a better life for seniors, 
too. By closing the doughnut hole, it makes 
sure they can afford the medicine they need to 
live healthy, independent lives. 

As the costs of insurance have risen, 
emptying the wallets of our neighbors, almost 
one in three Americans (87 million of our fel-

low citizens) went without health insurance for 
some period last year. We can do better in 
America. 

There is so much shifting in the market-
place, it is becoming less stable and reliable. 
Thousands more of our citizens are losing 
their insurance because they have lost their 
jobs as the unemployment epidemic rages 
throughout our nation. 

Even those with insurance, no matter how 
expensive or robust it might be, learn their 
coverage is not guaranteed nor continuous nor 
quality. Millions of hardworking Americans are 
denied coverage; charged an impossibly high-
er rate, or discriminated against because of a 
pre-existing condition. Family employer-spon-
sored health insurance increased 119 percent 
over the last decade. Small business pre-
miums alone have risen 129 percent. Without 
reform, rates are projected to increase to 
$23,842 on average by 2020. This simply can-
not continue; the system is broken. 

I can identify with the tens of millions of our 
fellow citizens who have no health insurance, 
over half of whom are either small business 
owners or their employees. When my brother, 
Steve, and I were growing up, our beloved, 
hardworking father, ‘‘Kappy,’’ had three heart 
attacks. He made the gut-wrenching decision 
to sell our small family market to go to work 
in an auto plant for one reason: to get health 
insurance for his wife, Anastasia, and their two 
children. He didn’t even care about himself. I 
shall never forget that piercing experience: it is 
the story of millions upon millions of our fellow 
citizens excluded, priced out or eliminated 
from the insurance market place. In our par-
ents’ memory, the best jobs bill I can vote is 
one that takes the health insurance anxiety off 
the backs of small businesspeople across our 
nation. I do so today in our parents’ memory. 

I have listened closely to the concerns of 
citizens in Ohio’s Ninth Congressional District. 
There is passion on both sides. Some claim 
this legislation is unconstitutional. I respectfully 
disagree. To accept that argument is to say 
that Social Security is unconstitutional, or 
Medicare is unconstitutional, or veterans’ ben-
efits are unconstitutional, or the interstate 
highway system is unconstitutional. I believe 
that argument would tear apart the fabric of 
our Republic. 

Affordable health insurance reform is nec-
essary to provide greater competition among 
available plans to cut the costs of doing busi-
ness, reduce the share of government ex-
penditures spent on health care, help our 
companies to be more competitive in the world 
market, unleash the entrepreneurial talents of 
the American people, and give peace of mind 
to the middle class, our seniors and others 
that everything they have worked for will not 
be taken away if they get sick. 

I have been touched by stories from con-
stituents and I rise today in support of this his-
toric bill for them: 

David owns a small business. In 1999, he 
offered health insurance to his 15 employees. 
Over the course of the next decade, his insur-
ance premiums skyrocketed and he had to let 
some employees go. By 2007 he was down to 
three employees and could no longer provide 
insurance for them—or himself. Now unin-
sured, he recently suffered a heart attack. 
Health care expenses forced him to file for 
bankruptcy. Sad to say, his case is not all that 
unusual—health care costs are the leading 
cause of bankruptcy in America. 

Jeff changed jobs and was required to ob-
tain different health insurance while his wife 
was mid-term in a pregnancy. The pregnancy 
was high risk, the birth was problematic, and 
the insurer, a ‘‘health maintenance organiza-
tion,’’ an HMO, denied coverage not only for 
the mother’s labor and delivery, but also their 
baby’s conditions at birth. 

Lillian will reach her allowable Part D private 
drug plan coverage in March. She cannot af-
ford to pay for her medicines, so she never 
climbs out of the ‘‘doughnut hole’’ to obtain 
coverage again. As a result, she will quit tak-
ing her prescription drugs for nine months, 
until the new year starts. As a result, she has 
been hospitalized. 

Mary has suffered from bipolar disorder 
since her twenties. She is now in her fifties. 
She is married, with a family. She has experi-
enced many exacerbations of her illness and 
resulting hospitalizations. She reached the in-
surer’s lifetime maximum when in her early 
forties. Since then, her family has had to pay 
her expenses. 

Susan is the director of a nonprofit organi-
zation that serves homeless families. The or-
ganization offers health insurance to employ-
ees, but the premium increase this year was 
49%. Now the agency must choose between 
dropping insurance as an employee benefit or 
reducing services to the vulnerable families it 
serves. Meanwhile, the insurer posted record 
profits last year. 

Bob and Catherine were married for 53 
years and raised six children. Catherine devel-
oped a chronic debilitating illness which wors-
ened over time. Bob took care of her at home 
for nine years, using all of their savings and 
having to sell their house. 

Cassandra is a12-year-old girl with juvenile 
diabetes. Since her diagnosis as a toddler, her 
parents have been unable to obtain health 
care coverage even though they could afford 
to pay for it. They must pay all her health ex-
penses out of pocket. They live in a small 
apartment. 

Aaron is 14. He has a failing liver and has 
needed a liver transplant for five years. His 
mom could not work because she had to care 
for him. The family has no health care cov-
erage. Though the hospital absorbed much of 
the cost for his care and treatment, the family 
held fundraisers through the years to pay for 
his transplant and the health care which has 
subsequently followed. All of us are familiar 
with the spaghetti dinners, and benefit dances, 
and silent auctions to help families in similar 
circumstances. Heroic compassionate people 
rise to the occasion in communities across our 
nation, but often it simply is not enough. 

For too long, the health of our nation has 
dwindled—indeed the U.S. ranks behind over 
a dozen major nations in health outcomes— 
while the pockets of the insurance giants have 
thickened. Insurance companies raise rates 
and deny coverage to pay their CEOs exces-
sive salaries and bonuses. WellCare and 
Aetna’s executives, for example, received be-
tween $18 and $23 million dollars alone in 
2008. Despite wanting to increase premiums 
recently for individuals by 39 percent, 
WellPoint’s executives, which is an insurance 
provider in the state of Ohio where I rep-
resent, received over $8.6 million. 

Our seniors have compromised prescription 
drugs for necessary groceries, while the insur-
ance and pharmaceutical industries have 
made record profits. Hard working families 
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have watched their savings plummet and their 
homes foreclosed after unexpected illnesses. 
Women with breast cancer, men with heart 
disease and children with leukemia or child-
hood diabetes have been flat-out denied 
health insurance coverage for pre-existing 
conditions or reaching insurance policy caps. 

With the mounting economic strain on 
American families and the rising costs of 
health insurance to workers, businesses and 
the federal budget, the status quo has proven 
itself unsustainable, fiscally irresponsible and 
morally unacceptable. The time has come for 
this historical change. The bill before us pays 
for itself and actually brings revenues back to 
the health system as a result of the combina-
tion of added competition and better use of 
the health dollar. I stand in support of its 
promise to the American people—the promise 
of a better and healthier life for all in this 
blessed land. 

Mr. SPRATT. Also for purposes of a 
unanimous consent request, I yield to 
Mrs. DAHLKEMPER from Pennsylvania. 

(Mrs. DAHLKEMPER asked and was 
given permission to revise and extend 
her remarks.) 

Mrs. DAHLKEMPER. Mr. Speaker, I 
rise in support of this health care legis-
lation. 

Mr. SPRATT. I now yield 11⁄2 minutes 
to the gentlewoman from Connecticut 
(Ms. DELAURO). 

Ms. DELAURO. Mr. Speaker, I rise in 
support of this historic legislation, ar-
guably the most important vote we 
here today will ever take in this Cham-
ber. 

Today fulfills a promise made 100 
years ago by Theodore Roosevelt when 
he first called for comprehensive 
health insurance reform. It fulfills a 
promise made by Franklin Roosevelt to 
our parents, our grandparents, our 
great grandparents in 1944. President 
Richard Nixon also labored and lost on 
this national mission. And President 
Bill Clinton, too, tried to climb this 
mountain. 

Today’s legislation builds on the 
great achievements of Social Security 
and Medicare, those big changes that 
we all take for granted, regardless of 
party. And yes, they, too, were charac-
terized as socialist government take-
overs. 

And today we have a chance to make 
health insurance affordable for people 
and for small businesses that ends the 
power of the insurance companies to 
deny them coverage, increase their 
rates and, yes, drop them when they 
get sick. Enough. 

This reform law allows 32 million of 
our citizens to get insurance, a moral 
imperative. It closes the doughnut hole 
in prescription drugs for seniors, and 
women will no longer have to pay more 
for their insurance, a long overdue 
reckoning. 

I am humbled by the opportunity to 
cast a vote for this historic change. 

Mr. CAMP. Mr. Speaker, I yield my-
self 2 minutes. 

We’ve heard a lot of discussion to-
night about this bill and how it’s been 
characterized. Let me just read a few 
quotes from my friends on the Demo-

cratic side who’ve characterized this 
bill. 

A Democrat from North Carolina 
says: There is no question that our cur-
rent health care system is broken and 
that we need to make significant re-
forms to improve it in an equitable, fis-
cally responsible, and sustainable man-
ner. In my opinion, the bill as written 
does not meet those criteria. 

A Democrat from Tennessee says: 
After thorough and careful review of 
the legislation, I am unconvinced that 
the long-term trend of rising health 
care costs is adequately addressed and 
am, therefore, unable to support the 
legislation. 

A Democrat from New Mexico said: I 
do not believe that the bill does enough 
to contain costs. 

A Democrat from North Carolina 
says: Health care reform is needed, but 
the bill before us is too expensive, does 
not adequately address rising medical 
costs and skyrocketing insurance pre-
miums, and tries to do too much too 
soon. We simply cannot afford to cre-
ate a new Federal bureaucracy that 
costs nearly $1 trillion when our na-
tional debt is $12 trillion and there is 
no plan in place to address it. I will not 
vote for it. 

Another Democrat from Virginia 
says: I have spoken with countless 
small business owners, families, med-
ical professionals, and average citizens 
across Virginia, and it becomes very 
clear that this bill is not the right so-
lution for Virginia’s health care chal-
lenges. 

On and on and on again. This is not 
the right bill for America. This costs $1 
trillion, raises a half a trillion in taxes, 
and cuts Medicare by half a trillion 
dollars. Vote ‘‘no’’ on this bill. 

b 2200 

Mr. SPRATT. Mr. Speaker, for pur-
poses of a unanimous consent request, 
I yield to the gentlelady from New 
York (Mrs. LOWEY). 

(Mrs. LOWEY asked and was given 
permission to revise and extend her re-
marks.) 

Mrs. LOWEY. I rise in strong support 
of this bill. 

Mr. Speaker, I rise in support of enacting 
historic health care reform. 

Over the past fifteen months, I have held 
countless meetings with community organiza-
tions, small business owners, senior citizens, 
doctors, nurses, and patients, joined public fo-
rums and community meetings, and held tele-
phone town halls. It is clear to me the status 
quo is unsustainable. Without action, individ-
uals would continue to be denied coverage 
and care, more families would go into bank-
ruptcy due to the costs of care, and busi-
nesses would continue to struggle to cover 
their employees. 

Some benefits will be evident almost imme-
diately after this bill is signed. The most egre-
gious practices of insurance companies, like 
denying coverage for children due to pre-exist-
ing conditions and dropping coverage when 
patients become sick, will be illegal. Small 
businesses will gain tax credits to provide af-
fordable insurance to their employees. Senior 

citizens will benefit from immediate steps to 
close the Medicare prescription drug ‘‘donut 
hole.’’ 

I have heard hundreds of personal stories. 
A social worker in Ardsley earning $53,000 
per year whose out-of-pocket insurance pre-
mium just increased by $110 to $831 per 
month. Or the man from White Plains who 
was denied life saving cancer medication by 
his insurance company until my intervention. 
The small business owner from Ossining 
whose premium costs increased 40 percent 
this year. 

I want to assure you that: 
Medicare benefits will be strengthened by 

closing the prescription drug ‘‘donut hole,’’ 
eliminating charges for preventive care, and 
extending the solvency of the Medicare Trust 
Fund. 

The vast majority of families in Westchester 
and Rockland Counties will see absolutely no 
change in their income taxes due to this bill. 
I fought to protect our region, and I continue 
my work to index federal taxes to cost of liv-
ing, which would help residents in our expen-
sive area. 

Small businesses with fewer than 50 em-
ployees are exempt from employer require-
ments and some will immediately be offered 
tax credits to provide coverage for their em-
ployees. 

This legislation will not provide taxpayer 
funding for abortion, and in fact I am not 
pleased with new obstacles to reproductive 
health care. 

And finally, this bill will reduce the federal 
deficit by more than $143 billion in the first ten 
years and more than $1.2 trillion in the second 
ten years after passage. 

Instead of passing the House bill, the Sen-
ate adopted a flawed bill that I will support for 
the sole purpose of immediately making im-
provements through reconciliation to help 
American families and businesses. 

Although the legislation we passed this 
week is not perfect, it will rein in skyrocketing 
insurance premiums for families, prevent the 
worst practices of the insurance industry, help 
30 million uninsured Americans gain access to 
care, allow insured Americans to keep their 
coverage if they like it, help small businesses 
afford coverage for their employees, allow chil-
dren up to 26 years old to stay on their par-
ents’ plans and protect Medicare for senior 
citizens. 

Mr. SPRATT. Mr. Speaker, for pur-
poses of a unanimous consent request, 
I yield to the gentleman from New Jer-
sey (Mr. PAYNE). 

(Mr. PAYNE asked and was given 
permission to revise and extend his re-
marks.) 

Mr. PAYNE. Mr. Speaker, I rise in 
support of this great health care re-
form bill. 

Mr. SPRATT. Mr. Speaker, for pur-
poses of a unanimous consent request, 
I yield to the gentleman from Florida 
(Mr. GRAYSON). 

(Mr. GRAYSON asked and was given 
permission to revise and extend his re-
marks.) 

Mr. GRAYSON. I rise in support of 
this bill. 

Mr. SPRATT. Mr. Speaker, for pur-
poses of a unanimous consent request, 
I yield to the gentleman from Georgia 
(Mr. BISHOP). 
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(Mr. BISHOP of Georgia asked and 

was given permission to revise and ex-
tend his remarks.) 

Mr. BISHOP of Georgia. I rise in sup-
port of this historic health care reform 
bill. 

Mr. SPRATT. Mr. Speaker, can you 
tell me how much time is remaining on 
my side? 

The SPEAKER pro tempore. There 
are 21⁄4 minutes remaining for the gen-
tleman from South Carolina. 

Mr. SPRATT. Mr. Speaker, I yield 11⁄4 
minutes to the gentleman from New 
Jersey (Mr. ANDREWS). 

(Mr. ANDREWS asked and was given 
permission to revise and extend his re-
marks.) 

Mr. ANDREWS. Mr. Speaker, our 
friends on the other side of the aisle 
have asked frequently tonight what 
kind of country are we. They’ve asked 
exactly the right question. Tomorrow 
when a person is denied a job because 
she has breast cancer or is charged 
higher premiums because he has asth-
ma, what kind of country will we be? 
Tomorrow when a senior citizen has 
enough money in her checking account 
to pay the utility bill or her prescrip-
tion bill but not both, what kind of 
country will we be? When a person who 
tonight is scrubbing floors or pumping 
gas or waiting on tables tomorrow tries 
to go to buy a health insurance policy 
for herself or her children, what kind of 
country will we be? 

For Social Security, we gave decency 
for seniors. In Medicare, we gave com-
passion for seniors. In the Civil Rights 
Act, we gave equality for all Ameri-
cans. Tonight, we will give justice and 
decency. That’s the kind of country 
that we will be. 

Mr. CAMP. Mr. Speaker, at this time 
I yield 1 minute to the distinguished 
minority leader, the gentleman from 
Ohio (Mr. BOEHNER). 

Mr. BOEHNER. Mr. Speaker and my 
colleagues, I rise tonight with a sad 
and heavy heart. Today we should be 
standing together reflecting on a year 
of bipartisanship and working to an-
swer our country’s call and their chal-
lenge to address the rising costs of 
health insurance in our country. 

Today, this body, this institution, 
enshrined in the first article of the 
Constitution by our Founding Fathers 
as a sign of the importance they placed 
on this House, should be looking with 
pride on this legislation and our work. 

But it is not so. 
No, today we’re standing here look-

ing at a health care bill that no one in 
this body believes is satisfactory. 
Today we stand here amidst the wreck-
age of what was once the respect and 
honor that this House was held in by 
our fellow citizens. And we all know 
why it is so. We have failed to listen to 
America. And we have failed to reflect 
the will of our constituents. And when 
we fail to reflect that will, we fail our-
selves, and we fail our country. 

Look at this bill. Ask yourself, do 
you really believe that if you like the 
health plan that you have that you can 

keep it? No, you can’t. You can’t say 
that. 

In this economy, with this unemploy-
ment, with our desperate need for jobs 
and economic growth, is this really the 
time to raise taxes, to create bureauc-
racies, and burden every job creator in 
our land? The answer is no. 

Can you go home and tell your senior 
citizens that these cuts in Medicare 
will not limit their access to doctors or 
further weaken the program instead of 
strengthening it? No, you cannot. 

Can you go home and tell your con-
stituents with confidence that this bill 
respects the sanctity of all human life 
and that it won’t allow for taxpayer 
funding of abortions for the first time 
in 30 years? No, you cannot. 

And look at how this bill was writ-
ten. Can you say it was done openly, 
with transparency and accountability? 
Without backroom deals and struck be-
hind closed doors hidden from the peo-
ple? Hell, no, you can’t. 

Have you read the bill? Have you 
read the reconciliation bill? Have you 
read the manager’ s amendment? Hell, 
no, you haven’t. 
ANNOUNCEMENT BY THE SPEAKER PRO TEMPORE 

The SPEAKER pro tempore. Both 
sides would do well to remember the 
dignity of the House. 

Mr. BOEHNER. Mr. Speaker, in a few 
minutes we will cast some of the most 
consequential votes that any of us will 
ever cast in this Chamber. The decision 
we make will affect every man, woman, 
and child in this Nation for generations 
to come. If we’re going to vote to defy 
the will of the American people, then 
we ought to have the courage to stand 
before them and announce our votes, 
one at a time. 

I sent a letter to the Speaker this 
week asking that the ‘‘call of the roll’’ 
be ordered for this vote. Madam Speak-
er, I ask you, will you, in the interest 
of this institution, grant my request? 

Will you, Mr. Speaker, grant my re-
quest that we have a call of the roll? 

The SPEAKER pro tempore. Is the 
gentleman asking a rhetorical ques-
tion? 

Mr. BOEHNER. Mr. Speaker, will you 
grant my request that we have a call of 
the roll? 

The SPEAKER pro tempore. Under 
clause 2(a) of rule XX, a record vote is 
conducted by electronic device unless 
the Speaker directs otherwise. 

MR. BOEHNER. And you, Mr. Speak-
er, will you grant that request? 

The SPEAKER pro tempore. The 
Chair will decide at the time the ques-
tion is ripe. This is not it. 

Mr. BOEHNER. My colleagues, this is 
the People’s House. 

When we came here, we each swore 
an oath to uphold and abide by the 
Constitution as representatives of the 
people. But the process here is broken. 
The institution is broken. And as a re-
sult, this bill is not what the American 
people need nor what our constituents 
want. 

Americans are out there making sac-
rifices and struggling to make a better 

future for their kids, and over the last 
year as the damn-the-torpedoes outline 
of this legislation became more clear, 
millions of Americans lifted their 
voices and many, for the first time, 
asking us to slow down, not to try to 
cram through more than this system 
could handle, not to spend money that 
we didn’t have. In this time of reces-
sion, they wanted us to focus on jobs, 
not more spending, not more govern-
ment, and certainly not more taxes. 

But what they see today frightens 
them. They’re frightened because they 
don’t know what comes next. They’re 
disgusted because what they see is one 
political party closing out the other 
from what should be a national solu-
tion. And they’re angry. They’re angry 
that no matter how they engage in this 
debate, this body moves forward 
against their will. 

Shame on us. Shame on this body. 
Shame on each and every one of you 
who substitutes your will and your de-
sires above those of your fellow coun-
trymen. 

Around this Chamber, looking upon 
us are the lawgivers from Moses, to 
Gaius, to Blackstone, to Thomas Jef-
ferson. By our actions today, we dis-
grace their values. We break the ties of 
history in this Chamber. We break our 
trust with America. 

When I handed the Speaker the gavel 
in 2007, I said this: ‘‘This is the Peo-
ple’s House. And the moment a major-
ity forgets it, it starts writing itself a 
ticket to minority status.’’ 

If we pass this bill, there will be no 
turning back. It will be the last straw 
for the American people. In a democ-
racy, you can only ignore the will of 
the people for so long and get away 
with it. And if we defy the will of our 
fellow citizens and pass this bill, we’re 
going to be held to account by those 
who have placed us in their trust. We 
will have shattered those bonds of 
trust. 

I beg you, I beg each and every one of 
you on both sides of the aisle: Do not 
further strike at the heart of this coun-
try and this institution with arro-
gance, for surely you will not strike 
with impunity. 

I ask each of you to vow to never let 
this happen again—this process, this 
defiance of our citizens. It’s not too 
late to begin to restore the bonds of 
trust with our Nation and return com-
ity to this institution. 

And so join me. Join me in voting 
against this bill so that we can come 
together, together anew and addressing 
the challenge of health care in a man-
ner that brings credit to this body and 
brings credit to the ideals of this Na-
tion, and most importantly, that re-
flects the will of the American people. 

b 2215 

Mr. SPRATT. Mr. Speaker, I yield 1 
minute to the gentlewoman from Cali-
fornia, who has led the way in this 
quest for health care reform and tire-
lessly, persistently, she has brought us 
to this moment of the decision, the 
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gentlewoman from California, the 
Speaker of the House, Ms. PELOSI. 

Ms. PELOSI. Thank you, my col-
leagues. I thank the gentleman for 
yielding. I thank all of you for bringing 
us to this moment. 

Mr. Speaker, it is with great humil-
ity and with great pride that tonight 
we will make history for our country 
and progress for the American people. 
Just think, we will be joining those 
who established Social Security, Medi-
care, and now tonight health care for 
all Americans. 

In doing so, we will honor the vows of 
our Founders, who, in the Declaration 
of Independence, said that we are en-
dowed by our Creator with certain in-
alienable rights and among these are 
life, liberty, and the pursuit of happi-
ness. 

This legislation will lead to healthier 
lives, more liberty to pursue hopes and 
dreams and happiness for the American 
people. This is an American proposal 
that honors the traditions of our coun-
try. 

We would not be here tonight for sure 
without the extraordinary leadership 
and vision of President Barack Obama. 
We thank him for his unwavering com-
mitment to health care for all Ameri-
cans. This began over a year ago under 
his leadership in the American Recov-
ery and Reinvestment Act where we 
had very significant investments in 
science, technology, and innovation for 
health care reform. 

It continued in the President’s budg-
et a few months later, a budget which 
was a statement of our national values, 
which allocated resources that were 
part of our value system and in a way 
that stabilized our economy, created 
jobs, lowered taxes for the middle class 
and did so and reduced the deficit and 
did so in a way that had pillars of in-
vestment, including education and 
health care reform. 

Health care reform and education 
equal opportunity for the American 
people. This legislation tonight, if I 
had one word to describe it, would be 
opportunity with its investments in 
education and health care as a continu-
ation of the President’s budget. 

We all know, and it’s been said over 
and over again, that our economy 
needs something new, a jolt, and I be-
lieve that this legislation will unleash 
tremendous entrepreneurial power into 
our economy. Imagine a society and an 
economy where a person could change 
jobs without losing health insurance, 
where they could be self-employed or 
start a small business. 

Imagine an economy where people 
could follow their passions and their 
talent without having to worry that 
their children would not have health 
insurance, that if they had a child with 
diabetes who was bipolar or preexisting 
medical condition in their family, that 
they would be job locked. Under this 
bill, their entrepreneurial spirit will be 
unleashed. 

We all know that the present health 
care system and health insurance sys-

tem in our country is unsustainable. 
We simply cannot afford it. It doesn’t 
work for enough people in terms of de-
livery of service, and it is bankrupting 
the country with the upward spiral of 
increasing medical cost. The best ac-
tion that we can take on behalf of 
America’s family budgets and on behalf 
of the Federal budget is to pass health 
care reform. 

The best action we can take to 
strengthen Medicare and improve care 
and benefits for our seniors is to pass 
this legislation tonight, pass health 
care reform. The best action we can do 
to create jobs and strengthen our eco-
nomic security is pass health care re-
form. 

The best action we can take to keep 
America competitive, ignite innova-
tion, again, unleash entrepreneurial 
spirit is to pass health care reform. 

With this action tonight, with this 
health care reform, 32 million more 
Americans will have health care insur-
ance and those who have insurance now 
will be spared of being at the mercy of 
the health insurance industry with 
their obscene increases in premiums, 
their rescinding of policies at the time 
of illness, their cutting off of policies 
even if you have been fully paying but 
become sick. The list goes on and on 
about the health care reforms that are 
in this legislation: insure 32 million 
more people, make it more affordable 
for the middle class, end insurance 
company discrimination on preexisting 
conditions, improve care and benefits 
under Medicare and extending Medi-
care solvency for almost a decade, cre-
ating a healthier America through pre-
vention, through wellness and innova-
tion, create 4 million jobs in the life of 
the bill and doing all of that by saving 
the taxpayer $1.3 trillion. 

Another Speaker, Tip O’Neill, once 
said, All politics is local. I say tonight 
that when it comes to health care for 
all Americans, all politics is personal. 
It’s personal for the family that wrote 
to me, who had to choose between buy-
ing groceries and seeing a doctor. It’s 
personal to the family that was refused 
coverage because their child had a pre-
existing condition, no coverage, the 
child got worse, sicker. 

It’s personal for women. After we 
pass this bill, being a woman will no 
longer be a preexisting medical condi-
tion. 

It’s personal for the senior gentleman 
whom I met in Michigan who told me 
about his wife who had been bedridden 
for 16 years. He told me he didn’t know 
how he was going to be able to pay his 
medical bills. As I said to you before, I 
saw a grown man cry. He was worried 
that he might lose his home, that they 
might lose their home because of his 
medical bills and he didn’t know how 
he was going to pay them and, most of 
all, he was too embarrassed to tell his 
children and ask them for help. How 
many times have you heard a story 
like that? 

It’s personal for millions of families 
who have gone into bankruptcy under 

the weight of rising health care costs, 
and so many, many, many—a high per-
centage of the bankruptcy in our coun-
try—are caused by medical bills that 
people cannot pay. It’s personal for 
45,000 Americans and families who have 
lost a loved one each year because they 
didn’t and couldn’t get health insur-
ance. 

That is why we are proud and also 
humble today to act with the support 
of millions of Americans who recognize 
the urgency of passing health care re-
form and more than 350 organizations 
representing Americans of every age, 
every background, every part of the 
country who have endorsed this legisla-
tion. Our coalition ranges from AARP 
who said that our legislation ‘‘im-
proves efforts to crack down on fraud 
and waste in Medicare, strengthening 
the program for today’s seniors and fu-
ture generations.’’ I repeat: ‘‘improves 
efforts to crack down on fraud and 
waste in Medicare, strengthening the 
program for today’s seniors and future 
generations.’’ 

To the American Medical Associa-
tion, the Catholic Health Association, 
the United Methodist Church and 
Voices for America’s Children, from A 
to Z, they are sending a clear message 
to Members of Congress, say ‘‘yes’’ to 
health care reform. 

We have also reached this historic 
moment because of the extraordinary 
leadership and hard work and dedica-
tion of all of the Members of Congress, 
but I want to especially recognize our 
esteemed Chairs, Mr. WAXMAN, Mr. 
RANGEL, Mr. LEVIN, Mr. MILLER, Mr. 
SPRATT, Ms. SLAUGHTER, for bringing 
this bill to the floor today. Let us ac-
knowledge them. 

I want to acknowledge the staff of 
the committees and of the leadership. 
They have done a remarkable job, daz-
zling us with their knowledge and their 
know-how. 

I would like to thank on my own 
staff Amy Rosenbaum, Wendell Primus 
and Arshi Siddiqui. 

Now I will close by saying it wouldn’t 
be possible to talk about health care 
without acknowledging the great lead-
ership of Senator Edward Kennedy, 
who made health care his life’s work. 
In a letter to President Obama before 
he passed away—he left a letter to be 
read after he died—Senator Kennedy 
wrote that access to health care was 
‘‘the great unfinished business of our 
society.’’ That is, until today. 

After more than a year of debate and, 
by the way, the legislation that will go 
forth from here has over 200 Republican 
amendments, and while it may not get 
Republican votes and be bipartisan in 
that respect, it is bipartisan in having 
over 200 Republican amendments. 

After a year of debate and hearing 
the calls of millions of Americans, we 
have come to this historic moment. 
Today we have the opportunity to com-
plete the great unfinished business of 
our society and pass health insurance 
reform for all Americans. That is a 
right and not a privilege. 
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In that same letter to the President, 

Senator Kennedy wrote, What is at 
stake? He said at stake are not just the 
details of policy, but the character of 
our country. Americans will look back 
on this day as one in which we honored 
the character of our country and hon-
ored our commitment to our Nation’s 
Founders for a commitment to life, lib-
erty and the pursuit of happiness. 

As our colleague, JOHN LEWIS, has 
said, we may not have chosen the time, 
but the time has chosen us. We have 
been given this country, an oppor-
tunity to stay right up there with, 
again, Social Security, Medicare, 
health care for all Americans. 

I urge my colleagues to join together 
in passing health insurance reform, 
making history and restoring the 
American Dream. I urge an ‘‘aye’’ vote. 

b 2230 

ANNOUNCEMENT BY THE SPEAKER PRO TEMPORE 
The SPEAKER pro tempore. The 

Chair will again remind all persons in 
the gallery that they are here as guests 
of the House, and that any manifesta-
tion of approval or disapproval of pro-
ceedings or other audible conversation 
is in violation of the rules of the 
House. 

Mr. AL GREEN of Texas. Mr. Speaker, I am 
proud to support H.R. 4872, the Reconciliation 
Act of 2010 and the healthcare reform pack-
age that its passage will complete. 

Today, the House of Representatives has 
been given the opportunity to take a concrete 
and powerful step toward completing the work 
of reforming our healthcare system that began 
decades ago. For much of the last year, my 
colleagues and I have debated many ways in 
which we could work to lower costs, improve 
the quality of care and expand coverage. 
What we pass today will begin to achieve all 
three. 

In the wake of the financial crisis that has 
devastated our economy, concerns of our na-
tion’s deficit are well-placed and wholly appro-
priate. Despite what many of its opponents 
would argue, the passage of this healthcare 
reform package will reduce the national deficit 
by an estimated $1.3 trillion over the next 20 
years according to the Congressional Budget 
Office. 

Through the course of this debate, we have 
seen misinformation about healthcare reform 
instill fear into the hearts of the American peo-
ple. We have seen the distortion of truth breed 
uncertainty about whether healthcare reform 
will be to the benefit of our country. Despite all 
of the debate, and at times confusion, there 
remains one incontrovertible truth: the cost of 
inaction, when our country spends nearly $2.5 
trillion a year on healthcare, over 45 million 
Americans are without health insurance, and 
45,000 people die every year due to lack of 
health insurance, is simply too great. 

The time for debate has ended. The ques-
tion we are faced with is quite simple: do we 
act to shift the course of this country towards 
affordable, quality healthcare, or do we con-
tinue down the path of unsustainable costs 
and squander this historic opportunity to bring 
about meaningful change in the lives of the 
American people? 

I am proud to vote in favor of this giant step 
toward putting Americans in control of their 

health care and I look forward to this legisla-
tion being signed into law so that we may 
move forward with this much needed reform. 

Mr. SMITH of Texas. Mr. Speaker, Repub-
licans and Democrats agree on the need for 
health insurance to cover those who cannot 
afford it. But this legislation is the wrong way. 

The health care bill is built on the shifting 
sands of higher premiums, increased taxes 
and reduced benefits. Such a foundation can-
not last and will be washed away by the 
American people in the November election. 

A majority of the American people want to 
choose their own health care plan, not have 
the government do it for them. Under this bill, 
many health care decisions will be made by 
federal employees, not patients and their doc-
tors. The result will be less care at higher 
cost. 

Mr. PUTNAM. Mr. Speaker, at the end of 
this term, I will have served in Congress for 10 
years. I have had the privilege of participating 
in countless debates—from war resolutions 
and trade policies to the aftermath of the 9/11 
attacks—and working with Members of Con-
gress on both sides of the aisle on some of 
America’s greatest challenges. 

We now stand on the floor of the House of 
Representatives to address one of today’s 
greatest challenges in America—healthcare 
reform. While this may be one of the more 
complicated issues we are faced with, the 
goals—in my mind—are simple. We need to 
lower the cost of healthcare, while expanding 
healthcare coverage to more individuals. To 
accomplish this, I have advocated for policies 
like allowing small businesses to pool together 
and form association health plans, providing 
incentives for wellness programs and healthy 
life decisions, making reforms to our medical 
malpractice laws, and allowing individuals to 
purchase insurance across state lines. These 
policies are far-reaching, free-market based, 
and—most of all—don’t require new govern-
ment bureaucracies. Unfortunately, they all 
lost out to a partisan process of backroom 
deals that have tainted this proposal and fur-
ther undermined the already low esteem in 
which the people we serve hold in this institu-
tion. 

Ever since the first 2,000 page healthcare 
bill was dropped on my desk just prior to the 
vote in November, I have listened to Florid-
ians—from parents and patients to doctors 
and seniors—who understand that healthcare 
is just too dynamic to be taken over by a 
stale, cold federal government. They under-
stand that we don’t need to model our 
healthcare system on those systems across 
the globe who envy our quality of care, tech-
nology, and research investment. We don’t 
need some agency to make decisions about 
our family’s healthcare that has the efficiency 
of FEMA and the compassion of the drivers li-
cense office. While we do have some aspects 
of our system that need to be improved, Flo-
ridians understand we should address them in 
a manner that actually solves the problem— 
not having government destroy the innovation 
that comes from competition. Madam Speaker, 
they understand this, but Congress clearly 
doesn’t. 

The misguided policies we are voting on 
today are sadly coupled with the broken proc-
ess they followed to get here. The measure 
we will vote on hasn’t seen a single legislative 
committee, bi-partisan negotiation, or open 
process. Like anything with such an impact to 

the American people, this legislation deserves 
the scrutiny of the legislative process and the 
challenges that may come with amendments 
and committee debate. In short, this measure 
deserves a public vetting to arrive at the best 
possible outcome. 

Had our founders seen the process this 
healthcare debate has taken, they simply 
would not have recognized it as the House of 
Representatives they envisioned. Would they 
have supported a process that didn’t even in-
clude the committees responsible for 
healthcare? Would they have appreciated gim-
micks that only budget analysts would under-
stand in order to ensure a certain overall cost? 
Could they explain why a student loan bill was 
mysteriously attached to a massive healthcare 
reform proposal or why Congress decided to 
give one state a better deal than the rest of 
the country? Could they have ever imagined a 
Congress that is only willing to dedicate two 
hours of debate to a measure that spends $1 
trillion? 

Our schoolchildren are taught the way an 
idea becomes law and that as an elected Rep-
resentative, I have the ability to amend this 
legislation on their behalf and spend days de-
bating every provision that may have been in-
cluded. They know they deserve a process 
that allows their representative to have a seat 
at the drafting table, not one where the bill is 
dropped on his desk just prior to a vote. Even 
the most casual observer of this process and 
this bill’s journey would find it unrecognizable 
from our most basic understanding of civics 
and representative democracy. 

When the outcome of this vote became 
more important than the product itself, tax-
payers lost. When the legislative process be-
came an afterthought to salvaging a presi-
dency, taxpayers lost. When debate was sac-
rificed for special deals, taxpayers lost. 

Madam Speaker, this process is a dis-
service and has birthed a flawed product that 
restrains patient freedom and choice, burdens 
future generations with debt, undermines a 
competitive business model for medicine and, 
most tragically, will reduce the most innovative 
diagnostics and treatment on Earth to the low-
est common bureaucratic denominator. 

Time and again, the government proves in-
efficient and obsolete in changing times with 
rapidly emerging technologies. In medicine, 
that is a recipe for obsolescence, archaic ap-
proaches, and delayed treatments that costs 
lives and weakens the human condition. 

While I do not hold up the current health 
care model as perfect—I do observe the qual-
ity of the treatment options, the daily miracles 
made possible by world-class technology guid-
ed by well-trained health care professionals, 
and the range of options in large and small 
towns alike as evidence that the American 
model is far superior to the cumbersome, one- 
size-fits-all models that are found in nations 
like Canada and the UK whose citizens fre-
quently flee to our nation to find the quality 
care they believe is not available in their own 
countries. 

Tonight’s vote against this bill is cast on be-
half of patients and doctors, taxpayers and 
citizens who value innovation, competition, 
and the spirit of the individual that has created 
the American experience and built this great 
nation into the envy of the world. 

While we can and must do more to improve 
access and affordability, we shouldn’t sacrifice 
all we are as a nation for the security of medi-
ocre medicine, bureaucratically administered. 
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Mr. PAULSEN. Mr. Speaker, this body is 

nearing what will be a defining vote for the fu-
ture of our nation. 

While Majority Leadership continued the 
arm twisting until enough members would vote 
for the bill, the voice of the American people 
got louder. 

They have made it clear they do not want 
this bill. My constituents, by a margin of over 
3 to 1, have told me they don’t like this plan— 
and with good reason. 

This bill will cost nearly 1 trillion dollars in 
the next decade alone—and the true cost of 
this bill will surely go higher as entitlement 
spending soars and other provisions are fully 
phased in. 

The bill is loaded with job-killing tax in-
creases—and an Associated Press analysis 
said health care premiums will actually go up 
under this plan. 

The bill will also allow the IRS to verify if 
you have ‘‘acceptable’’ health care coverage 
and fine you if you don’t! 

This bill will cut $500 billion from Medicare 
and in turn use that money for new entitlement 
spending. And history has shown entitlement 
spending goes up, not down, over time. With 
our current entitlement programs already 
headed for insolvency, why on earth would 
you exacerbate the problem? 

I would be remiss if I didn’t mention that this 
legislation also negatively impacts our Nation’s 
veterans. It betrays the promise that this coun-
ty made to honor their sacrifice by failing to 
cover millions of beneficiaries including de-
pendents, widows, survivors and orphans. 

The VFW has expressed their opposition to 
this bill and this body should not pass any bill 
that negatively impacts our veterans. Those 
families who have proudly served this country 
deserve better. 

Finally, the legislation contains a $20-billion 
tax on American medical manufacturers. This 
tax—which will hit manufacturers of tech-
nologies now common in modern medicine 
such as pacemakers, stents and MRI scan-
ners—will be levied against many medical de-
vice manufacturers in my home state of Min-
nesota. In the end, this will harm jobs and 
cause patients to pay more for fewer medical 
technologies—the exact opposite of what we 
need. 

I believe this Nation needs real, bipartisan 
health care reform the American people can 
support. This bill should be set aside and re-
placed with common sense measures that will 
actually lower costs for everyone. 

Ms. LINDA T. SÁNCHEZ of California. Mr. 
Speaker, whether all Americans should have 
access to quality health care at a reasonable 
price is a question a century old. First raised 
by Teddy Roosevelt in 1912, then repeated by 
FDR, Harry Truman, and later presidents, the 
question almost answers itself. No nation can 
be strong whose citizens are sick and poor. 
To improve our economy, to care for our peo-
ple, to fix our expensive and broken 
healthcare system, the time is now. 

Truman argued that the principal reason 
why people could not receive the care they 
needed in 1946 was that they could not afford 
to pay for it. At the time, the cost of health 
care accounted for 4 percent of the nation’s 
income. Today, the reason people don’t re-
ceive care most likely remains its 
unaffordability, but the aggregate cost of 
health care has since risen to 16 percent of 
the nation’s income. 

Having grown up in a working family of 
seven kids, I know how important health insur-
ance is. My parents couldn’t predict which of 
us might break a leg, need our tonsils out, or 
worse, but they could predict that without in-
surance, they couldn’t pay to get us the care 
we needed. There is no reason that hard 
working Americans should be priced out of 
needed healthcare. 

Without doubt, this is not a perfect bill. It 
does not contain strong employer responsi-
bility provisions or a public plan to provide real 
competition to private insurers. It cuts DSH 
payments for hospitals too much. It benefits 
states that have left some of their poorest citi-
zens out of Medicaid without rewarding states 
like California that have been doing the right 
thing all along. 

It contains an Independent Payment Advi-
sory Board, which would severely limit Con-
gressional oversight of the Medicare program 
and place authority within the executive 
branch, without Congressional oversight, judi-
cial review, or state or community input. It also 
does something no bill has ever done be-
fore—prohibits undocumented immigrants from 
spending their own money to buy private 
health insurance within an insurance ex-
change or marketplace. 

But the bill’s strength—that it makes health 
insurance accessible and affordable for more 
than 30 million Americans who currently lack 
insurance—is so much more important than its 
weaknesses. 

After fifteen months of hearings, meetings, 
debates, and ideas, the time has come for 
Congress to act to make healthcare better for 
all Americans. 

I take this vote after much thought and con-
sideration, not for any politician, but for my 
constituents who are anxious about whether 
they will be able to afford care for themselves 
and their children when they need it. For a na-
tion as wealthy as America to have tens of 
millions of people without health insurance is 
shameful. 

Even those who have insurance fear losing 
their jobs, and with it their insurance. Some 
are concerned that they will reach their annual 
or lifetime caps on coverage. Others are anx-
ious that their insurance companies will simply 
drop them as soon as they get sick. 

This bill, which my constituents have told 
me this Nation desperately needs, will address 
a number of shortcomings in our current sys-
tem. 

In our current system, those who have in-
surance pay more to subsidize care for those 
who don’t have insurance. This bill changes 
that by requiring everyone to have basic 
health coverage. Everyone has a stake in im-
proving public health. Currently, the uninsured 
don’t get preventive care, and once they’re 
sick, they wind up in the most expensive place 
to get treatment—the emergency room. The 
large number of uninsured distorts our system, 
acting as a hidden tax on the insured. This bill 
repeals that hidden tax. 

In our current system, those with pre-exist-
ing conditions are discriminated against. No 
child asks to be born with muscular dystrophy, 
juvenile diabetes, asthma, or Down Syndrome. 
Yet current law allows insurance companies to 
deny or limit their coverage. This bill fixes that 
injustice, protecting our children, and ensuring 
they can access coverage for life. 

In our current system, some women pay 
twice as much as men for insurance simply 

because they are women. This bill will change 
that so insurance companies will treat all peo-
ple equally. 

In our current system, Americans who work 
just as long and just as hard as their fellow 
citizens often lack insurance simply because 
they work for a small company instead of a 
large one. This bill addresses that too, by cre-
ating generous tax credits to small businesses 
to make insurance more affordable, and by 
creating affordability credits to help self-em-
ployed folks buy insurance at an affordable 
price in an insurance marketplace. 

In our current system, healthcare costs are 
skyrocketing out of control. This bill will help 
rein in costs by paying doctors for quality, not 
quantity, and actually reduces the budget def-
icit, making our Nation more fiscally stable. 

Oh, and one more thing, in our current sys-
tem, millions of Americans like their doctors 
and insurance companies. This bill allows you 
to keep them. Millions of Americans will see 
no change in this bill except for the added 
peace of mind that occurs when you are no 
longer at the mercy of an insurance company 
that can drop or deny coverage at the drop of 
a hat. 

And I haven’t even mentioned the improve-
ments to Medicare: closing the donut hole, 
eliminating co-payments on preventive tests, 
and reducing fraud and waste to extend the 
life of the Medicare Trust Fund. 

Yes, anyone who looks at this bill can find 
something wrong with it. But I can’t remember 
the last time I voted on a perfect bill here in 
Congress. Just about every bill can be im-
proved in one way or another. 

On balance, this bill does what I came to 
Washington to do: to give a voice to average 
working people, whose voices are too often 
drowned out by the voices of moneyed inter-
ests. 

Because I believe this bill would make 
America a stronger, more stable, healthier, 
fairer, and more just Nation, I vote yes. 

Mr. CONYERS. Mr. Speaker, I rise today in 
strong support of the American people’s call to 
pass health reform, and I urge this body to 
pass this historic bill. 

We are here at this moment, principally, be-
cause of one number: 45 million. These are 
the uninsured Americans, many of whom have 
lost their job and their health insurance in the 
worst economic downturn since the Great De-
pression. Today’s vote on this imperfect legis-
lation is necessary because our fellow citizens 
desperately need access to affordable com-
prehensive health care services. This legisla-
tion will give them that foot in the door and 
pave the way for greater future reforms. 

America remains the only nation in the in-
dustrialized world where health care is a for- 
profit corporate enterprise, where approxi-
mately 45,000 uninsured people die each year 
from lack of coverage, and over 1 million peo-
ple go bankrupt each year. 

Let me be clear. This is not a perfect bill. I 
would have preferred a different approach that 
covered more people. But let me address 
those who oppose this bill. Tomorrow, they 
are going to wake up and our democracy will 
still stand. We will continue to live in the great-
est country with the hardest working, most pa-
triotic, freedom-loving citizens on the planet. 

The real impact of the bill will be felt tomor-
row when: 

Insurance companies can no longer drop a 
person’s coverage once they become sick; 
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The average senior citizen will gain an addi-

tional $1,727 in prescription drug coverage; 
and 

Our children cannot be denied coverage 
based on pre-existing conditions and will be 
covered under our policies until they are 26. 

When health reform is fully enacted, ap-
proximately 31 million additional Americans 
will have access to health insurance, with 15 
million of them receiving care via an improved 
Medicaid. 

Don’t let anyone fool you—Medicare will be 
strengthened by this bill. The only Medicare 
cuts in this bill are the billions in corporate 
welfare subsidies to health insurance compa-
nies that provide minimal benefit to seniors. 
The bill takes this wasteful spending and ap-
plies these funds to benefit consumers, not in-
surance companies. Medicare will become 
more affordable, offer more comprehensive 
benefits, and continue to provide peace of 
mind to America’s seniors for years to come. 

We will not end our efforts to improve our 
health system with the passage of this bill. 
Just as we have improved Medicare and So-
cial Security, so too will we strengthen this ini-
tial package of reforms. 

Members of the Senate Leadership have 
made it clear they will revisit the idea of a 
public health insurance plan this year. I call on 
my fellow progressives to hold firm in our in-
sistence on such a vote. The health insurance 
monopolies fear the competition an efficient 
not-for-profit public health insurance plan 
would provide and that is exactly why we must 
have an up or down vote on this proposal. 

I support a public health option because I 
fundamentally believe in the value of public 
health insurance. For this reason, I remain an 
ardent supporter of universal single-payer 
health care. This system has successfully pro-
vided quality, affordable, and cost-effective 
health care wherever implemented, whether 
with Medicare, the U.S. military, Europe, Tai-
wan, or Japan. 

Adoption of a single-payer system is the 
only long-term means to eliminate the 
corporate-medical-industrial-complex which 
threatens to undermine our health system with 
continued rising costs and an insatiable desire 
to pass costs onto already burdened citizens. 
For-profit investor-owned hospitals, prescrip-
tion drug companies, and medical device man-
ufacturers are just as culpable as the health 
insurance industry and future reforms must 
seek to address the profits-first mindset that 
prevails in these industries. 

If this bill passes, we should celebrate it. 
Tomorrow we will begin the work to make it 
better—to truly secure health care as a human 
right. 

Mr. HOEKSTRA. Mr. Speaker, I rise today 
to vehemently object to the government take-
over of health care. 

It is bad social policy, bad public policy and 
bad fiscal policy for the United States. 

The health care bills we will vote on today 
are estimated to cost more than $1 trillion, will 
expand government bureaucracy, permit tax-
payer-funded abortions, increase taxes and 
cut Medicare. Additionally, it includes egre-
gious sweetheart deals such as the 
‘‘Cornhusker Kickback’’ for Nebraska, ‘‘Gator 
Aid’’ for Florida and the ‘‘Louisiana Purchase.’’ 

My home state of Michigan alone will be 
forced to pay $710 million annually for new 
Medicaid enrollees, money the state does not 
have to spare. It is verging on denying the 

state’s ability to regulate health care programs 
and insurance and encroach on its sovereignty 
in doing so. 

Every American is personally impacted by 
health care. As such over the last year Michi-
gan residents and all Americans have voiced 
their opposition with the health care proposals 
in Congress. It is disheartening to see that 
Congress is blatantly ignoring the voice of the 
public. 

The U.S. health care system remains the 
best in the world, but still needs reform. Re-
form can be achieved by targeted measures 
such as allowing insurance competition across 
state lines and creating high-risk pools of 
money for states to support those with pre-ex-
isting conditions. 

I had hoped that we could work in a bipar-
tisan manner to achieve reform of health care, 
but Republicans were not allowed a seat at 
the table. 

We do not need the federal government to 
take over one-sixth of the American economy, 
and saddle states like Michigan with man-
dates, tax increases and debt. 

Mr. Speaker, in Michigan a situation has de-
veloped in which home health car providers 
have been forced to pay union dues to state 
because they accept federal dollars. 

How can we be sure that the same will not 
happen to medical practitioners who will be 
forced into a government-run system? 

Additionally, I am concerned that the rec-
onciliation bill that we will vote upon today will 
completely federalize student lending, leading 
to lost jobs, tax increases and the elimination 
of choice. 

Mr. Speaker, I will be voting against the 
bills, and I respectfully submit my remarks for 
the RECORD. 

Mr. COBLE. Mr. Speaker, I rise in opposi-
tion to the proposed government takeover of 
our health care system. 

I have not come at this decision lightly. Al-
though a small portion of my constituents sup-
port this proposal, the vast majority want noth-
ing to do with it. Clearly there are areas of our 
health care system that need to be improved. 
That being said, this bill is a complete over-
haul of the system. 

Make no mistake about it. This bill will put 
the government in control of our health care. 
It is a train wreck waiting to occur and consid-
ering our current economic morass, we need 
no train wrecks. 

It is with the best interests of all of my con-
stituents, their children and future generations 
that I will oppose this legislation. 

Mr. POSEY. Mr. Speaker, I rise to express 
my strong objections to the health care legisla-
tion, H.R. 3950, and the unprecedented, proc-
ess through which it is being considered. The 
overwhelming majority of Americans are telling 
Washington through their letters, calls and 
every poll that they don’t want this bill. Nearly 
eight in ten of my constituents who have con-
tacted me on this issue have asked that I vote 
against the bill. 

Social Security is already unsustainable. 
Medicare is unsustainable. Medicaid is 
unsustainable and reimbursements are al-
ready so low that few doctors will even see 
Medicaid patients. These programs have tens 
of trillions of dollars in unfunded liabilities. 
Rather than fix these problems, the bill before 
us makes them worse. This bill takes over 
$500 billion out of Medicare and spends it on 
this new health care plan. It adds millions of 

new enrollees to Medicaid—already one of the 
fastest growing federal and state budget line 
items. H.R. 3950 takes over $53 billion out of 
the Social Security Trust Fund and spends it 
on this new health care plan. And, they say 
that this bill will save the taxpayers money. 

The American people have figured it out 
and that is why they want this particular piece 
of legislation stopped. It’s not that they don’t 
want health care reform; it’s just that they 
don’t want this particular bill. No one is sug-
gesting that the status quo is acceptable. In 
fact, I have cosponsored more than a dozen 
health care bills aimed at fixing the problems 
with our current system. I suggested in a 
meeting with the Secretary of Health and 
Human Services Kathleen Sebelius, that we 
move forward with those things upon which 
we can reach agreement—like addressing pre-
existing conditions and ending the practice of 
insurance companies dropping coverage for 
someone when they get sick. Unfortunately, 
she rejected that offer. 

I want to talk just briefly about the cost of 
this bill. On Thursday, a preliminary Congres-
sional Budget Office, CBO, cost estimate of 
the bill was released. But that budget included 
a number of gimmicks that hide the real costs 
of health care reform legislation. I believe the 
American people want and deserve honest 
budgeting because once the smoke and mir-
rors are removed, they will have to pay the 
costs of this bill. 

Let’s look at why we have the differences. 
It is important to remember that the CBO can 
only estimate the costs of the specific lan-
guage that is presented to them. An analysis 
of the costs of the bill that was released by 
the Senate Budget Committee found that after 
you remove the budget gimmicks, this bill in-
creases the budget deficit by nearly $600 bil-
lion in the first 10 years and $1.6 trillion over 
the second 10 years. This is a far cry from the 
preliminary budget estimate from the CBO, 
which put the net effect of the bill at reducing 
the deficit by $118 billion over 10 years. So, 
what causes this discrepancy? 

What are some of the reasons for the dif-
ferences? CBO does not include in its calcula-
tion the $53 billion that is borrowed from So-
cial Security to pay for H.R. 3950. CBO as-
sumes these monies will not have to be repaid 
to the Social Security Trust Fund. 

Likewise, the bill includes over $500 billion 
in cuts to Medicare program and assumes that 
future Congresses will allow these cuts to be 
fully implemented. Anyone remotely familiar 
with Congress knows that time and again 
Congress has stepped in to stop such Medi-
care cuts and may well do so again in the fu-
ture. Thus to assume that Medicare will be cut 
by nearly $500 billion is simply not realistic. 
Furthermore, rather than take these Medicare 
savings and spend them elsewhere, these 
funds could have been used to help secure 
the long-term solvency of Medicare. 

This bill creates a new long-term care enti-
tlement benefit, known as the CLASS Act. 
This bill collects $70 billion more in premiums 
than it will pay out in benefits over the first 10 
years of the program. Rather than keep this 
$70 billion in the Trust Fund to pay future ben-
efits, H.R. 3950 takes the money out of this 
trust fund and uses it to pay the costs of H.R. 
3950. 
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H.R. 3950 creates dozens of new programs; 

however, the CB0 cost estimate does not in-
clude any costs associated with these pro-
grams. The Senate Budget Committee esti-
mates the 10-year costs of these programs at 
$114 billion. 

Medicare also faces more than a $200 bil-
lion shortfall in the amount of funding needed 
to pay physicians. It would have been appro-
priate to use the Medicare savings in H.R. 
3950 to fix this problem. However, H.R. 3950 
leaves in place the 21 percent cut in payments 
to doctors. Speaker Pelosi has said that we 
can expect another bill to come to the House 
floor in a few weeks that fixes this shortfall. 
The cost of that bill will simply be added to the 
deficit and no one will have to pay for it. 

So, rather than saving $118 billion over 10 
years as CBO estimates, the real costs will be 
hundreds of billions of dollars in deficit spend-
ing in just the first 10 years. Between 2020 
and 2029 the debt rises even more. 

Our nation has lost millions of jobs since 
January of 2008. To restore these jobs, our 
nation would have to create 250,000 jobs per 
month for each of the next 5 years. Hundreds 
of billions of dollars in new taxes on small 
business and new costly mandates included in 
H.R. 3950 will only result in the loss of addi-
tional jobs and it will make it harder for busi-
nesses to hire new employees. In fact, it is es-
timated that this bill may result in the loss of 
more than 2 million additional jobs. 

Not only does this bill have a costly impact 
on businesses, but it imposes tens of billions 
of dollars in unfunded mandates on the states. 
Our state budgets are already stretched thin 
and governors and state legislatures are cut-
ting tens of billions of dollars just to balance 
their budgets—something many states are re-
quired to do, but not Washington. This bill 
makes that task harder for the states and will 
ultimately result in higher taxes on individuals 
and businesses. 

H.R. 3950 lacks sufficient protections to en-
sure that American taxpayers are not forced to 
pay for the health care of millions of illegal im-
migrants. 

I am further concerned that this bill fails to 
include protections, passed earlier this year in 
the House, that would ensure that taxpayer 
money is not used to pay for elective abor-
tions. This bill also lacks sufficient conscience 
protections to ensure that health care pro-
viders, doctors, nurses, hospitals, and health 
plans are not required to participate or in any 
way support elective abortions. 

Never before has Congress considered a 
bill that so fundamentally changes the relation-
ship between the people and the government. 

This bill gives the federal government un-
precedented powers. H.R. 3950 empowers 
government panels to make coverage deter-
minations. It also creates the Independent 
Medicare Advisory Board, IMAB, which is 
given broad authority to make cuts in Medi-
care. 

Over 4,000 times in this bill, the word 
‘‘shall’’ appears, and ‘‘shall’’ indicates a federal 
mandate. In more than a dozen places, the bill 
provides that there will be ‘‘no administrative 
or judicial review’’ of a federal bureaucrat’s de-
cision. 

It has been said that: ‘‘A democracy cannot 
exist as a permanent form of government . . . 
It can only exist until the voters discover they 
can vote themselves largess from the public 
treasury. From that moment on, the majority 

usually votes for the candidates promising 
them the most benefits. Therefore the average 
age of the world’s greatest civilizations has 
been about 200 years. These nations have 
progressed through this sequence: From 
bondage to spiritual faith; from spiritual faith to 
great courage; from courage to liberty; from 
liberty to abundance; from abundance to self-
ishness; from selfishness to apathy; from apa-
thy to dependence; from dependency back 
again into bondage.’’ 

This bill vastly expands the powers of the 
Internal Revenue Service, IRS. If this bill be-
comes law, the IRS may have to hire up to 
16,500 additional employees just to enforce all 
the new taxes and penalties. The bill empow-
ers the IRS to: (1) verify that Americans have 
government-approved health care coverage; 
(2) fine Americans up to $2,085 or 2 percent 
of income (whichever ’is greater) for the failure 
to purchase a government-approved plan; (3) 
confiscate tax refunds; and (4) increase au-
dits. 

Finally, I would be remiss if I did not ex-
press my deep disappointment with the proc-
ess that has characterized this debate and the 
manner in which this legislation has been writ-
ten. I come from the sunshine state, where we 
have very strict laws about transparency and 
openness in government—a process that is 
seriously lacking in Washington. 

The House considered a bill in three com-
mittees last summer. A handful of Republican 
amendments were adopted in those commit-
tees. Unfortunately, when the bill was rewritten 
behind closed doors before coming to the 
House floor in November; those amendments 
were removed from the bill. When the House 
considered this bill in November 2009, over 
200 amendments were filed to be offered, but 
the leaders in the majority allowed only one 
amendment to be voted on. 

Likewise the Senate bill was written behind 
closed doors and no amendments were al-
lowed to be offered when it was considered in 
the Senate in December 2009. It includes spe-
cial earmarks meant to secure the votes of 
particular Senators. Now we are debating that 
bill today, and once again no amendments are 
allowed to be offered. 

We are also debating a new bill drafted by 
the majority in the House that purports to 
make changes to the Senate bill. Again, this 
bill was drafted behind closed doors over the 
last few days and includes yet again more 
special provisions intended to secure par-
ticular votes. Yesterday, at the House Rules 
Committee, Republicans presented over 80 
amendments that they wanted to offer to this 
bill, but not a single one allowed an up or 
down vote. 

Mr. Speaker, is it any wonder that the Amer-
ican people have so much disdain for Wash-
ington and this body? This is a sad day char-
acterized by a lack of openness and trans-
parency. The American people deserve better. 

Mr. KANJORSKI. Mr. Speaker, today I voted 
for legislation designed to improve the afford-
ability and accessibility of health care. Ameri-
cans already spend more on health care than 
the people of any other nation. If we take no 
action, health care costs are expected to dou-
ble over the next 10 years, just as they have 
over the last 10 years. It is not the bill I would 
have written if it were up to me alone, but it 
is the best we can do at this time. 

This was one of the most difficult votes I 
have ever cast, primarily because there is a 

great deal of confusion about what this bill will 
do. Over the last year, many people through-
out Northeastern Pennsylvania have taken the 
time to voice their thoughts on this health care 
reform bill, and I have taken each voice into 
consideration. I have heard the desperate 
pleas from people who have been sick and 
can no longer obtain any insurance. I have 
heard from small business owners who strug-
gle to pay the premiums for their employees. 
I have also heard from a sizable number of 
my constituents who fear they will lose funda-
mental freedoms if this bill becomes law. From 
my careful review of the legislation, I have 
come to the conclusion that this fear is un-
founded. 

Democracy requires the consent of the gov-
erned, but that consent needs to be informed 
with facts, not the widespread misinformation 
which has permeated the national conversa-
tion about this legislation. I had hoped that the 
House and Senate would conduct a con-
ference committee to iron out the differences 
between the House and Senate bills televised 
by C–SPAN so that the American people 
would have an opportunity to understand the 
provisions included in this very complex bill. It 
is important to set the record straight between 
facts and myths. 

This bill does not empower the federal gov-
ernment to take over health care. In fact, this 
bill preserves the employment-based private 
insurance delivery system upon which a ma-
jority of working Americans relies for insurance 
coverage. It allows participants to choose the 
health insurance plan that best fits individual 
and family needs by creating a marketplace of 
insurance plans, resembling the Federal Em-
ployees Health Program used by all federal 
workers, including Members of Congress. The 
bill attempts to rein in those private insurers 
by prohibiting their most egregious abuses: 
denying coverage for individuals with pre-ex-
isting medical conditions, imposing a lifetime 
cap on medical care, and limiting the ability of 
individuals to change jobs without the fear of 
losing insurance coverage. It will also enable 
young adults to stay on their parents’ insur-
ance until age 26. 

If people currently have health insurance, 
whether it is through an employer or another 
means, their coverage will not change. If any-
thing, their premiums are expected to de-
crease because there will be more people in 
the insurance pool. But, if people are 
unsatisfied with their insurance, they will have 
the capabilities to switch to a plan that best 
fits their needs. 

Senior citizens have expressed a great deal 
of worry that they will be denied services if 
this bill becomes law. In fact, seniors will ex-
perience better coverage for their prescription 
drug costs and will have no out of pocket 
costs for preventive care. In addition, this leg-
islation reduces excessive payments to private 
insurance companies that administer Medicare 
Advantage Plans and applies those savings to 
the bill. It also works to reduce waste, fraud, 
and abuse in the Medicare program, which will 
help strengthen the program. As a result of 
this legislation, the non-partisan Congressional 
Budget Office (CBO) estimates that the sol-
vency of the Medicare program will be ex-
tended by more than 9 years. 

This bill will help save American families 
money and prevent health care costs from 
bankrupting our country. The U.S. spent 16 
percent of its gross domestic product, GDP, 

VerDate Nov 24 2008 01:35 Mar 26, 2010 Jkt 089060 PO 00000 Frm 00010 Fmt 4636 Sfmt 9920 E:\RECORD10\H21MR0.PT2 H21MR0m
m

ah
er

 o
n 

D
S

K
D

5P
82

C
1P

R
O

D
 w

ith
 C

O
N

G
-R

E
C

-O
N

LI
N

E



CONGRESSIONAL RECORD — HOUSE H1901 March 21, 2010 
on health care in 2008, more than any other 
industrialized country. CBO estimates that 
number will rise to 25 percent without changes 
to federal law. CBO also estimates that this 
bill will reduce the deficit by $138 billion over 
the 2010–2019 period. 

Many of my friends who oppose abortion 
have expressed concern that their tax dollars 
could be used to pay for abortions. I have 
been assured that this is not the case, and I 
am pleased that President Obama intends to 
issue an executive order to clarify that no 
funds in the bill will be used for abortion. 
Moreover, I will continue to remain vigilant to 
ensure that the Hyde Amendment, which pre-
vents federal funding of abortion, remains the 
law of the land. 

I was greatly disturbed when the student 
loan legislation was hastily attached to the 
health care reform bill at the last minute be-
cause of the impact it would have on the 
1,100 Sallie Mae workers in my district. Yes-
terday, Education Secretary Arne Duncan as-
sured me that he will use all of the tools at his 
disposal to help ensure that these workers will 
remain employed. 

I thank the many Northeastern Pennsylva-
nians who have shared their thoughts with me 
on this important legislation over the past few 
months. When you are sick, the last thing you 
should have to worry about is how to pay the 
bills. Insurance is supposed to relieve this 
worry, but instead the current system has 
made that worry worse. Today, we are work-
ing to reverse this course. 

Mr. GALLEGLY. Mr. Speaker, if Congress 
wants to remove fraud and abuse from the 
healthcare system, it can start by overturning 
this bill. 

The Congressional Budget Office released 
an updated analysis of H.R. 4872. According 
to the Congressional Budget Office, this bill 
will cost taxpayers $1 trillion. The analysis 
also confirmed that this bill will raise 
healthcare premiums $2,100 more a year for 
millions of families than if Speaker PELOSI had 
left healthcare alone. 

It also reaffirmed that as many as 9 million 
people now enrolled in employer-based plans 
will lose their coverage. 

At a time when our military men and women 
are fighting terrorists around the world, the na-
tional commander of the Veterans of Foreign 
Wars urged Congress to vote the bill down be-
cause it does not protect veteran healthcare 
plans. 

At a time when unemployment has hit a 
record 11.6 percent in Ventura County and 
10.4 percent in Santa Barbara County, Speak-
er PELOSI’s bill adds $569.2 billion of addi-
tional taxes onto the backs of American fami-
lies and $52 billion on struggling employers. 

It hurts seniors with $200 billion in cuts to 
Medicare Advantage and raids Medicare and 
Social Security to fund the new mandate and 
hide the true cost of the bill. 

This bill must be overturned before the bulk 
of its provisions take effect in 2014. I support 
real reform that reduces premiums, reduces 
government spending and protects the doctor- 
patient relationship. 

I cosponsored a bill that would provide real 
reform, but Speaker PELOSI will not allow a 
vote on it. It includes: 

Allowing small businesses to band together 
to purchase health insurance for employees 
and use their combined bargaining power to 
negotiate better health benefits at lower 
prices. 

Reforming medical liability laws to discour-
age unnecessary and frivolous lawsuits, which 
only drive up prices for everyone and force 
doctors to practice defensive medicine. 

Removing unnecessary regulations that pre-
vent health insurance companies from oper-
ating across state lines—which will provide the 
competition without government-run health 
care. 

Establishing high-risk pools to help people 
with pre-existing conditions find affordable in-
surance. 

I and many of my colleagues believe issues 
of portability, increasing costs and rescinding 
coverage must be addressed. However, in 
doing so, we must also protect a patient’s right 
to choose the best coverage for him or herself 
in a vibrant, competitive marketplace, not force 
Americans into a one-size-fits-all government- 
run program designed by Speaker PELOSI. 

Mr. YOUNG of Florida. Mr. Speaker, four 
and a half months ago when the House first 
considered health care reform legislation I 
voted against it saying that it did not represent 
good public policy. 

Nothing in the package of legislation we will 
consider today and tonight changes my mind. 
It is still not good public policy, it was not con-
sidered under an open process envisioned by 
the drafters of our Constitution, and it will drive 
up—not down—the cost of health insurance 
and medical care for individuals. 

This bill cuts Medicare by $523.5 billion. 
This cannot do anything but compromise the 
quality and availability of care for older Ameri-
cans who depend upon the program for their 
medical care. The Chief Actuary for the Cen-
ters for Medicare and Medicaid Services con-
firmed that in December when he advised 
Congress that ‘‘providers for whom Medicare 
constitutes a substantive portion of their busi-
ness could find it difficult to remain profitable 
and, absent legislative intervention, might end 
their participation in the program (possibly 
jeopardizing access to care for beneficiaries).’’ 

A large percentage of my constituents in the 
10th Congressional District rely on Medicare 
for their health care coverage and a large 
number of medical providers in my area care 
for a high percentage of Medicare patients. In 
a survey I sent to every registered voter last 
fall in my Congressional District, and to which 
more than 31,500 responded, 83 percent of 
the respondents said they were opposed to 
paying for health care reform by cutting bil-
lions from the Medicare program. They are 
concerned about the cuts in this legislation for 
inpatient and outpatient hospital services, in-
patient rehabilitation services, long term care 
facilities, skilled nursing programs, hospice 
services, kidney dialysis facilities, and medical 
laboratory services. 

If this is not of concern enough to our na-
tion’s seniors, the legislation we consider 
today cuts $200 billion from the Medicare Ad-
vantage program, through which an estimated 
47,000 residents of the 10th Congressional 
District receive their medical care. The Chief 
Actuary for Medicare has said that cuts of this 
magnitude would force more than 60 percent 
of these Medicare Advantage beneficiaries 
from the program. Nationally, that totals 4.8 
million Americans who would lose their current 
coverage. 

Despite the fact that this legislation makes 
draconian cuts in Medicare, it will increase, 
not decrease, overall federal spending on 
health care. The non-partisan Congressional 

Budget Office (CBO) estimates that overall 
federal spending on health care will increase 
by $390 billion over 10 years. This is at a time 
when proponents of this legislation say it will 
save money. 

Supporters of this legislation also tout the 
expansion in health insurance coverage they 
claim it will bring about. However, this expan-
sion is due in large part to increasing the Med-
icaid rolls. In fact, the CBO estimates that of 
the 32 million newly insured Americans under 
this legislation, half, or 16 million, will receive 
their insurance through the federally and state 
sponsored Medicaid program. At the same 
time, millions of people will be enrolled in sub-
sidized plans on the government run health in-
surance exchanges and millions will lose their 
employer sponsored health insurance. 

Mr. Speaker, the majority of people I rep-
resent like the health care coverage they cur-
rently have and do not believe this legislation 
will improve the quality of their coverage. In 
my Town Hall by mail survey last fall, 73 per-
cent of those who responded said they are 
satisfied with their current coverage and 70 
percent say this legislation would not improve 
the quality of their coverage. Furthermore, 75 
percent say Congress should not raise taxes 
to pay for this legislation and 74 percent say 
individuals should not be required to purchase 
health insurance. 

Many constituents have also expressed their 
grave concerns about the insertion of the fed-
eral government into the precious patient-doc-
tor relationship. A perfect example of this is 
the creation of 159 new boards, bureauc-
racies, and programs created in the 2,733 
page health care bill. 

For example, in an effort to keep Medicare 
spending below targeted levels the legislation 
creates the Independent Medicare Advisory 
Board. This new entity will be required to sub-
mit recommendations to Congress to keep 
Medicare spending below targeted levels. This 
could result in additional coverage decisions 
being made by unelected bureaucrats largely 
or exclusively on cost grounds. 

Few issues have divided the American peo-
ple as much as this health care debate and 
given the interest and passion they have 
shown on this matter demands that we give it 
serious consideration with a lot less politics. 
Many of us have suggested that we start with 
legislation in areas that we all agree we can 
fix now. That includes lowering health insur-
ance costs by allowing small businesses and 
individuals to pool together in lower priced 
plans, requiring the coverage of individuals 
with serious pre-existing medical conditions, 
prohibiting insurance companies from can-
celing policies for those who become sick, 
prohibiting insurance companies from impos-
ing arbitrary spending caps for policyholders, 
allowing families to purchase health insurance 
policies across state lines, closing the Medi-
care Part D doughnut hole, and providing for 
medical liability tort reform which the Congres-
sional Budget Office says would save $54 bil-
lion over 10 years in large part due to lower 
medical malpractice premiums and the reduc-
tion of defensive medicine practices. 

In addition to Medicare cuts, the authors of 
this legislation pay for new big government 
programs by raising federal taxes by $569 bil-
lion over a ten year period. Many of those 
taxes will impact middle class families. These 
are families who will pay a penalty if they 
choose not to carry health insurance, the own-
ers of small businesses who will pay a penalty 
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if they do not provide health insurance for their 
employees, a sales tax on medical devices, a 
tax on prescription drugs, and a tax on health 
insurance premiums. 

This bill also violates the President’s prom-
ise that if you like your insurance you can 
keep it. In addition to the 4.8 million seniors 
who will lose their coverage under the Medi-
care Advantage program, the CBO estimates 
that another 8 to 9 million people would lose 
their employer based coverage when their em-
ployers choose to drop their coverage or shift 
their coverage to the new subsidized policies 
on the health care exchange. 

This legislation would also contradict the 
President’s promise that the cost of health 
care coverage would go down. Instead, the 
CBO estimates that the enactment of this leg-
islation will raise private health insurance pre-
miums from 10 to 13 percent. 

Mr. Speaker, most Presidents make it a 
practice of trying to bring the country together 
in the face of difficult issues. We did this in bi-
partisan fashion when it came to ensuring the 
financial solvency of the Social Security sys-
tem, reforming our nation’s welfare programs, 
and in engaging in an international war on ter-
rorism. Yet this administration has sought to 
do it their way whether the country agreed or 
not. 

Tonight we are faced with legislation that af-
fects every American, every American family, 
and every American business. The decision 
we make tonight could be irreversible and the 
changes to the Senate passed bill that are 
promised tonight may never take place. This is 
no way to conduct our nation’s business. It en-
genders no level of confidence in the people 
who elected us to serve them. 

Mrs. CAPPS. Mr. Speaker, I rise in strong 
support of passing comprehensive health care 
reform legislation. 

This moment has been a long time coming. 
I’ve worked on health care since coming to 
Congress and passing comprehensive reform 
has always been a major goal of mine. 

I’ve met with and listened to my constitu-
ents, along with countless doctors, nurses, 
hospital administrators, researchers, and other 
health care experts. They know that America’s 
health care system has many wonderful as-
pects: it can provide the most cutting edge 
care, cure diseases thought fatal only a few 
years ago, and devise new and exciting drugs, 
devices and treatments with mind numbing 
speed. 

But we also know our health care system’s 
problems are legion. Coverage is erratic, in-
complete and can evaporate without notice; 
costs are out of control for consumers, busi-
nesses and taxpayers; and health outcomes 
are actually better in dozens of countries that 
spend far less per capita than we do. 

The legislation before us addresses these 
problems and will help ensure that affordable, 
quality health care is always available to all 
Americans. 

The most trumpeted aspect of the bill is the 
coverage it would provide to some 32 million 
Americans who are currently uninsured, in-
cluding an estimated 92,000 citizens in my 
own district. Passing this legislation is a matter 
of life or death for them as an estimated 
45,000 Americans die every year because 
they lack health care insurance. In addition, 
the uninsured are much more likely to forego 
primary care and delay other health care serv-
ices leading to the development of otherwise 

preventable disease, requiring much more 
invasive and costly treatments. 

The bill expands Medicaid to provide cov-
erage for more very low income individuals, 
and sets up state exchanges that will serve as 
marketplaces for individuals and small busi-
nesses to buy affordable health plans. The bill 
provides assistance to some individuals to 
purchase coverage and tax credits to small 
businesses so that they can provide health in-
surance to their employees. And it lets young 
adults stay on their parents’ plans until age 
26. These new mechanisms and support sys-
tems should provide coverage to the vast ma-
jority of today’s uninsured, improving both the 
physical and financial health of millions of our 
fellow citizens. 

But, perhaps just as important, the bill offers 
critical protection for those already with health 
insurance. Today, insurance companies often 
drop consumers if they get sick, refuse cov-
erage for so-called pre-existing conditions, and 
put annual and lifetime limits on a consumer’s 
coverage. This bill puts an end to those unfair 
practices. A wife’s diagnosis of cancer or a 
child’s serious accident shouldn’t be the cause 
for a family losing health insurance just when 
it is needed most. 

Those currently with coverage will also ben-
efit through lowered insurance premiums. The 
Congressional Budget Office says premiums 
will be 14 to 20 percent lower per policy hold-
er. Furthermore, the nonpartisan Robert Wood 
Johnson Foundation estimates that without 
health care reform individuals and families 
would see their health insurance premiums 
rise by as much as 79 percent over the next 
decade. That is unaffordable, unsustainable 
and just one of the many reasons we must 
enact this legislation. 

The bill also makes significant investments 
to train our next generation of doctors, nurses 
and allied-health professionals. This is critical 
because today’s current shortages of nurses 
and doctors would only be exacerbated as we 
bring millions of new regular patients into the 
system without the appropriate investment in 
our health care workforce. 

The legislation will also make it much easier 
to access preventive health care services by 
eliminating co-pays for important rec-
ommended screenings such as those for heart 
disease or cervical cancer. 

Mr. Speaker, I’ve been hearing a lot from 
senior citizens concerned about what our 
health care reform proposal would mean for 
them. 

The bill will close Medicare’s prescription 
drug ‘‘donut hole,’’ which in my Congressional 
district affects nearly 9,000 beneficiaries. It is 
unfair that policyholders should have to pay in-
surance premiums while receiving no cov-
erage. The legislation before us today will give 
seniors who fall into the donut hole a $250 re-
bate this year, 50 percent discounts on brand 
name drugs when they fall into the donut hole 
beginning next year, and completely close the 
donut hole by 2020. In addition to closing the 
donut hole, we take steps to crack down on 
fraud, waste and abuse which will extend the 
solvency of the Medicare Trust Fund by 9 
years, according to CBO. 

Finally, this bill is the largest deficit reduc-
tion measure in a generation. According to 
CBO enactment of this legislation is projected 
to reduce the federal deficit by $130 billion by 
2020 and by over $1.2 trillion during the fol-
lowing decade. Earlier this year, the Demo-

cratic-led Congress reinstated tough ‘‘pay-go’’ 
budget rules the Republican-led Congress had 
allowed to lapse in 2003 and this health care 
bill is a reflection of our determination to bring 
our federal books back into balance as they 
were prior to the Bush Administration. 

Mr. Speaker, I will not argue this is a perfect 
bill because it is not. Most problematically, it 
lacks a public option, which would make the 
insurance market more competitive, ensure 
the greatest possible choice for consumers 
and bring down health care costs even more 
than the bill does already. I am also deeply 
disappointed the bill contains inappropriate 
language that may restrict a woman’s access 
to reproductive health services. 

But I’m also not one to let the perfect be the 
enemy of the good and in this case, we have 
legislation that is very good and deserves our 
favorable consideration. 

I urge my colleagues to do the same. 
Mr. HOLT. Mr. Speaker, I rise today to sup-

port the health reform package we are debat-
ing today. It is an important, very beneficial 
step in America’s history. 

I see the need for this legislation when I 
meet with my constituents, read their letters, 
and talk with them on the phone. A woman 
from Pennington, New Jersey called me yes-
terday. She was concerned that she would 
lose her job due to state budget cuts in New 
Jersey, which would mean that she would lose 
her health coverage as well. She told me her 
worries about finding affordable coverage 
while she looks for a new job and tries to keep 
food on her table. To complicate her situation, 
she has a pre-existing condition. This means 
that even if she could afford health care, it is 
possible she could be denied due to her pre- 
existing condition. 

This woman’s story is not unique. At a 
roundtable in Trenton, a spouse of a cancer 
patient told me that when she and her hus-
band came home from the hospital after one 
extensive treatment, they returned to foot-high 
stacks of insurance paperwork and $150,000 
of out-of-pocket charges for her husband’s 
needed care. A self-employed woman from 
East Brunswick wrote to me to let me know 
she pays $2,000 a month for her family’s cov-
erage and still sometimes has to pay out-of- 
pocket to see physicians. 

I vote for health reform to help middle-class 
women and men just like these hardworking 
New Jerseyans, who play by the rules and still 
find health coverage out of reach. 

Once reform goes into effect, families and 
small businesses will have more control over 
their own health care. 

Families with health insurance through their 
employers would benefit from caps on yearly 
out-of-pocket costs. Seniors would find that 
Medicare not only remains intact, but is im-
proved—recipients would receive free preven-
tive care and better primary care. Small busi-
nesses would have more health insurance op-
tions and additional support for their health in-
surance expenses. Patients with diseases 
such as diabetes or cancer would be able to 
obtain insurance without being turned away 
because of their pre-existing condition. 

The benefits of this health reform would be 
felt immediately upon enactment of the health 
insurance reform package. For example, small 
business owners who provide insurance for 
their employees would receive tax credits, 
families would no longer face annual or life-
time caps on their insurance benefits, and 
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seniors with high prescription drug costs would 
receive $250 of additional assistance in their 
Medicare prescription drug plan. 

The health reform package would do all 
these things while reducing the deficit by $138 
billion for the first ten years and by $1.2 trillion 
in the next ten years. 

Today’s vote is the culmination of over a 
century of debate about health reform. Since 
Teddy Roosevelt ran for President in 1912, 
our nation has been debating how to ensure 
that sick Americans can access the care they 
need. This Congress has been debating this 
health reform legislation in one of the most 
thorough processes in recent memory. During 
the past few years, the House of Representa-
tives has held 79 bipartisan hearings on health 
insurance reform, debated 239 amendments, 
and heard from 181 witnesses. 

The vote today brings this extensive proc-
ess to a close at least here in the house, fi-
nally passing health reform legislation that will 
provide secure coverage to all Americans, en-
sure families have stable costs, and improve 
Medicare for our seniors. 

I urge my colleagues to vote in favor of this 
health reform package to provide health secu-
rity to our nation’s families and small busi-
nesses. 

Mr. MCCLINTOCK. Mr. Speaker, I rise in 
opposition to this flawed health care bill. 
Under the provisions of this bill, Americans will 
be required by federal law to purchase health 
insurance policies that include every mandate 
imposed by the new federal health czar and 
will face federal fines and even imprisonment 
if they refuse. And they will pay for them 
through a combination of higher taxes, higher 
premiums or lower wages. 

The proposition that Congress has the 
power to order Americans to purchase insur-
ance—or any other product—is contrary to the 
fundamental concept of individual liberty and 
antithetical to the takings clause of the Fifth 
Amendment. If this precedent were to be 
upheld, the federal government will have as-
sumed authority over every aspect of indi-
vidual choice in the care of ourselves and our 
families and can logically be extended to what 
foods we choose or to what physical activities 
we engage in. Nor is this brave new doctrine 
limited to health care. Once the precedent is 
established that government may usurp indi-
vidual decisions in the marketplace, what limi-
tation remains on its power to order any other 
of our decisions as consumers? 

Fortunately, the Constitution still protects 
our freedom from such usurpations. It will fall 
to the Supreme Court to hold this act account-
able to the Constitution and it will fall to ‘‘We 
the People’’ to hold those responsible for it ac-
countable at the polls. 

Mr. HERGER. Mr. Speaker, the ‘‘Reconcili-
ation Act of 2010,’’ written behind closed 
doors and published just a few days ago, does 
nothing to improve the Senate health care bill. 
It is simply more of the same: higher taxes on 
investment and job creation, more cuts to 
Medicare to pay for the new government 
health care program, and more special back-
room deals reflecting the Majority’s determina-
tion to pass this bill by any means necessary. 

The reconciliation bill raises the Medicare 
payroll tax and, for the first time in history, ap-
plies it to unearned income. This tax hike is 
aimed squarely at small businesses and is 
sure to result in the loss of even more jobs. 
Even worse, Congress is once again raiding 

the Medicare and Social Security Trust Funds 
to pay for other programs. 

The reconciliation bill also contains higher 
cuts to Medicare Advantage—over $200 billion 
in all. If this passes, it is the end of Medicare 
Advantage as we know it. Senior citizens in 
many parts of the country will no longer be 
able to choose their Medicare plan. Once 
again, these cuts have nothing to do with solv-
ing Medicare’s long-term budget problems. 
They are greasing the skids for the new gov-
ernment health care program. 

Not only does the reconciliation bill leave in 
place many of the backroom deals included in 
the Senate bill, it adds several new ones, in-
cluding a special tax exemption for union mul-
tiemployer health plans and extra Medicare 
money for hospitals and physicians in certain 
parts of the country. The American people 
have repeatedly expressed outrage at the spe-
cial deals that are being made behind closed 
doors, yet the Democratic Majority still refuses 
to listen. 

One of the most serious concerns I have 
heard from my constituents is that the Senate 
government health care bill will lead to ration-
ing. Unfortunately, the Rules Committee re-
fused to make in order my amendment to en-
sure that the new comparative effectiveness 
research board established by the Senate bill 
cannot be used as a basis for cost-based cov-
erage denials. The Majority has repeatedly re-
fused to include an ironclad guarantee that 
Medicare will not start rationing access to life- 
saving treatments because of their cost. The 
reconciliation bill also leaves intact a new 
Independent Payment Advisory Board of 
unelected bureaucrats that will have the power 
to change Medicare payment policies without 
congressional approval, and that cannot be re-
pealed without a supermajority vote of the 
House and Senate. This board is charged not 
only with issuing recommendations, but also 
implementing Medicare policy. It is the ulti-
mate embodiment of government-run health 
care where decisions about access to innova-
tive new drugs, treatments and therapies are 
decided not by patients and doctors and a 
functioning marketplace, but by unresponsive 
and unaccountable bureaucrats working to 
contain costs. 

In a final touch of irony for a Majority that 
has repeatedly insisted that they are not aim-
ing for a government takeover of health care, 
this reconciliation bill incorporates a complete 
government takeover of the private student 
loan industry. The Majority’s rationale for this 
policy is that the current policy of government 
subsidies for private businesses is not control-
ling costs and has become too expensive. The 
Congressional Budget Office has already told 
us that the Senate health care bill will cause 
individual private insurance premiums to rise 
faster than they would under current law. It is 
difficult to imagine that a government-industry 
cartel will be any more efficient for health in-
surance than it was for student loans. After a 
few years of this policy, will Democrats again 
conclude that costs are out of control and the 
government must take over? 

The House should reject both the Senate 
government health care bill and this reconcili-
ation bill that only makes things worse. 

Mr. FRANKS of Arizona. Mr. Speaker, today 
I resolutely intend to vote against H.R. 3590 
and H.R. 4872, the imposition of government- 
run health care on the American people. 

It appears that Democrats in this majority 
are determined to shove this bill down the 

throats of the American people with not even 
a single Republican vote. Never has such 
sweeping legislation—taking over fully one- 
sixth of our economy—been done with a pure-
ly partisan vote. Therefore, whatever ill comes 
from this bill, history should record that Demo-
crats alone chose the path of socialism over 
the highway of freedom. Let future generations 
hold them accountable. 

My first reason for voting against this bill will 
be the conviction in my heart that I will be vot-
ing to protect my children, their contem-
poraries, and generations to come from being 
forced to live under the socialist ideal of a bill 
that will dim the light of freedom and suppress 
many of the hopes they might have otherwise 
had. 

I vote against this bill because it is my 
deepest conviction that its cost will grow to 
threaten the entire economy of the United 
States in the years to come. In every corner 
of the planet, in every corridor of history, so-
cialized medicine has always cost more, not 
less. Every government health care program 
the United States has ever implemented has 
cost many times the amount that was first pre-
dicted. 

I am fundamentally convinced that the costs 
of this bill will so overwhelmingly outpace 
present predictions that Congress will have no 
choice but to drastically alter its provisions in 
the future. 

I also intend to vote against this bill because 
of the provisions in it that will increase the kill-
ing of unborn children in the name of health 
care. Nothing so completely destroys the no-
tion that this bill is about compassion than the 
arrogant and cruel disenfranchisement of 
those helpless unborn children who have no 
voice in this twisted and corrupt process. 

It is also my conviction that this bill will re-
duce the quality of the greatest health care 
system in the world, and that many of those 
who support it today will be its victims tomor-
row. 

Ultimately, this bill is about robbing America 
of one of its greatest distinctives: freedom of 
the individual. It’s about robbing the American 
citizen of power, and putting it in the hands of 
left-wing bureaucrats and elitists who think 
they know more about running people’s lives 
than the people themselves do. 

Finally, I vote against this bill because I be-
lieve one day America will look back and see 
what a tragic mistake that it was. It is my hope 
that when that occurs, my children and my 
children’s children will know that it was my 
deepest desire to protect their freedom as 
faithfully as my father protected mine. 

Mrs. SCHMIDT. Mr. Speaker, I rise in oppo-
sition to both the Patient Protection and Af-
fordable Care and the Health Care and Edu-
cation Reconciliation Acts. Most likely, this 
package of bills will pass tonight without a sin-
gle Republican vote. It did not have to be this 
way. 

There is bipartisan consensus that our 
health care system is in need of real reform. 
President Obama is correct when he says that 
the costs associated with our current health 
care system are unsustainable. Too many of 
my constituents are struggling to provide cov-
erage for their families and employees. The 
ever-rising costs of medical coverage have left 
too many Americans without the means to 
purchase the health insurance that many of us 
take for granted. Individuals with pre-existing 
medical conditions are often unable to pur-
chase insurance at all. And, people should not 
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be forced to remain in a job they hate just for 
the health insurance benefits. 

We can begin to right these wrongs and 
others, as well. But, we do not need to destroy 
a system that has given us the best doctors 
and hospitals in the world and put us on the 
cutting edge of life-saving technology and 
pharmaceuticals. Unfortunately, the package 
of bills we are considering today, will actually 
increase premiums and ration care. People 
will be forced out of their current coverage— 
whether they like it or not. The bills will stifle 
economic growth and cost jobs. They actually 
manage to cut Medicare by a half-trillion dol-
lars, yet make our entitlement crisis even 
more urgent. And, perhaps worst of all, it al-
lows federal funding for abortions for the first 
time in 34 years. 

The President is fond of saying that Ameri-
cans have been fighting for this type of 
healthcare reform for a hundred years. That 
might be true for some Americans. However, 
over the last nine months, we have all had the 
opportunity to hear from the vast majority of 
Americans. We have heard from them in a 
number of different ways—rallies at the Cap-
itol, letters, phone calls, and, yes, town hall 
meetings throughout all of our districts. Their 
message is clear. If you were listening this 
weekend, you would have heard it summed up 
at rallies at the Capitol—‘‘Kill the Bill.’’ They 
fear government involvement in their medical 
decisions. They fear a future of higher taxes 
and debt heaped on their children and grand-
children. They fear a bill that rations care. 
And, they are tired of the backroom deals and 
politics as usual. Worse than all of these, they 
are afraid of a government too arrogant to lis-
ten to what they have to say. 

The House of Representatives is the peo-
ple’s house. We have a duty to listen to what 
the American people are telling us. There is 
still time to listen and defeat this flawed and 
dangerous bill. 

Mr. MANZULLO. Mr. Speaker, the Presi-
dent’s $1 trillion health care bill is a job-killing 
disaster that will slap Americans with massive 
tax increases and Medicare cuts immediately 
while delaying the bulk of the health care ben-
efits until 2014. This is not health care reform; 
this is an unprecedented and unnecessary 
government takeover employing some of the 
highest and cruelest tax increases and per-
haps the broadest expansion of the power of 
the federal government in history. It didn’t 
have to be this way. I do support health care 
reform. Bipartisan alternatives exist that would 
make health care more affordable and acces-
sible for the uninsured without having to wait 
four years for benefits. 

Here are just a few of the most egregious 
policies within the President’s massive govern-
ment takeover of health care. H.R. 3590 would 
increase taxes on Americans by $569 billion, 
including a new $210 billion 2.9 percent 
‘‘Medicare’’ tax on investment income; cut 
Medicare benefits for seniors by $530 billion; 
increase Americans’ health insurance pre-
miums $2,100 by 2014, according to the non- 
partisan Congressional Budget Office; put an-
other 3 to 5 million Americans on the unem-
ployment lines due to the heavy mandates 
that require employers to provide health care 
coverage to their employees and families 
whether they can afford it or not; require the 
Internal Revenue Service (IRS) to hire up to 
16,500 additional workers to enforce all the 
new tax penalties on Americans who can not 

afford to purchase health insurance; and puts 
another 16 million Americans on Medicaid, a 
struggling program that pays such low reim-
bursement rates that 121 Walgreens stores in 
Washington announced last week they would 
no longer accept Medicaid for prescriptions. 
This bill will burden states with additional Med-
icaid share costs. The State of Illinois, already 
facing a $12 billion budget deficit with plans to 
cut $1.3 billion from local school funding, 
would have to pay at least $1.8 billion in addi-
tional Medicaid sharing costs to cover the ad-
ditional enrollments. To add insult to injury, 
this bill makes Americans wait until 2014 to re-
ceive the bulk of the benefits. In fact, the ban 
on preexisting conditions does not kick in until 
2014 for adults. 

This bill implements tax increases and Medi-
care cuts immediately, but delays most of the 
benefit provisions for four years. However, 
when you look at the first 10 years of benefits, 
the estimated true cost will be $2.6 trillion. 
And that does not even include the nearly $1 
trillion of additional spending that was either 
pulled out of the bill to be dealt with later or 
the result of correcting double counting cuts in 
unrelated programs. 

Plus, H.R. 3590 would not have a true fire-
wall of protection to prevent federal tax dollars 
from paying for abortions. According to a 
Quinnipiac University survey released on De-
cember 22, 2009, 72 percent of Americans 
said they oppose allowing abortions to be paid 
for with public funds under any new health 
care system created by the government. Thus, 
because a ‘‘reconciliation’’ bill cannot solve 
this particular issue due to the fact that it is 
not directly a budget issue, the President has 
promised to issue an executive order to ban 
federal funding of abortion. However, an Exec-
utive Order cannot trump the language in this 
bill that would become law, if passed. In 1952, 
the Supreme Court struck down President Tru-
man’s executive order during the Korean War 
that assumed federal control of certain domes-
tic steel mills due to labor unrest because it 
was an unconstitutional exercise of lawmaking 
authority reserved to Congress. In 1996, the 
District of Columbia Court of Appeals struck 
down an executive order issued by President 
Clinton which authorized sanctions on federal 
contractors that permanently replaced workers 
who went on strike because it superseded ex-
isting law guaranteeing the right of employers 
the right to hire permanent replacement work-
ers. Finally, the Supreme Court struck down 
an executive order issued by President G.W. 
Bush because Congress, in enacting a statu-
tory military commissions system, had 
impliedly prohibited the President’s invocation 
of military commission jurisdiction over a ter-
rorist detainee. 

I also want to expand upon what I believe 
to be one of the cruelest elements of this bill. 
As if raising taxes on struggling families and 
their employers, cutting benefits for seniors, 
growing the IRS enforcement police by thou-
sands, and further jeopardizing the budgets of 
all states in the union was not cruel enough, 
this bill creates a new 2.9 percent tax on life- 
saving medical devices like the titanium brace 
that was inserted into the spine of my wife 
after a cancerous tumor shattered one of her 
vertebrae. That medical device saved my wife 
from the wheelchair. The authors of this bill 
believe that life-saving medical devices should 
be nearly three percent more expensive. I fail 
to understand how we make health care more 

affordable by pursuing policies that inten-
tionally make health care more expensive. 

As the former Chairman of the House Small 
Business Committee, I have long supported 
legislation that would help small employers 
purchase health insurance for their employees 
and their families. Of the 47 million uninsured 
Americans, 57 percent work for small employ-
ers who cannot afford to offer them health in-
surance. I support two bipartisan solutions that 
would go a long way to reduce the number of 
uninsured in America. First, Congress should 
pass H.R. 2360, the Small Business Health 
Options Program Act of 2009 (SHOP Act) as 
a stand-alone bill. H.R. 2360 would allow 
small employers to purchase health insurance 
at reduced group rates through national asso-
ciations while still following state rules. I am 
one of 60 bipartisan cosponsors of H.R. 2360, 
which also enjoys support from the liberal 
Service Employees International Union (SEIU), 
the AARP, and the conservative National Fed-
eration of Independent Business (NFIB). A 
companion bill in the Senate was authored by 
my fellow Illinoisan, Senator DICK DURBIN, and 
enjoys similar bipartisan support. 

Second, Congress should also pass H.R. 
1470, the Equity for Our Nation’s Self-Em-
ployed Act of 2009. This bill would let small 
employers pay for their health insurance be-
fore they pay their Social Security and Medi-
care tax liabilities, giving them the same de-
duction as large employers. The self-employed 
pay on average $12,106 annually for family 
health care coverage, and H.R. 1470 would 
save them $1,852 a year, according to the 
Kaiser Foundation. I am one of 48 bipartisan 
co-sponsors of H.R. 1470. 

These bills would dramatically reduce the 
costs of health insurance for small employers 
so they can better afford to provide coverage 
for their employees and their families. And 
they will reduce the rolls of the uninsured with-
out increasing taxes, killing jobs, forcing Amer-
icans into a government-run program, and bur-
dening our children and grandchildren with 
even more debt. 

Mr. Speaker, I also support making the fol-
lowing four changes to America’s health care 
system. First, we need to reform our out-of- 
control medical liability system. Medical mal-
practice insurance continues to surge, sky-
rocketing health care costs and forcing doctors 
and other medical professionals to practice 
‘‘defensive medicine,’’ which entails ordering 
costly and often unnecessary tests to cover all 
the bases from lawsuits. I am a cosponsor of 
the HEALTH Act (H.R. 1086) that would fully 
compensate victims for medical injuries but 
place reasonable caps on punitive and non- 
economic damages that often inflate the 
awards and contribute to out-of-control liability 
and health care costs. 

Second, we need to expand tax-free avail-
ability to Health Savings Accounts (HSAs). 
HSAs allow small business owners to offer 
more affordable high-deductible health insur-
ance plans to their employees and make tax- 
deductible contributions to employee savings 
accounts to allow their employees to build eq-
uity and assume personal control of their 
health care needs. Congress should increase 
the tax deductibility for these insurance plans. 

Third, we need to preserve high-quality 
health care through America’s community 
health centers. I am a strong supporter of con-
tinued funding of our community health center 
system, which provides high-quality health 
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care to America’s low-income families. The 
district I am privileged to represent has one of 
the model community health centers in Amer-
ica, the Crusader Clinic in Rockford, which 
serves more than 40,000 needy patients in 
northern Illinois each year. 

Finally, we need to create refundable tax 
credits to help low-income Americans pur-
chase health insurance. Low-income children 
are already covered through the federal State 
Children’s Health Insurance Program (SCHIP), 
and I support refundable tax credits to help 
low-income adults purchase health insurance. 

Mr. Speaker, this bill today will increase 
taxes, cut Medicare, raise health care pre-
miums, and put millions more Americans on 
the unemployment lines. And amazingly, most 
of the benefits—including the ban on pre-exist-
ing conditions for adults—will not be available 
for another four years. We should instead be 
pursuing the bipartisan reforms that would 
make health care more affordable and acces-
sible to Americans now, and not make them 
wait four years for assistance. This bill is cer-
tainly not the type of health care reform Ameri-
cans deserve. 

Ms. KILPATRICK of Michigan. Mr. Speaker, 
I rise today in support of H.R. 4872, the 
Health Care and Education Affordability Rec-
onciliation Act. I urge all my colleagues to sup-
port this bill because it will improve the acces-
sibility and affordability of health care for mil-
lions of Americans. 

Today, there are more than 44 million Amer-
icans who lack health care insurance. We 
must ensure that the needs of these Ameri-
cans are met. This bill will help us begin to do 
just that. 

While we in Congress have deliberated and 
debated the costs, challenges, and con-
sequences of health care reform, millions of 
Americans continue to sacrifice, struggle, and 
suffer. Hundreds of people have sent me let-
ters and e-mails, called and visited my office, 
and participated in town hall meetings to ex-
press their opinions. The majority of my con-
stituents want and need health care reform. 
Many are unemployed and struggling to main-
tain their health care insurance while trying to 
make sure that there is food on the table, that 
they have shelter, and that their lights, gas, 
and water are on. Others are dealing with in-
creases in health care premiums that continue 
to rise at the will of insurance companies. Still 
others are trying to get adequate treatment for 
serious illnesses and to pay for the medicines 
that can help them. 

I am a strong supporter of the single payer 
health care plan. I also support a strong public 
option. I support this bill because it begins the 
process of universal health care coverage for 
all Americans. 

This measure expands coverage to 32 mil-
lion more people, or more than 95% of Ameri-
cans, while lowering health care costs over 
the long term. It prevents insurance compa-
nies from discriminating based on pre-existing 
conditions, health status, and gender. It cre-
ates health insurance exchanges—competitive 
marketplaces where individuals and small 
businesses can buy affordable health care 
coverage—and offers premium tax credits and 
cost-sharing to low and middle income Ameri-
cans, providing families and small businesses 
with the largest tax cut for health care in his-
tory. It also invests in Community Health Cen-
ters to expand access to health care in com-
munities where it is needed most. The bill also 

empowers the Department of Health and 
Human Services (HHS) and state insurance 
commissioners to conduct annual reviews of 
new plans demanding unjustified, egregious 
premium increases. 

This bill puts patients and doctors in charge 
of their health care—not health insurance 
companies. Children can no longer be dis-
criminated against because of preexisting con-
ditions. Seniors will no longer have to pay 
deductibles and co-pays. There will be free 
mandatory preventive health care provided for 
all under all health care plans. Plus, there will 
be a ban on lifetime coverage limits under this 
bill. 

The bill cuts taxes to small businesses to 
help small employers pay for health care cov-
erage for their employees. Small businesses 
will have tax credits and vouchers so as to be 
able to afford health care coverage for their 
employees. 

The bill makes key investments in Medicaid 
and children’s health. It expands eligibility for 
Medicaid to include all non-elderly Americans 
with income below 133% of the Federal Pov-
erty Level and provides fair assistance to 
states to help cover the costs of these new 
Medicaid populations. The measure also main-
tains current funding levels for the Children’s 
Health Insurance Program (CHIP) through fis-
cal year 2015 and increases payments to pri-
mary care doctors in Medicaid. 

The Health Care and Education Affordability 
Reconciliation Act strengthens Medicare. It 
adds at least nine years to the solvency of the 
Medicare Hospital Insurance Fund, fills the 
Medicare prescription drug donut hole, im-
proves Medicare payments for primary care, 
and reduces overpayments to private Medi-
care Advantage plans. It also provides new, 
free annual wellness visits; eliminates out-of- 
pocket copayments for preventive benefits 
under Medicare, such as cancer and diabetes 
screenings; and provides better chronic care, 
with doctors collaborating to provide patient- 
centered care for the 80% of older Americans 
who have at least one chronic medical condi-
tion, such as high blood pressure or diabetes. 
The bill also encourages reimbursing health 
care providers on the basis of volume instead 
of value by including a number of proposals 
aimed at moving away from the ‘‘a la carte’’ 
Medicare fee-for-service system toward paying 
for quality and value, while reducing costs for 
America’s seniors. 

This legislation reins in the abuse by health 
insurance companies of arbitrarily increasing 
premiums and stops insurance companies 
from dropping individuals from policies when 
people get sick and need health care insur-
ance. If you change or lose your job, you will 
still have health care coverage. When you 
enter a hospital, you and your family can rest 
assured, knowing that your policy will cover 
the costs associated with your health care. 

Last, this legislation demonstrates fiscal 
sensibility and responsibility. It will reduce the 
deficit by $138 billion over the next decade, 
with an additional $1.2 trillion in additional def-
icit reduction in the following decade. The bill 
tightens current health tax incentives, collects 
industry fees, institutes modest excise taxes, 
and slightly increases the Medicare Hospital 
Insurance tax for individuals who earn more 
than $200,000 and couples who earn more 
than $250,000. It includes a fee on insurance 
companies that sell high cost health insurance 
plans to promote smarter, more cost-effective 

health coverage choices and changes health 
care tax incentives by increasing penalties on 
nonqualified distributions from health savings 
accounts, capping federal saving account con-
tributions, and standardizing the definition of 
qualified medical expenses. The cost of health 
care reform under this legislation is fully paid 
for, in large part, by eliminating waste, fraud, 
abuse, and excessive profits for private insur-
ers. 

As Democrats promised the American peo-
ple, this bill is fully paid for. This legislation is 
the single largest deficit reduction tool in the 
history of our country. It is not balanced on the 
backs of our children and our grandchildren. 

My family and my faith provide the founda-
tion for my commitment to service. I am hon-
ored and humbled to represent the people of 
the 13th Congressional District. As Members 
of Congress, we serve others. Through this 
service, we often provide people with the tools 
and resources they want and need. Our serv-
ice not only changes us for the better by giv-
ing our lives meaning and fulfillment, but it 
also creates positive change in the lives of 
others. Like a raindrop in a river, our service 
creates ripples that leave an indelible impact 
on all those it touches. 

Today, we will make history by finishing 
what many Congresses before us started. The 
debate has gone on long enough. The Amer-
ican people want action. We must reject the 
status quo. We must stand up and do what is 
right. We must be a voice for the voiceless, 
give hope to the hopeless, and provide help to 
the helpless by supporting health care reform 
now. 

Let us be the light in the darkness by voting 
in support of the Health Care and Education 
Affordability Reconciliation Act. It will give 
much needed assistance to millions of Ameri-
cans by making health care affordable for the 
middle class, providing security for our sen-
iors, and guaranteeing access to health insur-
ance for the uninsured. It is common sense for 
the common good, and I urge all my col-
leagues to vote yes on this historic measure. 

Mr. LARSON of Connecticut. Mr. Speaker, I 
rise on this momentous day in support of this 
historic legislation. Just as our predecessors 
stood up for the American people to pass So-
cial Security and Medicare, today we affirm 
our commitment to families across this country 
by passing comprehensive health care reform. 
Today, Democrats are once again showing 
whose side they are on, the side of the Amer-
ican people. 

While my colleagues on the other side of 
the aisle like to focus on those who are 
against this effort, I’ve heard from too many of 
my own constituents whose stories exemplify 
why we need health reform and encouraged 
me to support this bill. 

Constituents like Jody from Bristol. Jody and 
her family had to downgrade their health insur-
ance after their premiums jumped 30% in one 
year. Just a few months later Jody was diag-
nosed with Crohn’s disease. After 12 months 
her medical debt was more than $30,000. 
Now, even after she has insurance, she is 
struggling to pay off the $35,000 in credit card 
bills her family amassed to pay her health 
care. 

It’s in stories like these, of people facing se-
vere financial difficulty because of medical 
debt, being denied coverage because of a 
pre-existing condition, or losing their coverage 
when they get sick that creates the moral im-
perative to right these wrongs. In this bill we 
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will cap out of pocket costs, end discrimination 
based on pre-existing health conditions, and 
end the practice of insurance rescissions. 

The American people may not like the com-
plicated legal language of the bill or the messy 
process it takes in Washington to get historic 
acts accomplished. But after this bill is signed 
the parent whose children have been denied 
coverage because of a pre-existing condition 
will be able to get health insurance for them; 
young adults will no longer have to fear being 
without coverage because they will be able to 
stay on their parent’s insurance; seniors will 
get relief from skyrocketing prescription drug 
prices; and small businesses will get tax 
breaks for offering their employees health. 

Once this bill is signed, this country will be 
stronger, the economy will be stronger and the 
American people will be stronger than ever 
before. I thank the Speaker and my Demo-
cratic colleagues for their efforts on behalf of 
the American people and urge my colleagues 
to support this legislation. 

Mr. GARAMENDI. Mr. Speaker, today, 
Democrats in the House of Representatives 
voted to form a more perfect union. By ex-
panding health care coverage to 32 million 
Americans, we are continuing the proud Amer-
ican tradition of promoting justice, ensuring the 
general welfare, and broadening access to life, 
liberty, and the pursuit of happiness. 

Republican leaders in the 1930s said Social 
Security would lead to ‘‘the lash of the dic-
tator’’ and in the 1960s said Medicare would 
lead to grandparents telling stories of ‘‘what it 
once was like in America when men were 
free.’’ Yet with time, Social Security and Medi-
care became incredibly popular services cher-
ished by most Americans. A broader con-
sensus emerged, and a more perfect union 
was formed. I am confident that the same will 
soon be said about today’s health care reform 
bill. 

When the people get past the slogans, the 
fear tactics, and the gross distortions, what 
they find in this legislation is a series of ideas 
widely popular and aligned with the best of 
American values. This is the second largest 
deficit reduction bill in 20 years. In my district, 
9,000 people with preexisting conditions will fi-
nally be able to have access to insurance. 
96,000 seniors will see their Medicare im-
proved with significant prescription drug dis-
counts and free preventative screenings. 
106,000 families will receive tax credits to 
make their coverage more affordable. 52,000 
young adults will be able to attain coverage 
through their parents’ insurance. 13,100 small 
business owners will receive significant tax re-
bates. 1,400 families will avoid bankruptcy. A 
similar story exists in every corner of this great 
country. 

In the fight to extend health coverage to 
every man, woman, and child, this bill is an in-
credibly important beginning. But it’s still just a 
beginning. ‘‘A more perfect union’’ implies that 
the progress of the American experience is 
never complete. Each subsequent generation 
is expected to pick up the torch and continue 
on our long road toward positive change. 
Today the House of Representatives be-
stowed upon this great nation the most historic 
health reform since Medicare. I am proud to 
have voted ‘‘yes’’ for health care reform. I 
won’t live to see a perfect union, but it is a tre-
mendous honor to see a more perfect union 
formed before my eyes. 

Mr. OBERSTAR. Mr. Speaker, today the 
House of Representatives crosses a historic 

threshold in the evolution of social justice, 
quality of life, equity of health service delivery, 
and a worthy legacy for our children, with pas-
sage of comprehensive health care reform leg-
islation. 

Our Nation enjoys the best, but the most ex-
pensive health care in the world. The com-
prehensive health care legislation under con-
sideration will preserve what works best in our 
health care system and make that system 
more efficient and affordable. 

In Minnesota and throughout the Nation, citi-
zens will quickly see the benefits of this legis-
lation that includes important consumer pro-
tections to reduce the power of health insur-
ance companies. You will have greater control 
of your health care decisions. This bill will as-
sure that no one’s current health care can be 
dropped. No one will be forced out of the 
health care they now hold. No one will be de-
nied coverage because of a previously exist-
ing condition. No one’s health insurance will 
be dropped because of lifetime caps; no one 
can be denied when they need their health in-
surance the most. People will be able to retain 
their health insurance if they change jobs. 

For seniors, the legislation closes the 
doughnut hole that has existed for five years, 
which will save seniors thousands of dollars in 
prescription drug costs. Young adults will be 
able to stay on their parents’ policy until age 
26. 

If we fail to provide health care for all of our 
citizens, we all will pay higher taxes and high-
er health insurance premiums because we 
eventually pay for ‘‘sick care’’ rather than 
make the wise investments in the promotion of 
preventive health care. 

This health care legislation, which assures 
that all Americans will be able to have and to 
keep health insurance, is central to our eco-
nomic recovery and to balancing our federal 
budget. 

To be sure, this health care reform legisla-
tion will not cure every shortcoming in our 
health care system, but unquestionably the 
status quo is unacceptable and unaffordable. 
For far too long, too many citizens have been 
denied essential health care, and our commit-
ment to fundamental justice demands that we 
make affordable access available to every 
American. 

This health care legislation will provide nu-
merous benefits for Minnesota and the Nation. 
Importantly, this legislation expands access to 
health care to more than 32 million Americans. 
This expansion of health care will be achieved 
without increasing the federal deficit. The non-
partisan Congressional Budget Office has ob-
jectively analyzed the legislation and has de-
termined that its enactment will reduce the 
deficit by $143 billion over the first decade and 
more than $1.2 trillion over the second dec-
ade. The health care legislation is fully fi-
nanced by ending the excessive subsides in 
the Medicare Advantage program and by addi-
tional changes in Medicare reimbursement 
that will make Medicare more efficient without 
reducing essential Medicare benefits; it will ex-
pand the solvency of the Medicare Trust Fund 
by an additional seven years. 

This health care legislation also includes im-
portant improvements in rural health care for 
Minnesota and the Nation. I was concerned 
that the original House health care bill did not 
incorporate a number of necessary reforms to 
expand access in rural America. I am pleased 
to report that the health care legislation under 

consideration not only expands health insur-
ance coverage in rural America, but it also 
promotes the training and placement of health 
care professionals in rural areas. I am also 
very pleased that this legislation addresses 
the longstanding geographic disparity in Medi-
care reimbursement. Northland health care 
providers have been greatly disadvantaged by 
unfair Medicare reimbursement, and this legis-
lation closes that gap and moves us inex-
orably toward payment parity with the rest of 
the country. 

Just as the Hippocratic oath requires that 
medical providers adhere to the admonition of 
‘‘First, do no harm,’’ the same is true for legis-
lators, and this legislation, while not perfect, 
will implement significant and positive changes 
in the delivery of health care. 

This is especially true with regard to vulner-
able women and unborn children. I am con-
fident that abortion will not be funded in this 
legislation. Current law dating back to October 
12, 1979 (Public Law 96–86), has contained a 
federal prohibition on the use of federal funds 
for abortion in community health centers. Con-
science clause protections that have existed in 
the past, that are in effect today, will remain 
in effect in the future. The legislation also pro-
hibits the use of federal tax credits and cost- 
sharing assistance to pay for abortion. I am 
very pleased that President Obama has pre-
pared and will issue an Executive Order upon 
enactment to reaffirm the enforcement of cur-
rent law that prevents the use of federal funds 
for abortion. 

Today, we keep faith with the American 
people. Today we ensure that quality, afford-
able health care is available to everyone to 
this generation and generations to come. 

Support this bill. 
Mr. TOWNS. Mr. Speaker, I would like to 

clarify several points in Section 1334 of H.R. 
3590, regarding the Office of Personnel Man-
agement’s authority to provide oversight and 
set premiums of multi-State plans. 

OPM, of course, has administered the Fed-
eral Employees Health Benefits Program for 
over 50 years, and that program has served 
as a model for the Exchanges envisioned 
under this legislation. In administering the 
FEHB Program, OPM has been able to ad-
dress the problem of uniformity of benefits and 
requirements across State lines using its au-
thority under 8902(m) of Title 5. Section 
1334(a)(4) of the Senate-passed bill states 
that ‘‘the Director shall implement this sub-
section in a manner similar to the manner in 
which the Director implements the . . . Fed-
eral employees health benefit program under 
chapter 89 of title 5, United States Code’’. The 
intent of this provision is that OPM oversee 
multi-State health plans in the same manner in 
which oversight is provided under the FEHB 
Program for the purposes of uniformity of 
health insurance plans. OPM should exercise 
this authority, as it does in the FEHBP, to en-
sure that multi-State plans offer uniform bene-
fits, negotiate premiums with multi-State plans, 
and require these plans to set aside a certain 
amount of reserve funds. Moreover, it is im-
perative that OPM issue rules and guidelines 
as necessary to effectively and efficiently ad-
minister the multi-State plans, including for 
uniform adjudication procedures for disputes 
involving the multi-state plans. 

Another issue that requires clarification is 
the interaction between the Secretary of 
Health and Human Services and the Director 
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of OPM. The legislation gives the Secretary 
broad authority to issue regulations governing 
the operation of State Exchanges. Any rule or 
regulation governing plans offered on State 
Exchanges would affect OPM’s administration 
of the multi-State plans, which will also be of-
fered on the Exchanges. There are overlap-
ping responsibilities between HHS and OPM 
with regard to the multi-State plans offered on 
State Exchanges. The legislation envisions 
that the Secretary of HHS will coordinate and 
consult with the Director of OPM on any policy 
decisions that would affect the administration 
of multi-State plans. This joint effort is essen-
tial to ensuring the proper operation of the 
multi-State program as envisioned by Section 
1334. 

Under section 1334, OPM is directed to en-
sure that sufficient resources are allocated to 
the ongoing administration of the FEHBP. The 
intent of this provision is to ensure that essen-
tial resources are not pulled away from 
FEHBP in order to start up the new program 
created by this bill. However, where greater 
efficiencies can be found from the administra-
tion of both programs jointly, we would expect 
OPM to adopt that approach. 

Lastly, section 2714 of H.R. 3590 would 
allow unmarried adult children to remain on 
their parent’s plan up to the age of 26. Con-
gress intends that this mandate apply to indi-
vidual FEHB plans in their capacity as private 
health insurers and to the FEHBP as a group 
health plan. This Congressional Budget Office 
incorporated this interpretation of section 2714 
in preparing its cost estimate of the legislation. 
Given the economic conditions in country, this 
is an important reform that will help families 
across the country, including the families of 
federal employees and retirees. I am pleased 
to support this provision as one of many re-
forms that will improve health care coverage 
for low and middle income Americans. 

Mr. BOUCHER. Mr. Speaker, health care 
reform is needed. More than 36 million Amer-
ican citizens do not have health insurance, 
and millions more are underinsured and can-
not afford to pay for the medical care they 
need. Those who have health insurance are 
finding that health care costs and health insur-
ance premiums are rapidly rising. In fact, 
health insurance premiums are increasing 3.5 
times faster than the rate of increase in family 
incomes. 

This status quo is unsustainable, and finding 
a way for everyone to afford health insurance 
is necessary to benefit both the uninsured and 
those who have insurance. It is also essential 
that health insurance reform control health 
care costs and prevent rapid increases in 
health insurance premiums. But reform legisla-
tion must also ensure that the residents of my 
district in Southwest Virginia continue to have 
access to the high quality health care services 
that are now delivered locally. 

After reading and carefully reviewing the 
legislation, I oppose passage of the health 
care measure before the House today. My 
concern largely centers on the dramatic reduc-
tions in Medicare funding required by the leg-
islation. Over the next 10 years, the bill re-
quires that Medicare funding be reduced by 
$450 billion. In fact, in April of this year, doc-
tors in our region and across the nation will 
have their Medicare payments reduced by 21 
percent. Over the next several years, addi-
tional reductions in payments to doctors will 
occur. Other health care providers will also ex-

perience substantial reductions in their Medi-
care reimbursements. These Medicare pay-
ment reductions are fully accommodated by 
and expected to occur in order to achieve the 
$450 billion Medicare payment reduction re-
quired by the reform legislation. 

The population of the Ninth Congressional 
District is more elderly than in the typical con-
gressional district. Most senior citizens in our 
region depend upon Medicare to pay their 
medical bills. Therefore, these Medicare fund-
ing cuts will be far more harmful to the popu-
lation of our region than to the population of 
the typical congressional district. The dramatic 
cuts in Medicare funding that would be re-
quired by the health reform bill would ad-
versely affect the quality of health care for 
senior citizens and other Medicare recipients. 

Because Medicare is paying less, doctors, 
hospitals and other health care providers 
would increase charges to patients who have 
health insurance to make up for what they are 
not receiving from Medicare. This cost shifting 
of some substantial portion of the Medicare 
cuts would raise health insurance premiums 
for those who have insurance. 

While it is important that means be found to 
enable everyone, including those who are cur-
rently uninsured, to be able to afford health in-
surance, achieving that goal cannot occur at 
the expense of people who are currently in-
sured. Having concluded that these dramatic 
Medicare cuts would both decrease the quality 
of health care that is delivered to our region’s 
senior citizens and result in increases in 
health insurance premiums for the currently in-
sured, I simply cannot lend my support to pas-
sage of the bill. 

I am also concerned about the unsavory 
deal-making that occurred in the United States 
Senate when the health care bill was consid-
ered in December. Some states received spe-
cial benefits at the expense of other states. 
While the measure before the House today re-
moves several of the special benefits, others 
remain and were not removed by the legisla-
tion. For example, the states of Louisiana, 
Tennessee, Connecticut and Montana have 
each received special benefits in the health 
care reform legislation not made available to 
other states. I simply cannot countenance this 
kind of deal-making which goes well beyond 
the bounds of normal legislative negotiations. 

In my view, the legislation does not do 
enough to eliminate the historical disparity in 
Medicare funding between urban areas and 
rural areas under which rural areas receive 
less than the urban regions of the country. 
There is no justification for Medicare paying 
less for medical procedures performed in our 
region than in the cities. 

The bill also fails to achieve the tort reform 
which is necessary to control health care 
costs. Virginia’s tort reform law, which was 
adopted when I was a member of the Virginia 
General Assembly, has worked well, and I 
have urged that it be a model for national ap-
plication. Unfortunately, the reform bill fails to 
include this needed provision. 

I deeply regret that the legislation does not 
have a bipartisan foundation. On a matter of 
this scope, affecting every American citizen, 
the best ideas of both political parties should 
be drawn upon in crafting balanced legislation 
that well serves the public interest. That did 
not happen as the reform bill was constructed. 

Reform is needed, but the measure being 
debated in the House today falls short. Be-

cause of massive funding reductions for Medi-
care, it would adversely affect the quality of 
care received by Southwest Virginia senior 
citizens. It would result in health insurance 
premium increases for those who have insur-
ance. It contains unacceptable special benefits 
for some states at the expense of the others. 
It does not correct the unwarranted disparities 
in Medicare reimbursements that penalize 
rural areas. It does not contain meaningful tort 
reform, and it lacks the necessary bipartisan 
foundation. 

The reform legislation contains many helpful 
provisions; however, in my view its short-
comings outweigh its merits. I will cast my 
vote accordingly. 

Mr. PRICE of North Carolina. Mr. Speaker, 
‘‘once to every man and nation,’’ wrote the 
great abolitionist poet James Russell Lowell, 
‘‘comes the moment to decide.’’ 

Mr. Speaker, there are moments in history 
when it becomes clear that we simply cannot 
wait any longer to do what is right. When we 
have the opportunity to take a significant step 
to make our country better, the sort of oppor-
tunity that comes only a few times in a life-
time. We face such a moment tonight. 

Our health insurance system is falling far 
short of the American peoples’ basic needs. It 
isn’t working for families, who have seen their 
insurance premiums increase 75 percent over 
the past decade, while their earnings have 
risen only 14 percent. It isn’t working for 
young adults, whose parents’ policies stop 
covering them in their early twenties in most 
states, as if people that age don’t need health 
insurance. It isn’t working for people who have 
pre-existing conditions and can’t find afford-
able coverage. It isn’t working for the count-
less Americans whose coverage has been re-
voked when they get sick and need it most. 
And it isn’t working for small business owners 
who want to provide coverage for their em-
ployees but can’t access the low group rates 
that insurance companies willingly negotiate 
with large employers. 

Over the past year, I have attended numer-
ous town hall meetings and roundtable discus-
sions. I have met personally with doctors and 
patients, parents and children, seniors and 
students, business owners and employees. I 
have read thousands of letters and emails 
from constituents about this critical issue. 

In the course of these conversations, I have 
heard a rich and diverse range of views on the 
current state of our nation’s health care sys-
tem, but one conclusion has been shared by 
almost everyone: The status quo is unaccept-
able. 

Our current system penalizes the sick. It 
sells young people short. It puts small busi-
nesses—the primary engine of job creation in 
our country—at a competitive disadvantage. 
And instead of medicine, it offers seniors the 
Medicare doughnut hole. 

Why, then, would we continue to accept it? 
Particularly when we have before us a care-
fully crafted bill that directly addresses the 
system’s flaws, preserves its strengths, and 
sets us on the path to meeting longer-term 
challenges. 

The time for reform is now. 
In an effort to defeat this bill, some of my 

colleagues have fabricated claims about 
‘‘death panels’’ and damage to Medicare. 
They have raised the specter of ‘‘socialism’’ 
and ‘‘government takeovers’’ when they know 
quite well that this bill leaves the provision of 
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care, and most insurance, in the private sec-
tor. They urge us to ‘‘start over,’’ but when 
challenged to come up with an alternative, 
they produced a plan that leaves insurance 
discrimination in place as well as tens of mil-
lions of uninsured. 

Reform will save money for employees, 
business owners, and taxpayers. It will end in-
surance company abuses. It will let young 
people stay on their parents’ policies until age 
27. It will extend coverage to 95 percent of 
Americans. It expands community health cen-
ters and increases the number of primary care 
doctors and nurses. And it will end the hidden 
tax that the insured pay every month in the 
form of higher premiums. 

If my colleagues don’t want to take my word 
for it, ask some of the people—right in their 
own backyards—who have lived through it 
firsthand. Ask David Swanson, whose insur-
ance company raised the premium for his 
daughter’s coverage 54 percent when she 
turned 17. Ask Blake Anderson, a small busi-
ness owner who cannot afford coverage for 
his four employees. Ask Libbie Hough, who 
fears her 18-year-old daughter won’t be able 
to find insurance when she finishes college 
because of a genetic disorder. Or ask the 
thousands of Americans who think they have 
good coverage until they get sick and hit an-
nual or lifetime benefit caps, or lose their jobs. 

Mr. Speaker, the American people have 
waited long enough. We face an historic deci-
sion tonight, one that will resonate throughout 
our country, as have Social Security and 
Medicare, for decades to come. Let us seize 
the moment for the people we were elected to 
serve, and for future generations. 

Mr. RAHALL. Mr. Speaker, throughout my 
career of public service, there have been a 
few critical challenges that have remained at 
the top of my priority list; protecting our coal 
miners and our coal jobs and the need to pro-
vide our people with access to affordable, 
quality health care. 

Across southern West Virginia, especially in 
rural areas where senior populations are high, 
that challenge has been particularly daunting, 
because so many health insurance companies 
have been increasingly putting high profit mar-
gins above all else, even the compassionate 
treatment of the sick and the elderly. 

I have consistently spoken out against the 
abuses of and mistreatment by huge, for-profit 
health insurance companies. And I have advo-
cated for competition, recognizing that it is 
good for consumers and drives down prices 
for all buyers, while driving up quality of serv-
ice. 

At the same time, I have consistently stood 
against the use of federal funds to pay for 
abortions—a stand I took again when I worked 
to have anti-abortion language included in the 
original House-passed health care bill. That 
was, in fact, one of many issues that I heard 
a lot about from West Virginians in recent 
months and that I successfully pressed to 
have addressed in the House bill. 

With the Executive Order strengthening the 
life protections in this bill, we have achieved a 
firm anchor for the protection of life in this 
country, reflecting the principles of the Hyde 
Amendment, no federal funding for abortions. 
Administrative chipping away and mischief will 
be held at bay with this order throughout this 
administration. Future administrations should 
be held to this standard. 

Health care is a deeply personal issue for 
all Americans. But it is also true that there are 

no people in the world more personally gen-
erous than Americans when it comes to help-
ing the ill and the injured. 

I understand people’s frustrations and con-
cerns over coal, jobs, our economy. The rhet-
oric about health care this year has been 
emotional, at times angry, and, ultimately divi-
sive. Much of the legitimate debate has been 
undermined by millions of dollars in adver-
tising, underwritten by massive health insur-
ance companies interested only in protecting 
their record profits and lucrative salaries. The 
result has been a polarized public and a polar-
ized Congress. 

But underlying the most contentious, most 
calculatingly advertised issues, there can be 
found common ground. Certainly the status 
quo—where honest, hardworking parents are 
forced into bankruptcy to afford lifesaving 
treatments for their child and where longtime, 
loyal workers lose their health care coverage 
along with their jobs during tough economic 
times—does not comport with American val-
ues. 

One of my constituents, Fred Long, is a 
Vietnam veteran and a proud West Virginian 
who has long had private health insurance. 
Fred, blessed with good health, needed his in-
surance little until he was 63 years old when 
he had to have cataracts removed from both 
eyes. 

Fred’s brother was born with cerebral palsy. 
His problems were covered by SSI and Med-
icaid. He, too, had cataracts removed, but be-
cause of Medicaid, it did not cost his family a 
dime. 

The two brothers had the same procedure, 
used the same hospital, and same doctor, yet 
Fred’s surgery cost him $3,099.36 despite 
Fred’s $480 a month health insurance pre-
miums. 

Mr. Long closed his letter to me with this: 
‘‘. . . how many thousands of dollars have 

been paid in insurance premiums over the 
years . . . I don’t know if this will be of any 
help in changing the thinking of those that 
can’t see where national health care would 
benefit the working man. 

‘‘The insurance companies could have done 
this, collected from those that weren’t sick and 
paid the heath care cost for those that were 
sick, just like the government helped my broth-
er when he needed it. He is on Medicare now 
and I just hope I can get by the next few years 
when I can sign up for Medicare. (Sincerely, 
Fred Long)’’ 

Mr. Long’s personal story echoes so many 
others I have heard from all across southern 
West Virginia—this is just one of the reasons 
I believe health care reform is necessary. 

We must end the polarization of America 
and find that common ground for the common 
good. The health care system as it currently 
exists is not sustainable for the long-term and 
this Nation has a host of serious challenges 
that cry out for attention—jobs for our people, 
renewed transportation funding for our high-
ways, expansion of our technology, and diver-
sification of our economy. 

Unfortunately, as long as the needs of the 
people can be subverted by special interests, 
financed by donors who operate in secrecy 
without any accountability to the American 
public, I worry that we will see little more than 
the same polarization that has dominated this 
Nation for months. 

Free speech is a wonderful American right 
that must be protected. But much of the 

speech we have been witnessing of late has 
been anything but free. It has been well-fi-
nanced by special interests whose hands are 
in the pockets of political operatives, and their 
motivation is not the preservation of health 
care for our citizens, but, instead, the preser-
vation of power for themselves. Worse still, to 
the degree that these operatives are able to 
bend government to suit their own purposes, 
you can be sure that others will line up to use 
the same tactics for their own good. 

This is bad for West Virginia. And it is bad 
for our Nation. 

Throughout my years of hard work for the 
people of West Virginia, I have worked with 
Republicans, Democrats, and Independents 
alike, always focused on the needs of south-
ern West Virginia and the Nation. In all that 
time, I have used my experience, honesty, 
and integrity to sustain jobs for our coal min-
ers, to ensure their health and safety and that 
of their homes and their families. I have fought 
to expand our job base and to build improved 
infrastructure, to advance technology, ensure 
veterans care, improve education, and protect 
our God-given natural resources, including the 
unborn. 

Today, I call for an end to the polarization. 
We must put away our personal interests, set 
aside our differences, and do the People’s 
work. We must come together for the common 
good, using common sense. 

Ms. SUTTON. Mr. Speaker, every year 
45,000 people in this country die because they 
do not have insurance coverage, and in this 
great nation it should not be that way. And, on 
this day, in this moment, we have been called 
to stand up and vote to put an end to that sad 
reality. 

This is the moment when we will finally take 
the long-overdue step of ending the uncon-
scionable practices of the insurance compa-
nies, who through their greed and disregard 
have enjoyed record profits even as American 
families have suffered, sometimes fatally be-
cause of their actions. 

I support this legislation because it will put 
a stop to the discriminatory practices by insur-
ance companies that deny care based on pre- 
existing conditions and impose outrageous 
premium increases on American families. 

I support this legislation because it will cap 
out-of-pocket expenses that insurance compa-
nies impose on our constituents forcing many 
into bankruptcy when they or their children are 
stricken by illness or injury. 

I support this legislation because it is a vote 
to stop insurance companies from inflicting 
lifetime caps on people who have paid for in-
surance, only to find that it was not there for 
them when they needed it most. 

I support this legislation, because it will 
strengthen the solvency of Medicare, lower 
drug costs and close the donut hole for our 
seniors, and has the support of the AARP. 

This legislation will make health insurance 
more affordable and accessible for small busi-
nesses and individuals. 

This legislation will finally curb the per-
petual, skyrocketing costs of health care that 
have been drowning far too many American 
families for far too long. 

This measure will reduce our deficit by more 
than $1.3 trillion in the next two decades. 

I support this legislation because within the 
13th District of Ohio, which I am so honored 
to serve, it will improve coverage for 420,000 
of my constituents with health insurance. 
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It will give tax credits and other assistance 

to up to 154,000 families and 13,200 small 
businesses to help them afford coverage. 

It will improve Medicare for 107,000 bene-
ficiaries, including closing the donut hole. ‘‘It 
will extend coverage to 33,500 uninsured resi-
dents of the 13th District. 

It will guarantee that 9,000 residents with 
pre-existing conditions can obtain coverage. 

It will protect 1,700 families from bankruptcy 
due to unaffordable health care costs. ‘‘It will 
allow 45,000 young adults to obtain coverage 
on their parents’’ insurance plans. 

It will help support 3 community health cen-
ters in the 13th District and reduce the cost of 
uncompensated care for hospitals and other 
health care providers by $34 million annually. 

For all of these reasons, this is the day, this 
is the moment, and I am honored to support 
this health care measure. 

Ms. VELÁZQUEZ. Mr. Speaker, for too long, 
working families have lived in fear that they 
are just one illness away from financial ruin. 
For too long, the men and women in my home 
state of New York have watched their pre-
miums skyrocket, with family rates up 97 per-
cent in the last decade. For too long, Latinos 
have been left behind, suffering the highest 
uninsured rate of any other community. To-
night, it is time to say enough. 

It is time to say enough to the discriminatory 
policies that charge women and minorities 
more money for the same services. It is time 
to say enough to a system that has pushed 
more than 2.5 million New Yorkers over the 
brink and into the ranks of the uninsured. And 
it is time to say enough to a status quo that 
robs Americans of the peace of mind that can 
only come from knowing this—they, and they 
alone, are in charge of their own well-being. 

Mr. Speaker, this bill gives every American 
that autonomy. For the Latino community, it 
delivers coverage to 8.8 million people. In my 
home district, it improves options for 324,000 
residents, and expands care to 86,000 more. 
For 16,000 people with preexisting conditions, 
it allows them to buy affordable health plans 
right away, promising them: Never again. 
Never again can you be denied coverage. And 
for 4,300 of my district’s seniors paying full 
price for prescription drugs, it closes the Medi-
care donut hole. 

Meanwhile, this bill invests in New York’s 
network of community health centers. In my 
district alone, 33 clinics will see critical im-
provements, meaning more options for the 
men and women of Brooklyn, Queens and the 
Lower East Side. And at the end of the day, 
Mr. Speaker, isn’t that what this legislation is 
all about—options? 

The Patient Protection and Affordable Care 
Act will deliver better choices—not just for 
New Yorkers, but for all Americans. With the 
passage of health care reform, we are finally 
answering a decades-long cry for help. We 
are finally empowering the American people 
with quality, affordable options that put them in 
the driver’s seat, and I urge support of this 
landmark legislation. 

Mr. BISHOP of Georgia. Mr. Speaker, I 
have decided to support the health reform leg-
islation because it represents an historic op-
portunity to make health care more accessible 
and affordable now and into the future. I base 
this decision not on what is popular, but on 
what I believe is in the best interest for Geor-
gia’s Second Congressional District both in the 
short- and long-term. 

Throughout this process, I have solicited the 
views of people both supporting and opposing 
health care reform. I have heard from doctors 
and patients, small business owners and the 
CEOs of large corporations, as well as resi-
dents of rural and urban areas. I also have 
heard from the healthy and the sick, the young 
and the old, and the rich and the poor. I thank 
each of you who shared your views with me, 
and I have listened to your opinions. 

In my district there are more than 83,000 
uninsured residents who will receive health in-
surance coverage under this bill. There are 
14,500 uninsured individuals who have a pre- 
existing medical condition such as cancer, 
heart disease, and diabetes and who will now 
no longer be denied affordable health insur-
ance coverage. In addition, there are 12,100 
small business owners in my district who will 
qualify for tax credits to help employees afford 
health care. 

My district is also home to 96,000 senior 
citizens who will benefit from a stronger Medi-
care program whose solvency is extended to 
2026. There are 6,600 Medicare beneficiaries 
who will now be able to afford their prescrip-
tion drugs with the closure of the Part D ’donut 
hole.’ And, through the health care reform bill, 
181,000 households in Southwest Georgia 
could qualify for tax credits to purchase health 
insurance through Medicaid, employer spon-
sored insurance, or other acceptable cov-
erage. For these people and for millions of 
Americans like them, I have decided to sup-
port the health care reform bill. 

Some people have asked how I could be a 
fiscally conservative Blue Dog Democrat and 
still support the health reform bill. I do not 
know how I could be a Blue Dog Democrat 
and not support this bill. According to the non-
partisan Congressional Budget Office, the bill 
will reduce the deficit by $138 billion over the 
next 10 years and $1.2 trillion in the decade 
after that. It includes tough provisions attack-
ing waste and fraud in the Medicare and Med-
icaid programs, including some proposed by 
Republicans. It will slow the growth in health 
care costs that are becoming an increasing 
burden on families, businesses, and govern-
ments. And the legislation will benefit rural 
America by boosting mandatory funding for 
community health centers by $11 billion over 
five years and making significant investments 
in the training of primary care doctors. 

This bill is not perfect. We cannot, however, 
let the perfect be the enemy of the good. Nor 
can we allow fear, misinformation, political mo-
tivation and partisanship to prevent us from 
taking the necessary steps to improve our 
health care system. I believe that we have a 
moral obligation to ensure that all Americans, 
regardless of race, ethnicity, geography, or in-
come, receive the health care they need to 
lead healthy and productive lives. 

As a man of faith, I know that Jesus taught 
us to provide and care for others, especially 
the ‘least of these’ who often have few advo-
cates. In addition, when I ask myself, ‘What 
would Jesus do if he represented the Second 
Congressional district, and had the opportunity 
to vote to enable more than 32 million unin-
sured Americans to receive health insurance?’ 
I believe He would take care of this immediate 
need of the people—not let them fend for 
themselves while we start over or do nothing. 
This legislation goes a long way toward living 
up to this moral principle, and I am proud to 
support it. 

Ms. EDDIE BERNICE JOHNSON of Texas. 
Mr. Speaker, I rise to claim time in support of 
the Reconciliation Bill and the Senate amend-
ments to the Patient Protection and Affordable 
Care Act. 

Health care in the United States has de-
graded in accessibility and quality to the ex-
tent that we are a nation in crisis. Change is 
needed to truly make progress toward a 
healthier America, and the time for change is 
now. 

We are the closest in 60 years of legislative 
efforts to provide access to health care for all 
Americans. We must pass this legislation for 
the people. 

It is time to place compassion and dignity 
over corporate greed. 

My experiences as a legislator—and as a 
nurse—have provided a unique vantage point 
from which to discuss this issue. I have seen 
first-hand the state of affairs of our health care 
system. 

We cannot sustain the current system as 
premiums rise, prescription prices soar, and 
medical bankruptcies increase as services de-
cline. 

Texas leads the Nation in uninsured, includ-
ing the highest rate of uninsured children, and 
I am here today to stand up for my constitu-
ents who desperately seek access to care. 

Thousands of families are crushed by the 
growing cost of health care. This legislation 
reins in health care costs for families and busi-
nesses and reduces the deficit. 

We have come to a point where we must 
choose consumers over insurance companies. 
Insurance companies have held the public 
hostage for many years, controlling and ration-
ing care. It is time to give citizens the right to 
control their own health care. 

I stand in strong support of the legislation 
and urge my colleagues to do the same. 

Mr. HALL of Texas. Mr. Speaker, as we 
enter the most important and eventful week of 
the thirty years I’ve been up here—I think of 
the consequences of the votes we will cast— 
both Republican and Democrat. 

When we passed the health bill on this very 
floor—the Democrats—with a 40 vote advan-
tage on the House Floor—passed H.R. 3962 
with a 5 vote advantage—which showed that 
the outrageous health bill had been lessened 
in severity in the Commerce Committee—and 
was softened up enough for the Senate to kill 
it. Then, a series of Senators negotiated gifts 
they were not entitled to—each receiving a dif-
ferent consideration—into being the coveted 
60th vote. If we take the Floor back—I would 
favor subpoenaing those who may have made 
the overtures to compare it to the law of brib-
ery or corrupt deals. I would send the results 
to the Federal and State Prosecutors. The 
bribery penalty as set out in 18 U.S. Code 
Section 203 ‘‘is imprisonment for not more 
than a year and a civil fine of not more than 
$50,000 for each violation.’’ I consider offering 
a bribe—for a personal benefit—as worse than 
accepting one; let’s clean up the United States 
Congress—and listen to our people whose 
only request is to take back our country. 

Webster’s Dictionary defines ‘‘bribe’’ as 
money or favor given or promised to a person 
in a position of trust to influence their judg-
ment or conduct. 

Mr. MARIO DIAZ-BALART of Florida. Mr. 
Speaker, I rise today to express my strong op-
position to the eventual government takeover 
of health care that took place on the floor of 
the House today. 
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Though I strongly believe that America 

needs health care reform, I cannot in good 
conscience cast a vote for a bill that will take 
our country down the path of bankruptcy. 

This deeply flawed legislation raids Medi-
care, which faces insolvency in 2017, by over 
half a trillion dollars in order to create a mas-
sive new entitlement program. It raises taxes 
on our families and small businesses by over 
half a trillion dollars. It will lead to increases in 
insurance premiums, increase overall spend-
ing on health care by over $200 billion and will 
result in job losses. This bill will also increase 
the national debt and deficit, leaving our chil-
dren and grandchildren to pay the price. 

Today Democrat leadership abused and 
manipulated the legislative process for political 
gain, in an effort to force an eventual govern-
ment takeover of health care that the Amer-
ican people do not want. This legislation was 
drafted in secret and is loaded with backroom 
deals for certain Members of Congress and 
special interests. The American people need, 
demand and deserve health care reform that 
will increase access, improve quality and 
lower costs. What the American people do not 
want is this ill-conceived legislation that will 
bankrupt our country and leave a lasting nega-
tive impact on generations to come. 

Nothing is more sacred in this country then 
our freedom and democracy. These are the 
fundamental principles that make America the 
greatest country in the world, and I cannot and 
will not vote for legislation that jeopardizes the 
freedom, democracy, prosperity and oppor-
tunity of future generations of Americans. 

Mr. COSTELLO. Mr. Speaker, we meet 
today for what will truly be a historic debate 
and vote on national health care reform. Like 
the passage of Social Security in 1935 and 
Medicare in 1965, it is sure to be one of a 
handful of votes that will stand the test of time 
as of great national significance. Also like 
those votes, the public debate surrounding na-
tional health care reform has engendered 
great passion on both sides, often generating 
more heat than light, but instructive all the 
same, as we must listen to all viewpoints as 
we contemplate major changes that will affect 
the entire country. 

Today’s vote is a major milestone in what 
has been a decades-long effort to ensure ac-
cess to quality health care for all Americans. 
In my district, 34,000 people are uninsured 
and use the hospital emergency room for 
treatment. Nine thousand people have a pre- 
existing condition that precludes them from 
getting insurance. Meanwhile, health insur-
ance premiums have increased 131 percent 
over the last decade while wages have gone 
up only 38 percent. While the process over 
the last 14 months to develop health care re-
form legislation has been far from perfect, it is 
undeniable that our current health care system 
is broken, and we must take action to fix it. 
Toward this goal, I will vote in support of H.R. 
3590 and H.R. 4872. 

This has been the hardest decision regard-
ing a vote I have had to make during my serv-
ice in the House of Representatives. During 
that time, I have strived to serve the people I 
represent with diligence and integrity, while re-
maining true to my core individual beliefs. 

One of those core beliefs is my support of 
protecting the unborn. I along with Congress-
man BART STUPAK (D–MI) and other pro-life 
Democrats have worked hard through the pas-
sage of the House bill and since the passage 

of the Senate bill to ensure that current law 
Hyde amendment abortion restrictions are ap-
plied to the final legislation. However, we were 
successful in convincing President Obama—a 
pro-choice President—to issue an executive 
order that clearly states that the Hyde amend-
ment will apply to the bill. This is a highly sig-
nificant act. In addition, a colloquy on the 
House floor clearly stated that this is the intent 
of Congress. With these changes, I believe we 
have accomplished our goal. This belief is 
shared by the Catholic Health Association, 
NETWORK—a national Catholic social justice 
lobby, the Catholic Sisters—60 Catholic 
women religious leaders representing 59,000 
Catholic Nuns, and Democrats for Life. 

I stated that I would not vote for the Senate- 
passed bill in its current form. With the presi-
dential executive order approving the Hyde 
abortion language and the fact that H.R. 4872 
eliminates the ‘‘Cornhusker Kickback’’ and 
other state-specific promises, combined with 
assurances from the Senate that H.R. 4872 
will pass that body, I feel I can now support 
the Senate bill as amended. 

The fact is that this may be our last best 
chance to address a health care system that 
is unsustainable, that is spending $1 billion 
annually on medical costs for the uninsured 
while insurance premiums rise uncontrollably. 
Our current system is grossly inefficient and 
jeopardizes our future economic health. This 
legislation will insure 32 million additional 
Americans, eliminate pre-existing condition re-
strictions, allow for the interstate sale of health 
insurance, eliminate lifetime caps on insurance 
benefits, allow dependent children to stay on 
their parents’ insurance until age 26, and im-
prove health care for seniors, all while reduc-
ing our budget deficit by $138 billion over the 
next 10 years, and by $1.2 trillion over the 
next 10. 

While the legislation will allow those that 
have health insurance to keep it, it will also 
end the fear that so many uninsured Ameri-
cans have of becoming sick—of having to use 
their life savings or declare bankruptcy to pay 
for a medical emergency. It can be the dif-
ference that allows the disabled to live with 
dignity, and provides workers the confidence 
to reach their maximum professional potential. 

Mr. Speaker, after much deliberation, it is 
clear to me that we must take this opportunity 
to improve the provision of health care in our 
country. While it is a difficult thing to do, it is 
unquestionably the right thing to do, and I am 
confident that history will reflect this fact. 

Mr. GOODLATTE. Mr. Speaker, nearly two 
months ago President Obama stood here be-
fore the Members of the House of Represent-
atives, the Senate, the Supreme Court Jus-
tices, his own Cabinet Members and millions 
of Americans who were watching on television 
to deliver his first State of the Union address. 
In that speech he declared that as economic 
uncertainty continues to plague our Nation the 
government must focus on policies that pro-
mote economic growth and job creation. My 
how things have changed in just two short 
months. 

Congress should be working to reduce the 
tax and regulatory burdens that hinder small 
businesses and ultimately overall economic 
growth and job creation. Instead, over the loud 
objections of a majority of Americans, the Ma-
jority continues to advance their health care 
reform proposal which sets the tone for a 
Washington takeover of the health care sys-

tem. This legislation which contains a mul-
titude of new federal regulations, mandates, 
new big government programs, and a signifi-
cant increase in federal spending and debt, 
will be extremely detrimental to American busi-
nesses and particularly our small businesses, 
which will make job losses even worse. 

The legislation includes over $569 billion in 
tax increases and over $523 billion in Medi-
care cuts. This includes $52 billion in new 
taxes on employers, including small busi-
nesses, that cannot afford to provide health 
coverage or that don’t offer coverage. The ef-
fect of this type of tax, similar to a payroll tax 
increase, would ultimately fall squarely on 
workers in the form of lower wages or reduced 
employment. Additionally, the legislation in-
cludes $17 billion in new taxes on Americans 
who do not comply with the individual insur-
ance mandate which is sure to further stifle 
economic growth. 

In fact, 130 economists from all across the 
country sent President Obama a letter explain-
ing how this legislation is a job-killer. In their 
letter, the economists stated that the insur-
ance mandate and the tax increases, among 
other things, will ‘‘constrict economic growth 
and reduce employment’’ while ‘‘increasing 
spending on health care and increasing the 
cost of health coverage’’. 

That is why I strongly support an alternative 
proposal which allows for the purchase of 
health insurance across state lines, allows in-
dividuals and small businesses to join large 
pools to get more competitive rates, provides 
tort reform to cut down the high cost of defen-
sive medicine, allows full tax deductibility of 
health insurance premiums, portability of 
health insurance and protection against pre- 
existing condition exclusions. In addition, I 
support health insurance tax credits for individ-
uals and families who don’t have access to 
employer-based health insurance, increasing 
the number of community health centers, and 
encouraging the use of health information 
technology to achieve greater efficiencies. 

Congress should not be pushing this gov-
ernment takeover of health care that will inflict 
even more harm on our Nation’s economy, 
making job losses even worse. Instead Con-
gress must focus on strategies that help 
Americans obtain the best quality health care 
at the least cost, and ensure that the govern-
ment fosters increased access to quality care 
based on individual choice, not by taking away 
choices from people on the grounds that gov-
ernment knows best. 

Mr. SMITH of New Jersey. Mr. Speaker, for 
those of us who recognize abortion as lethal 
violence against children and the exploitation 
of women, nothing less than a comprehensive 
prohibition on public funding, promotion and 
facilitation of elective abortion in any federal 
health program, including the bill under con-
sideration today, satisfies the demands of so-
cial justice. 

The Stupak-Pitts Amendment which passed 
240–194–1 ensures that not some, but all the 
elements of the Hyde amendment applies to 
the programs that are both authorized and ap-
propriated in this bill. 

By now, I trust that all members fully under-
stand that because programs in Obamacare 
are both authorized and appropriated in this 
legislation, the actual Hyde Amendment has 
no legal affect. It only affects Labor HHS not 
this massive expansion of government funded 
health care. 
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Regrettably the language that emerged from 

the Senate is weak, duplicitous and ineffec-
tive, not by accident, but by design. It will 
open up the floodgates of public funding for 
abortion in a myriad of programs resulting in 
more dead babies and wounded moms than 
would otherwise have been the case. 

Because abortion methods dismember, de-
capitate, crush, poison, starve to death and in-
duce premature labor, pro-life Members of 
Congress, and according to every reputable 
poll, significant majorities of Americans want 
no complicity whatsoever in this evil. 
Obamacare forces us to be complicit. 

Abortion hurts women’s health and puts fu-
ture children subsequently born to women who 
aborted at significant risk. At least 102 studies 
show significant psychological harm, major de-
pression and elevated suicide risk in women 
who abort. 

Recently, the Times of London reported 
that, ‘‘[S]enior . . . psychiatrists say that new 
evidence has uncovered a clear link between 
abortion and mental illness in women with no 
previous history of psychological problems.’’ 
They found, ‘‘that women who have had abor-
tions have twice the level of psychological 
problems and three times the level of depres-
sion as women who have given birth or who 
have never been pregnant . . .’’ 

In 2006, a comprehensive New Zealand 
study found that 78.6 percent of the 15–18 
year olds who had abortions displayed symp-
toms of major depression as compared to 31 
percent of their peers. The study also found 
that 27 percent of the 21–25 year old women 
who had abortions had suicidal idealizations 
compared to 8 percent of those who did not 
have an abortion. 

At least 28 studies—including three in 
2009—show that abortion increases the risk of 
breast cancer by some 30–40 percent or more 
yet the abortion industry has largely suc-
ceeded in suppressing these facts. Abortion 
isn’t safe for subsequent children born to 
women who have had an abortion. At least 
113 studies show a significant association be-
tween abortion and subsequent premature 
births. For example a study by researchers 
Shah and Zoe showed a 36 percent increased 
risk for preterm birth after one abortion and a 
staggering 93 percent increased risk after two. 

Similarly, the risk of subsequent children 
being born with low birth weight increases by 
35 percent after one and 72 percent after two 
or more abortions. Another study shows the 
risk increases 9 times after a woman has had 
three abortions. 

What does this mean for her children? 
Preterm birth is the leading cause of infant 
mortality in the industrialized world after con-
genital anomalies. Preterm infants have a 
greater risk of suffering from chronic lung dis-
ease, sensory deficits, cerebral palsy, cog-
nitive impairments and behavior problems. 
Low birth weight is similarly associated with 
neonatal mortality and morbidity. 

Unlike both the Hyde Amendment and what 
would be the effect of the Stupak-Pitts amend-
ment, the Senate passed bill permits health 
care plans and policies funded with tax credits 
to pay for abortion, so long as the issuer of 
the federally subsided plan collects a new, 
congressionally mandated fee from every en-
rollee in that plan to pay for other peoples 
abortions. Requiring the segregation of funds 
into allocation accounts—a mere bookkeeping 
exercise touted by some as an improvement 

to the new pro-abortion funding scheme— 
does absolutely nothing to protect any vic-
tims—baby or mother—from publically funded 
abortion. 

The Senate passed bill creates a new Com-
munity Health Center fund and appropriates at 
least $7 billion for Community Health Centers 
(CHC). Again recognizing that the Hyde 
Amendment does not apply to this bill and ab-
sent enactment of the Stupak-Pitts amend-
ment, it is clear that the 1,250 CHC clinics 
(among the most effective means of reaching 
the poor and underserved with basic health 
care) will likely be compelled either by the 
Obama Administration or the courts or both to 
fund abortion on demand at CHC sites. There 
is no statutory protection against this abuse in 
the Senate-passed bill. 

Additionally, under the federal employee 
health benefits plan, which includes Members 
of Congress, since 1984, no funds may be 
used for abortion or the administrative ex-
penses in connection with any health plans 
that provide any benefit or coverage for abor-
tions or even the administrative expense, ex-
cept in the case of rape, incest or to protect 
the life of the mother. 

The Office of Personnel Management 
(OPM) administers the program. 

The Senate-passed bill on the other hand 
creates a huge new program administered by 
OPM that would manage two or more new 
multi-state or national health plans. The bill 
stipulates that at least one plan not pay for 
abortion. Which only begs to question: what 
about the other new multi-state plans adminis-
tered by OPM? Why can those federally ad-
ministered plans include funding abortion on 
demand? This represents a radical departure 
from current policy. 

Additionally, other appropriated funds in the 
bill have no Hyde/Stupak-Pitts type protections 
either including $5 billion for a temporary high 
risk health insurance fund and $6 billion in 
grants and loans for health cover co-ops. Pro- 
life members who vote for this bill will roll the 
dice on this one. 

When the bill left the House, it contained the 
Hyde-Weldon language protecting health care 
providers who refuse to participate in abortion 
against discrimination by government entities. 
The Senate passed bill instead only includes 
more narrow text that prevents discrimination 
by a ‘‘qualified health plan’’ on the Exchange. 
This narrow language was included in the 
House bill, but without the additional protec-
tions against discrimination by federal and 
state governmental entities, pro-life health 
care providers are not fully protected. 

Then there’s the Mikulski Amendment, Sec. 
2713, which empowers the HHS Secretary 
with broad new authority to compel private 
health care plans in America to cover ‘‘pre-
ventable’’ services. When Senator BEN NEL-
SON suggested that abortion not be included in 
the so-called preventative services mandate, 
Ms. MIKULSKI said no—raising a serious red 
flag that abortion is being postured as ‘‘pre-
ventable abortion service in the future’’—after 
all, abortion prevents a live birth. 

Abortion as preventative health care isn’t 
new. 

And as far back as 1976, Dr. Willard Cates, 
Jr. and Dr. David Grimes, then with CDC, pre-
sented a paper to a Planned Parenthood 
meeting, entitled: Abortion as a Treatment for 
Unintended Pregnancy: The Number Two 
Sexually Transmitted ‘‘Disease’’. To call preg-

nancy sexually transmitted disease; to call 
abortion a treatment or a means of prevention 
for this ‘‘disease’’ is barbaric. 

Abortion isn’t health care—preventative or 
otherwise. 

Mr. Speaker, we live in an age of ultrasound 
imaging—the ultimate window to the womb 
and its occupant. We are in the midst of a 
fetal health care revolution, an explosion of 
benign innovative interventions designed to di-
agnose, treat and cure disease or illness any 
unborn child may be suffering. 

Unborn children are society’s youngest and 
most vulnerable patients. Obamacare should 
do them no harm. Tragically, it does the worst 
harm of all. It kills them. 

Mr. FILNER. Mr. Speaker, I rise in support 
of this bill and I would like to take the oppor-
tunity to remind America’s veterans that the 
plan will not affect the VA health care system. 
I continue to work in concert with leaders in 
the House of Representatives to ensure that 
veterans receive the world-class health care 
services they have so bravely earned. 

Let me be clear: enrolled veterans meet the 
individual responsibility requirements under 
the bill to maintain quality health coverage. 

I firmly believe all of our citizens should 
have access to health care. I am proud that 
Congress has crafted a plan to bring stability 
and security to Americans who have insurance 
today, and affordable coverage to those who 
do not. This plan, however, will not jeopardize 
the current health care services and benefits 
provided by VA. We will keep our promise to 
our Nation’s heroes of the past, present, and 
future. 

I was pleased to sign a letter with House 
Armed Services Chairman IKE SHELTON, 
House Ways & Means Chairman SANDER 
LEVIN, House Education & Labor Chairman 
GEORGE MILLER, and House Energy and Com-
merce Chairman HENRY WAXMAN affirming that 
current health care reform legislation does not 
undermine or change the Department of Vet-
erans Affairs mandate to provide comprehen-
sive health care to veterans. I would like to 
submit this letter, along with statements from 
the Vietnam Veterans of America and 
AMVETS and a statement from General Eric 
Shinseki, Secretary of the VA, affirming this 
fact for the RECORD. 

CONGRESS OF THE UNITED STATES, 
Washington, DC, March 21, 2010. 

Hon. LOUISE SLAUGHTER, 
Committee on Rules, The Capitol, 
Washington, DC. 

DEAR CHAIRWOMAN SLAUGHTER: The House 
Democratic leadership asked our committees 
to review HR 3590 and HR 4872 to assess the 
impact of the bills on the health care pro-
vided by the Department of Defense and the 
Department of Veterans Affairs. Our reviews 
of HR 3590 and HR 4872 lead us to believe that 
the intent of the bills was never to under-
mine or change the Department of Defense 
and Department of Veterans Affairs oper-
ation of their health care programs or inter-
fere with the care that our service members 
receive under TRICARE. However, we com-
mit to look into this issue further to ensure 
that no unintended consequences may arise 
and to take any legislative action that may 
be necessary. 

HR 3590, as drafted, does not specifically 
mention that TRICARE coverage meets the 
individual responsibility requirement. but 
such coverage would satisfy the require-
ments of this bill. To affirm that this is the 
case, the U.S. House of Representatives 
unanimously passed HR 4887, the TRICARE 
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Affirmation Act, which provides assurances 
to the American people that care provided to 
those in the military and their families, as 
well as military retirees under age 65 and 
their families, would indeed meet the re-
quirement for coverage. 

The members of our nation’s military sac-
rifice much to defend us all. We commit to 
these dedicated service members and their 
families as well as our veterans that we will 
protect the quality healthcare they receive, 

Sincerely, 
BOB FILNER, 

Chairman, Committee 
on Veterans’ Affairs. 

GEORGE MILLER, 
Chairman, Committee 

on Education and 
Labor. 

HENRY WAXMAN, 
Chairman, Committee 

on Energy and Com-
merce. 

IKE SKELTON, 
Chairman, Committee 

on Armed Services. 
SANDER LEVIN, 

Chairman, Committee 
on Ways and Means. 

MARCH 21, 2010. 
VIETNAM VETERANS OF AMERICA APPLAUDS 

PASSAGE OF SKELTON BILL ENSURING PRO-
TECTION OF TRICARE, VA HEALTH CARE, 
AND CHAMPUS; DECRIES ‘‘SCARE TACTICS’’ 
WASHINGTON, DC.—‘‘ We thank and applaud 

passage of H.R. 4887 yesterday in the House 
of Representatives, by a vote of 403–0. Pas-
sage of this bill ensures that health care pro-
grams for veterans, active duty military, re-
tired military, and their families/survivors 
will not be affected negatively by the pend-
ing health care reform legislation.’’ said 
John Rowan, National President of Vietnam 
Veterans of America (VVA). 

‘‘It is unfortunate that some continue to 
raise what is now is even more clearly a false 
alarm that is apparently meant to frighten 
veterans and their families in order to 
prompt them to oppose the pending legisla-
tion. While there is legitimate debate as to 
whether or not the pending health care 
measures should become law, VVA does not 
appreciate spreading rumors that are not ac-
curate by any political partisan from any 
point of the political spectrum,’’ continued 
Rowan. 

‘‘Last summer there was a similar inci-
dent, also involving partisans in the health 
care reform debate, that VVA soundly con-
demned. We said then: ‘‘It is our hope that 
sane minds reject fear-mongering, and that 
veterans recognize these scare tactics for 
what they are,’’ Rowan said. Rowan con-
cluded by saying: ‘‘VVA has always worked 
hard for justice for veterans of all genera-
tions, and their families. We have always, 
and will continue to, work with public offi-
cials representing all political parties and 
points of view. Issues affecting veterans and 
their families are not, should not, and must 
not become partisan footballs to bat around. 
VVA decries any effort, by anyone, that 
would do just that.’’ 

DEPARTMENT OF VETERANS AFFAIRS, 
March 21, 2010. 

STATEMENT FROM VA SECRETARY ERIC K. 
SHINSEKI 

As Secretary of Veterans Affairs, I accept-
ed the solemn responsibility to uphold our 
sacred trust with our nation’s Veterans. 
Fears that Veterans health care and 
TRICARE will be undermined by the health 
reform legislation are unfounded. I am con-
fident that the legislation being voted on 
today will provide the protections afforded 

our nation’s Veterans and the health care 
they have earned through their service. The 
President and I stand firm in our commit-
ment to those who serve and have served in 
our armed forces. We pledge to continue to 
provide the men and women in uniform and 
our Veterans the high quality health care 
they have earned. 

President Obama has strongly supported 
Veterans and their needs, specifically health 
care needs, on every major issue for these 
past 14 months—advance appropriations, new 
GI Bill implementation, new Agent Orange 
presumptions for three additional diseases, 
new Gulf War Illness presumptions for nine 
additional diseases, and a 16% budget in-
crease in 2010 for the Department of Vet-
erans Affairs, that is the largest in over 30 
years, and which has been followed by a 2011 
VA budget request that increases that record 
budget by an additional 7.6%. 

To give our Veterans further assurance 
that health reform legislation will not affect 
their health care systems, the Chairmen of 
five House committees, including Veterans 
Affairs Chairman Bob Filner and Armed 
Services Chairman Ike Skelton, have just 
issued a joint letter reaffirming that the 
health reform legislation as written would 
protect those receiving care through all 
TRICARE and Department of Veterans Af-
fairs programs. 

AMVETS APPLAUDS SKELTON BILL TO 
PROTECT MILITARY HEALTH CARE 

Lanham, Md. March 21, 2010—AMVETS 
leaders applauded the passing of H.R. 4887, 
introduced by Rep. Ike Skelton, D-Mo., that 
will protect specific health care benefits of 
military veterans, members of the Armed 
Forces and their families. 

AMVETS National Legislative Director 
Raymond Kelly said Sunday that AMVETS 
leaders have always understood the intent of 
H.R. 3590: The Patient Protection and Af-
fordable Care Act, and believed it would not 
compromise the health care benefits of 
American Veterans. 

‘‘AMVETS continues to share the opinion 
of Department of Veterans Affairs Secretary 
Eric Shinseki and other VA and Department 
of Defense leaders that health care reform 
legislation does not threaten the veterans’ 
community,’’ said Kelley. ‘‘The successful 
passing of Rep. Skelton’s legislation only so-
lidifies our belief and erases any and all 
doubt of potential harm.’’ 

Kelly said AMVETS will continue to mon-
itor the debate to ensure the Senate version 
of H.R. 4887 also passes. 

Ms. HIRONO. Mr. Speaker, today we take a 
stand for hard-working middle class families 
who deserve a better value for their health 
care dollar. We take a stand for better health 
care for America’s seniors. We take a stand 
for those who have been denied insurance 
coverage because of a preexisting condition or 
whose insurance is rescinded when they need 
it most. 

This has been a difficult debate. There are 
strong, personal feelings about the issue of 
health care, because it affects all of us. This 
makes it even more important that we focus 
on the substance of health care reform, rather 
than engage in demagoguery, name calling, 
and worse. Republicans and Democrats alike 
know that our health care system is broken 
and not sustainable. Our country spends more 
on health care than any other developed 
country and we fall far below these other 
countries in the health of our people. 

H.R. 4872 and the Senate health care re-
form bill, H.R. 3590, are not perfect, but they 
are a step in the right direction. The health in-

surance reform measure achieves the three 
key goals of affordability for the middle class, 
accessibility for all Americans, and account-
ability for the insurance industry. 

More than 350 organizations support the 
health insurance reform legislation that we are 
voting on today. They include: the American 
Medical Association, AARP, Catholic Health 
Association, Main Street Alliance, Federation 
of American Hospitals, National Association of 
Public Hospitals and Health Systems, Amer-
ican College of Physicians, Paralyzed Vet-
erans of America, American Heart Association, 
American Cancer Society Cancer Action Net-
work, American Diabetes Association, Amer-
ican Nurses Association, Families USA, Na-
tional Committee to Preserve Social Security 
and Medicare, National Women’s Law Center, 
Consumer Federation of America, and the 
Consumers Union. 

Once this bill is passed, Americans will see 
immediate benefits: seniors will start to see 
immediate relief from high prescription prices 
with a $250 rebate for Medicare beneficiaries 
who hit the donut hole; preventative services 
and immunizations will be free under Medicare 
right away—eliminating co-payments for pre-
ventative services and exempting preventative 
services from deductibles; and small busi-
nesses that provide coverage to their employ-
ees will be eligible for a tax credit of up to 
35% of premiums. The bill will also ban insur-
ers from denying coverage to children with 
pre-existing conditions and eliminates lifetime 
limits and restrictive annual limits on coverage. 

These are real reforms yielding real benefits 
to people who are not getting their money’s 
worth from the current system. It will soon be 
much harder to mischaracterize what this ef-
fort to change the health care system has 
been about once reform is enacted and the 
benefits accrue. 

I was appalled at the news that my col-
leagues John Lewis, Andre Carson, Emanuel 
Cleaver, and Barney Frank were verbally in-
sulted and in one instance spat on by anti- 
health care reform protestors yesterday. 

The ugliness that this behavior exemplified 
reminded me of why ‘‘Live Aloha’’ is more 
than a motto to us in Hawaii. The Hawaiian 
word aloha, has deep meaning in my state; it 
is far more than hello or goodbye. To ‘‘Live 
Aloha’’ is to also have respect for yourself and 
respect for others, especially those with whom 
we disagree. To treat each other with de-
cency—not hatred, or racism, or bigotry—is to 
‘‘Live Aloha.’’ I’m proud to represent a state 
where we strive toward that ideal. 

My office has taken many calls and received 
many emails and letters on health care reform. 
A call that my office received on Friday was 
particularly heartfelt. It was from a woman on 
the island of Kauai who called to tell me that 
she and her 93 year-old friend both wanted 
me to stay strong and to vote in support of 
health care reform. I mention this particular 
call because it reminded me of the people and 
places I represent, who I fight for every day, 
and what this health care debate is all about. 

In his recent address to the Democratic 
Caucus, President Barack Obama quoted 
President Abraham Lincoln who said, ‘‘I am 
not bound to win, but I’m bound to be true. I’m 
not bound to succeed, but I’m bound to live up 
to what light I have.’’ This bill calls us to be 
true to the millions of Americans who want 
and need enlightened health care reform. It is 
a privilege to vote for H.R. 4872. 

VerDate Nov 24 2008 01:35 Mar 26, 2010 Jkt 089060 PO 00000 Frm 00022 Fmt 4636 Sfmt 9920 E:\RECORD10\H21MR0.PT2 H21MR0m
m

ah
er

 o
n 

D
S

K
D

5P
82

C
1P

R
O

D
 w

ith
 C

O
N

G
-R

E
C

-O
N

LI
N

E



CONGRESSIONAL RECORD — HOUSE H1913 March 21, 2010 
Mr. ISRAEL. Mr. Speaker, I rise in support 

of this bill for one fundamental reason. It is- 
simply the right thing to do. Not for my Party, 
not for the President, not for the Speaker, not 
for me. But for the people I represent. The 
middle class and working families; the back-
bones of our economy—small businesses— 
challenged by rising health costs. 

Few debates have been as long and as 
passionate as this one. Since last August I 
have heard the strong voices on both sides of 
this issue. I have listened to the angry chants 
of opponents of the bill at Town Hall meetings. 
I have read the mail from people who insist 
this is a march towards socialism, that it is a 
dangerous experiment, that it involves govern-
ment death panels who will deny senior citi-
zens the life-saving health care they need. I 
have watched protesters march outside my 
district office on Long Island. I have seen the 
repugnant signs here in Washington com-
paring health care to the Holocaust. 

I have seen and heard it all. But I have also 
heard others. They are the average Long Is-
landers—not rich, not poor, but usually some-
where in between—who live in quiet despera-
tion and concern. 

The small business owner on Long Island 
who told me he just received a 22 percent in-
crease in health insurance premiums and ago-
nizes at the prospect of either scaling back the 
care he provides his workers or scaling back 
the workers he pays. Under this bill, his busi-
ness will receive a tax credit to help him pro-
vide insurance to his workers. And he will be 
able to shop for competitive rates and services 
in a new market-driven ‘‘Health Insurance Ex-
change.’’ 

The woman who thought health care worked 
pretty well for her, until her daughter was diag-
nosed with breast cancer. She’s been forced 
to deal with high medical costs to care for her 
daughter. But, under this bill, she will not have 
to worry about an insurance company that re-
fuses to pay for her chemotherapy. 

The middle class family with two kids just 
out of college who are having trouble finding 
a job that provides health insurance. Under 
this bill, those young adults can get coverage 
on their parents’ plans until they turn 26. 

The retired plumber on the block where I 
live. One day he came to my house. I thought 
he wanted to debate this bill with me. Instead, 
he said: ‘‘I wish you would pass this now. 
Don’t these people know that if they lose their 
jobs they lose their health care?’’ 

And just yesterday, Mr. Speaker, a small 
business owner called me with concerns and 
plentiful questions about the legislation we will 
vote on today. After I explained it, he said: 
‘‘There’s been too much confusion about this 
bill. I wish it had been explained.’’ 

He is right. This bill has changed in over a 
year of debate. Sometimes in an effort to ac-
cept bipartisan recommendations. Sometimes 
to reduce its cost. While one side has had the 
responsibility to improve the bill, the other side 
has taken the opportunity to brand it with 
mischaracterizations. But now the ink is dry, 
Mr. Speaker. And the dry ink of this bill rep-
resents the best hope to protect the middle 
class and working families I represent. The 
small business owner in East Northport who 
now has a level playing field when shopping 
for insurance. The family in Sayville who can 
now keep a child insured until the age of 
twenty-six. The senior in Deer Park whose 
drug costs will be covered. The accountant in 

Huntington who lost his job but will be able to 
shop for affordable health care. 

This bill will improve coverage for 485,000 
of my constituents with coverage through their 
employer, give tax credits to as many as 
81,000 families and 21,000 small businesses 
to make health care affordable in my district, 
and extend coverage to 29,000 uninsured resi-
dents of the towns I represent. 

This bill will reduce our debt. Yesterday, the 
Congressional Budget Office certified that the 
bill is fully funded and will actually reduce fed-
eral deficits by $143 billion in the first ten 
years and over a trillion dollars in the next ten. 

This bill is an urgent reversal from eight 
years of ignoring the crisis. Between 2000 and 
2008, health insurance premiums doubled, in-
surance company profits quadrupled, and an 
additional 6 million Americans became unin-
sured. As a result, the leading cause of per-
sonal bankruptcy today is unpaid medical bills. 
Without action, these trends will grow worse. 

These are the middle class families and 
businesses that have always expanded our 
economy. But rising health costs and insecu-
rity have undermined the middle class. This 
bill will provide them with the basic security 
they need to do what they’ve always done: 
build our economy. 

This vote is no different than the 1965 vote 
for Medicare. Back then, when one-quarter of 
American seniors were living in poverty and 
wracked with un-payable medical bills, there 
were loud voices that said, ‘‘do nothing’’ and 
‘‘start over’’ and ‘‘vote no.’’ Public opinion was 
skeptical then. Had I been in Congress in 
1965, and the choice was voting for Medicare 
and risking my seat, or voting against Medi-
care and saving my seat, I would have voted 
for Medicare. It became the back bone of eco-
nomic security for our senior citizens and 
helped build a middle class with economic se-
curity. This is no different. No less necessary. 
No less historic. 

Mr. STARK. Mr. Speaker, This is a historic 
day. We have worked to enact health reform 
in America for decades. President Johnson 
took a major step when he signed Medicare 
into law in 1965 and guaranteed every Amer-
ican age sixty-five and over quality, affordable 
health care. Forty-five years later, we are 
about to extend that guarantee to all Ameri-
cans. 

It isn’t the bill I would have written. However 
when it comes to legislating health insurance 
reform in America, we will not get everything 
each of us want. This bill is a compromise that 
bridges the differences among us. 

I am proud to support this legislation and 
urge my colleagues to do the same. 

This bill builds a solid foundation. It will: 
Extend coverage to 95 percent of all Ameri-

cans. 
Assure affordability of health insurance by 

providing tax credits and cost-sharing assist-
ance to families up to 400 percent of poverty. 

Halt abuses of the health insurance indus-
try—forcing them to compete on quality, not 
just their ability to avoid covering needed 
health services. 

Guarantee a standard benefit package for 
all Americans with an annual cap on out-of- 
pocket spending. No family should go bank-
rupt because of medical expenses. 

Create a new marketplace, called an Ex-
change, where people will be able to compari-
son shop among health insurance plans. 

Require that insurance plans spend at least 
a certain percentage of their premium dollars 

on benefits and end discrimination by health 
status, gender, occupation. 

Help senior citizens by filling the Republican 
Medicare prescription drug donut hole—ensur-
ing that Medicare beneficiaries will be able to 
afford their medications year-round. 

We are joined in support of this legislation 
by a coalition of patients, doctors, nurses, hos-
pitals, businesses, labor unions, children’s ad-
vocates and senior citizens. 

President Obama has worked tirelessly to 
achieve this goal and he deserves much of 
the credit. 

There are components I wish had turned out 
differently and I pledge to continue working to 
improve them. In particular, I have some con-
cerns about Medicare. 

I oppose the inclusion the Independent Pay-
ment Advisory Commission, called IPAB. 
Some of my colleagues support this Commis-
sion because it shields them from having to 
take tough votes when it comes to cutting 
Medicare provider payments. It’s my experi-
ence that Congress always does what is 
needed to protect and strengthen the Medi-
care program. IPAB is a dangerous provision. 
By statute, this Commission would be required 
to hold Medicare spending to an arbitrary and 
unrealistic growth rate. It is a mindless-rate 
cutting machine that sets the program up for 
unsustainable cuts. That will endanger the 
health of America’s seniors and people with 
disabilities. It is an unprecedented abrogation 
of Congressional authority to an unelected, 
unaccountable body of so-called experts. I in-
tend to work tirelessly to mitigate the damage 
that will be caused by IPAB. 

I am pleased that this legislation reduces 
government overpayments to private health in-
surance plans in Medicare and that our rec-
onciliation negotiations improved on those 
savings. It still should eliminate the overpay-
ments. I support the choice of private plans in 
Medicare, but I don’t support wasting taxpayer 
dollars on corporate subsidies to achieve that 
goal. Plans that can meet or beat Medicare 
should be allowed to participate. Those that 
can’t should be excluded. We’ve got more 
work to be done here. 

We also lost a provision in the House bill 
that ensured Medicare beneficiaries in private 
plans would never pay higher cost-sharing for 
Medicare services than if they were enrolled in 
traditional Medicare. I’ll be working with the 
Administration to see that they move forward 
with steps in their authority to resolve that dis-
parity. 

I am disappointed in the lack of a public 
health insurance option. This provision fell vic-
tim to the strength of the insurance industry 
lobby. It would have saved taxpayers money, 
enhanced competition, and increased effi-
ciencies. That it isn’t in this bill does not mean 
it can’t be added in the future. 

These flaws are what one must expect 
when bringing a bill through the US Congress 
that touches more than one-sixth of our econ-
omy. In the past, we’ve allowed health reform 
to fail because of similar imperfections. We, 
can’t let that happen now. 

Our vote today will determine whether we fi-
nally provide affordable, quality health care to 
all Americans. I am proud to rise in support of 
this legislation, and I urge my colleagues to 
join me in voting yes. 

Mr. PIERLUISI. Mr. Speaker, I rise so that 
the record will reflect the following point about 
the Medicare Advantage program and its ap-
plication in Puerto Rico. For a variety of rea-
sons, relatively few Medicare beneficiaries in 
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Puerto Rico are enrolled in Part B. The Medi-
care Payment Advisory Commission (MedPac) 
has determined that, as a result, fee-for-serv-
ice reimbursement rates for providers on the 
Island are artifically low and unstable. Over 
the past year, I have worked with the House 
Committee on Ways and Means to examine 
ways to address this problem. In the report ac-
companying the health care reform bill it ap-
proved, the Committee candidly acknowledged 
the problem and urged CMS to use its existing 
authority to adjust the reimbursement rates in 
Puerto Rico. I strongly supported this lan-
guage and believe it is still operative. Working 
with Committee leadership and my colleagues, 
I will do everything within my power to ensure 
that CMS uses its current authority to make 
certain that reimbursement rates to MA pro-
viders in Puerto Rico are fair. 

The language included in the House Ways 
and Means Committee report is: 

The phase-down of MA payments to FFS 
costs applies equally to all 50 states and the 
territories, however, Puerto Rico is a unique 
situation that the Committee expects that the 
Secretary will use authority under current law 
to examine. Specifically, very few Medicare 
beneficiaries in Puerto Rico choose to enroll in 
Part B; instead, MA plans buy down the Part 
B premium for enrollees and therefore many 
Medicare beneficiaries enroll in MA to receive 
all of their Medicare services. 

With only a small population enrolled in Part 
B through traditional Medicare, the county FFS 
expenditures calculated by the Secretary are 
artificially low and unstable from year-to-year. 
Therefore, the Committee expects that when 
calculating county FFS rates in Puerto Rico, 
the Secretary will use utilization and expendi-
ture data from MA plans under current author-
ity and adjust these rates and risk scores ap-
propriately. 

Mr. SMITH of Texas. Mr. Speaker, by a 12- 
point margin, Americans say the Administra-
tion’s health care plan is a ‘‘bad idea,’’ accord-
ing to a new NBC News/Wall Street Journal 
survey. 

And the number of people who call the 
health plan a ‘‘bad idea’’ has reached a new 
high. 

But you won’t hear about this from the na-
tional media—not even NBC, who conducted 
the poll. During a report about the survey on 
NBC’s Nightly News, anchor Brian Williams 
failed to mention this finding. 

Other polls show even greater opposition to 
the Administration’s plan. According to Inves-
tor’s Business Daily, Americans want Con-
gress to ‘‘start fresh’’ by 61 percent to 32 per-
cent. 

NBC and the national media should give the 
American people the facts about health care, 
not hide them. 

Mr. POE of Texas. Mr. Speaker, in a new 
survey of doctors published by The New Eng-
land Journal of Medicine—nearly half of all pri-
mary care physicians said they may leave the 
medical profession if Obama-care passes. 

Doctors are getting railroaded out of prac-
tice now. Medicare doesn’t pay the cost to 
keep their doors open. The new healthcare 
scheme makes it worse. Some doctors who 
can stay in business won’t see Medicare pa-
tients anymore. They can’t afford it. 

More patients and fewer physicians will 
cause long lines and rationing for our senior 
citizens. 

Government-run Medicare already denies 
claims twice as much as private insurance. 

But when Medicare denies coverage for a pro-
cedure—you can’t pay for it with your own 
money. The procedure—not the coverage— 
but the procedure is denied under Medicare. 
That’s government rationing. 

Passing the healthcare bill would only make 
those problems worse. 

Government-run healthcare has the com-
petence of FEMA, the efficiency of the Post 
Office, and the compassion of the IRS. It is 
not fit for a free people. 

And that’s just the way it is. 
Mr. PETRI. Mr. Speaker, I rise in opposition 

to H.R. 3590 and H.R. 4872. I certainly agree 
that it is time to fix the health care system in 
the United States so that all Americans have 
access to quality, affordable health care. How-
ever, the path we are considering takes us in 
the entirely wrong direction. And this reconcili-
ation bill only makes worse the Senate 
amendment considered by the House today. 
Overall, it will break the bank because it is 
filled with budget gimmicks to hide its true 
cost. It imposes over $500 billion in new taxes 
as our fragile economy struggles towards re-
covery. It makes significant cuts to Medicare, 
including to Medicare Advantage Plans which 
will surely eliminate or reduce benefits to the 
216,000 beneficiaries in Wisconsin. It gives 
the government unprecedented authority over 
the regulation of health insurance, which will 
lead to increased costs for those who currently 
have health insurance. 

We need the right reforms to eliminate 
waste throughout the system and reward high 
quality low-cost care. We should be choosing 
approaches which give consumers incentives 
to use their health care dollars wisely. Instead, 
we are going in the opposite direction by turn-
ing decisions over to government bureaucrats. 

Instead of getting everybody into the old, 
dysfunctional system and then figuring out 
how to pay for it, we should emphasize ad-
vances in efficiency so that more people will 
be able to afford their health care, and the 
government will be better able to take care of 
the rest. Unfortunately, the majority in Con-
gress has committed us to a path which will 
make the right reforms much harder to 
achieve. 

Despite the fact that I will vote against both 
bills, I do want to express my support for pro-
visions in H.R. 4872 that make changes to the 
federal student loan program. This bill elimi-
nates the Federal Family Education Loan 
(FFEL) Program and moves the origination of 
all federal student loans to the Direct Loan 
Program. For over two decades I have cham-
pioned the Direct Loan Program as the most 
efficient, stable, and cost effective federal stu-
dent loan program. The change to 100 percent 
direct lending marks an important step forward 
for students, parents, and taxpayers. 

Currently we have two federal student loan 
programs that provide the exact same student 
loans to borrowers, and schools choose to 
participate in either one or the other. The 
FFEL Program uses private capital to fund 
student loans but receives a federal subsidy to 
ensure a guaranteed rate of return. The fed-
eral government also provides a guarantee on 
these loans. Thus, if a student defaults, tax-
payers are on the hook, not the private lender. 
The Direct Loan Program uses the proceeds 
from the wholesale auction of Treasury securi-
ties to the private sector to fund loans to stu-
dents, and all servicing and bill collection is 
handled by private companies operating 

through performance-based contracts. The 
loans are delivered to students through the 
same system that universities use to disburse 
Pell Grants. 

I first became interested in student loan re-
form in the early 1980s when the head of the 
Wisconsin higher education agency convinced 
me that the FFEL program was wildly costly to 
the government. I introduced the first direct 
loan proposal in 1983 and almost ten years 
later won approval of a pilot program to test 
the direct loan program at hundreds of schools 
nationwide, including Marquette University in 
my state of Wisconsin. A year later, I success-
fully worked with President Clinton to author-
ize the Direct Loan Program. 

Over the years, there has been unanimous 
agreement about the excessive costs of the 
FFEL program compared to the Direct Loan 
Program when studied by the Congressional 
Budget Office (CBO), the U.S. Government 
Accountability Office (GAO), and the Office of 
Management and Budget (OMB) and the 
Treasury Department under both Presidents 
Clinton and Bush. Most recently, the Congres-
sional Budget Office reported that a switch to 
all direct lending would save taxpayers $61 
billion over ten years. 

Besides being more expensive for the tax-
payers, the FFEL program has also been 
plagued by fraud and abuse which further il-
lustrates the drawbacks of this program for 
students and taxpayers. For instance, last 
Congress it was found that from 2001 to 2006 
nonprofit lenders illegally claimed, according to 
one estimate, over $1 billion in improper tax-
payers subsidies by knowingly manipulating a 
loophole in the law. And then there was the 
‘‘pay for play’’ scandal in which it was re-
vealed that colleges and administrators re-
ceived special favors, benefits and kickbacks 
from lenders in exchange for steering students 
to their loans. 

The FFEL program has also been proven to 
be unreliable. In 2008, because of the turmoil 
in the credit markets, Congress passed emer-
gency legislation to temporarily allow lenders 
access to Treasury funds so they could con-
tinue to make loans. Between the Direct Loan 
Program and an emergency program, the fed-
eral government now funds $8.80 of every $10 
in federal student lending activity. Over the 
past year, hundreds of schools have switched 
to the Direct Loan Program. They report 
smooth and easy transitions to the program 
and satisfaction with the service. In fact, ac-
cording to Student Lending Analytics, only two 
percent of schools surveyed indicated they 
had not taken the steps necessary to originate 
direct loans. 

By moving to 100 percent direct lending we 
are not favoring government over the private 
markets, there is no ‘‘takeover’’ here. Elimi-
nating guaranteed loans in favor of direct 
loans means replacing a wasteful program 
with one that is more cost effective and in the 
interests of students and taxpayers. So, while 
I must vote against this bill due to the ill-con-
ceived health care provisions, I strongly sup-
port the switch to 100 percent direct lending. 

Mr. HASTINGS of Florida. Mr. Speaker, we 
are on the brink of passing a bill that will lay 
the foundation for comprehensive health care 
reform. We have discussed and debated var-
ious aspects of this bill for over a year. Now, 
it is time to act. 

Developing and executing major reform ef-
forts has never been easy or pretty. Violent 
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and divisive debates waged when Congress 
was considering legislation that instituted 
Medicare. 

And yet, few would dispute that this pro-
gram is essential to delivering quality health 
care to some of our Nation’s most vulnerable 
communities—the elderly and disabled. 

Like reform efforts of the past, the health 
care reform bill has been met with blind criti-
cisms and incessant fear mongering. Amaz-
ingly, some of my colleagues talk about hor-
rific scenarios that will result from passing the 
bill and ignore the horrific conditions that peo-
ple are enduring right now. They don’t speak 
for me. They don’t speak for the 161,000 unin-
sured Floridians in my district, and they don’t 
speak for people who know that this bill is fis-
cally responsible and takes a multifaceted ap-
proach to improving our health care system. 

Every single day, people are forced to 
choose between paying their mortgage or fi-
nancing costly life-saving treatments. Every 
single day, seniors are forced to choose be-
tween buying food or buying their medication. 
Every single day, people are dying pre-
maturely because they don’t have regular ac-
cess to health care services. You can’t tell me 
that these people don’t want or need health 
care reform. 

Mr. Speaker, health care reform boils down 
to whether you believe that 47 million unin-
sured Americans is an unfortunate but accept-
able fact, or an injustice that must be ad-
dressed. 

Achieving comprehensive health care reform 
requires a uniquely American approach that 
preserves what works and introduces new ele-
ments that will allow us to meet 21st century 
needs and goals. This reform bill does just 
that. I urge my colleagues to vote in support 
of this historic bill and ensure that our fellow 
Americans have access to affordable and high 
quality health care. 

Mr. BACA. Mr. Speaker, I stand today in 
strong support of the health care reform the 
American people so desperately need. 

American families and small businesses— 
not insurance companies—deserve control 
over their health care decisions. 

The bill we are debating today will: 
Lower insurance costs—and hold insurance 

companies accountable. 
End denial of coverage for pre-existing con-

ditions. 
Provide coverage to 32 million uninsured 

Americans. 
Close the Medicare Doughnut Hole—so 

seniors will be able to afford the coverage 
they need. 

Eliminate waste in our current system—and 
lower the deficit by $138 billion over 10 years; 
and $1.2 trillion over the next 20 years. 

And allow young adults to stay on their par-
ents’ insurance coverage until the age of 26. 

Health care reform is an issue that affects 
every single American—but is especially im-
portant to our Hispanic American community. 

Forty-one percent of Hispanics over the age 
of 18 lack health coverage. We must do bet-
ter—and with this bill—we will. 

Twenty-one percent of older Hispanics suf-
fer from diabetes—compared to only 14 per-
cent of non-Hispanic whites. 

The preventive care this bill provides will 
lower this disparity. 

This truly is a historic time. 
In 1935 we passed Social Security. In 1965, 

we passed Medicare. 

Today—we pass a health care reform that 
will save millions of lives—shrink our deficit, 
and put our nation on a path to prosperity. 

We must move past the hate, the fear, and 
the lies that have dominated this debate, and 
get the job done for the American people. 

I urge my colleagues to vote for this bill and 
pass health care reform that we need now and 
for generations to come. 

Ms. BERKLEY. Mr. Speaker, I rise today in 
support of health care reform. 

While not perfect, this bill addresses key ob-
stacles that continue to plague the system. 
The cost of health care premiums is sky-
rocketing out of control, creating an atmos-
phere where only insurance companies can 
and will prosper and prevail. Without this re-
form, our individual citizens and businesses 
will continue to be devastated by 
unsustainable costs or barriers to coverage. 

This bill would increase access for those 
who have been denied insurance in the past, 
either because they can’t afford it, have a pre- 
existing condition, or have been dropped from 
coverage after getting sick. It would provide fi-
nancial assistance to working families to make 
their health care costs affordable and it would 
provide businesses with tax credits for pro-
viding health care for their employees. 

In my district, this bill would extend cov-
erage to 155,500 uninsured residents, guar-
antee that 26,200 residents with pre-existing 
conditions can obtain coverage, reduce the 
cost of uncompensated care for hospitals and 
other health care providers by $74 million an-
nually, and allow 63,000 young adults to ob-
tain coverage on their parents’ insurance 
plans. 

I believe it is my duty to fight for the health, 
well-being and protection of the citizens I rep-
resent. While this package does not contain all 
the reforms needed, it provides a framework 
of very positive first steps that will achieve a 
great deal for Nevada families. There is no 
doubt that more must be done, but I believe 
this is a step in the right direction. I urge my 
colleagues to vote yes on this legislation. 

Mr. PLATTS. Mr. Speaker, all members of 
Congress agree that the status quo in health 
care is unacceptable and that we must act to 
make affordable, quality health care acces-
sible for all Americans. The legislation before 
us today, however, is the wrong solution. Sim-
ply put, it is bad public policy. 

Throughout the debate on health care re-
form, I have emphasized that Congress must 
be certain to adhere to the physician’s prin-
ciple of ‘‘First, do no harm.’’ Unfortunately, the 
Senate-passed health care bill (H.R. 3590) 
and reconciliation legislation (H.R. 4278) that 
we are considering today will do significant 
harm. 

A primary focus of health care reform must 
be on bringing down the rapidly rising cost of 
health care and health insurance. Instead, the 
legislation before us today costs over $1 tril-
lion in the first 10 years. When fully imple-
mented, the proposed plan’s costs will total 
more than $200 billion per year. That’s $2 tril-
lion in additional health care-related costs over 
the course of the plan’s first full decade of im-
plementation. Once the budgetary gimmicks 
are stripped away, the legislation before us 
will increase the overall budget deficit dramati-
cally. 

According to the Congressional Budget Of-
fice (CBO), the proposed legislation will do 
significant additional harm as well. CBO anal-

ysis concludes that health insurance premiums 
in the individual market will increase by 10– 
13%, Medicare will be cut by more than $500 
billion, taxes will increase by $579 billion, and 
millions of Americans will ultimately be forced 
off private health insurance plans into govern-
ment-run plans. 

Countless new taxes are included in the 
proposed health care legislation. For example, 
new taxes would be imposed on: individuals 
without health insurance; employers, whether 
they provide health insurance for their employ-
ees or not; certain employer-provided health 
insurance plans, more and more of them over 
time; medical devices, like wheelchairs and 
walkers; investment income; Flexible Spending 
Accounts; and health insurers and pharma-
ceutical companies, taxes that are likely to be 
passed along to their customers. 

The proposed legislation’s cuts to Medicare 
will detrimentally impact millions of senior citi-
zens. For example, CBO estimates that, as 
drafted, the cuts to Medicare Advantage fund-
ing will result in approximately 4.8 million sen-
iors losing access to such plans. Plans in 
which they chose to enroll. 

Mr. Speaker, the process by which we are 
considering these bills is also wrong. Ordi-
narily, the reconciliation process is used to 
pass legislation making changes in existing 
federal programs or taxes. The reconciliation 
legislation under consideration today will make 
changes to a health care bill that has yet to 
even be enacted. Importantly, there is no 
guarantee that the reconciliation bill will be 
passed in the Senate. This means that the 
House would be effectively trusting that the 
Senate health care bill will be ‘‘fixed’’ by the 
reconciliation process, even as the Senate 
health care bill is approved by the House and 
becomes law. 

The entire health care reform legislative 
process has been tainted by proposals offered 
along the way to gain votes—like the infamous 
‘‘Cornhusker Kickback,’’ as well as special 
provisions for other states that have under-
mined confidence in the final product. Simi-
larly, the House leadership’s initial plan of 
using a ‘‘deem-and-pass’’ legislative tactic— 
enacting the Senate bill into law without a 
straight up-or-down vote—greatly diminished 
the American people’s trust in this legislation’s 
provisions. 

Rather than enacting the legislation before 
us today, Congress should restart the process 
and enact common sense health care reforms 
that have bipartisan support. Reforms such as 
small business health insurance pools, med-
ical malpractice liability reform, tax credits and 
deductions for health care expenses, and in-
surance reforms addressing the issues of pre- 
existing conditions and wrongful coverage ter-
mination will better ensure access to afford-
able, quality health care for all Americans, 
while also adhering to the physician’s principle 
of ‘‘First, do no harm.’’ 

Mr. COOPER. Mr. Speaker. I woke up this 
Sunday morning, said my prayers, and finally 
decided that I will vote ‘‘yes’’ on health care 
reform. 

Having heard from tens of thousands of 
Middle Tennesseans on all sides of the issue 
(including the flood of messages in the last 
few days and hours), and having spent 
months studying the various bills, I know that 
America must improve its health care system 
because it is unsustainable. This legislation 
will make it better. 
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Any decision of this magnitude must be 

made very carefully, after weighing every con-
cern. We Nashvillians are proud of our out-
standing health care community that makes us 
‘‘the nation’s health care industry capital.’’ 
Given our community’s expertise, it is inter-
esting to note that: 

Every Nashville hospital strongly supports 
the legislation, whether it’s St. Thomas, Van-
derbilt (both University and Hospital), Centen-
nial, Meharry Medical School, Nashville Gen-
eral, Summit, Skyline, or Southern Hills. 

A majority of physicians who contacted me 
support the legislation and, although the Ten-
nessee Medical Association opposes it, the 
TMA’s national organization, the conservative 
American Medical Association, supports it. 

A majority of local nurses support the legis-
lation, along with the American Nurses Asso-
ciation. 

Despite media controversy regarding abor-
tion, the Catholic Health Association, Catholics 
United, and groups representing 59,000 
Catholic Sisters support the legislation. 

The largest Nashville and national senior or-
ganization, AARP, supports the legislation. 

It means a lot to me that so many local peo-
ple who know so much about health care 
agree with my decision. 

Of course, there are plenty of people who 
disagree who are also very knowledgeable 
about health care, and I have great respect for 
their opinions. I’ve learned a lot from their 
views. Several of their suggested improve-
ments are already in the legislation. You may 
be surprised that many of these critics want 
the legislation to do more, not less. Having 
taught health policy at Vanderbilt’s business 
school for many years, I can easily point out 
many flaws in the legislation myself, both sub-
stantive and procedural. I have been working 
hard in Congress to eliminate those flaws. For 
example, yesterday we were able to force a 
clear, up-or-down vote on today’s legislation 
instead of using the parliamentary maneuver 
that was favored by some in my own party. 

Let me make clear that I respect the advo-
cacy of those who are opposed to the legisla-
tion. They actually help me make sure that 
more people in Congress do their homework 
and pay attention to America’s financial prob-
lems. They are strengthening our democracy 
with their voices. 

The bottom line is that this legislation offers 
the only realistic hope that most Americans 
have for getting a fair deal in today’s private 
health insurance markets. This is not a gov-
ernment takeover of those markets, but a way 
to encourage better private-market competi-
tion. In the future, private insurance compa-
nies should compete to keep us healthy, not 
drop us from coverage. Tens of millions of 
Americans will benefit immediately from reform 
of these insurance markets. Thousands of 
lives will literally be saved due to the greater 
affordability of health insurance. This is as 
major a public health accomplishment as re-
ducing car wrecks or finding a cure for a 
dread disease. One of the lives saved could 
be yours. 

My health insurance is Tennessee Blue 
Cross/Blue Shield (just like I had when I was 
a small businessman in Nashville) but, as a 
Congressman, I am able to purchase it as part 
of a large pool, an exchange. I want every 
American to have the same purchasing power. 
No matter what your insurance company is, 
most Tennesseans are only one illness away, 

one pink slip away, or one premium hike away 
from being mistreated by current insurance 
practices: discrimination against pre-existing 
conditions, arbitrary premium pricing, and last- 
minute rescission of coverage when you need 
it most. This legislation will cover 32 million 
hardworking, middle-class Americans who are 
left out in the cold by today’s insurance prac-
tices. Rival legislation only attempts to cover 3 
million uninsured people, or less than 10% of 
the problem. America can, and must, do bet-
ter. 

The financial issues involved are just as im-
portant as the coverage issues, as I pointed 
out in my remarks at the President’s bipartisan 
summit on health care at Blair House in Feb-
ruary. Will improved coverage increase the 
deficit, either short-term or long-term? And will 
this legislation start containing the explosion in 
health costs that threaten our economy but do 
not improve our health? 

Although CBO claims that the legislation will 
reduce deficits in the first ten years by over 
$100 billion, and by over $1 trillion after that, 
you don’t have to believe CBO to realize that, 
even if you assume zero deficit reduction, this 
is a huge improvement in the policymaking of 
recent years. In plain English, this bill is paid 
for, and may even save big money. Should 
these projections prove faulty, there are fail- 
safe mechanisms within the legislation that, 
with public support, should correct any budget 
problems. I proudly voted against the 2003 
Medicare drug bill because it did not even at-
tempt to pay for itself. That one bill (which 
very few constituents complained about) 
added $600 billion to the short-term deficit and 
as much as $7.8 trillion in the out years. Fiscal 
conservatives have much more reason to pro-
test that legislation than this. 

There is a legitimate concern about whether 
the so-called ‘‘doc fix’’ should have been in-
cluded in this legislation. It is not. That issue 
is the result of the 1997 Balanced Budget Act 
formula that limits the growth of physician re-
imbursement under Medicare. Since 1997, 
some doctors have been able to increase their 
reimbursement more than others, but all are 
now threatened with a 21 percent cut. This is 
a $320 billion problem over the next 10 years, 
and a $4.2 trillion problem in the out years. 
Unless this issue is resolved, it could have 
more deficit impact than all of health reform. I 
think that we must figure out a way to pay for 
the ‘‘doc fix’’ now, not add it to the deficit. If 
you really care about the deficit, watch how 
your elected officials vote on this key issue. 

This legislation does not do enough to con-
tain medical inflation, but it makes a good start 
because it contains the largest proposed sav-
ings in health costs in history, $600 billion 
over ten years. To make these savings stick, 
we will all have to be vigilant because every 
health care provider will immediately be asking 
for Congress to reduce or even reverse those 
savings. For those who sincerely want Con-
gress to have more backbone on these 
issues, the answer is to support more savings 
now by asking for tougher follow-on legisla-
tion. You won’t achieve more savings by en-
couraging Congress to slouch away from its 
responsibilities today. 

There are many talking heads on television 
who claim to want more cuts, but their imme-
diate plan is to do nothing. Today the official 
Republican Party position is to scare seniors 
about Medicare and, despite a blizzard of 
words, do nothing. They are behaving as 

badly as the Democratic Party used to behave 
when scaring Social Security recipients. If his-
tory is any guide, America only has the polit-
ical will to face up to these issues every 15 
years, and, when we did address them, Con-
gress did not make much progress. Neither 
political party will tell you that the real cost of 
delaying reform is roughly $16 billion a day. 
That’s my estimate, based on accrual account-
ing, of the financial harm being done to Amer-
ica by a failure to resolve these problems on 
a timely basis. Waiting too long to pass reform 
could be as terrible a fiscal tragedy as waiting 
too long to treat cancer. Of course, the pundits 
have no way of paying for the delay, and the 
fiscal harm, that they foster. The opportunity 
cost of endless arguments may even be great-
er than the cost of solving the problems them-
selves! 

Opponents of today’s reform also claim to 
have a better plan. I’d love to see it. I am thor-
oughly familiar with their legislative ideas be-
cause I have been working in a bipartisan way 
on these issues for many years. They simply 
do not have a better plan today that could gar-
ner more than a handful of votes, and, given 
their track record, are not likely to ever 
present one. There is no magic wand. For ex-
ample, I’ve tried for many years to promote 
the bipartisan Healthy Americans Act, H.R. 
1321. We ended up with only a handful of co-
sponsors. Another example is my friend Rep. 
PAUL RYAN’s (R–WI) interesting plan that has 
made him the darling of The Wall Street Jour-
nal. His bill, H.R. 4529, has exactly 13 co-
sponsors. You need at least 216 votes to get 
anything accomplished. As intriguing as some 
of these ideas are, they are not a solution, es-
pecially when the meter is ticking at about $16 
billion a day. 

There is a lot of rhetoric about which polit-
ical party is more sincere about deficit reduc-
tion. The facts are that the last Democratic 
president to have a balanced budget was Bill 
Clinton, just ten years ago. The last Repub-
lican president to have a balanced budget was 
Herbert Hoover, almost eighty years ago. To-
day’s Congress has finally passed into law im-
portant ‘‘pay-as-you-go’’ legislation that will 
force Washington to start living within its 
means. Budget experts think that this is the 
single most important step toward getting our 
fiscal house in order. Blue Dog Democrats, of 
which I am a member, forced this improve-
ment in budgeting. 

The President has created a bipartisan Fis-
cal Responsibility Commission that will help 
Washington face up to its deficit problems. 
The President is doing his best to implement 
my bipartisan legislation on this issue, legisla-
tion that the Senate failed to pass because 
seven Republican senators (who are original 
cosponsors) voted against their own bill! None 
of these important steps toward fiscal sanity 
was allowed under the previous Administra-
tion. In fact, the previous Vice President, Dick 
Cheney, was famous for saying, ‘‘Deficits don’t 
matter.’’ He could not have been more mis-
taken. 

Regardless of what happens to this legisla-
tion today, America cannot afford to ignore the 
growing crisis in financing today’s medical sys-
tem. In the future, we need to focus on these 
issues every year, not every 15 years. Pas-
sage of this legislation is absolutely certain to 
do that. Flaws will need to be corrected, ad-
justments made, new ideas explored. I have a 
list ready. Just as continual advances in medi-
cine must be made, continual advancements 
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in delivery of medical care must be made. 
Both types of advancements save lives. It is 
better when the private sector makes these 
improvements but, when the private sector 
fails, then government should help the private- 
sector, not run their businesses for them. 

I am well aware of the fact that this is a big 
vote, and perhaps a career-limiting decision. 
But I think most folks back home want me to 
do what is right, not just what’s temporarily 
popular. That’s what my 90-year-old mother 
taught me. I’ve made tough votes before and 
been proven right. Against united Republican 
opposition, I voted for the 1993 Clinton budget 
that put America on the path to the longest 
economic recovery in history. Against united 
Republican leadership, I voted against the 
2003 Medicare drug bill that was the largest 
unfunded expansion of entitlement programs 
in history. And against united Republican op-
position, I voted for the House health reform 
bill in November of 2009 that enabled us to 
vote on the much better Senate measure 
today. 

I have the honor of representing the Hermit-
age District. Our greatest hero, Andrew Jack-
son, said ‘‘One man with courage is a major-
ity.’’ I sure hope he was right. 

Mr. TOWNS. Mr. Speaker, today the House 
of Representatives is preparing to vote on his-
toric health insurance reform legislation, H.R. 
4872, the Health Care and Education Afford-
ability Reconciliation Act. We have spent more 
than a year debating this important bill that will 
provide 32 million Americans health insurance. 
In my home district, New York’s 10th Congres-
sional District, access to affordable health in-
surance will make a tremendous difference in 
the lives of men and women who have been 
burdened by the escalating costs of health 
care. 

We can no longer wait to stem the rising 
tide of the uninsured and underinsured, imple-
ment important reforms to prevent insurers 
from discriminating against persons with pre- 
existing conditions and enact important meas-
ures to rein in costs. 

When this bill is signed into law, millions of 
Americans who do not have health care today 
will finally walk the pathway to coverage. 
American families will no longer face bank-
ruptcy when a loved one gets ill and seniors 
will finally get relief from the high cost of pre-
scription drugs due to our expanded coverage 
under Medicare Part D. 

Importantly, we are doing all of this without 
adding one penny to the federal deficit. In fact, 
this bill will reduce our federal debt by $143 
billion over the next ten years, and hundreds 
of billions more in the years thereafter. 

Health insurance reform is an issue I have 
been committed to throughout my long con-
gressional career. We have been close to this 
day before, but this time, at long last, I am 
confident we will see this legislation signed 
into law. 

Mr. Speaker, I thank my colleagues who 
supported this bill. 

Mr. ACKERMAN. Mr. Speaker, I rise on this 
historic day in strong support of the Health 
Care and Education Affordability Reconcili-
ation Act of 2010, H.R. 4872. 

Let me be perfectly clear: all Americans 
should have access to affordable and quality 
health-care coverage. For too long, drastically 
needed health-insurance reform has been de-
layed. I’m proud that the overdue reform of 
our health-care insurance system has finally 

begun. Many of us, including Members of 
Congress, enjoy excellent health-care cov-
erage. But far too many people have inad-
equate coverage, including over 70,000 of my 
constituents who are completely uninsured. 
And for those of us with coverage, the status 
quo is unsustainable and costly: Without 
health insurance reform, the insurance pre-
mium for an average family is expected to rise 
from $13,000 today to $24,000 in less than a 
decade. Mr. Speaker, my constituents want re-
duced costs, more choices and expanded cov-
erage. 

I support this landmark legislation because it 
changes the way that insurance companies 
currently ration medical care: The legislation 
we are about to pass would require all plans 
to eliminate coverage denials because of pre- 
existing conditions, eliminate dropping cov-
erage when individuals become sick, eliminate 
annual and lifetime caps on how much can be 
spent on care, and eliminate exorbitant out-of- 
pocket expenses. Opponents of this bill would 
rather have the big health-insurance compa-
nies dictate the rules. But I think all Americans 
deserve these basic protections from their 
health-insurance plans, and these important 
guarantees will improve the coverage for near-
ly all those who already have insurance—even 
those Americans who are extremely satisfied 
with their current plans. 

The Act starts with what works well in to-
day’s health care system and fixes the parts 
that are broken. No one has to give up the 
health care they enjoy today—everyone can 
keep their current health plan, doctors and 
hospitals. New state marketplaces called ex-
changes will allow uninsured individuals to 
shop among a large number of private plans 
with a core set of benefits. For the first time 
ever, American families—even those who 
keep their current health insurance—will ben-
efit from no longer having to worry about los-
ing health coverage because of a new or lost 
job. The bill finally brings the type of health in-
surance reform that Americans need and de-
serve. 

Many opposed to comprehensive health in-
surance claim there are no immediate benefits 
to these bills; that somehow nothing happens 
until the exchanges are set up. Mr. Speaker, 
here are just some of the immediate benefits 
that take effect this very year: small busi-
nesses will receive tax credits for offering 
health insurance to their employees; seniors 
who fall within the infamous Medicare pre-
scription-drug donut hole will receive a $250 
rebate; people who have been denied health- 
care coverage because of a pre-existing con-
dition will be able to get affordable coverage 
through temporary high-risk pools; children will 
no longer be callously denied coverage be-
cause of a pre-existing condition; annual limits 
and lifetime limits on the cost of care will start 
to be prohibited; and also this year, insurance 
companies will no longer be able to take away 
an individual’s coverage because they get 
sick. 

Mr. Speaker, unfortunately, the previous Ad-
ministration and the former leadership of the 
House of Representatives never acknowl-
edged the moral or economic costs we pay 
every day for our failure to make health cov-
erage affordable and accessible for everyone. 
Today, that ends. Today we recognize that 
more people with good coverage saves lives 
and saves costs. Today we unequivocally 
state that people should not have to go bank-

rupt to pay their medical bills. And today we 
finally realize that no one should have to go to 
an emergency room just to receive routine 
medical care. I am proud to be voting today to 
make sure that health-care insurance reform is 
putting these essential principles into action. 

So, Mr. Speaker, I urge all my colleagues to 
support the Health Care and Education Afford-
ability Reconciliation Act of 2010, H.R. 4872 
so that all Americans will have access to 
health care. 

Mr. ANDREWS. Mr. Speaker, I rise today in 
support of millions of individuals throughout 
our country who are working for small busi-
nesses which are in PEO arrangements. The 
clear objective of this legislation is to create 
incentives for health care coverage and not to 
provide disincentives. I would like to clarify 
that for purposes of the application of section 
2716 of the Public Health Service Act (Prohibi-
tion on Discrimination in Favor of Highly Com-
pensated Individuals) and Internal Revenue 
Code section 45R (Credit for Employee Health 
Insurance Expenses of Small Businesses), to 
any health plans sponsored by a professional 
employer organization (PEO) or a PEO client 
organization, the rules would be applied to 
each client organization separately and eligi-
bility for the small business tax credits would 
also apply to each client organization sepa-
rately, and not at the PEO level. 

Mr. KIRK. Mr. Speaker, I rise today in oppo-
sition to H.R. 3590, the Senate Health Care 
bill. I strongly support reforms to lower the 
cost of health insurance and cover Americans 
with pre-existing conditions. That is why I au-
thored the Medical Rights and Reform Act, 
H.R. 3790. Under our centrist Reform Act, we 
cover Americans with pre-existing conditions 
and advance three major reforms: 

(1) The Medical Rights Act: Under our bill, 
Congress shall make no law interfering with 
the personal decisions that you make with 
your doctor, 

(2) Lawsuit Reform: By applying the lawsuit 
reforms (recently eliminated in Illinois) similar 
to successful California reforms, we could re-
duce defensive medicine, saving over $200 
billion annually, and 

(3) Granting Americans Interstate Rights: 
Our bill grants the right to all Americans to buy 
health coverage from any state in the union, 
especially if you find a plan that is less expen-
sive or more flexible for your family or small 
business. This improves choice and competi-
tion for each American. 

Unfortunately, the Congressional leadership 
will not permit a debate on our bill. Instead, 
the House will only allow one vote on the 
health care bill adopted by the Senate. 

Under the Senate bill, the Congress will in-
crease spending by $1.2 trillion, including 
$940 billion for new subsidies, $144 billion for 
new mandates, $70 billion to administer the 
bill and $41 billion in unrelated spending. To 
attempt to pay for the bill, Congress will raise 
taxes, cut Medicare and borrow a historic 
amount of money. To pass the Senate, the bill 
also included the ‘‘Louisiana Purchase’’, 
‘‘Cornhusker Kickback’’ and ‘‘Gatoraide’’ that 
advantaged Louisiana, Nebraska and Florida 
over the people of Illinois. 

The bill imposes 12 new federal taxes, im-
posing over $500 billion in new payments to 
the government, including over $23 billion in 
taxes on the people of Illinois. Among the new 
taxes is a new ‘‘Individual Mandate Tax’’ (IMT) 
of $2,250 per household or 2 percent of 
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household income. The bill increases the 
Medicare payroll tax and does not adjust this 
for inflation. Therefore, like the infamous Alter-
native Minimum Tax (AMT), the new Medicare 
tax will soon reach most middle class families 
as inflation pushes more Americans into its 
bracket. 

The bill also increases the capital gains tax. 
Most economists worry that too many busi-
nesses plan for the short-term, hurting long- 
term economic growth. That is why invest-
ments which are held for longer periods of 
time pay a lower capital gains tax. The Senate 
bill reverses this wise policy by imposing a 
new 3.8 percent tax on capital gains, raising 
the rate from 15 percent to 23.8 percent by 
2013. 

Both Americans for Tax Reform and the 
Heritage Foundation estimated that the new 
taxes and Medicare cuts in the bill would cost 
over 600,000 job opportunities per year or an 
estimated 26,042 fewer Illinois jobs. The bill 
also has a number of budget gimmicks to hide 
spending. Once the Social Security Trust 
Fund, long-term health care and student loan 
gimmicks are removed, the bill adds $755 bil-
lion to the federal deficit or $2,460 in new debt 
for each man, woman, and child. 

Here is a look at the estimated national job 
losses under the bill: 

Sector Jobs 

Agriculture, forestry, fishing and hunting ................................... ¥5,441 
Mining .......................................................................................... ¥5,478 
Construction ................................................................................. ¥43,316 
Manufacturing .............................................................................. ¥105,229 
Wholesale trade ........................................................................... ¥47,663 
Retail trade .................................................................................. ¥84,339 
Transportation and warehousing ................................................. ¥36,806 
Utilities ......................................................................................... ¥5,271 
Information ................................................................................... ¥26,342 
Financial Activities ...................................................................... ¥77,269 
Professional and business services ............................................ ¥132,596 
Educational services .................................................................... ¥32,102 
Leisure and hospitality ................................................................ ¥49,682 
Other services .............................................................................. ¥46,564 

Total .................................................................................... ¥698,098 

Half of all people employed in Illinois work 
in a small business and over 80 percent of job 
losses during this Great Recession have been 
from small business employers. Nevertheless, 
this legislation requires the federal government 
to levy a new $52 billion tax on small busi-
nesses, even though unemployment now tops 
12 percent in Illinois. The bill begins a new 
$2,000 tax on small business with over 50 em-
ployees. Over 21,600 small businesses in Illi-
nois could be subject to this new tax. This tax 
applies to part-time as well as full-time work-
ers. The follow-up Reconciliation Bill also in-
cludes an unprecedented extension of the 
Medicare tax to all non-wage income. 

The legislation stands for the principle that 
we should cut senior health care under Medi-
care to fund a new entitlement spending pro-
gram. Over 40 million seniors depend on 
Medicare for their health care. Under the Sen-
ate bill, the federal government would cut over 
$500 billion from Medicare. This includes cut-
ting over $200 billion from Medicare Advan-
tage, cancelling the Medicare choice of over 
120,000 Illinois seniors. 

Here is a summary of the Medicare cuts: 

Medicare Advantage .............................................. $202 billion. 
Home Health .......................................................... 39 billion. 
Medicare Part B ..................................................... 25 billion. 
Hospital DSH Payments ......................................... 25 billion. 
Medicare Part D ..................................................... 10 billion. 
Medical Imaging .................................................... 1 billion. 
Preventative Services ............................................. 700 million. 
Durable Medical Equipment .................................. 1 billion. 
Power-Driven Wheelchairs ..................................... 800 million. 

Hospice .................................................................. 100 million. 
Medicare Improvement Fund ................................. 20 billion. 
Medigap ................................................................. 100 million. 

Total .............................................................. $523 billion. 

While the American people overwhelmingly 
want to lower health insurance costs, the bill 
increases costs because it requires Americans 
to buy health insurance that include new man-
dates for coverage. According to the Adminis-
tration, individual insurance premiums will in-
crease by 10 percent for over 600,000 people 
in Illinois. On average, Illinois individuals cur-
rently pay $2,499 annually for insurance. 
Under the bill, costs will go up at least $150 
a month to a level of $4,299 annually. 

On March 4, the Chicago Tribune reported 
that for ‘‘more than half-million consumers in 
individual health plans, base rates will go up 
from 8.5 percent to more than 60 percent.’’ 
The non-partisan Congressional Budget Office 
reported that the bill’s provisions that double 
the tax on health insurers, drug makers and 
medical devices will all be passed on to pa-
tients in the form of higher health costs and 
rising insurance premiums. 

Under the federal Medicaid program for the 
poor, states must pay half of all costs. As you 
know, the State of Illinois has one of the high-
est deficits of any state, totaling over $12 bil-
lion. Spending on the Illinois Medicaid pro-
gram rose 65 percent from $8 billion in 2001 
to $13 billion in 2008 to now cover 2.4 million 
people. Under the Senate Health Care bill, Illi-
nois would have to cover an additional 
400,000 people, adding an additional $1 billion 
to the state’s deficit over five years. 

Health care under Medicaid is already dete-
riorating. Over 9,000 doctors in Illinois refuse 
to accept Medicaid patients (28 percent na-
tionwide), in part because it takes Illinois over 
100 days to pay for services. 

About the only jobs created by the legisla-
tion would be at the IRS. According to the 
nonpartisan Congressional Budget Office, the 
IRS would need to hire over 16,000 people— 
over 700 just in Illinois—to audit the American 
people and impose the new taxes and man-
dates of the bill. New IRS agents would verify 
if you have acceptable authority, fine you up 
to 2 percent of your income for failure to prove 
that you have purchased ‘‘minimum essential 
coverage,’’ confiscate your tax refund and 
conduct audits. Under the bill, nearly half of 
the new individual mandate taxes will be paid 
by Americans earning less than $66,150 for a 
family of four. 

I will vote against this legislation because it 
costs Illinois jobs, raises taxes and deepens 
the debt our children must one day pay. I wish 
that we could adopt a more modest set of re-
forms that do not have such harsh con-
sequences for our economy. 

In the coming days, I will outline policies 
and legislation that will reduce spending, lower 
the debt and prevent new taxes on the Amer-
ican people. While we did not prevail in this 
contest, I will continue to work and ensure a 
strong economy and bright future for every Illi-
nois citizen. 

Mr. GRIJALVA. Mr. Speaker, after a long 
battle for this Nation’s health care reform, my 
decision to vote in favor of this bill was ulti-
mately made, not by myself, but by the people 
I represent. 

This bill is a beginning to the end of an abu-
sive system: 

It is a beginning to provide the people of our 
great Nation access the most basic health 
care services; 

It is a beginning to stop insurance compa-
nies from reaping benefits at the cost of the 
sick, injured, poor and dying people in our Na-
tion; 

It is a beginning to making our health care 
system one that we can be proud of— 

One that includes everyone regardless of 
their social status; 

One that treats people equal regardless of 
their age, race or gender; 

One that makes sure our children are treat-
ed properly and that our parents will be pro-
vided for in the future; and 

It finally provides reauthorization of Indian 
Health Care. 

Every day I am flooded by groups, busi-
nesses and individuals that can no longer bear 
the abuses from our current health care sys-
tem. I want to share of few of their reasons for 
supporting this bill: 

The National Committee to Preserve Social 
Security and Medicare states: 

The bill preserves and improves Medicare 
for current and future beneficiaries. Because 
of our strong commitment to Medicare, we 
support the health reform currently before 
Congress. Indeed, we consider it to be vital 
for preserving and protecting Medicare. On 
behalf of the seniors you represent, we ask 
that you commit to supporting health re-
form as well. 

Catholic Sisters for Healthcare Reform 
states: 

We have witnessed firsthand the impact of 
our national health care crisis, particularly 
its impact on women, children and people 
who are poor. We see the toll on families who 
have delayed seeking care due to a lack of 
health insurance coverage or lack of funds 
with which to pay high deductibles and co- 
pays. We have counseled and prayed with 
men, women and children who have been de-
nied health care coverage by insurance com-
panies. We have witnessed early and avoid-
able deaths because of delayed medical treat-
ment. 

American Nurses Association states: 
We understand the cost of inaction—our 

patients can no longer afford to wait. The 
uninsured and underinsured continue to 
delay or forgo much-needed care; they con-
tinue to arrive in the emergency rooms 
across the country for conditions that could 
have been easily prevented with access to 
primary care—we are all paying a high price 
for inaction. 

My dear friend, Karen, from the National 
Breast Cancer Coalition came to me and 
poured her heart out on behalf of the millions 
of women battling cancer, this vote is for you. 
The National Breast Cancer Coalition states: 

For women who are battling breast cancer, 
health care reform will mean accessing po-
tentially life-saving treatment and not los-
ing their health insurance coverage if they 
lose their job. For their families, it means 
not being driven into bankruptcy when the 
person they love has been diagnosed with 
breast cancer, must contend with a recur-
rence of the disease, or struggle with equally 
life threatening complications. For the tens 
of thousands of women who will be diagnosed 
with breast cancer today and in the future, 
enacting health care reform will mean being 
able to focus their energy on battling the 
disease, not fighting with their insurance 
company. We cannot delay any longer. 

United States Hispanic Chamber of Com-
merce states: 
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As business owners, we know well the con-

cept of opportunity cost. The rate of pre-
mium growth has become such a burden to 
our businesses that we are required to sup-
port this compromise rather than see pre-
miums double, or triple, once again as they 
have done this decade. As organizations that 
believe in free market solutions, this deci-
sion was not taken lightly. But, the fact re-
mains that the small business components in 
this compromise bill will provide real re-
lief—a small business exchange that pools 
risk while respecting the free market and 
tax credits to incentivize those businesses 
that are just within reach of providing 
health care to their workers. 

While these groups and the American peo-
ple understand this bill is the beginning of re-
forming our system, I can assure you it is not 
the end. 

I will continue to fight for a public entity to 
be part of our system. 

I will continue to fight for immigrants to be 
treated fairly in our Nation, and I will argue the 
grave economic impacts of leaving these peo-
ple out of our system. 

I will continue to fight for stricter control of 
the pharmaceutical companies to force them 
to negotiate prices instead of dictating them. 

And above all I will not stop, I will continue 
to push to make our system more efficient and 
more equitable—this is only the beginning. 

I would like to end with a quote from my 
dear friend that we lost during the mist of this 
battle, who I feel has been our guiding light. 

Ted Kennedy said: 
The battle to achieve Medicare for All will 

not be easy. Powerful interests will strongly 
oppose it, because they profit immensely 
from the status quo. Right wing forces will 
unleash false attack ads ranting against so-
cialized medicine and government-run health 
care. 

Ted—we will not give up—this is the begin-
ning. 

Mr. FRELINGHUYSEN. Mr. Speaker, at the 
outset, let me be very clear: I support health 
care reform. I just do not support Speaker 
NANCY PELOSI’s version of health care reform. 

With respect to controlling costs for New 
Jersey’s families, changing insurance com-
pany practices and making coverage more 
available to more Americans, the status quo is 
simply unacceptable. We can, and we must, 
do better, but not at the expense of millions of 
American families who are worried about a 
government takeover of their health care deci-
sions! 

With that said, the health care package be-
fore the House today is wrong on both proc-
ess and policy. 

On process, the American people know in-
stinctively that a change as historic as this will 
only be successful with full engagement of the 
American people and bipartisan support in 
Congress. However, from the beginning, 
Speaker NANCY PELOSI and Senate Majority 
Leader HARRY REID adopted a ‘go-it-alone’ 
strategy and refused to consider Republican 
ideas in any significant way. Indeed, the Ma-
jority today is even refusing to listen to the 
very valid concerns of the American people. 

In addition, this legislation, and all the 
versions that preceded it, were drafted behind 
closed doors at the White House or in Capitol 
backrooms, with no transparency whatsoever 
as to which organizations were participating 
and benefitting! In fact, the Majority had to be 
‘shamed’ into releasing the contents of the bill 
72 hours before a vote to allow Republicans 

and the American people to review its con-
tents. 

To add insult to injury, the President and 
Speaker PELOSI decided to use the budget 
’reconciliation’ process solely to deny the Sen-
ate Minority the ability to use its traditional 
practice of the filibuster to block passage of 
harmful legislation such as this. 

Madame Speaker, the process the Majority 
has used is shameful, but the policy they seek 
to impose is downright harmful. 

Once again, I state without hesitation that I 
support health reform. However, I cannot sup-
port this proposal. 

First, this package contains over $523 billion 
in job-killing, higher taxes. I cannot think of a 
worse time to tax families and small business-
men and women than in the middle of a seri-
ous recession. 

The American people need to understand 
the destructive nature of this bill: $17 billion in 
new taxes on Americans who do not obey the 
bill’s requirement that individuals must buy 
health insurance whether they want to or not, 
and $52 billion in new taxes on employers that 
do not provide health coverage deemed ‘‘ac-
ceptable’’ or ‘‘affordable’’ by Washington- 
based government bureaucrats. This provision 
alone may force the IRS to hire another 
16,000 agents and auditors to enforce compli-
ance with the new law. 

In addition, the bill contains new taxes on 
capital gains, dividends and interest that will 
further stifle economic growth and job cre-
ation. The Medicare tax on capital gains, divi-
dends, and other investment income gets big-
ger, magnifying the destructive power of the 
tax. The bill increases the tax from 2.9 percent 
to 3.8 percent and for the first time, this tax 
will be extended beyond wages to include in-
terest, dividends, capital gains, annuities, roy-
alties, home sales and rents. This new tax will 
be particularly damaging to New Jersey’s sen-
iors, many of whom depend on such income 
to survive. 

Second, this package contains over $569 
billion in total cuts to Medicare. 

These reductions include $202.3 billion from 
seniors’ Medicare health plans, including mas-
sive cuts targeting the extra benefits and re-
duced cost-sharing seniors receive through 
Medicare Advantage. 148,000 seniors in New 
Jersey, including over 35,000 in my Congres-
sional District enjoy the benefits of this innova-
tive program. The Congressional Budget Of-
fice predicts that three million seniors nation-
wide currently receiving health benefits 
through these Medicare plans will be dropped. 

But the Medicare cuts go deeper. The bill 
slashes $156 billion from hospitals, including 
long-term care hospitals, skilled nursing facili-
ties, Ambulatory Surgical Centers, hospice, 
ambulances, dialysis facilities, labs and dura-
ble medical equipment (DME) suppliers. 

The package also contains $40 billion in 
cuts to home health reimbursements and $22 
billion in additional cuts to hospitals by slash-
ing reimbursements designed to assist hos-
pitals that serve low-income patients. In addi-
tion, $65.7 billion in money will be taken from 
seniors in the form of higher premiums. 

My colleagues, I am also shocked that the 
Majority has not protected our men and 
women in uniform, military retirees and vet-
erans who could be affected by the new law. 
The Senate-passed health care bill omitted 
protections for military health plans that were 
included in the House bill. 

Specifically, the Senate language does not 
appear to give the Department of Veterans’ 
Affairs (VA) health care system specific pro-
tection from interference by other government 
agencies administering the various authorities 
contained in the massive bill, as it pertains to 
‘‘minimum essential coverage.’’ 

Further, the final bills would leave it up to 
bureaucrats at the Department of the Treasury 
to determine whether TRICARE meets the 
minimum standards under the bill’s individual 
health insurance mandate. If that bureaucrat 
decides against TRICARE, service members 
and their families would have to buy some 
other health coverage or pay a penalty. 

Our men and women in uniform, and our 
veterans, have earned the best health care 
available. They need to know that they will 
continue to receive this same level of care. It 
is truly regrettable that, in a bill stuffed with 
‘backroom’ deals and special ‘arrangements’, 
this group of American heroes is denied the 
consideration they earn on the battlefield each 
and every day. 

Mr. Speaker, this bill is also notable for what 
it does not contain. There is no medical law-
suit reform. It fails to promote portability of 
coverage. It does not allow insurance compa-
nies to sell their policies across state lines. It 
fails to recognize the value of Association 
Health Plans, which permit small businesses 
to pool their risk in order to secure lower in-
surance rates. The bill does not expand 
Health Savings Accounts which millions of 
families use to provide protection against cata-
strophic illness or injury. The package also 
does very little to enhance medical training for 
doctors, nurses and technicians. If we are 
going to expand coverage for tens of millions 
of Americans, we need to increase graduation 
rates in these critical medical professions. 

I would also add that this bill completely ig-
nores the ongoing crisis in Medicare reim-
bursement rates for doctors. My colleagues, 
the question is not whether you can choose 
your doctor under the Pelosi health care pro-
posal, but whether your doctor will choose 
you! Many doctors in New Jersey are already 
questioning their participation in the Medicare 
program, putting in greater jeopardy our sen-
iors’ access to care. Does the Majority actually 
believe that the pending 22-percent reimburse-
ment reduction will not cause more doctors to 
‘opt out’ of Medicare? 

Mr. Speaker, I end this statement where I 
started: I support health care reform. The sta-
tus quo is unacceptable and I would welcome 
the opportunity to work with anyone who will 
work with me to draft and pass single, indi-
vidual bills that promote portability of cov-
erage, allow individuals to buy health care 
across state lines, cover people with pre-
existing conditions, improve access to Health 
Savings Accounts, and enact ‘junk lawsuit’ re-
form, among other actions to bring down the 
cost of coverage for New Jersey families and 
businesses. 

We can do better than this process and this 
package. America’s future economic and se-
curity freedoms depend on it. 

Mr. TAYLOR. Mr. Speaker, I voted against 
H.R. 3962, the Affordable Health Care for 
America Act, on November 7, 2009 and I will 
continue to oppose this legislation in the 
House. The House passed the bill by a vote 
of 220–215. During House consideration, I 
voted for the Stupak amendment, which pro-
hibits federal funds from paying for abortions 
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or from subsidizing health insurance plans that 
would cover abortions. The House passed the 
Stupak amendment by a vote of 240–194. 

Taxpayers cannot afford a new federal 
health insurance program. The government al-
ready provides Medicare, Medicaid, and other 
programs to provide medical care for senior 
citizens, people with disabilities, and others 
who have substantial medical needs. Our na-
tion also has an obligation to provide medical 
coverage for veterans, active-duty military and 
their dependents, National Guard and Reserve 
personnel, and military retirees. With the na-
tional debt in excess of $12 trillion and pro-
jected to grow far into the future, I believe that 
Congress should focus on fulfilling the prom-
ises that have already been made rather than 
make new promises that we cannot afford. 

There are several ways to make health care 
more efficient without increasing costs and 
without creating a whole new government pro-
gram. 

I strongly support efforts to allow the gov-
ernment to use their purchasing power to ne-
gotiate directly with drug manufacturers when 
buying prescription drugs for beneficiaries en-
rolled in the Medicare Part D Program. Negoti-
ating prices with insurance companies would 
help to ensure that taxpayers are paying the 
best available price and that tax dollars are 
spent wisely without reducing coverage or af-
fecting the individuals enrolled in Medicare 
Part D. In 2008, the government spent about 
$49 billion on Medicare Part D drugs. If the 
government could save even 10% by negoti-
ating directly with drug companies, taxpayers 
would save nearly $4.9 billion. 

The government should purchase generic 
drugs instead of more expensive alternatives, 
unless the prescribing physician says that a 
name brand drug is medically necessary. On 
average, generic drugs cost 1/10th of the cost 
of their name brand equivalent. 

I am a cosponsor of H.R. 1583, legislation 
to repeal the insurance industry’s antitrust ex-
emption. The health care bill that passed the 
House included a repeal of antitrust laws only 
for the health care industry. While this is im-
portant, I firmly believe that repealing antitrust 
laws from the entire insurance industry would 
force insurers to compete with one another in 
a competitive market on the basis of price, 
service, and value. I strongly supported the bill 
that passed in the House which repealed the 
exemption of antitrust laws for the health care 
insurance industry. 

I am also in favor of proposals that would 
allow individuals to continue to be covered 
under their parents’ insurance plan until they 
reach the age of 27. 

I would like to remind you that I do not sup-
port creating a whole new health care pro-
gram, but I do support smaller reforms to 
make the current system more effective for 
taxpayers and consumers. Again, I voted 
against the health care bill that passed the 
House, and I will oppose this bill. 

Mr. MORAN of Virginia. Mr. Speaker, today 
we will define who we are—as Americans, and 
as Democrats or Republicans. 

No Republican will vote for this bill because 
they say they want a smaller government, 
lower taxes, and less spending. 

Democrats, on the other hand, believe that 
America’s government can be fiscally respon-
sible and also play an essential role in helping 
America achieve its true greatness. 

We know that America is a lesser Nation 
when we have to pay twice what other coun-

tries citizens’ pay for health care, while we live 
shorter and less healthy lives; We are a lesser 
nation when millions of America’s families lose 
their homes and life savings because a loved 
one gets seriously sick. 

We know that we can reduce the suffering 
of our people, while lengthening and bettering 
their lives. And because we know this, we 
have a responsibility to change it. 

As with Social Security and Medicare and 
Civil Rights legislation, it is now time for an-
other step in our historic progress toward 
greatness. That’s why we chose public service 
and why we, as Democrats, will pass this bill 
today. 

The SPEAKER pro tempore. Under 
the rule, all time for debate has ex-
pired. 

Mr. SPRATT. Mr. Speaker, pursuant 
to House Resolution 1203, I call up the 
bill (H.R. 3590) to amend the Internal 
Revenue Code of 1986 to modify the 
first-time homebuyers credit in the 
case of members of the Armed Forces 
and certain other Federal employees, 
and for other purposes, with the Senate 
amendments thereto, and I have a mo-
tion at the desk. 

The Clerk read the title of the bill. 
The SPEAKER pro tempore. The 

Clerk will designate the Senate amend-
ments. 

The text of the Senate amendments 
is as follows: 

Senate amendments: 
Strike all after the enacting clause and in-

sert the following: 
SECTION 1. SHORT TITLE; TABLE OF CONTENTS. 

(a) SHORT TITLE.—This Act may be cited as 
the ‘‘Patient Protection and Affordable Care 
Act’’. 

(b) TABLE OF CONTENTS.—The table of con-
tents of this Act is as follows: 
Sec. 1. Short title; table of contents. 
TITLE I—QUALITY, AFFORDABLE HEALTH 

CARE FOR ALL AMERICANS 
Subtitle A—Immediate Improvements in Health 

Care Coverage for All Americans 
Sec. 1001. Amendments to the Public Health 

Service Act. 
‘‘PART A—INDIVIDUAL AND GROUP MARKET 

REFORMS 
‘‘SUBPART II—IMPROVING COVERAGE 

‘‘Sec. 2711. No lifetime or annual limits. 
‘‘Sec. 2712. Prohibition on rescissions. 
‘‘Sec. 2713. Coverage of preventive health 

services. 
‘‘Sec. 2714. Extension of dependent cov-

erage. 
‘‘Sec. 2715. Development and utilization of 

uniform explanation of coverage 
documents and standardized defi-
nitions. 

‘‘Sec. 2716. Prohibition of discrimination 
based on salary. 

‘‘Sec. 2717. Ensuring the quality of care. 
‘‘Sec. 2718. Bringing down the cost of 

health care coverage. 
‘‘Sec. 2719. Appeals process. 

Sec. 1002. Health insurance consumer informa-
tion. 

Sec. 1003. Ensuring that consumers get value 
for their dollars. 

Sec. 1004. Effective dates. 
Subtitle B—Immediate Actions to Preserve and 

Expand Coverage 
Sec. 1101. Immediate access to insurance for un-

insured individuals with a pre-
existing condition. 

Sec. 1102. Reinsurance for early retirees. 
Sec. 1103. Immediate information that allows 

consumers to identify affordable 
coverage options. 

Sec. 1104. Administrative simplification. 
Sec. 1105. Effective date. 

Subtitle C—Quality Health Insurance Coverage 
for All Americans 

PART I—HEALTH INSURANCE MARKET REFORMS 

Sec. 1201. Amendment to the Public Health 
Service Act. 

‘‘SUBPART I—GENERAL REFORM 

‘‘Sec. 2704. Prohibition of preexisting condi-
tion exclusions or other discrimi-
nation based on health status. 

‘‘Sec. 2701. Fair health insurance pre-
miums. 

‘‘Sec. 2702. Guaranteed availability of cov-
erage. 

‘‘Sec. 2703. Guaranteed renewability of cov-
erage. 

‘‘Sec. 2705. Prohibiting discrimination 
against individual participants 
and beneficiaries based on health 
status. 

‘‘Sec. 2706. Non-discrimination in health 
care. 

‘‘Sec. 2707. Comprehensive health insurance 
coverage. 

‘‘Sec. 2708. Prohibition on excessive waiting 
periods. 

PART II—OTHER PROVISIONS 

Sec. 1251. Preservation of right to maintain ex-
isting coverage. 

Sec. 1252. Rating reforms must apply uniformly 
to all health insurance issuers 
and group health plans. 

Sec. 1253. Effective dates. 

Subtitle D—Available Coverage Choices for All 
Americans 

PART I—ESTABLISHMENT OF QUALIFIED HEALTH 
PLANS 

Sec. 1301. Qualified health plan defined. 
Sec. 1302. Essential health benefits require-

ments. 
Sec. 1303. Special rules. 
Sec. 1304. Related definitions. 

PART II—CONSUMER CHOICES AND INSURANCE 
COMPETITION THROUGH HEALTH BENEFIT EX-
CHANGES 

Sec. 1311. Affordable choices of health benefit 
plans. 

Sec. 1312. Consumer choice. 
Sec. 1313. Financial integrity. 

PART III—STATE FLEXIBILITY RELATING TO 
EXCHANGES 

Sec. 1321. State flexibility in operation and en-
forcement of Exchanges and re-
lated requirements. 

Sec. 1322. Federal program to assist establish-
ment and operation of nonprofit, 
member-run health insurance 
issuers. 

Sec. 1323. Community health insurance option. 
Sec. 1324. Level playing field. 

PART IV—STATE FLEXIBILITY TO ESTABLISH 
ALTERNATIVE PROGRAMS 

Sec. 1331. State flexibility to establish basic 
health programs for low-income 
individuals not eligible for Med-
icaid. 

Sec. 1332. Waiver for State innovation. 
Sec. 1333. Provisions relating to offering of 

plans in more than one State. 

PART V—REINSURANCE AND RISK ADJUSTMENT 

Sec. 1341. Transitional reinsurance program for 
individual and small group mar-
kets in each State. 

Sec. 1342. Establishment of risk corridors for 
plans in individual and small 
group markets. 

Sec. 1343. Risk adjustment. 
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Subtitle E—Affordable Coverage Choices for All 

Americans 

PART I—PREMIUM TAX CREDITS AND COST- 
SHARING REDUCTIONS 

SUBPART A—PREMIUM TAX CREDITS AND COST- 
SHARING REDUCTIONS 

Sec. 1401. Refundable tax credit providing pre-
mium assistance for coverage 
under a qualified health plan. 

Sec. 1402. Reduced cost-sharing for individuals 
enrolling in qualified health 
plans. 

SUBPART B—ELIGIBILITY DETERMINATIONS 

Sec. 1411. Procedures for determining eligibility 
for Exchange participation, pre-
mium tax credits and reduced 
cost-sharing, and individual re-
sponsibility exemptions. 

Sec. 1412. Advance determination and payment 
of premium tax credits and cost- 
sharing reductions. 

Sec. 1413. Streamlining of procedures for enroll-
ment through an exchange and 
State Medicaid, CHIP, and health 
subsidy programs. 

Sec. 1414. Disclosures to carry out eligibility re-
quirements for certain programs. 

Sec. 1415. Premium tax credit and cost-sharing 
reduction payments disregarded 
for Federal and Federally-assisted 
programs. 

PART II—SMALL BUSINESS TAX CREDIT 

Sec. 1421. Credit for employee health insurance 
expenses of small businesses. 

Subtitle F—Shared Responsibility for Health 
Care 

PART I—INDIVIDUAL RESPONSIBILITY 

Sec. 1501. Requirement to maintain minimum 
essential coverage. 

Sec. 1502. Reporting of health insurance cov-
erage. 

PART II—EMPLOYER RESPONSIBILITIES 

Sec. 1511. Automatic enrollment for employees 
of large employers. 

Sec. 1512. Employer requirement to inform em-
ployees of coverage options. 

Sec. 1513. Shared responsibility for employers. 
Sec. 1514. Reporting of employer health insur-

ance coverage. 
Sec. 1515. Offering of Exchange-participating 

qualified health plans through 
cafeteria plans. 

Subtitle G—Miscellaneous Provisions 

Sec. 1551. Definitions. 
Sec. 1552. Transparency in government. 
Sec. 1553. Prohibition against discrimination on 

assisted suicide. 
Sec. 1554. Access to therapies. 
Sec. 1555. Freedom not to participate in Federal 

health insurance programs. 
Sec. 1556. Equity for certain eligible survivors. 
Sec. 1557. Nondiscrimination. 
Sec. 1558. Protections for employees. 
Sec. 1559. Oversight. 
Sec. 1560. Rules of construction. 
Sec. 1561. Health information technology en-

rollment standards and protocols. 
Sec. 1562. Conforming amendments. 
Sec. 1563. Sense of the Senate promoting fiscal 

responsibility. 

TITLE II—ROLE OF PUBLIC PROGRAMS 

Subtitle A—Improved Access to Medicaid 

Sec. 2001. Medicaid coverage for the lowest in-
come populations. 

Sec. 2002. Income eligibility for nonelderly de-
termined using modified gross in-
come. 

Sec. 2003. Requirement to offer premium assist-
ance for employer-sponsored in-
surance. 

Sec. 2004. Medicaid coverage for former foster 
care children. 

Sec. 2005. Payments to territories. 

Sec. 2006. Special adjustment to FMAP deter-
mination for certain States recov-
ering from a major disaster. 

Sec. 2007. Medicaid Improvement Fund rescis-
sion. 

Subtitle B—Enhanced Support for the 
Children’s Health Insurance Program 

Sec. 2101. Additional federal financial partici-
pation for CHIP. 

Sec. 2102. Technical corrections. 
Subtitle C—Medicaid and CHIP Enrollment 

Simplification 
Sec. 2201. Enrollment Simplification and coordi-

nation with State Health Insur-
ance Exchanges. 

Sec. 2202. Permitting hospitals to make pre-
sumptive eligibility determinations 
for all Medicaid eligible popu-
lations. 

Subtitle D—Improvements to Medicaid Services 
Sec. 2301. Coverage for freestanding birth cen-

ter services. 
Sec. 2302. Concurrent care for children. 
Sec. 2303. State eligibility option for family 

planning services. 
Sec. 2304. Clarification of definition of medical 

assistance. 
Subtitle E—New Options for States to Provide 

Long-Term Services and Supports 
Sec. 2401. Community First Choice Option. 
Sec. 2402. Removal of barriers to providing 

home and community-based serv-
ices. 

Sec. 2403. Money Follows the Person Rebal-
ancing Demonstration. 

Sec. 2404. Protection for recipients of home and 
community-based services against 
spousal impoverishment. 

Sec. 2405. Funding to expand State Aging and 
Disability Resource Centers. 

Sec. 2406. Sense of the Senate regarding long- 
term care. 

Subtitle F—Medicaid Prescription Drug 
Coverage 

Sec. 2501. Prescription drug rebates. 
Sec. 2502. Elimination of exclusion of coverage 

of certain drugs. 
Sec. 2503. Providing adequate pharmacy reim-

bursement. 
Subtitle G—Medicaid Disproportionate Share 

Hospital (DSH) Payments 
Sec. 2551. Disproportionate share hospital pay-

ments. 
Subtitle H—Improved Coordination for Dual 

Eligible Beneficiaries 
Sec. 2601. 5-year period for demonstration 

projects. 
Sec. 2602. Providing Federal coverage and pay-

ment coordination for dual eligi-
ble beneficiaries. 

Subtitle I—Improving the Quality of Medicaid 
for Patients and Providers 

Sec. 2701. Adult health quality measures. 
Sec. 2702. Payment Adjustment for Health 

Care-Acquired Conditions. 
Sec. 2703. State option to provide health homes 

for enrollees with chronic condi-
tions. 

Sec. 2704. Demonstration project to evaluate in-
tegrated care around a hos-
pitalization. 

Sec. 2705. Medicaid Global Payment System 
Demonstration Project. 

Sec. 2706. Pediatric Accountable Care Organi-
zation Demonstration Project. 

Sec. 2707. Medicaid emergency psychiatric dem-
onstration project. 

Subtitle J—Improvements to the Medicaid and 
CHIP Payment and Access Commission 
(MACPAC) 

Sec. 2801. MACPAC assessment of policies af-
fecting all Medicaid beneficiaries. 

Subtitle K—Protections for American Indians 
and Alaska Natives 

Sec. 2901. Special rules relating to Indians. 

Sec. 2902. Elimination of sunset for reimburse-
ment for all medicare part B serv-
ices furnished by certain indian 
hospitals and clinics. 

Subtitle L—Maternal and Child Health Services 

Sec. 2951. Maternal, infant, and early child-
hood home visiting programs. 

Sec. 2952. Support, education, and research for 
postpartum depression. 

Sec. 2953. Personal responsibility education. 
Sec. 2954. Restoration of funding for abstinence 

education. 
Sec. 2955. Inclusion of information about the 

importance of having a health 
care power of attorney in transi-
tion planning for children aging 
out of foster care and inde-
pendent living programs. 

TITLE III—IMPROVING THE QUALITY AND 
EFFICIENCY OF HEALTH CARE 

Subtitle A—Transforming the Health Care 
Delivery System 

PART I—LINKING PAYMENT TO QUALITY 
OUTCOMES UNDER THE MEDICARE PROGRAM 

Sec. 3001. Hospital Value-Based purchasing 
program. 

Sec. 3002. Improvements to the physician qual-
ity reporting system. 

Sec. 3003. Improvements to the physician feed-
back program. 

Sec. 3004. Quality reporting for long-term care 
hospitals, inpatient rehabilitation 
hospitals, and hospice programs. 

Sec. 3005. Quality reporting for PPS-exempt 
cancer hospitals. 

Sec. 3006. Plans for a Value-Based purchasing 
program for skilled nursing facili-
ties and home health agencies. 

Sec. 3007. Value-based payment modifier under 
the physician fee schedule. 

Sec. 3008. Payment adjustment for conditions 
acquired in hospitals. 

PART II—NATIONAL STRATEGY TO IMPROVE 
HEALTH CARE QUALITY 

Sec. 3011. National strategy. 
Sec. 3012. Interagency Working Group on 

Health Care Quality. 
Sec. 3013. Quality measure development. 
Sec. 3014. Quality measurement. 
Sec. 3015. Data collection; public reporting. 

PART III—ENCOURAGING DEVELOPMENT OF NEW 
PATIENT CARE MODELS 

Sec. 3021. Establishment of Center for Medicare 
and Medicaid Innovation within 
CMS. 

Sec. 3022. Medicare shared savings program. 
Sec. 3023. National pilot program on payment 

bundling. 
Sec. 3024. Independence at home demonstration 

program. 
Sec. 3025. Hospital readmissions reduction pro-

gram. 
Sec. 3026. Community-Based Care Transitions 

Program. 
Sec. 3027. Extension of gainsharing demonstra-

tion. 

Subtitle B—Improving Medicare for Patients 
and Providers 

PART I—ENSURING BENEFICIARY ACCESS TO 
PHYSICIAN CARE AND OTHER SERVICES 

Sec. 3101. Increase in the physician payment 
update. 

Sec. 3102. Extension of the work geographic 
index floor and revisions to the 
practice expense geographic ad-
justment under the Medicare phy-
sician fee schedule. 

Sec. 3103. Extension of exceptions process for 
Medicare therapy caps. 

Sec. 3104. Extension of payment for technical 
component of certain physician 
pathology services. 

Sec. 3105. Extension of ambulance add-ons. 
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Sec. 3106. Extension of certain payment rules 

for long-term care hospital serv-
ices and of moratorium on the es-
tablishment of certain hospitals 
and facilities. 

Sec. 3107. Extension of physician fee schedule 
mental health add-on. 

Sec. 3108. Permitting physician assistants to 
order post-Hospital extended care 
services. 

Sec. 3109. Exemption of certain pharmacies 
from accreditation requirements. 

Sec. 3110. Part B special enrollment period for 
disabled TRICARE beneficiaries. 

Sec. 3111. Payment for bone density tests. 
Sec. 3112. Revision to the Medicare Improve-

ment Fund. 
Sec. 3113. Treatment of certain complex diag-

nostic laboratory tests. 
Sec. 3114. Improved access for certified nurse- 

midwife services. 
PART II—RURAL PROTECTIONS 

Sec. 3121. Extension of outpatient hold harm-
less provision. 

Sec. 3122. Extension of Medicare reasonable 
costs payments for certain clinical 
diagnostic laboratory tests fur-
nished to hospital patients in cer-
tain rural areas. 

Sec. 3123. Extension of the Rural Community 
Hospital Demonstration Program. 

Sec. 3124. Extension of the Medicare-dependent 
hospital (MDH) program. 

Sec. 3125. Temporary improvements to the 
Medicare inpatient hospital pay-
ment adjustment for low-volume 
hospitals. 

Sec. 3126. Improvements to the demonstration 
project on community health inte-
gration models in certain rural 
counties. 

Sec. 3127. MedPAC study on adequacy of Medi-
care payments for health care 
providers serving in rural areas. 

Sec. 3128. Technical correction related to crit-
ical access hospital services. 

Sec. 3129. Extension of and revisions to Medi-
care rural hospital flexibility pro-
gram. 

PART III—IMPROVING PAYMENT ACCURACY 
Sec. 3131. Payment adjustments for home 

health care. 
Sec. 3132. Hospice reform. 
Sec. 3133. Improvement to medicare dispropor-

tionate share hospital (DSH) pay-
ments. 

Sec. 3134. Misvalued codes under the physician 
fee schedule. 

Sec. 3135. Modification of equipment utilization 
factor for advanced imaging serv-
ices. 

Sec. 3136. Revision of payment for power-driven 
wheelchairs. 

Sec. 3137. Hospital wage index improvement. 
Sec. 3138. Treatment of certain cancer hos-

pitals. 
Sec. 3139. Payment for biosimilar biological 

products. 
Sec. 3140. Medicare hospice concurrent care 

demonstration program. 
Sec. 3141. Application of budget neutrality on a 

national basis in the calculation 
of the Medicare hospital wage 
index floor. 

Sec. 3142. HHS study on urban Medicare-de-
pendent hospitals. 

Sec. 3143. Protecting home health benefits. 
Subtitle C—Provisions Relating to Part C 

Sec. 3201. Medicare Advantage payment. 
Sec. 3202. Benefit protection and simplification. 
Sec. 3203. Application of coding intensity ad-

justment during MA payment 
transition. 

Sec. 3204. Simplification of annual beneficiary 
election periods. 

Sec. 3205. Extension for specialized MA plans 
for special needs individuals. 

Sec. 3206. Extension of reasonable cost con-
tracts. 

Sec. 3207. Technical correction to MA private 
fee-for-service plans. 

Sec. 3208. Making senior housing facility dem-
onstration permanent. 

Sec. 3209. Authority to deny plan bids. 
Sec. 3210. Development of new standards for 

certain Medigap plans. 

Subtitle D—Medicare Part D Improvements for 
Prescription Drug Plans and MA–PD Plans 

Sec. 3301. Medicare coverage gap discount pro-
gram. 

Sec. 3302. Improvement in determination of 
Medicare part D low-income 
benchmark premium. 

Sec. 3303. Voluntary de minimis policy for sub-
sidy eligible individuals under 
prescription drug plans and MA– 
PD plans. 

Sec. 3304. Special rule for widows and widowers 
regarding eligibility for low-in-
come assistance. 

Sec. 3305. Improved information for subsidy eli-
gible individuals reassigned to 
prescription drug plans and MA– 
PD plans. 

Sec. 3306. Funding outreach and assistance for 
low-income programs. 

Sec. 3307. Improving formulary requirements for 
prescription drug plans and MA– 
PD plans with respect to certain 
categories or classes of drugs. 

Sec. 3308. Reducing part D premium subsidy for 
high-income beneficiaries. 

Sec. 3309. Elimination of cost sharing for cer-
tain dual eligible individuals. 

Sec. 3310. Reducing wasteful dispensing of out-
patient prescription drugs in long- 
term care facilities under prescrip-
tion drug plans and MA–PD 
plans. 

Sec. 3311. Improved Medicare prescription drug 
plan and MA–PD plan complaint 
system. 

Sec. 3312. Uniform exceptions and appeals proc-
ess for prescription drug plans 
and MA–PD plans. 

Sec. 3313. Office of the Inspector General stud-
ies and reports. 

Sec. 3314. Including costs incurred by AIDS 
drug assistance programs and In-
dian Health Service in providing 
prescription drugs toward the an-
nual out-of-pocket threshold 
under part D. 

Sec. 3315. Immediate reduction in coverage gap 
in 2010. 

Subtitle E—Ensuring Medicare Sustainability 

Sec. 3401. Revision of certain market basket up-
dates and incorporation of pro-
ductivity improvements into mar-
ket basket updates that do not al-
ready incorporate such improve-
ments. 

Sec. 3402. Temporary adjustment to the calcula-
tion of part B premiums. 

Sec. 3403. Independent Medicare Advisory 
Board. 

Subtitle F—Health Care Quality Improvements 

Sec. 3501. Health care delivery system research; 
Quality improvement technical as-
sistance. 

Sec. 3502. Establishing community health teams 
to support the patient-centered 
medical home. 

Sec. 3503. Medication management services in 
treatment of chronic disease. 

Sec. 3504. Design and implementation of region-
alized systems for emergency care. 

Sec. 3505. Trauma care centers and service 
availability. 

Sec. 3506. Program to facilitate shared decision-
making. 

Sec. 3507. Presentation of prescription drug 
benefit and risk information. 

Sec. 3508. Demonstration program to integrate 
quality improvement and patient 
safety training into clinical edu-
cation of health professionals. 

Sec. 3509. Improving women’s health. 
Sec. 3510. Patient navigator program. 
Sec. 3511. Authorization of appropriations. 

Subtitle G—Protecting and Improving 
Guaranteed Medicare Benefits 

Sec. 3601. Protecting and improving guaranteed 
Medicare benefits. 

Sec. 3602. No cuts in guaranteed benefits. 
TITLE IV—PREVENTION OF CHRONIC 

DISEASE AND IMPROVING PUBLIC HEALTH 
Subtitle A—Modernizing Disease Prevention 

and Public Health Systems 
Sec. 4001. National Prevention, Health Pro-

motion and Public Health Coun-
cil. 

Sec. 4002. Prevention and Public Health Fund. 
Sec. 4003. Clinical and community preventive 

services. 
Sec. 4004. Education and outreach campaign 

regarding preventive benefits. 
Subtitle B—Increasing Access to Clinical 

Preventive Services 
Sec. 4101. School-based health centers. 
Sec. 4102. Oral healthcare prevention activities. 
Sec. 4103. Medicare coverage of annual wellness 

visit providing a personalized pre-
vention plan. 

Sec. 4104. Removal of barriers to preventive 
services in Medicare. 

Sec. 4105. Evidence-based coverage of preven-
tive services in Medicare. 

Sec. 4106. Improving access to preventive serv-
ices for eligible adults in Med-
icaid. 

Sec. 4107. Coverage of comprehensive tobacco 
cessation services for pregnant 
women in Medicaid. 

Sec. 4108. Incentives for prevention of chronic 
diseases in medicaid. 

Subtitle C—Creating Healthier Communities 
Sec. 4201. Community transformation grants. 
Sec. 4202. Healthy aging, living well; evaluation 

of community-based prevention 
and wellness programs for Medi-
care beneficiaries. 

Sec. 4203. Removing barriers and improving ac-
cess to wellness for individuals 
with disabilities. 

Sec. 4204. Immunizations. 
Sec. 4205. Nutrition labeling of standard menu 

items at chain restaurants. 
Sec. 4206. Demonstration project concerning in-

dividualized wellness plan. 
Sec. 4207. Reasonable break time for nursing 

mothers. 
Subtitle D—Support for Prevention and Public 

Health Innovation 
Sec. 4301. Research on optimizing the delivery 

of public health services. 
Sec. 4302. Understanding health disparities: 

data collection and analysis. 
Sec. 4303. CDC and employer-based wellness 

programs. 
Sec. 4304. Epidemiology-Laboratory Capacity 

Grants. 
Sec. 4305. Advancing research and treatment 

for pain care management. 
Sec. 4306. Funding for Childhood Obesity Dem-

onstration Project. 
Subtitle E—Miscellaneous Provisions 

Sec. 4401. Sense of the Senate concerning CBO 
scoring. 

Sec. 4402. Effectiveness of Federal health and 
wellness initiatives. 

TITLE V—HEALTH CARE WORKFORCE 
Subtitle A—Purpose and Definitions 

Sec. 5001. Purpose. 
Sec. 5002. Definitions. 

Subtitle B—Innovations in the Health Care 
Workforce 

Sec. 5101. National health care workforce com-
mission. 
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Sec. 5102. State health care workforce develop-

ment grants. 
Sec. 5103. Health care workforce assessment. 
Subtitle C—Increasing the Supply of the Health 

Care Workforce 
Sec. 5201. Federally supported student loan 

funds. 
Sec. 5202. Nursing student loan program. 
Sec. 5203. Health care workforce loan repay-

ment programs. 
Sec. 5204. Public health workforce recruitment 

and retention programs. 
Sec. 5205. Allied health workforce recruitment 

and retention programs. 
Sec. 5206. Grants for State and local programs. 
Sec. 5207. Funding for National Health Service 

Corps. 
Sec. 5208. Nurse-managed health clinics. 
Sec. 5209. Elimination of cap on commissioned 

corps. 
Sec. 5210. Establishing a Ready Reserve Corps. 
Subtitle D—Enhancing Health Care Workforce 

Education and Training 
Sec. 5301. Training in family medicine, general 

internal medicine, general pediat-
rics, and physician assistantship. 

Sec. 5302. Training opportunities for direct care 
workers. 

Sec. 5303. Training in general, pediatric, and 
public health dentistry. 

Sec. 5304. Alternative dental health care pro-
viders demonstration project. 

Sec. 5305. Geriatric education and training; ca-
reer awards; comprehensive geri-
atric education. 

Sec. 5306. Mental and behavioral health edu-
cation and training grants. 

Sec. 5307. Cultural competency, prevention, and 
public health and individuals 
with disabilities training. 

Sec. 5308. Advanced nursing education grants. 
Sec. 5309. Nurse education, practice, and reten-

tion grants. 
Sec. 5310. Loan repayment and scholarship pro-

gram. 
Sec. 5311. Nurse faculty loan program. 
Sec. 5312. Authorization of appropriations for 

parts B through D of title VIII. 
Sec. 5313. Grants to promote the community 

health workforce. 
Sec. 5314. Fellowship training in public health. 
Sec. 5315. United States Public Health Sciences 

Track. 
Subtitle E—Supporting the Existing Health Care 

Workforce 
Sec. 5401. Centers of excellence. 
Sec. 5402. Health care professionals training for 

diversity. 
Sec. 5403. Interdisciplinary, community-based 

linkages. 
Sec. 5404. Workforce diversity grants. 
Sec. 5405. Primary care extension program. 

Subtitle F—Strengthening Primary Care and 
Other Workforce Improvements 

Sec. 5501. Expanding access to primary care 
services and general surgery serv-
ices. 

Sec. 5502. Medicare Federally qualified health 
center improvements. 

Sec. 5503. Distribution of additional residency 
positions. 

Sec. 5504. Counting resident time in nonpro-
vider settings. 

Sec. 5505. Rules for counting resident time for 
didactic and scholarly activities 
and other activities. 

Sec. 5506. Preservation of resident cap positions 
from closed hospitals. 

Sec. 5507. Demonstration projects To address 
health professions workforce 
needs; extension of family-to-fam-
ily health information centers. 

Sec. 5508. Increasing teaching capacity. 
Sec. 5509. Graduate nurse education demonstra-

tion. 
Subtitle G—Improving Access to Health Care 

Services 
Sec. 5601. Spending for Federally Qualified 

Health Centers (FQHCs). 

Sec. 5602. Negotiated rulemaking for develop-
ment of methodology and criteria 
for designating medically under-
served populations and health 
professions shortage areas. 

Sec. 5603. Reauthorization of the Wakefield 
Emergency Medical Services for 
Children Program. 

Sec. 5604. Co-locating primary and specialty 
care in community-based mental 
health settings. 

Sec. 5605. Key National indicators. 
Subtitle H—General Provisions 

Sec. 5701. Reports. 
TITLE VI—TRANSPARENCY AND PROGRAM 

INTEGRITY 
Subtitle A—Physician Ownership and Other 

Transparency 
Sec. 6001. Limitation on Medicare exception to 

the prohibition on certain physi-
cian referrals for hospitals. 

Sec. 6002. Transparency reports and reporting 
of physician ownership or invest-
ment interests. 

Sec. 6003. Disclosure requirements for in-office 
ancillary services exception to the 
prohibition on physician self-re-
ferral for certain imaging services. 

Sec. 6004. Prescription drug sample trans-
parency. 

Sec. 6005. Pharmacy benefit managers trans-
parency requirements. 

Subtitle B—Nursing Home Transparency and 
Improvement 

PART I—IMPROVING TRANSPARENCY OF 
INFORMATION 

Sec. 6101. Required disclosure of ownership and 
additional disclosable parties in-
formation. 

Sec. 6102. Accountability requirements for 
skilled nursing facilities and nurs-
ing facilities. 

Sec. 6103. Nursing home compare Medicare 
website. 

Sec. 6104. Reporting of expenditures. 
Sec. 6105. Standardized complaint form. 
Sec. 6106. Ensuring staffing accountability. 
Sec. 6107. GAO study and report on Five-Star 

Quality Rating System. 
PART II—TARGETING ENFORCEMENT 

Sec. 6111. Civil money penalties. 
Sec. 6112. National independent monitor dem-

onstration project. 
Sec. 6113. Notification of facility closure. 
Sec. 6114. National demonstration projects on 

culture change and use of infor-
mation technology in nursing 
homes. 

PART III—IMPROVING STAFF TRAINING 
Sec. 6121. Dementia and abuse prevention 

training. 
Subtitle C—Nationwide Program for National 

and State Background Checks on Direct Pa-
tient Access Employees of Long-term Care Fa-
cilities and Providers 

Sec. 6201. Nationwide program for National and 
State background checks on direct 
patient access employees of long- 
term care facilities and providers. 

Subtitle D—Patient-Centered Outcomes 
Research 

Sec. 6301. Patient-Centered Outcomes Research. 
Sec. 6302. Federal coordinating council for com-

parative effectiveness research. 
Subtitle E—Medicare, Medicaid, and CHIP 

Program Integrity Provisions 
Sec. 6401. Provider screening and other enroll-

ment requirements under Medi-
care, Medicaid, and CHIP. 

Sec. 6402. Enhanced Medicare and Medicaid 
program integrity provisions. 

Sec. 6403. Elimination of duplication between 
the Healthcare Integrity and Pro-
tection Data Bank and the Na-
tional Practitioner Data Bank. 

Sec. 6404. Maximum period for submission of 
Medicare claims reduced to not 
more than 12 months. 

Sec. 6405. Physicians who order items or serv-
ices required to be Medicare en-
rolled physicians or eligible pro-
fessionals. 

Sec. 6406. Requirement for physicians to pro-
vide documentation on referrals to 
programs at high risk of waste 
and abuse. 

Sec. 6407. Face to face encounter with patient 
required before physicians may 
certify eligibility for home health 
services or durable medical equip-
ment under Medicare. 

Sec. 6408. Enhanced penalties. 
Sec. 6409. Medicare self-referral disclosure pro-

tocol. 
Sec. 6410. Adjustments to the Medicare durable 

medical equipment, prosthetics, 
orthotics, and supplies competi-
tive acquisition program. 

Sec. 6411. Expansion of the Recovery Audit 
Contractor (RAC) program. 

Subtitle F—Additional Medicaid Program 
Integrity Provisions 

Sec. 6501. Termination of provider participation 
under Medicaid if terminated 
under Medicare or other State 
plan. 

Sec. 6502. Medicaid exclusion from participa-
tion relating to certain ownership, 
control, and management affili-
ations. 

Sec. 6503. Billing agents, clearinghouses, or 
other alternate payees required to 
register under Medicaid. 

Sec. 6504. Requirement to report expanded set 
of data elements under MMIS to 
detect fraud and abuse. 

Sec. 6505. Prohibition on payments to institu-
tions or entities located outside of 
the United States. 

Sec. 6506. Overpayments. 
Sec. 6507. Mandatory State use of national cor-

rect coding initiative. 
Sec. 6508. General effective date. 

Subtitle G—Additional Program Integrity 
Provisions 

Sec. 6601. Prohibition on false statements and 
representations. 

Sec. 6602. Clarifying definition. 
Sec. 6603. Development of model uniform report 

form. 
Sec. 6604. Applicability of State law to combat 

fraud and abuse. 
Sec. 6605. Enabling the Department of Labor to 

issue administrative summary 
cease and desist orders and sum-
mary seizures orders against plans 
that are in financially hazardous 
condition. 

Sec. 6606. MEWA plan registration with De-
partment of Labor. 

Sec. 6607. Permitting evidentiary privilege and 
confidential communications. 

Subtitle H—Elder Justice Act 
Sec. 6701. Short title of subtitle. 
Sec. 6702. Definitions. 
Sec. 6703. Elder Justice. 

Subtitle I—Sense of the Senate Regarding 
Medical Malpractice 

Sec. 6801. Sense of the Senate regarding medical 
malpractice. 

TITLE VII—IMPROVING ACCESS TO 
INNOVATIVE MEDICAL THERAPIES 

Subtitle A—Biologics Price Competition and 
Innovation 

Sec. 7001. Short title. 
Sec. 7002. Approval pathway for biosimilar bio-

logical products. 
Sec. 7003. Savings. 

Subtitle B—More Affordable Medicines for 
Children and Underserved Communities 

Sec. 7101. Expanded participation in 340B pro-
gram. 
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Sec. 7102. Improvements to 340B program integ-

rity. 
Sec. 7103. GAO study to make recommendations 

on improving the 340B program. 

TITLE VIII—CLASS ACT 

Sec. 8001. Short title of title. 
Sec. 8002. Establishment of national voluntary 

insurance program for purchasing 
community living assistance serv-
ices and support. 

TITLE IX—REVENUE PROVISIONS 

Subtitle A—Revenue Offset Provisions 

Sec. 9001. Excise tax on high cost employer- 
sponsored health coverage. 

Sec. 9002. Inclusion of cost of employer-spon-
sored health coverage on W–2. 

Sec. 9003. Distributions for medicine qualified 
only if for prescribed drug or in-
sulin. 

Sec. 9004. Increase in additional tax on dis-
tributions from HSAs and Archer 
MSAs not used for qualified med-
ical expenses. 

Sec. 9005. Limitation on health flexible spend-
ing arrangements under cafeteria 
plans. 

Sec. 9006. Expansion of information reporting 
requirements. 

Sec. 9007. Additional requirements for chari-
table hospitals. 

Sec. 9008. Imposition of annual fee on branded 
prescription pharmaceutical man-
ufacturers and importers. 

Sec. 9009. Imposition of annual fee on medical 
device manufacturers and import-
ers. 

Sec. 9010. Imposition of annual fee on health 
insurance providers. 

Sec. 9011. Study and report of effect on vet-
erans health care. 

Sec. 9012. Elimination of deduction for expenses 
allocable to Medicare Part D sub-
sidy. 

Sec. 9013. Modification of itemized deduction 
for medical expenses. 

Sec. 9014. Limitation on excessive remuneration 
paid by certain health insurance 
providers. 

Sec. 9015. Additional hospital insurance tax on 
high-income taxpayers. 

Sec. 9016. Modification of section 833 treatment 
of certain health organizations. 

Sec. 9017. Excise tax on elective cosmetic med-
ical procedures. 

Subtitle B—Other Provisions 

Sec. 9021. Exclusion of health benefits provided 
by Indian tribal governments. 

Sec. 9022. Establishment of simple cafeteria 
plans for small businesses. 

Sec. 9023. Qualifying therapeutic discovery 
project credit. 

TITLE X—STRENGTHENING QUALITY, AF-
FORDABLE HEALTH CARE FOR ALL 
AMERICANS 

Subtitle A—Provisions Relating to Title I 

Sec. 10101. Amendments to subtitle A. 
Sec. 10102. Amendments to subtitle B. 
Sec. 10103. Amendments to subtitle C. 
Sec. 10104. Amendments to subtitle D. 
Sec. 10105. Amendments to subtitle E. 
Sec. 10106. Amendments to subtitle F. 
Sec. 10107. Amendments to subtitle G. 
Sec. 10108. Free choice vouchers. 
Sec. 10109. Development of standards for finan-

cial and administrative trans-
actions. 

Subtitle B—Provisions Relating to Title II 

PART I—MEDICAID AND CHIP 

Sec. 10201. Amendments to the Social Security 
Act and title II of this Act. 

Sec. 10202. Incentives for States to offer home 
and community-based services as 
a long-term care alternative to 
nursing homes. 

Sec. 10203. Extension of funding for CHIP 
through fiscal year 2015 and other 
CHIP-related provisions. 

PART II—SUPPORT FOR PREGNANT AND 
PARENTING TEENS AND WOMEN 

Sec. 10211. Definitions. 
Sec. 10212. Establishment of pregnancy assist-

ance fund. 
Sec. 10213. Permissible uses of Fund. 
Sec. 10214. Appropriations. 

PART III—INDIAN HEALTH CARE IMPROVEMENT 

Sec. 10221. Indian health care improvement. 

Subtitle C—Provisions Relating to Title III 

Sec. 10301. Plans for a Value-Based purchasing 
program for ambulatory surgical 
centers. 

Sec. 10302. Revision to national strategy for 
quality improvement in health 
care. 

Sec. 10303. Development of outcome measures. 
Sec. 10304. Selection of efficiency measures. 
Sec. 10305. Data collection; public reporting. 
Sec. 10306. Improvements under the Center for 

Medicare and Medicaid Innova-
tion. 

Sec. 10307. Improvements to the Medicare 
shared savings program. 

Sec. 10308. Revisions to national pilot program 
on payment bundling. 

Sec. 10309. Revisions to hospital readmissions 
reduction program. 

Sec. 10310. Repeal of physician payment up-
date. 

Sec. 10311. Revisions to extension of ambulance 
add-ons. 

Sec. 10312. Certain payment rules for long-term 
care hospital services and morato-
rium on the establishment of cer-
tain hospitals and facilities. 

Sec. 10313. Revisions to the extension for the 
rural community hospital dem-
onstration program. 

Sec. 10314. Adjustment to low-volume hospital 
provision. 

Sec. 10315. Revisions to home health care provi-
sions. 

Sec. 10316. Medicare DSH. 
Sec. 10317. Revisions to extension of section 508 

hospital provisions. 
Sec. 10318. Revisions to transitional extra bene-

fits under Medicare Advantage. 
Sec. 10319. Revisions to market basket adjust-

ments. 
Sec. 10320. Expansion of the scope of, and addi-

tional improvements to, the Inde-
pendent Medicare Advisory 
Board. 

Sec. 10321. Revision to community health teams. 
Sec. 10322. Quality reporting for psychiatric 

hospitals. 
Sec. 10323. Medicare coverage for individuals 

exposed to environmental health 
hazards. 

Sec. 10324. Protections for frontier States. 
Sec. 10325. Revision to skilled nursing facility 

prospective payment system. 
Sec. 10326. Pilot testing pay-for-performance 

programs for certain Medicare 
providers. 

Sec. 10327. Improvements to the physician qual-
ity reporting system. 

Sec. 10328. Improvement in part D medication 
therapy management (MTM) pro-
grams. 

Sec. 10329. Developing methodology to assess 
health plan value. 

Sec. 10330. Modernizing computer and data sys-
tems of the Centers for Medicare 
& Medicaid services to support 
improvements in care delivery. 

Sec. 10331. Public reporting of performance in-
formation. 

Sec. 10332. Availability of medicare data for 
performance measurement. 

Sec. 10333. Community-based collaborative care 
networks. 

Sec. 10334. Minority health. 
Sec. 10335. Technical correction to the hospital 

value-based purchasing program. 
Sec. 10336. GAO study and report on Medicare 

beneficiary access to high-quality 
dialysis services. 

Subtitle D—Provisions Relating to Title IV 

Sec. 10401. Amendments to subtitle A. 
Sec. 10402. Amendments to subtitle B. 
Sec. 10403. Amendments to subtitle C. 
Sec. 10404. Amendments to subtitle D. 
Sec. 10405. Amendments to subtitle E. 
Sec. 10406. Amendment relating to waiving co-

insurance for preventive services. 
Sec. 10407. Better diabetes care. 
Sec. 10408. Grants for small businesses to pro-

vide comprehensive workplace 
wellness programs. 

Sec. 10409. Cures Acceleration Network. 
Sec. 10410. Centers of Excellence for Depression. 
Sec. 10411. Programs relating to congenital 

heart disease. 
Sec. 10412. Automated Defibrillation in Adam’s 

Memory Act. 
Sec. 10413. Young women’s breast health 

awareness and support of young 
women diagnosed with breast 
cancer. 

Subtitle E—Provisions Relating to Title V 

Sec. 10501. Amendments to the Public Health 
Service Act, the Social Security 
Act, and title V of this Act. 

Sec. 10502. Infrastructure to Expand Access to 
Care. 

Sec. 10503. Community Health Centers and the 
National Health Service Corps 
Fund. 

Sec. 10504. Demonstration project to provide ac-
cess to affordable care. 

Subtitle F—Provisions Relating to Title VI 

Sec. 10601. Revisions to limitation on medicare 
exception to the prohibition on 
certain physician referrals for 
hospitals. 

Sec. 10602. Clarifications to patient-centered 
outcomes research. 

Sec. 10603. Striking provisions relating to indi-
vidual provider application fees. 

Sec. 10604. Technical correction to section 6405. 
Sec. 10605. Certain other providers permitted to 

conduct face to face encounter for 
home health services. 

Sec. 10606. Health care fraud enforcement. 
Sec. 10607. State demonstration programs to 

evaluate alternatives to current 
medical tort litigation. 

Sec. 10608. Extension of medical malpractice 
coverage to free clinics. 

Sec. 10609. Labeling changes. 

Subtitle G—Provisions Relating to Title VIII 

Sec. 10801. Provisions relating to title VIII. 

Subtitle H—Provisions Relating to Title IX 

Sec. 10901. Modifications to excise tax on high 
cost employer-sponsored health 
coverage. 

Sec. 10902. Inflation adjustment of limitation on 
health flexible spending arrange-
ments under cafeteria plans. 

Sec. 10903. Modification of limitation on 
charges by charitable hospitals. 

Sec. 10904. Modification of annual fee on med-
ical device manufacturers and im-
porters. 

Sec. 10905. Modification of annual fee on 
health insurance providers. 

Sec. 10906. Modifications to additional hospital 
insurance tax on high-income tax-
payers. 

Sec. 10907. Excise tax on indoor tanning serv-
ices in lieu of elective cosmetic 
medical procedures. 

Sec. 10908. Exclusion for assistance provided to 
participants in State student loan 
repayment programs for certain 
health professionals. 
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Sec. 10909. Expansion of adoption credit and 

adoption assistance programs. 
TITLE I—QUALITY, AFFORDABLE HEALTH 

CARE FOR ALL AMERICANS 
Subtitle A—Immediate Improvements in 
Health Care Coverage for All Americans 

SEC. 1001. AMENDMENTS TO THE PUBLIC HEALTH 
SERVICE ACT. 

Part A of title XXVII of the Public Health 
Service Act (42 U.S.C. 300gg et seq.) is amend-
ed— 

(1) by striking the part heading and inserting 
the following: 

‘‘PART A—INDIVIDUAL AND GROUP 
MARKET REFORMS’’; 

(2) by redesignating sections 2704 through 2707 
as sections 2725 through 2728, respectively; 

(3) by redesignating sections 2711 through 2713 
as sections 2731 through 2733, respectively; 

(4) by redesignating sections 2721 through 2723 
as sections 2735 through 2737, respectively; and 

(5) by inserting after section 2702, the fol-
lowing: 

‘‘Subpart II—Improving Coverage 
‘‘SEC. 2711. NO LIFETIME OR ANNUAL LIMITS. 

‘‘(a) IN GENERAL.—A group health plan and a 
health insurance issuer offering group or indi-
vidual health insurance coverage may not estab-
lish— 

‘‘(1) lifetime limits on the dollar value of bene-
fits for any participant or beneficiary; or 

‘‘(2) unreasonable annual limits (within the 
meaning of section 223 of the Internal Revenue 
Code of 1986) on the dollar value of benefits for 
any participant or beneficiary. 

‘‘(b) PER BENEFICIARY LIMITS.—Subsection (a) 
shall not be construed to prevent a group health 
plan or health insurance coverage that is not re-
quired to provide essential health benefits under 
section 1302(b) of the Patient Protection and Af-
fordable Care Act from placing annual or life-
time per beneficiary limits on specific covered 
benefits to the extent that such limits are other-
wise permitted under Federal or State law. 
‘‘SEC. 2712. PROHIBITION ON RESCISSIONS. 

‘‘A group health plan and a health insurance 
issuer offering group or individual health insur-
ance coverage shall not rescind such plan or 
coverage with respect to an enrollee once the en-
rollee is covered under such plan or coverage in-
volved, except that this section shall not apply 
to a covered individual who has performed an 
act or practice that constitutes fraud or makes 
an intentional misrepresentation of material 
fact as prohibited by the terms of the plan or 
coverage. Such plan or coverage may not be 
cancelled except with prior notice to the en-
rollee, and only as permitted under section 
2702(c) or 2742(b). 
‘‘SEC. 2713. COVERAGE OF PREVENTIVE HEALTH 

SERVICES. 
‘‘(a) IN GENERAL.—A group health plan and a 

health insurance issuer offering group or indi-
vidual health insurance coverage shall, at a 
minimum provide coverage for and shall not im-
pose any cost sharing requirements for— 

‘‘(1) evidence-based items or services that have 
in effect a rating of ‘A’ or ‘B’ in the current rec-
ommendations of the United States Preventive 
Services Task Force; 

‘‘(2) immunizations that have in effect a rec-
ommendation from the Advisory Committee on 
Immunization Practices of the Centers for Dis-
ease Control and Prevention with respect to the 
individual involved; 

‘‘(3) with respect to infants, children, and 
adolescents, evidence-informed preventive care 
and screenings provided for in the comprehen-
sive guidelines supported by the Health Re-
sources and Services Administration; 

‘‘(4) with respect to women, such additional 
preventive care and screenings not described in 
paragraph (1) as provided for in comprehensive 
guidelines supported by the Health Resources 
and Services Administration for purposes of this 
paragraph; and 

‘‘(5) for the purposes of this Act, and for the 
purposes of any other provision of law, the cur-
rent recommendations of the United States Pre-
ventive Service Task Force regarding breast can-
cer screening, mammography, and prevention 
shall be considered the most current other than 
those issued in or around November 2009. 

Nothing in this subsection shall be construed to 
prohibit a plan or issuer from providing cov-
erage for services in addition to those rec-
ommended by United States Preventive Services 
Task Force or to deny coverage for services that 
are not recommended by such Task Force. 

‘‘(b) INTERVAL.— 
‘‘(1) IN GENERAL.—The Secretary shall estab-

lish a minimum interval between the date on 
which a recommendation described in subsection 
(a)(1) or (a)(2) or a guideline under subsection 
(a)(3) is issued and the plan year with respect to 
which the requirement described in subsection 
(a) is effective with respect to the service de-
scribed in such recommendation or guideline. 

‘‘(2) MINIMUM.—The interval described in 
paragraph (1) shall not be less than 1 year. 

‘‘(c) VALUE-BASED INSURANCE DESIGN.—The 
Secretary may develop guidelines to permit a 
group health plan and a health insurance issuer 
offering group or individual health insurance 
coverage to utilize value-based insurance de-
signs. 
‘‘SEC. 2714. EXTENSION OF DEPENDENT COV-

ERAGE. 
‘‘(a) IN GENERAL.—A group health plan and a 

health insurance issuer offering group or indi-
vidual health insurance coverage that provides 
dependent coverage of children shall continue to 
make such coverage available for an adult child 
(who is not married) until the child turns 26 
years of age. Nothing in this section shall re-
quire a health plan or a health insurance issuer 
described in the preceding sentence to make cov-
erage available for a child of a child receiving 
dependent coverage. 

‘‘(b) REGULATIONS.—The Secretary shall pro-
mulgate regulations to define the dependents to 
which coverage shall be made available under 
subsection (a). 

‘‘(c) RULE OF CONSTRUCTION.—Nothing in this 
section shall be construed to modify the defini-
tion of ‘dependent’ as used in the Internal Rev-
enue Code of 1986 with respect to the tax treat-
ment of the cost of coverage. 
‘‘SEC. 2715. DEVELOPMENT AND UTILIZATION OF 

UNIFORM EXPLANATION OF COV-
ERAGE DOCUMENTS AND STANDARD-
IZED DEFINITIONS. 

‘‘(a) IN GENERAL.—Not later than 12 months 
after the date of enactment of the Patient Pro-
tection and Affordable Care Act, the Secretary 
shall develop standards for use by a group 
health plan and a health insurance issuer offer-
ing group or individual health insurance cov-
erage, in compiling and providing to enrollees a 
summary of benefits and coverage explanation 
that accurately describes the benefits and cov-
erage under the applicable plan or coverage. In 
developing such standards, the Secretary shall 
consult with the National Association of Insur-
ance Commissioners (referred to in this section 
as the ‘NAIC’), a working group composed of 
representatives of health insurance-related con-
sumer advocacy organizations, health insurance 
issuers, health care professionals, patient advo-
cates including those representing individuals 
with limited English proficiency, and other 
qualified individuals. 

‘‘(b) REQUIREMENTS.—The standards for the 
summary of benefits and coverage developed 
under subsection (a) shall provide for the fol-
lowing: 

‘‘(1) APPEARANCE.—The standards shall en-
sure that the summary of benefits and coverage 
is presented in a uniform format that does not 
exceed 4 pages in length and does not include 
print smaller than 12-point font. 

‘‘(2) LANGUAGE.—The standards shall ensure 
that the summary is presented in a culturally 

and linguistically appropriate manner and uti-
lizes terminology understandable by the average 
plan enrollee. 

‘‘(3) CONTENTS.—The standards shall ensure 
that the summary of benefits and coverage in-
cludes— 

‘‘(A) uniform definitions of standard insur-
ance terms and medical terms (consistent with 
subsection (g)) so that consumers may compare 
health insurance coverage and understand the 
terms of coverage (or exception to such cov-
erage); 

‘‘(B) a description of the coverage, including 
cost sharing for— 

‘‘(i) each of the categories of the essential 
health benefits described in subparagraphs (A) 
through (J) of section 1302(b)(1) of the Patient 
Protection and Affordable Care Act; and 

‘‘(ii) other benefits, as identified by the Sec-
retary; 

‘‘(C) the exceptions, reductions, and limita-
tions on coverage; 

‘‘(D) the cost-sharing provisions, including 
deductible, coinsurance, and co-payment obliga-
tions; 

‘‘(E) the renewability and continuation of 
coverage provisions; 

‘‘(F) a coverage facts label that includes ex-
amples to illustrate common benefits scenarios, 
including pregnancy and serious or chronic 
medical conditions and related cost sharing, 
such scenarios to be based on recognized clinical 
practice guidelines; 

‘‘(G) a statement of whether the plan or cov-
erage— 

‘‘(i) provides minimum essential coverage (as 
defined under section 5000A(f) of the Internal 
Revenue Code 1986); and 

‘‘(ii) ensures that the plan or coverage share 
of the total allowed costs of benefits provided 
under the plan or coverage is not less than 60 
percent of such costs; 

‘‘(H) a statement that the outline is a sum-
mary of the policy or certificate and that the 
coverage document itself should be consulted to 
determine the governing contractual provisions; 
and 

‘‘(I) a contact number for the consumer to call 
with additional questions and an Internet web 
address where a copy of the actual individual 
coverage policy or group certificate of coverage 
can be reviewed and obtained. 

‘‘(c) PERIODIC REVIEW AND UPDATING.—The 
Secretary shall periodically review and update, 
as appropriate, the standards developed under 
this section. 

‘‘(d) REQUIREMENT TO PROVIDE.— 
‘‘(1) IN GENERAL.—Not later than 24 months 

after the date of enactment of the Patient Pro-
tection and Affordable Care Act, each entity de-
scribed in paragraph (3) shall provide, prior to 
any enrollment restriction, a summary of bene-
fits and coverage explanation pursuant to the 
standards developed by the Secretary under sub-
section (a) to— 

‘‘(A) an applicant at the time of application; 
‘‘(B) an enrollee prior to the time of enroll-

ment or reenrollment, as applicable; and 
‘‘(C) a policyholder or certificate holder at the 

time of issuance of the policy or delivery of the 
certificate. 

‘‘(2) COMPLIANCE.—An entity described in 
paragraph (3) is deemed to be in compliance 
with this section if the summary of benefits and 
coverage described in subsection (a) is provided 
in paper or electronic form. 

‘‘(3) ENTITIES IN GENERAL.—An entity de-
scribed in this paragraph is— 

‘‘(A) a health insurance issuer (including a 
group health plan that is not a self-insured 
plan) offering health insurance coverage within 
the United States; or 

‘‘(B) in the case of a self-insured group health 
plan, the plan sponsor or designated adminis-
trator of the plan (as such terms are defined in 
section 3(16) of the Employee Retirement Income 
Security Act of 1974). 

‘‘(4) NOTICE OF MODIFICATIONS.—If a group 
health plan or health insurance issuer makes 
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any material modification in any of the terms of 
the plan or coverage involved (as defined for 
purposes of section 102 of the Employee Retire-
ment Income Security Act of 1974) that is not re-
flected in the most recently provided summary of 
benefits and coverage, the plan or issuer shall 
provide notice of such modification to enrollees 
not later than 60 days prior to the date on 
which such modification will become effective. 

‘‘(e) PREEMPTION.—The standards developed 
under subsection (a) shall preempt any related 
State standards that require a summary of bene-
fits and coverage that provides less information 
to consumers than that required to be provided 
under this section, as determined by the Sec-
retary. 

‘‘(f) FAILURE TO PROVIDE.—An entity de-
scribed in subsection (d)(3) that willfully fails to 
provide the information required under this sec-
tion shall be subject to a fine of not more than 
$1,000 for each such failure. Such failure with 
respect to each enrollee shall constitute a sepa-
rate offense for purposes of this subsection. 

‘‘(g) DEVELOPMENT OF STANDARD DEFINI-
TIONS.— 

‘‘(1) IN GENERAL.—The Secretary shall, by reg-
ulation, provide for the development of stand-
ards for the definitions of terms used in health 
insurance coverage, including the insurance-re-
lated terms described in paragraph (2) and the 
medical terms described in paragraph (3). 

‘‘(2) INSURANCE-RELATED TERMS.—The insur-
ance-related terms described in this paragraph 
are premium, deductible, co-insurance, co-pay-
ment, out-of-pocket limit, preferred provider, 
non-preferred provider, out-of-network co-pay-
ments, UCR (usual, customary and reasonable) 
fees, excluded services, grievance and appeals, 
and such other terms as the Secretary deter-
mines are important to define so that consumers 
may compare health insurance coverage and un-
derstand the terms of their coverage. 

‘‘(3) MEDICAL TERMS.—The medical terms de-
scribed in this paragraph are hospitalization, 
hospital outpatient care, emergency room care, 
physician services, prescription drug coverage, 
durable medical equipment, home health care, 
skilled nursing care, rehabilitation services, hos-
pice services, emergency medical transportation, 
and such other terms as the Secretary deter-
mines are important to define so that consumers 
may compare the medical benefits offered by 
health insurance and understand the extent of 
those medical benefits (or exceptions to those 
benefits). 
‘‘SEC. 2716. PROHIBITION OF DISCRIMINATION 

BASED ON SALARY. 
‘‘(a) IN GENERAL.—The plan sponsor of a 

group health plan (other than a self-insured 
plan) may not establish rules relating to the 
health insurance coverage eligibility (including 
continued eligibility) of any full-time employee 
under the terms of the plan that are based on 
the total hourly or annual salary of the em-
ployee or otherwise establish eligibility rules 
that have the effect of discriminating in favor of 
higher wage employees. 

‘‘(b) LIMITATION.—Subsection (a) shall not be 
construed to prohibit a plan sponsor from estab-
lishing contribution requirements for enrollment 
in the plan or coverage that provide for the pay-
ment by employees with lower hourly or annual 
compensation of a lower dollar or percentage 
contribution than the payment required of simi-
larly situated employees with a higher hourly or 
annual compensation. 
‘‘SEC. 2717. ENSURING THE QUALITY OF CARE. 

‘‘(a) QUALITY REPORTING.— 
‘‘(1) IN GENERAL.—Not later than 2 years after 

the date of enactment of the Patient Protection 
and Affordable Care Act, the Secretary, in con-
sultation with experts in health care quality 
and stakeholders, shall develop reporting re-
quirements for use by a group health plan, and 
a health insurance issuer offering group or indi-
vidual health insurance coverage, with respect 
to plan or coverage benefits and health care 
provider reimbursement structures that— 

‘‘(A) improve health outcomes through the im-
plementation of activities such as quality report-
ing, effective case management, care coordina-
tion, chronic disease management, and medica-
tion and care compliance initiatives, including 
through the use of the medical homes model as 
defined for purposes of section 3602 of the Pa-
tient Protection and Affordable Care Act, for 
treatment or services under the plan or cov-
erage; 

‘‘(B) implement activities to prevent hospital 
readmissions through a comprehensive program 
for hospital discharge that includes patient-cen-
tered education and counseling, comprehensive 
discharge planning, and post discharge rein-
forcement by an appropriate health care profes-
sional; 

‘‘(C) implement activities to improve patient 
safety and reduce medical errors through the 
appropriate use of best clinical practices, evi-
dence based medicine, and health information 
technology under the plan or coverage; and 

‘‘(D) implement wellness and health pro-
motion activities. 

‘‘(2) REPORTING REQUIREMENTS.— 
‘‘(A) IN GENERAL.—A group health plan and a 

health insurance issuer offering group or indi-
vidual health insurance coverage shall annually 
submit to the Secretary, and to enrollees under 
the plan or coverage, a report on whether the 
benefits under the plan or coverage satisfy the 
elements described in subparagraphs (A) 
through (D) of paragraph (1). 

‘‘(B) TIMING OF REPORTS.—A report under 
subparagraph (A) shall be made available to an 
enrollee under the plan or coverage during each 
open enrollment period. 

‘‘(C) AVAILABILITY OF REPORTS.—The Sec-
retary shall make reports submitted under sub-
paragraph (A) available to the public through 
an Internet website. 

‘‘(D) PENALTIES.—In developing the reporting 
requirements under paragraph (1), the Secretary 
may develop and impose appropriate penalties 
for non-compliance with such requirements. 

‘‘(E) EXCEPTIONS.—In developing the report-
ing requirements under paragraph (1), the Sec-
retary may provide for exceptions to such re-
quirements for group health plans and health 
insurance issuers that substantially meet the 
goals of this section. 

‘‘(b) WELLNESS AND PREVENTION PROGRAMS.— 
For purposes of subsection (a)(1)(D), wellness 
and health promotion activities may include 
personalized wellness and prevention services, 
which are coordinated, maintained or delivered 
by a health care provider, a wellness and pre-
vention plan manager, or a health, wellness or 
prevention services organization that conducts 
health risk assessments or offers ongoing face- 
to-face, telephonic or web-based intervention ef-
forts for each of the program’s participants, and 
which may include the following wellness and 
prevention efforts: 

‘‘(1) Smoking cessation. 
‘‘(2) Weight management. 
‘‘(3) Stress management. 
‘‘(4) Physical fitness. 
‘‘(5) Nutrition. 
‘‘(6) Heart disease prevention. 
‘‘(7) Healthy lifestyle support. 
‘‘(8) Diabetes prevention. 
‘‘(c) REGULATIONS.—Not later than 2 years 

after the date of enactment of the Patient Pro-
tection and Affordable Care Act, the Secretary 
shall promulgate regulations that provide cri-
teria for determining whether a reimbursement 
structure is described in subsection (a). 

‘‘(d) STUDY AND REPORT.—Not later than 180 
days after the date on which regulations are 
promulgated under subsection (c), the Govern-
ment Accountability Office shall review such 
regulations and conduct a study and submit to 
the Committee on Health, Education, Labor, 
and Pensions of the Senate and the Committee 
on Energy and Commerce of the House of Rep-
resentatives a report regarding the impact the 
activities under this section have had on the 
quality and cost of health care. 

‘‘SEC. 2718. BRINGING DOWN THE COST OF 
HEALTH CARE COVERAGE. 

‘‘(a) CLEAR ACCOUNTING FOR COSTS.—A 
health insurance issuer offering group or indi-
vidual health insurance coverage shall, with re-
spect to each plan year, submit to the Secretary 
a report concerning the percentage of total pre-
mium revenue that such coverage expends— 

‘‘(1) on reimbursement for clinical services 
provided to enrollees under such coverage; 

‘‘(2) for activities that improve health care 
quality; and 

‘‘(3) on all other non-claims costs, including 
an explanation of the nature of such costs, and 
excluding State taxes and licensing or regu-
latory fees. 
The Secretary shall make reports received under 
this section available to the public on the Inter-
net website of the Department of Health and 
Human Services. 

‘‘(b) ENSURING THAT CONSUMERS RECEIVE 
VALUE FOR THEIR PREMIUM PAYMENTS.— 

‘‘(1) REQUIREMENT TO PROVIDE VALUE FOR 
PREMIUM PAYMENTS.—A health insurance issuer 
offering group or individual health insurance 
coverage shall, with respect to each plan year, 
provide an annual rebate to each enrollee under 
such coverage, on a pro rata basis, in an 
amount that is equal to the amount by which 
premium revenue expended by the issuer on ac-
tivities described in subsection (a)(3) exceeds— 

‘‘(A) with respect to a health insurance issuer 
offering coverage in the group market, 20 per-
cent, or such lower percentage as a State may 
by regulation determine; or 

‘‘(B) with respect to a health insurance issuer 
offering coverage in the individual market, 25 
percent, or such lower percentage as a State 
may by regulation determine, except that such 
percentage shall be adjusted to the extent the 
Secretary determines that the application of 
such percentage with a State may destabilize 
the existing individual market in such State. 

‘‘(2) CONSIDERATION IN SETTING PERCENT-
AGES.—In determining the percentages under 
paragraph (1), a State shall seek to ensure ade-
quate participation by health insurance issuers, 
competition in the health insurance market in 
the State, and value for consumers so that pre-
miums are used for clinical services and quality 
improvements. 

‘‘(3) TERMINATION.—The provisions of this 
subsection shall have no force or effect after De-
cember 31, 2013. 

‘‘(c) STANDARD HOSPITAL CHARGES.—Each 
hospital operating within the United States 
shall for each year establish (and update) and 
make public (in accordance with guidelines de-
veloped by the Secretary) a list of the hospital’s 
standard charges for items and services provided 
by the hospital, including for diagnosis-related 
groups established under section 1886(d)(4) of 
the Social Security Act. 

‘‘(d) DEFINITIONS.—The Secretary, in con-
sultation with the National Association of In-
surance Commissions, shall establish uniform 
definitions for the activities reported under sub-
section (a). 
‘‘SEC. 2719. APPEALS PROCESS. 

‘‘A group health plan and a health insurance 
issuer offering group or individual health insur-
ance coverage shall implement an effective ap-
peals process for appeals of coverage determina-
tions and claims, under which the plan or issuer 
shall, at a minimum— 

‘‘(1) have in effect an internal claims appeal 
process; 

‘‘(2) provide notice to enrollees, in a culturally 
and linguistically appropriate manner, of avail-
able internal and external appeals processes, 
and the availability of any applicable office of 
health insurance consumer assistance or om-
budsman established under section 2793 to assist 
such enrollees with the appeals processes; 

‘‘(3) allow an enrollee to review their file, to 
present evidence and testimony as part of the 
appeals process, and to receive continued cov-
erage pending the outcome of the appeals proc-
ess; and 
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‘‘(4) provide an external review process for 

such plans and issuers that, at a minimum, in-
cludes the consumer protections set forth in the 
Uniform External Review Model Act promul-
gated by the National Association of Insurance 
Commissioners and is binding on such plans.’’. 
SEC. 1002. HEALTH INSURANCE CONSUMER IN-

FORMATION. 
Part C of title XXVII of the Public Health 

Service Act (42 U.S.C. 300gg–91 et seq.) is amend-
ed by adding at the end the following: 
‘‘SEC. 2793. HEALTH INSURANCE CONSUMER IN-

FORMATION. 
‘‘(a) IN GENERAL.—The Secretary shall award 

grants to States to enable such States (or the 
Exchanges operating in such States) to estab-
lish, expand, or provide support for— 

‘‘(1) offices of health insurance consumer as-
sistance; or 

‘‘(2) health insurance ombudsman programs. 
‘‘(b) ELIGIBILITY.— 
‘‘(1) IN GENERAL.—To be eligible to receive a 

grant, a State shall designate an independent 
office of health insurance consumer assistance, 
or an ombudsman, that, directly or in coordina-
tion with State health insurance regulators and 
consumer assistance organizations, receives and 
responds to inquiries and complaints concerning 
health insurance coverage with respect to Fed-
eral health insurance requirements and under 
State law. 

‘‘(2) CRITERIA.—A State that receives a grant 
under this section shall comply with criteria es-
tablished by the Secretary for carrying out ac-
tivities under such grant. 

‘‘(c) DUTIES.—The office of health insurance 
consumer assistance or health insurance om-
budsman shall— 

‘‘(1) assist with the filing of complaints and 
appeals, including filing appeals with the inter-
nal appeal or grievance process of the group 
health plan or health insurance issuer involved 
and providing information about the external 
appeal process; 

‘‘(2) collect, track, and quantify problems and 
inquiries encountered by consumers; 

‘‘(3) educate consumers on their rights and re-
sponsibilities with respect to group health plans 
and health insurance coverage; 

‘‘(4) assist consumers with enrollment in a 
group health plan or health insurance coverage 
by providing information, referral, and assist-
ance; and 

‘‘(5) resolve problems with obtaining premium 
tax credits under section 36B of the Internal 
Revenue Code of 1986. 

‘‘(d) DATA COLLECTION.—As a condition of re-
ceiving a grant under subsection (a), an office 
of health insurance consumer assistance or om-
budsman program shall be required to collect 
and report data to the Secretary on the types of 
problems and inquiries encountered by con-
sumers. The Secretary shall utilize such data to 
identify areas where more enforcement action is 
necessary and shall share such information with 
State insurance regulators, the Secretary of 
Labor, and the Secretary of the Treasury for use 
in the enforcement activities of such agencies. 

‘‘(e) FUNDING.— 
‘‘(1) INITIAL FUNDING.—There is hereby appro-

priated to the Secretary, out of any funds in the 
Treasury not otherwise appropriated, $30,000,000 
for the first fiscal year for which this section 
applies to carry out this section. Such amount 
shall remain available without fiscal year limi-
tation. 

‘‘(2) AUTHORIZATION FOR SUBSEQUENT 
YEARS.—There is authorized to be appropriated 
to the Secretary for each fiscal year following 
the fiscal year described in paragraph (1), such 
sums as may be necessary to carry out this sec-
tion.’’. 
SEC. 1003. ENSURING THAT CONSUMERS GET 

VALUE FOR THEIR DOLLARS. 
Part C of title XXVII of the Public Health 

Service Act (42 U.S.C. 300gg–91 et seq.), as 
amended by section 1002, is further amended by 
adding at the end the following: 

‘‘SEC. 2794. ENSURING THAT CONSUMERS GET 
VALUE FOR THEIR DOLLARS. 

‘‘(a) INITIAL PREMIUM REVIEW PROCESS.— 
‘‘(1) IN GENERAL.—The Secretary, in conjunc-

tion with States, shall establish a process for the 
annual review, beginning with the 2010 plan 
year and subject to subsection (b)(2)(A), of un-
reasonable increases in premiums for health in-
surance coverage. 

‘‘(2) JUSTIFICATION AND DISCLOSURE.—The 
process established under paragraph (1) shall 
require health insurance issuers to submit to the 
Secretary and the relevant State a justification 
for an unreasonable premium increase prior to 
the implementation of the increase. Such issuers 
shall prominently post such information on 
their Internet websites. The Secretary shall en-
sure the public disclosure of information on 
such increases and justifications for all health 
insurance issuers. 

‘‘(b) CONTINUING PREMIUM REVIEW PROC-
ESS.— 

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

‘‘(A) provide the Secretary with information 
about trends in premium increases in health in-
surance coverage in premium rating areas in the 
State; and 

‘‘(B) make recommendations, as appropriate, 
to the State Exchange about whether particular 
health insurance issuers should be excluded 
from participation in the Exchange based on a 
pattern or practice of excessive or unjustified 
premium increases. 

‘‘(2) MONITORING BY SECRETARY OF PREMIUM 
INCREASES.— 

‘‘(A) IN GENERAL.—Beginning with plan years 
beginning in 2014, the Secretary, in conjunction 
with the States and consistent with the provi-
sions of subsection (a)(2), shall monitor premium 
increases of health insurance coverage offered 
through an Exchange and outside of an Ex-
change. 

‘‘(B) CONSIDERATION IN OPENING EXCHANGE.— 
In determining under section 1312(f)(2)(B) of the 
Patient Protection and Affordable Care Act 
whether to offer qualified health plans in the 
large group market through an Exchange, the 
State shall take into account any excess of pre-
mium growth outside of the Exchange as com-
pared to the rate of such growth inside the Ex-
change. 

‘‘(c) GRANTS IN SUPPORT OF PROCESS.— 
‘‘(1) PREMIUM REVIEW GRANTS DURING 2010 

THROUGH 2014.—The Secretary shall carry out a 
program to award grants to States during the 5- 
year period beginning with fiscal year 2010 to 
assist such States in carrying out subsection (a), 
including— 

‘‘(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 Secretary under subsection 
(b)(1). 

‘‘(2) FUNDING.— 
‘‘(A) IN GENERAL.—Out of all funds in the 

Treasury not otherwise appropriated, there are 
appropriated to the Secretary $250,000,000, to be 
available for expenditure for grants under para-
graph (1) and subparagraph (B). 

‘‘(B) FURTHER AVAILABILITY FOR INSURANCE 
REFORM AND CONSUMER PROTECTION.—If the 
amounts appropriated under subparagraph (A) 
are not fully obligated under grants under para-
graph (1) by the end of fiscal year 2014, any re-
maining funds shall remain available to the Sec-
retary for grants to States for planning and im-
plementing the insurance reforms and consumer 
protections under part A. 

‘‘(C) ALLOCATION.—The Secretary shall estab-
lish 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. 1004. EFFECTIVE DATES. 

(a) IN GENERAL.—Except as provided for in 
subsection (b), this subtitle (and the amend-
ments made by this subtitle) shall become effec-
tive for plan years beginning on or after the 
date that is 6 months after the date of enact-
ment of this Act, except that the amendments 
made by sections 1002 and 1003 shall become ef-
fective for fiscal years beginning with fiscal 
year 2010. 

(b) SPECIAL RULE.—The amendments made by 
sections 1002 and 1003 shall take effect on the 
date of enactment of this Act. 

Subtitle B—Immediate Actions to Preserve 
and Expand Coverage 

SEC. 1101. IMMEDIATE ACCESS TO INSURANCE 
FOR UNINSURED INDIVIDUALS WITH 
A PREEXISTING CONDITION. 

(a) IN GENERAL.—Not later than 90 days after 
the date of enactment of this Act, the Secretary 
shall establish a temporary high risk health in-
surance pool program to provide health insur-
ance coverage for eligible individuals during the 
period beginning on the date on which such pro-
gram is established and ending on January 1, 
2014. 

(b) ADMINISTRATION.— 
(1) IN GENERAL.—The Secretary may carry out 

the program under this section directly or 
through contracts to eligible entities. 

(2) ELIGIBLE ENTITIES.—To be eligible for a 
contract under paragraph (1), an entity shall— 

(A) be a State or nonprofit private entity; 
(B) submit to the Secretary an application at 

such time, in such manner, and containing such 
information as the Secretary may require; and 

(C) agree to utilize contract funding to estab-
lish and administer a qualified high risk pool 
for eligible individuals. 

(3) MAINTENANCE OF EFFORT.—To be eligible 
to enter into a contract with the Secretary 
under this subsection, a State shall agree not to 
reduce the annual amount the State expended 
for the operation of one or more State high risk 
pools during the year preceding the year in 
which such contract is entered into. 

(c) QUALIFIED HIGH RISK POOL.— 
(1) IN GENERAL.—Amounts made available 

under this section shall be used to establish a 
qualified high risk pool that meets the require-
ments of paragraph (2). 

(2) REQUIREMENTS.—A qualified high risk pool 
meets the requirements of this paragraph if such 
pool— 

(A) provides to all eligible individuals health 
insurance coverage that does not impose any 
preexisting condition exclusion with respect to 
such coverage; 

(B) provides health insurance coverage— 
(i) in which the issuer’s share of the total al-

lowed costs of benefits provided under such cov-
erage is not less than 65 percent of such costs; 
and 

(ii) that has an out of pocket limit not greater 
than the applicable amount described in section 
223(c)(2) of the Internal Revenue Code of 1986 
for the year involved, except that the Secretary 
may modify such limit if necessary to ensure the 
pool meets the actuarial value limit under clause 
(i); 

(C) ensures that with respect to the premium 
rate charged for health insurance coverage of-
fered to eligible individuals through the high 
risk pool, such rate shall— 

(i) except as provided in clause (ii), vary only 
as provided for under section 2701 of the Public 
Health Service Act (as amended by this Act and 
notwithstanding the date on which such amend-
ments take effect); 

(ii) vary on the basis of age by a factor of not 
greater than 4 to 1; and 

(iii) be established at a standard rate for a 
standard population; and 

(D) meets any other requirements determined 
appropriate by the Secretary. 
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(d) ELIGIBLE INDIVIDUAL.—An individual 

shall be deemed to be an eligible individual for 
purposes of this section if such individual— 

(1) is a citizen or national of the United States 
or is lawfully present in the United States (as 
determined in accordance with section 1411); 

(2) has not been covered under creditable cov-
erage (as defined in section 2701(c)(1) of the 
Public Health Service Act as in effect on the 
date of enactment of this Act) during the 6- 
month period prior to the date on which such 
individual is applying for coverage through the 
high risk pool; and 

(3) has a pre-existing condition, as determined 
in a manner consistent with guidance issued by 
the Secretary. 

(e) PROTECTION AGAINST DUMPING RISK BY IN-
SURERS.— 

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

(2) SANCTIONS.—An issuer or employment- 
based health plan shall be responsible for reim-
bursing the program under this section for the 
medical expenses incurred by the program for an 
individual who, based on criteria established by 
the Secretary, the Secretary finds was encour-
aged by the issuer to disenroll from health bene-
fits coverage prior to enrolling in coverage 
through 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 em-
ployer, 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 di-
rectly from an issuer or under an employment- 
based health plan— 

(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 pre-
mium required by the program (adjusted based 
on the age factors applied to the prior cov-
erage)— 

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

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

(3) CONSTRUCTION.—Nothing in this sub-
section shall be construed as constituting exclu-
sive remedies for violations of criteria estab-
lished under paragraph (1) or as preventing 
States from applying or enforcing such para-
graph or other provisions under law with re-
spect to health insurance issuers. 

(f) OVERSIGHT.—The Secretary shall estab-
lish— 

(1) an appeals process to enable individuals to 
appeal a determination under this section; and 

(2) procedures to protect against waste, fraud, 
and abuse. 

(g) 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 the administrative costs of) 
the high risk pool under this section that are in 
excess of the amount of premiums collected from 
eligible individuals enrolled in the high risk 
pool. Such funds shall be available without fis-
cal year limitation. 

(2) INSUFFICIENT FUNDS.—If the Secretary esti-
mates for any fiscal year that the aggregate 
amounts available for the payment of the ex-
penses of the high risk pool will be less than the 
actual amount of such expenses, the Secretary 
shall make such adjustments as are necessary to 
eliminate such deficit. 

(3) TERMINATION OF AUTHORITY.— 

(A) IN GENERAL.—Except as provided in sub-
paragraph (B), coverage of eligible individuals 
under a high risk pool in a State shall terminate 
on January 1, 2014. 

(B) TRANSITION TO EXCHANGE.—The Secretary 
shall develop procedures to provide for the tran-
sition of eligible individuals enrolled in health 
insurance coverage offered through a high risk 
pool established under this section into qualified 
health plans offered through an Exchange. 
Such procedures shall ensure that there is no 
lapse in coverage with respect to the individual 
and may extend coverage after the termination 
of the risk pool involved, if the Secretary deter-
mines necessary to avoid such a lapse. 

(4) LIMITATIONS.—The Secretary has the au-
thority to stop taking applications for participa-
tion in the program under this section to comply 
with the funding limitation provided for in 
paragraph (1). 

(5) RELATION TO STATE LAWS.—The standards 
established under this section shall supersede 
any State law or regulation (other than State li-
censing laws or State laws relating to plan sol-
vency) with respect to qualified high risk pools 
which are established in accordance with this 
section. 
SEC. 1102. REINSURANCE FOR EARLY RETIREES. 

(a) ADMINISTRATION.— 
(1) IN GENERAL.—Not later than 90 days after 

the date of enactment of this Act, the Secretary 
shall establish a temporary reinsurance program 
to provide reimbursement to participating em-
ployment-based plans for a portion of the cost of 
providing health insurance coverage to early re-
tirees (and to the eligible spouses, surviving 
spouses, and dependents of such retirees) during 
the period beginning on the date on which such 
program is established and ending on January 
1, 2014. 

(2) REFERENCE.—In this section: 
(A) HEALTH BENEFITS.—The term ‘‘health ben-

efits’’ means medical, surgical, hospital, pre-
scription drug, and such other benefits as shall 
be determined by the Secretary, whether self- 
funded, or delivered through the purchase of in-
surance or otherwise. 

(B) EMPLOYMENT-BASED PLAN.—The term 
‘‘employment-based plan’’ means a group health 
benefits plan that— 

(i) is— 
(I) maintained by one or more current or 

former employers (including without limitation 
any State or local government or political sub-
division thereof), employee organization, a vol-
untary employees’ beneficiary association, or a 
committee or board of individuals appointed to 
administer such plan; or 

(II) a multiemployer plan (as defined in sec-
tion 3(37) of the Employee Retirement Income 
Security Act of 1974); and 

(ii) provides health benefits to early retirees. 
(C) EARLY RETIREES.—The term ‘‘early retir-

ees’’ means individuals who are age 55 and older 
but are not eligible for coverage under title 
XVIII of the Social Security Act, and who are 
not active employees of an employer maintain-
ing, or currently contributing to, the employ-
ment-based plan or of any employer that has 
made substantial contributions to fund such 
plan. 

(b) PARTICIPATION.— 
(1) EMPLOYMENT-BASED PLAN ELIGIBILITY.—A 

participating employment-based plan is an em-
ployment-based plan that— 

(A) meets the requirements of paragraph (2) 
with respect to health benefits provided under 
the plan; and 

(B) submits 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) EMPLOYMENT-BASED HEALTH BENEFITS.— 
An employment-based plan meets the require-
ments of this paragraph if the plan— 

(A) implements programs and procedures to 
generate cost-savings with respect to partici-
pants with chronic and high-cost conditions; 

(B) provides documentation of the actual cost 
of medical claims involved; and 

(C) is certified by the Secretary. 
(c) PAYMENTS.— 
(1) SUBMISSION OF CLAIMS.— 
(A) IN GENERAL.—A participating employment- 

based plan shall submit claims for reimburse-
ment 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.—Claims submitted 
under subparagraph (A) shall be based on the 
actual amount expended by the participating 
employment-based plan involved within the 
plan year for the health benefits provided to an 
early retiree or the spouse, surviving spouse, or 
dependent of such retiree. In determining the 
amount of a 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 re-
spect to such health benefit. For purposes of de-
termining the amount of any such claim, the 
costs paid by the early retiree or the retiree’s 
spouse, surviving spouse, or dependent in the 
form of deductibles, co-payments, or co-insur-
ance shall be included in the amounts paid by 
the participating employment-based plan. 

(2) PROGRAM PAYMENTS.—If the Secretary de-
termines that a participating employment-based 
plan has submitted a valid claim under para-
graph (1), the Secretary shall reimburse such 
plan for 80 percent of that portion of the costs 
attributable to such claim that exceed $15,000, 
subject to the limits contained in paragraph (3). 

(3) LIMIT.—To be eligible for reimbursement 
under the program, a claim submitted by a par-
ticipating employment-based plan shall not be 
less than $15,000 nor greater than $90,000. Such 
amounts shall be adjusted each fiscal year based 
on the percentage increase in the Medical Care 
Component of the Consumer Price Index for all 
urban consumers (rounded to the nearest mul-
tiple of $1,000) for the year involved. 

(4) USE OF PAYMENTS.—Amounts paid to a 
participating employment-based plan under this 
subsection shall be used to lower costs for the 
plan. Such payments may be used to reduce pre-
mium costs for an entity described in subsection 
(a)(2)(B)(i) or to reduce premium contributions, 
co-payments, deductibles, co-insurance, or other 
out-of-pocket costs for plan participants. Such 
payments shall not be used as general revenues 
for an entity described in subsection (a)(2)(B)(i). 
The Secretary shall develop a mechanism to 
monitor the appropriate use of such payments 
by such entities. 

(5) PAYMENTS NOT TREATED AS INCOME.—Pay-
ments received under this subsection shall not 
be included in determining the gross income of 
an entity described in subsection (a)(2)(B)(i) 
that is maintaining or currently contributing to 
a participating employment-based plan. 

(6) APPEALS.—The Secretary shall establish— 
(A) an appeals process to permit participating 

employment-based plans to appeal a determina-
tion of the Secretary with respect to claims sub-
mitted under this section; and 

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

(d) AUDITS.—The Secretary shall conduct an-
nual audits of claims data submitted by partici-
pating employment-based plans under this sec-
tion to ensure that such plans are in compliance 
with the requirements of this section. 

(e) FUNDING.—There is appropriated to the 
Secretary, out of any moneys in the Treasury 
not otherwise appropriated, $5,000,000,000 to 
carry out the program under this section. Such 
funds shall be available without fiscal year limi-
tation. 

(f) LIMITATION.—The Secretary has the au-
thority to stop taking applications for participa-
tion in the program based on the availability of 
funding under subsection (e). 
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SEC. 1103. IMMEDIATE INFORMATION THAT AL-

LOWS CONSUMERS TO IDENTIFY AF-
FORDABLE COVERAGE OPTIONS. 

(a) INTERNET PORTAL TO AFFORDABLE COV-
ERAGE OPTIONS.— 

(1) IMMEDIATE ESTABLISHMENT.—Not later 
than July 1, 2010, the Secretary, in consultation 
with the States, shall establish a mechanism, in-
cluding an Internet website, through which a 
resident of any State may identify affordable 
health insurance coverage options in that State. 

(2) CONNECTING TO AFFORDABLE COVERAGE.— 
An Internet website established under para-
graph (1) shall, to the extent practicable, pro-
vide ways for residents of any State to receive 
information on at least the following coverage 
options: 

(A) Health insurance coverage offered by 
health insurance issuers, other than coverage 
that provides reimbursement only for the treat-
ment or mitigation of— 

(i) a single disease or condition; or 
(ii) an unreasonably limited set of diseases or 

conditions (as determined by the Secretary); 
(B) Medicaid coverage under title XIX of the 

Social Security Act. 
(C) Coverage under title XXI of the Social Se-

curity Act. 
(D) A State health benefits high risk pool, to 

the extent that such high risk pool is offered in 
such State; and 

(E) Coverage under a high risk pool under 
section 1101. 

(b) ENHANCING COMPARATIVE PURCHASING OP-
TIONS.— 

(1) IN GENERAL.—Not later than 60 days after 
the date of enactment of this Act, the Secretary 
shall develop a standardized format to be used 
for the presentation of information relating to 
the coverage options described in subsection 
(a)(2). Such format shall, at a minimum, require 
the inclusion of information on the percentage 
of total premium revenue expended on nonclin-
ical costs (as reported under section 2718(a) of 
the Public Health Service Act), eligibility, avail-
ability, premium rates, and cost sharing with re-
spect to such coverage options and be consistent 
with the standards adopted for the uniform ex-
planation of coverage as provided for in section 
2715 of the Public Health Service Act. 

(2) USE OF FORMAT.—The Secretary shall uti-
lize the format developed under paragraph (1) in 
compiling information concerning coverage op-
tions on the Internet website established under 
subsection (a). 

(c) AUTHORITY TO CONTRACT.—The Secretary 
may carry out this section through contracts en-
tered into with qualified entities. 
SEC. 1104. ADMINISTRATIVE SIMPLIFICATION. 

(a) PURPOSE OF ADMINISTRATIVE SIMPLIFICA-
TION.—Section 261 of the Health Insurance Port-
ability and Accountability Act of 1996 (42 U.S.C. 
1320d note) is amended— 

(1) by inserting ‘‘uniform’’ before ‘‘stand-
ards’’; and 

(2) by inserting ‘‘and to reduce the clerical 
burden on patients, health care providers, and 
health plans’’ before the period at the end. 

(b) OPERATING RULES FOR HEALTH INFORMA-
TION TRANSACTIONS.— 

(1) DEFINITION OF OPERATING RULES.—Section 
1171 of the Social Security Act (42 U.S.C. 1320d) 
is amended by adding at the end the following: 

‘‘(9) OPERATING RULES.—The term ‘operating 
rules’ means the necessary business rules and 
guidelines for the electronic exchange of infor-
mation that are not defined by a standard or its 
implementation specifications as adopted for 
purposes of this part.’’. 

(2) TRANSACTION STANDARDS; OPERATING 
RULES AND COMPLIANCE.—Section 1173 of the So-
cial Security Act (42 U.S.C. 1320d–2) is amend-
ed— 

(A) in subsection (a)(2), by adding at the end 
the following new subparagraph: 

‘‘(J) Electronic funds transfers.’’; 
(B) in subsection (a), by adding at the end the 

following new paragraph: 

‘‘(4) REQUIREMENTS FOR FINANCIAL AND AD-
MINISTRATIVE TRANSACTIONS.— 

‘‘(A) IN GENERAL.—The standards and associ-
ated operating rules adopted by the Secretary 
shall— 

‘‘(i) to the extent feasible and appropriate, en-
able determination of an individual’s eligibility 
and financial responsibility for specific services 
prior to or at the point of care; 

‘‘(ii) be comprehensive, requiring minimal 
augmentation by paper or other communica-
tions; 

‘‘(iii) provide for timely acknowledgment, re-
sponse, and status reporting that supports a 
transparent claims and denial management 
process (including adjudication and appeals); 
and 

‘‘(iv) describe all data elements (including rea-
son and remark codes) in unambiguous terms, 
require that such data elements be required or 
conditioned upon set values in other fields, and 
prohibit additional conditions (except where 
necessary to implement State or Federal law, or 
to protect against fraud and abuse). 

‘‘(B) REDUCTION OF CLERICAL BURDEN.—In 
adopting standards and operating rules for the 
transactions referred to under paragraph (1), 
the Secretary shall seek to reduce the number 
and complexity of forms (including paper and 
electronic forms) and data entry required by pa-
tients and providers.’’; and 

(C) by adding at the end the following new 
subsections: 

‘‘(g) OPERATING RULES.— 
‘‘(1) IN GENERAL.—The Secretary shall adopt a 

single set of operating rules for each transaction 
referred to under subsection (a)(1) with the goal 
of creating as much uniformity in the implemen-
tation of the electronic standards as possible. 
Such operating rules shall be consensus-based 
and reflect the necessary business rules affect-
ing health plans and health care providers and 
the manner in which they operate pursuant to 
standards issued under Health Insurance Port-
ability and Accountability Act of 1996. 

‘‘(2) OPERATING RULES DEVELOPMENT.—In 
adopting operating rules under this subsection, 
the Secretary shall consider recommendations 
for operating rules developed by a qualified 
nonprofit entity that meets the following re-
quirements: 

‘‘(A) The entity focuses its mission on admin-
istrative simplification. 

‘‘(B) The entity demonstrates a multi-stake-
holder and consensus-based process for develop-
ment of operating rules, including representa-
tion by or participation from health plans, 
health care providers, vendors, relevant Federal 
agencies, and other standard development orga-
nizations. 

‘‘(C) The entity has a public set of guiding 
principles that ensure the operating rules and 
process are open and transparent, and supports 
nondiscrimination and conflict of interest poli-
cies that demonstrate a commitment to open, 
fair, and nondiscriminatory practices. 

‘‘(D) The entity builds on the transaction 
standards issued under Health Insurance Port-
ability and Accountability Act of 1996. 

‘‘(E) The entity allows for public review and 
updates of the operating rules. 

‘‘(3) REVIEW AND RECOMMENDATIONS.—The 
National Committee on Vital and Health Statis-
tics shall— 

‘‘(A) advise the Secretary as to whether a 
nonprofit entity meets the requirements under 
paragraph (2); 

‘‘(B) review the operating rules developed and 
recommended by such nonprofit entity; 

‘‘(C) determine whether such operating rules 
represent a consensus view of the health care 
stakeholders and are consistent with and do not 
conflict with other existing standards; 

‘‘(D) evaluate whether such operating rules 
are consistent with electronic standards adopted 
for health information technology; and 

‘‘(E) submit to the Secretary a recommenda-
tion as to whether the Secretary should adopt 
such operating rules. 

‘‘(4) IMPLEMENTATION.— 
‘‘(A) IN GENERAL.—The Secretary shall adopt 

operating rules under this subsection, by regula-
tion in accordance with subparagraph (C), fol-
lowing consideration of the operating rules de-
veloped by the non-profit entity described in 
paragraph (2) and the recommendation sub-
mitted by the National Committee on Vital and 
Health Statistics under paragraph (3)(E) and 
having ensured consultation with providers. 

‘‘(B) ADOPTION REQUIREMENTS; EFFECTIVE 
DATES.— 

‘‘(i) ELIGIBILITY FOR A HEALTH PLAN AND 
HEALTH CLAIM STATUS.—The set of operating 
rules for eligibility for a health plan and health 
claim status transactions shall be adopted not 
later than July 1, 2011, in a manner ensuring 
that such operating rules are effective not later 
than January 1, 2013, and may allow for the use 
of a machine readable identification card. 

‘‘(ii) ELECTRONIC FUNDS TRANSFERS AND 
HEALTH CARE PAYMENT AND REMITTANCE AD-
VICE.—The set of operating rules for electronic 
funds transfers and health care payment and 
remittance advice transactions shall— 

‘‘(I) allow for automated reconciliation of the 
electronic payment with the remittance advice; 
and 

‘‘(II) be adopted not later than July 1, 2012, in 
a manner ensuring that such operating rules are 
effective not later than January 1, 2014. 

‘‘(iii) HEALTH CLAIMS OR EQUIVALENT ENCOUN-
TER INFORMATION, ENROLLMENT AND 
DISENROLLMENT IN A HEALTH PLAN, HEALTH PLAN 
PREMIUM PAYMENTS, REFERRAL CERTIFICATION 
AND AUTHORIZATION.—The set of operating rules 
for health claims or equivalent encounter infor-
mation, enrollment and disenrollment in a 
health plan, health plan premium payments, 
and referral certification and authorization 
transactions shall be adopted not later than 
July 1, 2014, in a manner ensuring that such op-
erating rules are effective not later than Janu-
ary 1, 2016. 

‘‘(C) EXPEDITED RULEMAKING.—The Secretary 
shall promulgate an interim final rule applying 
any standard or operating rule recommended by 
the National Committee on Vital and Health 
Statistics pursuant to paragraph (3). The Sec-
retary shall accept and consider public com-
ments on any interim final rule published under 
this subparagraph for 60 days after the date of 
such publication. 

‘‘(h) COMPLIANCE.— 
‘‘(1) HEALTH PLAN CERTIFICATION.— 
‘‘(A) ELIGIBILITY FOR A HEALTH PLAN, HEALTH 

CLAIM STATUS, ELECTRONIC FUNDS TRANSFERS, 
HEALTH CARE PAYMENT AND REMITTANCE AD-
VICE.—Not later than December 31, 2013, a 
health plan shall file a statement with the Sec-
retary, in such form as the Secretary may re-
quire, certifying that the data and information 
systems for such plan are in compliance with 
any applicable standards (as described under 
paragraph (7) of section 1171) and associated 
operating rules (as described under paragraph 
(9) of such section) for electronic funds trans-
fers, eligibility for a health plan, health claim 
status, and health care payment and remittance 
advice, respectively. 

‘‘(B) HEALTH CLAIMS OR EQUIVALENT ENCOUN-
TER INFORMATION, ENROLLMENT AND 
DISENROLLMENT IN A HEALTH PLAN, HEALTH PLAN 
PREMIUM PAYMENTS, HEALTH CLAIMS ATTACH-
MENTS, REFERRAL CERTIFICATION AND AUTHOR-
IZATION.—Not later than December 31, 2015, a 
health plan shall file a statement with the Sec-
retary, in such form as the Secretary may re-
quire, certifying that the data and information 
systems for such plan are in compliance with 
any applicable standards and associated oper-
ating rules for health claims or equivalent en-
counter information, enrollment and 
disenrollment in a health plan, health plan pre-
mium payments, health claims attachments, and 
referral certification and authorization, respec-
tively. A health plan shall provide the same 
level of documentation to certify compliance 
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with such transactions as is required to certify 
compliance with the transactions specified in 
subparagraph (A). 

‘‘(2) DOCUMENTATION OF COMPLIANCE.—A 
health plan shall provide the Secretary, in such 
form as the Secretary may require, with ade-
quate documentation of compliance with the 
standards and operating rules described under 
paragraph (1). A health plan shall not be con-
sidered to have provided adequate documenta-
tion and shall not be certified as being in com-
pliance with such standards, unless the health 
plan— 

‘‘(A) demonstrates to the Secretary that the 
plan conducts the electronic transactions speci-
fied in paragraph (1) in a manner that fully 
complies with the regulations of the Secretary; 
and 

‘‘(B) provides documentation showing that the 
plan has completed end-to-end testing for such 
transactions with their partners, such as hos-
pitals and physicians. 

‘‘(3) SERVICE CONTRACTS.—A health plan shall 
be required to ensure that any entities that pro-
vide services pursuant to a contract with such 
health plan shall comply with any applicable 
certification and compliance requirements (and 
provide the Secretary with adequate documenta-
tion of such compliance) under this subsection. 

‘‘(4) CERTIFICATION BY OUTSIDE ENTITY.—The 
Secretary may designate independent, outside 
entities to certify that a health plan has com-
plied with the requirements under this sub-
section, provided that the certification stand-
ards employed by such entities are in accord-
ance with any standards or operating rules 
issued by the Secretary. 

‘‘(5) COMPLIANCE WITH REVISED STANDARDS 
AND OPERATING RULES.— 

‘‘(A) IN GENERAL.—A health plan (including 
entities described under paragraph (3)) shall file 
a statement with the Secretary, in such form as 
the Secretary may require, certifying that the 
data and information systems for such plan are 
in compliance with any applicable revised 
standards and associated operating rules under 
this subsection for any interim final rule pro-
mulgated by the Secretary under subsection (i) 
that— 

‘‘(i) amends any standard or operating rule 
described under paragraph (1) of this sub-
section; or 

‘‘(ii) establishes a standard (as described 
under subsection (a)(1)(B)) or associated oper-
ating rules (as described under subsection (i)(5)) 
for any other financial and administrative 
transactions. 

‘‘(B) DATE OF COMPLIANCE.—A health plan 
shall comply with such requirements not later 
than the effective date of the applicable stand-
ard or operating rule. 

‘‘(6) AUDITS OF HEALTH PLANS.—The Secretary 
shall conduct periodic audits to ensure that 
health plans (including entities described under 
paragraph (3)) are in compliance with any 
standards and operating rules that are described 
under paragraph (1) or subsection (i)(5). 

‘‘(i) REVIEW AND AMENDMENT OF STANDARDS 
AND OPERATING RULES.— 

‘‘(1) ESTABLISHMENT.—Not later than January 
1, 2014, the Secretary shall establish a review 
committee (as described under paragraph (4)). 

‘‘(2) EVALUATIONS AND REPORTS.— 
‘‘(A) HEARINGS.—Not later than April 1, 2014, 

and not less than biennially thereafter, the Sec-
retary, acting through the review committee, 
shall conduct hearings to evaluate and review 
the adopted standards and operating rules es-
tablished under this section. 

‘‘(B) REPORT.—Not later than July 1, 2014, 
and not less than biennially thereafter, the re-
view committee shall provide recommendations 
for updating and improving such standards and 
operating rules. The review committee shall rec-
ommend a single set of operating rules per 
transaction standard and maintain the goal of 
creating as much uniformity as possible in the 
implementation of the electronic standards. 

‘‘(3) INTERIM FINAL RULEMAKING.— 
‘‘(A) IN GENERAL.—Any recommendations to 

amend adopted standards and operating rules 
that have been approved by the review com-
mittee and reported to the Secretary under para-
graph (2)(B) shall be adopted by the Secretary 
through promulgation of an interim final rule 
not later than 90 days after receipt of the com-
mittee’s report. 

‘‘(B) PUBLIC COMMENT.— 
‘‘(i) PUBLIC COMMENT PERIOD.—The Secretary 

shall accept and consider public comments on 
any interim final rule published under this 
paragraph for 60 days after the date of such 
publication. 

‘‘(ii) EFFECTIVE DATE.—The effective date of 
any amendment to existing standards or oper-
ating rules that is adopted through an interim 
final rule published under this paragraph shall 
be 25 months following the close of such public 
comment period. 

‘‘(4) REVIEW COMMITTEE.— 
‘‘(A) DEFINITION.—For the purposes of this 

subsection, the term ‘review committee’ means a 
committee chartered by or within the Depart-
ment of Health and Human services that has 
been designated by the Secretary to carry out 
this subsection, including— 

‘‘(i) the National Committee on Vital and 
Health Statistics; or 

‘‘(ii) any appropriate committee as determined 
by the Secretary. 

‘‘(B) COORDINATION OF HIT STANDARDS.—In 
developing recommendations under this sub-
section, the review committee shall ensure co-
ordination, as appropriate, with the standards 
that support the certified electronic health 
record technology approved by the Office of the 
National Coordinator for Health Information 
Technology. 

‘‘(5) OPERATING RULES FOR OTHER STANDARDS 
ADOPTED BY THE SECRETARY.—The Secretary 
shall adopt a single set of operating rules (pur-
suant to the process described under subsection 
(g)) for any transaction for which a standard 
had been adopted pursuant to subsection 
(a)(1)(B). 

‘‘(j) PENALTIES.— 
‘‘(1) PENALTY FEE.— 
‘‘(A) IN GENERAL.—Not later than April 1, 

2014, and annually thereafter, the Secretary 
shall assess a penalty fee (as determined under 
subparagraph (B)) against a health plan that 
has failed to meet the requirements under sub-
section (h) with respect to certification and doc-
umentation of compliance with— 

‘‘(i) the standards and associated operating 
rules described under paragraph (1) of such sub-
section; and 

‘‘(ii) a standard (as described under sub-
section (a)(1)(B)) and associated operating rules 
(as described under subsection (i)(5)) for any 
other financial and administrative transactions. 

‘‘(B) FEE AMOUNT.—Subject to subparagraphs 
(C), (D), and (E), the Secretary shall assess a 
penalty fee against a health plan in the amount 
of $1 per covered life until certification is com-
plete. The penalty shall be assessed per person 
covered by the plan for which its data systems 
for major medical policies are not in compliance 
and shall be imposed against the health plan for 
each day that the plan is not in compliance 
with the requirements under subsection (h). 

‘‘(C) ADDITIONAL PENALTY FOR MISREPRESEN-
TATION.—A health plan that knowingly provides 
inaccurate or incomplete information in a state-
ment of certification or documentation of com-
pliance under subsection (h) shall be subject to 
a penalty fee that is double the amount that 
would otherwise be imposed under this sub-
section. 

‘‘(D) ANNUAL FEE INCREASE.—The amount of 
the penalty fee imposed under this subsection 
shall be increased on an annual basis by the an-
nual percentage increase in total national 
health care expenditures, as determined by the 
Secretary. 

‘‘(E) PENALTY LIMIT.—A penalty fee assessed 
against a health plan under this subsection 
shall not exceed, on an annual basis— 

‘‘(i) an amount equal to $20 per covered life 
under such plan; or 

‘‘(ii) an amount equal to $40 per covered life 
under the plan if such plan has knowingly pro-
vided inaccurate or incomplete information (as 
described under subparagraph (C)). 

‘‘(F) DETERMINATION OF COVERED INDIVID-
UALS.—The Secretary shall determine the num-
ber of covered lives under a health plan based 
upon the most recent statements and filings that 
have been submitted by such plan to the Securi-
ties and Exchange Commission. 

‘‘(2) NOTICE AND DISPUTE PROCEDURE.—The 
Secretary shall establish a procedure for assess-
ment of penalty fees under this subsection that 
provides a health plan with reasonable notice 
and a dispute resolution procedure prior to pro-
vision of a notice of assessment by the Secretary 
of the Treasury (as described under paragraph 
(4)(B)). 

‘‘(3) PENALTY FEE REPORT.—Not later than 
May 1, 2014, and annually thereafter, the Sec-
retary shall provide the Secretary of the Treas-
ury with a report identifying those health plans 
that have been assessed a penalty fee under this 
subsection. 

‘‘(4) COLLECTION OF PENALTY FEE.— 
‘‘(A) IN GENERAL.—The Secretary of the 

Treasury, acting through the Financial Man-
agement Service, shall administer the collection 
of penalty fees from health plans that have been 
identified by the Secretary in the penalty fee re-
port provided under paragraph (3). 

‘‘(B) NOTICE.—Not later than August 1, 2014, 
and annually thereafter, the Secretary of the 
Treasury shall provide notice to each health 
plan that has been assessed a penalty fee by the 
Secretary under this subsection. Such notice 
shall include the amount of the penalty fee as-
sessed by the Secretary and the due date for 
payment of such fee to the Secretary of the 
Treasury (as described in subparagraph (C)). 

‘‘(C) PAYMENT DUE DATE.—Payment by a 
health plan for a penalty fee assessed under this 
subsection shall be made to the Secretary of the 
Treasury not later than November 1, 2014, and 
annually thereafter. 

‘‘(D) UNPAID PENALTY FEES.—Any amount of 
a penalty fee assessed against a health plan 
under this subsection for which payment has 
not been made by the due date provided under 
subparagraph (C) shall be— 

‘‘(i) increased by the interest accrued on such 
amount, as determined pursuant to the under-
payment rate established under section 6621 of 
the Internal Revenue Code of 1986; and 

‘‘(ii) treated as a past-due, legally enforceable 
debt owed to a Federal agency for purposes of 
section 6402(d) of the Internal Revenue Code of 
1986. 

‘‘(E) ADMINISTRATIVE FEES.—Any fee charged 
or allocated for collection activities conducted 
by the Financial Management Service will be 
passed on to a health plan on a pro-rata basis 
and added to any penalty fee collected from the 
plan.’’. 

(c) PROMULGATION OF RULES.— 
(1) UNIQUE HEALTH PLAN IDENTIFIER.—The 

Secretary shall promulgate a final rule to estab-
lish a unique health plan identifier (as described 
in section 1173(b) of the Social Security Act (42 
U.S.C. 1320d–2(b))) based on the input of the 
National Committee on Vital and Health Statis-
tics. The Secretary may do so on an interim 
final basis and such rule shall be effective not 
later than October 1, 2012. 

(2) ELECTRONIC FUNDS TRANSFER.—The Sec-
retary shall promulgate a final rule to establish 
a standard for electronic funds transfers (as de-
scribed in section 1173(a)(2)(J) of the Social Se-
curity Act, as added by subsection (b)(2)(A)). 
The Secretary may do so on an interim final 
basis and shall adopt such standard not later 
than January 1, 2012, in a manner ensuring that 
such standard is effective not later than Janu-
ary 1, 2014. 

(3) HEALTH CLAIMS ATTACHMENTS.—The Sec-
retary shall promulgate a final rule to establish 
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a transaction standard and a single set of asso-
ciated operating rules for health claims attach-
ments (as described in section 1173(a)(2)(B) of 
the Social Security Act (42 U.S.C. 1320d– 
2(a)(2)(B))) that is consistent with the X12 
Version 5010 transaction standards. The Sec-
retary may do so on an interim final basis and 
shall adopt a transaction standard and a single 
set of associated operating rules not later than 
January 1, 2014, in a manner ensuring that such 
standard is effective not later than January 1, 
2016. 

(d) EXPANSION OF ELECTRONIC TRANSACTIONS 
IN MEDICARE.—Section 1862(a) of the Social Se-
curity Act (42 U.S.C. 1395y(a)) is amended— 

(1) in paragraph (23), by striking the ‘‘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) not later than January 1, 2014, for 
which the payment is other than by electronic 
funds transfer (EFT) or an electronic remittance 
in a form as specified in ASC X12 835 Health 
Care Payment and Remittance Advice or subse-
quent standard.’’. 
SEC. 1105. EFFECTIVE DATE. 

This subtitle shall take effect on the date of 
enactment of this Act. 

Subtitle C—Quality Health Insurance 
Coverage for All Americans 

PART I—HEALTH INSURANCE MARKET 
REFORMS 

SEC. 1201. AMENDMENT TO THE PUBLIC HEALTH 
SERVICE ACT. 

Part A of title XXVII of the Public Health 
Service Act (42 U.S.C. 300gg et seq.), as amended 
by section 1001, is further amended— 

(1) by striking the heading for subpart 1 and 
inserting the following: 

‘‘Subpart I—General Reform’’; 
(2)(A) in section 2701 (42 U.S.C. 300gg), by 

striking the section heading and subsection (a) 
and inserting the following: 
‘‘SEC. 2704. PROHIBITION OF PREEXISTING CON-

DITION EXCLUSIONS OR OTHER DIS-
CRIMINATION BASED ON HEALTH 
STATUS. 

‘‘(a) IN GENERAL.—A group health plan and a 
health insurance issuer offering group or indi-
vidual health insurance coverage may not im-
pose any preexisting condition exclusion with 
respect to such plan or coverage.’’; and 

(B) by transferring such section (as amended 
by subparagraph (A)) so as to appear after the 
section 2703 added by paragraph (4); 

(3)(A) in section 2702 (42 U.S.C. 300gg–1)— 
(i) by striking the section heading and all that 

follows through subsection (a); 
(ii) in subsection (b)— 
(I) by striking ‘‘health insurance issuer offer-

ing health insurance coverage in connection 
with a group health plan’’ each place that such 
appears and inserting ‘‘health insurance issuer 
offering group or individual health insurance 
coverage’’; and 

(II) in paragraph (2)(A)— 
(aa) by inserting ‘‘or individual’’ after ‘‘em-

ployer’’; and 
(bb) by inserting ‘‘or individual health cov-

erage, as the case may be’’ before the semicolon; 
and 

(iii) in subsection (e)— 
(I) by striking ‘‘(a)(1)(F)’’ and inserting 

‘‘(a)(6)’’; 
(II) by striking ‘‘2701’’ and inserting ‘‘2704’’; 

and 
(III) by striking ‘‘2721(a)’’ and inserting 

‘‘2735(a)’’; and 
(B) by transferring such section (as amended 

by subparagraph (A)) to appear after section 
2705(a) as added by paragraph (4); and 

(4) by inserting after the subpart heading (as 
added by paragraph (1)) the following: 
‘‘SEC. 2701. FAIR HEALTH INSURANCE PREMIUMS. 

‘‘(a) PROHIBITING DISCRIMINATORY PREMIUM 
RATES.— 

‘‘(1) IN GENERAL.—With respect to the pre-
mium rate charged by a health insurance issuer 
for health insurance coverage offered in the in-
dividual or small group market— 

‘‘(A) such rate shall vary with respect to the 
particular plan or coverage involved only by— 

‘‘(i) whether such plan or coverage covers an 
individual or family; 

‘‘(ii) rating area, as established in accordance 
with paragraph (2); 

‘‘(iii) age, except that such rate shall not vary 
by more than 3 to 1 for adults (consistent with 
section 2707(c)); and 

‘‘(iv) tobacco use, except that such rate shall 
not vary by more than 1.5 to 1; and 

‘‘(B) such rate shall not vary with respect to 
the particular plan or coverage involved by any 
other factor not described in subparagraph (A). 

‘‘(2) RATING AREA.— 
‘‘(A) IN GENERAL.—Each State shall establish 

1 or more rating areas within that State for pur-
poses of applying the requirements of this title. 

‘‘(B) SECRETARIAL REVIEW.—The Secretary 
shall review the rating areas established by each 
State under subparagraph (A) to ensure the 
adequacy of such areas for purposes of carrying 
out the requirements of this title. If the Sec-
retary determines a State’s rating areas are not 
adequate, or that a State does not establish such 
areas, the Secretary may establish rating areas 
for that State. 

‘‘(3) PERMISSIBLE AGE BANDS.—The Secretary, 
in consultation with the National Association of 
Insurance Commissioners, shall define the per-
missible age bands for rating purposes under 
paragraph (1)(A)(iii). 

‘‘(4) APPLICATION OF VARIATIONS BASED ON 
AGE OR TOBACCO USE.—With respect to family 
coverage under a group health plan or health 
insurance coverage, the rating variations per-
mitted under clauses (iii) and (iv) of paragraph 
(1)(A) shall be applied based on the portion of 
the premium that is attributable to each family 
member covered under the plan or coverage. 

‘‘(5) SPECIAL RULE FOR LARGE GROUP MAR-
KET.—If a State permits health insurance issuers 
that offer coverage in the large group market in 
the State to offer such coverage through the 
State Exchange (as provided for under section 
1312(f)(2)(B) of the Patient Protection and Af-
fordable Care Act), the provisions of this sub-
section shall apply to all coverage offered in 
such market in the State. 
‘‘SEC. 2702. GUARANTEED AVAILABILITY OF COV-

ERAGE. 

‘‘(a) GUARANTEED ISSUANCE OF COVERAGE IN 
THE INDIVIDUAL AND GROUP MARKET.—Subject 
to subsections (b) through (e), each health in-
surance issuer that offers health insurance cov-
erage in the individual or group market in a 
State must accept every employer and individual 
in the State that applies for such coverage. 

‘‘(b) ENROLLMENT.— 
‘‘(1) RESTRICTION.—A health insurance issuer 

described in subsection (a) may restrict enroll-
ment in coverage described in such subsection to 
open or special enrollment periods. 

‘‘(2) ESTABLISHMENT.—A health insurance 
issuer described in subsection (a) shall, in ac-
cordance with the regulations promulgated 
under paragraph (3), establish special enroll-
ment periods for qualifying events (under sec-
tion 603 of the Employee Retirement Income Se-
curity Act of 1974). 

‘‘(3) REGULATIONS.—The Secretary shall pro-
mulgate regulations with respect to enrollment 
periods under paragraphs (1) and (2). 
‘‘SEC. 2703. GUARANTEED RENEWABILITY OF COV-

ERAGE. 

‘‘(a) IN GENERAL.—Except as provided in this 
section, if a health insurance issuer offers 
health insurance coverage in the individual or 
group market, the issuer must renew or continue 
in force such coverage at the option of the plan 
sponsor or the individual, as applicable. 

‘‘SEC. 2705. PROHIBITING DISCRIMINATION 
AGAINST INDIVIDUAL PARTICIPANTS 
AND BENEFICIARIES BASED ON 
HEALTH STATUS. 

‘‘(a) IN GENERAL.—A group health plan and a 
health insurance issuer offering group or indi-
vidual health insurance coverage may not estab-
lish rules for eligibility (including continued eli-
gibility) of any individual to enroll under the 
terms of the plan or coverage based on any of 
the following health status-related factors in re-
lation to the individual or a dependent of the 
individual: 

‘‘(1) Health status. 
‘‘(2) Medical condition (including both phys-

ical and mental illnesses). 
‘‘(3) Claims experience. 
‘‘(4) Receipt of health care. 
‘‘(5) Medical history. 
‘‘(6) Genetic information. 
‘‘(7) Evidence of insurability (including condi-

tions arising out of acts of domestic violence). 
‘‘(8) Disability. 
‘‘(9) Any other health status-related factor de-

termined appropriate by the Secretary. 
‘‘(j) PROGRAMS OF HEALTH PROMOTION OR 

DISEASE PREVENTION.— 
‘‘(1) GENERAL PROVISIONS.— 
‘‘(A) GENERAL RULE.—For purposes of sub-

section (b)(2)(B), a program of health promotion 
or disease prevention (referred to in this sub-
section as a ‘wellness program’) shall be a pro-
gram offered by an employer that is designed to 
promote health or prevent disease that meets the 
applicable requirements of this subsection. 

‘‘(B) NO CONDITIONS BASED ON HEALTH STATUS 
FACTOR.—If none of the conditions for obtaining 
a premium discount or rebate or other reward 
for participation in a wellness program is based 
on an individual satisfying a standard that is 
related to a health status factor, such wellness 
program shall not violate this section if partici-
pation in the program is made available to all 
similarly situated individuals and the require-
ments of paragraph (2) are complied with. 

‘‘(C) CONDITIONS BASED ON HEALTH STATUS 
FACTOR.—If any of the conditions for obtaining 
a premium discount or rebate or other reward 
for participation in a wellness program is based 
on an individual satisfying a standard that is 
related to a health status factor, such wellness 
program shall not violate this section if the re-
quirements of paragraph (3) are complied with. 

‘‘(2) WELLNESS PROGRAMS NOT SUBJECT TO RE-
QUIREMENTS.—If none of the conditions for ob-
taining a premium discount or rebate or other 
reward under a wellness program as described in 
paragraph (1)(B) are based on an individual 
satisfying a standard that is related to a health 
status factor (or if such a wellness program does 
not provide such a reward), the wellness pro-
gram shall not violate this section if participa-
tion in the program is made available to all simi-
larly situated individuals. The following pro-
grams shall not have to comply with the require-
ments of paragraph (3) if participation in the 
program is made available to all similarly situ-
ated individuals: 

‘‘(A) A program that reimburses all or part of 
the cost for memberships in a fitness center. 

‘‘(B) A diagnostic testing program that pro-
vides a reward for participation and does not 
base any part of the reward on outcomes. 

‘‘(C) A program that encourages preventive 
care related to a health condition through the 
waiver of the copayment or deductible require-
ment under group health plan for the costs of 
certain items or services related to a health con-
dition (such as prenatal care or well-baby vis-
its). 

‘‘(D) A program that reimburses individuals 
for the costs of smoking cessation programs 
without regard to whether the individual quits 
smoking. 

‘‘(E) A program that provides a reward to in-
dividuals for attending a periodic health edu-
cation seminar. 

‘‘(3) WELLNESS PROGRAMS SUBJECT TO RE-
QUIREMENTS.—If any of the conditions for ob-
taining a premium discount, rebate, or reward 
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CONGRESSIONAL RECORD — HOUSEH1932 March 21, 2010 
under a wellness program as described in para-
graph (1)(C) is based on an individual satisfying 
a standard that is related to a health status fac-
tor, the wellness program shall not violate this 
section if the following requirements are com-
plied with: 

‘‘(A) The reward for the wellness program, to-
gether with the reward for other wellness pro-
grams with respect to the plan that requires sat-
isfaction of a standard related to a health status 
factor, shall not exceed 30 percent of the cost of 
employee-only coverage under the plan. If, in 
addition to employees or individuals, any class 
of dependents (such as spouses or spouses and 
dependent children) may participate fully in the 
wellness program, such reward shall not exceed 
30 percent of the cost of the coverage in which 
an employee or individual and any dependents 
are enrolled. For purposes of this paragraph, 
the cost of coverage shall be determined based 
on the total amount of employer and employee 
contributions for the benefit package under 
which the employee is (or the employee and any 
dependents are) receiving coverage. A reward 
may be in the form of a discount or rebate of a 
premium or contribution, a waiver of all or part 
of a cost-sharing mechanism (such as 
deductibles, copayments, or coinsurance), the 
absence of a surcharge, or the value of a benefit 
that would otherwise not be provided under the 
plan. The Secretaries of Labor, Health and 
Human Services, and the Treasury may increase 
the reward available under this subparagraph 
to up to 50 percent of the cost of coverage if the 
Secretaries determine that such an increase is 
appropriate. 

‘‘(B) The wellness program shall be reason-
ably designed to promote health or prevent dis-
ease. A program complies with the preceding 
sentence if the program has a reasonable chance 
of improving the health of, or preventing disease 
in, participating individuals and it is not overly 
burdensome, is not a subterfuge for discrimi-
nating based on a health status factor, and is 
not highly suspect in the method chosen to pro-
mote health or prevent disease. 

‘‘(C) The plan shall give individuals eligible 
for the program the opportunity to qualify for 
the reward under the program at least once each 
year. 

‘‘(D) The full reward under the wellness pro-
gram shall be made available to all similarly sit-
uated individuals. For such purpose, among 
other things: 

‘‘(i) The reward is not available to all simi-
larly situated individuals for a period unless the 
wellness program allows— 

‘‘(I) for a reasonable alternative standard (or 
waiver of the otherwise applicable standard) for 
obtaining the reward for any individual for 
whom, for that period, it is unreasonably dif-
ficult due to a medical condition to satisfy the 
otherwise applicable standard; and 

‘‘(II) for a reasonable alternative standard (or 
waiver of the otherwise applicable standard) for 
obtaining the reward for any individual for 
whom, for that period, it is medically inadvis-
able to attempt to satisfy the otherwise applica-
ble standard. 

‘‘(ii) If reasonable under the circumstances, 
the plan or issuer may seek verification, such as 
a statement from an individual’s physician, that 
a health status factor makes it unreasonably 
difficult or medically inadvisable for the indi-
vidual to satisfy or attempt to satisfy the other-
wise applicable standard. 

‘‘(E) The plan or issuer involved shall disclose 
in all plan materials describing the terms of the 
wellness program the availability of a reason-
able alternative standard (or the possibility of 
waiver of the otherwise applicable standard) re-
quired under subparagraph (D). If plan mate-
rials disclose that such a program is available, 
without describing its terms, the disclosure 
under this subparagraph shall not be required. 

‘‘(k) EXISTING PROGRAMS.—Nothing in this 
section shall prohibit a program of health pro-
motion or disease prevention that was estab-

lished prior to the date of enactment of this sec-
tion and applied with all applicable regulations, 
and that is operating on such date, from con-
tinuing to be carried out for as long as such reg-
ulations remain in effect. 

‘‘(l) WELLNESS PROGRAM DEMONSTRATION 
PROJECT.— 

‘‘(1) IN GENERAL.—Not later than July 1, 2014, 
the Secretary, in consultation with the Sec-
retary of the Treasury and the Secretary of 
Labor, shall establish a 10-State demonstration 
project under which participating States shall 
apply the provisions of subsection (j) to pro-
grams of health promotion offered by a health 
insurance issuer that offers health insurance 
coverage in the individual market in such State. 

‘‘(2) EXPANSION OF DEMONSTRATION 
PROJECT.—If the Secretary, in consultation with 
the Secretary of the Treasury and the Secretary 
of Labor, determines that the demonstration 
project described in paragraph (1) is effective, 
such Secretaries may, beginning on July 1, 2017 
expand such demonstration project to include 
additional participating States. 

‘‘(3) REQUIREMENTS.— 
‘‘(A) MAINTENANCE OF COVERAGE.—The Sec-

retary, in consultation with the Secretary of the 
Treasury and the Secretary of Labor, shall not 
approve the participation of a State in the dem-
onstration project under this section unless the 
Secretaries determine that the State’s project is 
designed in a manner that— 

‘‘(i) will not result in any decrease in cov-
erage; and 

‘‘(ii) will not increase the cost to the Federal 
Government in providing credits under section 
36B of the Internal Revenue Code of 1986 or 
cost-sharing assistance under section 1402 of the 
Patient Protection and Affordable Care Act. 

‘‘(B) OTHER REQUIREMENTS.—States that par-
ticipate in the demonstration project under this 
subsection— 

‘‘(i) may permit premium discounts or rebates 
or the modification of otherwise applicable co-
payments or deductibles for adherence to, or 
participation in, a reasonably designed program 
of health promotion and disease prevention; 

‘‘(ii) shall ensure that requirements of con-
sumer protection are met in programs of health 
promotion in the individual market; 

‘‘(iii) shall require verification from health in-
surance issuers that offer health insurance cov-
erage in the individual market of such State 
that premium discounts— 

‘‘(I) do not create undue burdens for individ-
uals insured in the individual market; 

‘‘(II) do not lead to cost shifting; and 
‘‘(III) are not a subterfuge for discrimination; 
‘‘(iv) shall ensure that consumer data is pro-

tected in accordance with the requirements of 
section 264(c) of the Health Insurance Port-
ability and Accountability Act of 1996 (42 U.S.C. 
1320d–2 note); and 

‘‘(v) shall ensure and demonstrate to the satis-
faction of the Secretary that the discounts or 
other rewards provided under the project reflect 
the expected level of participation in the 
wellness program involved and the anticipated 
effect the program will have on utilization or 
medical claim costs. 

‘‘(m) REPORT.— 
‘‘(1) IN GENERAL.—Not later than 3 years after 

the date of enactment of the Patient Protection 
and Affordable Care Act, the Secretary, in con-
sultation with the Secretary of the Treasury 
and the Secretary of Labor, shall submit a re-
port to the appropriate committees of Congress 
concerning— 

‘‘(A) the effectiveness of wellness programs (as 
defined in subsection (j)) in promoting health 
and preventing disease; 

‘‘(B) the impact of such wellness programs on 
the access to care and affordability of coverage 
for participants and non-participants of such 
programs; 

‘‘(C) the impact of premium-based and cost- 
sharing incentives on participant behavior and 
the role of such programs in changing behavior; 
and 

‘‘(D) the effectiveness of different types of re-
wards. 

‘‘(2) DATA COLLECTION.—In preparing the re-
port described in paragraph (1), the Secretaries 
shall gather relevant information from employ-
ers who provide employees with access to 
wellness programs, including State and Federal 
agencies. 

‘‘(n) REGULATIONS.—Nothing in this section 
shall be construed as prohibiting the Secretaries 
of Labor, Health and Human Services, or the 
Treasury from promulgating regulations in con-
nection with this section. 
‘‘SEC. 2706. NON-DISCRIMINATION IN HEALTH 

CARE. 
‘‘(a) PROVIDERS.—A group health plan and a 

health insurance issuer offering group or indi-
vidual health insurance coverage shall not dis-
criminate with respect to participation under 
the plan or coverage against any health care 
provider who is acting within the scope of that 
provider’s license or certification under applica-
ble State law. This section shall not require that 
a group health plan or health insurance issuer 
contract with any health care provider willing 
to abide by the terms and conditions for partici-
pation established by the plan or issuer. Noth-
ing in this section shall be construed as pre-
venting a group health plan, a health insurance 
issuer, or the Secretary from establishing vary-
ing reimbursement rates based on quality or per-
formance measures. 

‘‘(b) INDIVIDUALS.—The provisions of section 
1558 of the Patient Protection and Affordable 
Care Act (relating to non-discrimination) shall 
apply with respect to a group health plan or 
health insurance issuer offering group or indi-
vidual health insurance coverage. 
‘‘SEC. 2707. COMPREHENSIVE HEALTH INSUR-

ANCE COVERAGE. 
‘‘(a) COVERAGE FOR ESSENTIAL HEALTH BENE-

FITS PACKAGE.—A health insurance issuer that 
offers health insurance coverage in the indi-
vidual or small group market shall ensure that 
such coverage includes the essential health ben-
efits package required under section 1302(a) of 
the Patient Protection and Affordable Care Act. 

‘‘(b) COST-SHARING UNDER GROUP HEALTH 
PLANS.—A group health plan shall ensure that 
any annual cost-sharing imposed under the 
plan does not exceed the limitations provided for 
under paragraphs (1) and (2) of section 1302(c). 

‘‘(c) CHILD-ONLY PLANS.—If a health insur-
ance issuer offers health insurance coverage in 
any level of coverage specified under section 
1302(d) of the Patient Protection and Affordable 
Care Act, the issuer shall also offer such cov-
erage in that level as a plan in which the only 
enrollees are individuals who, as of the begin-
ning of a plan year, have not attained the age 
of 21. 

‘‘(d) DENTAL ONLY.—This section shall not 
apply to a plan described in section 
1302(d)(2)(B)(ii)(I). 
‘‘SEC. 2708. PROHIBITION ON EXCESSIVE WAITING 

PERIODS. 
‘‘A group health plan and a health insurance 

issuer offering group or individual health insur-
ance coverage shall not apply any waiting pe-
riod (as defined in section 2704(b)(4)) that ex-
ceeds 90 days.’’. 

PART II—OTHER PROVISIONS 
SEC. 1251. PRESERVATION OF RIGHT TO MAIN-

TAIN EXISTING COVERAGE. 
(a) NO CHANGES TO EXISTING COVERAGE.— 
(1) IN GENERAL.—Nothing in this Act (or an 

amendment made by this Act) shall be construed 
to require that an individual terminate coverage 
under a group health plan or health insurance 
coverage in which such individual was enrolled 
on the date of enactment of this Act. 

(2) CONTINUATION OF COVERAGE.—With re-
spect to a group health plan or health insurance 
coverage in which an individual was enrolled on 
the date of enactment of this Act, this subtitle 
and subtitle A (and the amendments made by 
such subtitles) shall not apply to such plan or 
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CONGRESSIONAL RECORD — HOUSE H1933 March 21, 2010 
coverage, regardless of whether the individual 
renews such coverage after such date of enact-
ment. 

(b) ALLOWANCE FOR FAMILY MEMBERS TO 
JOIN CURRENT COVERAGE.—With respect to a 
group health plan or health insurance coverage 
in which an individual was enrolled on the date 
of enactment of this Act and which is renewed 
after such date, family members of such indi-
vidual shall be permitted to enroll in such plan 
or coverage if such enrollment is permitted 
under the terms of the plan in effect as of such 
date of enactment. 

(c) ALLOWANCE FOR NEW EMPLOYEES TO JOIN 
CURRENT PLAN.—A group health plan that pro-
vides coverage on the date of enactment of this 
Act may provide for the enrolling of new em-
ployees (and their families) in such plan, and 
this subtitle and subtitle A (and the amend-
ments made by such subtitles) shall not apply 
with respect to such plan and such new employ-
ees (and their families). 

(d) EFFECT ON COLLECTIVE BARGAINING 
AGREEMENTS.—In the case of health insurance 
coverage maintained pursuant to one or more 
collective bargaining agreements between em-
ployee representatives and one or more employ-
ers that was ratified before the date of enact-
ment of this Act, the provisions of this subtitle 
and subtitle A (and the amendments made by 
such subtitles) shall not apply until the date on 
which the last of the collective bargaining 
agreements relating to the coverage terminates. 
Any coverage amendment made pursuant to a 
collective bargaining agreement relating to the 
coverage which amends the coverage solely to 
conform to any requirement added by this sub-
title or subtitle A (or amendments) shall not be 
treated as a termination of such collective bar-
gaining agreement. 

(e) DEFINITION.—In this title, the term 
‘‘grandfathered health plan’’ means any group 
health plan or health insurance coverage to 
which this section applies. 
SEC. 1252. RATING REFORMS MUST APPLY UNI-

FORMLY TO ALL HEALTH INSUR-
ANCE ISSUERS AND GROUP HEALTH 
PLANS. 

Any standard or requirement adopted by a 
State pursuant to this title, or any amendment 
made by this title, shall be applied uniformly to 
all health plans in each insurance market to 
which the standard and requirements apply. 
The preceding sentence shall also apply to a 
State standard or requirement relating to the 
standard or requirement required by this title 
(or any such amendment) that is not the same 
as the standard or requirement but that is not 
preempted under section 1321(d). 
SEC. 1253. EFFECTIVE DATES. 

This subtitle (and the amendments made by 
this subtitle) shall become effective for plan 
years beginning on or after January 1, 2014. 

Subtitle D—Available Coverage Choices for 
All Americans 

PART I—ESTABLISHMENT OF QUALIFIED 
HEALTH PLANS 

SEC. 1301. QUALIFIED HEALTH PLAN DEFINED. 
(a) QUALIFIED HEALTH PLAN.—In this title: 
(1) IN GENERAL.—The term ‘‘qualified health 

plan’’ means a health plan that— 
(A) has in effect a certification (which may 

include a seal or other indication of approval) 
that such plan meets the criteria for certifi-
cation described in section 1311(c) issued or rec-
ognized by each Exchange through which such 
plan is offered; 

(B) provides the essential health benefits 
package described in section 1302(a); and 

(C) is offered by a health insurance issuer 
that— 

(i) is licensed and in good standing to offer 
health insurance coverage in each State in 
which such issuer offers health insurance cov-
erage under this title; 

(ii) agrees to offer at least one qualified health 
plan in the silver level and at least one plan in 
the gold level in each such Exchange; 

(iii) agrees to charge the same premium rate 
for each qualified health plan of the issuer 
without regard to whether the plan is offered 
through an Exchange or whether the plan is of-
fered directly from the issuer or through an 
agent; and 

(iv) complies with the regulations developed 
by the Secretary under section 1311(d) and such 
other requirements as an applicable Exchange 
may establish. 

(2) INCLUSION OF CO-OP PLANS AND COMMUNITY 
HEALTH INSURANCE OPTION.—Any reference in 
this title to a qualified health plan shall be 
deemed to include a qualified health plan of-
fered through the CO-OP program under section 
1322 or a community health insurance option 
under section 1323, unless specifically provided 
for otherwise. 

(b) TERMS RELATING TO HEALTH PLANS.—In 
this title: 

(1) HEALTH PLAN.— 
(A) IN GENERAL.—The term ‘‘health plan’’ 

means health insurance coverage and a group 
health plan. 

(B) EXCEPTION FOR SELF-INSURED PLANS AND 
MEWAS.—Except to the extent specifically pro-
vided by this title, the term ‘‘health plan’’ shall 
not include a group health plan or multiple em-
ployer welfare arrangement to the extent the 
plan or arrangement is not subject to State in-
surance regulation under section 514 of the Em-
ployee Retirement Income Security Act of 1974. 

(2) HEALTH INSURANCE COVERAGE AND 
ISSUER.—The terms ‘‘health insurance coverage’’ 
and ‘‘health insurance issuer’’ have the mean-
ings given such terms by section 2791(b) of the 
Public Health Service Act. 

(3) GROUP HEALTH PLAN.—The term ‘‘group 
health plan’’ has the meaning given such term 
by section 2791(a) of the Public Health Service 
Act. 
SEC. 1302. ESSENTIAL HEALTH BENEFITS RE-

QUIREMENTS. 
(a) ESSENTIAL HEALTH BENEFITS PACKAGE.— 

In this title, the term ‘‘essential health benefits 
package’’ means, with respect to any health 
plan, coverage that— 

(1) provides for the essential health benefits 
defined by the Secretary under subsection (b); 

(2) limits cost-sharing for such coverage in ac-
cordance with subsection (c); and 

(3) subject to subsection (e), provides either 
the bronze, silver, gold, or platinum level of cov-
erage described in subsection (d). 

(b) ESSENTIAL HEALTH BENEFITS.— 
(1) IN GENERAL.—Subject to paragraph (2), the 

Secretary shall define the essential health bene-
fits, except that such benefits shall include at 
least the following general categories and the 
items and services covered within the categories: 

(A) Ambulatory patient services. 
(B) Emergency services. 
(C) Hospitalization. 
(D) Maternity and newborn care. 
(E) Mental health and substance use disorder 

services, including behavioral health treatment. 
(F) Prescription drugs. 
(G) Rehabilitative and habilitative services 

and devices. 
(H) Laboratory services. 
(I) Preventive and wellness services and 

chronic disease management. 
(J) Pediatric services, including oral and vi-

sion care. 
(2) LIMITATION.— 
(A) IN GENERAL.—The Secretary shall ensure 

that the scope of the essential health benefits 
under paragraph (1) is equal to the scope of 
benefits provided under a typical employer plan, 
as determined by the Secretary. To inform this 
determination, the Secretary of Labor shall con-
duct a survey of employer-sponsored coverage to 
determine the benefits typically covered by em-
ployers, including multiemployer plans, and 
provide a report on such survey to the Sec-
retary. 

(B) CERTIFICATION.—In defining the essential 
health benefits described in paragraph (1), and 

in revising the benefits under paragraph (4)(H), 
the Secretary shall submit a report to the appro-
priate committees of Congress containing a cer-
tification from the Chief Actuary of the Centers 
for Medicare & Medicaid Services that such es-
sential health benefits meet the limitation de-
scribed in paragraph (2). 

(3) NOTICE AND HEARING.—In defining the es-
sential health benefits described in paragraph 
(1), and in revising the benefits under para-
graph (4)(H), the Secretary shall provide notice 
and an opportunity for public comment. 

(4) REQUIRED ELEMENTS FOR CONSIDER-
ATION.—In defining the essential health benefits 
under paragraph (1), the Secretary shall— 

(A) ensure that such essential health benefits 
reflect an appropriate balance among the cat-
egories described in such subsection, so that 
benefits are not unduly weighted toward any 
category; 

(B) not make coverage decisions, determine re-
imbursement rates, establish incentive programs, 
or design benefits in ways that discriminate 
against individuals because of their age, dis-
ability, or expected length of life; 

(C) take into account the health care needs of 
diverse segments of the population, including 
women, children, persons with disabilities, and 
other groups; 

(D) ensure that health benefits established as 
essential not be subject to denial to individuals 
against their wishes on the basis of the individ-
uals’ age or expected length of life or of the in-
dividuals’ present or predicted disability, degree 
of medical dependency, or quality of life; 

(E) provide that a qualified health plan shall 
not be treated as providing coverage for the es-
sential health benefits described in paragraph 
(1) unless the plan provides that— 

(i) coverage for emergency department services 
will be provided without imposing any require-
ment under the plan for prior authorization of 
services or any limitation on coverage where the 
provider of services does not have a contractual 
relationship with the plan for the providing of 
services that is more restrictive than the require-
ments or limitations that apply to emergency de-
partment services received from providers who 
do have such a contractual relationship with 
the plan; and 

(ii) if such services are provided out-of-net-
work, the cost-sharing requirement (expressed as 
a copayment amount or coinsurance rate) is the 
same requirement that would apply if such serv-
ices were provided in-network; 

(F) provide that if a plan described in section 
1311(b)(2)(B)(ii) (relating to stand-alone dental 
benefits plans) is offered through an Exchange, 
another health plan offered through such Ex-
change shall not fail to be treated as a qualified 
health plan solely because the plan does not 
offer coverage of benefits offered through the 
stand-alone plan that are otherwise required 
under paragraph (1)(J); and 

(G) periodically review the essential health 
benefits under paragraph (1), and provide a re-
port to Congress and the public that contains— 

(i) an assessment of whether enrollees are fac-
ing any difficulty accessing needed services for 
reasons of coverage or cost; 

(ii) an assessment of whether the essential 
health benefits needs to be modified or updated 
to account for changes in medical evidence or 
scientific advancement; 

(iii) information on how the essential health 
benefits will be modified to address any such 
gaps in access or changes in the evidence base; 

(iv) an assessment of the potential of addi-
tional or expanded benefits to increase costs and 
the interactions between the addition or expan-
sion of benefits and reductions in existing bene-
fits to meet actuarial limitations described in 
paragraph (2); and 

(H) periodically update the essential health 
benefits under paragraph (1) to address any 
gaps in access to coverage or changes in the evi-
dence base the Secretary identifies in the review 
conducted under subparagraph (G). 
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CONGRESSIONAL RECORD — HOUSEH1934 March 21, 2010 
(5) RULE OF CONSTRUCTION.—Nothing in this 

title shall be construed to prohibit a health plan 
from providing benefits in excess of the essential 
health benefits described in this subsection. 

(c) REQUIREMENTS RELATING TO COST-SHAR-
ING.— 

(1) ANNUAL LIMITATION ON COST-SHARING.— 
(A) 2014.—The cost-sharing incurred under a 

health plan with respect to self-only coverage or 
coverage other than self-only coverage for a 
plan year beginning in 2014 shall not exceed the 
dollar amounts in effect under section 
223(c)(2)(A)(ii) of the Internal Revenue Code of 
1986 for self-only and family coverage, respec-
tively, for taxable years beginning in 2014. 

(B) 2015 AND LATER.—In the case of any plan 
year beginning in a calendar year after 2014, the 
limitation under this paragraph shall— 

(i) in the case of self-only coverage, be equal 
to the dollar amount under subparagraph (A) 
for self-only coverage for plan years beginning 
in 2014, increased by an amount equal to the 
product of that amount and the premium ad-
justment percentage under paragraph (4) for the 
calendar year; and 

(ii) in the case of other coverage, twice the 
amount in effect under clause (i). 
If the amount of any increase under clause (i) 
is not a multiple of $50, such increase shall be 
rounded to the next lowest multiple of $50. 

(2) ANNUAL LIMITATION ON DEDUCTIBLES FOR 
EMPLOYER-SPONSORED PLANS.— 

(A) IN GENERAL.—In the case of a health plan 
offered in the small group market, the deduct-
ible under the plan shall not exceed— 

(i) $2,000 in the case of a plan covering a sin-
gle individual; and 

(ii) $4,000 in the case of any other plan. 
The amounts under clauses (i) and (ii) may be 
increased by the maximum amount of reimburse-
ment which is reasonably available to a partici-
pant under a flexible spending arrangement de-
scribed in section 106(c)(2) of the Internal Rev-
enue Code of 1986 (determined without regard to 
any salary reduction arrangement). 

(B) INDEXING OF LIMITS.—In the case of any 
plan year beginning in a calendar year after 
2014— 

(i) the dollar amount under subparagraph 
(A)(i) shall be increased by an amount equal to 
the product of that amount and the premium 
adjustment percentage under paragraph (4) for 
the calendar year; and 

(ii) the dollar amount under subparagraph 
(A)(ii) shall be increased to an amount equal to 
twice the amount in effect under subparagraph 
(A)(i) for plan years beginning in the calendar 
year, determined after application of clause (i). 
If the amount of any increase under clause (i) 
is not a multiple of $50, such increase shall be 
rounded to the next lowest multiple of $50. 

(C) ACTUARIAL VALUE.—The limitation under 
this paragraph shall be applied in such a man-
ner so as to not affect the actuarial value of any 
health plan, including a plan in the bronze 
level. 

(D) COORDINATION WITH PREVENTIVE LIMITS.— 
Nothing in this paragraph shall be construed to 
allow a plan to have a deductible under the 
plan apply to benefits described in section 2713 
of the Public Health Service Act. 

(3) COST-SHARING.—In this title— 
(A) IN GENERAL.—The term ‘‘cost-sharing’’ in-

cludes— 
(i) deductibles, coinsurance, copayments, or 

similar charges; and 
(ii) any other expenditure required of an in-

sured individual which is a qualified medical ex-
pense (within the meaning of section 223(d)(2) of 
the Internal Revenue Code of 1986) with respect 
to essential health benefits covered under the 
plan. 

(B) EXCEPTIONS.—Such term does not include 
premiums, balance billing amounts for non-net-
work providers, or spending for non-covered 
services. 

(4) PREMIUM ADJUSTMENT PERCENTAGE.—For 
purposes of paragraphs (1)(B)(i) and (2)(B)(i), 

the premium adjustment percentage for any cal-
endar year is the percentage (if any) by which 
the average per capita premium for health in-
surance coverage in the United States for the 
preceding calendar year (as estimated by the 
Secretary no later than October 1 of such pre-
ceding calendar year) exceeds such average per 
capita premium for 2013 (as determined by the 
Secretary). 

(d) LEVELS OF COVERAGE.— 
(1) LEVELS OF COVERAGE DEFINED.—The levels 

of coverage described in this subsection are as 
follows: 

(A) BRONZE LEVEL.—A plan in the bronze 
level shall provide a level of coverage that is de-
signed to provide benefits that are actuarially 
equivalent to 60 percent of the full actuarial 
value of the benefits provided under the plan. 

(B) SILVER LEVEL.—A plan in the silver level 
shall provide a level of coverage that is designed 
to provide benefits that are actuarially equiva-
lent to 70 percent of the full actuarial value of 
the benefits provided under the plan. 

(C) GOLD LEVEL.—A plan in the gold level 
shall provide a level of coverage that is designed 
to provide benefits that are actuarially equiva-
lent to 80 percent of the full actuarial value of 
the benefits provided under the plan. 

(D) PLATINUM LEVEL.—A plan in the platinum 
level shall provide a level of coverage that is de-
signed to provide benefits that are actuarially 
equivalent to 90 percent of the full actuarial 
value of the benefits provided under the plan. 

(2) ACTUARIAL VALUE.— 
(A) IN GENERAL.—Under regulations issued by 

the Secretary, the level of coverage of a plan 
shall be determined on the basis that the essen-
tial health benefits described in subsection (b) 
shall be provided to a standard population (and 
without regard to the population the plan may 
actually provide benefits to). 

(B) EMPLOYER CONTRIBUTIONS.—The Sec-
retary may issue regulations under which em-
ployer contributions to a health savings account 
(within the meaning of section 223 of the Inter-
nal Revenue Code of 1986) may be taken into ac-
count in determining the level of coverage for a 
plan of the employer. 

(C) APPLICATION.—In determining under this 
title, the Public Health Service Act, or the Inter-
nal Revenue Code of 1986 the percentage of the 
total allowed costs of benefits provided under a 
group health plan or health insurance coverage 
that are provided by such plan or coverage, the 
rules contained in the regulations under this 
paragraph shall apply. 

(3) ALLOWABLE VARIANCE.—The Secretary 
shall develop guidelines to provide for a de mini-
mis variation in the actuarial valuations used in 
determining the level of coverage of a plan to 
account for differences in actuarial estimates. 

(4) PLAN REFERENCE.—In this title, any ref-
erence to a bronze, silver, gold, or platinum plan 
shall be treated as a reference to a qualified 
health plan providing a bronze, silver, gold, or 
platinum level of coverage, as the case may be. 

(e) CATASTROPHIC PLAN.— 
(1) IN GENERAL.—A health plan not providing 

a bronze, silver, gold, or platinum level of cov-
erage shall be treated as meeting the require-
ments of subsection (d) with respect to any plan 
year if— 

(A) the only individuals who are eligible to 
enroll in the plan are individuals described in 
paragraph (2); and 

(B) the plan provides— 
(i) except as provided in clause (ii), the essen-

tial health benefits determined under subsection 
(b), except that the plan provides no benefits for 
any plan year until the individual has incurred 
cost-sharing expenses in an amount equal to the 
annual limitation in effect under subsection 
(c)(1) for the plan year (except as provided for 
in section 2713); and 

(ii) coverage for at least three primary care 
visits. 

(2) INDIVIDUALS ELIGIBLE FOR ENROLLMENT.— 
An individual is described in this paragraph for 
any plan year if the individual— 

(A) has not attained the age of 30 before the 
beginning of the plan year; or 

(B) has a certification in effect for any plan 
year under this title that the individual is ex-
empt from the requirement under section 5000A 
of the Internal Revenue Code of 1986 by reason 
of— 

(i) section 5000A(e)(1) of such Code (relating 
to individuals without affordable coverage); or 

(ii) section 5000A(e)(5) of such Code (relating 
to individuals with hardships). 

(3) RESTRICTION TO INDIVIDUAL MARKET.—If a 
health insurance issuer offers a health plan de-
scribed in this subsection, the issuer may only 
offer the plan in the individual market. 

(f) CHILD-ONLY PLANS.—If a qualified health 
plan is offered through the Exchange in any 
level of coverage specified under subsection (d), 
the issuer shall also offer that plan through the 
Exchange in that level as a plan in which the 
only enrollees are individuals who, as of the be-
ginning of a plan year, have not attained the 
age of 21, and such plan shall be treated as a 
qualified health plan. 
SEC. 1303. SPECIAL RULES. 

(a) SPECIAL RULES RELATING TO COVERAGE OF 
ABORTION SERVICES.— 

(1) VOLUNTARY CHOICE OF COVERAGE OF ABOR-
TION SERVICES.— 

(A) IN GENERAL.—Notwithstanding any other 
provision of this title (or any amendment made 
by this title), and subject to subparagraphs (C) 
and (D)— 

(i) nothing in this title (or any amendment 
made by this title), shall be construed to require 
a qualified health plan to provide coverage of 
services described in subparagraph (B)(i) or 
(B)(ii) as part of its essential health benefits for 
any plan year; and 

(ii) the issuer of a qualified health plan shall 
determine whether or not the plan provides cov-
erage of services described in subparagraph 
(B)(i) or (B)(ii) as part of such benefits for the 
plan year. 

(B) ABORTION SERVICES.— 
(i) ABORTIONS FOR WHICH PUBLIC FUNDING IS 

PROHIBITED.—The services described in this 
clause are abortions for which the expenditure 
of Federal funds appropriated for the Depart-
ment of Health and Human Services is not per-
mitted, based on the law as in effect as of the 
date that is 6 months before the beginning of the 
plan year involved. 

(ii) ABORTIONS FOR WHICH PUBLIC FUNDING IS 
ALLOWED.—The services described in this clause 
are abortions for which the expenditure of Fed-
eral funds appropriated for the Department of 
Health and Human Services is permitted, based 
on the law as in effect as of the date that is 6 
months before the beginning of the plan year in-
volved. 

(C) PROHIBITION ON FEDERAL FUNDS FOR 
ABORTION SERVICES IN COMMUNITY HEALTH IN-
SURANCE OPTION.— 

(i) DETERMINATION BY SECRETARY.—The Sec-
retary may not determine, in accordance with 
subparagraph (A)(ii), that the community 
health insurance option established under sec-
tion 1323 shall provide coverage of services de-
scribed in subparagraph (B)(i) as part of bene-
fits for the plan year unless the Secretary— 

(I) assures compliance with the requirements 
of paragraph (2); 

(II) assures, in accordance with applicable 
provisions of generally accepted accounting re-
quirements, circulars on funds management of 
the Office of Management and Budget, and 
guidance on accounting of the Government Ac-
countability Office, that no Federal funds are 
used for such coverage; and 

(III) notwithstanding section 1323(e)(1)(C) or 
any other provision of this title, takes all nec-
essary steps to assure that the United States 
does not bear the insurance risk for a commu-
nity health insurance option’s coverage of serv-
ices described in subparagraph (B)(i). 

(ii) STATE REQUIREMENT.—If a State requires, 
in addition to the essential health benefits re-
quired under section 1323(b)(3) (A), coverage of 
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services described in subparagraph (B)(i) for en-
rollees of a community health insurance option 
offered in such State, the State shall assure that 
no funds flowing through or from the commu-
nity health insurance option, and no other Fed-
eral funds, pay or defray the cost of providing 
coverage of services described in subparagraph 
(B)(i). The United States shall not bear the in-
surance risk for a State’s required coverage of 
services described in subparagraph (B)(i). 

(iii) EXCEPTIONS.—Nothing in this subpara-
graph shall apply to coverage of services de-
scribed in subparagraph (B)(ii) by the commu-
nity health insurance option. Services described 
in subparagraph (B)(ii) shall be covered to the 
same extent as such services are covered under 
title XIX of the Social Security Act. 

(D) ASSURED AVAILABILITY OF VARIED COV-
ERAGE THROUGH EXCHANGES.— 

(i) IN GENERAL.—The Secretary shall assure 
that with respect to qualified health plans of-
fered in any Exchange established pursuant to 
this title— 

(I) there is at least one such plan that pro-
vides coverage of services described in clauses (i) 
and (ii) of subparagraph (B); and 

(II) there is at least one such plan that does 
not provide coverage of services described in 
subparagraph (B)(i). 

(ii) SPECIAL RULES.—For purposes of clause 
(i)— 

(I) a plan shall be treated as described in 
clause (i)(II) if the plan does not provide cov-
erage of services described in either subpara-
graph (B)(i) or (B)(ii); and 

(II) if a State has one Exchange covering more 
than 1 insurance market, the Secretary shall 
meet the requirements of clause (i) separately 
with respect to each such market. 

(2) PROHIBITION ON THE USE OF FEDERAL 
FUNDS.— 

(A) IN GENERAL.—If a qualified health plan 
provides coverage of services described in para-
graph (1)(B)(i), the issuer of the plan shall not 
use any amount attributable to any of the fol-
lowing for purposes of paying for such services: 

(i) The credit under section 36B of the Inter-
nal Revenue Code of 1986 (and the amount (if 
any) of the advance payment of the credit under 
section 1412 of the Patient Protection and Af-
fordable Care Act). 

(ii) Any cost-sharing reduction under section 
1402 of thePatient Protection and Affordable 
Care Act (and the amount (if any) of the ad-
vance payment of the reduction under section 
1412 of the Patient Protection and Affordable 
Care Act). 

(B) SEGREGATION OF FUNDS.—In the case of a 
plan to which subparagraph (A) applies, the 
issuer of the plan shall, out of amounts not de-
scribed in subparagraph (A), segregate an 
amount equal to the actuarial amounts deter-
mined under subparagraph (C) for all enrollees 
from the amounts described in subparagraph 
(A). 

(C) ACTUARIAL VALUE OF OPTIONAL SERVICE 
COVERAGE.— 

(i) IN GENERAL.—The Secretary shall estimate 
the basic per enrollee, per month cost, deter-
mined on an average actuarial basis, for includ-
ing coverage under a qualified health plan of 
the services described in paragraph (1)(B)(i). 

(ii) CONSIDERATIONS.—In making such esti-
mate, the Secretary— 

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

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

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

(3) PROVIDER CONSCIENCE PROTECTIONS.—No 
individual health care provider or health care 
facility may be discriminated against because of 
a willingness or an unwillingness, if doing so is 

contrary to the religious or moral beliefs of the 
provider or facility, to provide, pay for, provide 
coverage of, or refer for abortions. 

(b) APPLICATION OF STATE AND FEDERAL LAWS 
REGARDING ABORTION.— 

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

(2) NO EFFECT ON FEDERAL LAWS REGARDING 
ABORTION.— 

(A) IN GENERAL.—Nothing in this Act shall be 
construed to have any effect on Federal laws re-
garding— 

(i) conscience protection; 
(ii) willingness or refusal to provide abortion; 

and 
(iii) discrimination on the basis of the willing-

ness or refusal to provide, pay for, cover, or 
refer for abortion or to provide or participate in 
training to provide abortion. 

(3) NO EFFECT ON FEDERAL CIVIL RIGHTS 
LAW.—Nothing in this subsection shall alter the 
rights and obligations of employees and employ-
ers under title VII of the Civil Rights Act of 
1964. 

(c) APPLICATION OF EMERGENCY SERVICES 
LAWS.—Nothing in this Act shall be construed to 
relieve any health care provider from providing 
emergency services as required by State or Fed-
eral law, including section 1867 of the Social Se-
curity Act (popularly known as ‘‘EMTALA’’). 
SEC. 1304. RELATED DEFINITIONS. 

(a) DEFINITIONS RELATING TO MARKETS.—In 
this title: 

(1) GROUP MARKET.—The term ‘‘group mar-
ket’’ means the health insurance market under 
which individuals obtain health insurance cov-
erage (directly or through any arrangement) on 
behalf of themselves (and their dependents) 
through a group health plan maintained by an 
employer. 

(2) INDIVIDUAL MARKET.—The term ‘‘indi-
vidual market’’ means the market for health in-
surance coverage offered to individuals other 
than in connection with a group health plan. 

(3) LARGE AND SMALL GROUP MARKETS.—The 
terms ‘‘large group market’’ and ‘‘small group 
market’’ mean the health insurance market 
under which individuals obtain health insur-
ance coverage (directly or through any arrange-
ment) on behalf of themselves (and their de-
pendents) through a group health plan main-
tained by a large employer (as defined in sub-
section (b)(1)) or by a small employer (as defined 
in subsection (b)(2)), respectively. 

(b) EMPLOYERS.—In this title: 
(1) LARGE EMPLOYER.—The term ‘‘large em-

ployer’’ means, in connection with a group 
health plan with respect to a calendar year and 
a plan year, an employer who employed an av-
erage of at least 101 employees on business days 
during the preceding calendar year and who 
employs at least 1 employee on the first day of 
the plan year. 

(2) SMALL EMPLOYER.—The term ‘‘small em-
ployer’’ means, in connection with a group 
health plan with respect to a calendar year and 
a plan year, an employer who employed an av-
erage of at least 1 but not more than 100 employ-
ees on business days during the preceding cal-
endar year and who employs at least 1 employee 
on the first day of the plan year. 

(3) STATE OPTION TO TREAT 50 EMPLOYEES AS 
SMALL.—In the case of plan years beginning be-
fore January 1, 2016, a State may elect to apply 
this subsection by substituting ‘‘51 employees’’ 
for ‘‘101 employees’’ in paragraph (1) and by 
substituting ‘‘50 employees’’ for ‘‘100 employees’’ 
in paragraph (2). 

(4) RULES FOR DETERMINING EMPLOYER SIZE.— 
For purposes of this subsection— 

(A) APPLICATION OF AGGREGATION RULE FOR 
EMPLOYERS.—All persons treated as a single em-

ployer under subsection (b), (c), (m), or (o) of 
section 414 of the Internal Revenue Code of 1986 
shall be treated as 1 employer. 

(B) EMPLOYERS NOT IN EXISTENCE IN PRE-
CEDING YEAR.—In the case of an employer which 
was not in existence throughout the preceding 
calendar year, the determination of whether 
such employer is a small or large employer shall 
be based on the average number of employees 
that it is reasonably expected such employer will 
employ on business days in the current calendar 
year. 

(C) PREDECESSORS.—Any reference in this 
subsection to an employer shall include a ref-
erence to any predecessor of such employer. 

(D) CONTINUATION OF PARTICIPATION FOR 
GROWING SMALL EMPLOYERS.—If— 

(i) a qualified employer that is a small em-
ployer makes enrollment in qualified health 
plans offered in the small group market avail-
able to its employees through an Exchange; and 

(ii) the employer ceases to be a small employer 
by reason of an increase in the number of em-
ployees of such employer; 
the employer shall continue to be treated as a 
small employer for purposes of this subtitle for 
the period beginning with the increase and end-
ing with the first day on which the employer 
does not make such enrollment available to its 
employees. 

(c) SECRETARY.—In this title, the term ‘‘Sec-
retary’’ means the Secretary of Health and 
Human Services. 

(d) STATE.—In this title, the term ‘‘State’’ 
means each of the 50 States and the District of 
Columbia. 
PART II—CONSUMER CHOICES AND IN-

SURANCE COMPETITION THROUGH 
HEALTH BENEFIT EXCHANGES 

SEC. 1311. AFFORDABLE CHOICES OF HEALTH 
BENEFIT PLANS. 

(a) ASSISTANCE TO STATES TO ESTABLISH 
AMERICAN HEALTH BENEFIT EXCHANGES.— 

(1) PLANNING AND ESTABLISHMENT GRANTS.— 
There shall be appropriated to the Secretary, 
out of any moneys in the Treasury not other-
wise appropriated, an amount necessary to en-
able the Secretary to make awards, not later 
than 1 year after the date of enactment of this 
Act, to States in the amount specified in para-
graph (2) for the uses described in paragraph 
(3). 

(2) AMOUNT SPECIFIED.—For each fiscal year, 
the Secretary shall determine the total amount 
that the Secretary will make available to each 
State for grants under this subsection. 

(3) USE OF FUNDS.—A State shall use amounts 
awarded under this subsection for activities (in-
cluding planning activities) related to estab-
lishing an American Health Benefit Exchange, 
as described in subsection (b). 

(4) RENEWABILITY OF GRANT.— 
(A) IN GENERAL.—Subject to subsection (d)(4), 

the Secretary may renew a grant awarded under 
paragraph (1) if the State recipient of such 
grant— 

(i) is making progress, as determined by the 
Secretary, toward— 

(I) establishing an Exchange; and 
(II) implementing the reforms described in 

subtitles A and C (and the amendments made by 
such subtitles); and 

(ii) is meeting such other benchmarks as the 
Secretary may establish. 

(B) LIMITATION.—No grant shall be awarded 
under this subsection after January 1, 2015. 

(5) TECHNICAL ASSISTANCE TO FACILITATE PAR-
TICIPATION IN SHOP EXCHANGES.—The Secretary 
shall provide technical assistance to States to 
facilitate the participation of qualified small 
businesses in such States in SHOP Exchanges. 

(b) AMERICAN HEALTH BENEFIT EXCHANGES.— 
(1) IN GENERAL.—Each State shall, not later 

than January 1, 2014, establish an American 
Health Benefit Exchange (referred to in this 
title as an ‘‘Exchange’’) for the State that— 

(A) facilitates the purchase of qualified health 
plans; 
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(B) provides for the establishment of a Small 

Business Health Options Program (in this title 
referred to as a ‘‘SHOP Exchange’’) that is de-
signed to assist qualified employers in the State 
who are small employers in facilitating the en-
rollment of their employees in qualified health 
plans offered in the small group market in the 
State; and 

(C) meets the requirements of subsection (d). 
(2) MERGER OF INDIVIDUAL AND SHOP EX-

CHANGES.—A State may elect to provide only one 
Exchange in the State for providing both Ex-
change and SHOP Exchange services to both 
qualified individuals and qualified small em-
ployers, but only if the Exchange has adequate 
resources to assist such individuals and employ-
ers. 

(c) RESPONSIBILITIES OF THE SECRETARY.— 
(1) IN GENERAL.—The Secretary shall, by regu-

lation, establish criteria for the certification of 
health plans as qualified health plans. Such cri-
teria shall require that, to be certified, a plan 
shall, at a minimum— 

(A) meet marketing requirements, and not em-
ploy marketing practices or benefit designs that 
have the effect of discouraging the enrollment in 
such plan by individuals with significant health 
needs; 

(B) ensure a sufficient choice of providers (in 
a manner consistent with applicable network 
adequacy provisions under section 2702(c) of the 
Public Health Service Act), and provide infor-
mation to enrollees and prospective enrollees on 
the availability of in-network and out-of-net-
work providers; 

(C) include within health insurance plan net-
works those essential community providers, 
where available, that serve predominately low- 
income, medically-underserved individuals, such 
as health care providers defined in section 
340B(a)(4) of the Public Health Service Act and 
providers described in section 
1927(c)(1)(D)(i)(IV) of the Social Security Act as 
set forth by section 221 of Public Law 111–8, ex-
cept that nothing in this subparagraph shall be 
construed to require any health plan to provide 
coverage for any specific medical procedure; 

(D)(i) be accredited with respect to local per-
formance on clinical quality measures such as 
the Healthcare Effectiveness Data and Informa-
tion Set, patient experience ratings on a stand-
ardized Consumer Assessment of Healthcare 
Providers and Systems survey, as well as con-
sumer access, utilization management, quality 
assurance, provider credentialing, complaints 
and appeals, network adequacy and access, and 
patient information programs by any entity rec-
ognized by the Secretary for the accreditation of 
health insurance issuers or plans (so long as 
any such entity has transparent and rigorous 
methodological and scoring criteria); or 

(ii) receive such accreditation within a period 
established by an Exchange for such accredita-
tion that is applicable to all qualified health 
plans; 

(E) implement a quality improvement strategy 
described in subsection (g)(1); 

(F) utilize a uniform enrollment form that 
qualified individuals and qualified employers 
may use (either electronically or on paper) in 
enrolling in qualified health plans offered 
through such Exchange, and that takes into ac-
count criteria that the National Association of 
Insurance Commissioners develops and submits 
to the Secretary; 

(G) utilize the standard format established for 
presenting health benefits plan options; and 

(H) provide information to enrollees and pro-
spective enrollees, and to each Exchange in 
which the plan is offered, on any quality meas-
ures for health plan performance endorsed 
under section 399JJ of the Public Health Service 
Act, as applicable. 

(2) RULE OF CONSTRUCTION.—Nothing in para-
graph (1)(C) shall be construed to require a 
qualified health plan to contract with a pro-
vider described in such paragraph if such pro-
vider refuses to accept the generally applicable 
payment rates of such plan. 

(3) RATING SYSTEM.—The Secretary shall de-
velop a rating system that would rate qualified 
health plans offered through an Exchange in 
each benefits level on the basis of the relative 
quality and price. The Exchange shall include 
the quality rating in the information provided to 
individuals and employers through the Internet 
portal established under paragraph (4). 

(4) ENROLLEE SATISFACTION SYSTEM.—The Sec-
retary shall develop an enrollee satisfaction sur-
vey system that would evaluate the level of en-
rollee satisfaction with qualified health plans 
offered through an Exchange, for each such 
qualified health plan that had more than 500 
enrollees in the previous year. The Exchange 
shall include enrollee satisfaction information 
in the information provided to individuals and 
employers through the Internet portal estab-
lished under paragraph (5) in a manner that al-
lows individuals to easily compare enrollee sat-
isfaction levels between comparable plans. 

(5) INTERNET PORTALS.—The Secretary shall— 
(A) continue to operate, maintain, and update 

the Internet portal developed under section 
1103(a) and to assist States in developing and 
maintaining their own such portal; and 

(B) make available for use by Exchanges a 
model template for an Internet portal that may 
be used to direct qualified individuals and 
qualified employers to qualified health plans, to 
assist such individuals and employers in deter-
mining whether they are eligible to participate 
in an Exchange or eligible for a premium tax 
credit or cost-sharing reduction, and to present 
standardized information (including quality rat-
ings) regarding qualified health plans offered 
through an Exchange to assist consumers in 
making easy health insurance choices. 

Such template shall include, with respect to 
each qualified health plan offered through the 
Exchange in each rating area, access to the uni-
form outline of coverage the plan is required to 
provide under section 2716 of the Public Health 
Service Act and to a copy of the plan’s written 
policy. 

(6) ENROLLMENT PERIODS.—The Secretary 
shall require an Exchange to provide for— 

(A) an initial open enrollment, as determined 
by the Secretary (such determination to be made 
not later than July 1, 2012); 

(B) annual open enrollment periods, as deter-
mined by the Secretary for calendar years after 
the initial enrollment period; 

(C) special enrollment periods specified in sec-
tion 9801 of the Internal Revenue Code of 1986 
and other special enrollment periods under cir-
cumstances similar to such periods under part D 
of title XVIII of the Social Security Act; and 

(D) special monthly enrollment periods for In-
dians (as defined in section 4 of the Indian 
Health Care Improvement Act). 

(d) REQUIREMENTS.— 
(1) IN GENERAL.—An Exchange shall be a gov-

ernmental agency or nonprofit entity that is es-
tablished by a State. 

(2) OFFERING OF COVERAGE.— 
(A) IN GENERAL.—An Exchange shall make 

available qualified health plans to qualified in-
dividuals and qualified employers. 

(B) LIMITATION.— 
(i) IN GENERAL.—An Exchange may not make 

available any health plan that is not a qualified 
health plan. 

(ii) OFFERING OF STAND-ALONE DENTAL BENE-
FITS.—Each Exchange within a State shall 
allow an issuer of a plan that only provides lim-
ited scope dental benefits meeting the require-
ments of section 9832(c)(2)(A) of the Internal 
Revenue Code of 1986 to offer the plan through 
the Exchange (either separately or in conjunc-
tion with a qualified health plan) if the plan 
provides pediatric dental benefits meeting the 
requirements of section 1302(b)(1)(J)). 

(3) RULES RELATING TO ADDITIONAL REQUIRED 
BENEFITS.— 

(A) IN GENERAL.—Except as provided in sub-
paragraph (B), an Exchange may make avail-

able a qualified health plan notwithstanding 
any provision of law that may require benefits 
other than the essential health benefits specified 
under section 1302(b). 

(B) STATES MAY REQUIRE ADDITIONAL BENE-
FITS.— 

(i) IN GENERAL.—Subject to the requirements 
of clause (ii), a State may require that a quali-
fied health plan offered in such State offer ben-
efits in addition to the essential health benefits 
specified under section 1302(b). 

(ii) STATE MUST ASSUME COST.—A State shall 
make payments to or on behalf of an individual 
eligible for the premium tax credit under section 
36B of the Internal Revenue Code of 1986 and 
any cost-sharing reduction under section 1402 to 
defray the cost to the individual of any addi-
tional benefits described in clause (i) which are 
not eligible for such credit or reduction under 
section 36B(b)(3)(D) of such Code and section 
1402(c)(4). 

(4) FUNCTIONS.—An Exchange shall, at a min-
imum— 

(A) implement procedures for the certification, 
recertification, and decertification, consistent 
with guidelines developed by the Secretary 
under subsection (c), of health plans as quali-
fied health plans; 

(B) provide for the operation of a toll-free 
telephone hotline to respond to requests for as-
sistance; 

(C) maintain an Internet website through 
which enrollees and prospective enrollees of 
qualified health plans may obtain standardized 
comparative information on such plans; 

(D) assign a rating to each qualified health 
plan offered through such Exchange in accord-
ance with the criteria developed by the Sec-
retary under subsection (c)(3); 

(E) utilize a standardized format for pre-
senting health benefits plan options in the Ex-
change, including the use of the uniform outline 
of coverage established under section 2715 of the 
Public Health Service Act; 

(F) in accordance with section 1413, inform in-
dividuals of eligibility requirements for the med-
icaid program under title XIX of the Social Se-
curity Act, the CHIP program under title XXI of 
such Act, or any applicable State or local public 
program and if through screening of the appli-
cation by the Exchange, the Exchange deter-
mines that such individuals are eligible for any 
such program, enroll such individuals in such 
program; 

(G) establish and make available by electronic 
means a calculator to determine the actual cost 
of coverage after the application of any pre-
mium tax credit under section 36B of the Inter-
nal Revenue Code of 1986 and any cost-sharing 
reduction under section 1402; 

(H) subject to section 1411, grant a certifi-
cation attesting that, for purposes of the indi-
vidual responsibility penalty under section 
5000A of the Internal Revenue Code of 1986, an 
individual is exempt from the individual require-
ment or from the penalty imposed by such sec-
tion because— 

(i) there is no affordable qualified health plan 
available through the Exchange, or the individ-
ual’s employer, covering the individual; or 

(ii) the individual meets the requirements for 
any other such exemption from the individual 
responsibility requirement or penalty; 

(I) transfer to the Secretary of the Treasury— 
(i) a list of the individuals who are issued a 

certification under subparagraph (H), including 
the name and taxpayer identification number of 
each individual; 

(ii) the name and taxpayer identification 
number of each individual who was an employee 
of an employer but who was determined to be el-
igible for the premium tax credit under section 
36B of the Internal Revenue Code of 1986 be-
cause— 

(I) the employer did not provide minimum es-
sential coverage; or 

(II) the employer provided such minimum es-
sential coverage but it was determined under 
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section 36B(c)(2)(C) of such Code to either be 
unaffordable to the employee or not provide the 
required minimum actuarial value; and 

(iii) the name and taxpayer identification 
number of each individual who notifies the Ex-
change under section 1411(b)(4) that they have 
changed employers and of each individual who 
ceases coverage under a qualified health plan 
during a plan year (and the effective date of 
such cessation); 

(J) provide to each employer the name of each 
employee of the employer described in subpara-
graph (I)(ii) who ceases coverage under a quali-
fied health plan during a plan year (and the ef-
fective date of such cessation); and 

(K) establish the Navigator program described 
in subsection (i). 

(5) FUNDING LIMITATIONS.— 
(A) NO FEDERAL FUNDS FOR CONTINUED OPER-

ATIONS.—In establishing an Exchange under 
this section, the State shall ensure that such Ex-
change is self-sustaining beginning on January 
1, 2015, including allowing the Exchange to 
charge assessments or user fees to participating 
health insurance issuers, or to otherwise gen-
erate funding, to support its operations. 

(B) PROHIBITING WASTEFUL USE OF FUNDS.—In 
carrying out activities under this subsection, an 
Exchange shall not utilize any funds intended 
for the administrative and operational expenses 
of the Exchange for staff retreats, promotional 
giveaways, excessive executive compensation, or 
promotion of Federal or State legislative and 
regulatory modifications. 

(6) CONSULTATION.—An Exchange shall con-
sult with stakeholders relevant to carrying out 
the activities under this section, including— 

(A) health care consumers who are enrollees 
in qualified health plans; 

(B) individuals and entities with experience in 
facilitating enrollment in qualified health plans; 

(C) representatives of small businesses and 
self-employed individuals; 

(D) State Medicaid offices; and 
(E) advocates for enrolling hard to reach pop-

ulations. 
(7) PUBLICATION OF COSTS.—An Exchange 

shall publish the average costs of licensing, reg-
ulatory fees, and any other payments required 
by the Exchange, and the administrative costs 
of such Exchange, on an Internet website to 
educate consumers on such costs. Such informa-
tion shall also include monies lost to waste, 
fraud, and abuse. 

(e) CERTIFICATION.— 
(1) IN GENERAL.—An Exchange may certify a 

health plan as a qualified health plan if— 
(A) such health plan meets the requirements 

for certification as promulgated by the Secretary 
under subsection (c)(1); and 

(B) the Exchange determines that making 
available such health plan through such Ex-
change is in the interests of qualified individ-
uals and qualified employers in the State or 
States in which such Exchange operates, except 
that the Exchange may not exclude a health 
plan— 

(i) on the basis that such plan is a fee-for- 
service plan; 

(ii) through the imposition of premium price 
controls; or 

(iii) on the basis that the plan provides treat-
ments necessary to prevent patients’ deaths in 
circumstances the Exchange determines are in-
appropriate or too costly. 

(2) PREMIUM CONSIDERATIONS.—The Exchange 
shall require health plans seeking certification 
as qualified health plans to submit a justifica-
tion for any premium increase prior to imple-
mentation of the increase. Such plans shall 
prominently post such information on their 
websites. The Exchange may take this informa-
tion, and the information and the recommenda-
tions provided to the Exchange by the State 
under section 2794(b)(1) of the Public Health 
Service Act (relating to patterns or practices of 
excessive or unjustified premium increases), into 
consideration when determining whether to 

make such health plan available through the 
Exchange. The Exchange shall take into ac-
count any excess of premium growth outside the 
Exchange as compared to the rate of such 
growth inside the Exchange, including informa-
tion reported by the States. 

(f) FLEXIBILITY.— 
(1) REGIONAL OR OTHER INTERSTATE EX-

CHANGES.—An Exchange may operate in more 
than one State if— 

(A) each State in which such Exchange oper-
ates permits such operation; and 

(B) the Secretary approves such regional or 
interstate Exchange. 

(2) SUBSIDIARY EXCHANGES.—A State may es-
tablish one or more subsidiary Exchanges if— 

(A) each such Exchange serves a geographi-
cally distinct area; and 

(B) the area served by each such Exchange is 
at least as large as a rating area described in 
section 2701(a) of the Public Health Service Act. 

(3) AUTHORITY TO CONTRACT.— 
(A) IN GENERAL.—A State may elect to author-

ize an Exchange established by the State under 
this section to enter into an agreement with an 
eligible entity to carry out 1 or more responsibil-
ities of the Exchange. 

(B) ELIGIBLE ENTITY.—In this paragraph, the 
term ‘‘eligible entity’’ means— 

(i) a person— 
(I) incorporated under, and subject to the 

laws of, 1 or more States; 
(II) that has demonstrated experience on a 

State or regional basis in the individual and 
small group health insurance markets and in 
benefits coverage; and 

(III) that is not a health insurance issuer or 
that is treated under subsection (a) or (b) of sec-
tion 52 of the Internal Revenue Code of 1986 as 
a member of the same controlled group of cor-
porations (or under common control with) as a 
health insurance issuer; or 

(ii) the State medicaid agency under title XIX 
of the Social Security Act. 

(g) REWARDING QUALITY THROUGH MARKET- 
BASED INCENTIVES.— 

(1) STRATEGY DESCRIBED.—A strategy de-
scribed in this paragraph is a payment structure 
that provides increased reimbursement or other 
incentives for— 

(A) improving health outcomes through the 
implementation of activities that shall include 
quality reporting, effective case management, 
care coordination, chronic disease management, 
medication and care compliance initiatives, in-
cluding through the use of the medical home 
model, for treatment or services under the plan 
or coverage; 

(B) the implementation of activities to prevent 
hospital readmissions through a comprehensive 
program for hospital discharge that includes pa-
tient-centered education and counseling, com-
prehensive discharge planning, and post dis-
charge reinforcement by an appropriate health 
care professional; 

(C) the implementation of activities to improve 
patient safety and reduce medical errors 
through the appropriate use of best clinical 
practices, evidence based medicine, and health 
information technology under the plan or cov-
erage; and 

(D) the implementation of wellness and health 
promotion activities. 

(2) GUIDELINES.—The Secretary, in consulta-
tion with experts in health care quality and 
stakeholders, shall develop guidelines con-
cerning the matters described in paragraph (1). 

(3) REQUIREMENTS.—The guidelines developed 
under paragraph (2) shall require the periodic 
reporting to the applicable Exchange of the ac-
tivities that a qualified health plan has con-
ducted to implement a strategy described in 
paragraph (1). 

(h) QUALITY IMPROVEMENT.— 
(1) ENHANCING PATIENT SAFETY.—Beginning 

on January 1, 2015, a qualified health plan may 
contract with— 

(A) a hospital with greater than 50 beds only 
if such hospital— 

(i) utilizes a patient safety evaluation system 
as described in part C of title IX of the Public 
Health Service Act; and 

(ii) implements a mechanism to ensure that 
each patient receives a comprehensive program 
for hospital discharge that includes patient-cen-
tered education and counseling, comprehensive 
discharge planning, and post discharge rein-
forcement by an appropriate health care profes-
sional; or 

(B) a health care provider only if such pro-
vider implements such mechanisms to improve 
health care quality as the Secretary may by reg-
ulation require. 

(2) EXCEPTIONS.—The Secretary may establish 
reasonable exceptions to the requirements de-
scribed in paragraph (1). 

(3) ADJUSTMENT.—The Secretary may by regu-
lation adjust the number of beds described in 
paragraph (1)(A). 

(i) NAVIGATORS.— 
(1) IN GENERAL.—An Exchange shall establish 

a program under which it awards grants to enti-
ties described in paragraph (2) to carry out the 
duties described in paragraph (3). 

(2) ELIGIBILITY.— 
(A) IN GENERAL.—To be eligible to receive a 

grant under paragraph (1), an entity shall dem-
onstrate to the Exchange involved that the enti-
ty has existing relationships, or could readily 
establish relationships, with employers and em-
ployees, consumers (including uninsured and 
underinsured consumers), or self-employed indi-
viduals likely to be qualified to enroll in a quali-
fied health plan. 

(B) TYPES.—Entities described in subpara-
graph (A) may include trade, industry, and pro-
fessional associations, commercial fishing indus-
try organizations, ranching and farming organi-
zations, community and consumer-focused non-
profit groups, chambers of commerce, unions, 
small business development centers, other li-
censed insurance agents and brokers, and other 
entities that— 

(i) are capable of carrying out the duties de-
scribed in paragraph (3); 

(ii) meet the standards described in paragraph 
(4); and 

(iii) provide information consistent with the 
standards developed under paragraph (5). 

(3) DUTIES.—An entity that serves as a navi-
gator under a grant under this subsection 
shall— 

(A) conduct public education activities to 
raise awareness of the availability of qualified 
health plans; 

(B) distribute fair and impartial information 
concerning enrollment in qualified health plans, 
and the availability of premium tax credits 
under section 36B of the Internal Revenue Code 
of 1986 and cost-sharing reductions under sec-
tion 1402; 

(C) facilitate enrollment in qualified health 
plans; 

(D) provide referrals to any applicable office 
of health insurance consumer assistance or 
health insurance ombudsman established under 
section 2793 of the Public Health Service Act, or 
any other appropriate State agency or agencies, 
for any enrollee with a grievance, complaint, or 
question regarding their health plan, coverage, 
or a determination under such plan or coverage; 
and 

(E) provide information in a manner that is 
culturally and linguistically appropriate to the 
needs of the population being served by the Ex-
change or Exchanges. 

(4) STANDARDS.— 
(A) IN GENERAL.—The Secretary shall estab-

lish standards for navigators under this sub-
section, including provisions to ensure that any 
private or public entity that is selected as a nav-
igator is qualified, and licensed if appropriate, 
to engage in the navigator activities described in 
this subsection and to avoid conflicts of interest. 
Under such standards, a navigator shall not— 

(i) be a health insurance issuer; or 
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(ii) receive any consideration directly or indi-

rectly from any health insurance issuer in con-
nection with the enrollment of any qualified in-
dividuals or employees of a qualified employer 
in a qualified health plan. 

(5) FAIR AND IMPARTIAL INFORMATION AND 
SERVICES.—The Secretary, in collaboration with 
States, shall develop standards to ensure that 
information made available by navigators is 
fair, accurate, and impartial. 

(6) FUNDING.—Grants under this subsection 
shall be made from the operational funds of the 
Exchange and not Federal funds received by the 
State to establish the Exchange. 

(j) APPLICABILITY OF MENTAL HEALTH PAR-
ITY.—Section 2726 of the Public Health Service 
Act shall apply to qualified health plans in the 
same manner and to the same extent as such 
section applies to health insurance issuers and 
group health plans. 

(k) CONFLICT.—An Exchange may not estab-
lish rules that conflict with or prevent the appli-
cation of regulations promulgated by the Sec-
retary under this subtitle. 
SEC. 1312. CONSUMER CHOICE. 

(a) CHOICE.— 
(1) QUALIFIED INDIVIDUALS.—A qualified indi-

vidual may enroll in any qualified health plan 
available to such individual. 

(2) QUALIFIED EMPLOYERS.— 
(A) EMPLOYER MAY SPECIFY LEVEL.—A quali-

fied employer may provide support for coverage 
of employees under a qualified health plan by 
selecting any level of coverage under section 
1302(d) to be made available to employees 
through an Exchange. 

(B) EMPLOYEE MAY CHOOSE PLANS WITHIN A 
LEVEL.—Each employee of a qualified employer 
that elects a level of coverage under subpara-
graph (A) may choose to enroll in a qualified 
health plan that offers coverage at that level. 

(b) PAYMENT OF PREMIUMS BY QUALIFIED IN-
DIVIDUALS.—A qualified individual enrolled in 
any qualified health plan may pay any applica-
ble premium owed by such individual to the 
health insurance issuer issuing such qualified 
health plan. 

(c) SINGLE RISK POOL.— 
(1) INDIVIDUAL MARKET.—A health insurance 

issuer shall consider all enrollees in all health 
plans (other than grandfathered health plans) 
offered by such issuer in the individual market, 
including those enrollees who do not enroll in 
such plans through the Exchange, to be mem-
bers of a single risk pool. 

(2) SMALL GROUP MARKET.—A health insur-
ance issuer shall consider all enrollees in all 
health plans (other than grandfathered health 
plans) offered by such issuer in the small group 
market, including those enrollees who do not 
enroll in such plans through the Exchange, to 
be members of a single risk pool. 

(3) MERGER OF MARKETS.—A State may re-
quire the individual and small group insurance 
markets within a State to be merged if the State 
determines appropriate. 

(4) STATE LAW.—A State law requiring grand-
fathered health plans to be included in a pool 
described in paragraph (1) or (2) shall not 
apply. 

(d) EMPOWERING CONSUMER CHOICE.— 
(1) CONTINUED OPERATION OF MARKET OUTSIDE 

EXCHANGES.—Nothing in this title shall be con-
strued to prohibit— 

(A) a health insurance issuer from offering 
outside of an Exchange a health plan to a 
qualified individual or qualified employer; and 

(B) a qualified individual from enrolling in, or 
a qualified employer from selecting for its em-
ployees, a health plan offered outside of an Ex-
change. 

(2) CONTINUED OPERATION OF STATE BENEFIT 
REQUIREMENTS.—Nothing in this title shall be 
construed to terminate, abridge, or limit the op-
eration of any requirement under State law with 
respect to any policy or plan that is offered out-
side of an Exchange to offer benefits. 

(3) VOLUNTARY NATURE OF AN EXCHANGE.— 
(A) CHOICE TO ENROLL OR NOT TO ENROLL.— 

Nothing in this title shall be construed to re-
strict the choice of a qualified individual to en-
roll or not to enroll in a qualified health plan or 
to participate in an Exchange. 

(B) PROHIBITION AGAINST COMPELLED ENROLL-
MENT.—Nothing in this title shall be construed 
to compel an individual to enroll in a qualified 
health plan or to participate in an Exchange. 

(C) INDIVIDUALS ALLOWED TO ENROLL IN ANY 
PLAN.—A qualified individual may enroll in any 
qualified health plan, except that in the case of 
a catastrophic plan described in section 1302(e), 
a qualified individual may enroll in the plan 
only if the individual is eligible to enroll in the 
plan under section 1302(e)(2). 

(D) MEMBERS OF CONGRESS IN THE EX-
CHANGE.— 

(i) REQUIREMENT.—Notwithstanding any 
other provision of law, after the effective date of 
this subtitle, the only health plans that the Fed-
eral Government may make available to Mem-
bers of Congress and congressional staff with re-
spect to their service as a Member of Congress or 
congressional staff shall be health plans that 
are— 

(I) created under this Act (or an amendment 
made by this Act); or 

(II) offered through an Exchange established 
under this Act (or an amendment made by this 
Act). 

(ii) DEFINITIONS.—In this section: 
(I) MEMBER OF CONGRESS.—The term ‘‘Member 

of Congress’’ means any member of the House of 
Representatives or the Senate. 

(II) CONGRESSIONAL STAFF.—The term ‘‘con-
gressional staff’’ means all full-time and part- 
time employees employed by the official office of 
a Member of Congress, whether in Washington, 
DC or outside of Washington, DC. 

(4) NO PENALTY FOR TRANSFERRING TO MIN-
IMUM ESSENTIAL COVERAGE OUTSIDE EX-
CHANGE.—An Exchange, or a qualified health 
plan offered through an Exchange, shall not im-
pose any penalty or other fee on an individual 
who cancels enrollment in a plan because the 
individual becomes eligible for minimum essen-
tial coverage (as defined in section 5000A(f) of 
the Internal Revenue Code of 1986 without re-
gard to paragraph (1)(C) or (D) thereof) or such 
coverage becomes affordable (within the mean-
ing of section 36B(c)(2)(C) of such Code). 

(e) ENROLLMENT THROUGH AGENTS OR BRO-
KERS.—The Secretary shall establish procedures 
under which a State may allow agents or bro-
kers— 

(1) to enroll individuals in any qualified 
health plans in the individual or small group 
market as soon as the plan is offered through an 
Exchange in the State; and 

(2) to assist individuals in applying for pre-
mium tax credits and cost-sharing reductions for 
plans sold through an Exchange. 

Such procedures may include the establishment 
of rate schedules for broker commissions paid by 
health benefits plans offered through an ex-
change. 

(f) QUALIFIED INDIVIDUALS AND EMPLOYERS; 
ACCESS LIMITED TO CITIZENS AND LAWFUL RESI-
DENTS.— 

(1) QUALIFIED INDIVIDUALS.—In this title: 
(A) IN GENERAL.—The term ‘‘qualified indi-

vidual’’ means, with respect to an Exchange, an 
individual who— 

(i) is seeking to enroll in a qualified health 
plan in the individual market offered through 
the Exchange; and 

(ii) resides in the State that established the 
Exchange (except with respect to territorial 
agreements under section 1312(f)). 

(B) INCARCERATED INDIVIDUALS EXCLUDED.— 
An individual shall not be treated as a qualified 
individual if, at the time of enrollment, the indi-
vidual is incarcerated, other than incarceration 
pending the disposition of charges. 

(2) QUALIFIED EMPLOYER.—In this title: 

(A) IN GENERAL.—The term ‘‘qualified em-
ployer’’ means a small employer that elects to 
make all full-time employees of such employer 
eligible for 1 or more qualified health plans of-
fered in the small group market through an Ex-
change that offers qualified health plans. 

(B) EXTENSION TO LARGE GROUPS.— 
(i) IN GENERAL.—Beginning in 2017, each State 

may allow issuers of health insurance coverage 
in the large group market in the State to offer 
qualified health plans in such market through 
an Exchange. Nothing in this subparagraph 
shall be construed as requiring the issuer to 
offer such plans through an Exchange. 

(ii) LARGE EMPLOYERS ELIGIBLE.—If a State 
under clause (i) allows issuers to offer qualified 
health plans in the large group market through 
an Exchange, the term ‘‘qualified employer’’ 
shall include a large employer that elects to 
make all full-time employees of such employer 
eligible for 1 or more qualified health plans of-
fered in the large group market through the Ex-
change. 

(3) ACCESS LIMITED TO LAWFUL RESIDENTS.—If 
an individual is not, or is not reasonably ex-
pected to be for the entire period for which en-
rollment is sought, a citizen or national of the 
United States or an alien lawfully present in the 
United States, the individual shall not be treat-
ed as a qualified individual and may not be cov-
ered under a qualified health plan in the indi-
vidual market that is offered through an Ex-
change. 
SEC. 1313. FINANCIAL INTEGRITY. 

(a) ACCOUNTING FOR EXPENDITURES.— 
(1) IN GENERAL.—An Exchange shall keep an 

accurate accounting of all activities, receipts, 
and expenditures and shall annually submit to 
the Secretary a report concerning such account-
ings. 

(2) INVESTIGATIONS.—The Secretary, in coordi-
nation with the Inspector General of the De-
partment of Health and Human Services, may 
investigate the affairs of an Exchange, may ex-
amine the properties and records of an Ex-
change, and may require periodic reports in re-
lation to activities undertaken by an Exchange. 
An Exchange shall fully cooperate in any inves-
tigation conducted under this paragraph. 

(3) AUDITS.—An Exchange shall be subject to 
annual audits by the Secretary. 

(4) PATTERN OF ABUSE.—If the Secretary de-
termines that an Exchange or a State has en-
gaged in serious misconduct with respect to com-
pliance with the requirements of, or carrying 
out of activities required under, this title, the 
Secretary may rescind from payments otherwise 
due to such State involved under this or any 
other Act administered by the Secretary an 
amount not to exceed 1 percent of such pay-
ments per year until corrective actions are taken 
by the State that are determined to be adequate 
by the Secretary. 

(5) PROTECTIONS AGAINST FRAUD AND ABUSE.— 
With respect to activities carried out under this 
title, the Secretary shall provide for the efficient 
and non-discriminatory administration of Ex-
change activities and implement any measure or 
procedure that— 

(A) the Secretary determines is appropriate to 
reduce fraud and abuse in the administration of 
this title; and 

(B) the Secretary has authority to implement 
under this title or any other Act. 

(6) APPLICATION OF THE FALSE CLAIMS ACT.— 
(A) IN GENERAL.—Payments made by, 

through, or in connection with an Exchange are 
subject to the False Claims Act (31 U.S.C. 3729 
et seq.) if those payments include any Federal 
funds. Compliance with the requirements of this 
Act concerning eligibility for a health insurance 
issuer to participate in the Exchange shall be a 
material condition of an issuer’s entitlement to 
receive payments, including payments of pre-
mium tax credits and cost-sharing reductions, 
through the Exchange. 

(B) DAMAGES.—Notwithstanding paragraph 
(1) of section 3729(a) of title 31, United States 
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Code, and subject to paragraph (2) of such sec-
tion, the civil penalty assessed under the False 
Claims Act on any person found liable under 
such Act as described in subparagraph (A) shall 
be increased by not less than 3 times and not 
more than 6 times the amount of damages which 
the Government sustains because of the act of 
that person. 

(b) GAO OVERSIGHT.—Not later than 5 years 
after the first date on which Exchanges are re-
quired to be operational under this title, the 
Comptroller General shall conduct an ongoing 
study of Exchange activities and the enrollees in 
qualified health plans offered through Ex-
changes. Such study shall review— 

(1) the operations and administration of Ex-
changes, including surveys and reports of quali-
fied health plans offered through Exchanges 
and on the experience of such plans (including 
data on enrollees in Exchanges and individuals 
purchasing health insurance coverage outside of 
Exchanges), the expenses of Exchanges, claims 
statistics relating to qualified health plans, com-
plaints data relating to such plans, and the 
manner in which Exchanges meet their goals; 

(2) any significant observations regarding the 
utilization and adoption of Exchanges; 

(3) where appropriate, recommendations for 
improvements in the operations or policies of Ex-
changes; and 

(4) how many physicians, by area and spe-
cialty, are not taking or accepting new patients 
enrolled in Federal Government health care pro-
grams, and the adequacy of provider networks 
of Federal Government health care programs. 

PART III—STATE FLEXIBILITY RELATING 
TO EXCHANGES 

SEC. 1321. STATE FLEXIBILITY IN OPERATION 
AND ENFORCEMENT OF EXCHANGES 
AND RELATED REQUIREMENTS. 

(a) ESTABLISHMENT OF STANDARDS.— 
(1) IN GENERAL.—The Secretary shall, as soon 

as practicable after the date of enactment of this 
Act, issue regulations setting standards for 
meeting the requirements under this title, and 
the amendments made by this title, with respect 
to— 

(A) the establishment and operation of Ex-
changes (including SHOP Exchanges); 

(B) the offering of qualified health plans 
through such Exchanges; 

(C) the establishment of the reinsurance and 
risk adjustment programs under part V; and 

(D) such other requirements as the Secretary 
determines appropriate. 

The preceding sentence shall not apply to 
standards for requirements under subtitles A 
and C (and the amendments made by such sub-
titles) for which the Secretary issues regulations 
under the Public Health Service Act. 

(2) CONSULTATION.—In issuing the regulations 
under paragraph (1), the Secretary shall consult 
with the National Association of Insurance 
Commissioners and its members and with health 
insurance issuers, consumer organizations, and 
such other individuals as the Secretary selects 
in a manner designed to ensure balanced rep-
resentation among interested parties. 

(b) STATE ACTION.—Each State that elects, at 
such time and in such manner as the Secretary 
may prescribe, to apply the requirements de-
scribed in subsection (a) shall, not later than 
January 1, 2014, adopt and have in effect— 

(1) the Federal standards established under 
subsection (a); or 

(2) a State law or regulation that the Sec-
retary determines implements the standards 
within the State. 

(c) FAILURE TO ESTABLISH EXCHANGE OR IM-
PLEMENT REQUIREMENTS.— 

(1) IN GENERAL.—If— 
(A) a State is not an electing State under sub-

section (b); or 
(B) the Secretary determines, on or before 

January 1, 2013, that an electing State— 
(i) will not have any required Exchange oper-

ational by January 1, 2014; or 

(ii) has not taken the actions the Secretary 
determines necessary to implement— 

(I) the other requirements set forth in the 
standards under subsection (a); or 

(II) the requirements set forth in subtitles A 
and C and the amendments made by such sub-
titles; 
the Secretary shall (directly or through agree-
ment with a not-for-profit entity) establish and 
operate such Exchange within the State and the 
Secretary shall take such actions as are nec-
essary to implement such other requirements. 

(2) ENFORCEMENT AUTHORITY.—The provisions 
of section 2736(b) of the Public Health Services 
Act shall apply to the enforcement under para-
graph (1) of requirements of subsection (a)(1) 
(without regard to any limitation on the appli-
cation of those provisions to group health 
plans). 

(d) NO INTERFERENCE WITH STATE REGU-
LATORY AUTHORITY.—Nothing in this title shall 
be construed to preempt any State law that does 
not prevent the application of the provisions of 
this title. 

(e) PRESUMPTION FOR CERTAIN STATE-OPER-
ATED EXCHANGES.— 

(1) IN GENERAL.—In the case of a State oper-
ating an Exchange before January 1, 2010, and 
which has insured a percentage of its popu-
lation not less than the percentage of the popu-
lation projected to be covered nationally after 
the implementation of this Act, that seeks to op-
erate an Exchange under this section, the Sec-
retary shall presume that such Exchange meets 
the standards under this section unless the Sec-
retary determines, after completion of the proc-
ess established under paragraph (2), that the 
Exchange does not comply with such standards. 

(2) PROCESS.—The Secretary shall establish a 
process to work with a State described in para-
graph (1) to provide assistance necessary to as-
sist the State’s Exchange in coming into compli-
ance with the standards for approval under this 
section. 
SEC. 1322. FEDERAL PROGRAM TO ASSIST ESTAB-

LISHMENT AND OPERATION OF NON-
PROFIT, MEMBER-RUN HEALTH IN-
SURANCE ISSUERS. 

(a) ESTABLISHMENT OF PROGRAM.— 
(1) IN GENERAL.—The Secretary shall establish 

a program to carry out the purposes of this sec-
tion to be known as the Consumer Operated and 
Oriented Plan (CO–OP) program. 

(2) PURPOSE.—It is the purpose of the CO–OP 
program to foster the creation of qualified non-
profit health insurance issuers to offer qualified 
health plans in the individual and small group 
markets in the States in which the issuers are li-
censed to offer such plans. 

(b) LOANS AND GRANTS UNDER THE CO–OP 
PROGRAM.— 

(1) IN GENERAL.—The Secretary shall provide 
through the CO–OP program for the awarding 
to persons applying to become qualified non-
profit health insurance issuers of— 

(A) loans to provide assistance to such person 
in meeting its start-up costs; and 

(B) grants to provide assistance to such per-
son in meeting any solvency requirements of 
States in which the person seeks to be licensed 
to issue qualified health plans. 

(2) REQUIREMENTS FOR AWARDING LOANS AND 
GRANTS.— 

(A) IN GENERAL.—In awarding loans and 
grants under the CO–OP program, the Secretary 
shall— 

(i) take into account the recommendations of 
the advisory board established under paragraph 
(3); 

(ii) give priority to applicants that will offer 
qualified health plans on a Statewide basis, will 
utilize integrated care models, and have signifi-
cant private support; and 

(iii) ensure that there is sufficient funding to 
establish at least 1 qualified nonprofit health in-
surance issuer in each State, except that noth-
ing in this clause shall prohibit the Secretary 
from funding the establishment of multiple 

qualified nonprofit health insurance issuers in 
any State if the funding is sufficient to do so. 

(B) STATES WITHOUT ISSUERS IN PROGRAM.—If 
no health insurance issuer applies to be a quali-
fied nonprofit health insurance issuer within a 
State, the Secretary may use amounts appro-
priated under this section for the awarding of 
grants to encourage the establishment of a 
qualified nonprofit health insurance issuer 
within the State or the expansion of a qualified 
nonprofit health insurance issuer from another 
State to the State. 

(C) AGREEMENT.— 
(i) IN GENERAL.—The Secretary shall require 

any person receiving a loan or grant under the 
CO–OP program to enter into an agreement with 
the Secretary which requires such person to 
meet (and to continue to meet)— 

(I) any requirement under this section for 
such person to be treated as a qualified non-
profit health insurance issuer; and 

(II) any requirements contained in the agree-
ment for such person to receive such loan or 
grant. 

(ii) RESTRICTIONS ON USE OF FEDERAL 
FUNDS.—The agreement shall include a require-
ment that no portion of the funds made avail-
able by any loan or grant under this section 
may be used— 

(I) for carrying on propaganda, or otherwise 
attempting, to influence legislation; or 

(II) for marketing. 
Nothing in this clause shall be construed to 
allow a person to take any action prohibited by 
section 501(c)(29) of the Internal Revenue Code 
of 1986. 

(iii) FAILURE TO MEET REQUIREMENTS.—If the 
Secretary determines that a person has failed to 
meet any requirement described in clause (i) or 
(ii) and has failed to correct such failure within 
a reasonable period of time of when the person 
first knows (or reasonably should have known) 
of such failure, such person shall repay to the 
Secretary an amount equal to the sum of— 

(I) 110 percent of the aggregate amount of 
loans and grants received under this section; 
plus 

(II) interest on the aggregate amount of loans 
and grants received under this section for the 
period the loans or grants were outstanding. 
The Secretary shall notify the Secretary of the 
Treasury of any determination under this sec-
tion of a failure that results in the termination 
of an issuer’s tax-exempt status under section 
501(c)(29) of such Code. 

(D) TIME FOR AWARDING LOANS AND GRANTS.— 
The Secretary shall not later than July 1, 2013, 
award the loans and grants under the CO–OP 
program and begin the distribution of amounts 
awarded under such loans and grants. 

(3) ADVISORY BOARD.— 
(A) IN GENERAL.—The advisory board under 

this paragraph shall consist of 15 members ap-
pointed by the Comptroller General of the 
United States from among individuals with 
qualifications described in section 1805(c)(2) of 
the Social Security Act. 

(B) RULES RELATING TO APPOINTMENTS.— 
(i) STANDARDS.—Any individual appointed 

under subparagraph (A) shall meet ethics and 
conflict of interest standards protecting against 
insurance industry involvement and inter-
ference. 

(ii) ORIGINAL APPOINTMENTS.—The original 
appointment of board members under subpara-
graph (A)(ii) shall be made no later than 3 
months after the date of enactment of this Act. 

(C) VACANCY.—Any vacancy on the advisory 
board shall be filled in the same manner as the 
original appointment. 

(D) PAY AND REIMBURSEMENT.— 
(i) NO COMPENSATION FOR MEMBERS OF ADVI-

SORY BOARD.—Except as provided in clause (ii), 
a member of the advisory board may not receive 
pay, allowances, or benefits by reason of their 
service on the board. 

(ii) TRAVEL EXPENSES.—Each member shall re-
ceive travel expenses, including per diem in lieu 
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of subsistence under subchapter I of chapter 57 
of title 5, United States Code. 

(E) APPLICATION OF FACA.—The Federal Advi-
sory Committee Act (5 U.S.C. App.) shall apply 
to the advisory board, except that section 14 of 
such Act shall not apply. 

(F) TERMINATION.—The advisory board shall 
terminate on the earlier of the date that it com-
pletes its duties under this section or December 
31, 2015. 

(c) QUALIFIED NONPROFIT HEALTH INSURANCE 
ISSUER.—For purposes of this section— 

(1) IN GENERAL.—The term ‘‘qualified non-
profit health insurance issuer’’ means a health 
insurance issuer that is an organization— 

(A) that is organized under State law as a 
nonprofit, member corporation; 

(B) substantially all of the activities of which 
consist of the issuance of qualified health plans 
in the individual and small group markets in 
each State in which it is licensed to issue such 
plans; and 

(C) that meets the other requirements of this 
subsection. 

(2) CERTAIN ORGANIZATIONS PROHIBITED.—An 
organization shall not be treated as a qualified 
nonprofit health insurance issuer if— 

(A) the organization or a related entity (or 
any predecessor of either) was a health insur-
ance issuer on July 16, 2009; or 

(B) the organization is sponsored by a State or 
local government, any political subdivision 
thereof, or any instrumentality of such govern-
ment or political subdivision. 

(3) GOVERNANCE REQUIREMENTS.—An organi-
zation shall not be treated as a qualified non-
profit health insurance issuer unless— 

(A) the governance of the organization is sub-
ject to a majority vote of its members; 

(B) its governing documents incorporate ethics 
and conflict of interest standards protecting 
against insurance industry involvement and in-
terference; and 

(C) as provided in regulations promulgated by 
the Secretary, the organization is required to 
operate with a strong consumer focus, including 
timeliness, responsiveness, and accountability to 
members. 

(4) PROFITS INURE TO BENEFIT OF MEMBERS.— 
An organization shall not be treated as a quali-
fied nonprofit health insurance issuer unless 
any profits made by the organization are re-
quired to be used to lower premiums, to improve 
benefits, or for other programs intended to im-
prove the quality of health care delivered to its 
members. 

(5) COMPLIANCE WITH STATE INSURANCE 
LAWS.—An organization shall not be treated as 
a qualified nonprofit health insurance issuer 
unless the organization meets all the require-
ments that other issuers of qualified health 
plans are required to meet in any State where 
the issuer offers a qualified health plan, includ-
ing solvency and licensure requirements, rules 
on payments to providers, and compliance with 
network adequacy rules, rate and form filing 
rules, any applicable State premium assessments 
and any other State law described in section 
1324(b). 

(6) COORDINATION WITH STATE INSURANCE RE-
FORMS.—An organization shall not be treated as 
a qualified nonprofit health insurance issuer 
unless the organization does not offer a health 
plan in a State until that State has in effect (or 
the Secretary has implemented for the State) the 
market reforms required by part A of title 
XXVII of the Public Health Service Act (as 
amended by subtitles A and C of this Act). 

(d) ESTABLISHMENT OF PRIVATE PURCHASING 
COUNCIL.— 

(1) IN GENERAL.—Qualified nonprofit health 
insurance issuers participating in the CO–OP 
program under this section may establish a pri-
vate purchasing council to enter into collective 
purchasing arrangements for items and services 
that increase administrative and other cost effi-
ciencies, including claims administration, ad-
ministrative services, health information tech-
nology, and actuarial services. 

(2) COUNCIL MAY NOT SET PAYMENT RATES.— 
The private purchasing council established 
under paragraph (1) shall not set payment rates 
for health care facilities or providers partici-
pating in health insurance coverage provided by 
qualified nonprofit health insurance issuers. 

(3) CONTINUED APPLICATION OF ANTITRUST 
LAWS.— 

(A) IN GENERAL.—Nothing in this section shall 
be construed to limit the application of the anti-
trust laws to any private purchasing council 
(whether or not established under this sub-
section) or to any qualified nonprofit health in-
surance issuer participating in such a council. 

(B) ANTITRUST LAWS.—For purposes of this 
subparagraph, the term ‘‘antitrust laws’’ has 
the meaning given the term in subsection (a) of 
the first section of the Clayton Act (15 U.S.C. 
12(a)). Such term also includes section 5 of the 
Federal Trade Commission Act (15 U.S.C. 45) to 
the extent that such section 5 applies to unfair 
methods of competition. 

(e) LIMITATION ON PARTICIPATION.—No rep-
resentative of any Federal, State, or local gov-
ernment (or of any political subdivision or in-
strumentality thereof), and no representative of 
a person described in subsection (c)(2)(A), may 
serve on the board of directors of a qualified 
nonprofit health insurance issuer or with a pri-
vate purchasing council established under sub-
section (d). 

(f) LIMITATIONS ON SECRETARY.— 
(1) IN GENERAL.—The Secretary shall not— 
(A) participate in any negotiations between 1 

or more qualified nonprofit health insurance 
issuers (or a private purchasing council estab-
lished under subsection (d)) and any health 
care facilities or providers, including any drug 
manufacturer, pharmacy, or hospital; and 

(B) establish or maintain a price structure for 
reimbursement of any health benefits covered by 
such issuers. 

(2) COMPETITION.—Nothing in this section 
shall be construed as authorizing the Secretary 
to interfere with the competitive nature of pro-
viding health benefits through qualified non-
profit health insurance issuers. 

(g) APPROPRIATIONS.—There are hereby ap-
propriated, out of any funds in the Treasury 
not otherwise appropriated, $6,000,000,000 to 
carry out this section. 

(h) TAX EXEMPTION FOR QUALIFIED NON-
PROFIT HEALTH INSURANCE ISSUER.— 

(1) IN GENERAL.—Section 501(c) of the Internal 
Revenue Code of 1986 (relating to list of exempt 
organizations) is amended by adding at the end 
the following: 

‘‘(29) CO–OP HEALTH INSURANCE ISSUERS.— 
‘‘(A) IN GENERAL.—A qualified nonprofit 

health insurance issuer (within the meaning of 
section 1322 of the Patient Protection and Af-
fordable Care Act) which has received a loan or 
grant under the CO–OP program under such 
section, but only with respect to periods for 
which the issuer is in compliance with the re-
quirements of such section and any agreement 
with respect to the loan or grant. 

‘‘(B) CONDITIONS FOR EXEMPTION.—Subpara-
graph (A) shall apply to an organization only 
if— 

‘‘(i) the organization has given notice to the 
Secretary, in such manner as the Secretary may 
by regulations prescribe, that it is applying for 
recognition of its status under this paragraph, 

‘‘(ii) except as provided in section 1322(c)(4) of 
the Patient Protection and Affordable Care Act, 
no part of the net earnings of which inures to 
the benefit of any private shareholder or indi-
vidual, 

‘‘(iii) no substantial part of the activities of 
which is carrying on propaganda, or otherwise 
attempting, to influence legislation, and 

‘‘(iv) the organization does not participate in, 
or intervene in (including the publishing or dis-
tributing of statements), any political campaign 
on behalf of (or in opposition to) any candidate 
for public office.’’. 

(2) ADDITIONAL REPORTING REQUIREMENT.— 
Section 6033 of such Code (relating to returns by 

exempt organizations) is amended by redesig-
nating subsection (m) as subsection (n) and by 
inserting after subsection (l) the following: 

‘‘(m) ADDITIONAL INFORMATION REQUIRED 
FROM CO–OP INSURERS.—An organization de-
scribed in section 501(c)(29) shall include on the 
return required under subsection (a) the fol-
lowing information: 

‘‘(1) The amount of the reserves required by 
each State in which the organization is licensed 
to issue qualified health plans. 

‘‘(2) The amount of reserves on hand.’’. 
(3) APPLICATION OF TAX ON EXCESS BENEFIT 

TRANSACTIONS.—Section 4958(e)(1) of such Code 
(defining applicable tax-exempt organization) is 
amended by striking ‘‘paragraph (3) or (4)’’ and 
inserting ‘‘paragraph (3), (4), or (29)’’. 

(i) GAO STUDY AND REPORT.— 
(1) STUDY.—The Comptroller General of the 

General Accountability Office shall conduct an 
ongoing study on competition and market con-
centration in the health insurance market in the 
United States after the implementation of the re-
forms in such market under the provisions of, 
and the amendments made by, this Act. Such 
study shall include an analysis of new issuers of 
health insurance in such market. 

(2) REPORT.—The Comptroller General shall, 
not later than December 31 of each even-num-
bered year (beginning with 2014), report to the 
appropriate committees of the Congress the re-
sults of the study conducted under paragraph 
(1), including any recommendations for adminis-
trative or legislative changes the Comptroller 
General determines necessary or appropriate to 
increase competition in the health insurance 
market. 
SEC. 1323. COMMUNITY HEALTH INSURANCE OP-

TION. 
(a) VOLUNTARY NATURE.— 
(1) NO REQUIREMENT FOR HEALTH CARE PRO-

VIDERS TO PARTICIPATE.—Nothing in this section 
shall be construed to require a health care pro-
vider to participate in a community health in-
surance option, or to impose any penalty for 
non-participation. 

(2) NO REQUIREMENT FOR INDIVIDUALS TO 
JOIN.—Nothing in this section shall be construed 
to require an individual to participate in a com-
munity health insurance option, or to impose 
any penalty for non-participation. 

(3) STATE OPT OUT.— 
(A) IN GENERAL.—A State may elect to prohibit 

Exchanges in such State from offering a commu-
nity health insurance option if such State en-
acts a law to provide for such prohibition. 

(B) TERMINATION OF OPT OUT.—A State may 
repeal a law described in subparagraph (A) and 
provide for the offering of such an option 
through the Exchange. 

(b) ESTABLISHMENT OF COMMUNITY HEALTH 
INSURANCE OPTION.— 

(1) ESTABLISHMENT.—The Secretary shall es-
tablish a community health insurance option to 
offer, through the Exchanges established under 
this title (other than Exchanges in States that 
elect to opt out as provided for in subsection 
(a)(3)), health care coverage that provides 
value, choice, competition, and stability of af-
fordable, high quality coverage throughout the 
United States. 

(2) COMMUNITY HEALTH INSURANCE OPTION.— 
In this section, the term ‘‘community health in-
surance option’’ means health insurance cov-
erage that— 

(A) except as specifically provided for in this 
section, complies with the requirements for being 
a qualified health plan; 

(B) provides high value for the premium 
charged; 

(C) reduces administrative costs and promotes 
administrative simplification for beneficiaries; 

(D) promotes high quality clinical care; 
(E) provides high quality customer service to 

beneficiaries; 
(F) offers a sufficient choice of providers; and 
(G) complies with State laws (if any), except 

as otherwise provided for in this title, relating to 
the laws described in section 1324(b). 
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(3) ESSENTIAL HEALTH BENEFITS.— 
(A) GENERAL RULE.—Except as provided in 

subparagraph (B), a community health insur-
ance option offered under this section shall pro-
vide coverage only for the essential health bene-
fits described in section 1302(b). 

(B) STATES MAY OFFER ADDITIONAL BENE-
FITS.—Nothing in this section shall preclude a 
State from requiring that benefits in addition to 
the essential health benefits required under sub-
paragraph (A) be provided to enrollees of a com-
munity health insurance option offered in such 
State. 

(C) CREDITS.— 
(i) IN GENERAL.—An individual enrolled in a 

community health insurance option under this 
section shall be eligible for credits under section 
36B of the Internal Revenue Code of 1986 in the 
same manner as an individual who is enrolled in 
a qualified health plan. 

(ii) NO ADDITIONAL FEDERAL COST.—A require-
ment by a State under subparagraph (B) that 
benefits in addition to the essential health bene-
fits required under subparagraph (A) be pro-
vided to enrollees of a community health insur-
ance option shall not affect the amount of a 
premium tax credit provided under section 36B 
of the Internal Revenue Code of 1986 with re-
spect to such plan. 

(D) STATE MUST ASSUME COST.—A State shall 
make payments to or on behalf of an eligible in-
dividual to defray the cost of any additional 
benefits described in subparagraph (B). 

(E) ENSURING ACCESS TO ALL SERVICES.—Noth-
ing in this Act shall prohibit an individual en-
rolled in a community health insurance option 
from paying out-of-pocket the full cost of any 
item or service not included as an essential 
health benefit or otherwise covered as a benefit 
by a health plan. Nothing in subparagraph (B) 
shall prohibit any type of medical provider from 
accepting an out-of-pocket payment from an in-
dividual enrolled in a community health insur-
ance option for a service otherwise not included 
as an essential health benefit. 

(F) PROTECTING ACCESS TO END OF LIFE 
CARE.—A community health insurance option 
offered under this section shall be prohibited 
from limiting access to end of life care. 

(4) COST SHARING.—A community health in-
surance option shall offer coverage at each of 
the levels of coverage described in section 
1302(d). 

(5) PREMIUMS.— 
(A) PREMIUMS SUFFICIENT TO COVER COSTS.— 

The Secretary shall establish geographically ad-
justed premium rates in an amount sufficient to 
cover expected costs (including claims and ad-
ministrative costs) using methods in general use 
by qualified health plans. 

(B) APPLICABLE RULES.—The provisions of 
title XXVII of the Public Health Service Act re-
lating to premiums shall apply to community 
health insurance options under this section, in-
cluding modified community rating provisions 
under section 2701 of such Act. 

(C) COLLECTION OF DATA.—The Secretary 
shall collect data as necessary to set premium 
rates under subparagraph (A). 

(D) NATIONAL POOLING.—Notwithstanding 
any other provision of law, the Secretary may 
treat all enrollees in community health insur-
ance options as members of a single pool. 

(E) CONTINGENCY MARGIN.—In establishing 
premium rates under subparagraph (A), the Sec-
retary shall include an appropriate amount for 
a contingency margin. 

(6) REIMBURSEMENT RATES.— 
(A) NEGOTIATED RATES.—The Secretary shall 

negotiate rates for the reimbursement of health 
care providers for benefits covered under a com-
munity health insurance option. 

(B) LIMITATION.—The rates described in sub-
paragraph (A) shall not be higher, in aggregate, 
than the average reimbursement rates paid by 
health insurance issuers offering qualified 
health plans through the Exchange. 

(C) INNOVATION.—Subject to the limits con-
tained in subparagraph (A), a State Advisory 

Council established or designated under sub-
section (d) may develop or encourage the use of 
innovative payment policies that promote qual-
ity, efficiency and savings to consumers. 

(7) SOLVENCY AND CONSUMER PROTECTION.— 
(A) SOLVENCY.—The Secretary shall establish 

a Federal solvency standard to be applied with 
respect to a community health insurance option. 
A community health insurance option shall also 
be subject to the solvency standard of each State 
in which such community health insurance op-
tion is offered. 

(B) MINIMUM REQUIRED.—In establishing the 
standard described under subparagraph (A), the 
Secretary shall require a reserve fund that shall 
be equal to at least the dollar value of the in-
curred but not reported claims of a community 
health insurance option. 

(C) CONSUMER PROTECTIONS.—The consumer 
protection laws of a State shall apply to a com-
munity health insurance option. 

(8) REQUIREMENTS ESTABLISHED IN PARTNER-
SHIP WITH INSURANCE COMMISSIONERS.— 

(A) IN GENERAL.—The Secretary, in collabora-
tion with the National Association of Insurance 
Commissioners (in this paragraph referred to as 
the ‘‘NAIC’’), may promulgate regulations to es-
tablish additional requirements for a community 
health insurance option. 

(B) APPLICABILITY.—Any requirement promul-
gated under subparagraph (A) shall be applica-
ble to such option beginning 90 days after the 
date on which the regulation involved becomes 
final. 

(c) START-UP FUND.— 
(1) ESTABLISHMENT OF FUND.— 
(A) IN GENERAL.—There is established in the 

Treasury of the United States a trust fund to be 
known as the ‘‘Health Benefit Plan Start-Up 
Fund’’ (referred to in this section as the ‘‘Start- 
Up Fund’’), that shall consist of such amounts 
as may be appropriated or credited to the Start- 
Up Fund as provided for in this subsection to 
provide loans for the initial operations of a com-
munity health insurance option. Such amounts 
shall remain available until expended. 

(B) FUNDING.—There is hereby appropriated 
to the Start-Up Fund, out of any moneys in the 
Treasury not otherwise appropriated an amount 
requested by the Secretary of Health and 
Human Services as necessary to— 

(i) pay the start-up costs associated with the 
initial operations of a community health insur-
ance option; and 

(ii) pay the costs of making payments on 
claims submitted during the period that is not 
more than 90 days from the date on which such 
option is offered. 

(2) USE OF START-UP FUND.—The Secretary 
shall use amounts contained in the Start-Up 
Fund to make payments (subject to the repay-
ment requirements in paragraph (4)) for the pur-
poses described in paragraph (1)(B). 

(3) PASS THROUGH OF REBATES.—The Secretary 
may establish procedures for reducing the 
amount of payments to a contracting adminis-
trator to take into account any rebates or price 
concessions. 

(4) REPAYMENT.— 
(A) IN GENERAL.—A community health insur-

ance option shall be required to repay the Sec-
retary of the Treasury (on such terms as the 
Secretary may require) for any payments made 
under paragraph (1)(B) by the date that is not 
later than 9 years after the date on which the 
payment is made. The Secretary may require the 
payment of interest with respect to such repay-
ments at rates that do not exceed the market in-
terest rate (as determined by the Secretary). 

(B) SANCTIONS IN CASE OF FOR-PROFIT CONVER-
SION.—In any case in which the Secretary enters 
into a contract with a qualified entity for the 
offering of a community health insurance option 
and such entity is determined to be a for-profit 
entity by the Secretary, such entity shall be— 

(i) immediately liable to the Secretary for any 
payments received by such entity from the Start- 
Up Fund; and 

(ii) permanently ineligible to offer a qualified 
health plan. 

(d) STATE ADVISORY COUNCIL.— 
(1) ESTABLISHMENT.—A State (other than a 

State that elects to opt out as provided for in 
subsection (a)(3)) shall establish or designate a 
public or non-profit private entity to serve as 
the State Advisory Council to provide rec-
ommendations to the Secretary on the oper-
ations and policies of a community health insur-
ance option in the State. Such Council shall 
provide recommendations on at least the fol-
lowing: 

(A) policies and procedures to integrate qual-
ity improvement and cost containment mecha-
nisms into the health care delivery system; 

(B) mechanisms to facilitate public awareness 
of the availability of a community health insur-
ance option; and 

(C) alternative payment structures under a 
community health insurance option for health 
care providers that encourage quality improve-
ment and cost control. 

(2) MEMBERS.—The members of the State Ad-
visory Council shall be representatives of the 
public and shall include health care consumers 
and providers. 

(3) APPLICABILITY OF RECOMMENDATIONS.— 
The Secretary may apply the recommendations 
of a State Advisory Council to a community 
health insurance option in that State, in any 
other State, or in all States. 

(e) AUTHORITY TO CONTRACT; TERMS OF CON-
TRACT.— 

(1) AUTHORITY.— 
(A) IN GENERAL.—The Secretary may enter 

into a contract or contracts with one or more 
qualified entities for the purpose of performing 
administrative functions (including functions 
described in subsection (a)(4) of section 1874A of 
the Social Security Act) with respect to a com-
munity health insurance option in the same 
manner as the Secretary may enter into con-
tracts under subsection (a)(1) of such section. 
The Secretary shall have the same authority 
with respect to a community health insurance 
option under this section as the Secretary has 
under subsections (a)(1) and (b) of section 1874A 
of the Social Security Act with respect to title 
XVIII of such Act. 

(B) REQUIREMENTS APPLY.—If the Secretary 
enters into a contract with a qualified entity to 
offer a community health insurance option, 
under such contract such entity— 

(i) shall meet the criteria established under 
paragraph (2); and 

(ii) shall receive an administrative fee under 
paragraph (7). 

(C) LIMITATION.—Contracts under this sub-
section shall not involve the transfer of insur-
ance risk to the contracting administrator. 

(D) REFERENCE.—An entity with which the 
Secretary has entered into a contract under this 
paragraph shall be referred to as a ‘‘contracting 
administrator’’. 

(2) QUALIFIED ENTITY.—To be qualified to be 
selected by the Secretary to offer a community 
health insurance option, an entity shall— 

(A) meet the criteria established under section 
1874A(a)(2) of the Social Security Act; 

(B) be a nonprofit entity for purposes of offer-
ing such option; 

(C) meet the solvency standards applicable 
under subsection (b)(7); 

(D) be eligible to offer health insurance or 
health benefits coverage; 

(E) meet quality standards specified by the 
Secretary; 

(F) have in place effective procedures to con-
trol fraud, abuse, and waste; and 

(G) meet such other requirements as the Sec-
retary may impose. 

Procedures described under subparagraph (F) 
shall include the implementation of procedures 
to use beneficiary identifiers to identify individ-
uals entitled to benefits so that such an individ-
ual’s social security account number is not used, 
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and shall also include procedures for the use of 
technology (including front-end, prepayment in-
telligent data-matching technology similar to 
that used by hedge funds, investment funds, 
and banks) to provide real-time data analysis of 
claims for payment under this title to identify 
and investigate unusual billing or order prac-
tices under this title that could indicate fraud or 
abuse. 

(3) TERM.—A contract provided for under 
paragraph (1) shall be for a term of at least 5 
years but not more than 10 years, as determined 
by the Secretary. At the end of each such term, 
the Secretary shall conduct a competitive bid-
ding process for the purposes of renewing exist-
ing contracts or selecting new qualified entities 
with which to enter into contracts under such 
paragraph. 

(4) LIMITATION.—A contract may not be re-
newed under this subsection unless the Sec-
retary determines that the contracting adminis-
trator has met performance requirements estab-
lished by the Secretary in the areas described in 
paragraph (7)(B). 

(5) AUDITS.—The Inspector General shall con-
duct periodic audits with respect to contracting 
administrators under this subsection to ensure 
that the administrator involved is in compliance 
with this section. 

(6) REVOCATION.—A contract awarded under 
this subsection shall be revoked by the Sec-
retary, upon the recommendation of the Inspec-
tor General, only after notice to the contracting 
administrator involved and an opportunity for a 
hearing. The Secretary may revoke such con-
tract if the Secretary determines that such ad-
ministrator has engaged in fraud, deception, 
waste, abuse of power, negligence, mismanage-
ment of taxpayer dollars, or gross mismanage-
ment. An entity that has had a contract revoked 
under this paragraph shall not be qualified to 
enter into a subsequent contract under this sub-
section. 

(7) FEE FOR ADMINISTRATION.— 
(A) IN GENERAL.—The Secretary shall pay the 

contracting administrator a fee for the manage-
ment, administration, and delivery of the bene-
fits under this section. 

(B) REQUIREMENT FOR HIGH QUALITY ADMINIS-
TRATION.—The Secretary may increase the fee 
described in subparagraph (A) by not more than 
10 percent, or reduce the fee described in sub-
paragraph (A) by not more than 50 percent, 
based on the extent to which the contracting ad-
ministrator, in the determination of the Sec-
retary, meets performance requirements estab-
lished by the Secretary, in at least the following 
areas: 

(i) Maintaining low premium costs and low 
cost sharing requirements, provided that such 
requirements are consistent with section 1302. 

(ii) Reducing administrative costs and pro-
moting administrative simplification for bene-
ficiaries. 

(iii) Promoting high quality clinical care. 
(iv) Providing high quality customer service to 

beneficiaries. 
(C) NON-RENEWAL.—The Secretary may not 

renew a contract to offer a community health 
insurance option under this section with any 
contracting entity that has been assessed more 
than one reduction under subparagraph (B) 
during the contract period. 

(8) LIMITATION.—Notwithstanding the terms 
of a contract under this subsection, the Sec-
retary shall negotiate the reimbursement rates 
for purposes of subsection (b)(6). 

(f) REPORT BY HHS AND INSOLVENCY WARN-
INGS.— 

(1) IN GENERAL.—On an annual basis, the Sec-
retary shall conduct a study on the solvency of 
a community health insurance option and sub-
mit to Congress a report describing the results of 
such study. 

(2) RESULT.—If, in any year, the result of the 
study under paragraph (1) is that a community 
health insurance option is insolvent, such result 
shall be treated as a community health insur-
ance option solvency warning. 

(3) SUBMISSION OF PLAN AND PROCEDURE.— 
(A) IN GENERAL.—If there is a community 

health insurance option solvency warning 
under paragraph (2) made in a year, the Presi-
dent shall submit to Congress, within the 15-day 
period beginning on the date of the budget sub-
mission to Congress under section 1105(a) of title 
31, United States Code, for the succeeding year, 
proposed legislation to respond to such warning. 

(B) PROCEDURE.—In the case of a legislative 
proposal submitted by the President pursuant to 
subparagraph (A), such proposal shall be con-
sidered by Congress using the same procedures 
described under sections 803 and 804 of the 
Medicare Prescription Drug, Improvement, and 
Modernization Act of 2003 that shall be used for 
a medicare funding warning. 

(g) MARKETING PARITY.—In a facility con-
trolled by the Federal Government, or by a 
State, where marketing or promotional materials 
related to a community health insurance option 
are made available to the public, making avail-
able marketing or promotional materials relating 
to private health insurance plans shall not be 
prohibited. Such materials include informa-
tional pamphlets, guidebooks, enrollment forms, 
or other materials determined reasonable for dis-
play. 

(h) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated such 
sums as may be necessary to carry out this sec-
tion. 
SEC. 1324. LEVEL PLAYING FIELD. 

(a) IN GENERAL.—Notwithstanding any other 
provision of law, any health insurance coverage 
offered by a private health insurance issuer 
shall not be subject to any Federal or State law 
described in subsection (b) if a qualified health 
plan offered under the Consumer Operated and 
Oriented Plan program under section 1322, a 
community health insurance option under sec-
tion 1323, or a nationwide qualified health plan 
under section 1333(b), is not subject to such law. 

(b) LAWS DESCRIBED.—The Federal and State 
laws described in this subsection are those Fed-
eral and State laws relating to— 

(1) guaranteed renewal; 
(2) rating; 
(3) preexisting conditions; 
(4) non-discrimination; 
(5) quality improvement and reporting; 
(6) fraud and abuse; 
(7) solvency and financial requirements; 
(8) market conduct; 
(9) prompt payment; 
(10) appeals and grievances; 
(11) privacy and confidentiality; 
(12) licensure; and 
(13) benefit plan material or information. 

PART IV—STATE FLEXIBILITY TO 
ESTABLISH ALTERNATIVE PROGRAMS 

SEC. 1331. STATE FLEXIBILITY TO ESTABLISH 
BASIC HEALTH PROGRAMS FOR LOW- 
INCOME INDIVIDUALS NOT ELIGIBLE 
FOR MEDICAID. 

(a) ESTABLISHMENT OF PROGRAM.— 
(1) IN GENERAL.—The Secretary shall establish 

a basic health program meeting the requirements 
of this section under which a State may enter 
into contracts to offer 1 or more standard health 
plans providing at least the essential health 
benefits described in section 1302(b) to eligible 
individuals in lieu of offering such individuals 
coverage through an Exchange. 

(2) CERTIFICATIONS AS TO BENEFIT COVERAGE 
AND COSTS.—Such program shall provide that a 
State may not establish a basic health program 
under this section unless the State establishes to 
the satisfaction of the Secretary, and the Sec-
retary certifies, that— 

(A) in the case of an eligible individual en-
rolled in a standard health plan offered through 
the program, the State provides— 

(i) that the amount of the monthly premium 
an eligible individual is required to pay for cov-
erage under the standard health plan for the in-
dividual and the individual’s dependents does 

not exceed the amount of the monthly premium 
that the eligible individual would have been re-
quired to pay (in the rating area in which the 
individual resides) if the individual had enrolled 
in the applicable second lowest cost silver plan 
(as defined in section 36B(b)(3)(B) of the Inter-
nal Revenue Code of 1986) offered to the indi-
vidual through an Exchange; and 

(ii) that the cost-sharing an eligible individual 
is required to pay under the standard health 
plan does not exceed— 

(I) the cost-sharing required under a platinum 
plan in the case of an eligible individual with 
household income not in excess of 150 percent of 
the poverty line for the size of the family in-
volved; and 

(II) the cost-sharing required under a gold 
plan in the case of an eligible individual not de-
scribed in subclause (I); and 

(B) the benefits provided under the standard 
health plans offered through the program cover 
at least the essential health benefits described in 
section 1302(b). 

For purposes of subparagraph (A)(i), the 
amount of the monthly premium an individual is 
required to pay under either the standard 
health plan or the applicable second lowest cost 
silver plan shall be determined after reduction 
for any premium tax credits and cost-sharing re-
ductions allowable with respect to either plan. 

(b) STANDARD HEALTH PLAN.—In this section, 
the term ‘‘standard heath plan’’ means a health 
benefits plan that the State contracts with 
under this section— 

(1) under which the only individuals eligible 
to enroll are eligible individuals; 

(2) that provides at least the essential health 
benefits described in section 1302(b); and 

(3) in the case of a plan that provides health 
insurance coverage offered by a health insur-
ance issuer, that has a medical loss ratio of at 
least 85 percent. 

(c) CONTRACTING PROCESS.— 
(1) IN GENERAL.—A State basic health program 

shall establish a competitive process for entering 
into contracts with standard health plans under 
subsection (a), including negotiation of pre-
miums and cost-sharing and negotiation of ben-
efits in addition to the essential health benefits 
described in section 1302(b). 

(2) SPECIFIC ITEMS TO BE CONSIDERED.—A 
State shall, as part of its competitive process 
under paragraph (1), include at least the fol-
lowing: 

(A) INNOVATION.—Negotiation with offerors of 
a standard health plan for the inclusion of in-
novative features in the plan, including— 

(i) care coordination and care management for 
enrollees, especially for those with chronic 
health conditions; 

(ii) incentives for use of preventive services; 
and 

(iii) the establishment of relationships between 
providers and patients that maximize patient in-
volvement in health care decision-making, in-
cluding providing incentives for appropriate uti-
lization under the plan. 

(B) HEALTH AND RESOURCE DIFFERENCES.— 
Consideration of, and the making of suitable al-
lowances for, differences in health care needs of 
enrollees and differences in local availability of, 
and access to, health care providers. Nothing in 
this subparagraph shall be construed as allow-
ing discrimination on the basis of pre-existing 
conditions or other health status-related factors. 

(C) MANAGED CARE.—Contracting with man-
aged care systems, or with systems that offer as 
many of the attributes of managed care as are 
feasible in the local health care market. 

(D) PERFORMANCE MEASURES.—Establishing 
specific performance measures and standards for 
issuers of standard health plans that focus on 
quality of care and improved health outcomes, 
requiring such plans to report to the State with 
respect to the measures and standards, and 
making the performance and quality informa-
tion available to enrollees in a useful form. 
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(3) ENHANCED AVAILABILITY.— 
(A) MULTIPLE PLANS.—A State shall, to the 

maximum extent feasible, seek to make multiple 
standard health plans available to eligible indi-
viduals within a State to ensure individuals 
have a choice of such plans. 

(B) REGIONAL COMPACTS.—A State may nego-
tiate a regional compact with other States to in-
clude coverage of eligible individuals in all such 
States in agreements with issuers of standard 
health plans. 

(4) COORDINATION WITH OTHER STATE PRO-
GRAMS.—A State shall seek to coordinate the ad-
ministration of, and provision of benefits under, 
its program under this section with the State 
medicaid program under title XIX of the Social 
Security Act, the State child health plan under 
title XXI of such Act, and other State-adminis-
tered health programs to maximize the efficiency 
of such programs and to improve the continuity 
of care. 

(d) TRANSFER OF FUNDS TO STATES.— 
(1) IN GENERAL.—If the Secretary determines 

that a State electing the application of this sec-
tion meets the requirements of the program es-
tablished under subsection (a), the Secretary 
shall transfer to the State for each fiscal year 
for which 1 or more standard health plans are 
operating within the State the amount deter-
mined under paragraph (3). 

(2) USE OF FUNDS.—A State shall establish a 
trust for the deposit of the amounts received 
under paragraph (1) and amounts in the trust 
fund shall only be used to reduce the premiums 
and cost-sharing of, or to provide additional 
benefits for, eligible individuals enrolled in 
standard health plans within the State. 
Amounts in the trust fund, and expenditures of 
such amounts, shall not be included in deter-
mining the amount of any non-Federal funds 
for purposes of meeting any matching or ex-
penditure requirement of any federally-funded 
program. 

(3) AMOUNT OF PAYMENT.— 
(A) SECRETARIAL DETERMINATION.— 
(i) IN GENERAL.—The amount determined 

under this paragraph for any fiscal year is the 
amount the Secretary determines is equal to 85 
percent of the premium tax credits under section 
36B of the Internal Revenue Code of 1986, and 
the cost-sharing reductions under section 1402, 
that would have been provided for the fiscal 
year to eligible individuals enrolled in standard 
health plans in the State if such eligible individ-
uals were allowed to enroll in qualified health 
plans through an Exchange established under 
this subtitle. 

(ii) SPECIFIC REQUIREMENTS.—The Secretary 
shall make the determination under clause (i) on 
a per enrollee basis and shall take into account 
all relevant factors necessary to determine the 
value of the premium tax credits and cost-shar-
ing reductions that would have been provided to 
eligible individuals described in clause (i), in-
cluding the age and income of the enrollee, 
whether the enrollment is for self-only or family 
coverage, geographic differences in average 
spending for health care across rating areas, the 
health status of the enrollee for purposes of de-
termining risk adjustment payments and rein-
surance payments that would have been made if 
the enrollee had enrolled in a qualified health 
plan through an Exchange, and whether any 
reconciliation of the credit or cost-sharing re-
ductions would have occurred if the enrollee 
had been so enrolled. This determination shall 
take into consideration the experience of other 
States with respect to participation in an Ex-
change and such credits and reductions pro-
vided to residents of the other States, with a 
special focus on enrollees with income below 200 
percent of poverty. 

(iii) CERTIFICATION.—The Chief Actuary of 
the Centers for Medicare & Medicaid Services, 
in consultation with the Office of Tax Analysis 
of the Department of the Treasury, shall certify 
whether the methodology used to make deter-
minations under this subparagraph, and such 

determinations, meet the requirements of clause 
(ii). Such certifications shall be based on suffi-
cient data from the State and from comparable 
States about their experience with programs cre-
ated by this Act. 

(B) CORRECTIONS.—The Secretary shall adjust 
the payment for any fiscal year to reflect any 
error in the determinations under subparagraph 
(A) for any preceding fiscal year. 

(4) APPLICATION OF SPECIAL RULES.—The pro-
visions of section 1303 shall apply to a State 
basic health program, and to standard health 
plans offered through such program, in the 
same manner as such rules apply to qualified 
health plans. 

(e) ELIGIBLE INDIVIDUAL.— 
(1) IN GENERAL.—In this section, the term ‘‘eli-

gible individual’’ means, with respect to any 
State, an individual— 

(A) who a resident of the State who is not eli-
gible to enroll in the State’s medicaid program 
under title XIX of the Social Security Act for 
benefits that at a minimum consist of the essen-
tial health benefits described in section 1302(b); 

(B) whose household income exceeds 133 per-
cent but does not exceed 200 percent of the pov-
erty line for the size of the family involved; 

(C) who is not eligible for minimum essential 
coverage (as defined in section 5000A(f) of the 
Internal Revenue Code of 1986) or is eligible for 
an employer-sponsored plan that is not afford-
able coverage (as determined under section 
5000A(e)(2) of such Code); and 

(D) who has not attained age 65 as of the be-
ginning of the plan year. 

Such term shall not include any individual who 
is not a qualified individual under section 1312 
who is eligible to be covered by a qualified 
health plan offered through an Exchange. 

(2) ELIGIBLE INDIVIDUALS MAY NOT USE EX-
CHANGE.—An eligible individual shall not be 
treated as a qualified individual under section 
1312 eligible for enrollment in a qualified health 
plan offered through an Exchange established 
under section 1311. 

(f) SECRETARIAL OVERSIGHT.—The Secretary 
shall each year conduct a review of each State 
program to ensure compliance with the require-
ments of this section, including ensuring that 
the State program meets— 

(1) eligibility verification requirements for par-
ticipation in the program; 

(2) the requirements for use of Federal funds 
received by the program; and 

(3) the quality and performance standards 
under this section. 

(g) STANDARD HEALTH PLAN OFFERORS.—A 
State may provide that persons eligible to offer 
standard health plans under a basic health pro-
gram established under this section may include 
a licensed health maintenance organization, a 
licensed health insurance insurer, or a network 
of health care providers established to offer 
services under the program. 

(h) DEFINITIONS.—Any term used in this sec-
tion which is also used in section 36B of the In-
ternal Revenue Code of 1986 shall have the 
meaning given such term by such section. 
SEC. 1332. WAIVER FOR STATE INNOVATION. 

(a) APPLICATION.— 
(1) IN GENERAL.—A State may apply to the 

Secretary for the waiver of all or any require-
ments described in paragraph (2) with respect to 
health insurance coverage within that State for 
plan years beginning on or after January 1, 
2017. Such application shall— 

(A) be filed at such time and in such manner 
as the Secretary may require; 

(B) contain such information as the Secretary 
may require, including— 

(i) a comprehensive description of the State 
legislation and program to implement a plan 
meeting the requirements for a waiver under 
this section; and 

(ii) a 10-year budget plan for such plan that 
is budget neutral for the Federal Government; 
and 

(C) provide an assurance that the State has 
enacted the law described in subsection (b)(2). 

(2) REQUIREMENTS.—The requirements de-
scribed in this paragraph with respect to health 
insurance coverage within the State for plan 
years beginning on or after January 1, 2014, are 
as follows: 

(A) Part I of subtitle D. 
(B) Part II of subtitle D. 
(C) Section 1402. 
(D) Sections 36B, 4980H, and 5000A of the In-

ternal Revenue Code of 1986. 
(3) PASS THROUGH OF FUNDING.—With respect 

to a State waiver under paragraph (1), under 
which, due to the structure of the State plan, 
individuals and small employers in the State 
would not qualify for the premium tax credits, 
cost-sharing reductions, or small business cred-
its under sections 36B of the Internal Revenue 
Code of 1986 or under part I of subtitle E for 
which they would otherwise be eligible, the Sec-
retary shall provide for an alternative means by 
which the aggregate amount of such credits or 
reductions that would have been paid on behalf 
of participants in the Exchanges established 
under this title had the State not received such 
waiver, shall be paid to the State for purposes of 
implementing the State plan under the waiver. 
Such amount shall be determined annually by 
the Secretary, taking into consideration the ex-
perience of other States with respect to partici-
pation in an Exchange and credits and reduc-
tions provided under such provisions to resi-
dents of the other States. 

(4) WAIVER CONSIDERATION AND TRANS-
PARENCY.— 

(A) IN GENERAL.—An application for a waiver 
under this section shall be considered by the 
Secretary in accordance with the regulations de-
scribed in subparagraph (B). 

(B) REGULATIONS.—Not later than 180 days 
after the date of enactment of this Act, the Sec-
retary shall promulgate regulations relating to 
waivers under this section that provide— 

(i) a process for public notice and comment at 
the State level, including public hearings, suffi-
cient to ensure a meaningful level of public 
input; 

(ii) a process for the submission of an applica-
tion that ensures the disclosure of— 

(I) the provisions of law that the State in-
volved seeks to waive; and 

(II) the specific plans of the State to ensure 
that the waiver will be in compliance with sub-
section (b); 

(iii) a process for providing public notice and 
comment after the application is received by the 
Secretary, that is sufficient to ensure a mean-
ingful level of public input and that does not 
impose requirements that are in addition to, or 
duplicative of, requirements imposed under the 
Administrative Procedures Act, or requirements 
that are unreasonable or unnecessarily burden-
some with respect to State compliance; 

(iv) a process for the submission to the Sec-
retary of periodic reports by the State con-
cerning the implementation of the program 
under the waiver; and 

(v) a process for the periodic evaluation by the 
Secretary of the program under the waiver. 

(C) REPORT.—The Secretary shall annually 
report to Congress concerning actions taken by 
the Secretary with respect to applications for 
waivers under this section. 

(5) COORDINATED WAIVER PROCESS.—The Sec-
retary shall develop a process for coordinating 
and consolidating the State waiver processes ap-
plicable under the provisions of this section, and 
the existing waiver processes applicable under 
titles XVIII, XIX, and XXI of the Social Secu-
rity Act, and any other Federal law relating to 
the provision of health care items or services. 
Such process shall permit a State to submit a 
single application for a waiver under any or all 
of such provisions. 

(6) DEFINITION.—In this section, the term 
‘‘Secretary’’ means— 
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(A) the Secretary of Health and Human Serv-

ices with respect to waivers relating to the pro-
visions described in subparagraph (A) through 
(C) of paragraph (2); and 

(B) the Secretary of the Treasury with respect 
to waivers relating to the provisions described in 
paragraph (2)(D). 

(b) GRANTING OF WAIVERS.— 
(1) IN GENERAL.—The Secretary may grant a 

request for a waiver under subsection (a)(1) only 
if the Secretary determines that the State plan— 

(A) will provide coverage that is at least as 
comprehensive as the coverage defined in sec-
tion 1302(b) and offered through Exchanges es-
tablished under this title as certified by Office of 
the Actuary of the Centers for Medicare & Med-
icaid Services based on sufficient data from the 
State and from comparable States about their 
experience with programs created by this Act 
and the provisions of this Act that would be 
waived; 

(B) will provide coverage and cost sharing 
protections against excessive out-of-pocket 
spending that are at least as affordable as the 
provisions of this title would provide; 

(C) will provide coverage to at least a com-
parable number of its residents as the provisions 
of this title would provide; and 

(D) will not increase the Federal deficit. 
(2) REQUIREMENT TO ENACT A LAW.— 
(A) IN GENERAL.—A law described in this 

paragraph is a State law that provides for State 
actions under a waiver under this section, in-
cluding the implementation of the State plan 
under subsection (a)(1)(B). 

(B) TERMINATION OF OPT OUT.—A State may 
repeal a law described in subparagraph (A) and 
terminate the authority provided under the 
waiver with respect to the State. 

(c) SCOPE OF WAIVER.— 
(1) IN GENERAL.—The Secretary shall deter-

mine the scope of a waiver of a requirement de-
scribed in subsection (a)(2) granted to a State 
under subsection (a)(1). 

(2) LIMITATION.—The Secretary may not 
waive under this section any Federal law or re-
quirement that is not within the authority of 
the Secretary. 

(d) DETERMINATIONS BY SECRETARY.— 
(1) TIME FOR DETERMINATION.—The Secretary 

shall make a determination under subsection 
(a)(1) not later than 180 days after the receipt of 
an application from a State under such sub-
section. 

(2) EFFECT OF DETERMINATION.— 
(A) GRANTING OF WAIVERS.—If the Secretary 

determines to grant a waiver under subsection 
(a)(1), the Secretary shall notify the State in-
volved of such determination and the terms and 
effectiveness of such waiver. 

(B) DENIAL OF WAIVER.—If the Secretary de-
termines a waiver should not be granted under 
subsection (a)(1), the Secretary shall notify the 
State involved, and the appropriate committees 
of Congress of such determination and the rea-
sons therefore. 

(e) TERM OF WAIVER.—No waiver under this 
section may extend over a period of longer than 
5 years unless the State requests continuation of 
such waiver, and such request shall be deemed 
granted unless the Secretary, within 90 days 
after the date of its submission to the Secretary, 
either denies such request in writing or informs 
the State in writing with respect to any addi-
tional information which is needed in order to 
make a final determination with respect to the 
request. 
SEC. 1333. PROVISIONS RELATING TO OFFERING 

OF PLANS IN MORE THAN ONE 
STATE. 

(a) HEALTH CARE CHOICE COMPACTS.— 
(1) IN GENERAL.—Not later than July 1, 2013, 

the Secretary shall, in consultation with the Na-
tional Association of Insurance Commissioners, 
issue regulations for the creation of health care 
choice compacts under which 2 or more States 
may enter into an agreement under which— 

(A) 1 or more qualified health plans could be 
offered in the individual markets in all such 

States but, except as provided in subparagraph 
(B), only be subject to the laws and regulations 
of the State in which the plan was written or 
issued; 

(B) the issuer of any qualified health plan to 
which the compact applies— 

(i) would continue to be subject to market con-
duct, unfair trade practices, network adequacy, 
and consumer protection standards (including 
standards relating to rating), including address-
ing disputes as to the performance of the con-
tract, of the State in which the purchaser re-
sides; 

(ii) would be required to be licensed in each 
State in which it offers the plan under the com-
pact or to submit to the jurisdiction of each such 
State with regard to the standards described in 
clause (i) (including allowing access to records 
as if the insurer were licensed in the State); and 

(iii) must clearly notify consumers that the 
policy may not be subject to all the laws and 
regulations of the State in which the purchaser 
resides. 

(2) STATE AUTHORITY.—A State may not enter 
into an agreement under this subsection unless 
the State enacts a law after the date of the en-
actment of this title that specifically authorizes 
the State to enter into such agreements. 

(3) APPROVAL OF COMPACTS.—The Secretary 
may approve interstate health care choice com-
pacts under paragraph (1) only if the Secretary 
determines that such health care choice com-
pact— 

(A) will provide coverage that is at least as 
comprehensive as the coverage defined in sec-
tion 1302(b) and offered through Exchanges es-
tablished under this title; 

(B) will provide coverage and cost sharing 
protections against excessive out-of-pocket 
spending that are at least as affordable as the 
provisions of this title would provide; 

(C) will provide coverage to at least a com-
parable number of its residents as the provisions 
of this title would provide; 

(D) will not increase the Federal deficit; and 
(E) will not weaken enforcement of laws and 

regulations described in paragraph (1)(B)(i) in 
any State that is included in such compact. 

(4) EFFECTIVE DATE.—A health care choice 
compact described in paragraph (1) shall not 
take effect before January 1, 2016. 

(b) AUTHORITY FOR NATIONWIDE PLANS.— 
(1) IN GENERAL.—Except as provided in para-

graph (2), if an issuer (including a group of 
health insurance issuers affiliated either by 
common ownership and control or by the com-
mon use of a nationally licensed service mark) 
of a qualified health plan in the individual or 
small group market meets the requirements of 
this subsection (in this subsection a ‘‘nation-
wide qualified health plan’’)— 

(A) the issuer of the plan may offer the na-
tionwide qualified health plan in the individual 
or small group market in more than 1 State; and 

(B) with respect to State laws mandating ben-
efit coverage by a health plan, only the State 
laws of the State in which such plan is written 
or issued shall apply to the nationwide qualified 
health plan. 

(2) STATE OPT-OUT.—A State may, by specific 
reference in a law enacted after the date of en-
actment of this title, provide that this subsection 
shall not apply to that State. Such opt-out shall 
be effective until such time as the State by law 
revokes it. 

(3) PLAN REQUIREMENTS.—An issuer meets the 
requirements of this subsection with respect to a 
nationwide qualified health plan if, in the de-
termination of the Secretary— 

(A) the plan offers a benefits package that is 
uniform in each State in which the plan is of-
fered and meets the requirements set forth in 
paragraphs (4) through (6); 

(B) the issuer is licensed in each State in 
which it offers the plan and is subject to all re-
quirements of State law not inconsistent with 
this section, including but not limited to, the 
standards and requirements that a State imposes 

that do not prevent the application of a require-
ment of part A of title XXVII of the Public 
Health Service Act or a requirement of this title; 

(C) the issuer meets all requirements of this 
title with respect to a qualified health plan, in-
cluding the requirement to offer the silver and 
gold levels of the plan in each Exchange in the 
State for the market in which the plan is of-
fered; 

(D) the issuer determines the premiums for the 
plan in any State on the basis of the rating 
rules in effect in that State for the rating areas 
in which it is offered; 

(E) the issuer offers the nationwide qualified 
health plan in at least 60 percent of the partici-
pating States in the first year in which the plan 
is offered, 65 percent of such States in the sec-
ond year, 70 percent of such States in the third 
year, 75 percent of such States in the fourth 
year, and 80 percent of such States in the fifth 
and subsequent years; 

(F) the issuer shall offer the plan in partici-
pating States across the country, in all geo-
graphic regions, and in all States that have 
adopted adjusted community rating before the 
date of enactment of this Act; and 

(G) the issuer clearly notifies consumers that 
the policy may not contain some benefits other-
wise mandated for plans in the State in which 
the purchaser resides and provides a detailed 
statement of the benefits offered and the benefit 
differences in that State, in accordance with 
rules promulgated by the Secretary. 

(4) FORM REVIEW FOR NATIONWIDE PLANS.— 
Notwithstanding any contrary provision of 
State law, at least 3 months before any nation-
wide qualified health plan is offered, the issuer 
shall file all nationwide qualified health plan 
forms with the regulator in each participating 
State in which the plan will be offered. An 
issuer may appeal the disapproval of a nation-
wide qualified health plan form to the Sec-
retary. 

(5) APPLICABLE RULES.—The Secretary shall, 
in consultation with the National Association of 
Insurance Commissioners, issue rules for the of-
fering of nationwide qualified health plans 
under this subsection. Nationwide qualified 
health plans may be offered only after such 
rules have taken effect. 

(6) COVERAGE.—The Secretary shall provide 
that the health benefits coverage provided to an 
individual through a nationwide qualified 
health plan under this subsection shall include 
at least the essential benefits package described 
in section 1302. 

(7) STATE LAW MANDATING BENEFIT COVERAGE 
BY A HEALTH BENEFITS PLAN.—For the purposes 
of this subsection, a State law mandating ben-
efit coverage by a health plan is a law that 
mandates health insurance coverage or the offer 
of health insurance coverage for specific health 
services or specific diseases. A law that man-
dates health insurance coverage or reimburse-
ment for services provided by certain classes of 
providers of health care services, or a law that 
mandates that certain classes of individuals 
must be covered as a group or as dependents, is 
not a State law mandating benefit coverage by 
a health benefits plan. 

PART V—REINSURANCE AND RISK 
ADJUSTMENT 

SEC. 1341. TRANSITIONAL REINSURANCE PRO-
GRAM FOR INDIVIDUAL AND SMALL 
GROUP MARKETS IN EACH STATE. 

(a) IN GENERAL.—Each State shall, not later 
than January 1, 2014— 

(1) include in the Federal standards or State 
law or regulation the State adopts and has in 
effect under section 1321(b) the provisions de-
scribed in subsection (b); and 

(2) establish (or enter into a contract with) 1 
or more applicable reinsurance entities to carry 
out the reinsurance program under this section. 

(b) MODEL REGULATION.— 
(1) IN GENERAL.—In establishing the Federal 

standards under section 1321(a), the Secretary, 
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in consultation with the National Association of 
Insurance Commissioners (the ‘‘NAIC’’), shall 
include provisions that enable States to estab-
lish and maintain a program under which— 

(A) health insurance issuers, and third party 
administrators on behalf of group health plans, 
are required to make payments to an applicable 
reinsurance entity for any plan year beginning 
in the 3-year period beginning January 1, 2014 
(as specified in paragraph (3); and 

(B) the applicable reinsurance entity collects 
payments under subparagraph (A) and uses 
amounts so collected to make reinsurance pay-
ments to health insurance issuers described in 
subparagraph (A) that cover high risk individ-
uals in the individual market (excluding grand-
fathered health plans) for any plan year begin-
ning in such 3-year period. 

(2) HIGH-RISK INDIVIDUAL; PAYMENT 
AMOUNTS.—The Secretary shall include the fol-
lowing in the provisions under paragraph (1): 

(A) DETERMINATION OF HIGH-RISK INDIVID-
UALS.—The method by which individuals will be 
identified as high risk individuals for purposes 
of the reinsurance program established under 
this section. Such method shall provide for iden-
tification of individuals as high-risk individuals 
on the basis of— 

(i) a list of at least 50 but not more than 100 
medical conditions that are identified as high- 
risk conditions and that may be based on the 
identification of diagnostic and procedure codes 
that are indicative of individuals with pre-exist-
ing, high-risk conditions; or 

(ii) any other comparable objective method of 
identification recommended by the American 
Academy of Actuaries. 

(B) PAYMENT AMOUNT.—The formula for de-
termining the amount of payments that will be 
paid to health insurance issuers described in 
paragraph (1)(A) that insure high-risk individ-
uals. Such formula shall provide for the equi-
table allocation of available funds through rec-
onciliation and may be designed— 

(i) to provide a schedule of payments that 
specifies the amount that will be paid for each 
of the conditions identified under subparagraph 
(A); or 

(ii) to use any other comparable method for 
determining payment amounts that is rec-
ommended by the American Academy of Actu-
aries and that encourages the use of care co-
ordination and care management programs for 
high risk conditions. 

(3) DETERMINATION OF REQUIRED CONTRIBU-
TIONS.— 

(A) IN GENERAL.—The Secretary shall include 
in the provisions under paragraph (1) the meth-
od for determining the amount each health in-
surance issuer and group health plan described 
in paragraph (1)(A) contributing to the reinsur-
ance program under this section is required to 
contribute under such paragraph for each plan 
year beginning in the 36-month period begin-
ning January 1, 2014. The contribution amount 
for any plan year may be based on the percent-
age of revenue of each issuer and the total costs 
of providing benefits to enrollees in self-insured 
plans or on a specified amount per enrollee and 
may be required to be paid in advance or peri-
odically throughout the plan year. 

(B) SPECIFIC REQUIREMENTS.—The method 
under this paragraph shall be designed so 
that— 

(i) the contribution amount for each issuer 
proportionally reflects each issuer’s fully in-
sured commercial book of business for all major 
medical products and the total value of all fees 
charged by the issuer and the costs of coverage 
administered by the issuer as a third party ad-
ministrator; 

(ii) the contribution amount can include an 
additional amount to fund the administrative 
expenses of the applicable reinsurance entity; 

(iii) the aggregate contribution amounts for 
all States shall, based on the best estimates of 
the NAIC and without regard to amounts de-
scribed in clause (ii), equal $10,000,000,000 for 

plan years beginning in 2014, $6,000,000,000 for 
plan years beginning 2015, and $4,000,000,000 for 
plan years beginning in 2016; and 

(iv) in addition to the aggregate contribution 
amounts under clause (iii), each issuer’s con-
tribution amount for any calendar year under 
clause (iii) reflects its proportionate share of an 
additional $2,000,000,000 for 2014, an additional 
$2,000,000,000 for 2015, and an additional 
$1,000,000,000 for 2016. 
Nothing in this subparagraph shall be construed 
to preclude a State from collecting additional 
amounts from issuers on a voluntary basis. 

(4) EXPENDITURE OF FUNDS.—The provisions 
under paragraph (1) shall provide that— 

(A) the contribution amounts collected for any 
calendar year may be allocated and used in any 
of the three calendar years for which amounts 
are collected based on the reinsurance needs of 
a particular period or to reflect experience in a 
prior period; and 

(B) amounts remaining unexpended as of De-
cember, 2016, may be used to make payments 
under any reinsurance program of a State in the 
individual market in effect in the 2-year period 
beginning on January 1, 2017. 

Notwithstanding the preceding sentence, any 
contribution amounts described in paragraph 
(3)(B)(iv) shall be deposited into the general 
fund of the Treasury of the United States and 
may not be used for the program established 
under this section. 

(c) APPLICABLE REINSURANCE ENTITY.—For 
purposes of this section— 

(1) IN GENERAL.—The term ‘‘applicable rein-
surance entity’’ means a not-for-profit organi-
zation— 

(A) the purpose of which is to help stabilize 
premiums for coverage in the individual and 
small group markets in a State during the first 
3 years of operation of an Exchange for such 
markets within the State when the risk of ad-
verse selection related to new rating rules and 
market changes is greatest; and 

(B) the duties of which shall be to carry out 
the reinsurance program under this section by 
coordinating the funding and operation of the 
risk-spreading mechanisms designed to imple-
ment the reinsurance program. 

(2) STATE DISCRETION.—A State may have 
more than 1 applicable reinsurance entity to 
carry out the reinsurance program under this 
section within the State and 2 or more States 
may enter into agreements to provide for an ap-
plicable reinsurance entity to carry out such 
program in all such States. 

(3) ENTITIES ARE TAX-EXEMPT.—An applicable 
reinsurance entity established under this section 
shall be exempt from taxation under chapter 1 of 
the Internal Revenue Code of 1986. The pre-
ceding sentence shall not apply to the tax im-
posed by section 511 such Code (relating to tax 
on unrelated business taxable income of an ex-
empt organization). 

(d) COORDINATION WITH STATE HIGH-RISK 
POOLS.—The State shall eliminate or modify 
any State high-risk pool to the extent necessary 
to carry out the reinsurance program estab-
lished under this section. The State may coordi-
nate the State high-risk pool with such program 
to the extent not inconsistent with the provi-
sions of this section. 
SEC. 1342. ESTABLISHMENT OF RISK CORRIDORS 

FOR PLANS IN INDIVIDUAL AND 
SMALL GROUP MARKETS. 

(a) IN GENERAL.—The Secretary shall estab-
lish and administer a program of risk corridors 
for calendar years 2014, 2015, and 2016 under 
which a qualified health plan offered in the in-
dividual or small group market shall participate 
in a payment adjustment system based on the 
ratio of the allowable costs of the plan to the 
plan’s aggregate premiums. Such program shall 
be based on the program for regional partici-
pating provider organizations under part D of 
title XVIII of the Social Security Act. 

(b) PAYMENT METHODOLOGY.— 

(1) PAYMENTS OUT.—The Secretary shall pro-
vide under the program established under sub-
section (a) that if— 

(A) a participating plan’s allowable costs for 
any plan year are more than 103 percent but not 
more than 108 percent of the target amount, the 
Secretary shall pay to the plan an amount equal 
to 50 percent of the target amount in excess of 
103 percent of the target amount; and 

(B) a participating plan’s allowable costs for 
any plan year are more than 108 percent of the 
target amount, the Secretary shall pay to the 
plan an amount equal to the sum of 2.5 percent 
of the target amount plus 80 percent of allow-
able costs in excess of 108 percent of the target 
amount. 

(2) PAYMENTS IN.—The Secretary shall provide 
under the program established under subsection 
(a) that if— 

(A) a participating plan’s allowable costs for 
any plan year are less than 97 percent but not 
less than 92 percent of the target amount, the 
plan shall pay to the Secretary an amount equal 
to 50 percent of the excess of 97 percent of the 
target amount over the allowable costs; and 

(B) a participating plan’s allowable costs for 
any plan year are less than 92 percent of the 
target amount, the plan shall pay to the Sec-
retary an amount equal to the sum of 2.5 per-
cent of the target amount plus 80 percent of the 
excess of 92 percent of the target amount over 
the allowable costs. 

(c) DEFINITIONS.—In this section: 
(1) ALLOWABLE COSTS.— 
(A) IN GENERAL.—The amount of allowable 

costs of a plan for any year is an amount equal 
to the total costs (other than administrative 
costs) of the plan in providing benefits covered 
by the plan. 

(B) REDUCTION FOR RISK ADJUSTMENT AND RE-
INSURANCE PAYMENTS.—Allowable costs shall re-
duced by any risk adjustment and reinsurance 
payments received under section 1341 and 1343. 

(2) TARGET AMOUNT.—The target amount of a 
plan for any year is an amount equal to the 
total premiums (including any premium sub-
sidies under any governmental program), re-
duced by the administrative costs of the plan. 
SEC. 1343. RISK ADJUSTMENT. 

(a) IN GENERAL.— 
(1) LOW ACTUARIAL RISK PLANS.—Using the 

criteria and methods developed under subsection 
(b), each State shall assess a charge on health 
plans and health insurance issuers (with respect 
to health insurance coverage) described in sub-
section (c) if the actuarial risk of the enrollees 
of such plans or coverage for a year is less than 
the average actuarial risk of all enrollees in all 
plans or coverage in such State for such year 
that are not self-insured group health plans 
(which are subject to the provisions of the Em-
ployee Retirement Income Security Act of 1974). 

(2) HIGH ACTUARIAL RISK PLANS.—Using the 
criteria and methods developed under subsection 
(b), each State shall provide a payment to 
health plans and health insurance issuers (with 
respect to health insurance coverage) described 
in subsection (c) if the actuarial risk of the en-
rollees of such plans or coverage for a year is 
greater than the average actuarial risk of all en-
rollees in all plans and coverage in such State 
for such year that are not self-insured group 
health plans (which are subject to the provi-
sions of the Employee Retirement Income Secu-
rity Act of 1974). 

(b) CRITERIA AND METHODS.—The Secretary, 
in consultation with States, shall establish cri-
teria and methods to be used in carrying out the 
risk adjustment activities under this section. 
The Secretary may utilize criteria and methods 
similar to the criteria and methods utilized 
under part C or D of title XVIII of the Social 
Security Act. Such criteria and methods shall be 
included in the standards and requirements the 
Secretary prescribes under section 1321. 

(c) SCOPE.—A health plan or a health insur-
ance issuer is described in this subsection if such 
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health plan or health insurance issuer provides 
coverage in the individual or small group mar-
ket within the State. This subsection shall not 
apply to a grandfathered health plan or the 
issuer of a grandfathered health plan with re-
spect to that plan. 

Subtitle E—Affordable Coverage Choices for 
All Americans 

PART I—PREMIUM TAX CREDITS AND 
COST-SHARING REDUCTIONS 

Subpart A—Premium Tax Credits and Cost- 
sharing Reductions 

SEC. 1401. REFUNDABLE TAX CREDIT PROVIDING 
PREMIUM ASSISTANCE FOR COV-
ERAGE UNDER A QUALIFIED HEALTH 
PLAN. 

(a) IN GENERAL.—Subpart C of part IV of sub-
chapter A of chapter 1 of the Internal Revenue 
Code of 1986 (relating to refundable credits) is 
amended by inserting after section 36A the fol-
lowing new section: 
‘‘SEC. 36B. REFUNDABLE CREDIT FOR COVERAGE 

UNDER A QUALIFIED HEALTH PLAN. 
‘‘(a) IN GENERAL.—In the case of an applica-

ble taxpayer, there shall be allowed as a credit 
against the tax imposed by this subtitle for any 
taxable year an amount equal to the premium 
assistance credit amount of the taxpayer for the 
taxable year. 

‘‘(b) PREMIUM ASSISTANCE CREDIT AMOUNT.— 
For purposes of this section— 

‘‘(1) IN GENERAL.—The term ‘premium assist-
ance credit amount’ means, with respect to any 
taxable year, the sum of the premium assistance 
amounts determined under paragraph (2) with 
respect to all coverage months of the taxpayer 
occurring during the taxable year. 

‘‘(2) PREMIUM ASSISTANCE AMOUNT.—The pre-
mium assistance amount determined under this 
subsection with respect to any coverage month 
is the amount equal to the lesser of— 

‘‘(A) the monthly premiums for such month 
for 1 or more qualified health plans offered in 
the individual market within a State which 
cover the taxpayer, the taxpayer’s spouse, or 
any dependent (as defined in section 152) of the 
taxpayer and which were enrolled in through 
an Exchange established by the State under 1311 
of the Patient Protection and Affordable Care 
Act, or 

‘‘(B) the excess (if any) of— 
‘‘(i) the adjusted monthly premium for such 

month for the applicable second lowest cost sil-
ver plan with respect to the taxpayer, over 

‘‘(ii) an amount equal to 1/12 of the product of 
the applicable percentage and the taxpayer’s 
household income for the taxable year. 

‘‘(3) OTHER TERMS AND RULES RELATING TO 
PREMIUM ASSISTANCE AMOUNTS.—For purposes of 
paragraph (2)— 

‘‘(A) APPLICABLE PERCENTAGE.— 
‘‘(i) IN GENERAL.—Except as provided in 

clause (ii), the applicable percentage with re-
spect to any taxpayer for any taxable year is 
equal to 2.8 percent, increased by the number of 
percentage points (not greater than 7) which 
bears the same ratio to 7 percentage points as— 

‘‘(I) the taxpayer’s household income for the 
taxable year in excess of 100 percent of the pov-
erty line for a family of the size involved, bears 
to 

‘‘(II) an amount equal to 200 percent of the 
poverty line for a family of the size involved. 

‘‘(ii) SPECIAL RULE FOR TAXPAYERS UNDER 133 
PERCENT OF POVERTY LINE.—If a taxpayer’s 
household income for the taxable year is in ex-
cess of 100 percent, but not more than 133 per-
cent, of the poverty line for a family of the size 
involved, the taxpayer’s applicable percentage 
shall be 2 percent. 

‘‘(iii) INDEXING.—In the case of taxable years 
beginning in any calendar year after 2014, the 
Secretary shall adjust the initial and final ap-
plicable percentages under clause (i), and the 2 
percent under clause (ii), for the calendar year 
to reflect the excess of the rate of premium 
growth between the preceding calendar year 

and 2013 over the rate of income growth for such 
period. 

‘‘(B) APPLICABLE SECOND LOWEST COST SILVER 
PLAN.—The applicable second lowest cost silver 
plan with respect to any applicable taxpayer is 
the second lowest cost silver plan of the indi-
vidual market in the rating area in which the 
taxpayer resides which— 

‘‘(i) is offered through the same Exchange 
through which the qualified health plans taken 
into account under paragraph (2)(A) were of-
fered, and 

‘‘(ii) provides— 
‘‘(I) self-only coverage in the case of an appli-

cable taxpayer— 
‘‘(aa) whose tax for the taxable year is deter-

mined under section 1(c) (relating to unmarried 
individuals other than surviving spouses and 
heads of households) and who is not allowed a 
deduction under section 151 for the taxable year 
with respect to a dependent, or 

‘‘(bb) who is not described in item (aa) but 
who purchases only self-only coverage, and 

‘‘(II) family coverage in the case of any other 
applicable taxpayer. 

If a taxpayer files a joint return and no credit 
is allowed under this section with respect to 1 of 
the spouses by reason of subsection (e), the tax-
payer shall be treated as described in clause 
(ii)(I) unless a deduction is allowed under sec-
tion 151 for the taxable year with respect to a 
dependent other than either spouse and sub-
section (e) does not apply to the dependent. 

‘‘(C) ADJUSTED MONTHLY PREMIUM.—The ad-
justed monthly premium for an applicable sec-
ond lowest cost silver plan is the monthly pre-
mium which would have been charged (for the 
rating area with respect to which the premiums 
under paragraph (2)(A) were determined) for the 
plan if each individual covered under a quali-
fied health plan taken into account under para-
graph (2)(A) were covered by such silver plan 
and the premium was adjusted only for the age 
of each such individual in the manner allowed 
under section 2701 of the Public Health Service 
Act. In the case of a State participating in the 
wellness discount demonstration project under 
section 2705(d) of the Public Health Service Act, 
the adjusted monthly premium shall be deter-
mined without regard to any premium discount 
or rebate under such project. 

‘‘(D) ADDITIONAL BENEFITS.—If— 
‘‘(i) a qualified health plan under section 

1302(b)(5) of the Patient Protection and Afford-
able Care Act offers benefits in addition to the 
essential health benefits required to be provided 
by the plan, or 

‘‘(ii) a State requires a qualified health plan 
under section 1311(d)(3)(B) of such Act to cover 
benefits in addition to the essential health bene-
fits required to be provided by the plan, 

the portion of the premium for the plan properly 
allocable (under rules prescribed by the Sec-
retary of Health and Human Services) to such 
additional benefits shall not be taken into ac-
count in determining either the monthly pre-
mium or the adjusted monthly premium under 
paragraph (2). 

‘‘(E) SPECIAL RULE FOR PEDIATRIC DENTAL 
COVERAGE.—For purposes of determining the 
amount of any monthly premium, if an indi-
vidual enrolls in both a qualified health plan 
and a plan described in section 
1311(d)(2)(B)(ii)(I) of the Patient Protection and 
Affordable Care Act for any plan year, the por-
tion of the premium for the plan described in 
such section that (under regulations prescribed 
by the Secretary) is properly allocable to pedi-
atric dental benefits which are included in the 
essential health benefits required to be provided 
by a qualified health plan under section 
1302(b)(1)(J) of such Act shall be treated as a 
premium payable for a qualified health plan. 

‘‘(c) DEFINITION AND RULES RELATING TO AP-
PLICABLE TAXPAYERS, COVERAGE MONTHS, AND 
QUALIFIED HEALTH PLAN.—For purposes of this 
section— 

‘‘(1) APPLICABLE TAXPAYER.— 
‘‘(A) IN GENERAL.—The term ‘applicable tax-

payer’ means, with respect to any taxable year, 
a taxpayer whose household income for the tax-
able year exceeds 100 percent but does not ex-
ceed 400 percent of an amount equal to the pov-
erty line for a family of the size involved. 

‘‘(B) SPECIAL RULE FOR CERTAIN INDIVIDUALS 
LAWFULLY PRESENT IN THE UNITED STATES.—If— 

‘‘(i) a taxpayer has a household income which 
is not greater than 100 percent of an amount 
equal to the poverty line for a family of the size 
involved, and 

‘‘(ii) the taxpayer is an alien lawfully present 
in the United States, but is not eligible for the 
medicaid program under title XIX of the Social 
Security Act by reason of such alien status, 

the taxpayer shall, for purposes of the credit 
under this section, be treated as an applicable 
taxpayer with a household income which is 
equal to 100 percent of the poverty line for a 
family of the size involved. 

‘‘(C) MARRIED COUPLES MUST FILE JOINT RE-
TURN.—If the taxpayer is married (within the 
meaning of section 7703) at the close of the tax-
able year, the taxpayer shall be treated as an 
applicable taxpayer only if the taxpayer and the 
taxpayer’s spouse file a joint return for the tax-
able year. 

‘‘(D) DENIAL OF CREDIT TO DEPENDENTS.—No 
credit shall be allowed under this section to any 
individual with respect to whom a deduction 
under section 151 is allowable to another tax-
payer for a taxable year beginning in the cal-
endar year in which such individual’s taxable 
year begins. 

‘‘(2) COVERAGE MONTH.—For purposes of this 
subsection— 

‘‘(A) IN GENERAL.—The term ‘coverage month’ 
means, with respect to an applicable taxpayer, 
any month if— 

‘‘(i) as of the first day of such month the tax-
payer, the taxpayer’s spouse, or any dependent 
of the taxpayer is covered by a qualified health 
plan described in subsection (b)(2)(A) that was 
enrolled in through an Exchange established by 
the State under section 1311 of the Patient Pro-
tection and Affordable Care Act, and 

‘‘(ii) the premium for coverage under such 
plan for such month is paid by the taxpayer (or 
through advance payment of the credit under 
subsection (a) under section 1412 of the Patient 
Protection and Affordable Care Act). 

‘‘(B) EXCEPTION FOR MINIMUM ESSENTIAL COV-
ERAGE.— 

‘‘(i) IN GENERAL.—The term ‘coverage month’ 
shall not include any month with respect to an 
individual if for such month the individual is el-
igible for minimum essential coverage other than 
eligibility for coverage described in section 
5000A(f)(1)(C) (relating to coverage in the indi-
vidual market). 

‘‘(ii) MINIMUM ESSENTIAL COVERAGE.—The 
term ‘minimum essential coverage’ has the 
meaning given such term by section 5000A(f). 

‘‘(C) SPECIAL RULE FOR EMPLOYER-SPONSORED 
MINIMUM ESSENTIAL COVERAGE.—For purposes of 
subparagraph (B)— 

‘‘(i) COVERAGE MUST BE AFFORDABLE.—Except 
as provided in clause (iii), an employee shall not 
be treated as eligible for minimum essential cov-
erage if such coverage— 

‘‘(I) consists of an eligible employer-sponsored 
plan (as defined in section 5000A(f)(2)), and 

‘‘(II) the employee’s required contribution 
(within the meaning of section 5000A(e)(1)(B)) 
with respect to the plan exceeds 9.8 percent of 
the applicable taxpayer’s household income. 
This clause shall also apply to an individual 
who is eligible to enroll in the plan by reason of 
a relationship the individual bears to the em-
ployee. 

‘‘(ii) COVERAGE MUST PROVIDE MINIMUM 
VALUE.—Except as provided in clause (iii), an 
employee shall not be treated as eligible for min-
imum essential coverage if such coverage con-
sists of an eligible employer-sponsored plan (as 
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defined in section 5000A(f)(2)) and the plan’s 
share of the total allowed costs of benefits pro-
vided under the plan is less than 60 percent of 
such costs. 

‘‘(iii) EMPLOYEE OR FAMILY MUST NOT BE COV-
ERED UNDER EMPLOYER PLAN.—Clauses (i) and 
(ii) shall not apply if the employee (or any indi-
vidual described in the last sentence of clause 
(i)) is covered under the eligible employer-spon-
sored plan or the grandfathered health plan. 

‘‘(iv) INDEXING.—In the case of plan years be-
ginning in any calendar year after 2014, the 
Secretary shall adjust the 9.8 percent under 
clause (i)(II) in the same manner as the percent-
ages are adjusted under subsection (b)(3)(A)(ii). 

‘‘(3) DEFINITIONS AND OTHER RULES.— 
‘‘(A) QUALIFIED HEALTH PLAN.—The term 

‘qualified health plan’ has the meaning given 
such term by section 1301(a) of the Patient Pro-
tection and Affordable Care Act, except that 
such term shall not include a qualified health 
plan which is a catastrophic plan described in 
section 1302(e) of such Act. 

‘‘(B) GRANDFATHERED HEALTH PLAN.—The 
term ‘grandfathered health plan’ has the mean-
ing given such term by section 1251 of the Pa-
tient Protection and Affordable Care Act. 

‘‘(d) TERMS RELATING TO INCOME AND FAMI-
LIES.—For purposes of this section— 

‘‘(1) FAMILY SIZE.—The family size involved 
with respect to any taxpayer shall be equal to 
the number of individuals for whom the tax-
payer is allowed a deduction under section 151 
(relating to allowance of deduction for personal 
exemptions) for the taxable year. 

‘‘(2) HOUSEHOLD INCOME.— 
‘‘(A) HOUSEHOLD INCOME.—The term ‘house-

hold income’ means, with respect to any tax-
payer, an amount equal to the sum of— 

‘‘(i) the modified gross income of the taxpayer, 
plus 

‘‘(ii) the aggregate modified gross incomes of 
all other individuals who— 

‘‘(I) were taken into account in determining 
the taxpayer’s family size under paragraph (1), 
and 

‘‘(II) were required to file a return of tax im-
posed by section 1 for the taxable year. 

‘‘(B) MODIFIED GROSS INCOME.—The term 
‘modified gross income’ means gross income— 

‘‘(i) decreased by the amount of any deduc-
tion allowable under paragraph (1), (3), (4), or 
(10) of section 62(a), 

‘‘(ii) increased by the amount of interest re-
ceived or accrued during the taxable year which 
is exempt from tax imposed by this chapter, and 

‘‘(iii) determined without regard to sections 
911, 931, and 933. 

‘‘(3) POVERTY LINE.— 
‘‘(A) IN GENERAL.—The term ‘poverty line’ has 

the meaning given that term in section 2110(c)(5) 
of the Social Security Act (42 U.S.C. 
1397jj(c)(5)). 

‘‘(B) POVERTY LINE USED.—In the case of any 
qualified health plan offered through an Ex-
change for coverage during a taxable year be-
ginning in a calendar year, the poverty line 
used shall be the most recently published pov-
erty line as of the 1st day of the regular enroll-
ment period for coverage during such calendar 
year. 

‘‘(e) RULES FOR INDIVIDUALS NOT LAWFULLY 
PRESENT.— 

‘‘(1) IN GENERAL.—If 1 or more individuals for 
whom a taxpayer is allowed a deduction under 
section 151 (relating to allowance of deduction 
for personal exemptions) for the taxable year 
(including the taxpayer or his spouse) are indi-
viduals who are not lawfully present— 

‘‘(A) the aggregate amount of premiums other-
wise taken into account under clauses (i) and 
(ii) of subsection (b)(2)(A) shall be reduced by 
the portion (if any) of such premiums which is 
attributable to such individuals, and 

‘‘(B) for purposes of applying this section, the 
determination as to what percentage a tax-
payer’s household income bears to the poverty 
level for a family of the size involved shall be 
made under one of the following methods: 

‘‘(i) A method under which— 
‘‘(I) the taxpayer’s family size is determined 

by not taking such individuals into account, 
and 

‘‘(II) the taxpayer’s household income is equal 
to the product of the taxpayer’s household in-
come (determined without regard to this sub-
section) and a fraction— 

‘‘(aa) the numerator of which is the poverty 
line for the taxpayer’s family size determined 
after application of subclause (I), and 

‘‘(bb) the denominator of which is the poverty 
line for the taxpayer’s family size determined 
without regard to subclause (I). 

‘‘(ii) A comparable method reaching the same 
result as the method under clause (i). 

‘‘(2) LAWFULLY PRESENT.—For purposes of 
this section, an individual shall be treated as 
lawfully present only if the individual is, and is 
reasonably expected to be for the entire period 
of enrollment for which the credit under this 
section is being claimed, a citizen or national of 
the United States or an alien lawfully present in 
the United States. 

‘‘(3) SECRETARIAL AUTHORITY.—The Secretary 
of Health and Human Services, in consultation 
with the Secretary, shall prescribe rules setting 
forth the methods by which calculations of fam-
ily size and household income are made for pur-
poses of this subsection. Such rules shall be de-
signed to ensure that the least burden is placed 
on individuals enrolling in qualified health 
plans through an Exchange and taxpayers eligi-
ble for the credit allowable under this section. 

‘‘(f) RECONCILIATION OF CREDIT AND ADVANCE 
CREDIT.— 

‘‘(1) IN GENERAL.—The amount of the credit 
allowed under this section for any taxable year 
shall be reduced (but not below zero) by the 
amount of any advance payment of such credit 
under section 1412 of the Patient Protection and 
Affordable Care Act. 

‘‘(2) EXCESS ADVANCE PAYMENTS.— 
‘‘(A) IN GENERAL.—If the advance payments to 

a taxpayer under section 1412 of the Patient 
Protection and Affordable Care Act for a tax-
able year exceed the credit allowed by this sec-
tion (determined without regard to paragraph 
(1)), the tax imposed by this chapter for the tax-
able year shall be increased by the amount of 
such excess. 

‘‘(B) LIMITATION ON INCREASE WHERE INCOME 
LESS THAN 400 PERCENT OF POVERTY LINE.— 

‘‘(i) IN GENERAL.—In the case of an applicable 
taxpayer whose household income is less than 
400 percent of the poverty line for the size of the 
family involved for the taxable year, the amount 
of the increase under subparagraph (A) shall in 
no event exceed $400 ($250 in the case of a tax-
payer whose tax is determined under section 1(c) 
for the taxable year). 

‘‘(ii) INDEXING OF AMOUNT.—In the case of 
any calendar year beginning after 2014, each of 
the dollar amounts under clause (i) shall be in-
creased by an amount equal to— 

‘‘(I) such dollar amount, multiplied by 
‘‘(II) the cost-of-living adjustment determined 

under section 1(f)(3) for the calendar year, de-
termined by substituting ‘calendar year 2013’ for 
‘calendar year 1992’ in subparagraph (B) there-
of. 
If the amount of any increase under clause (i) 
is not a multiple of $50, such increase shall be 
rounded to the next lowest multiple of $50. 

‘‘(g) REGULATIONS.—The Secretary shall pre-
scribe such regulations as may be necessary to 
carry out the provisions of this section, includ-
ing regulations which provide for— 

‘‘(1) the coordination of the credit allowed 
under this section with the program for advance 
payment of the credit under section 1412 of the 
Patient Protection and Affordable Care Act, and 

‘‘(2) the application of subsection (f) where 
the filing status of the taxpayer for a taxable 
year is different from such status used for deter-
mining the advance payment of the credit.’’. 

(b) DISALLOWANCE OF DEDUCTION.—Section 
280C of the Internal Revenue Code of 1986 is 

amended by adding at the end the following 
new subsection: 

‘‘(g) CREDIT FOR HEALTH INSURANCE PRE-
MIUMS.—No deduction shall be allowed for the 
portion of the premiums paid by the taxpayer 
for coverage of 1 or more individuals under a 
qualified health plan which is equal to the 
amount of the credit determined for the taxable 
year under section 36B(a) with respect to such 
premiums.’’. 

(c) STUDY ON AFFORDABLE COVERAGE.— 
(1) STUDY AND REPORT.— 
(A) IN GENERAL.—Not later than 5 years after 

the date of the enactment of this Act, the Comp-
troller General shall conduct a study on the af-
fordability of health insurance coverage, includ-
ing— 

(i) the impact of the tax credit for qualified 
health insurance coverage of individuals under 
section 36B of the Internal Revenue Code of 1986 
and the tax credit for employee health insur-
ance expenses of small employers under section 
45R of such Code on maintaining and expand-
ing the health insurance coverage of individ-
uals; 

(ii) the availability of affordable health bene-
fits plans, including a study of whether the per-
centage of household income used for purposes 
of section 36B(c)(2)(C) of the Internal Revenue 
Code of 1986 (as added by this section) is the ap-
propriate level for determining whether em-
ployer-provided coverage is affordable for an 
employee and whether such level may be low-
ered without significantly increasing the costs 
to the Federal Government and reducing em-
ployer-provided coverage; and 

(iii) the ability of individuals to maintain es-
sential health benefits coverage (as defined in 
section 5000A(f) of the Internal Revenue Code of 
1986). 

(B) REPORT.—The Comptroller General shall 
submit to the appropriate committees of Con-
gress a report on the study conducted under 
subparagraph (A), together with legislative rec-
ommendations relating to the matters studied 
under such subparagraph. 

(2) APPROPRIATE COMMITTEES OF CONGRESS.— 
In this subsection, the term ‘‘appropriate com-
mittees of Congress’’ means the Committee on 
Ways and Means, the Committee on Education 
and Labor, and the Committee on Energy and 
Commerce of the House of Representatives and 
the Committee on Finance and the Committee on 
Health, Education, Labor and Pensions of the 
Senate. 

(d) CONFORMING AMENDMENTS.— 
(1) Paragraph (2) of section 1324(b) of title 31, 

United States Code, is amended by inserting 
‘‘36B,’’ after ‘‘36A,’’. 

(2) The table of sections for subpart C of part 
IV of subchapter A of chapter 1 of the Internal 
Revenue Code of 1986 is amended by inserting 
after the item relating to section 36A the fol-
lowing new item: 

‘‘Sec. 36B. Refundable credit for coverage 
under a qualified health plan.’’. 

(e) EFFECTIVE DATE.—The amendments made 
by this section shall apply to taxable years end-
ing after December 31, 2013. 
SEC. 1402. REDUCED COST-SHARING FOR INDI-

VIDUALS ENROLLING IN QUALIFIED 
HEALTH PLANS. 

(a) IN GENERAL.—In the case of an eligible in-
sured enrolled in a qualified health plan— 

(1) the Secretary shall notify the issuer of the 
plan of such eligibility; and 

(2) the issuer shall reduce the cost-sharing 
under the plan at the level and in the manner 
specified in subsection (c). 

(b) ELIGIBLE INSURED.—In this section, the 
term ‘‘eligible insured’’ means an individual— 

(1) who enrolls in a qualified health plan in 
the silver level of coverage in the individual 
market offered through an Exchange; and 

(2) whose household income exceeds 100 per-
cent but does not exceed 400 percent of the pov-
erty line for a family of the size involved. 
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In the case of an individual described in section 
36B(c)(1)(B) of the Internal Revenue Code of 
1986, the individual shall be treated as having 
household income equal to 100 percent for pur-
poses of applying this section. 

(c) DETERMINATION OF REDUCTION IN COST- 
SHARING.— 

(1) REDUCTION IN OUT-OF-POCKET LIMIT.— 
(A) IN GENERAL.—The reduction in cost-shar-

ing under this subsection shall first be achieved 
by reducing the applicable out-of pocket limit 
under section 1302(c)(1) in the case of— 

(i) an eligible insured whose household income 
is more than 100 percent but not more than 200 
percent of the poverty line for a family of the 
size involved, by two-thirds; 

(ii) an eligible insured whose household in-
come is more than 200 percent but not more than 
300 percent of the poverty line for a family of 
the size involved, by one-half; and 

(iii) an eligible insured whose household in-
come is more than 300 percent but not more than 
400 percent of the poverty line for a family of 
the size involved, by one-third. 

(B) COORDINATION WITH ACTUARIAL VALUE 
LIMITS.— 

(i) IN GENERAL.—The Secretary shall ensure 
the reduction under this paragraph shall not re-
sult in an increase in the plan’s share of the 
total allowed costs of benefits provided under 
the plan above— 

(I) 90 percent in the case of an eligible insured 
described in paragraph (2)(A); 

(II) 80 percent in the case of an eligible in-
sured described in paragraph (2)(B); and 

(III) 70 percent in the case of an eligible in-
sured described in clause (ii) or (iii) of subpara-
graph (A). 

(ii) ADJUSTMENT.—The Secretary shall adjust 
the out-of pocket limits under paragraph (1) if 
necessary to ensure that such limits do not 
cause the respective actuarial values to exceed 
the levels specified in clause (i). 

(2) ADDITIONAL REDUCTION FOR LOWER INCOME 
INSUREDS.—The Secretary shall establish proce-
dures under which the issuer of a qualified 
health plan to which this section applies shall 
further reduce cost-sharing under the plan in a 
manner sufficient to— 

(A) in the case of an eligible insured whose 
household income is not less than 100 percent 
but not more than 150 percent of the poverty 
line for a family of the size involved, increase 
the plan’s share of the total allowed costs of 
benefits provided under the plan to 90 percent of 
such costs; and 

(B) in the case of an eligible insured whose 
household income is more than 150 percent but 
not more than 200 percent of the poverty line for 
a family of the size involved, increase the plan’s 
share of the total allowed costs of benefits pro-
vided under the plan to 80 percent of such costs. 

(3) METHODS FOR REDUCING COST-SHARING.— 
(A) IN GENERAL.—An issuer of a qualified 

health plan making reductions under this sub-
section shall notify the Secretary of such reduc-
tions and the Secretary shall make periodic and 
timely payments to the issuer equal to the value 
of the reductions. 

(B) CAPITATED PAYMENTS.—The Secretary 
may establish a capitated payment system to 
carry out the payment of cost-sharing reduc-
tions under this section. Any such system shall 
take into account the value of the reductions 
and make appropriate risk adjustments to such 
payments. 

(4) ADDITIONAL BENEFITS.—If a qualified 
health plan under section 1302(b)(5) offers bene-
fits in addition to the essential health benefits 
required to be provided by the plan, or a State 
requires a qualified health plan under section 
1311(d)(3)(B) to cover benefits in addition to the 
essential health benefits required to be provided 
by the plan, the reductions in cost-sharing 
under this section shall not apply to such addi-
tional benefits. 

(5) SPECIAL RULE FOR PEDIATRIC DENTAL 
PLANS.—If an individual enrolls in both a quali-

fied health plan and a plan described in section 
1311(d)(2)(B)(ii)(I) for any plan year, subsection 
(a) shall not apply to that portion of any reduc-
tion in cost-sharing under subsection (c) that 
(under regulations prescribed by the Secretary) 
is properly allocable to pediatric dental benefits 
which are included in the essential health bene-
fits required to be provided by a qualified health 
plan under section 1302(b)(1)(J). 

(d) SPECIAL RULES FOR INDIANS.— 
(1) INDIANS UNDER 300 PERCENT OF POVERTY.— 

If an individual enrolled in any qualified health 
plan in the individual market through an Ex-
change is an Indian (as defined in section 4(d) 
of the Indian Self-Determination and Education 
Assistance Act (25 U.S.C. 450b(d))) whose house-
hold income is not more than 300 percent of the 
poverty line for a family of the size involved, 
then, for purposes of this section— 

(A) such individual shall be treated as an eli-
gible insured; and 

(B) the issuer of the plan shall eliminate any 
cost-sharing under the plan. 

(2) ITEMS OR SERVICES FURNISHED THROUGH IN-
DIAN HEALTH PROVIDERS.—If an Indian (as so 
defined) enrolled in a qualified health plan is 
furnished an item or service directly by the In-
dian Health Service, an Indian Tribe, Tribal Or-
ganization, or Urban Indian Organization or 
through referral under contract health serv-
ices— 

(A) no cost-sharing under the plan shall be 
imposed under the plan for such item or service; 
and 

(B) the issuer of the plan shall not reduce the 
payment to any such entity for such item or 
service by the amount of any cost-sharing that 
would be due from the Indian but for subpara-
graph (A). 

(3) PAYMENT.—The Secretary shall pay to the 
issuer of a qualified health plan the amount 
necessary to reflect the increase in actuarial 
value of the plan required by reason of this sub-
section. 

(e) RULES FOR INDIVIDUALS NOT LAWFULLY 
PRESENT.— 

(1) IN GENERAL.—If an individual who is an 
eligible insured is not lawfully present— 

(A) no cost-sharing reduction under this sec-
tion shall apply with respect to the individual; 
and 

(B) for purposes of applying this section, the 
determination as to what percentage a tax-
payer’s household income bears to the poverty 
level for a family of the size involved shall be 
made under one of the following methods: 

(i) A method under which— 
(I) the taxpayer’s family size is determined by 

not taking such individuals into account, and 
(II) the taxpayer’s household income is equal 

to the product of the taxpayer’s household in-
come (determined without regard to this sub-
section) and a fraction— 

(aa) the numerator of which is the poverty 
line for the taxpayer’s family size determined 
after application of subclause (I), and 

(bb) the denominator of which is the poverty 
line for the taxpayer’s family size determined 
without regard to subclause (I). 

(ii) A comparable method reaching the same 
result as the method under clause (i). 

(2) LAWFULLY PRESENT.—For purposes of this 
section, an individual shall be treated as law-
fully present only if the individual is, and is 
reasonably expected to be for the entire period 
of enrollment for which the cost-sharing reduc-
tion under this section is being claimed, a cit-
izen or national of the United States or an alien 
lawfully present in the United States. 

(3) SECRETARIAL AUTHORITY.—The Secretary, 
in consultation with the Secretary of the Treas-
ury, shall prescribe rules setting forth the meth-
ods by which calculations of family size and 
household income are made for purposes of this 
subsection. Such rules shall be designed to en-
sure that the least burden is placed on individ-
uals enrolling in qualified health plans through 
an Exchange and taxpayers eligible for the cred-
it allowable under this section. 

(f) DEFINITIONS AND SPECIAL RULES.—In this 
section: 

(1) IN GENERAL.—Any term used in this section 
which is also used in section 36B of the Internal 
Revenue Code of 1986 shall have the meaning 
given such term by such section. 

(2) LIMITATIONS ON REDUCTION.—No cost-shar-
ing reduction shall be allowed under this section 
with respect to coverage for any month unless 
the month is a coverage month with respect to 
which a credit is allowed to the insured (or an 
applicable taxpayer on behalf of the insured) 
under section 36B of such Code. 

(3) DATA USED FOR ELIGIBILITY.—Any deter-
mination under this section shall be made on the 
basis of the taxable year for which the advance 
determination is made under section 1412 and 
not the taxable year for which the credit under 
section 36B of such Code is allowed. 

Subpart B—Eligibility Determinations 
SEC. 1411. PROCEDURES FOR DETERMINING ELI-

GIBILITY FOR EXCHANGE PARTICI-
PATION, PREMIUM TAX CREDITS AND 
REDUCED COST-SHARING, AND INDI-
VIDUAL RESPONSIBILITY EXEMP-
TIONS. 

(a) ESTABLISHMENT OF PROGRAM.—The Sec-
retary shall establish a program meeting the re-
quirements of this section for determining— 

(1) whether an individual who is to be covered 
in the individual market by a qualified health 
plan offered through an Exchange, or who is 
claiming a premium tax credit or reduced cost- 
sharing, meets the requirements of sections 
1312(f)(3), 1402(e), and 1412(d) of this title and 
section 36B(e) of the Internal Revenue Code of 
1986 that the individual be a citizen or national 
of the United States or an alien lawfully present 
in the United States; 

(2) in the case of an individual claiming a pre-
mium tax credit or reduced cost-sharing under 
section 36B of such Code or section 1402— 

(A) whether the individual meets the income 
and coverage requirements of such sections; and 

(B) the amount of the tax credit or reduced 
cost-sharing; 

(3) whether an individual’s coverage under an 
employer-sponsored health benefits plan is 
treated as unaffordable under sections 
36B(c)(2)(C) and 5000A(e)(2); and 

(4) whether to grant a certification under sec-
tion 1311(d)(4)(H) attesting that, for purposes of 
the individual responsibility requirement under 
section 5000A of the Internal Revenue Code of 
1986, an individual is entitled to an exemption 
from either the individual responsibility require-
ment or the penalty imposed by such section. 

(b) INFORMATION REQUIRED TO BE PROVIDED 
BY APPLICANTS.— 

(1) IN GENERAL.—An applicant for enrollment 
in a qualified health plan offered through an 
Exchange in the individual market shall pro-
vide— 

(A) the name, address, and date of birth of 
each individual who is to be covered by the plan 
(in this subsection referred to as an ‘‘enrollee’’); 
and 

(B) the information required by any of the fol-
lowing paragraphs that is applicable to an en-
rollee. 

(2) CITIZENSHIP OR IMMIGRATION STATUS.—The 
following information shall be provided with re-
spect to every enrollee: 

(A) In the case of an enrollee whose eligibility 
is based on an attestation of citizenship of the 
enrollee, the enrollee’s social security number. 

(B) In the case of an individual whose eligi-
bility is based on an attestation of the enrollee’s 
immigration status, the enrollee’s social security 
number (if applicable) and such identifying in-
formation with respect to the enrollee’s immigra-
tion status as the Secretary, after consultation 
with the Secretary of Homeland Security, deter-
mines appropriate. 

(3) ELIGIBILITY AND AMOUNT OF TAX CREDIT 
OR REDUCED COST-SHARING.—In the case of an 
enrollee with respect to whom a premium tax 
credit or reduced cost-sharing under section 36B 
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of such Code or section 1402 is being claimed, 
the following information: 

(A) INFORMATION REGARDING INCOME AND 
FAMILY SIZE.—The information described in sec-
tion 6103(l)(21) for the taxable year ending with 
or within the second calendar year preceding 
the calendar year in which the plan year be-
gins. 

(B) CHANGES IN CIRCUMSTANCES.—The infor-
mation described in section 1412(b)(2), including 
information with respect to individuals who 
were not required to file an income tax return 
for the taxable year described in subparagraph 
(A) or individuals who experienced changes in 
marital status or family size or significant re-
ductions in income. 

(4) EMPLOYER-SPONSORED COVERAGE.—In the 
case of an enrollee with respect to whom eligi-
bility for a premium tax credit under section 36B 
of such Code or cost-sharing reduction under 
section 1402 is being established on the basis 
that the enrollee’s (or related individual’s) em-
ployer is not treated under section 36B(c)(2)(C) 
of such Code as providing minimum essential 
coverage or affordable minimum essential cov-
erage, the following information: 

(A) The name, address, and employer identi-
fication number (if available) of the employer. 

(B) Whether the enrollee or individual is a 
full-time employee and whether the employer 
provides such minimum essential coverage. 

(C) If the employer provides such minimum es-
sential coverage, the lowest cost option for the 
enrollee’s or individual’s enrollment status and 
the enrollee’s or individual’s required contribu-
tion (within the meaning of section 
5000A(e)(1)(B) of such Code) under the em-
ployer-sponsored plan. 

(D) If an enrollee claims an employer’s min-
imum essential coverage is unaffordable, the in-
formation described in paragraph (3). 

If an enrollee changes employment or obtains 
additional employment while enrolled in a 
qualified health plan for which such credit or 
reduction is allowed, the enrollee shall notify 
the Exchange of such change or additional em-
ployment and provide the information described 
in this paragraph with respect to the new em-
ployer. 

(5) EXEMPTIONS FROM INDIVIDUAL RESPONSI-
BILITY REQUIREMENTS.—In the case of an indi-
vidual who is seeking an exemption certificate 
under section 1311(d)(4)(H) from any require-
ment or penalty imposed by section 5000A, the 
following information: 

(A) In the case of an individual seeking ex-
emption based on the individual’s status as a 
member of an exempt religious sect or division, 
as a member of a health care sharing ministry, 
as an Indian, or as an individual eligible for a 
hardship exemption, such information as the 
Secretary shall prescribe. 

(B) In the case of an individual seeking ex-
emption based on the lack of affordable cov-
erage or the individual’s status as a taxpayer 
with household income less than 100 percent of 
the poverty line, the information described in 
paragraphs (3) and (4), as applicable. 

(c) VERIFICATION OF INFORMATION CONTAINED 
IN RECORDS OF SPECIFIC FEDERAL OFFICIALS.— 

(1) INFORMATION TRANSFERRED TO SEC-
RETARY.—An Exchange shall submit the infor-
mation provided by an applicant under sub-
section (b) to the Secretary for verification in 
accordance with the requirements of this sub-
section and subsection (d). 

(2) CITIZENSHIP OR IMMIGRATION STATUS.— 
(A) COMMISSIONER OF SOCIAL SECURITY.—The 

Secretary shall submit to the Commissioner of 
Social Security the following information for a 
determination as to whether the information 
provided is consistent with the information in 
the records of the Commissioner: 

(i) The name, date of birth, and social secu-
rity number of each individual for whom such 
information was provided under subsection 
(b)(2). 

(ii) The attestation of an individual that the 
individual is a citizen. 

(B) SECRETARY OF HOMELAND SECURITY.— 
(i) IN GENERAL.—In the case of an indi-

vidual— 
(I) who attests that the individual is an alien 

lawfully present in the United States; or 
(II) who attests that the individual is a citizen 

but with respect to whom the Commissioner of 
Social Security has notified the Secretary under 
subsection (e)(3) that the attestation is incon-
sistent with information in the records main-
tained by the Commissioner; 
the Secretary shall submit to the Secretary of 
Homeland Security the information described in 
clause (ii) for a determination as to whether the 
information provided is consistent with the in-
formation in the records of the Secretary of 
Homeland Security. 

(ii) INFORMATION.—The information described 
in clause (ii) is the following: 

(I) The name, date of birth, and any identi-
fying information with respect to the individ-
ual’s immigration status provided under sub-
section (b)(2). 

(II) The attestation that the individual is an 
alien lawfully present in the United States or in 
the case of an individual described in clause 
(i)(II), the attestation that the individual is a 
citizen. 

(3) ELIGIBILITY FOR TAX CREDIT AND COST- 
SHARING REDUCTION.—The Secretary shall sub-
mit the information described in subsection 
(b)(3)(A) provided under paragraph (3), (4), or 
(5) of subsection (b) to the Secretary of the 
Treasury for verification of household income 
and family size for purposes of eligibility. 

(4) METHODS.— 
(A) IN GENERAL.—The Secretary, in consulta-

tion with the Secretary of the Treasury, the Sec-
retary of Homeland Security, and the Commis-
sioner of Social Security, shall provide that 
verifications and determinations under this sub-
section shall be done— 

(i) through use of an on-line system or other-
wise for the electronic submission of, and re-
sponse to, the information submitted under this 
subsection with respect to an applicant; or 

(ii) by determining the consistency of the in-
formation submitted with the information main-
tained in the records of the Secretary of the 
Treasury, the Secretary of Homeland Security, 
or the Commissioner of Social Security through 
such other method as is approved by the Sec-
retary. 

(B) FLEXIBILITY.—The Secretary may modify 
the methods used under the program established 
by this section for the Exchange and 
verification of information if the Secretary de-
termines such modifications would reduce the 
administrative costs and burdens on the appli-
cant, including allowing an applicant to request 
the Secretary of the Treasury to provide the in-
formation described in paragraph (3) directly to 
the Exchange or to the Secretary. The Secretary 
shall not make any such modification unless the 
Secretary determines that any applicable re-
quirements under this section and section 6103 
of the Internal Revenue Code of 1986 with re-
spect to the confidentiality, disclosure, mainte-
nance, or use of information will be met. 

(d) VERIFICATION BY SECRETARY.—In the case 
of information provided under subsection (b) 
that is not required under subsection (c) to be 
submitted to another person for verification, the 
Secretary shall verify the accuracy of such in-
formation in such manner as the Secretary de-
termines appropriate, including delegating re-
sponsibility for verification to the Exchange. 

(e) ACTIONS RELATING TO VERIFICATION.— 
(1) IN GENERAL.—Each person to whom the 

Secretary provided information under subsection 
(c) shall report to the Secretary under the meth-
od established under subsection (c)(4) the results 
of its verification and the Secretary shall notify 
the Exchange of such results. Each person to 
whom the Secretary provided information under 
subsection (d) shall report to the Secretary in 

such manner as the Secretary determines appro-
priate. 

(2) VERIFICATION.— 
(A) ELIGIBILITY FOR ENROLLMENT AND PRE-

MIUM TAX CREDITS AND COST-SHARING REDUC-
TIONS.—If information provided by an applicant 
under paragraphs (1), (2), (3), and (4) of sub-
section (b) is verified under subsections (c) and 
(d)— 

(i) the individual’s eligibility to enroll through 
the Exchange and to apply for premium tax 
credits and cost-sharing reductions shall be sat-
isfied; and 

(ii) the Secretary shall, if applicable, notify 
the Secretary of the Treasury under section 
1412(c) of the amount of any advance payment 
to be made. 

(B) EXEMPTION FROM INDIVIDUAL RESPONSI-
BILITY.—If information provided by an appli-
cant under subsection (b)(5) is verified under 
subsections (c) and (d), the Secretary shall issue 
the certification of exemption described in sec-
tion 1311(d)(4)(H). 

(3) INCONSISTENCIES INVOLVING ATTESTATION 
OF CITIZENSHIP OR LAWFUL PRESENCE.—If the in-
formation provided by any applicant under sub-
section (b)(2) is inconsistent with information in 
the records maintained by the Commissioner of 
Social Security or Secretary of Homeland Secu-
rity, whichever is applicable, the applicant’s eli-
gibility will be determined in the same manner 
as an individual’s eligibility under the medicaid 
program is determined under section 1902(ee) of 
the Social Security Act (as in effect on January 
1, 2010). 

(4) INCONSISTENCIES INVOLVING OTHER INFOR-
MATION.— 

(A) IN GENERAL.—If the information provided 
by an applicant under subsection (b) (other 
than subsection (b)(2)) is inconsistent with in-
formation in the records maintained by persons 
under subsection (c) or is not verified under sub-
section (d), the Secretary shall notify the Ex-
change and the Exchange shall take the fol-
lowing actions: 

(i) REASONABLE EFFORT.—The Exchange shall 
make a reasonable effort to identify and address 
the causes of such inconsistency, including 
through typographical or other clerical errors, 
by contacting the applicant to confirm the accu-
racy of the information, and by taking such ad-
ditional actions as the Secretary, through regu-
lation or other guidance, may identify. 

(ii) NOTICE AND OPPORTUNITY TO CORRECT.— 
In the case the inconsistency or inability to 
verify is not resolved under subparagraph (A), 
the Exchange shall— 

(I) notify the applicant of such fact; 
(II) provide the applicant an opportunity to 

either present satisfactory documentary evi-
dence or resolve the inconsistency with the per-
son verifying the information under subsection 
(c) or (d) during the 90-day period beginning the 
date on which the notice required under sub-
clause (I) is sent to the applicant. 
The Secretary may extend the 90-day period 
under subclause (II) for enrollments occurring 
during 2014. 

(B) SPECIFIC ACTIONS NOT INVOLVING CITIZEN-
SHIP OR LAWFUL PRESENCE.— 

(i) IN GENERAL.—Except as provided in para-
graph (3), the Exchange shall, during any pe-
riod before the close of the period under sub-
paragraph (A)(ii)(II), make any determination 
under paragraphs (2), (3), and (4) of subsection 
(a) on the basis of the information contained on 
the application. 

(ii) ELIGIBILITY OR AMOUNT OF CREDIT OR RE-
DUCTION.—If an inconsistency involving the eli-
gibility for, or amount of, any premium tax 
credit or cost-sharing reduction is unresolved 
under this subsection as of the close of the pe-
riod under subparagraph (A)(ii)(II), the Ex-
change shall notify the applicant of the amount 
(if any) of the credit or reduction that is deter-
mined on the basis of the records maintained by 
persons under subsection (c). 

(iii) EMPLOYER AFFORDABILITY.—If the Sec-
retary notifies an Exchange that an enrollee is 
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eligible for a premium tax credit under section 
36B of such Code or cost-sharing reduction 
under section 1402 because the enrollee’s (or re-
lated individual’s) employer does not provide 
minimum essential coverage through an em-
ployer-sponsored plan or that the employer does 
provide that coverage but it is not affordable 
coverage, the Exchange shall notify the em-
ployer of such fact and that the employer may 
be liable for the payment assessed under section 
4980H of such Code. 

(iv) EXEMPTION.—In any case where the in-
consistency involving, or inability to verify, in-
formation provided under subsection (b)(5) is 
not resolved as of the close of the period under 
subparagraph (A)(ii)(II), the Exchange shall no-
tify an applicant that no certification of exemp-
tion from any requirement or payment under 
section 5000A of such Code will be issued. 

(C) APPEALS PROCESS.—The Exchange shall 
also notify each person receiving notice under 
this paragraph of the appeals processes estab-
lished under subsection (f). 

(f) APPEALS AND REDETERMINATIONS.— 
(1) IN GENERAL.—The Secretary, in consulta-

tion with the Secretary of the Treasury, the Sec-
retary of Homeland Security, and the Commis-
sioner of Social Security, shall establish proce-
dures by which the Secretary or one of such 
other Federal officers— 

(A) hears and makes decisions with respect to 
appeals of any determination under subsection 
(e); and 

(B) redetermines eligibility on a periodic basis 
in appropriate circumstances. 

(2) EMPLOYER LIABILITY.— 
(A) IN GENERAL.—The Secretary shall estab-

lish a separate appeals process for employers 
who are notified under subsection (e)(4)(C) that 
the employer may be liable for a tax imposed by 
section 4980H of the Internal Revenue Code of 
1986 with respect to an employee because of a 
determination that the employer does not pro-
vide minimum essential coverage through an em-
ployer-sponsored plan or that the employer does 
provide that coverage but it is not affordable 
coverage with respect to an employee. Such 
process shall provide an employer the oppor-
tunity to— 

(i) present information to the Exchange for re-
view of the determination either by the Ex-
change or the person making the determination, 
including evidence of the employer-sponsored 
plan and employer contributions to the plan; 
and 

(ii) have access to the data used to make the 
determination to the extent allowable by law. 
Such process shall be in addition to any rights 
of appeal the employer may have under subtitle 
F of such Code. 

(B) CONFIDENTIALITY.—Notwithstanding any 
provision of this title (or the amendments made 
by this title) or section 6103 of the Internal Rev-
enue Code of 1986, an employer shall not be en-
titled to any taxpayer return information with 
respect to an employee for purposes of deter-
mining whether the employer is subject to the 
penalty under section 4980H of such Code with 
respect to the employee, except that— 

(i) the employer may be notified as to the 
name of an employee and whether or not the 
employee’s income is above or below the thresh-
old by which the affordability of an employer’s 
health insurance coverage is measured; and 

(ii) this subparagraph shall not apply to an 
employee who provides a waiver (at such time 
and in such manner as the Secretary may pre-
scribe) authorizing an employer to have access 
to the employee’s taxpayer return information. 

(g) CONFIDENTIALITY OF APPLICANT INFORMA-
TION.— 

(1) IN GENERAL.—An applicant for insurance 
coverage or for a premium tax credit or cost- 
sharing reduction shall be required to provide 
only the information strictly necessary to au-
thenticate identity, determine eligibility, and de-
termine the amount of the credit or reduction. 

(2) RECEIPT OF INFORMATION.—Any person 
who receives information provided by an appli-

cant under subsection (b) (whether directly or 
by another person at the request of the appli-
cant), or receives information from a Federal 
agency under subsection (c), (d), or (e), shall— 

(A) use the information only for the purposes 
of, and to the extent necessary in, ensuring the 
efficient operation of the Exchange, including 
verifying the eligibility of an individual to en-
roll through an Exchange or to claim a premium 
tax credit or cost-sharing reduction or the 
amount of the credit or reduction; and 

(B) not disclose the information to any other 
person except as provided in this section. 

(h) PENALTIES.— 
(1) FALSE OR FRAUDULENT INFORMATION.— 
(A) CIVIL PENALTY.— 
(i) IN GENERAL.—If— 
(I) any person fails to provides correct infor-

mation under subsection (b); and 
(II) such failure is attributable to negligence 

or disregard of any rules or regulations of the 
Secretary, 
such person shall be subject, in addition to any 
other penalties that may be prescribed by law, 
to a civil penalty of not more than $25,000 with 
respect to any failures involving an application 
for a plan year. For purposes of this subpara-
graph, the terms ‘‘negligence’’ and ‘‘disregard’’ 
shall have the same meanings as when used in 
section 6662 of the Internal Revenue Code of 
1986. 

(ii) REASONABLE CAUSE EXCEPTION.—No pen-
alty shall be imposed under clause (i) if the Sec-
retary determines that there was a reasonable 
cause for the failure and that the person acted 
in good faith. 

(B) KNOWING AND WILLFUL VIOLATIONS.—Any 
person who knowingly and willfully provides 
false or fraudulent information under sub-
section (b) shall be subject, in addition to any 
other penalties that may be prescribed by law, 
to a civil penalty of not more than $250,000. 

(2) IMPROPER USE OR DISCLOSURE OF INFORMA-
TION.—Any person who knowingly and willfully 
uses or discloses information in violation of sub-
section (g) shall be subject, in addition to any 
other penalties that may be prescribed by law, 
to a civil penalty of not more than $25,000. 

(3) LIMITATIONS ON LIENS AND LEVIES.—The 
Secretary (or, if applicable, the Attorney Gen-
eral of the United States) shall not— 

(A) file notice of lien with respect to any prop-
erty of a person by reason of any failure to pay 
the penalty imposed by this subsection; or 

(B) levy on any such property with respect to 
such failure. 

(i) STUDY OF ADMINISTRATION OF EMPLOYER 
RESPONSIBILITY.— 

(1) IN GENERAL.—The Secretary of Health and 
Human Services shall, in consultation with the 
Secretary of the Treasury, conduct a study of 
the procedures that are necessary to ensure that 
in the administration of this title and section 
4980H of the Internal Revenue Code of 1986 (as 
added by section 1513) that the following rights 
are protected: 

(A) The rights of employees to preserve their 
right to confidentiality of their taxpayer return 
information and their right to enroll in a quali-
fied health plan through an Exchange if an em-
ployer does not provide affordable coverage. 

(B) The rights of employers to adequate due 
process and access to information necessary to 
accurately determine any payment assessed on 
employers. 

(2) REPORT.—Not later than January 1, 2013, 
the Secretary of Health and Human Services 
shall report the results of the study conducted 
under paragraph (1), including any rec-
ommendations for legislative changes, to the 
Committees on Finance and Health, Education, 
Labor and Pensions of the Senate and the Com-
mittees of Education and Labor and Ways and 
Means of the House of Representatives. 
SEC. 1412. ADVANCE DETERMINATION AND PAY-

MENT OF PREMIUM TAX CREDITS 
AND COST-SHARING REDUCTIONS. 

(a) IN GENERAL.—The Secretary, in consulta-
tion with the Secretary of the Treasury, shall 
establish a program under which— 

(1) upon request of an Exchange, advance de-
terminations are made under section 1411 with 
respect to the income eligibility of individuals 
enrolling in a qualified health plan in the indi-
vidual market through the Exchange for the 
premium tax credit allowable under section 36B 
of the Internal Revenue Code of 1986 and the 
cost-sharing reductions under section 1402; 

(2) the Secretary notifies— 
(A) the Exchange and the Secretary of the 

Treasury of the advance determinations; and 
(B) the Secretary of the Treasury of the name 

and employer identification number of each em-
ployer with respect to whom 1 or more employee 
of the employer were determined to be eligible 
for the premium tax credit under section 36B of 
the Internal Revenue Code of 1986 and the cost- 
sharing reductions under section 1402 because— 

(i) the employer did not provide minimum es-
sential coverage; or 

(ii) the employer provided such minimum es-
sential coverage but it was determined under 
section 36B(c)(2)(C) of such Code to either be 
unaffordable to the employee or not provide the 
required minimum actuarial value; and 

(3) the Secretary of the Treasury makes ad-
vance payments of such credit or reductions to 
the issuers of the qualified health plans in order 
to reduce the premiums payable by individuals 
eligible for such credit. 

(b) ADVANCE DETERMINATIONS.— 
(1) IN GENERAL.—The Secretary shall provide 

under the program established under subsection 
(a) that advance determination of eligibility 
with respect to any individual shall be made— 

(A) during the annual open enrollment period 
applicable to the individual (or such other en-
rollment period as may be specified by the Sec-
retary); and 

(B) on the basis of the individual’s household 
income for the most recent taxable year for 
which the Secretary, after consultation with the 
Secretary of the Treasury, determines informa-
tion is available. 

(2) CHANGES IN CIRCUMSTANCES.—The Sec-
retary shall provide procedures for making ad-
vance determinations on the basis of informa-
tion other than that described in paragraph 
(1)(B) in cases where information included with 
an application form demonstrates substantial 
changes in income, changes in family size or 
other household circumstances, change in filing 
status, the filing of an application for unem-
ployment benefits, or other significant changes 
affecting eligibility, including— 

(A) allowing an individual claiming a de-
crease of 20 percent or more in income, or filing 
an application for unemployment benefits, to 
have eligibility for the credit determined on the 
basis of household income for a later period or 
on the basis of the individual’s estimate of such 
income for the taxable year; and 

(B) the determination of household income in 
cases where the taxpayer was not required to 
file a return of tax imposed by this chapter for 
the second preceding taxable year. 

(c) PAYMENT OF PREMIUM TAX CREDITS AND 
COST-SHARING REDUCTIONS.— 

(1) IN GENERAL.—The Secretary shall notify 
the Secretary of the Treasury and the Exchange 
through which the individual is enrolling of the 
advance determination under section 1411. 

(2) PREMIUM TAX CREDIT.— 
(A) IN GENERAL.—The Secretary of the Treas-

ury shall make the advance payment under this 
section of any premium tax credit allowed under 
section 36B of the Internal Revenue Code of 1986 
to the issuer of a qualified health plan on a 
monthly basis (or such other periodic basis as 
the Secretary may provide). 

(B) ISSUER RESPONSIBILITIES.—An issuer of a 
qualified health plan receiving an advance pay-
ment with respect to an individual enrolled in 
the plan shall— 

(i) reduce the premium charged the insured for 
any period by the amount of the advance pay-
ment for the period; 

(ii) notify the Exchange and the Secretary of 
such reduction; 
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(iii) include with each billing statement the 

amount by which the premium for the plan has 
been reduced by reason of the advance payment; 
and 

(iv) in the case of any nonpayment of pre-
miums by the insured— 

(I) notify the Secretary of such nonpayment; 
and 

(II) allow a 3-month grace period for non-
payment of premiums before discontinuing cov-
erage. 

(3) COST-SHARING REDUCTIONS.—The Secretary 
shall also notify the Secretary of the Treasury 
and the Exchange under paragraph (1) if an ad-
vance payment of the cost-sharing reductions 
under section 1402 is to be made to the issuer of 
any qualified health plan with respect to any 
individual enrolled in the plan. The Secretary of 
the Treasury shall make such advance payment 
at such time and in such amount as the Sec-
retary specifies in the notice. 

(d) NO FEDERAL PAYMENTS FOR INDIVIDUALS 
NOT LAWFULLY PRESENT.—Nothing in this sub-
title or the amendments made by this subtitle al-
lows Federal payments, credits, or cost-sharing 
reductions for individuals who are not lawfully 
present in the United States. 

(e) STATE FLEXIBILITY.—Nothing in this sub-
title or the amendments made by this subtitle 
shall be construed to prohibit a State from mak-
ing payments to or on behalf of an individual 
for coverage under a qualified health plan of-
fered through an Exchange that are in addition 
to any credits or cost-sharing reductions allow-
able to the individual under this subtitle and 
such amendments. 
SEC. 1413. STREAMLINING OF PROCEDURES FOR 

ENROLLMENT THROUGH AN EX-
CHANGE AND STATE MEDICAID, 
CHIP, AND HEALTH SUBSIDY PRO-
GRAMS. 

(a) IN GENERAL.—The Secretary shall estab-
lish a system meeting the requirements of this 
section under which residents of each State may 
apply for enrollment in, receive a determination 
of eligibility for participation in, and continue 
participation in, applicable State health subsidy 
programs. Such system shall ensure that if an 
individual applying to an Exchange is found 
through screening to be eligible for medical as-
sistance under the State medicaid plan under 
title XIX, or eligible for enrollment under a 
State children’s health insurance program 
(CHIP) under title XXI of such Act, the indi-
vidual is enrolled for assistance under such plan 
or program. 

(b) REQUIREMENTS RELATING TO FORMS AND 
NOTICE.— 

(1) REQUIREMENTS RELATING TO FORMS.— 
(A) IN GENERAL.—The Secretary shall develop 

and provide to each State a single, streamlined 
form that— 

(i) may be used to apply for all applicable 
State health subsidy programs within the State; 

(ii) may be filed online, in person, by mail, or 
by telephone; 

(iii) may be filed with an Exchange or with 
State officials operating one of the other appli-
cable State health subsidy programs; and 

(iv) is structured to maximize an applicant’s 
ability to complete the form satisfactorily, tak-
ing into account the characteristics of individ-
uals who qualify for applicable State health 
subsidy programs. 

(B) STATE AUTHORITY TO ESTABLISH FORM.—A 
State may develop and use its own single, 
streamlined form as an alternative to the form 
developed under subparagraph (A) if the alter-
native form is consistent with standards promul-
gated by the Secretary under this section. 

(C) SUPPLEMENTAL ELIGIBILITY FORMS.—The 
Secretary may allow a State to use a supple-
mental or alternative form in the case of indi-
viduals who apply for eligibility that is not de-
termined on the basis of the household income 
(as defined in section 36B of the Internal Rev-
enue Code of 1986). 

(2) NOTICE.—The Secretary shall provide that 
an applicant filing a form under paragraph (1) 

shall receive notice of eligibility for an applica-
ble State health subsidy program without any 
need to provide additional information or paper-
work unless such information or paperwork is 
specifically required by law when information 
provided on the form is inconsistent with data 
used for the electronic verification under para-
graph (3) or is otherwise insufficient to deter-
mine eligibility. 

(c) REQUIREMENTS RELATING TO ELIGIBILITY 
BASED ON DATA EXCHANGES.— 

(1) DEVELOPMENT OF SECURE INTERFACES.— 
Each State shall develop for all applicable State 
health subsidy programs a secure, electronic 
interface allowing an exchange of data (includ-
ing information contained in the application 
forms described in subsection (b)) that allows a 
determination of eligibility for all such programs 
based on a single application. Such interface 
shall be compatible with the method established 
for data verification under section 1411(c)(4). 

(2) DATA MATCHING PROGRAM.—Each applica-
ble State health subsidy program shall partici-
pate in a data matching arrangement for deter-
mining eligibility for participation in the pro-
gram under paragraph (3) that— 

(A) provides access to data described in para-
graph (3); 

(B) applies only to individuals who— 
(i) receive assistance from an applicable State 

health subsidy program; or 
(ii) apply for such assistance— 
(I) by filing a form described in subsection (b); 

or 
(II) by requesting a determination of eligibility 

and authorizing disclosure of the information 
described in paragraph (3) to applicable State 
health coverage subsidy programs for purposes 
of determining and establishing eligibility; and 

(C) consistent with standards promulgated by 
the Secretary, including the privacy and data 
security safeguards described in section 1942 of 
the Social Security Act or that are otherwise ap-
plicable to such programs. 

(3) DETERMINATION OF ELIGIBILITY.— 
(A) IN GENERAL.—Each applicable State 

health subsidy program shall, to the maximum 
extent practicable— 

(i) establish, verify, and update eligibility for 
participation in the program using the data 
matching arrangement under paragraph (2); 
and 

(ii) determine such eligibility on the basis of 
reliable, third party data, including information 
described in sections 1137, 453(i), and 1942(a) of 
the Social Security Act, obtained through such 
arrangement. 

(B) EXCEPTION.—This paragraph shall not 
apply in circumstances with respect to which 
the Secretary determines that the administrative 
and other costs of use of the data matching ar-
rangement under paragraph (2) outweigh its ex-
pected gains in accuracy, efficiency, and pro-
gram participation. 

(4) SECRETARIAL STANDARDS.—The Secretary 
shall, after consultation with persons in posses-
sion of the data to be matched and representa-
tives of applicable State health subsidy pro-
grams, promulgate standards governing the tim-
ing, contents, and procedures for data matching 
described in this subsection. Such standards 
shall take into account administrative and other 
costs and the value of data matching to the es-
tablishment, verification, and updating of eligi-
bility for applicable State health subsidy pro-
grams. 

(d) ADMINISTRATIVE AUTHORITY.— 
(1) AGREEMENTS.—Subject to section 1411 and 

section 6103(l)(21) of the Internal Revenue Code 
of 1986 and any other requirement providing 
safeguards of privacy and data integrity, the 
Secretary may establish model agreements, and 
enter into agreements, for the sharing of data 
under this section. 

(2) AUTHORITY OF EXCHANGE TO CONTRACT 
OUT.—Nothing in this section shall be construed 
to— 

(A) prohibit contractual arrangements 
through which a State medicaid agency deter-

mines eligibility for all applicable State health 
subsidy programs, but only if such agency com-
plies with the Secretary’s requirements ensuring 
reduced administrative costs, eligibility errors, 
and disruptions in coverage; or 

(B) change any requirement under title XIX 
that eligibility for participation in a State’s 
medicaid program must be determined by a pub-
lic agency. 

(e) APPLICABLE STATE HEALTH SUBSIDY PRO-
GRAM.—In this section, the term ‘‘applicable 
State health subsidy program’’ means— 

(1) the program under this title for the enroll-
ment in qualified health plans offered through 
an Exchange, including the premium tax credits 
under section 36B of the Internal Revenue Code 
of 1986 and cost-sharing reductions under sec-
tion 1402; 

(2) a State medicaid program under title XIX 
of the Social Security Act; 

(3) a State children’s health insurance pro-
gram (CHIP) under title XXI of such Act; and 

(4) a State program under section 1331 estab-
lishing qualified basic health plans. 
SEC. 1414. DISCLOSURES TO CARRY OUT ELIGI-

BILITY REQUIREMENTS FOR CER-
TAIN PROGRAMS. 

(a) DISCLOSURE OF TAXPAYER RETURN INFOR-
MATION AND SOCIAL SECURITY NUMBERS.— 

(1) TAXPAYER RETURN INFORMATION.—Sub-
section (l) of section 6103 of the Internal Rev-
enue Code of 1986 is amended by adding at the 
end the following new paragraph: 

‘‘(21) DISCLOSURE OF RETURN INFORMATION TO 
CARRY OUT ELIGIBILITY REQUIREMENTS FOR CER-
TAIN PROGRAMS.— 

‘‘(A) IN GENERAL.—The Secretary, upon writ-
ten request from the Secretary of Health and 
Human Services, shall disclose to officers, em-
ployees, and contractors of the Department of 
Health and Human Services return information 
of any taxpayer whose income is relevant in de-
termining any premium tax credit under section 
36B or any cost-sharing reduction under section 
1402 of the Patient Protection and Affordable 
Care Act or eligibility for participation in a 
State medicaid program under title XIX of the 
Social Security Act, a State’s children’s health 
insurance program under title XXI of the Social 
Security Act, or a basic health program under 
section 1331 of Patient Protection and Afford-
able Care Act. Such return information shall be 
limited to— 

‘‘(i) taxpayer identity information with re-
spect to such taxpayer, 

‘‘(ii) the filing status of such taxpayer, 
‘‘(iii) the number of individuals for whom a 

deduction is allowed under section 151 with re-
spect to the taxpayer (including the taxpayer 
and the taxpayer’s spouse), 

‘‘(iv) the modified gross income (as defined in 
section 36B) of such taxpayer and each of the 
other individuals included under clause (iii) 
who are required to file a return of tax imposed 
by chapter 1 for the taxable year, 

‘‘(v) such other information as is prescribed by 
the Secretary by regulation as might indicate 
whether the taxpayer is eligible for such credit 
or reduction (and the amount thereof), and 

‘‘(vi) the taxable year with respect to which 
the preceding information relates or, if applica-
ble, the fact that such information is not avail-
able. 

‘‘(B) INFORMATION TO EXCHANGE AND STATE 
AGENCIES.—The Secretary of Health and Human 
Services may disclose to an Exchange estab-
lished under the Patient Protection and Afford-
able Care Act or its contractors, or to a State 
agency administering a State program described 
in subparagraph (A) or its contractors, any in-
consistency between the information provided 
by the Exchange or State agency to the Sec-
retary and the information provided to the Sec-
retary under subparagraph (A). 

‘‘(C) RESTRICTION ON USE OF DISCLOSED IN-
FORMATION.—Return information disclosed 
under subparagraph (A) or (B) may be used by 
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officers, employees, and contractors of the De-
partment of Health and Human Services, an Ex-
change, or a State agency only for the purposes 
of, and to the extent necessary in— 

‘‘(i) establishing eligibility for participation in 
the Exchange, and verifying the appropriate 
amount of, any credit or reduction described in 
subparagraph (A), 

‘‘(ii) determining eligibility for participation 
in the State programs described in subparagraph 
(A).’’. 

(2) SOCIAL SECURITY NUMBERS.—Section 
205(c)(2)(C) of the Social Security Act is amend-
ed by adding at the end the following new 
clause: 

‘‘(x) The Secretary of Health and Human 
Services, and the Exchanges established under 
section 1311 of the Patient Protection and Af-
fordable Care Act, are authorized to collect and 
use the names and social security account num-
bers of individuals as required to administer the 
provisions of, and the amendments made by, the 
such Act.’’. 

(b) CONFIDENTIALITY AND DISCLOSURE.—Para-
graph (3) of section 6103(a) of such Code is 
amended by striking ‘‘or (20)’’ and inserting 
‘‘(20), or (21)’’. 

(c) PROCEDURES AND RECORDKEEPING RE-
LATED TO DISCLOSURES.—Paragraph (4) of sec-
tion 6103(p) of such Code is amended— 

(1) by inserting ‘‘, or any entity described in 
subsection (l)(21),’’ after ‘‘or (20)’’ in the matter 
preceding subparagraph (A), 

(2) by inserting ‘‘or any entity described in 
subsection (l)(21),’’ after ‘‘or (o)(1)(A)’’ in sub-
paragraph (F)(ii), and 

(3) by inserting ‘‘or any entity described in 
subsection (l)(21),’’ after ‘‘or (20)’’ both places it 
appears in the matter after subparagraph (F). 

(d) UNAUTHORIZED DISCLOSURE OR INSPEC-
TION.—Paragraph (2) of section 7213(a) of such 
Code is amended by striking ‘‘or (20)’’ and in-
serting ‘‘(20), or (21)’’. 
SEC. 1415. PREMIUM TAX CREDIT AND COST- 

SHARING REDUCTION PAYMENTS 
DISREGARDED FOR FEDERAL AND 
FEDERALLY-ASSISTED PROGRAMS. 

For purposes of determining the eligibility of 
any individual for benefits or assistance, or the 
amount or extent of benefits or assistance, 
under any Federal program or under any State 
or local program financed in whole or in part 
with Federal funds— 

(1) any credit or refund allowed or made to 
any individual by reason of section 36B of the 
Internal Revenue Code of 1986 (as added by sec-
tion 1401) shall not be taken into account as in-
come and shall not be taken into account as re-
sources for the month of receipt and the fol-
lowing 2 months; and 

(2) any cost-sharing reduction payment or ad-
vance payment of the credit allowed under such 
section 36B that is made under section 1402 or 
1412 shall be treated as made to the qualified 
health plan in which an individual is enrolled 
and not to that individual. 

PART II—SMALL BUSINESS TAX CREDIT 
SEC. 1421. CREDIT FOR EMPLOYEE HEALTH IN-

SURANCE EXPENSES OF SMALL 
BUSINESSES. 

(a) IN GENERAL.—Subpart D of part IV of sub-
chapter A of chapter 1 of the Internal Revenue 
Code of 1986 (relating to business-related cred-
its) is amended by inserting after section 45Q 
the following: 
‘‘SEC. 45R. EMPLOYEE HEALTH INSURANCE EX-

PENSES OF SMALL EMPLOYERS. 
‘‘(a) GENERAL RULE.—For purposes of section 

38, in the case of an eligible small employer, the 
small employer health insurance credit deter-
mined under this section for any taxable year in 
the credit period is the amount determined 
under subsection (b). 

‘‘(b) HEALTH INSURANCE CREDIT AMOUNT.— 
Subject to subsection (c), the amount determined 
under this subsection with respect to any eligi-
ble small employer is equal to 50 percent (35 per-

cent in the case of a tax-exempt eligible small 
employer) of the lesser of— 

‘‘(1) the aggregate amount of nonelective con-
tributions the employer made on behalf of its 
employees during the taxable year under the ar-
rangement described in subsection (d)(4) for pre-
miums for qualified health plans offered by the 
employer to its employees through an Exchange, 
or 

‘‘(2) the aggregate amount of nonelective con-
tributions which the employer would have made 
during the taxable year under the arrangement 
if each employee taken into account under 
paragraph (1) had enrolled in a qualified health 
plan which had a premium equal to the average 
premium (as determined by the Secretary of 
Health and Human Services) for the small group 
market in the rating area in which the employee 
enrolls for coverage. 

‘‘(c) PHASEOUT OF CREDIT AMOUNT BASED ON 
NUMBER OF EMPLOYEES AND AVERAGE WAGES.— 
The amount of the credit determined under sub-
section (b) without regard to this subsection 
shall be reduced (but not below zero) by the sum 
of the following amounts: 

‘‘(1) Such amount multiplied by a fraction the 
numerator of which is the total number of full- 
time equivalent employees of the employer in ex-
cess of 10 and the denominator of which is 15. 

‘‘(2) Such amount multiplied by a fraction the 
numerator of which is the average annual 
wages of the employer in excess of the dollar 
amount in effect under subsection (d)(3)(B) and 
the denominator of which is such dollar 
amount. 

‘‘(d) ELIGIBLE SMALL EMPLOYER.—For pur-
poses of this section— 

‘‘(1) IN GENERAL.—The term ‘eligible small em-
ployer’ means, with respect to any taxable year, 
an employer— 

‘‘(A) which has no more than 25 full-time 
equivalent employees for the taxable year, 

‘‘(B) the average annual wages of which do 
not exceed an amount equal to twice the dollar 
amount in effect under paragraph (3)(B) for the 
taxable year, and 

‘‘(C) which has in effect an arrangement de-
scribed in paragraph (4). 

‘‘(2) FULL-TIME EQUIVALENT EMPLOYEES.— 
‘‘(A) IN GENERAL.—The term ‘full-time equiva-

lent employees’ means a number of employees 
equal to the number determined by dividing— 

‘‘(i) the total number of hours of service for 
which wages were paid by the employer to em-
ployees during the taxable year, by 

‘‘(ii) 2,080. 
Such number shall be rounded to the next low-
est whole number if not otherwise a whole num-
ber. 

‘‘(B) EXCESS HOURS NOT COUNTED.—If an em-
ployee works in excess of 2,080 hours of service 
during any taxable year, such excess shall not 
be taken into account under subparagraph (A). 

‘‘(C) HOURS OF SERVICE.—The Secretary, in 
consultation with the Secretary of Labor, shall 
prescribe such regulations, rules, and guidance 
as may be necessary to determine the hours of 
service of an employee, including rules for the 
application of this paragraph to employees who 
are not compensated on an hourly basis. 

‘‘(3) AVERAGE ANNUAL WAGES.— 
‘‘(A) IN GENERAL.—The average annual wages 

of an eligible small employer for any taxable 
year is the amount determined by dividing— 

‘‘(i) the aggregate amount of wages which 
were paid by the employer to employees during 
the taxable year, by 

‘‘(ii) the number of full-time equivalent em-
ployees of the employee determined under para-
graph (2) for the taxable year. 
Such amount shall be rounded to the next low-
est multiple of $1,000 if not otherwise such a 
multiple. 

‘‘(B) DOLLAR AMOUNT.—For purposes of para-
graph (1)(B)— 

‘‘(i) 2011, 2012, AND 2013.—The dollar amount in 
effect under this paragraph for taxable years be-
ginning in 2011, 2012, or 2013 is $20,000. 

‘‘(ii) SUBSEQUENT YEARS.—In the case of a 
taxable year beginning in a calendar year after 
2013, the dollar amount in effect under this 
paragraph shall be equal to $20,000, multiplied 
by the cost-of-living adjustment determined 
under section 1(f)(3) for the calendar year, de-
termined by substituting ‘calendar year 2012’ for 
‘calendar year 1992’ in subparagraph (B) there-
of. 

‘‘(4) CONTRIBUTION ARRANGEMENT.—An ar-
rangement is described in this paragraph if it re-
quires an eligible small employer to make a non-
elective contribution on behalf of each employee 
who enrolls in a qualified health plan offered to 
employees by the employer through an exchange 
in an amount equal to a uniform percentage 
(not less than 50 percent) of the premium cost of 
the qualified health plan. 

‘‘(5) SEASONAL WORKER HOURS AND WAGES NOT 
COUNTED.—For purposes of this subsection— 

‘‘(A) IN GENERAL.—The number of hours of 
service worked by, and wages paid to, a sea-
sonal worker of an employer shall not be taken 
into account in determining the full-time equiv-
alent employees and average annual wages of 
the employer unless the worker works for the 
employer on more than 120 days during the tax-
able year. 

‘‘(B) DEFINITION OF SEASONAL WORKER.—The 
term ‘seasonal worker’ means a worker who per-
forms labor or services on a seasonal basis as de-
fined by the Secretary of Labor, including work-
ers covered by section 500.20(s)(1) of title 29, 
Code of Federal Regulations and retail workers 
employed exclusively during holiday seasons. 

‘‘(e) OTHER RULES AND DEFINITIONS.—For 
purposes of this section— 

‘‘(1) EMPLOYEE.— 
‘‘(A) CERTAIN EMPLOYEES EXCLUDED.—The 

term ‘employee’ shall not include— 
‘‘(i) an employee within the meaning of sec-

tion 401(c)(1), 
‘‘(ii) any 2-percent shareholder (as defined in 

section 1372(b)) of an eligible small business 
which is an S corporation, 

‘‘(iii) any 5-percent owner (as defined in sec-
tion 416(i)(1)(B)(i)) of an eligible small business, 
or 

‘‘(iv) any individual who bears any of the re-
lationships described in subparagraphs (A) 
through (G) of section 152(d)(2) to, or is a de-
pendent described in section 152(d)(2)(H) of, an 
individual described in clause (i), (ii), or (iii). 

‘‘(B) LEASED EMPLOYEES.—The term ‘em-
ployee’ shall include a leased employee within 
the meaning of section 414(n). 

‘‘(2) CREDIT PERIOD.—The term ‘credit period’ 
means, with respect to any eligible small em-
ployer, the 2-consecutive-taxable year period be-
ginning with the 1st taxable year in which the 
employer (or any predecessor) offers 1 or more 
qualified health plans to its employees through 
an Exchange. 

‘‘(3) NONELECTIVE CONTRIBUTION.—The term 
‘nonelective contribution’ means an employer 
contribution other than an employer contribu-
tion pursuant to a salary reduction arrange-
ment. 

‘‘(4) WAGES.—The term ‘wages’ has the mean-
ing given such term by section 3121(a) (deter-
mined without regard to any dollar limitation 
contained in such section). 

‘‘(5) AGGREGATION AND OTHER RULES MADE AP-
PLICABLE.— 

‘‘(A) AGGREGATION RULES.—All employers 
treated as a single employer under subsection 
(b), (c), (m), or (o) of section 414 shall be treated 
as a single employer for purposes of this section. 

‘‘(B) OTHER RULES.—Rules similar to the rules 
of subsections (c), (d), and (e) of section 52 shall 
apply. 

‘‘(f) CREDIT MADE AVAILABLE TO TAX-EXEMPT 
ELIGIBLE SMALL EMPLOYERS.— 

‘‘(1) IN GENERAL.—In the case of a tax-exempt 
eligible small employer, there shall be treated as 
a credit allowable under subpart C (and not al-
lowable under this subpart) the lesser of— 

‘‘(A) the amount of the credit determined 
under this section with respect to such em-
ployer, or 
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‘‘(B) the amount of the payroll taxes of the 

employer during the calendar year in which the 
taxable year begins. 

‘‘(2) TAX-EXEMPT ELIGIBLE SMALL EM-
PLOYER.—For purposes of this section, the term 
‘tax-exempt eligible small employer’ means an 
eligible small employer which is any organiza-
tion described in section 501(c) which is exempt 
from taxation under section 501(a). 

‘‘(3) PAYROLL TAXES.—For purposes of this 
subsection— 

‘‘(A) IN GENERAL.—The term ‘payroll taxes’ 
means— 

‘‘(i) amounts required to be withheld from the 
employees of the tax-exempt eligible small em-
ployer under section 3401(a), 

‘‘(ii) amounts required to be withheld from 
such employees under section 3101(b), and 

‘‘(iii) amounts of the taxes imposed on the tax- 
exempt eligible small employer under section 
3111(b). 

‘‘(B) SPECIAL RULE.—A rule similar to the rule 
of section 24(d)(2)(C) shall apply for purposes of 
subparagraph (A). 

‘‘(g) APPLICATION OF SECTION FOR CALENDAR 
YEARS 2011, 2012, AND 2013.—In the case of any 
taxable year beginning in 2011, 2012, or 2013, the 
following modifications to this section shall 
apply in determining the amount of the credit 
under subsection (a): 

‘‘(1) NO CREDIT PERIOD REQUIRED.—The credit 
shall be determined without regard to whether 
the taxable year is in a credit period and for 
purposes of applying this section to taxable 
years beginning after 2013, no credit period shall 
be treated as beginning with a taxable year be-
ginning before 2014. 

‘‘(2) AMOUNT OF CREDIT.—The amount of the 
credit determined under subsection (b) shall be 
determined— 

‘‘(A) by substituting ‘35 percent (25 percent in 
the case of a tax-exempt eligible small em-
ployer)’ for ‘50 percent (35 percent in the case of 
a tax-exempt eligible small employer)’, 

‘‘(B) by reference to an eligible small employ-
er’s nonelective contributions for premiums paid 
for health insurance coverage (within the mean-
ing of section 9832(b)(1)) of an employee, and 

‘‘(C) by substituting for the average premium 
determined under subsection (b)(2) the amount 
the Secretary of Health and Human Services de-
termines is the average premium for the small 
group market in the State in which the employer 
is offering health insurance coverage (or for 
such area within the State as is specified by the 
Secretary). 

‘‘(3) CONTRIBUTION ARRANGEMENT.—An ar-
rangement shall not fail to meet the require-
ments of subsection (d)(4) solely because it pro-
vides for the offering of insurance outside of an 
Exchange. 

‘‘(h) INSURANCE DEFINITIONS.—Any term used 
in this section which is also used in the Public 
Health Service Act or subtitle A of title I of the 
Patient Protection and Affordable Care Act 
shall have the meaning given such term by such 
Act or subtitle. 

‘‘(i) REGULATIONS.—The Secretary shall pre-
scribe such regulations as may be necessary to 
carry out the provisions of this section, includ-
ing regulations to prevent the avoidance of the 
2-year limit on the credit period through the use 
of successor entities and the avoidance of the 
limitations under subsection (c) through the use 
of multiple entities.’’. 

(b) CREDIT TO BE PART OF GENERAL BUSINESS 
CREDIT.—Section 38(b) of the Internal Revenue 
Code of 1986 (relating to current year business 
credit) is amended by striking ‘‘plus’’ at the end 
of paragraph (34), by striking the period at the 
end of paragraph (35) and inserting ‘‘, plus’’, 
and by inserting after paragraph (35) the fol-
lowing: 

‘‘(36) the small employer health insurance 
credit determined under section 45R.’’. 

(c) CREDIT ALLOWED AGAINST ALTERNATIVE 
MINIMUM TAX.—Section 38(c)(4)(B) of the Inter-
nal Revenue Code of 1986 (defining specified 

credits) is amended by redesignating clauses 
(vi), (vii), and (viii) as clauses (vii), (viii), and 
(ix), respectively, and by inserting after clause 
(v) the following new clause: 

‘‘(vi) the credit determined under section 
45R,’’. 

(d) DISALLOWANCE OF DEDUCTION FOR CER-
TAIN EXPENSES FOR WHICH CREDIT ALLOWED.— 

(1) IN GENERAL.—Section 280C of the Internal 
Revenue Code of 1986 (relating to disallowance 
of deduction for certain expenses for which 
credit allowed), as amended by section 1401(b), 
is amended by adding at the end the following 
new subsection: 

‘‘(h) CREDIT FOR EMPLOYEE HEALTH INSUR-
ANCE EXPENSES OF SMALL EMPLOYERS.—No de-
duction shall be allowed for that portion of the 
premiums for qualified health plans (as defined 
in section 1301(a) of the Patient Protection and 
Affordable Care Act), or for health insurance 
coverage in the case of taxable years beginning 
in 2011, 2012, or 2013, paid by an employer which 
is equal to the amount of the credit determined 
under section 45R(a) with respect to the pre-
miums.’’. 

(2) DEDUCTION FOR EXPIRING CREDITS.—Sec-
tion 196(c) of such Code is amended by striking 
‘‘and’’ at the end of paragraph (12), by striking 
the period at the end of paragraph (13) and in-
serting ‘‘, and’’, and by adding at the end the 
following new paragraph: 

‘‘(14) the small employer health insurance 
credit determined under section 45R(a).’’. 

(e) CLERICAL AMENDMENT.—The table of sec-
tions for subpart D of part IV of subchapter A 
of chapter 1 of the Internal Revenue Code of 
1986 is amended by adding at the end the fol-
lowing: 

‘‘Sec. 45R. Employee health insurance expenses 
of small employers.’’. 

(f) EFFECTIVE DATES.— 
(1) IN GENERAL.—The amendments made by 

this section shall apply to amounts paid or in-
curred in taxable years beginning after Decem-
ber 31, 2010. 

(2) MINIMUM TAX.—The amendments made by 
subsection (c) shall apply to credits determined 
under section 45R of the Internal Revenue Code 
of 1986 in taxable years beginning after Decem-
ber 31, 2010, and to carrybacks of such credits. 

Subtitle F—Shared Responsibility for Health 
Care 

PART I—INDIVIDUAL RESPONSIBILITY 
SEC. 1501. REQUIREMENT TO MAINTAIN MINIMUM 

ESSENTIAL COVERAGE. 
(a) FINDINGS.—Congress makes the following 

findings: 
(1) IN GENERAL.—The individual responsibility 

requirement provided for in this section (in this 
subsection referred to as the ‘‘requirement’’) is 
commercial and economic in nature, and sub-
stantially affects interstate commerce, as a re-
sult of the effects described in paragraph (2). 

(2) EFFECTS ON THE NATIONAL ECONOMY AND 
INTERSTATE COMMERCE.—The effects described 
in this paragraph are the following: 

(A) The requirement regulates activity that is 
commercial and economic in nature: economic 
and financial decisions about how and when 
health care is paid for, and when health insur-
ance is purchased. 

(B) Health insurance and health care services 
are a significant part of the national economy. 
National health spending is projected to in-
crease from $2,500,000,000,000, or 17.6 percent of 
the economy, in 2009 to $4,700,000,000,000 in 
2019. Private health insurance spending is pro-
jected to be $854,000,000,000 in 2009, and pays for 
medical supplies, drugs, and equipment that are 
shipped in interstate commerce. Since most 
health insurance is sold by national or regional 
health insurance companies, health insurance is 
sold in interstate commerce and claims payments 
flow through interstate commerce. 

(C) The requirement, together with the other 
provisions of this Act, will add millions of new 

consumers to the health insurance market, in-
creasing the supply of, and demand for, health 
care services. According to the Congressional 
Budget Office, the requirement will increase the 
number and share of Americans who are in-
sured. 

(D) The requirement achieves near-universal 
coverage by building upon and strengthening 
the private employer-based health insurance 
system, which covers 176,000,000 Americans na-
tionwide. In Massachusetts, a similar require-
ment has strengthened private employer-based 
coverage: despite the economic downturn, the 
number of workers offered employer-based cov-
erage has actually increased. 

(E) Half of all personal bankruptcies are 
caused in part by medical expenses. By signifi-
cantly increasing health insurance coverage, 
the requirement, together with the other provi-
sions of this Act, will improve financial security 
for families. 

(F) Under the Employee Retirement Income 
Security Act of 1974 (29 U.S.C. 1001 et seq.), the 
Public Health Service Act (42 U.S.C. 201 et seq.), 
and this Act, the Federal Government has a sig-
nificant role in regulating health insurance 
which is in interstate commerce. 

(G) Under sections 2704 and 2705 of the Public 
Health Service Act (as added by section 1201 of 
this Act), if there were no requirement, many in-
dividuals would wait to purchase health insur-
ance until they needed care. By significantly in-
creasing health insurance coverage, the require-
ment, together with the other provisions of this 
Act, will minimize this adverse selection and 
broaden the health insurance risk pool to in-
clude healthy individuals, which will lower 
health insurance premiums. The requirement is 
essential to creating effective health insurance 
markets in which improved health insurance 
products that are guaranteed issue and do not 
exclude coverage of pre-existing conditions can 
be sold. 

(H) Administrative costs for private health in-
surance, which were $90,000,000,000 in 2006, are 
26 to 30 percent of premiums in the current indi-
vidual and small group markets. By signifi-
cantly increasing health insurance coverage 
and the size of purchasing pools, which will in-
crease economies of scale, the requirement, to-
gether with the other provisions of this Act, will 
significantly reduce administrative costs and 
lower health insurance premiums. The require-
ment is essential to creating effective health in-
surance markets that do not require under-
writing and eliminate its associated administra-
tive costs. 

(3) SUPREME COURT RULING.—In United States 
v. South-Eastern Underwriters Association (322 
U.S. 533 (1944)), the Supreme Court of the 
United States ruled that insurance is interstate 
commerce subject to Federal regulation. 

(b) IN GENERAL.—Subtitle D of the Internal 
Revenue Code of 1986 is amended by adding at 
the end the following new chapter: 

‘‘CHAPTER 48—MAINTENANCE OF 
MINIMUM ESSENTIAL COVERAGE 

‘‘Sec. 5000A. Requirement to maintain minimum 
essential coverage. 

‘‘SEC. 5000A. REQUIREMENT TO MAINTAIN MIN-
IMUM ESSENTIAL COVERAGE. 

‘‘(a) REQUIREMENT TO MAINTAIN MINIMUM 
ESSENTIAL COVERAGE.—An applicable individual 
shall for each month beginning after 2013 ensure 
that the individual, and any dependent of the 
individual who is an applicable individual, is 
covered under minimum essential coverage for 
such month. 

‘‘(b) SHARED RESPONSIBILITY PAYMENT.— 
‘‘(1) IN GENERAL.—If an applicable individual 

fails to meet the requirement of subsection (a) 
for 1 or more months during any calendar year 
beginning after 2013, then, except as provided in 
subsection (d), there is hereby imposed a penalty 
with respect to the individual in the amount de-
termined under subsection (c). 

‘‘(2) INCLUSION WITH RETURN.—Any penalty 
imposed by this section with respect to any 
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month shall be included with a taxpayer’s re-
turn under chapter 1 for the taxable year which 
includes such month. 

‘‘(3) PAYMENT OF PENALTY.—If an individual 
with respect to whom a penalty is imposed by 
this section for any month— 

‘‘(A) is a dependent (as defined in section 152) 
of another taxpayer for the other taxpayer’s 
taxable year including such month, such other 
taxpayer shall be liable for such penalty, or 

‘‘(B) files a joint return for the taxable year 
including such month, such individual and the 
spouse of such individual shall be jointly liable 
for such penalty. 

‘‘(c) AMOUNT OF PENALTY.— 
‘‘(1) IN GENERAL.—The penalty determined 

under this subsection for any month with re-
spect to any individual is an amount equal to 
1⁄12 of the applicable dollar amount for the cal-
endar year. 

‘‘(2) DOLLAR LIMITATION.—The amount of the 
penalty imposed by this section on any taxpayer 
for any taxable year with respect to all individ-
uals for whom the taxpayer is liable under sub-
section (b)(3) shall not exceed an amount equal 
to 300 percent the applicable dollar amount (de-
termined without regard to paragraph (3)(C)) 
for the calendar year with or within which the 
taxable year ends. 

‘‘(3) APPLICABLE DOLLAR AMOUNT.—For pur-
poses of paragraph (1)— 

‘‘(A) IN GENERAL.—Except as provided in sub-
paragraphs (B) and (C), the applicable dollar 
amount is $750. 

‘‘(B) PHASE IN.—The applicable dollar amount 
is $95 for 2014 and $350 for 2015. 

‘‘(C) SPECIAL RULE FOR INDIVIDUALS UNDER 
AGE 18.—If an applicable individual has not at-
tained the age of 18 as of the beginning of a 
month, the applicable dollar amount with re-
spect to such individual for the month shall be 
equal to one-half of the applicable dollar 
amount for the calendar year in which the 
month occurs. 

‘‘(D) INDEXING OF AMOUNT.—In the case of 
any calendar year beginning after 2016, the ap-
plicable dollar amount shall be equal to $750, in-
creased by an amount equal to— 

‘‘(i) $750, multiplied by 
‘‘(ii) the cost-of-living adjustment determined 

under section 1(f)(3) for the calendar year, de-
termined by substituting ‘calendar year 2015’ for 
‘calendar year 1992’ in subparagraph (B) there-
of. 
If the amount of any increase under clause (i) 
is not a multiple of $50, such increase shall be 
rounded to the next lowest multiple of $50. 

‘‘(4) TERMS RELATING TO INCOME AND FAMI-
LIES.—For purposes of this section— 

‘‘(A) FAMILY SIZE.—The family size involved 
with respect to any taxpayer shall be equal to 
the number of individuals for whom the tax-
payer is allowed a deduction under section 151 
(relating to allowance of deduction for personal 
exemptions) for the taxable year. 

‘‘(B) HOUSEHOLD INCOME.—The term ‘house-
hold income’ means, with respect to any tax-
payer for any taxable year, an amount equal to 
the sum of— 

‘‘(i) the modified gross income of the taxpayer, 
plus 

‘‘(ii) the aggregate modified gross incomes of 
all other individuals who— 

‘‘(I) were taken into account in determining 
the taxpayer’s family size under paragraph (1), 
and 

‘‘(II) were required to file a return of tax im-
posed by section 1 for the taxable year. 

‘‘(C) MODIFIED GROSS INCOME.—The term 
‘modified gross income’ means gross income— 

‘‘(i) decreased by the amount of any deduc-
tion allowable under paragraph (1), (3), (4), or 
(10) of section 62(a), 

‘‘(ii) increased by the amount of interest re-
ceived or accrued during the taxable year which 
is exempt from tax imposed by this chapter, and 

‘‘(iii) determined without regard to sections 
911, 931, and 933. 

‘‘(D) POVERTY LINE.— 
‘‘(i) IN GENERAL.—The term ‘poverty line’ has 

the meaning given that term in section 2110(c)(5) 
of the Social Security Act (42 U.S.C. 
1397jj(c)(5)). 

‘‘(ii) POVERTY LINE USED.—In the case of any 
taxable year ending with or within a calendar 
year, the poverty line used shall be the most re-
cently published poverty line as of the 1st day 
of such calendar year. 

‘‘(d) APPLICABLE INDIVIDUAL.—For purposes 
of this section— 

‘‘(1) IN GENERAL.—The term ‘applicable indi-
vidual’ means, with respect to any month, an 
individual other than an individual described in 
paragraph (2), (3), or (4). 

‘‘(2) RELIGIOUS EXEMPTIONS.— 
‘‘(A) RELIGIOUS CONSCIENCE EXEMPTION.— 

Such term shall not include any individual for 
any month if such individual has in effect an 
exemption under section 1311(d)(4)(H) of the Pa-
tient Protection and Affordable Care Act which 
certifies that such individual is a member of a 
recognized religious sect or division thereof de-
scribed in section 1402(g)(1) and an adherent of 
established tenets or teachings of such sect or 
division as described in such section. 

‘‘(B) HEALTH CARE SHARING MINISTRY.— 
‘‘(i) IN GENERAL.—Such term shall not include 

any individual for any month if such individual 
is a member of a health care sharing ministry 
for the month. 

‘‘(ii) HEALTH CARE SHARING MINISTRY.—The 
term ‘health care sharing ministry’ means an or-
ganization— 

‘‘(I) which is described in section 501(c)(3) and 
is exempt from taxation under section 501(a), 

‘‘(II) members of which share a common set of 
ethical or religious beliefs and share medical ex-
penses among members in accordance with those 
beliefs and without regard to the State in which 
a member resides or is employed, 

‘‘(III) members of which retain membership 
even after they develop a medical condition, 

‘‘(IV) which (or a predecessor of which) has 
been in existence at all times since December 31, 
1999, and medical expenses of its members have 
been shared continuously and without interrup-
tion since at least December 31, 1999, and 

‘‘(V) which conducts an annual audit which 
is performed by an independent certified public 
accounting firm in accordance with generally 
accepted accounting principles and which is 
made available to the public upon request. 

‘‘(3) INDIVIDUALS NOT LAWFULLY PRESENT.— 
Such term shall not include an individual for 
any month if for the month the individual is not 
a citizen or national of the United States or an 
alien lawfully present in the United States. 

‘‘(4) INCARCERATED INDIVIDUALS.—Such term 
shall not include an individual for any month if 
for the month the individual is incarcerated, 
other than incarceration pending the disposition 
of charges. 

‘‘(e) EXEMPTIONS.—No penalty shall be im-
posed under subsection (a) with respect to— 

‘‘(1) INDIVIDUALS WHO CANNOT AFFORD COV-
ERAGE.— 

‘‘(A) IN GENERAL.—Any applicable individual 
for any month if the applicable individual’s re-
quired contribution (determined on an annual 
basis) for coverage for the month exceeds 8 per-
cent of such individual’s household income for 
the taxable year described in section 
1412(b)(1)(B) of the Patient Protection and Af-
fordable Care Act. For purposes of applying this 
subparagraph, the taxpayer’s household income 
shall be increased by any exclusion from gross 
income for any portion of the required contribu-
tion made through a salary reduction arrange-
ment. 

‘‘(B) REQUIRED CONTRIBUTION.—For purposes 
of this paragraph, the term ‘required contribu-
tion’ means— 

‘‘(i) in the case of an individual eligible to 
purchase minimum essential coverage consisting 
of coverage through an eligible-employer-spon-
sored plan, the portion of the annual premium 

which would be paid by the individual (without 
regard to whether paid through salary reduc-
tion or otherwise) for self-only coverage, or 

‘‘(ii) in the case of an individual eligible only 
to purchase minimum essential coverage de-
scribed in subsection (f)(1)(C), the annual pre-
mium for the lowest cost bronze plan available 
in the individual market through the Exchange 
in the State in the rating area in which the in-
dividual resides (without regard to whether the 
individual purchased a qualified health plan 
through the Exchange), reduced by the amount 
of the credit allowable under section 36B for the 
taxable year (determined as if the individual 
was covered by a qualified health plan offered 
through the Exchange for the entire taxable 
year). 

‘‘(C) SPECIAL RULES FOR INDIVIDUALS RELATED 
TO EMPLOYEES.—For purposes of subparagraph 
(B)(i), if an applicable individual is eligible for 
minimum essential coverage through an em-
ployer by reason of a relationship to an em-
ployee, the determination shall be made by ref-
erence to the affordability of the coverage to the 
employee. 

‘‘(D) INDEXING.—In the case of plan years be-
ginning in any calendar year after 2014, sub-
paragraph (A) shall be applied by substituting 
for ‘8 percent’ the percentage the Secretary of 
Health and Human Services determines reflects 
the excess of the rate of premium growth be-
tween the preceding calendar year and 2013 over 
the rate of income growth for such period. 

‘‘(2) TAXPAYERS WITH INCOME UNDER 100 PER-
CENT OF POVERTY LINE.—Any applicable indi-
vidual for any month during a calendar year if 
the individual’s household income for the tax-
able year described in section 1412(b)(1)(B) of 
the Patient Protection and Affordable Care Act 
is less than 100 percent of the poverty line for 
the size of the family involved (determined in 
the same manner as under subsection (b)(4)). 

‘‘(3) MEMBERS OF INDIAN TRIBES.—Any appli-
cable individual for any month during which 
the individual is a member of an Indian tribe (as 
defined in section 45A(c)(6)). 

‘‘(4) MONTHS DURING SHORT COVERAGE GAPS.— 
‘‘(A) IN GENERAL.—Any month the last day of 

which occurred during a period in which the 
applicable individual was not covered by min-
imum essential coverage for a continuous period 
of less than 3 months. 

‘‘(B) SPECIAL RULES.—For purposes of apply-
ing this paragraph— 

‘‘(i) the length of a continuous period shall be 
determined without regard to the calendar years 
in which months in such period occur, 

‘‘(ii) if a continuous period is greater than the 
period allowed under subparagraph (A), no ex-
ception shall be provided under this paragraph 
for any month in the period, and 

‘‘(iii) if there is more than 1 continuous period 
described in subparagraph (A) covering months 
in a calendar year, the exception provided by 
this paragraph shall only apply to months in 
the first of such periods. 
The Secretary shall prescribe rules for the col-
lection of the penalty imposed by this section in 
cases where continuous periods include months 
in more than 1 taxable year. 

‘‘(5) HARDSHIPS.—Any applicable individual 
who for any month is determined by the Sec-
retary of Health and Human Services under sec-
tion 1311(d)(4)(H) to have suffered a hardship 
with respect to the capability to obtain coverage 
under a qualified health plan. 

‘‘(f) MINIMUM ESSENTIAL COVERAGE.—For 
purposes of this section— 

‘‘(1) IN GENERAL.—The term ‘minimum essen-
tial coverage’ means any of the following: 

‘‘(A) GOVERNMENT SPONSORED PROGRAMS.— 
Coverage under— 

‘‘(i) the Medicare program under part A of 
title XVIII of the Social Security Act, 

‘‘(ii) the Medicaid program under title XIX of 
the Social Security Act, 

‘‘(iii) the CHIP program under title XXI of the 
Social Security Act, 
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‘‘(iv) the TRICARE for Life program, 
‘‘(v) the veteran’s health care program under 

chapter 17 of title 38, United States Code, or 
‘‘(vi) a health plan under section 2504(e) of 

title 22, United States Code (relating to Peace 
Corps volunteers). 

‘‘(B) EMPLOYER-SPONSORED PLAN.—Coverage 
under an eligible employer-sponsored plan. 

‘‘(C) PLANS IN THE INDIVIDUAL MARKET.—Cov-
erage under a health plan offered in the indi-
vidual market within a State. 

‘‘(D) GRANDFATHERED HEALTH PLAN.—Cov-
erage under a grandfathered health plan. 

‘‘(E) OTHER COVERAGE.—Such other health 
benefits coverage, such as a State health bene-
fits risk pool, as the Secretary of Health and 
Human Services, in coordination with the Sec-
retary, recognizes for purposes of this sub-
section. 

‘‘(2) ELIGIBLE EMPLOYER-SPONSORED PLAN.— 
The term ‘eligible employer-sponsored plan’ 
means, with respect to any employee, a group 
health plan or group health insurance coverage 
offered by an employer to the employee which 
is— 

‘‘(A) a governmental plan (within the mean-
ing of section 2791(d)(8) of the Public Health 
Service Act), or 

‘‘(B) any other plan or coverage offered in the 
small or large group market within a State. 
Such term shall include a grandfathered health 
plan described in paragraph (1)(D) offered in a 
group market. 

‘‘(3) EXCEPTED BENEFITS NOT TREATED AS MIN-
IMUM ESSENTIAL COVERAGE.—The term ‘min-
imum essential coverage’ shall not include 
health insurance coverage which consists of 
coverage of excepted benefits— 

‘‘(A) described in paragraph (1) of subsection 
(c) of section 2791 of the Public Health Service 
Act; or 

‘‘(B) described in paragraph (2), (3), or (4) of 
such subsection if the benefits are provided 
under a separate policy, certificate, or contract 
of insurance. 

‘‘(4) INDIVIDUALS RESIDING OUTSIDE UNITED 
STATES OR RESIDENTS OF TERRITORIES.—Any ap-
plicable individual shall be treated as having 
minimum essential coverage for any month— 

‘‘(A) if such month occurs during any period 
described in subparagraph (A) or (B) of section 
911(d)(1) which is applicable to the individual, 
or 

‘‘(B) if such individual is a bona fide resident 
of any possession of the United States (as deter-
mined under section 937(a)) for such month. 

‘‘(5) INSURANCE-RELATED TERMS.—Any term 
used in this section which is also used in title I 
of the Patient Protection and Affordable Care 
Act shall have the same meaning as when used 
in such title. 

‘‘(g) ADMINISTRATION AND PROCEDURE.— 
‘‘(1) IN GENERAL.—The penalty provided by 

this section shall be paid upon notice and de-
mand by the Secretary, and except as provided 
in paragraph (2), shall be assessed and collected 
in the same manner as an assessable penalty 
under subchapter B of chapter 68. 

‘‘(2) SPECIAL RULES.—Notwithstanding any 
other provision of law— 

‘‘(A) WAIVER OF CRIMINAL PENALTIES.—In the 
case of any failure by a taxpayer to timely pay 
any penalty imposed by this section, such tax-
payer shall not be subject to any criminal pros-
ecution or penalty with respect to such failure. 

‘‘(B) LIMITATIONS ON LIENS AND LEVIES.—The 
Secretary shall not— 

‘‘(i) file notice of lien with respect to any 
property of a taxpayer by reason of any failure 
to pay the penalty imposed by this section, or 

‘‘(ii) levy on any such property with respect to 
such failure.’’. 

(c) CLERICAL AMENDMENT.—The table of 
chapters for subtitle D of the Internal Revenue 
Code of 1986 is amended by inserting after the 
item relating to chapter 47 the following new 
item: 

‘‘CHAPTER 48—MAINTENANCE OF MINIMUM 
ESSENTIAL COVERAGE.’’. 

(d) EFFECTIVE DATE.—The amendments made 
by this section shall apply to taxable years end-
ing after December 31, 2013. 
SEC. 1502. REPORTING OF HEALTH INSURANCE 

COVERAGE. 
(a) IN GENERAL.—Part III of subchapter A of 

chapter 61 of the Internal Revenue Code of 1986 
is amended by inserting after subpart C the fol-
lowing new subpart: 

‘‘Subpart D—Information Regarding Health 
Insurance Coverage 

‘‘Sec. 6055. Reporting of health insurance cov-
erage. 

‘‘SEC. 6055. REPORTING OF HEALTH INSURANCE 
COVERAGE. 

‘‘(a) IN GENERAL.—Every person who provides 
minimum essential coverage to an individual 
during a calendar year shall, at such time as 
the Secretary may prescribe, make a return de-
scribed in subsection (b). 

‘‘(b) FORM AND MANNER OF RETURN.— 
‘‘(1) IN GENERAL.—A return is described in this 

subsection if such return— 
‘‘(A) is in such form as the Secretary may pre-

scribe, and 
‘‘(B) contains— 
‘‘(i) the name, address and TIN of the primary 

insured and the name and TIN of each other in-
dividual obtaining coverage under the policy, 

‘‘(ii) the dates during which such individual 
was covered under minimum essential coverage 
during the calendar year, 

‘‘(iii) in the case of minimum essential cov-
erage which consists of health insurance cov-
erage, information concerning— 

‘‘(I) whether or not the coverage is a qualified 
health plan offered through an Exchange estab-
lished under section 1311 of the Patient Protec-
tion and Affordable Care Act, and 

‘‘(II) in the case of a qualified health plan, 
the amount (if any) of any advance payment 
under section 1412 of the Patient Protection and 
Affordable Care Act of any cost-sharing reduc-
tion under section 1402 of such Act or of any 
premium tax credit under section 36B with re-
spect to such coverage, and 

‘‘(iv) such other information as the Secretary 
may require. 

‘‘(2) INFORMATION RELATING TO EMPLOYER- 
PROVIDED COVERAGE.—If minimum essential cov-
erage provided to an individual under sub-
section (a) consists of health insurance coverage 
of a health insurance issuer provided through a 
group health plan of an employer, a return de-
scribed in this subsection shall include— 

‘‘(A) the name, address, and employer identi-
fication number of the employer maintaining the 
plan, 

‘‘(B) the portion of the premium (if any) re-
quired to be paid by the employer, and 

‘‘(C) if the health insurance coverage is a 
qualified health plan in the small group market 
offered through an Exchange, such other infor-
mation as the Secretary may require for admin-
istration of the credit under section 45R (relat-
ing to credit for employee health insurance ex-
penses of small employers). 

‘‘(c) STATEMENTS TO BE FURNISHED TO INDI-
VIDUALS WITH RESPECT TO WHOM INFORMATION 
IS REPORTED.— 

‘‘(1) IN GENERAL.—Every person required to 
make a return under subsection (a) shall fur-
nish to each individual whose name is required 
to be set forth in such return a written state-
ment showing— 

‘‘(A) the name and address of the person re-
quired to make such return and the phone num-
ber of the information contact for such person, 
and 

‘‘(B) the information required to be shown on 
the return with respect to such individual. 

‘‘(2) TIME FOR FURNISHING STATEMENTS.—The 
written statement required under paragraph (1) 
shall be furnished on or before January 31 of 

the year following the calendar year for which 
the return under subsection (a) was required to 
be made. 

‘‘(d) COVERAGE PROVIDED BY GOVERNMENTAL 
UNITS.—In the case of coverage provided by any 
governmental unit or any agency or instrumen-
tality thereof, the officer or employee who enters 
into the agreement to provide such coverage (or 
the person appropriately designated for pur-
poses of this section) shall make the returns and 
statements required by this section. 

‘‘(e) MINIMUM ESSENTIAL COVERAGE.—For 
purposes of this section, the term ‘minimum es-
sential coverage’ has the meaning given such 
term by section 5000A(f).’’. 

(b) ASSESSABLE PENALTIES.— 
(1) Subparagraph (B) of section 6724(d)(1) of 

the Internal Revenue Code of 1986 (relating to 
definitions) is amended by striking ‘‘or’’ at the 
end of clause (xxii), by striking ‘‘and’’ at the 
end of clause (xxiii) and inserting ‘‘or’’, and by 
inserting after clause (xxiii) the following new 
clause: 

‘‘(xxiv) section 6055 (relating to returns relat-
ing to information regarding health insurance 
coverage), and’’. 

(2) Paragraph (2) of section 6724(d) of such 
Code is amended by striking ‘‘or’’ at the end of 
subparagraph (EE), by striking the period at the 
end of subparagraph (FF) and inserting ‘‘, or’’ 
and by inserting after subparagraph (FF) the 
following new subparagraph: 

‘‘(GG) section 6055(c) (relating to statements 
relating to information regarding health insur-
ance coverage).’’. 

(c) NOTIFICATION OF NONENROLLMENT.—Not 
later than June 30 of each year, the Secretary of 
the Treasury, acting through the Internal Rev-
enue Service and in consultation with the Sec-
retary of Health and Human Services, shall send 
a notification to each individual who files an 
individual income tax return and who is not en-
rolled in minimum essential coverage (as defined 
in section 5000A of the Internal Revenue Code of 
1986). Such notification shall contain informa-
tion on the services available through the Ex-
change operating in the State in which such in-
dividual resides. 

(d) CONFORMING AMENDMENT.—The table of 
subparts for part III of subchapter A of chapter 
61 of such Code is amended by inserting after 
the item relating to subpart C the following new 
item: 

‘‘SUBPART D—INFORMATION REGARDING HEALTH 
INSURANCE COVERAGE’’. 

(e) EFFECTIVE DATE.—The amendments made 
by this section shall apply to calendar years be-
ginning after 2013. 

PART II—EMPLOYER RESPONSIBILITIES 
SEC. 1511. AUTOMATIC ENROLLMENT FOR EM-

PLOYEES OF LARGE EMPLOYERS. 
The Fair Labor Standards Act of 1938 is 

amended by inserting after section 18 (29 U.S.C. 
218) the following: 
‘‘SEC. 18A. AUTOMATIC ENROLLMENT FOR EM-

PLOYEES OF LARGE EMPLOYERS. 
‘‘In accordance with regulations promulgated 

by the Secretary, an employer to which this Act 
applies that has more than 200 full-time employ-
ees and that offers employees enrollment in 1 or 
more health benefits plans shall automatically 
enroll new full-time employees in one of the 
plans offered (subject to any waiting period au-
thorized by law) and to continue the enrollment 
of current employees in a health benefits plan 
offered through the employer. Any automatic 
enrollment program shall include adequate no-
tice and the opportunity for an employee to opt 
out of any coverage the individual or employee 
were automatically enrolled in. Nothing in this 
section shall be construed to supersede any 
State law which establishes, implements, or con-
tinues in effect any standard or requirement re-
lating to employers in connection with payroll 
except to the extent that such standard or re-
quirement prevents an employer from instituting 
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the automatic enrollment program under this 
section.’’. 
SEC. 1512. EMPLOYER REQUIREMENT TO INFORM 

EMPLOYEES OF COVERAGE OPTIONS. 
The Fair Labor Standards Act of 1938 is 

amended by inserting after section 18A (as 
added by section 1513) the following: 
‘‘SEC. 18B. NOTICE TO EMPLOYEES. 

‘‘(a) IN GENERAL.—In accordance with regula-
tions promulgated by the Secretary, an employer 
to which this Act applies, shall provide to each 
employee at the time of hiring (or with respect 
to current employees, not later than March 1, 
2013), written notice— 

‘‘(1) informing the employee of the existence of 
an Exchange, including a description of the 
services provided by such Exchange, and the 
manner in which the employee may contact the 
Exchange to request assistance; 

‘‘(2) if the employer plan’s share of the total 
allowed costs of benefits provided under the 
plan is less than 60 percent of such costs, that 
the employee may be eligible for a premium tax 
credit under section 36B of the Internal Revenue 
Code of 1986 and a cost sharing reduction under 
section 1402 of the Patient Protection and Af-
fordable Care Act if the employee purchases a 
qualified health plan through the Exchange; 
and 

‘‘(3) if the employee purchases a qualified 
health plan through the Exchange, the em-
ployee will lose the employer contribution (if 
any) to any health benefits plan offered by the 
employer and that all or a portion of such con-
tribution may be excludable from income for 
Federal income tax purposes. 

‘‘(b) EFFECTIVE DATE.—Subsection (a) shall 
take effect with respect to employers in a State 
beginning on March 1, 2013.’’. 
SEC. 1513. SHARED RESPONSIBILITY FOR EM-

PLOYERS. 
(a) IN GENERAL.—Chapter 43 of the Internal 

Revenue Code of 1986 is amended by adding at 
the end the following: 
‘‘SEC. 4980H. SHARED RESPONSIBILITY FOR EM-

PLOYERS REGARDING HEALTH COV-
ERAGE. 

‘‘(a) LARGE EMPLOYERS NOT OFFERING 
HEALTH COVERAGE.—If— 

‘‘(1) any applicable large employer fails to 
offer to its full-time employees (and their de-
pendents) the opportunity to enroll in minimum 
essential coverage under an eligible employer- 
sponsored plan (as defined in section 
5000A(f)(2)) for any month, and 

‘‘(2) at least one full-time employee of the ap-
plicable large employer has been certified to the 
employer under section 1411 of the Patient Pro-
tection and Affordable Care Act as having en-
rolled for such month in a qualified health plan 
with respect to which an applicable premium tax 
credit or cost-sharing reduction is allowed or 
paid with respect to the employee, 
then there is hereby imposed on the employer an 
assessable payment equal to the product of the 
applicable payment amount and the number of 
individuals employed by the employer as full- 
time employees during such month. 

‘‘(b) LARGE EMPLOYERS WITH WAITING PERI-
ODS EXCEEDING 30 DAYS.— 

‘‘(1) IN GENERAL.—In the case of any applica-
ble large employer which requires an extended 
waiting period to enroll in any minimum essen-
tial coverage under an employer-sponsored plan 
(as defined in section 5000A(f)(2)), there is here-
by imposed on the employer an assessable pay-
ment, in the amount specified in paragraph (2), 
for each full-time employee of the employer to 
whom the extended waiting period applies. 

‘‘(2) AMOUNT.—For purposes of paragraph (1), 
the amount specified in this paragraph for a 
full-time employee is— 

‘‘(A) in the case of an extended waiting period 
which exceeds 30 days but does not exceed 60 
days, $400, and 

‘‘(B) in the case of an extended waiting period 
which exceeds 60 days, $600. 

‘‘(3) EXTENDED WAITING PERIOD.—The term 
‘extended waiting period’ means any waiting 
period (as defined in section 2701(b)(4) of the 
Public Health Service Act) which exceeds 30 
days. 

‘‘(c) LARGE EMPLOYERS OFFERING COVERAGE 
WITH EMPLOYEES WHO QUALIFY FOR PREMIUM 
TAX CREDITS OR COST-SHARING REDUCTIONS.— 

‘‘(1) IN GENERAL.—If— 
‘‘(A) an applicable large employer offers to its 

full-time employees (and their dependents) the 
opportunity to enroll in minimum essential cov-
erage under an eligible employer-sponsored plan 
(as defined in section 5000A(f)(2)) for any 
month, and 

‘‘(B) 1 or more full-time employees of the ap-
plicable large employer has been certified to the 
employer under section 1411 of the Patient Pro-
tection and Affordable Care Act as having en-
rolled for such month in a qualified health plan 
with respect to which an applicable premium tax 
credit or cost-sharing reduction is allowed or 
paid with respect to the employee, 
then there is hereby imposed on the employer an 
assessable payment equal to the product of the 
number of full-time employees of the applicable 
large employer described in subparagraph (B) 
for such month and 400 percent of the applicable 
payment amount. 

‘‘(2) OVERALL LIMITATION.—The aggregate 
amount of tax determined under paragraph (1) 
with respect to all employees of an applicable 
large employer for any month shall not exceed 
the product of the applicable payment amount 
and the number of individuals employed by the 
employer as full-time employees during such 
month. 

‘‘(d) DEFINITIONS AND SPECIAL RULES.—For 
purposes of this section— 

‘‘(1) APPLICABLE PAYMENT AMOUNT.—The term 
‘applicable payment amount’ means, with re-
spect to any month, 1⁄12 of $750. 

‘‘(2) APPLICABLE LARGE EMPLOYER.— 
‘‘(A) IN GENERAL.—The term ‘applicable large 

employer’ means, with respect to a calendar 
year, an employer who employed an average of 
at least 50 full-time employees on business days 
during the preceding calendar year. 

‘‘(B) EXEMPTION FOR CERTAIN EMPLOYERS.— 
‘‘(i) IN GENERAL.—An employer shall not be 

considered to employ more than 50 full-time em-
ployees if— 

‘‘(I) the employer’s workforce exceeds 50 full- 
time employees for 120 days or fewer during the 
calendar year, and 

‘‘(II) the employees in excess of 50 employed 
during such 120-day period were seasonal work-
ers. 

‘‘(ii) DEFINITION OF SEASONAL WORKERS.—The 
term ‘seasonal worker’ means a worker who per-
forms labor or services on a seasonal basis as de-
fined by the Secretary of Labor, including work-
ers covered by section 500.20(s)(1) of title 29, 
Code of Federal Regulations and retail workers 
employed exclusively during holiday seasons. 

‘‘(C) RULES FOR DETERMINING EMPLOYER 
SIZE.—For purposes of this paragraph— 

‘‘(i) APPLICATION OF AGGREGATION RULE FOR 
EMPLOYERS.—All persons treated as a single em-
ployer under subsection (b), (c), (m), or (o) of 
section 414 of the Internal Revenue Code of 1986 
shall be treated as 1 employer. 

‘‘(ii) EMPLOYERS NOT IN EXISTENCE IN PRE-
CEDING YEAR.—In the case of an employer which 
was not in existence throughout the preceding 
calendar year, the determination of whether 
such employer is an applicable large employer 
shall be based on the average number of employ-
ees that it is reasonably expected such employer 
will employ on business days in the current cal-
endar year. 

‘‘(iii) PREDECESSORS.—Any reference in this 
subsection to an employer shall include a ref-
erence to any predecessor of such employer. 

‘‘(3) APPLICABLE PREMIUM TAX CREDIT AND 
COST-SHARING REDUCTION.—The term ‘applicable 
premium tax credit and cost-sharing reduction’ 
means— 

‘‘(A) any premium tax credit allowed under 
section 36B, 

‘‘(B) any cost-sharing reduction under section 
1402 of the Patient Protection and Affordable 
Care Act, and 

‘‘(C) any advance payment of such credit or 
reduction under section 1412 of such Act. 

‘‘(4) FULL-TIME EMPLOYEE.— 
‘‘(A) IN GENERAL.—The term ‘full-time em-

ployee’ means an employee who is employed on 
average at least 30 hours of service per week. 

‘‘(B) HOURS OF SERVICE.—The Secretary, in 
consultation with the Secretary of Labor, shall 
prescribe such regulations, rules, and guidance 
as may be necessary to determine the hours of 
service of an employee, including rules for the 
application of this paragraph to employees who 
are not compensated on an hourly basis. 

‘‘(5) INFLATION ADJUSTMENT.— 
‘‘(A) IN GENERAL.—In the case of any cal-

endar year after 2014, each of the dollar 
amounts in subsection (b)(2) and (d)(1) shall be 
increased by an amount equal to the product 
of— 

‘‘(i) such dollar amount, and 
‘‘(ii) the premium adjustment percentage (as 

defined in section 1302(c)(4) of the Patient Pro-
tection and Affordable Care Act) for the cal-
endar year. 

‘‘(B) ROUNDING.—If the amount of any in-
crease under subparagraph (A) is not a multiple 
of $10, such increase shall be rounded to the 
next lowest multiple of $10. 

‘‘(6) OTHER DEFINITIONS.—Any term used in 
this section which is also used in the Patient 
Protection and Affordable Care Act shall have 
the same meaning as when used in such Act. 

‘‘(7) TAX NONDEDUCTIBLE.—For denial of de-
duction for the tax imposed by this section, see 
section 275(a)(6). 

‘‘(e) ADMINISTRATION AND PROCEDURE.— 
‘‘(1) IN GENERAL.—Any assessable payment 

provided by this section shall be paid upon no-
tice and demand by the Secretary, and shall be 
assessed and collected in the same manner as an 
assessable penalty under subchapter B of chap-
ter 68. 

‘‘(2) TIME FOR PAYMENT.—The Secretary may 
provide for the payment of any assessable pay-
ment provided by this section on an annual, 
monthly, or other periodic basis as the Secretary 
may prescribe. 

‘‘(3) COORDINATION WITH CREDITS, ETC..—The 
Secretary shall prescribe rules, regulations, or 
guidance for the repayment of any assessable 
payment (including interest) if such payment is 
based on the allowance or payment of an appli-
cable premium tax credit or cost-sharing reduc-
tion with respect to an employee, such allow-
ance or payment is subsequently disallowed, 
and the assessable payment would not have 
been required to be made but for such allowance 
or payment.’’. 

(b) CLERICAL AMENDMENT.—The table of sec-
tions for chapter 43 of such Code is amended by 
adding at the end the following new item: 

‘‘Sec. 4980H. Shared responsibility for employers 
regarding health coverage.’’. 

(c) STUDY AND REPORT OF EFFECT OF TAX ON 
WORKERS’ WAGES.— 

(1) IN GENERAL.—The Secretary of Labor shall 
conduct a study to determine whether employ-
ees’ wages are reduced by reason of the applica-
tion of the assessable payments under section 
4980H of the Internal Revenue Code of 1986 (as 
added by the amendments made by this section). 
The Secretary shall make such determination on 
the basis of the National Compensation Survey 
published by the Bureau of Labor Statistics. 

(2) REPORT.—The Secretary shall report the 
results of the study under paragraph (1) to the 
Committee on Ways and Means of the House of 
Representatives and to the Committee on Fi-
nance of the Senate. 

(d) EFFECTIVE DATE.—The amendments made 
by this section shall apply to months beginning 
after December 31, 2013. 
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SEC. 1514. REPORTING OF EMPLOYER HEALTH IN-

SURANCE COVERAGE. 
(a) IN GENERAL.—Subpart D of part III of sub-

chapter A of chapter 61 of the Internal Revenue 
Code of 1986, as added by section 1502, is amend-
ed by inserting after section 6055 the following 
new section: 
‘‘SEC. 6056. LARGE EMPLOYERS REQUIRED TO RE-

PORT ON HEALTH INSURANCE COV-
ERAGE. 

‘‘(a) IN GENERAL.—Every applicable large em-
ployer required to meet the requirements of sec-
tion 4980H with respect to its full-time employees 
during a calendar year shall, at such time as 
the Secretary may prescribe, make a return de-
scribed in subsection (b). 

‘‘(b) FORM AND MANNER OF RETURN.—A re-
turn is described in this subsection if such re-
turn— 

‘‘(1) is in such form as the Secretary may pre-
scribe, and 

‘‘(2) contains— 
‘‘(A) the name, date, and employer identifica-

tion number of the employer, 
‘‘(B) a certification as to whether the em-

ployer offers to its full-time employees (and their 
dependents) the opportunity to enroll in min-
imum essential coverage under an eligible em-
ployer-sponsored plan (as defined in section 
5000A(f)(2)), 

‘‘(C) if the employer certifies that the em-
ployer did offer to its full-time employees (and 
their dependents) the opportunity to so enroll— 

‘‘(i) the length of any waiting period (as de-
fined in section 2701(b)(4) of the Public Health 
Service Act) with respect to such coverage, 

‘‘(ii) the months during the calendar year for 
which coverage under the plan was available, 

‘‘(iii) the monthly premium for the lowest cost 
option in each of the enrollment categories 
under the plan, and 

‘‘(iv) the applicable large employer’s share of 
the total allowed costs of benefits provided 
under the plan, 

‘‘(D) the number of full-time employees for 
each month during the calendar year, 

‘‘(E) the name, address, and TIN of each full- 
time employee during the calendar year and the 
months (if any) during which such employee 
(and any dependents) were covered under any 
such health benefits plans, and 

‘‘(F) such other information as the Secretary 
may require. 

‘‘(c) STATEMENTS TO BE FURNISHED TO INDI-
VIDUALS WITH RESPECT TO WHOM INFORMATION 
IS REPORTED.— 

‘‘(1) IN GENERAL.—Every person required to 
make a return under subsection (a) shall fur-
nish to each full-time employee whose name is 
required to be set forth in such return under 
subsection (b)(2)(E) a written statement show-
ing— 

‘‘(A) the name and address of the person re-
quired to make such return and the phone num-
ber of the information contact for such person, 
and 

‘‘(B) the information required to be shown on 
the return with respect to such individual. 

‘‘(2) TIME FOR FURNISHING STATEMENTS.—The 
written statement required under paragraph (1) 
shall be furnished on or before January 31 of 
the year following the calendar year for which 
the return under subsection (a) was required to 
be made. 

‘‘(d) COORDINATION WITH OTHER REQUIRE-
MENTS.—To the maximum extent feasible, the 
Secretary may provide that— 

‘‘(1) any return or statement required to be 
provided under this section may be provided as 
part of any return or statement required under 
section 6051 or 6055, and 

‘‘(2) in the case of an applicable large em-
ployer offering health insurance coverage of a 
health insurance issuer, the employer may enter 
into an agreement with the issuer to include in-
formation required under this section with the 
return and statement required to be provided by 
the issuer under section 6055. 

‘‘(e) COVERAGE PROVIDED BY GOVERNMENTAL 
UNITS.—In the case of any applicable large em-
ployer which is a governmental unit or any 
agency or instrumentality thereof, the person 
appropriately designated for purposes of this 
section shall make the returns and statements 
required by this section. 

‘‘(f) DEFINITIONS.—For purposes of this sec-
tion, any term used in this section which is also 
used in section 4980H shall have the meaning 
given such term by section 4980H.’’. 

(b) ASSESSABLE PENALTIES.— 
(1) Subparagraph (B) of section 6724(d)(1) of 

the Internal Revenue Code of 1986 (relating to 
definitions), as amended by section 1502, is 
amended by striking ‘‘or’’ at the end of clause 
(xxiii), by striking ‘‘and’’ at the end of clause 
(xxiv) and inserting ‘‘or’’, and by inserting after 
clause (xxiv) the following new clause: 

‘‘(xxv) section 6056 (relating to returns relat-
ing to large employers required to report on 
health insurance coverage), and’’. 

(2) Paragraph (2) of section 6724(d) of such 
Code, as so amended, is amended by striking 
‘‘or’’ at the end of subparagraph (FF), by strik-
ing the period at the end of subparagraph (GG) 
and inserting ‘‘, or’’ and by inserting after sub-
paragraph (GG) the following new subpara-
graph: 

‘‘(HH) section 6056(c) (relating to statements 
relating to large employers required to report on 
health insurance coverage).’’. 

(c) CONFORMING AMENDMENT.—The table of 
sections for subpart D of part III of subchapter 
A of chapter 61 of such Code, as added by sec-
tion 1502, is amended by adding at the end the 
following new item: 
‘‘Sec. 6056. Large employers required to report 

on health insurance coverage.’’. 
(d) EFFECTIVE DATE.—The amendments made 

by this section shall apply to periods beginning 
after December 31, 2013. 
SEC. 1515. OFFERING OF EXCHANGE-PARTICI-

PATING QUALIFIED HEALTH PLANS 
THROUGH CAFETERIA PLANS. 

(a) IN GENERAL.—Subsection (f) of section 125 
of the Internal Revenue Code of 1986 is amended 
by adding at the end the following new para-
graph: 

‘‘(3) CERTAIN EXCHANGE-PARTICIPATING QUALI-
FIED HEALTH PLANS NOT QUALIFIED.— 

‘‘(A) IN GENERAL.—The term ‘qualified benefit’ 
shall not include any qualified health plan (as 
defined in section 1301(a) of the Patient Protec-
tion and Affordable Care Act) offered through 
an Exchange established under section 1311 of 
such Act. 

‘‘(B) EXCEPTION FOR EXCHANGE-ELIGIBLE EM-
PLOYERS.—Subparagraph (A) shall not apply 
with respect to any employee if such employee’s 
employer is a qualified employer (as defined in 
section 1312(f)(2) of the Patient Protection and 
Affordable Care Act) offering the employee the 
opportunity to enroll through such an Exchange 
in a qualified health plan in a group market.’’. 

(b) CONFORMING AMENDMENTS.—Subsection (f) 
of section 125 of such Code is amended— 

(1) by striking ‘‘For purposes of this section, 
the term’’ and inserting ‘‘For purposes of this 
section— 

‘‘(1) IN GENERAL.—The term’’, and 
(2) by striking ‘‘Such term shall not include’’ 

and inserting the following: 
‘‘(2) LONG-TERM CARE INSURANCE NOT QUALI-

FIED.—The term ‘qualified benefit’ shall not in-
clude’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply to taxable years be-
ginning after December 31, 2013. 

Subtitle G—Miscellaneous Provisions 
SEC. 1551. DEFINITIONS. 

Unless specifically provided for otherwise, the 
definitions contained in section 2791 of the Pub-
lic Health Service Act (42 U.S.C. 300gg–91) shall 
apply with respect to this title. 
SEC. 1552. TRANSPARENCY IN GOVERNMENT. 

Not later than 30 days after the date of enact-
ment of this Act, the Secretary of Health and 

Human Services shall publish on the Internet 
website of the Department of Health and 
Human Services, a list of all of the authorities 
provided to the Secretary under this Act (and 
the amendments made by this Act). 
SEC. 1553. PROHIBITION AGAINST DISCRIMINA-

TION ON ASSISTED SUICIDE. 
(a) IN GENERAL.—The Federal Government, 

and any State or local government or health 
care provider that receives Federal financial as-
sistance under this Act (or under an amendment 
made by this Act) or any health plan created 
under this Act (or under an amendment made by 
this Act), may not subject an individual or insti-
tutional health care entity to discrimination on 
the basis that the entity does not provide any 
health care item or service furnished for the 
purpose of causing, or for the purpose of assist-
ing in causing, the death of any individual, 
such as by assisted suicide, euthanasia, or 
mercy killing. 

(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 in-
surance plan, or any other kind of health care 
facility, organization, or plan. 

(c) CONSTRUCTION AND TREATMENT OF CER-
TAIN SERVICES.—Nothing in subsection (a) shall 
be construed to apply to, or to affect, any limi-
tation relating to— 

(1) the withholding or withdrawing of medical 
treatment or medical care; 

(2) the withholding or withdrawing of nutri-
tion or hydration; 

(3) abortion; or 
(4) the use of an item, good, benefit, or service 

furnished for the purpose of alleviating pain or 
discomfort, even if such use may increase the 
risk of death, so long as such item, good, ben-
efit, or service is not also furnished for the pur-
pose of causing, or the purpose of assisting in 
causing, death, for any reason. 

(d) 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. 
SEC. 1554. ACCESS TO THERAPIES. 

Notwithstanding any other provision of this 
Act, the Secretary of Health and Human Serv-
ices shall not promulgate any regulation that— 

(1) creates any unreasonable barriers to the 
ability of individuals to obtain appropriate med-
ical care; 

(2) impedes timely access to health care serv-
ices; 

(3) interferes with communications regarding 
a full range of treatment options between the 
patient and the provider; 

(4) restricts the ability of health care providers 
to provide full disclosure of all relevant informa-
tion to patients making health care decisions; 

(5) violates the principles of informed consent 
and the ethical standards of health care profes-
sionals; or 

(6) limits the availability of health care treat-
ment for the full duration of a patient’s medical 
needs. 
SEC. 1555. FREEDOM NOT TO PARTICIPATE IN 

FEDERAL HEALTH INSURANCE PRO-
GRAMS. 

No individual, company, business, nonprofit 
entity, or health insurance issuer offering group 
or individual health insurance coverage shall be 
required to participate in any Federal health in-
surance program created under this Act (or any 
amendments made by this Act), or in any Fed-
eral health insurance program expanded by this 
Act (or any such amendments), and there shall 
be no penalty or fine imposed upon any such 
issuer for choosing not to participate in such 
programs. 
SEC. 1556. EQUITY FOR CERTAIN ELIGIBLE SUR-

VIVORS. 
(a) REBUTTABLE PRESUMPTION.—Section 

411(c)(4) of the Black Lung Benefits Act (30 
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U.S.C. 921(c)(4)) is amended by striking the last 
sentence. 

(b) CONTINUATION OF BENEFITS.—Section 
422(l) of the Black Lung Benefits Act (30 U.S.C. 
932(l)) is amended by striking ‘‘, except with re-
spect to a claim filed under this part on or after 
the effective date of the Black Lung Benefits 
Amendments of 1981’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply with respect to claims 
filed under part B or part C of the Black Lung 
Benefits Act (30 U.S.C. 921 et seq., 931 et seq.) 
after January 1, 2005, that are pending on or 
after the date of enactment of this Act. 
SEC. 1557. NONDISCRIMINATION. 

(a) IN GENERAL.—Except as otherwise pro-
vided for in this title (or an amendment made by 
this title), an individual shall not, on the 
ground prohibited under title VI of the Civil 
Rights Act of 1964 (42 U.S.C. 2000d et seq.), title 
IX of the Education Amendments of 1972 (20 
U.S.C. 1681 et seq.), the Age Discrimination Act 
of 1975 (42 U.S.C. 6101 et seq.), or section 504 of 
the Rehabilitation Act of 1973 (29 U.S.C. 794), be 
excluded from participation in, be denied the 
benefits of, or be subjected to discrimination 
under, any health program or activity, any part 
of which is receiving Federal financial assist-
ance, including credits, subsidies, or contracts 
of insurance, or under any program or activity 
that is administered by an Executive Agency or 
any entity established under this title (or 
amendments). The enforcement mechanisms pro-
vided for and available under such title VI, title 
IX, section 504, or such Age Discrimination Act 
shall apply for purposes of violations of this 
subsection. 

(b) CONTINUED APPLICATION OF LAWS.—Noth-
ing in this title (or an amendment made by this 
title) shall be construed to invalidate or limit the 
rights, remedies, procedures, or legal standards 
available to individuals aggrieved under title VI 
of the Civil Rights Act of 1964 (42 U.S.C. 2000d 
et seq.), title VII of the Civil Rights Act of 1964 
(42 U.S.C. 2000e et seq.), title IX of the Edu-
cation Amendments of 1972 (20 U.S.C. 1681 et 
seq.), section 504 of the Rehabilitation Act of 
1973 (29 U.S.C. 794), or the Age Discrimination 
Act of 1975 (42 U.S.C. 611 et seq.), or to super-
sede State laws that provide additional protec-
tions against discrimination on any basis de-
scribed in subsection (a). 

(c) REGULATIONS.—The Secretary may promul-
gate regulations to implement this section. 
SEC. 1558. PROTECTIONS FOR EMPLOYEES. 

The Fair Labor Standards Act of 1938 is 
amended by inserting after section 18B (as 
added by section 1512) the following: 
‘‘SEC. 18C. PROTECTIONS FOR EMPLOYEES. 

‘‘(a) PROHIBITION.—No employer shall dis-
charge or in any manner discriminate against 
any employee with respect to his or her com-
pensation, terms, conditions, or other privileges 
of employment because the employee (or an indi-
vidual acting at the request of the employee) 
has— 

‘‘(1) received a credit under section 36B of the 
Internal Revenue Code of 1986 or a subsidy 
under section 1402 of this Act; 

‘‘(2) provided, caused to be provided, or is 
about to provide or cause to be provided to the 
employer, the Federal Government, or the attor-
ney general of a State information relating to 
any violation of, or any act or omission the em-
ployee reasonably believes to be a violation of, 
any provision of this title (or an amendment 
made by this title); 

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

‘‘(4) assisted or participated, or is about to as-
sist or participate, in such a proceeding; or 

‘‘(5) objected to, or refused to participate in, 
any activity, policy, practice, or assigned task 
that the employee (or other such person) reason-
ably believed to be in violation of any provision 
of this title (or amendment), or any order, rule, 
regulation, standard, or ban under this title (or 
amendment). 

‘‘(b) COMPLAINT PROCEDURE.— 
‘‘(1) IN GENERAL.—An employee who believes 

that he or she has been discharged or otherwise 
discriminated against by any employer in viola-
tion of this section may seek relief in accordance 
with the procedures, notifications, burdens of 
proof, remedies, and statutes of limitation set 
forth in section 2087(b) of title 15, United States 
Code. 

‘‘(2) NO LIMITATION ON RIGHTS.—Nothing in 
this section shall be deemed to diminish the 
rights, privileges, or remedies of any employee 
under any Federal or State law or under any 
collective bargaining agreement. The rights and 
remedies in this section may not be waived by 
any agreement, policy, form, or condition of em-
ployment.’’. 
SEC. 1559. OVERSIGHT. 

The Inspector General of the Department of 
Health and Human Services shall have oversight 
authority with respect to the administration and 
implementation of this title as it relates to such 
Department. 
SEC. 1560. RULES OF CONSTRUCTION. 

(a) NO EFFECT ON ANTITRUST LAWS.—Nothing 
in this title (or an amendment made by this 
title) shall be construed to modify, impair, or su-
persede the operation of any of the antitrust 
laws. For the purposes of this section, the term 
‘‘antitrust laws’’ has the meaning given such 
term in subsection (a) of the first section of the 
Clayton Act, except that such term includes sec-
tion 5 of the Federal Trade Commission Act to 
the extent that such section 5 applies to unfair 
methods of competition. 

(b) RULE OF CONSTRUCTION REGARDING HA-
WAII’S PREPAID HEALTH CARE ACT.—Nothing in 
this title (or an amendment made by this title) 
shall be construed to modify or limit the appli-
cation of the exemption for Hawaii’s 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)). 

(c) STUDENT HEALTH INSURANCE PLANS.— 
Nothing in this title (or an amendment made by 
this title) shall be construed to prohibit an insti-
tution of higher education (as such term is de-
fined for purposes of the Higher Education Act 
of 1965) from offering a student health insur-
ance plan, to the extent that such requirement 
is otherwise permitted under applicable Federal, 
State or local law. 

(d) NO EFFECT ON EXISTING REQUIREMENTS.— 
Nothing in this title (or an amendment made by 
this title, unless specified by direct statutory ref-
erence) shall be construed to modify any exist-
ing Federal requirement concerning the State 
agency responsible for determining eligibility for 
programs identified in section 1413. 
SEC. 1561. HEALTH INFORMATION TECHNOLOGY 

ENROLLMENT STANDARDS AND PRO-
TOCOLS. 

Title XXX of the Public Health Service Act (42 
U.S.C. 300jj et seq.) is amended by adding at the 
end the following: 

‘‘Subtitle C—Other Provisions 
‘‘SEC. 3021. HEALTH INFORMATION TECHNOLOGY 

ENROLLMENT STANDARDS AND PRO-
TOCOLS. 

‘‘(a) IN GENERAL.— 
‘‘(1) STANDARDS AND PROTOCOLS.—Not later 

than 180 days after the date of enactment of this 
title, the Secretary, in consultation with the 
HIT Policy Committee and the HIT Standards 
Committee, shall develop interoperable and se-
cure standards and protocols that facilitate en-
rollment of individuals in Federal and State 
health and human services programs, as deter-
mined by the Secretary. 

‘‘(2) METHODS.—The Secretary shall facilitate 
enrollment in such programs through methods 
determined appropriate by the Secretary, which 
shall include providing individuals and third 
parties authorized by such individuals and their 
designees notification of eligibility and 
verification of eligibility required under such 
programs. 

‘‘(b) CONTENT.—The standards and protocols 
for electronic enrollment in the Federal and 
State programs described in subsection (a) shall 
allow for the following: 

‘‘(1) Electronic matching against existing Fed-
eral and State data, including vital records, em-
ployment history, enrollment systems, tax 
records, and other data determined appropriate 
by the Secretary to serve as evidence of eligi-
bility and in lieu of paper-based documentation. 

‘‘(2) Simplification and submission of elec-
tronic documentation, digitization of documents, 
and systems verification of eligibility. 

‘‘(3) Reuse of stored eligibility information (in-
cluding documentation) to assist with retention 
of eligible individuals. 

‘‘(4) Capability for individuals to apply, recer-
tify and manage their eligibility information on-
line, including at home, at points of service, and 
other community-based locations. 

‘‘(5) Ability to expand the enrollment system 
to integrate new programs, rules, and 
functionalities, to operate at increased volume, 
and to apply streamlined verification and eligi-
bility processes to other Federal and State pro-
grams, as appropriate. 

‘‘(6) Notification of eligibility, recertification, 
and other needed communication regarding eli-
gibility, which may include communication via 
email and cellular phones. 

‘‘(7) Other functionalities necessary to provide 
eligibles with streamlined enrollment process. 

‘‘(c) APPROVAL AND NOTIFICATION.—With re-
spect to any standard or protocol developed 
under subsection (a) that has been approved by 
the HIT Policy Committee and the HIT Stand-
ards Committee, the Secretary— 

‘‘(1) shall notify States of such standards or 
protocols; and 

‘‘(2) may require, as a condition of receiving 
Federal funds for the health information tech-
nology investments, that States or other entities 
incorporate such standards and protocols into 
such investments. 

‘‘(d) GRANTS FOR IMPLEMENTATION OF APPRO-
PRIATE ENROLLMENT HIT.— 

‘‘(1) IN GENERAL.—The Secretary shall award 
grant to eligible entities to develop new, and 
adapt existing, technology systems to implement 
the HIT enrollment standards and protocols de-
veloped under subsection (a) (referred to in this 
subsection as ‘appropriate HIT technology’). 

‘‘(2) ELIGIBLE ENTITIES.—To be eligible for a 
grant under this subsection, an entity shall— 

‘‘(A) be a State, political subdivision of a 
State, or a local governmental entity; and 

‘‘(B) submit to the Secretary an application at 
such time, in such manner, and containing— 

‘‘(i) a plan to adopt and implement appro-
priate enrollment technology that includes— 

‘‘(I) proposed reduction in maintenance costs 
of technology systems; 

‘‘(II) elimination or updating of legacy sys-
tems; and 

‘‘(III) demonstrated collaboration with other 
entities that may receive a grant under this sec-
tion that are located in the same State, political 
subdivision, or locality; 

‘‘(ii) an assurance that the entity will share 
such appropriate enrollment technology in ac-
cordance with paragraph (4); and 

‘‘(iii) such other information as the Secretary 
may require. 

‘‘(3) SHARING.— 
‘‘(A) IN GENERAL.—The Secretary shall ensure 

that appropriate enrollment HIT adopted under 
grants under this subsection is made available 
to other qualified State, qualified political sub-
divisions of a State, or other appropriate quali-
fied entities (as described in subparagraph (B)) 
at no cost. 

‘‘(B) QUALIFIED ENTITIES.—The Secretary 
shall determine what entities are qualified to re-
ceive enrollment HIT under subparagraph (A), 
taking into consideration the recommendations 
of the HIT Policy Committee and the HIT 
Standards Committee.’’. 
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SEC. 1562. CONFORMING AMENDMENTS. 

(a) APPLICABILITY.—Section 2735 of the Public 
Health Service Act (42 U.S.C. 300gg–21), as so re-
designated by section 1001(4), is amended— 

(1) by striking subsection (a); 
(2) in subsection (b)— 
(A) in paragraph (1), by striking ‘‘1 through 

3’’ and inserting ‘‘1 and 2’’; and 
(B) in paragraph (2)— 
(i) in subparagraph (A), by striking ‘‘subpara-

graph (D)’’ and inserting ‘‘subparagraph (D) or 
(E)’’; 

(ii) by striking ‘‘1 through 3’’ and inserting ‘‘1 
and 2’’; and 

(iii) by adding at the end the following: 
‘‘(E) ELECTION NOT APPLICABLE.—The election 

described in subparagraph (A) shall not be 
available with respect to the provisions of sub-
part 1.’’; 

(3) in subsection (c), by striking ‘‘1 through 3 
shall not apply to any group’’ and inserting ‘‘1 
and 2 shall not apply to any individual cov-
erage or any group’’; and 

(4) in subsection (d)— 
(A) in paragraph (1), by striking ‘‘1 through 3 

shall not apply to any group’’ and inserting ‘‘1 
and 2 shall not apply to any individual cov-
erage or any group’’; 

(B) in paragraph (2)— 
(i) in the matter preceding subparagraph (A), 

by striking ‘‘1 through 3 shall not apply to any 
group’’ and inserting ‘‘1 and 2 shall not apply 
to any individual coverage or any group’’; and 

(ii) in subparagraph (C), by inserting ‘‘or, 
with respect to individual coverage, under any 
health insurance coverage maintained by the 
same health insurance issuer’’; and 

(C) in paragraph (3), by striking ‘‘any group’’ 
and inserting ‘‘any individual coverage or any 
group’’. 

(b) DEFINITIONS.—Section 2791(d) of the Pub-
lic Health Service Act (42 U.S.C. 300gg–91(d)) is 
amended by adding at the end the following: 

‘‘(20) QUALIFIED HEALTH PLAN.—The term 
‘qualified health plan’ has the meaning given 
such term in section 1301(a) of the Patient Pro-
tection and Affordable Care Act. 

‘‘(21) EXCHANGE.—The term ‘Exchange’ means 
an American Health Benefit Exchange estab-
lished under section 1311 of the Patient Protec-
tion and Affordable Care Act.’’. 

(c) TECHNICAL AND CONFORMING AMEND-
MENTS.—Title XXVII of the Public Health Serv-
ice Act (42 U.S.C. 300gg et seq.) is amended— 

(1) in section 2704 (42 U.S.C. 300gg), as so re-
designated by section 1201(2)— 

(A) in subsection (c)— 
(i) in paragraph (2), by striking ‘‘group health 

plan’’ each place that such term appears and 
inserting ‘‘group or individual health plan’’; 
and 

(ii) in paragraph (3)— 
(I) by striking ‘‘group health insurance’’ each 

place that such term appears and inserting 
‘‘group or individual health insurance’’; and 

(II) in subparagraph (D), by striking ‘‘small 
or large’’ and inserting ‘‘individual or group’’; 

(B) in subsection (d), by striking ‘‘group 
health insurance’’ each place that such term ap-
pears and inserting ‘‘group or individual health 
insurance’’; and 

(C) in subsection (e)(1)(A), by striking ‘‘group 
health insurance’’ and inserting ‘‘group or indi-
vidual health insurance’’; 

(2) by striking the second heading for subpart 
2 of part A (relating to other requirements); 

(3) in section 2725 (42 U.S.C. 300gg–4), as so re-
designated by section 1001(2)— 

(A) in subsection (a), by striking ‘‘health in-
surance issuer offering group health insurance 
coverage’’ and inserting ‘‘health insurance 
issuer offering group or individual health insur-
ance coverage’’; 

(B) in subsection (b)— 
(i) by striking ‘‘health insurance issuer offer-

ing group health insurance coverage in connec-
tion with a group health plan’’ in the matter 
preceding paragraph (1) and inserting ‘‘health 

insurance issuer offering group or individual 
health insurance coverage’’; and 

(ii) in paragraph (1), by striking ‘‘plan’’ and 
inserting ‘‘plan or coverage’’; 

(C) in subsection (c)— 
(i) in paragraph (2), by striking ‘‘group health 

insurance coverage offered by a health insur-
ance issuer’’ and inserting ‘‘health insurance 
issuer offering group or individual health insur-
ance coverage’’; and 

(ii) in paragraph (3), by striking ‘‘issuer’’ and 
inserting ‘‘health insurance issuer’’; and 

(D) in subsection (e), by striking ‘‘health in-
surance issuer offering group health insurance 
coverage’’ and inserting ‘‘health insurance 
issuer offering group or individual health insur-
ance coverage’’; 

(4) in section 2726 (42 U.S.C. 300gg–5), as so re-
designated by section 1001(2)— 

(A) in subsection (a), by striking ‘‘(or health 
insurance coverage offered in connection with 
such a plan)’’ each place that such term ap-
pears and inserting ‘‘or a health insurance 
issuer offering group or individual health insur-
ance coverage’’; 

(B) in subsection (b), by striking ‘‘(or health 
insurance coverage offered in connection with 
such a plan)’’ each place that such term ap-
pears and inserting ‘‘or a health insurance 
issuer offering group or individual health insur-
ance coverage’’; and 

(C) in subsection (c)— 
(i) in paragraph (1), by striking ‘‘(and group 

health insurance coverage offered in connection 
with a group health plan)’’ and inserting ‘‘and 
a health insurance issuer offering group or indi-
vidual health insurance coverage’’; 

(ii) in paragraph (2), by striking ‘‘(or health 
insurance coverage offered in connection with 
such a plan)’’ each place that such term ap-
pears and inserting ‘‘or a health insurance 
issuer offering group or individual health insur-
ance coverage’’; 

(5) in section 2727 (42 U.S.C. 300gg–6), as so re-
designated by section 1001(2), by striking 
‘‘health insurance issuers providing health in-
surance coverage in connection with group 
health plans’’ and inserting ‘‘and health insur-
ance issuers offering group or individual health 
insurance coverage’’; 

(6) in section 2728 (42 U.S.C. 300gg–7), as so re-
designated by section 1001(2)— 

(A) in subsection (a), by striking ‘‘health in-
surance coverage offered in connection with 
such plan’’ and inserting ‘‘individual health in-
surance coverage’’; 

(B) in subsection (b)— 
(i) in paragraph (1), by striking ‘‘or a health 

insurance issuer that provides health insurance 
coverage in connection with a group health 
plan’’ and inserting ‘‘or a health insurance 
issuer that offers group or individual health in-
surance coverage’’; 

(ii) in paragraph (2), by striking ‘‘health in-
surance coverage offered in connection with the 
plan’’ and inserting ‘‘individual health insur-
ance coverage’’; and 

(iii) in paragraph (3), by striking ‘‘health in-
surance coverage offered by an issuer in connec-
tion with such plan’’ and inserting ‘‘individual 
health insurance coverage’’; 

(C) in subsection (c), by striking ‘‘health in-
surance issuer providing health insurance cov-
erage in connection with a group health plan’’ 
and inserting ‘‘health insurance issuer that of-
fers group or individual health insurance cov-
erage’’; and 

(D) in subsection (e)(1), by striking ‘‘health 
insurance coverage offered in connection with 
such a plan’’ and inserting ‘‘individual health 
insurance coverage’’; 

(7) by striking the heading for subpart 3; 
(8) in section 2731 (42 U.S.C. 300gg–11), as so 

redesignated by section 1001(3)— 
(A) by striking the section heading and all 

that follows through subsection (b); 
(B) in subsection (c)— 
(i) in paragraph (1)— 

(I) in the matter preceding subparagraph (A), 
by striking ‘‘small group’’ and inserting ‘‘group 
and individual’’; and 

(II) in subparagraph (B)— 
(aa) in the matter preceding clause (i), by in-

serting ‘‘and individuals’’ after ‘‘employers’’; 
(bb) in clause (i), by inserting ‘‘or any addi-

tional individuals’’ after ‘‘additional groups’’; 
and 

(cc) in clause (ii), by striking ‘‘without regard 
to the claims experience of those employers and 
their employees (and their dependents) or any 
health status-related factor relating to such’’ 
and inserting ‘‘and individuals without regard 
to the claims experience of those individuals, 
employers and their employees (and their de-
pendents) or any health status-related factor re-
lating to such individuals’’; and 

(ii) in paragraph (2), by striking ‘‘small 
group’’ and inserting ‘‘group or individual’’; 

(C) in subsection (d)— 
(i) by striking ‘‘small group’’ each place that 

such appears and inserting ‘‘group or indi-
vidual’’; and 

(ii) in paragraph (1)(B)— 
(I) by striking ‘‘all employers’’ and inserting 

‘‘all employers and individuals’’; 
(II) by striking ‘‘those employers’’ and insert-

ing ‘‘those individuals, employers’’; and 
(III) by striking ‘‘such employees’’ and insert-

ing ‘‘such individuals, employees’’; 
(D) by striking subsection (e); 
(E) by striking subsection (f); and 
(F) by transferring such section (as amended 

by this paragraph) to appear at the end of sec-
tion 2702 (as added by section 1001(4)); 

(9) in section 2732 (42 U.S.C. 300gg–12), as so 
redesignated by section 1001(3)— 

(A) by striking the section heading and all 
that follows through subsection (a); 

(B) in subsection (b)— 
(i) in the matter preceding paragraph (1), by 

striking ‘‘group health plan in the small or large 
group market’’ and inserting ‘‘health insurance 
coverage offered in the group or individual mar-
ket’’; 

(ii) in paragraph (1), by inserting ‘‘, or indi-
vidual, as applicable,’’ after ‘‘plan sponsor’’; 

(iii) in paragraph (2), by inserting ‘‘, or indi-
vidual, as applicable,’’ after ‘‘plan sponsor’’; 
and 

(iv) by striking paragraph (3) and inserting 
the following: 

‘‘(3) VIOLATION OF PARTICIPATION OR CON-
TRIBUTION RATES.—In the case of a group health 
plan, the plan sponsor has failed to comply with 
a material plan provision relating to employer 
contribution or group participation rules, pursu-
ant to applicable State law.’’; 

(C) in subsection (c)— 
(i) in paragraph (1)— 
(I) in the matter preceding subparagraph (A), 

by striking ‘‘group health insurance coverage 
offered in the small or large group market’’ and 
inserting ‘‘group or individual health insurance 
coverage’’; 

(II) in subparagraph (A), by inserting ‘‘or in-
dividual, as applicable,’’ after ‘‘plan sponsor’’; 

(III) in subparagraph (B)— 
(aa) by inserting ‘‘or individual, as applica-

ble,’’ after ‘‘plan sponsor’’; and 
(bb) by inserting ‘‘or individual health insur-

ance coverage’’; and 
(IV) in subparagraph (C), by inserting ‘‘or in-

dividuals, as applicable,’’ after ‘‘those spon-
sors’’; and 

(ii) in paragraph (2)(A)— 
(I) in the matter preceding clause (i), by strik-

ing ‘‘small group market or the large group mar-
ket, or both markets,’’ and inserting ‘‘individual 
or group market, or all markets,’’; and 

(II) in clause (i), by inserting ‘‘or individual, 
as applicable,’’ after ‘‘plan sponsor’’; and 

(D) by transferring such section (as amended 
by this paragraph) to appear at the end of sec-
tion 2703 (as added by section 1001(4)); 

(10) in section 2733 (42 U.S.C. 300gg–13), as so 
redesignated by section 1001(4)— 
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(A) in subsection (a)— 
(i) in the matter preceding paragraph (1), by 

striking ‘‘small employer’’ and inserting ‘‘small 
employer or an individual’’; 

(ii) in paragraph (1), by inserting ‘‘, or indi-
vidual, as applicable,’’ after ‘‘employer’’ each 
place that such appears; and 

(iii) in paragraph (2), by striking ‘‘small em-
ployer’’ and inserting ‘‘employer, or individual, 
as applicable,’’; 

(B) in subsection (b)— 
(i) in paragraph (1)— 
(I) in the matter preceding subparagraph (A), 

by striking ‘‘small employer’’ and inserting ‘‘em-
ployer, or individual, as applicable,’’; 

(II) in subparagraph (A), by adding ‘‘and’’ at 
the end; 

(III) by striking subparagraphs (B) and (C); 
and 

(IV) in subparagraph (D)— 
(aa) by inserting ‘‘, or individual, as applica-

ble,’’ after ‘‘employer’’; and 
(bb) by redesignating such subparagraph as 

subparagraph (B); 
(ii) in paragraph (2)— 
(I) by striking ‘‘small employers’’ each place 

that such term appears and inserting ‘‘employ-
ers, or individuals, as applicable,’’; and 

(II) by striking ‘‘small employer’’ and insert-
ing ‘‘employer, or individual, as applicable,’’; 
and 

(C) by redesignating such section (as amended 
by this paragraph) as section 2709 and transfer-
ring such section to appear after section 2708 (as 
added by section 1001(5)); 

(11) by redesignating subpart 4 as subpart 2; 
(12) in section 2735 (42 U.S.C. 300gg–21), as so 

redesignated by section 1001(4)— 
(A) by striking subsection (a); 
(B) by striking ‘‘subparts 1 through 3’’ each 

place that such appears and inserting ‘‘subpart 
1’’; 

(C) by redesignating subsections (b) through 
(e) as subsections (a) through (d), respectively; 
and 

(D) by redesignating such section (as amended 
by this paragraph) as section 2722; 

(13) in section 2736 (42 U.S.C. 300gg–22), as so 
redesignated by section 1001(4)— 

(A) in subsection (a)— 
(i) in paragraph (1), by striking ‘‘small or 

large group markets’’ and inserting ‘‘individual 
or group market’’; and 

(ii) in paragraph (2), by inserting ‘‘or indi-
vidual health insurance coverage’’ after ‘‘group 
health plans’’; 

(B) in subsection (b)(1)(B), by inserting ‘‘indi-
vidual health insurance coverage or’’ after ‘‘re-
spect to’’; and 

(C) by redesignating such section (as amended 
by this paragraph) as section 2723; 

(14) in section 2737(a)(1) (42 U.S.C. 300gg–23), 
as so redesignated by section 1001(4)— 

(A) by inserting ‘‘individual or’’ before ‘‘group 
health insurance’’; and 

(B) by redesignating such section(as amended 
by this paragraph) as section 2724; 

(15) in section 2762 (42 U.S.C. 300gg–62)— 
(A) in the section heading by inserting ‘‘AND 

APPLICATION’’ before the period; and 
(B) by adding at the end the following: 
‘‘(c) APPLICATION OF PART A PROVISIONS.— 
‘‘(1) IN GENERAL.—The provisions of part A 

shall apply to health insurance issuers pro-
viding health insurance coverage in the indi-
vidual market in a State as provided for in such 
part. 

‘‘(2) CLARIFICATION.—To the extent that any 
provision of this part conflicts with a provision 
of part A with respect to health insurance 
issuers providing health insurance coverage in 
the individual market in a State, the provisions 
of such part A shall apply.’’; and 

(16) in section 2791(e) (42 U.S.C. 300gg–91(e))— 
(A) in paragraph (2), by striking ‘‘51’’ and in-

serting ‘‘101’’; and 
(B) in paragraph (4)— 
(i) by striking ‘‘at least 2’’ each place that 

such appears and inserting ‘‘at least 1’’; and 

(ii) by striking ‘‘50’’ and inserting ‘‘100’’. 
(d) APPLICATION.—Notwithstanding any other 

provision of the Patient Protection and Afford-
able Care Act, nothing in such Act (or an 
amendment made by such Act) shall be con-
strued to— 

(1) prohibit (or authorize the Secretary of 
Health and Human Services to promulgate regu-
lations that prohibit) a group health plan or 
health insurance issuer from carrying out utili-
zation management techniques that are com-
monly used as of the date of enactment of this 
Act; or 

(2) restrict the application of the amendments 
made by this subtitle. 

(e) TECHNICAL AMENDMENT TO THE EMPLOYEE 
RETIREMENT INCOME SECURITY ACT OF 1974.— 
Subpart B of part 7 of subtitle A of title I of the 
Employee Retirement Income Security Act of 
1974 (29 U.S.C. 1181 et. seq.) is amended, by add-
ing at the end the following: 
‘‘SEC. 715. ADDITIONAL MARKET REFORMS. 

‘‘(a) GENERAL RULE.—Except as provided in 
subsection (b)— 

‘‘(1) the provisions of part A of title XXVII of 
the Public Health Service Act (as amended by 
the Patient Protection and Affordable Care Act) 
shall apply to group health plans, and health 
insurance issuers providing health insurance 
coverage in connection with group health plans, 
as if included in this subpart; and 

‘‘(2) to the extent that any provision of this 
part conflicts with a provision of such part A 
with respect to group health plans, or health in-
surance issuers providing health insurance cov-
erage in connection with group health plans, 
the provisions of such part A shall apply. 

‘‘(b) EXCEPTION.—Notwithstanding subsection 
(a), the provisions of sections 2716 and 2718 of 
title XXVII of the Public Health Service Act (as 
amended by the Patient Protection and Afford-
able Care Act) shall not apply with respect to 
self-insured group health plans, and the provi-
sions of this part shall continue to apply to such 
plans as if such sections of the Public Health 
Service Act (as so amended) had not been en-
acted.’’. 

(f) TECHNICAL AMENDMENT TO THE INTERNAL 
REVENUE CODE OF 1986.—Subchapter B of chap-
ter 100 of the Internal Revenue Code of 1986 is 
amended by adding at the end the following: 
‘‘SEC. 9815. ADDITIONAL MARKET REFORMS. 

‘‘(a) GENERAL RULE.—Except as provided in 
subsection (b)— 

‘‘(1) the provisions of part A of title XXVII of 
the Public Health Service Act (as amended by 
the Patient Protection and Affordable Care Act) 
shall apply to group health plans, and health 
insurance issuers providing health insurance 
coverage in connection with group health plans, 
as if included in this subchapter; and 

‘‘(2) to the extent that any provision of this 
subchapter conflicts with a provision of such 
part A with respect to group health plans, or 
health insurance issuers providing health insur-
ance coverage in connection with group health 
plans, the provisions of such part A shall apply. 

‘‘(b) EXCEPTION.—Notwithstanding subsection 
(a), the provisions of sections 2716 and 2718 of 
title XXVII of the Public Health Service Act (as 
amended by the Patient Protection and Afford-
able Care Act) shall not apply with respect to 
self-insured group health plans, and the provi-
sions of this subchapter shall continue to apply 
to such plans as if such sections of the Public 
Health Service Act (as so amended) had not 
been enacted.’’. 
SEC. 1563. SENSE OF THE SENATE PROMOTING 

FISCAL RESPONSIBILITY. 
(a) FINDINGS.—The Senate makes the fol-

lowing findings: 
(1) Based on Congressional Budget Office 

(CBO) estimates, this Act will reduce the Fed-
eral deficit between 2010 and 2019. 

(2) CBO projects this Act will continue to re-
duce budget deficits after 2019. 

(3) Based on CBO estimates, this Act will ex-
tend the solvency of the Medicare HI Trust 
Fund. 

(4) This Act will increase the surplus in the 
Social Security Trust Fund, which should be re-
served to strengthen the finances of Social Secu-
rity. 

(5) The initial net savings generated by the 
Community Living Assistance Services and Sup-
ports (CLASS) program are necessary to ensure 
the long-term solvency of that program. 

(b) SENSE OF THE SENATE.—It is the sense of 
the Senate that— 

(1) the additional surplus in the Social Secu-
rity Trust Fund generated by this Act should be 
reserved for Social Security and not spent in 
this Act for other purposes; and 

(2) the net savings generated by the CLASS 
program should be reserved for the CLASS pro-
gram and not spent in this Act for other pur-
poses. 

TITLE II—ROLE OF PUBLIC PROGRAMS 
Subtitle A—Improved Access to Medicaid 

SEC. 2001. MEDICAID COVERAGE FOR THE LOW-
EST INCOME POPULATIONS. 

(a) COVERAGE FOR INDIVIDUALS WITH INCOME 
AT OR BELOW 133 PERCENT OF THE POVERTY 
LINE.— 

(1) BEGINNING 2014.—Section 1902(a)(10)(A)(i) 
of the Social Security Act (42 U.S.C. 1396a) is 
amended— 

(A) by striking ‘‘or’’ at the end of subclause 
(VI); 

(B) by adding ‘‘or’’ at the end of subclause 
(VII); and 

(C) by inserting after subclause (VII) the fol-
lowing: 

‘‘(VIII) beginning January 1, 2014, who are 
under 65 years of age, not pregnant, not entitled 
to, or enrolled for, benefits under part A of title 
XVIII, or enrolled for benefits under part B of 
title XVIII, and are not described in a previous 
subclause of this clause, and whose income (as 
determined under subsection (e)(14)) does not 
exceed 133 percent of the poverty line (as de-
fined in section 2110(c)(5)) applicable to a family 
of the size involved, subject to subsection (k);’’. 

(2) PROVISION OF AT LEAST MINIMUM ESSEN-
TIAL COVERAGE.— 

(A) IN GENERAL.—Section 1902 of such Act (42 
U.S.C. 1396a) is amended by inserting after sub-
section (j) the following: 

‘‘(k)(1) The medical assistance provided to an 
individual described in subclause (VIII) of sub-
section (a)(10)(A)(i) shall consist of benchmark 
coverage described in section 1937(b)(1) or 
benchmark equivalent coverage described in sec-
tion 1937(b)(2). Such medical assistance shall be 
provided subject to the requirements of section 
1937, without regard to whether a State other-
wise has elected the option to provide medical 
assistance through coverage under that section, 
unless an individual described in subclause 
(VIII) of subsection (a)(10)(A)(i) is also an indi-
vidual for whom, under subparagraph (B) of 
section 1937(a)(2), the State may not require en-
rollment in benchmark coverage described in 
subsection (b)(1) of section 1937 or benchmark 
equivalent coverage described in subsection 
(b)(2) of that section.’’. 

(B) CONFORMING AMENDMENT.—Section 1903(i) 
of the Social Security Act, as amended by sec-
tion 6402(c), is amended— 

(i) in paragraph (24), by striking ‘‘or’’ at the 
end; 

(ii) in paragraph (25), by striking the period 
and inserting ‘‘; or’’; and 

(iii) by adding at the end the following: 
‘‘(26) with respect to any amounts expended 

for medical assistance for individuals described 
in subclause (VIII) of subsection (a)(10)(A)(i) 
other than medical assistance provided through 
benchmark coverage described in section 
1937(b)(1) or benchmark equivalent coverage de-
scribed in section 1937(b)(2).’’. 

(3) FEDERAL FUNDING FOR COST OF COVERING 
NEWLY ELIGIBLE INDIVIDUALS.—Section 1905 of 
the Social Security Act (42 U.S.C. 1396d), is 
amended— 

(A) in subsection (b), in the first sentence, by 
inserting ‘‘subsection (y) and’’ before ‘‘section 
1933(d)’’; and 
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(B) by adding at the end the following new 

subsection: 
‘‘(y) INCREASED FMAP FOR MEDICAL ASSIST-

ANCE FOR NEWLY ELIGIBLE MANDATORY INDIVID-
UALS.— 

‘‘(1) AMOUNT OF INCREASE.— 
‘‘(A) 100 PERCENT FMAP.—During the period 

that begins on January 1, 2014, and ends on De-
cember 31, 2016, notwithstanding subsection (b), 
the Federal medical assistance percentage deter-
mined for a State that is one of the 50 States or 
the District of Columbia for each fiscal year oc-

curring during that period with respect to 
amounts expended for medical assistance for 
newly eligible individuals described in subclause 
(VIII) of section 1902(a)(10)(A)(i) shall be equal 
to 100 percent. 

‘‘(B) 2017 AND 2018.— 
‘‘(i) IN GENERAL.—During the period that be-

gins on January 1, 2017, and ends on December 
31, 2018, notwithstanding subsection (b) and 
subject to subparagraph (D), the Federal med-
ical assistance percentage determined for a State 
that is one of the 50 States or the District of Co-

lumbia for each fiscal year occurring during 
that period with respect to amounts expended 
for medical assistance for newly eligible individ-
uals described in subclause (VIII) of section 
1902(a)(10)(A)(i), shall be increased by the appli-
cable percentage point increase specified in 
clause (ii) for the quarter and the State. 

‘‘(ii) APPLICABLE PERCENTAGE POINT IN-
CREASE.— 

‘‘(I) IN GENERAL.—For purposes of clause (i), 
the applicable percentage point increase for a 
quarter is the following: 

‘‘For any fiscal year quarter occurring in the 
calendar year: 

If the State is an expansion State, the appli-
cable percentage point increase is: 

If the State is not an expansion State, the ap-
plicable percentage point increase is: 

2017 30.3 34.3 

2018 31.3 33.3 

‘‘(II) EXPANSION STATE DEFINED.—For pur-
poses of the table in subclause (I), a State is an 
expansion State if, on the date of the enactment 
of the Patient Protection and Affordable Care 
Act, the State offers health benefits coverage 
statewide to parents and nonpregnant, childless 
adults whose income is at least 100 percent of 
the poverty line, that is not dependent on access 
to employer coverage, employer contribution, or 
employment and is not limited to premium as-
sistance, hospital-only benefits, a high deduct-
ible health plan, or alternative benefits under a 
demonstration program authorized under sec-
tion 1938. A State that offers health benefits 
coverage to only parents or only nonpregnant 
childless adults described in the preceding sen-
tence shall not be considered to be an expansion 
State. 

‘‘(C) 2019 AND SUCCEEDING YEARS.—Beginning 
January 1, 2019, notwithstanding subsection (b) 
but subject to subparagraph (D), the Federal 
medical assistance percentage determined for a 
State that is one of the 50 States or the District 
of Columbia for each fiscal year quarter occur-
ring during that period with respect to amounts 
expended for medical assistance for newly eligi-
ble individuals described in subclause (VIII) of 
section 1902(a)(10)(A)(i), shall be increased by 
32.3 percentage points. 

‘‘(D) LIMITATION.—The Federal medical as-
sistance percentage determined for a State 
under subparagraph (B) or (C) shall in no case 
be more than 95 percent. 

‘‘(2) DEFINITIONS.—In this subsection: 
‘‘(A) NEWLY ELIGIBLE.—The term ‘newly eligi-

ble’ means, with respect to an individual de-
scribed in subclause (VIII) of section 
1902(a)(10)(A)(i), an individual who is not under 
19 years of age (or such higher age as the State 
may have elected) and who, on the date of en-
actment of the Patient Protection and Afford-
able Care Act, is not eligible under the State 
plan or under a waiver of the plan for full bene-
fits or for benchmark coverage described in sub-
paragraph (A), (B), or (C) of section 1937(b)(1) 
or benchmark equivalent coverage described in 
section 1937(b)(2) that has an aggregate actu-
arial value that is at least actuarially equiva-
lent to benchmark coverage described in sub-
paragraph (A), (B), or (C) of section 1937(b)(1), 
or is eligible but not enrolled (or is on a waiting 
list) for such benefits or coverage through a 
waiver under the plan that has a capped or lim-
ited enrollment that is full. 

‘‘(B) FULL BENEFITS.—The term ‘full benefits’ 
means, with respect to an individual, medical 
assistance for all services covered under the 
State plan under this title that is not less in 
amount, duration, or scope, or is determined by 
the Secretary to be substantially equivalent, to 
the medical assistance available for an indi-
vidual described in section 1902(a)(10)(A)(i).’’. 

(4) STATE OPTIONS TO OFFER COVERAGE EAR-
LIER AND PRESUMPTIVE ELIGIBILITY; CHILDREN 
REQUIRED TO HAVE COVERAGE FOR PARENTS TO 
BE ELIGIBLE.— 

(A) IN GENERAL.—Subsection (k) of section 
1902 of the Social Security Act (as added by 

paragraph (2)), is amended by inserting after 
paragraph (1) the following: 

‘‘(2) Beginning with the first day of any fiscal 
year quarter that begins on or after January 1, 
2011, and before January 1, 2014, a State may 
elect through a State plan amendment to pro-
vide medical assistance to individuals who 
would be described in subclause (VIII) of sub-
section (a)(10)(A)(i) if that subclause were effec-
tive before January 1, 2014. A State may elect to 
phase-in the extension of eligibility for medical 
assistance to such individuals based on income, 
so long as the State does not extend such eligi-
bility to individuals described in such subclause 
with higher income before making individuals 
described in such subclause with lower income 
eligible for medical assistance. 

‘‘(3) If an individual described in subclause 
(VIII) of subsection (a)(10)(A)(i) is the parent of 
a child who is under 19 years of age (or such 
higher age as the State may have elected) who 
is eligible for medical assistance under the State 
plan or under a waiver of such plan (under that 
subclause or under a State plan amendment 
under paragraph (2), the individual may not be 
enrolled under the State plan unless the individ-
ual’s child is enrolled under the State plan or 
under a waiver of the plan or is enrolled in 
other health insurance coverage. For purposes 
of the preceding sentence, the term ‘parent’ in-
cludes an individual treated as a caretaker rel-
ative for purposes of carrying out section 1931.’’. 

(B) PRESUMPTIVE ELIGIBILITY.—Section 1920 
of the Social Security Act (42 U.S.C. 1396r–1) is 
amended by adding at the end the following: 

‘‘(e) If the State has elected the option to pro-
vide a presumptive eligibility period under this 
section or section 1920A, the State may elect to 
provide a presumptive eligibility period (as de-
fined in subsection (b)(1)) for individuals who 
are eligible for medical assistance under clause 
(i)(VIII) of subsection (a)(10)(A) or section 1931 
in the same manner as the State provides for 
such a period under this section or section 
1920A, subject to such guidance as the Secretary 
shall establish.’’. 

(5) CONFORMING AMENDMENTS.— 
(A) Section 1902(a)(10) of such Act (42 U.S.C. 

1396a(a)(10)) is amended in the matter following 
subparagraph (G), by striking ‘‘and (XIV)’’ and 
inserting ‘‘(XIV)’’ and by inserting ‘‘and (XV) 
the medical assistance made available to an in-
dividual described in subparagraph (A)(i)(VIII) 
shall be limited to medical assistance described 
in subsection (k)(1)’’ before the semicolon. 

(B) Section 1902(l)(2)(C) of such Act (42 U.S.C. 
1396a(l)(2)(C)) is amended by striking ‘‘100’’ and 
inserting ‘‘133’’. 

(C) Section 1905(a) of such Act (42 U.S.C. 
1396d(a)) is amended in the matter preceding 
paragraph (1)— 

(i) by striking ‘‘or’’ at the end of clause (xii); 
(ii) by inserting ‘‘or’’ at the end of clause 

(xiii); and 
(iii) by inserting after clause (xiii) the fol-

lowing: 
‘‘(xiv) individuals described in section 

1902(a)(10)(A)(i)(VIII),’’. 

(D) Section 1903(f)(4) of such Act (42 U.S.C. 
1396b(f)(4)) is amended by inserting 
‘‘1902(a)(10)(A)(i)(VIII),’’ after 
‘‘1902(a)(10)(A)(i)(VII),’’. 

(E) Section 1937(a)(1)(B) of such Act (42 
U.S.C. 1396u–7(a)(1)(B)) is amended by inserting 
‘‘subclause (VIII) of section 1902(a)(10)(A)(i) or 
under’’ after ‘‘eligible under’’. 

(b) MAINTENANCE OF MEDICAID INCOME ELIGI-
BILITY.—Section 1902 of the Social Security Act 
(42 U.S.C. 1396a) is amended— 

(1) in subsection (a)— 
(A) by striking ‘‘and’’ at the end of paragraph 

(72); 
(B) by striking the period at the end of para-

graph (73) and inserting ‘‘; and’’; and 
(C) by inserting after paragraph (73) the fol-

lowing new paragraph: 
‘‘(74) provide for maintenance of effort under 

the State plan or under any waiver of the plan 
in accordance with subsection (gg).’’; and 

(2) by adding at the end the following new 
subsection: 

‘‘(gg) MAINTENANCE OF EFFORT.— 
‘‘(1) GENERAL REQUIREMENT TO MAINTAIN ELI-

GIBILITY STANDARDS UNTIL STATE EXCHANGE IS 
FULLY OPERATIONAL.—Subject to the succeeding 
paragraphs of this subsection, during the period 
that begins on the date of enactment of the Pa-
tient Protection and Affordable Care Act and 
ends on the date on which the Secretary deter-
mines that an Exchange established by the State 
under section 1311 of the Patient Protection and 
Affordable Care Act is fully operational, as a 
condition for receiving any Federal payments 
under section 1903(a) for calendar quarters oc-
curring during such period, a State shall not 
have in effect eligibility standards, methodolo-
gies, or procedures under the State plan under 
this title or under any waiver of such plan that 
is in effect during that period, that are more re-
strictive than the eligibility standards, meth-
odologies, or procedures, respectively, under the 
plan or waiver that are in effect on the date of 
enactment of the Patient Protection and Afford-
able Care Act. 

‘‘(2) CONTINUATION OF ELIGIBILITY STANDARDS 
FOR CHILDREN UNTIL OCTOBER 1, 2019.—The re-
quirement under paragraph (1) shall continue to 
apply to a State through September 30, 2019, 
with respect to the eligibility standards, meth-
odologies, and procedures under the State plan 
under this title or under any waiver of such 
plan that are applicable to determining the eli-
gibility for medical assistance of any child who 
is under 19 years of age (or such higher age as 
the State may have elected). 

‘‘(3) NONAPPLICATION.—During the period 
that begins on January 1, 2011, and ends on De-
cember 31, 2013, the requirement under para-
graph (1) shall not apply to a State with respect 
to nonpregnant, nondisabled adults who are eli-
gible for medical assistance under the State plan 
or under a waiver of the plan at the option of 
the State and whose income exceeds 133 percent 
of the poverty line (as defined in section 
2110(c)(5)) applicable to a family of the size in-
volved if, on or after December 31, 2010, the 
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State certifies to the Secretary that, with respect 
to the State fiscal year during which the certifi-
cation is made, the State has a budget deficit, or 
with respect to the succeeding State fiscal year, 
the State is projected to have a budget deficit. 
Upon submission of such a certification to the 
Secretary, the requirement under paragraph (1) 
shall not apply to the State with respect to any 
remaining portion of the period described in the 
preceding sentence. 

‘‘(4) DETERMINATION OF COMPLIANCE.— 
‘‘(A) STATES SHALL APPLY MODIFIED GROSS IN-

COME.—A State’s determination of income in ac-
cordance with subsection (e)(14) shall not be 
considered to be eligibility standards, meth-
odologies, or procedures that are more restrictive 
than the standards, methodologies, or proce-
dures in effect under the State plan or under a 
waiver of the plan on the date of enactment of 
the Patient Protection and Affordable Care Act 
for purposes of determining compliance with the 
requirements of paragraph (1), (2), or (3). 

‘‘(B) STATES MAY EXPAND ELIGIBILITY OR 
MOVE WAIVERED POPULATIONS INTO COVERAGE 
UNDER THE STATE PLAN.—With respect to any 
period applicable under paragraph (1), (2), or 
(3), a State that applies eligibility standards, 
methodologies, or procedures under the State 
plan under this title or under any waiver of the 
plan that are less restrictive than the eligibility 
standards, methodologies, or procedures, applied 
under the State plan or under a waiver of the 
plan on the date of enactment of the Patient 
Protection and Affordable Care Act, or that 
makes individuals who, on such date of enact-
ment, are eligible for medical assistance under a 
waiver of the State plan, after such date of en-
actment eligible for medical assistance through 
a State plan amendment with an income eligi-
bility level that is not less than the income eligi-
bility level that applied under the waiver, or as 
a result of the application of subclause (VIII) of 
section 1902(a)(10)(A)(i), shall not be considered 
to have in effect eligibility standards, meth-
odologies, or procedures that are more restrictive 
than the standards, methodologies, or proce-
dures in effect under the State plan or under a 
waiver of the plan on the date of enactment of 
the Patient Protection and Affordable Care Act 
for purposes of determining compliance with the 
requirements of paragraph (1), (2), or (3).’’. 

(c) MEDICAID BENCHMARK BENEFITS MUST 
CONSIST OF AT LEAST MINIMUM ESSENTIAL COV-
ERAGE.—Section 1937(b) of such Act (42 U.S.C. 
1396u–7(b)) is amended— 

(1) in paragraph (1), in the matter preceding 
subparagraph (A), by inserting ‘‘subject to 
paragraphs (5) and (6),’’ before ‘‘each’’; 

(2) in paragraph (2)— 
(A) in the matter preceding subparagraph (A), 

by inserting ‘‘subject to paragraphs (5) and (6)’’ 
after ‘‘subsection (a)(1),’’; 

(B) in subparagraph (A)— 
(i) by redesignating clauses (iv) and (v) as 

clauses (vi) and (vii), respectively; and 
(ii) by inserting after clause (iii), the fol-

lowing: 
‘‘(iv) Coverage of prescription drugs. 
‘‘(v) Mental health services.’’; and 
(C) in subparagraph (C)— 
(i) by striking clauses (i) and (ii); and 
(ii) by redesignating clauses (iii) and (iv) as 

clauses (i) and (ii), respectively; and 
(3) by adding at the end the following new 

paragraphs: 
‘‘(5) MINIMUM STANDARDS.—Effective January 

1, 2014, any benchmark benefit package under 
paragraph (1) or benchmark equivalent coverage 
under paragraph (2) must provide at least essen-
tial health benefits as described in section 
1302(b) of the Patient Protection and Affordable 
Care Act. 

‘‘(6) MENTAL HEALTH SERVICES PARITY.— 
‘‘(A) IN GENERAL.—In the case of any bench-

mark benefit package under paragraph (1) or 
benchmark equivalent coverage under para-
graph (2) that is offered by an entity that is not 
a medicaid managed care organization and that 

provides both medical and surgical benefits and 
mental health or substance use disorder bene-
fits, the entity shall ensure that the financial 
requirements and treatment limitations applica-
ble to such mental health or substance use dis-
order benefits comply with the requirements of 
section 2705(a) of the Public Health Service Act 
in the same manner as such requirements apply 
to a group health plan. 

‘‘(B) DEEMED COMPLIANCE.—Coverage pro-
vided with respect to an individual described in 
section 1905(a)(4)(B) and covered under the 
State plan under section 1902(a)(10)(A) of the 
services described in section 1905(a)(4)(B) (relat-
ing to early and periodic screening, diagnostic, 
and treatment services defined in section 
1905(r)) and provided in accordance with section 
1902(a)(43), shall be deemed to satisfy the re-
quirements of subparagraph (A).’’. 

(d) ANNUAL REPORTS ON MEDICAID ENROLL-
MENT.— 

(1) STATE REPORTS.—Section 1902(a) of the So-
cial Security Act (42 U.S.C. 1396a(a)), as amend-
ed by subsection (b), is amended— 

(A) by striking ‘‘and’’ at the end of paragraph 
(73); 

(B) by striking the period at the end of para-
graph (74) and inserting ‘‘; and’’; and 

(C) by inserting after paragraph (74) the fol-
lowing new paragraph: 

‘‘(75) provide that, beginning January 2015, 
and annually thereafter, the State shall submit 
a report to the Secretary that contains— 

‘‘(A) the total number of enrolled and newly 
enrolled individuals in the State plan or under 
a waiver of the plan for the fiscal year ending 
on September 30 of the preceding calendar year, 
disaggregated by population, including chil-
dren, parents, nonpregnant childless adults, dis-
abled individuals, elderly individuals, and such 
other categories or sub-categories of individuals 
eligible for medical assistance under the State 
plan or under a waiver of the plan as the Sec-
retary may require; 

‘‘(B) a description, which may be specified by 
population, of the outreach and enrollment 
processes used by the State during such fiscal 
year; and 

‘‘(C) any other data reporting determined nec-
essary by the Secretary to monitor enrollment 
and retention of individuals eligible for medical 
assistance under the State plan or under a 
waiver of the plan.’’. 

(2) REPORTS TO CONGRESS.—Beginning April 
2015, and annually thereafter, the Secretary of 
Health and Human Services shall submit a re-
port to the appropriate committees of Congress 
on the total enrollment and new enrollment in 
Medicaid for the fiscal year ending on Sep-
tember 30 of the preceding calendar year on a 
national and State-by-State basis, and shall in-
clude in each such report such recommendations 
for administrative or legislative changes to im-
prove enrollment in the Medicaid program as 
the Secretary determines appropriate. 

(e) STATE OPTION FOR COVERAGE FOR INDIVID-
UALS WITH INCOME THAT EXCEEDS 133 PERCENT 
OF THE POVERTY LINE.— 

(1) COVERAGE AS OPTIONAL CATEGORICALLY 
NEEDY GROUP.—Section 1902 of the Social Secu-
rity Act (42 U.S.C. 1396a) is amended— 

(A) in subsection (a)(10)(A)(ii)— 
(i) in subclause (XVIII), by striking ‘‘or’’ at 

the end; 
(ii) in subclause (XIX), by adding ‘‘or’’ at the 

end; and 
(iii) by adding at the end the following new 

subclause: 
‘‘(XX) beginning January 1, 2014, who are 

under 65 years of age and are not described in 
or enrolled under a previous subclause of this 
clause, and whose income (as determined under 
subsection (e)(14)) exceeds 133 percent of the 
poverty line (as defined in section 2110(c)(5)) ap-
plicable to a family of the size involved but does 
not exceed the highest income eligibility level es-
tablished under the State plan or under a waiv-
er of the plan, subject to subsection (hh);’’ and 

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

‘‘(hh)(1) A State may elect to phase-in the ex-
tension of eligibility for medical assistance to in-
dividuals described in subclause (XX) of sub-
section (a)(10)(A)(ii) based on the categorical 
group (including nonpregnant childless adults) 
or income, so long as the State does not extend 
such eligibility to individuals described in such 
subclause with higher income before making in-
dividuals described in such subclause with lower 
income eligible for medical assistance. 

‘‘(2) If an individual described in subclause 
(XX) of subsection (a)(10)(A)(ii) is the parent of 
a child who is under 19 years of age (or such 
higher age as the State may have elected) who 
is eligible for medical assistance under the State 
plan or under a waiver of such plan, the indi-
vidual may not be enrolled under the State plan 
unless the individual’s child is enrolled under 
the State plan or under a waiver of the plan or 
is enrolled in other health insurance coverage. 
For purposes of the preceding sentence, the term 
‘parent’ includes an individual treated as a 
caretaker relative for purposes of carrying out 
section 1931.’’. 

(2) CONFORMING AMENDMENTS.— 
(A) Section 1905(a) of such Act (42 U.S.C. 

1396d(a)), as amended by subsection (a)(5)(C), is 
amended in the matter preceding paragraph 
(1)— 

(i) by striking ‘‘or’’ at the end of clause (xiii); 
(ii) by inserting ‘‘or’’ at the end of clause 

(xiv); and 
(iii) by inserting after clause (xiv) the fol-

lowing: 
‘‘(xv) individuals described in section 

1902(a)(10)(A)(ii)(XX),’’. 
(B) Section 1903(f)(4) of such Act (42 U.S.C. 

1396b(f)(4)) is amended by inserting 
‘‘1902(a)(10)(A)(ii)(XX),’’ after 
‘‘1902(a)(10)(A)(ii)(XIX),’’. 

(C) Section 1920(e) of such Act (42 U.S.C. 
1396r–1(e)), as added by subsection (a)(4)(B), is 
amended by inserting ‘‘or clause (ii)(XX)’’ after 
‘‘clause (i)(VIII)’’. 
SEC. 2002. INCOME ELIGIBILITY FOR NON-

ELDERLY DETERMINED USING MODI-
FIED GROSS INCOME. 

(a) IN GENERAL.—Section 1902(e) of the Social 
Security Act (42 U.S.C. 1396a(e)) is amended by 
adding at the end the following: 

‘‘(14) INCOME DETERMINED USING MODIFIED 
GROSS INCOME.— 

‘‘(A) IN GENERAL.—Notwithstanding sub-
section (r) or any other provision of this title, 
except as provided in subparagraph (D), for 
purposes of determining income eligibility for 
medical assistance under the State plan or 
under any waiver of such plan and for any 
other purpose applicable under the plan or 
waiver for which a determination of income is 
required, including with respect to the imposi-
tion of premiums and cost-sharing, a State shall 
use the modified gross income of an individual 
and, in the case of an individual in a family 
greater than 1, the household income of such 
family. A State shall establish income eligibility 
thresholds for populations to be eligible for med-
ical assistance under the State plan or a waiver 
of the plan using modified gross income and 
household income that are not less than the ef-
fective income eligibility levels that applied 
under the State plan or waiver on the date of 
enactment of the Patient Protection and Afford-
able Care Act. For purposes of complying with 
the maintenance of effort requirements under 
subsection (gg) during the transition to modified 
gross income and household income, a State 
shall, working with the Secretary, establish an 
equivalent income test that ensures individuals 
eligible for medical assistance under the State 
plan or under a waiver of the plan on the date 
of enactment of the Patient Protection and Af-
fordable Care Act, do not lose coverage under 
the State plan or under a waiver of the plan. 
The Secretary may waive such provisions of this 
title and title XXI as are necessary to ensure 
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that States establish income and eligibility de-
termination systems that protect beneficiaries. 

‘‘(B) NO INCOME OR EXPENSE DISREGARDS.—No 
type of expense, block, or other income disregard 
shall be applied by a State to determine income 
eligibility for medical assistance under the State 
plan or under any waiver of such plan or for 
any other purpose applicable under the plan or 
waiver for which a determination of income is 
required. 

‘‘(C) NO ASSETS TEST.—A State shall not apply 
any assets or resources test for purposes of de-
termining eligibility for medical assistance 
under the State plan or under a waiver of the 
plan. 

‘‘(D) EXCEPTIONS.— 
‘‘(i) INDIVIDUALS ELIGIBLE BECAUSE OF OTHER 

AID OR ASSISTANCE, ELDERLY INDIVIDUALS, MEDI-
CALLY NEEDY INDIVIDUALS, AND INDIVIDUALS ELI-
GIBLE FOR MEDICARE COST-SHARING.—Subpara-
graphs (A), (B), and (C) shall not apply to the 
determination of eligibility under the State plan 
or under a waiver for medical assistance for the 
following: 

‘‘(I) Individuals who are eligible for medical 
assistance under the State plan or under a 
waiver of the plan on a basis that does not re-
quire a determination of income by the State 
agency administering the State plan or waiver, 
including as a result of eligibility for, or receipt 
of, other Federal or State aid or assistance, indi-
viduals who are eligible on the basis of receiving 
(or being treated as if receiving) supplemental 
security income benefits under title XVI, and in-
dividuals who are eligible as a result of being or 
being deemed to be a child in foster care under 
the responsibility of the State. 

‘‘(II) Individuals who have attained age 65. 
‘‘(III) Individuals who qualify for medical as-

sistance under the State plan or under any 
waiver of such plan on the basis of being blind 
or disabled (or being treated as being blind or 
disabled) without regard to whether the indi-
vidual is eligible for supplemental security in-
come benefits under title XVI on the basis of 
being blind or disabled and including an indi-
vidual who is eligible for medical assistance on 
the basis of section 1902(e)(3). 

‘‘(IV) Individuals described in subsection 
(a)(10)(C). 

‘‘(V) Individuals described in any clause of 
subsection (a)(10)(E). 

‘‘(ii) EXPRESS LANE AGENCY FINDINGS.—In the 
case of a State that elects the Express Lane op-
tion under paragraph (13), notwithstanding 
subparagraphs (A), (B), and (C), the State may 
rely on a finding made by an Express Lane 
agency in accordance with that paragraph re-
lating to the income of an individual for pur-
poses of determining the individual’s eligibility 
for medical assistance under the State plan or 
under a waiver of the plan. 

‘‘(iii) MEDICARE PRESCRIPTION DRUG SUBSIDIES 
DETERMINATIONS.—Subparagraphs (A), (B), and 
(C) shall not apply to any determinations of eli-
gibility for premium and cost-sharing subsidies 
under and in accordance with section 1860D–14 
made by the State pursuant to section 
1935(a)(2). 

‘‘(iv) LONG-TERM CARE.—Subparagraphs (A), 
(B), and (C) shall not apply to any determina-
tions of eligibility of individuals for purposes of 
medical assistance for nursing facility services, 
a level of care in any institution equivalent to 
that of nursing facility services, home or com-
munity-based services furnished under a waiver 
or State plan amendment under section 1915 or 
a waiver under section 1115, and services de-
scribed in section 1917(c)(1)(C)(ii). 

‘‘(v) GRANDFATHER OF CURRENT ENROLLEES 
UNTIL DATE OF NEXT REGULAR REDETERMINA-
TION.—An individual who, on January 1, 2014, 
is enrolled in the State plan or under a waiver 
of the plan and who would be determined ineli-
gible for medical assistance solely because of the 
application of the modified gross income or 
household income standard described in sub-
paragraph (A), shall remain eligible for medical 

assistance under the State plan or waiver (and 
subject to the same premiums and cost-sharing 
as applied to the individual on that date) 
through March 31, 2014, or the date on which 
the individual’s next regularly scheduled rede-
termination of eligibility is to occur, whichever 
is later. 

‘‘(E) TRANSITION PLANNING AND OVERSIGHT.— 
Each State shall submit to the Secretary for the 
Secretary’s approval the income eligibility 
thresholds proposed to be established using 
modified gross income and household income, 
the methodologies and procedures to be used to 
determine income eligibility using modified gross 
income and household income and, if applicable, 
a State plan amendment establishing an op-
tional eligibility category under subsection 
(a)(10)(A)(ii)(XX). To the extent practicable, the 
State shall use the same methodologies and pro-
cedures for purposes of making such determina-
tions as the State used on the date of enactment 
of the Patient Protection and Affordable Care 
Act. The Secretary shall ensure that the income 
eligibility thresholds proposed to be established 
using modified gross income and household in-
come, including under the eligibility category 
established under subsection (a)(10)(A)(ii)(XX), 
and the methodologies and procedures proposed 
to be used to determine income eligibility, will 
not result in children who would have been eli-
gible for medical assistance under the State plan 
or under a waiver of the plan on the date of en-
actment of the Patient Protection and Afford-
able Care Act no longer being eligible for such 
assistance. 

‘‘(F) LIMITATION ON SECRETARIAL AUTHOR-
ITY.—The Secretary shall not waive compliance 
with the requirements of this paragraph except 
to the extent necessary to permit a State to co-
ordinate eligibility requirements for dual eligible 
individuals (as defined in section 1915(h)(2)(B)) 
under the State plan or under a waiver of the 
plan and under title XVIII and individuals who 
require the level of care provided in a hospital, 
a nursing facility, or an intermediate care facil-
ity for the mentally retarded. 

‘‘(G) DEFINITIONS OF MODIFIED GROSS INCOME 
AND HOUSEHOLD INCOME.—In this paragraph, 
the terms ‘modified gross income’ and ‘house-
hold income’ have the meanings given such 
terms in section 36B(d)(2) of the Internal Rev-
enue Code of 1986. 

‘‘(H) CONTINUED APPLICATION OF MEDICAID 
RULES REGARDING POINT-IN-TIME INCOME AND 
SOURCES OF INCOME.—The requirement under 
this paragraph for States to use modified gross 
income and household income to determine in-
come eligibility for medical assistance under the 
State plan or under any waiver of such plan 
and for any other purpose applicable under the 
plan or waiver for which a determination of in-
come is required shall not be construed as af-
fecting or limiting the application of— 

‘‘(i) the requirement under this title and under 
the State plan or a waiver of the plan to deter-
mine an individual’s income as of the point in 
time at which an application for medical assist-
ance under the State plan or a waiver of the 
plan is processed; or 

‘‘(ii) any rules established under this title or 
under the State plan or a waiver of the plan re-
garding sources of countable income.’’. 

(b) CONFORMING AMENDMENT.—Section 
1902(a)(17) of such Act (42 U.S.C. 1396a(a)(17)) is 
amended by inserting ‘‘(e)(14),’’ before ‘‘(l)(3)’’. 

(c) EFFECTIVE DATE.—The amendments made 
by subsections (a) and (b) take effect on Janu-
ary 1, 2014. 
SEC. 2003. REQUIREMENT TO OFFER PREMIUM AS-

SISTANCE FOR EMPLOYER-SPON-
SORED INSURANCE. 

(a) IN GENERAL.—Section 1906A of such Act 
(42 U.S.C. 1396e–1) is amended— 

(1) in subsection (a)— 
(A) by striking ‘‘may elect to’’ and inserting 

‘‘shall’’; 
(B) by striking ‘‘under age 19’’; and 
(C) by inserting ‘‘, in the case of an individual 

under age 19,’’ after ‘‘(and’’; 

(2) in subsection (c), in the first sentence, by 
striking ‘‘under age 19’’; and 

(3) in subsection (d)— 
(A) in paragraph (2)— 
(i) in the first sentence, by striking ‘‘under 

age 19’’; and 
(ii) by striking the third sentence and insert-

ing ‘‘A State may not require, as a condition of 
an individual (or the individual’s parent) being 
or remaining eligible for medical assistance 
under this title, that the individual (or the indi-
vidual’s parent) apply for enrollment in quali-
fied employer-sponsored coverage under this sec-
tion.’’; and 

(B) in paragraph (3), by striking ‘‘the parent 
of an individual under age 19’’ and inserting 
‘‘an individual (or the parent of an indi-
vidual)’’; and 

(4) in subsection (e), by striking ‘‘under age 
19’’ each place it appears. 

(b) CONFORMING AMENDMENT.—The heading 
for section 1906A of such Act (42 U.S.C. 1396e– 
1) is amended by striking ‘‘OPTION FOR CHIL-
DREN’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section take effect on January 1, 2014. 
SEC. 2004. MEDICAID COVERAGE FOR FORMER 

FOSTER CARE CHILDREN. 
(a) IN GENERAL.—Section 1902(a)(10)(A)(i) of 

the Social Security Act (42 U.S.C. 1396a), as 
amended by section 2001(a)(1), is amended— 

(1) by striking ‘‘or’’ at the end of subclause 
(VII); 

(2) by adding ‘‘or’’ at the end of subclause 
(VIII); and 

(3) by inserting after subclause (VIII) the fol-
lowing: 

‘‘(IX) who were in foster care under the re-
sponsibility of a State for more than 6 months 
(whether or not consecutive) but are no longer 
in such care, who are not described in any of 
subclauses (I) through (VII) of this clause, and 
who are under 25 years of age;’’. 

(b) OPTION TO PROVIDE PRESUMPTIVE ELIGI-
BILITY.—Section 1920(e) of such Act (42 U.S.C. 
1396r–1(e)), as added by section 2001(a)(4)(B) 
and amended by section 2001(e)(2)(C), is amend-
ed by inserting ‘‘, clause (i)(IX),’’ after ‘‘clause 
(i)(VIII)’’. 

(c) CONFORMING AMENDMENTS.— 
(1) Section 1903(f)(4) of such Act (42 U.S.C. 

1396b(f)(4)), as amended by section 
2001(a)(5)(D), is amended by inserting 
‘‘1902(a)(10)(A)(i)(IX),’’ after 
‘‘1902(a)(10)(A)(i)(VIII),’’. 

(2) Section 1937(a)(2)(B)(viii) of such Act (42 
U.S.C. 1396u–7(a)(2)(B)(viii)) is amended by in-
serting ‘‘, or the individual qualifies for medical 
assistance on the basis of section 
1902(a)(10)(A)(i)(IX)’’ before the period. 

(d) EFFECTIVE DATE.—The amendments made 
by this section take effect on January 1, 2019. 
SEC. 2005. PAYMENTS TO TERRITORIES. 

(a) INCREASE IN LIMIT ON PAYMENTS.—Section 
1108(g) of the Social Security Act (42 U.S.C. 
1308(g)) is amended— 

(1) in paragraph (2), in the matter preceding 
subparagraph (A), by striking ‘‘paragraph (3)’’ 
and inserting ‘‘paragraphs (3) and (5)’’; 

(2) in paragraph (4), by striking ‘‘and (3)’’ 
and inserting ‘‘(3), and (4)’’; and 

(3) by adding at the end the following para-
graph: 

‘‘(5) FISCAL YEAR 2011 AND THEREAFTER.—The 
amounts otherwise determined under this sub-
section for Puerto Rico, the Virgin Islands, 
Guam, the Northern Mariana Islands, and 
American Samoa for the second, third, and 
fourth quarters of fiscal year 2011, and for each 
fiscal year after fiscal year 2011 (after the appli-
cation of subsection (f) and the preceding para-
graphs of this subsection), shall be increased by 
30 percent.’’. 

(b) DISREGARD OF PAYMENTS FOR MANDATORY 
EXPANDED ENROLLMENT.—Section 1108(g)(4) of 
such Act (42 U.S.C. 1308(g)(4)) is amended— 

(1) by striking ‘‘to fiscal years beginning’’ and 
inserting ‘‘to— 
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‘‘(A) fiscal years beginning’’; 
(2) by striking the period at the end and in-

serting ‘‘; and’’; and 
(3) by adding at the end the following: 
‘‘(B) fiscal years beginning with fiscal year 

2014, payments made to Puerto Rico, the Virgin 
Islands, Guam, the Northern Mariana Islands, 
or American Samoa with respect to amounts ex-
pended for medical assistance for newly eligible 
(as defined in section 1905(y)(2)) nonpregnant 
childless adults who are eligible under subclause 
(VIII) of section 1902(a)(10)(A)(i) and whose in-
come (as determined under section 1902(e)(14)) 
does not exceed (in the case of each such com-
monwealth and territory respectively) the in-
come eligibility level in effect for that popu-
lation under title XIX or under a waiver on the 
date of enactment of the Patient Protection and 
Affordable Care Act, shall not be taken into ac-
count in applying subsection (f) (as increased in 
accordance with paragraphs (1), (2), (3), and (5) 
of this subsection) to such commonwealth or ter-
ritory for such fiscal year.’’. 

(c) INCREASED FMAP.— 
(1) IN GENERAL.—The first sentence of section 

1905(b) of the Social Security Act (42 U.S.C. 
1396d(b)) is amended by striking ‘‘shall be 50 per 
centum’’ and inserting ‘‘shall be 55 percent’’. 

(2) EFFECTIVE DATE.—The amendment made 
by paragraph (1) takes effect on January 1, 
2011. 
SEC. 2006. SPECIAL ADJUSTMENT TO FMAP DE-

TERMINATION FOR CERTAIN STATES 
RECOVERING FROM A MAJOR DIS-
ASTER. 

Section 1905 of the Social Security Act (42 
U.S.C. 1396d), as amended by sections 2001(a)(3) 
and 2001(b)(2), is amended— 

(1) in subsection (b), in the first sentence, by 
striking ‘‘subsection (y)’’ and inserting ‘‘sub-
sections (y) and (aa)’’; and 

(2) by adding at the end the following new 
subsection: 

‘‘(aa)(1) Notwithstanding subsection (b), be-
ginning January 1, 2011, the Federal medical as-
sistance percentage for a fiscal year for a dis-
aster-recovery FMAP adjustment State shall be 
equal to the following: 

‘‘(A) In the case of the first fiscal year (or 
part of a fiscal year) for which this subsection 
applies to the State, the Federal medical assist-
ance percentage determined for the fiscal year 
without regard to this subsection and subsection 
(y), increased by 50 percent of the number of 
percentage points by which the Federal medical 
assistance percentage determined for the State 
for the fiscal year without regard to this sub-
section and subsection (y), is less than the Fed-
eral medical assistance percentage determined 
for the State for the preceding fiscal year after 
the application of only subsection (a) of section 
5001 of Public Law 111–5 (if applicable to the 
preceding fiscal year) and without regard to this 
subsection, subsection (y), and subsections (b) 
and (c) of section 5001 of Public Law 111–5. 

‘‘(B) In the case of the second or any suc-
ceeding fiscal year for which this subsection ap-
plies to the State, the Federal medical assistance 
percentage determined for the preceding fiscal 
year under this subsection for the State, in-
creased by 25 percent of the number of percent-
age points by which the Federal medical assist-
ance percentage determined for the State for the 
fiscal year without regard to this subsection and 
subsection (y), is less than the Federal medical 
assistance percentage determined for the State 
for the preceding fiscal year under this sub-
section. 

‘‘(2) In this subsection, the term ‘disaster-re-
covery FMAP adjustment State’ means a State 
that is one of the 50 States or the District of Co-
lumbia, for which, at any time during the pre-
ceding 7 fiscal years, the President has declared 
a major disaster under section 401 of the Robert 
T. Stafford Disaster Relief and Emergency As-
sistance Act and determined as a result of such 
disaster that every county or parish in the State 
warrant individual and public assistance or 

public assistance from the Federal Government 
under such Act and for which— 

‘‘(A) in the case of the first fiscal year (or part 
of a fiscal year) for which this subsection ap-
plies to the State, the Federal medical assistance 
percentage determined for the State for the fis-
cal year without regard to this subsection and 
subsection (y), is less than the Federal medical 
assistance percentage determined for the State 
for the preceding fiscal year after the applica-
tion of only subsection (a) of section 5001 of 
Public Law 111–5 (if applicable to the preceding 
fiscal year) and without regard to this sub-
section, subsection (y), and subsections (b) and 
(c) of section 5001 of Public Law 111–5, by at 
least 3 percentage points; and 

‘‘(B) in the case of the second or any suc-
ceeding fiscal year for which this subsection ap-
plies to the State, the Federal medical assistance 
percentage determined for the State for the fis-
cal year without regard to this subsection and 
subsection (y), is less than the Federal medical 
assistance percentage determined for the State 
for the preceding fiscal year under this sub-
section by at least 3 percentage points. 

‘‘(3) The Federal medical assistance percent-
age determined for a disaster-recovery FMAP 
adjustment State under paragraph (1) shall 
apply for purposes of this title (other than with 
respect to disproportionate share hospital pay-
ments described in section 1923 and payments 
under this title that are based on the enhanced 
FMAP described in 2105(b)) and shall not apply 
with respect to payments under title IV (other 
than under part E of title IV) or payments 
under title XXI.’’. 
SEC. 2007. MEDICAID IMPROVEMENT FUND RE-

SCISSION. 
(a) RESCISSION.—Any amounts available to 

the Medicaid Improvement Fund established 
under section 1941 of the Social Security Act (42 
U.S.C. 1396w–1) for any of fiscal years 2014 
through 2018 that are available for expenditure 
from the Fund and that are not so obligated as 
of the date of the enactment of this Act are re-
scinded. 

(b) CONFORMING AMENDMENTS.—Section 
1941(b)(1) of the Social Security Act (42 U.S.C. 
1396w–1(b)(1)) is amended— 

(1) in subparagraph (A), by striking 
‘‘$100,000,000’’ and inserting ‘‘$0’’; and 

(2) in subparagraph (B), by striking 
‘‘$150,000,000’’ and inserting ‘‘$0’’. 

Subtitle B—Enhanced Support for the 
Children’s Health Insurance Program 

SEC. 2101. ADDITIONAL FEDERAL FINANCIAL PAR-
TICIPATION FOR CHIP. 

(a) IN GENERAL.—Section 2105(b) of the Social 
Security Act (42 U.S.C. 1397ee(b)) is amended by 
adding at the end the following: ‘‘Notwith-
standing the preceding sentence, during the pe-
riod that begins on October 1, 2013, and ends on 
September 30, 2019, the enhanced FMAP deter-
mined for a State for a fiscal year (or for any 
portion of a fiscal year occurring during such 
period) shall be increased by 23 percentage 
points, but in no case shall exceed 100 percent. 
The increase in the enhanced FMAP under the 
preceding sentence shall not apply with respect 
to determining the payment to a State under 
subsection (a)(1) for expenditures described in 
subparagraph (D)(iv), paragraphs (8), (9), (11) 
of subsection (c), or clause (4) of the first sen-
tence of section 1905(b).’’. 

(b) MAINTENANCE OF EFFORT.— 
(1) IN GENERAL.—Section 2105(d) of the Social 

Security Act (42 U.S.C. 1397ee(d)) is amended by 
adding at the end the following: 

‘‘(3) CONTINUATION OF ELIGIBILITY STANDARDS 
FOR CHILDREN UNTIL OCTOBER 1, 2019.— 

‘‘(A) IN GENERAL.—During the period that be-
gins on the date of enactment of the Patient 
Protection and Affordable Care Act and ends on 
September 30, 2019, a State shall not have in ef-
fect eligibility standards, methodologies, or pro-
cedures under its State child health plan (in-
cluding any waiver under such plan) for chil-

dren (including children provided medical as-
sistance for which payment is made under sec-
tion 2105(a)(1)(A)) that are more restrictive than 
the eligibility standards, methodologies, or pro-
cedures, respectively, under such plan (or waiv-
er) as in effect on the date of enactment of that 
Act. The preceding sentence shall not be con-
strued as preventing a State during such period 
from— 

‘‘(i) applying eligibility standards, methodolo-
gies, or procedures for children under the State 
child health plan or under any waiver of the 
plan that are less restrictive than the eligibility 
standards, methodologies, or procedures, respec-
tively, for children under the plan or waiver 
that are in effect on the date of enactment of 
such Act; or 

‘‘(ii) imposing a limitation described in section 
2112(b)(7) for a fiscal year in order to limit ex-
penditures under the State child health plan to 
those for which Federal financial participation 
is available under this section for the fiscal 
year. 

‘‘(B) ASSURANCE OF EXCHANGE COVERAGE FOR 
TARGETED LOW-INCOME CHILDREN UNABLE TO BE 
PROVIDED CHILD HEALTH ASSISTANCE AS A RE-
SULT OF FUNDING SHORTFALLS.—In the event 
that allotments provided under section 2104 are 
insufficient to provide coverage to all children 
who are eligible to be targeted low-income chil-
dren under the State child health plan under 
this title, a State shall establish procedures to 
ensure that such children are provided coverage 
through an Exchange established by the State 
under section 1311 of the Patient Protection and 
Affordable Care Act.’’. 

(2) CONFORMING AMENDMENT TO TITLE XXI 
MEDICAID MAINTENANCE OF EFFORT.—Section 
2105(d)(1) of the Social Security Act (42 U.S.C. 
1397ee(d)(1)) is amended by adding before the 
period ‘‘, except as required under section 
1902(e)(14)’’. 

(c) NO ENROLLMENT BONUS PAYMENTS FOR 
CHILDREN ENROLLED AFTER FISCAL YEAR 
2013.—Section 2105(a)(3)(F)(iii) of the Social Se-
curity Act (42 U.S.C. 1397ee(a)(3)(F)(iii)) is 
amended by inserting ‘‘or any children enrolled 
on or after October 1, 2013’’ before the period. 

(d) INCOME ELIGIBILITY DETERMINED USING 
MODIFIED GROSS INCOME.— 

(1) STATE PLAN REQUIREMENT.—Section 
2102(b)(1)(B) of the Social Security Act (42 
U.S.C. 1397bb(b)(1)(B)) is amended— 

(A) in clause (iii), by striking ‘‘and’’ after the 
semicolon; 

(B) in clause (iv), by striking the period and 
inserting ‘‘; and’’; and 

(C) by adding at the end the following: 
‘‘(v) shall, beginning January 1, 2014, use 

modified gross income and household income (as 
defined in section 36B(d)(2) of the Internal Rev-
enue Code of 1986) to determine eligibility for 
child health assistance under the State child 
health plan or under any waiver of such plan 
and for any other purpose applicable under the 
plan or waiver for which a determination of in-
come is required, including with respect to the 
imposition of premiums and cost-sharing, con-
sistent with section 1902(e)(14).’’. 

(2) CONFORMING AMENDMENT.—Section 
2107(e)(1) of the Social Security Act (42 U.S.C. 
1397gg(e)(1)) is amended— 

(A) by redesignating subparagraphs (E) 
through (L) as subparagraphs (F) through (M), 
respectively; and 

(B) by inserting after subparagraph (D), the 
following: 

‘‘(E) Section 1902(e)(14) (relating to income de-
termined using modified gross income and 
household income).’’. 

(e) APPLICATION OF STREAMLINED ENROLL-
MENT SYSTEM.—Section 2107(e)(1) of the Social 
Security Act (42 U.S.C. 1397gg(e)(1)), as amend-
ed by subsection (d)(2), is amended by adding at 
the end the following: 

‘‘(N) Section 1943(b) (relating to coordination 
with State Exchanges and the State Medicaid 
agency).’’. 
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(f) CHIP ELIGIBILITY FOR CHILDREN INELI-

GIBLE FOR MEDICAID AS A RESULT OF ELIMI-
NATION OF DISREGARDS.—Notwithstanding any 
other provision of law, a State shall treat any 
child who is determined to be ineligible for med-
ical assistance under the State Medicaid plan or 
under a waiver of the plan as a result of the 
elimination of the application of an income dis-
regard based on expense or type of income, as 
required under section 1902(e)(14) of the Social 
Security Act (as added by this Act), as a tar-
geted low-income child under section 2110(b) 
(unless the child is excluded under paragraph 
(2) of that section) and shall provide child 
health assistance to the child under the State 
child health plan (whether implemented under 
title XIX or XXI, or both, of the Social Security 
Act). 
SEC. 2102. TECHNICAL CORRECTIONS. 

(a) CHIPRA.—Effective as if included in the 
enactment of the Children’s Health Insurance 
Program Reauthorization Act of 2009 (Public 
Law 111–3) (in this section referred to as 
‘‘CHIPRA’’): 

(1) Section 2104(m) of the Social Security Act, 
as added by section 102 of CHIPRA, is amend-
ed— 

(A) by redesignating paragraph (7) as para-
graph (8); and 

(B) by inserting after paragraph (6), the fol-
lowing: 

‘‘(7) ADJUSTMENT OF FISCAL YEAR 2010 ALLOT-
MENTS TO ACCOUNT FOR CHANGES IN PROJECTED 
SPENDING FOR CERTAIN PREVIOUSLY APPROVED 
EXPANSION PROGRAMS.—For purposes of recalcu-
lating the fiscal year 2010 allotment, in the case 
of one of the 50 States or the District of Colum-
bia that has an approved State plan amendment 
effective January 1, 2006, to provide child health 
assistance through the provision of benefits 
under the State plan under title XIX for chil-
dren from birth through age 5 whose family in-
come does not exceed 200 percent of the poverty 
line, the Secretary shall increase the allotment 
by an amount that would be equal to the Fed-
eral share of expenditures that would have been 
claimed at the enhanced FMAP rate rather than 
the Federal medical assistance percentage 
matching rate for such population.’’. 

(2) Section 605 of CHIPRA is amended by 
striking ‘‘legal residents’’ and insert ‘‘lawfully 
residing in the United States’’. 

(3) Subclauses (I) and (II) of paragraph 
(3)(C)(i) of section 2105(a) of the Social Security 
Act (42 U.S.C. 1397ee(a)(3)(ii)), as added by sec-
tion 104 of CHIPRA, are each amended by strik-
ing ‘‘, respectively’’. 

(4) Section 2105(a)(3)(E)(ii) of the Social Secu-
rity Act (42 U.S.C. 1397ee(a)(3)(E)(ii)), as added 
by section 104 of CHIPRA, is amended by strik-
ing subclause (IV). 

(5) Section 2105(c)(9)(B) of the Social Security 
Act (42 U.S.C. 1397e(c)(9)(B)), as added by sec-
tion 211(c)(1) of CHIPRA, is amended by strik-
ing ‘‘section 1903(a)(3)(F)’’ and inserting ‘‘sec-
tion 1903(a)(3)(G)’’. 

(6) Section 2109(b)(2)(B) of the Social Security 
Act (42 U.S.C. 1397ii(b)(2)(B)), as added by sec-
tion 602 of CHIPRA, is amended by striking 
‘‘the child population growth factor under sec-
tion 2104(m)(5)(B)’’ and inserting ‘‘a high-per-
forming State under section 2111(b)(3)(B)’’. 

(7) Section 2110(c)(9)(B)(v) of the Social Secu-
rity Act (42 U.S.C. 1397jj(c)(9)(B)(v)), as added 
by section 505(b) of CHIPRA, is amended by 
striking ‘‘school or school system’’ and inserting 
‘‘local educational agency (as defined under 
section 9101 of the Elementary and Secondary 
Education Act of 1965’’. 

(8) Section 211(a)(1)(B) of CHIPRA is amend-
ed— 

(A) by striking ‘‘is amended’’ and all that fol-
lows through ‘‘adding’’ and inserting ‘‘is 
amended by adding’’; and 

(B) by redesignating the new subparagraph to 
be added by such section to section 1903(a)(3) of 
the Social Security Act as a new subparagraph 
(H). 

(b) ARRA.—Effective as if included in the en-
actment of section 5006(a) of division B of the 
American Recovery and Reinvestment Act of 
2009 (Public Law 111–5), the second sentence of 
section 1916A(a)(1) of the Social Security Act (42 
U.S.C. 1396o–1(a)(1)) is amended by striking ‘‘or 
(i)’’ and inserting ‘‘, (i), or (j)’’. 

Subtitle C—Medicaid and CHIP Enrollment 
Simplification 

SEC. 2201. ENROLLMENT SIMPLIFICATION AND 
COORDINATION WITH STATE 
HEALTH INSURANCE EXCHANGES. 

Title XIX of the Social Security Act (42 U.S.C. 
1397aa et seq.) is amended by adding at the end 
the following: 
‘‘SEC. 1943. ENROLLMENT SIMPLIFICATION AND 

COORDINATION WITH STATE 
HEALTH INSURANCE EXCHANGES. 

‘‘(a) CONDITION FOR PARTICIPATION IN MED-
ICAID.—As a condition of the State plan under 
this title and receipt of any Federal financial 
assistance under section 1903(a) for calendar 
quarters beginning after January 1, 2014, a 
State shall ensure that the requirements of sub-
section (b) is met. 

‘‘(b) ENROLLMENT SIMPLIFICATION AND CO-
ORDINATION WITH STATE HEALTH INSURANCE EX-
CHANGES AND CHIP.— 

‘‘(1) IN GENERAL.—A State shall establish pro-
cedures for— 

‘‘(A) enabling individuals, through an Inter-
net website that meets the requirements of para-
graph (4), to apply for medical assistance under 
the State plan or under a waiver of the plan, to 
be enrolled in the State plan or waiver, to renew 
their enrollment in the plan or waiver, and to 
consent to enrollment or reenrollment in the 
State plan through electronic signature; 

‘‘(B) enrolling, without any further deter-
mination by the State and through such 
website, individuals who are identified by an 
Exchange established by the State under section 
1311 of the Patient Protection and Affordable 
Care Act as being eligible for— 

‘‘(i) medical assistance under the State plan or 
under a waiver of the plan; or 

‘‘(ii) child health assistance under the State 
child health plan under title XXI; 

‘‘(C) ensuring that individuals who apply for 
but are determined to be ineligible for medical 
assistance under the State plan or a waiver or 
ineligible for child health assistance under the 
State child health plan under title XXI, are 
screened for eligibility for enrollment in quali-
fied health plans offered through such an Ex-
change and, if applicable, premium assistance 
for the purchase of a qualified health plan 
under section 36B of the Internal Revenue Code 
of 1986 (and, if applicable, advance payment of 
such assistance under section 1412 of the Pa-
tient Protection and Affordable Care Act), and, 
if eligible, enrolled in such a plan without hav-
ing to submit an additional or separate applica-
tion, and that such individuals receive informa-
tion regarding reduced cost-sharing for eligible 
individuals under section 1402 of the Patient 
Protection and Affordable Care Act, and any 
other assistance or subsidies available for cov-
erage obtained through the Exchange; 

‘‘(D) ensuring that the State agency respon-
sible for administering the State plan under this 
title (in this section referred to as the ‘State 
Medicaid agency’), the State agency responsible 
for administering the State child health plan 
under title XXI (in this section referred to as the 
‘State CHIP agency’) and an Exchange estab-
lished by the State under section 1311 of the Pa-
tient Protection and Affordable Care Act utilize 
a secure electronic interface sufficient to allow 
for a determination of an individual’s eligibility 
for such medical assistance, child health assist-
ance, or premium assistance, and enrollment in 
the State plan under this title, title XXI, or a 
qualified health plan, as appropriate; 

‘‘(E) coordinating, for individuals who are en-
rolled in the State plan or under a waiver of the 
plan and who are also enrolled in a qualified 

health plan offered through such an Exchange, 
and for individuals who are enrolled in the 
State child health plan under title XXI and who 
are also enrolled in a qualified health plan, the 
provision of medical assistance or child health 
assistance to such individuals with the coverage 
provided under the qualified health plan in 
which they are enrolled, including services de-
scribed in section 1905(a)(4)(B) (relating to early 
and periodic screening, diagnostic, and treat-
ment services defined in section 1905(r)) and 
provided in accordance with the requirements of 
section 1902(a)(43); and 

‘‘(F) conducting outreach to and enrolling 
vulnerable and underserved populations eligible 
for medical assistance under this title XIX or for 
child health assistance under title XXI, includ-
ing children, unaccompanied homeless youth, 
children and youth with special health care 
needs, pregnant women, racial and ethnic mi-
norities, rural populations, victims of abuse or 
trauma, individuals with mental health or sub-
stance-related disorders, and individuals with 
HIV/AIDS. 

‘‘(2) AGREEMENTS WITH STATE HEALTH INSUR-
ANCE EXCHANGES.—The State Medicaid agency 
and the State CHIP agency may enter into an 
agreement with an Exchange established by the 
State under section 1311 of the Patient Protec-
tion and Affordable Care Act under which the 
State Medicaid agency or State CHIP agency 
may determine whether a State resident is eligi-
ble for premium assistance for the purchase of a 
qualified health plan under section 36B of the 
Internal Revenue Code of 1986 (and, if applica-
ble, advance payment of such assistance under 
section 1412 of the Patient Protection and Af-
fordable Care Act), so long as the agreement 
meets such conditions and requirements as the 
Secretary of the Treasury may prescribe to re-
duce administrative costs and the likelihood of 
eligibility errors and disruptions in coverage. 

‘‘(3) STREAMLINED ENROLLMENT SYSTEM.—The 
State Medicaid agency and State CHIP agency 
shall participate in and comply with the re-
quirements for the system established under sec-
tion 1413 of the Patient Protection and Afford-
able Care Act (relating to streamlined proce-
dures for enrollment through an Exchange, 
Medicaid, and CHIP). 

‘‘(4) ENROLLMENT WEBSITE REQUIREMENTS.— 
The procedures established by State under para-
graph (1) shall include establishing and having 
in operation, not later than January 1, 2014, an 
Internet website that is linked to any website of 
an Exchange established by the State under sec-
tion 1311 of the Patient Protection and Afford-
able Care Act and to the State CHIP agency (if 
different from the State Medicaid agency) and 
allows an individual who is eligible for medical 
assistance under the State plan or under a 
waiver of the plan and who is eligible to receive 
premium credit assistance for the purchase of a 
qualified health plan under section 36B of the 
Internal Revenue Code of 1986 to compare the 
benefits, premiums, and cost-sharing applicable 
to the individual under the State plan or waiver 
with the benefits, premiums, and cost-sharing 
available to the individual under a qualified 
health plan offered through such an Exchange, 
including, in the case of a child, the coverage 
that would be provided for the child through the 
State plan or waiver with the coverage that 
would be provided to the child through enroll-
ment in family coverage under that plan and as 
supplemental coverage by the State under the 
State plan or waiver. 

‘‘(5) CONTINUED NEED FOR ASSESSMENT FOR 
HOME AND COMMUNITY-BASED SERVICES.—Noth-
ing in paragraph (1) shall limit or modify the re-
quirement that the State assess an individual 
for purposes of providing home and community- 
based services under the State plan or under 
any waiver of such plan for individuals de-
scribed in subsection (a)(10)(A)(ii)(VI).’’. 
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SEC. 2202. PERMITTING HOSPITALS TO MAKE 

PRESUMPTIVE ELIGIBILITY DETER-
MINATIONS FOR ALL MEDICAID ELI-
GIBLE POPULATIONS. 

(a) IN GENERAL.—Section 1902(a)(47) of the 
Social Security Act (42 U.S.C. 1396a(a)(47)) is 
amended— 

(1) by striking ‘‘at the option of the State, pro-
vide’’ and inserting ‘‘provide— 

‘‘(A) at the option of the State,’’; 
(2) by inserting ‘‘and’’ after the semicolon; 

and 
(3) by adding at the end the following: 
‘‘(B) that any hospital that is a participating 

provider under the State plan may elect to be a 
qualified entity for purposes of determining, on 
the basis of preliminary information, whether 
any individual is eligible for medical assistance 
under the State plan or under a waiver of the 
plan for purposes of providing the individual 
with medical assistance during a presumptive 
eligibility period, in the same manner, and sub-
ject to the same requirements, as apply to the 
State options with respect to populations de-
scribed in section 1920, 1920A, or 1920B (but 
without regard to whether the State has elected 
to provide for a presumptive eligibility period 
under any such sections), subject to such guid-
ance as the Secretary shall establish;’’. 

(b) CONFORMING AMENDMENT.—Section 
1903(u)(1)(D)(v) of such Act (42 U.S.C. 
1396b(u)(1)(D)v)) is amended— 

(1) by striking ‘‘or for’’ and inserting ‘‘for’’; 
and 

(2) by inserting before the period at the end 
the following: ‘‘, or for medical assistance pro-
vided to an individual during a presumptive eli-
gibility period resulting from a determination of 
presumptive eligibility made by a hospital that 
elects under section 1902(a)(47)(B) to be a quali-
fied entity for such purpose’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section take effect on January 1, 2014, 
and apply to services furnished on or after that 
date. 

Subtitle D—Improvements to Medicaid 
Services 

SEC. 2301. COVERAGE FOR FREESTANDING BIRTH 
CENTER SERVICES. 

(a) IN GENERAL.—Section 1905 of the Social 
Security Act (42 U.S.C. 1396d), is amended— 

(1) in subsection (a)— 
(A) in paragraph (27), by striking ‘‘and’’ at 

the end; 
(B) by redesignating paragraph (28) as para-

graph (29); and 
(C) by inserting after paragraph (27) the fol-

lowing new paragraph: 
‘‘(28) freestanding birth center services (as de-

fined in subsection (l)(3)(A)) and other ambula-
tory services that are offered by a freestanding 
birth center (as defined in subsection (l)(3)(B)) 
and that are otherwise included in the plan; 
and’’; and 

(2) in subsection (l), by adding at the end the 
following new paragraph: 

‘‘(3)(A) The term ‘freestanding birth center 
services’ means services furnished to an indi-
vidual at a freestanding birth center (as defined 
in subparagraph (B)) at such center. 

‘‘(B) The term ‘freestanding birth center’ 
means a health facility— 

‘‘(i) that is not a hospital; 
‘‘(ii) where childbirth is planned to occur 

away from the pregnant woman’s residence; 
‘‘(iii) that is licensed or otherwise approved by 

the State to provide prenatal labor and delivery 
or postpartum care and other ambulatory serv-
ices that are included in the plan; and 

‘‘(iv) that complies with such other require-
ments relating to the health and safety of indi-
viduals furnished services by the facility as the 
State shall establish. 

‘‘(C) A State shall provide separate payments 
to providers administering prenatal labor and 
delivery or postpartum care in a freestanding 
birth center (as defined in subparagraph (B)), 
such as nurse midwives and other providers of 

services such as birth attendants recognized 
under State law, as determined appropriate by 
the Secretary. For purposes of the preceding 
sentence, the term ‘birth attendant’ means an 
individual who is recognized or registered by the 
State involved to provide health care at child-
birth and who provides such care within the 
scope of practice under which the individual is 
legally authorized to perform such care under 
State law (or the State regulatory mechanism 
provided by State law), regardless of whether 
the individual is under the supervision of, or as-
sociated with, a physician or other health care 
provider. Nothing in this subparagraph shall be 
construed as changing State law requirements 
applicable to a birth attendant.’’. 

(b) CONFORMING AMENDMENT.—Section 
1902(a)(10)(A) of the Social Security Act (42 
U.S.C. 1396a(a)(10)(A)), is amended in the mat-
ter preceding clause (i) by striking ‘‘and (21)’’ 
and inserting ‘‘, (21), and (28)’’. 

(c) EFFECTIVE DATE.— 
(1) IN GENERAL.—Except as provided in para-

graph (2), the amendments made by this section 
shall take effect on the date of the enactment of 
this Act and shall apply to services furnished on 
or after such date. 

(2) EXCEPTION IF STATE LEGISLATION RE-
QUIRED.—In the case of a State plan for medical 
assistance under title XIX of the Social Security 
Act which the Secretary of Health and Human 
Services determines requires State legislation 
(other than legislation appropriating funds) in 
order for the plan to meet the additional re-
quirement imposed by the amendments made by 
this section, the State plan shall not be regarded 
as failing to comply with the requirements of 
such title solely on the basis of its failure to 
meet this additional requirement before the first 
day of the first calendar quarter beginning after 
the close of the first regular session of the State 
legislature that begins after the date of the en-
actment of this Act. For purposes of the pre-
vious sentence, in the case of a State that has 
a 2-year legislative session, each year of such 
session shall be deemed to be a separate regular 
session of the State legislature. 
SEC. 2302. CONCURRENT CARE FOR CHILDREN. 

(a) IN GENERAL.—Section 1905(o)(1) of the So-
cial Security Act (42 U.S.C. 1396d(o)(1)) is 
amended— 

(1) in subparagraph (A), by striking ‘‘sub-
paragraph (B)’’ and inserting ‘‘subparagraphs 
(B) and (C)’’; and 

(2) by adding at the end the following new 
subparagraph: 

‘‘(C) A voluntary election to have payment 
made for hospice care for a child (as defined by 
the State) shall not constitute a waiver of any 
rights of the child to be provided with, or to 
have payment made under this title for, services 
that are related to the treatment of the child’s 
condition for which a diagnosis of terminal ill-
ness has been made.’’. 

(b) APPLICATION TO CHIP.—Section 
2110(a)(23) of the Social Security Act (42 U.S.C. 
1397jj(a)(23)) is amended by inserting ‘‘(concur-
rent, in the case of an individual who is a child, 
with care related to the treatment of the child’s 
condition with respect to which a diagnosis of 
terminal illness has been made’’ after ‘‘hospice 
care’’. 
SEC. 2303. STATE ELIGIBILITY OPTION FOR FAM-

ILY PLANNING SERVICES. 
(a) COVERAGE AS OPTIONAL CATEGORICALLY 

NEEDY GROUP.— 
(1) IN GENERAL.—Section 1902(a)(10)(A)(ii) of 

the Social Security Act (42 U.S.C. 
1396a(a)(10)(A)(ii)), as amended by section 
2001(e), is amended— 

(A) in subclause (XIX), by striking ‘‘or’’ at 
the end; 

(B) in subclause (XX), by adding ‘‘or’’ at the 
end; and 

(C) by adding at the end the following new 
subclause: 

‘‘(XXI) who are described in subsection (ii) 
(relating to individuals who meet certain income 
standards);’’. 

(2) GROUP DESCRIBED.—Section 1902 of such 
Act (42 U.S.C. 1396a), as amended by section 
2001(d), is amended by adding at the end the 
following new subsection: 

‘‘(ii)(1) Individuals described in this sub-
section are individuals— 

‘‘(A) whose income does not exceed an income 
eligibility level established by the State that 
does not exceed the highest income eligibility 
level established under the State plan under this 
title (or under its State child health plan under 
title XXI) for pregnant women; and 

‘‘(B) who are not pregnant. 
‘‘(2) At the option of a State, individuals de-

scribed in this subsection may include individ-
uals who, had individuals applied on or before 
January 1, 2007, would have been made eligible 
pursuant to the standards and processes im-
posed by that State for benefits described in 
clause (XV) of the matter following subpara-
graph (G) of section subsection (a)(10) pursuant 
to a waiver granted under section 1115. 

‘‘(3) At the option of a State, for purposes of 
subsection (a)(17)(B), in determining eligibility 
for services under this subsection, the State may 
consider only the income of the applicant or re-
cipient.’’. 

(3) LIMITATION ON BENEFITS.—Section 
1902(a)(10) of the Social Security Act (42 U.S.C. 
1396a(a)(10)), as amended by section 
2001(a)(5)(A), is amended in the matter fol-
lowing subparagraph (G)— 

(A) by striking ‘‘and (XV)’’ and inserting 
‘‘(XV)’’; and 

(B) by inserting ‘‘, and (XVI) the medical as-
sistance made available to an individual de-
scribed in subsection (ii) shall be limited to fam-
ily planning services and supplies described in 
section 1905(a)(4)(C) including medical diagnosis 
and treatment services that are provided pursu-
ant to a family planning service in a family 
planning setting’’ before the semicolon. 

(4) CONFORMING AMENDMENTS.— 
(A) Section 1905(a) of the Social Security Act 

(42 U.S.C. 1396d(a)), as amended by section 
2001(e)(2)(A), is amended in the matter pre-
ceding paragraph (1)— 

(i) in clause (xiv), by striking ‘‘or’’ at the end; 
(ii) in clause (xv), by adding ‘‘or’’ at the end; 

and 
(iii) by inserting after clause (xv) the fol-

lowing: 
‘‘(xvi) individuals described in section 

1902(ii),’’. 
(B) Section 1903(f)(4) of such Act (42 U.S.C. 

1396b(f)(4)), as amended by section 2001(e)(2)(B), 
is amended by inserting 
‘‘1902(a)(10)(A)(ii)(XXI),’’ after 
‘‘1902(a)(10)(A)(ii)(XX),’’. 

(b) PRESUMPTIVE ELIGIBILITY.— 
(1) IN GENERAL.—Title XIX of the Social Secu-

rity Act (42 U.S.C. 1396 et seq.) is amended by 
inserting after section 1920B the following: 

‘‘PRESUMPTIVE ELIGIBILITY FOR FAMILY 
PLANNING SERVICES 

‘‘SEC. 1920C. (a) STATE OPTION.—State plan 
approved under section 1902 may provide for 
making medical assistance available to an indi-
vidual described in section 1902(ii) (relating to 
individuals who meet certain income eligibility 
standard) during a presumptive eligibility pe-
riod. In the case of an individual described in 
section 1902(ii), such medical assistance shall be 
limited to family planning services and supplies 
described in 1905(a)(4)(C) and, at the State’s op-
tion, medical diagnosis and treatment services 
that are provided in conjunction with a family 
planning service in a family planning setting. 

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

‘‘(1) PRESUMPTIVE ELIGIBILITY PERIOD.—The 
term ‘presumptive eligibility period’ means, with 
respect to an individual described in subsection 
(a), the period that— 

‘‘(A) begins with the date on which a quali-
fied entity determines, on the basis of prelimi-
nary information, that the individual is de-
scribed in section 1902(ii); and 
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‘‘(B) ends with (and includes) the earlier of— 
‘‘(i) the day on which a determination is made 

with respect to the eligibility of such individual 
for services under the State plan; or 

‘‘(ii) in the case of such an individual who 
does not file an application by the last day of 
the month following the month during which 
the entity makes the determination referred to 
in subparagraph (A), such last day. 

‘‘(2) QUALIFIED ENTITY.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), the term ‘qualified entity’ means any entity 
that— 

‘‘(i) is eligible for payments under a State 
plan approved under this title; and 

‘‘(ii) is determined by the State agency to be 
capable of making determinations of the type 
described in paragraph (1)(A). 

‘‘(B) RULE OF CONSTRUCTION.—Nothing in this 
paragraph shall be construed as preventing a 
State from limiting the classes of entities that 
may become qualified entities in order to prevent 
fraud and abuse. 

‘‘(c) ADMINISTRATION.— 
‘‘(1) IN GENERAL.—The State agency shall pro-

vide qualified entities with— 
‘‘(A) such forms as are necessary for an appli-

cation to be made by an individual described in 
subsection (a) for medical assistance under the 
State plan; and 

‘‘(B) information on how to assist such indi-
viduals in completing and filing such forms. 

‘‘(2) NOTIFICATION REQUIREMENTS.—A quali-
fied entity that determines under subsection 
(b)(1)(A) that an individual described in sub-
section (a) is presumptively eligible for medical 
assistance under a State plan shall— 

‘‘(A) notify the State agency of the determina-
tion within 5 working days after the date on 
which determination is made; and 

‘‘(B) inform such individual at the time the 
determination is made that an application for 
medical assistance is required to be made by not 
later than the last day of the month following 
the month during which the determination is 
made. 

‘‘(3) APPLICATION FOR MEDICAL ASSISTANCE.— 
In the case of an individual described in sub-
section (a) who is determined by a qualified en-
tity to be presumptively eligible for medical as-
sistance under a State plan, the individual shall 
apply for medical assistance by not later than 
the last day of the month following the month 
during which the determination is made. 

‘‘(d) PAYMENT.—Notwithstanding any other 
provision of law, medical assistance that— 

‘‘(1) is furnished to an individual described in 
subsection (a)— 

‘‘(A) during a presumptive eligibility period; 
and 

‘‘(B) by a entity that is eligible for payments 
under the State plan; and 

‘‘(2) is included in the care and services cov-
ered by the State plan, 

shall be treated as medical assistance provided 
by such plan for purposes of clause (4) of the 
first sentence of section 1905(b).’’. 

(2) CONFORMING AMENDMENTS.— 
(A) Section 1902(a)(47) of the Social Security 

Act (42 U.S.C. 1396a(a)(47)), as amended by sec-
tion 2202(a), is amended— 

(i) in subparagraph (A), by inserting before 
the semicolon at the end the following: ‘‘and 
provide for making medical assistance available 
to individuals described in subsection (a) of sec-
tion 1920C during a presumptive eligibility pe-
riod in accordance with such section’’; and 

(ii) in subparagraph (B), by striking ‘‘or 
1920B’’ and inserting ‘‘1920B, or 1920C’’. 

(B) Section 1903(u)(1)(D)(v) of such Act (42 
U.S.C. 1396b(u)(1)(D)(v)), as amended by section 
2202(b), is amended by inserting ‘‘or for medical 
assistance provided to an individual described 
in subsection (a) of section 1920C during a pre-
sumptive eligibility period under such section,’’ 
after ‘‘1920B during a presumptive eligibility pe-
riod under such section,’’. 

(c) CLARIFICATION OF COVERAGE OF FAMILY 
PLANNING SERVICES AND SUPPLIES.—Section 
1937(b) of the Social Security Act (42 U.S.C. 
1396u–7(b)), as amended by section 2001(c), is 
amended by adding at the end the following: 

‘‘(7) COVERAGE OF FAMILY PLANNING SERVICES 
AND SUPPLIES.—Notwithstanding the previous 
provisions of this section, a State may not pro-
vide for medical assistance through enrollment 
of an individual with benchmark coverage or 
benchmark-equivalent coverage under this sec-
tion unless such coverage includes for any indi-
vidual described in section 1905(a)(4)(C), medical 
assistance for family planning services and sup-
plies in accordance with such section.’’. 

(d) EFFECTIVE DATE.—The amendments made 
by this section take effect on the date of the en-
actment of this Act and shall apply to items and 
services furnished on or after such date. 
SEC. 2304. CLARIFICATION OF DEFINITION OF 

MEDICAL ASSISTANCE. 
Section 1905(a) of the Social Security Act (42 

U.S.C. 1396d(a)) is amended by inserting ‘‘or the 
care and services themselves, or both’’ before 
‘‘(if provided in or after’’. 
Subtitle E—New Options for States to Provide 

Long-Term Services and Supports 
SEC. 2401. COMMUNITY FIRST CHOICE OPTION. 

Section 1915 of the Social Security Act (42 
U.S.C. 1396n) is amended by adding at the end 
the following: 

‘‘(k) STATE PLAN OPTION TO PROVIDE HOME 
AND COMMUNITY-BASED ATTENDANT SERVICES 
AND SUPPORTS.— 

‘‘(1) IN GENERAL.—Subject to the succeeding 
provisions of this subsection, beginning October 
1, 2010, a State may provide through a State 
plan amendment for the provision of medical as-
sistance for home and community-based attend-
ant services and supports for individuals who 
are eligible for medical assistance under the 
State plan whose income does not exceed 150 
percent of the poverty line (as defined in section 
2110(c)(5)) or, if greater, the income level appli-
cable for an individual who has been determined 
to require an institutional level of care to be eli-
gible for nursing facility services under the 
State plan and with respect to whom there has 
been a determination that, but for the provision 
of such services, the individuals would require 
the level of care provided in a hospital, a nurs-
ing facility, an intermediate care facility for the 
mentally retarded, or an institution for mental 
diseases, the cost of which could be reimbursed 
under the State plan, but only if the individual 
chooses to receive such home and community- 
based attendant services and supports, and only 
if the State meets the following requirements: 

‘‘(A) AVAILABILITY.—The State shall make 
available home and community-based attendant 
services and supports to eligible individuals, as 
needed, to assist in accomplishing activities of 
daily living, instrumental activities of daily liv-
ing, and health-related tasks through hands-on 
assistance, supervision, or cueing— 

‘‘(i) under a person-centered plan of services 
and supports that is based on an assessment of 
functional need and that is agreed to in writing 
by the individual or, as appropriate, the indi-
vidual’s representative; 

‘‘(ii) in a home or community setting, which 
does not include a nursing facility, institution 
for mental diseases, or an intermediate care fa-
cility for the mentally retarded; 

‘‘(iii) under an agency-provider model or other 
model (as defined in paragraph (6)(C )); and 

‘‘(iv) the furnishing of which— 
‘‘(I) is selected, managed, and dismissed by 

the individual, or, as appropriate, with assist-
ance from the individual’s representative; 

‘‘(II) is controlled, to the maximum extent pos-
sible, by the individual or where appropriate, 
the individual’s representative, regardless of 
who may act as the employer of record; and 

‘‘(III) provided by an individual who is quali-
fied to provide such services, including family 
members (as defined by the Secretary). 

‘‘(B) INCLUDED SERVICES AND SUPPORTS.—In 
addition to assistance in accomplishing activi-
ties of daily living, instrumental activities of 
daily living, and health related tasks, the home 
and community-based attendant services and 
supports made available include— 

‘‘(i) the acquisition, maintenance, and en-
hancement of skills necessary for the individual 
to accomplish activities of daily living, instru-
mental activities of daily living, and health re-
lated tasks; 

‘‘(ii) back-up systems or mechanisms (such as 
the use of beepers or other electronic devices) to 
ensure continuity of services and supports; and 

‘‘(iii) voluntary training on how to select, 
manage, and dismiss attendants. 

‘‘(C) EXCLUDED SERVICES AND SUPPORTS.— 
Subject to subparagraph (D), the home and com-
munity-based attendant services and supports 
made available do not include— 

‘‘(i) room and board costs for the individual; 
‘‘(ii) special education and related services 

provided under the Individuals with Disabilities 
Education Act and vocational rehabilitation 
services provided under the Rehabilitation Act 
of 1973; 

‘‘(iii) assistive technology devices and assistive 
technology services other than those under 
(1)(B)(ii); 

‘‘(iv) medical supplies and equipment; or 
‘‘(v) home modifications. 
‘‘(D) PERMISSIBLE SERVICES AND SUPPORTS.— 

The home and community-based attendant serv-
ices and supports may include— 

‘‘(i) expenditures for transition costs such as 
rent and utility deposits, first month’s rent and 
utilities, bedding, basic kitchen supplies, and 
other necessities required for an individual to 
make the transition from a nursing facility, in-
stitution for mental diseases, or intermediate 
care facility for the mentally retarded to a com-
munity-based home setting where the individual 
resides; and 

‘‘(ii) expenditures relating to a need identified 
in an individual’s person-centered plan of serv-
ices that increase independence or substitute for 
human assistance, to the extent that expendi-
tures would otherwise be made for the human 
assistance. 

‘‘(2) INCREASED FEDERAL FINANCIAL PARTICI-
PATION.—For purposes of payments to a State 
under section 1903(a)(1), with respect to 
amounts expended by the State to provide med-
ical assistance under the State plan for home 
and community-based attendant services and 
supports to eligible individuals in accordance 
with this subsection during a fiscal year quarter 
occurring during the period described in para-
graph (1), the Federal medical assistance per-
centage applicable to the State (as determined 
under section 1905(b)) shall be increased by 6 
percentage points. 

‘‘(3) STATE REQUIREMENTS.—In order for a 
State plan amendment to be approved under this 
subsection, the State shall— 

‘‘(A) develop and implement such amendment 
in collaboration with a Development and Imple-
mentation Council established by the State that 
includes a majority of members with disabilities, 
elderly individuals, and their representatives 
and consults and collaborates with such indi-
viduals; 

‘‘(B) provide consumer controlled home and 
community-based attendant services and sup-
ports to individuals on a statewide basis, in a 
manner that provides such services and supports 
in the most integrated setting appropriate to the 
individual’s needs, and without regard to the 
individual’s age, type or nature of disability, se-
verity of disability, or the form of home and 
community-based attendant services and sup-
ports that the individual requires in order to 
lead an independent life; 

‘‘(C) with respect to expenditures during the 
first full fiscal year in which the State plan 
amendment is implemented, maintain or exceed 
the level of State expenditures for medical as-
sistance that is provided under section 1905(a), 
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section 1915, section 1115, or otherwise to indi-
viduals with disabilities or elderly individuals 
attributable to the preceding fiscal year; 

‘‘(D) establish and maintain a comprehensive, 
continuous quality assurance system with re-
spect to community- based attendant services 
and supports that— 

‘‘(i) includes standards for agency-based and 
other delivery models with respect to training, 
appeals for denials and reconsideration proce-
dures of an individual plan, and other factors 
as determined by the Secretary; 

‘‘(ii) incorporates feedback from consumers 
and their representatives, disability organiza-
tions, providers, families of disabled or elderly 
individuals, members of the community, and 
others and maximizes consumer independence 
and consumer control; 

‘‘(iii) monitors the health and well-being of 
each individual who receives home and commu-
nity-based attendant services and supports, in-
cluding a process for the mandatory reporting, 
investigation, and resolution of allegations of 
neglect, abuse, or exploitation in connection 
with the provision of such services and sup-
ports; and 

‘‘(iv) provides information about the provi-
sions of the quality assurance required under 
clauses (i) through (iii) to each individual re-
ceiving such services; and 

‘‘(E) collect and report information, as deter-
mined necessary by the Secretary, for the pur-
poses of approving the State plan amendment, 
providing Federal oversight, and conducting an 
evaluation under paragraph (5)(A), including 
data regarding how the State provides home and 
community-based attendant services and sup-
ports and other home and community-based 
services, the cost of such services and supports, 
and how the State provides individuals with dis-
abilities who otherwise qualify for institutional 
care under the State plan or under a waiver the 
choice to instead receive home and community- 
based services in lieu of institutional care. 

‘‘(4) COMPLIANCE WITH CERTAIN LAWS.—A 
State shall ensure that, regardless of whether 
the State uses an agency-provider model or 
other models to provide home and community- 
based attendant services and supports under a 
State plan amendment under this subsection, 
such services and supports are provided in ac-
cordance with the requirements of the Fair 
Labor Standards Act of 1938 and applicable 
Federal and State laws regarding— 

‘‘(A) withholding and payment of Federal and 
State income and payroll taxes; 

‘‘(B) the provision of unemployment and 
workers compensation insurance; 

‘‘(C) maintenance of general liability insur-
ance; and 

‘‘(D) occupational health and safety. 
‘‘(5) EVALUATION, DATA COLLECTION, AND RE-

PORT TO CONGRESS.— 
‘‘(A) EVALUATION.—The Secretary shall con-

duct an evaluation of the provision of home and 
community-based attendant services and sup-
ports under this subsection in order to determine 
the effectiveness of the provision of such serv-
ices and supports in allowing the individuals re-
ceiving such services and supports to lead an 
independent life to the maximum extent possible; 
the impact on the physical and emotional health 
of the individuals who receive such services; and 
an comparative analysis of the costs of services 
provided under the State plan amendment under 
this subsection and those provided under insti-
tutional care in a nursing facility, institution 
for mental diseases, or an intermediate care fa-
cility for the mentally retarded. 

‘‘(B) DATA COLLECTION.—The State shall pro-
vide the Secretary with the following informa-
tion regarding the provision of home and com-
munity-based attendant services and supports 
under this subsection for each fiscal year for 
which such services and supports are provided: 

‘‘(i) The number of individuals who are esti-
mated to receive home and community-based at-
tendant services and supports under this sub-
section during the fiscal year. 

‘‘(ii) The number of individuals that received 
such services and supports during the preceding 
fiscal year. 

‘‘(iii) The specific number of individuals 
served by type of disability, age, gender, edu-
cation level, and employment status. 

‘‘(iv) Whether the specific individuals have 
been previously served under any other home 
and community based services program under 
the State plan or under a waiver. 

‘‘(C) REPORTS.—Not later than— 
‘‘(i) December 31, 2013, the Secretary shall 

submit to Congress and make available to the 
public an interim report on the findings of the 
evaluation under subparagraph (A); and 

‘‘(ii) December 31, 2015, the Secretary shall 
submit to Congress and make available to the 
public a final report on the findings of the eval-
uation under subparagraph (A). 

‘‘(6) DEFINITIONS.—In this subsection: 
‘‘(A) ACTIVITIES OF DAILY LIVING.—The term 

‘activities of daily living’ includes tasks such as 
eating, toileting, grooming, dressing, bathing, 
and transferring. 

‘‘(B) CONSUMER CONTROLLED.—The term ‘con-
sumer controlled’ means a method of selecting 
and providing services and supports that allow 
the individual, or where appropriate, the indi-
vidual’s representative, maximum control of the 
home and community-based attendant services 
and supports, regardless of who acts as the em-
ployer of record. 

‘‘(C) DELIVERY MODELS.— 
‘‘(i) AGENCY-PROVIDER MODEL.—The term 

‘agency-provider model’ means, with respect to 
the provision of home and community-based at-
tendant services and supports for an individual, 
subject to paragraph (4), a method of providing 
consumer controlled services and supports under 
which entities contract for the provision of such 
services and supports. 

‘‘(ii) OTHER MODELS.—The term ‘other models’ 
means, subject to paragraph (4), methods, other 
than an agency-provider model, for the provi-
sion of consumer controlled services and sup-
ports. Such models may include the provision of 
vouchers, direct cash payments, or use of a fis-
cal agent to assist in obtaining services. 

‘‘(D) HEALTH-RELATED TASKS.—The term 
‘health-related tasks’ means specific tasks re-
lated to the needs of an individual, which can 
be delegated or assigned by licensed health-care 
professionals under State law to be performed by 
an attendant. 

‘‘(E) INDIVIDUAL’S REPRESENTATIVE.—The 
term ‘individual’s representative’ means a par-
ent, family member, guardian, advocate, or 
other authorized representative of an indi-
vidual. 

‘‘(F) INSTRUMENTAL ACTIVITIES OF DAILY LIV-
ING.—The term ‘instrumental activities of daily 
living’ includes (but is not limited to) meal plan-
ning and preparation, managing finances, shop-
ping for food, clothing, and other essential 
items, performing essential household chores, 
communicating by phone or other media, and 
traveling around and participating in the com-
munity.’’. 
SEC. 2402. REMOVAL OF BARRIERS TO PROVIDING 

HOME AND COMMUNITY-BASED 
SERVICES. 

(a) OVERSIGHT AND ASSESSMENT OF THE AD-
MINISTRATION OF HOME AND COMMUNITY-BASED 
SERVICES.—The Secretary of Health and Human 
Services shall promulgate regulations to ensure 
that all States develop service systems that are 
designed to— 

(1) allocate resources for services in a manner 
that is responsive to the changing needs and 
choices of beneficiaries receiving non-institu-
tionally-based long-term services and supports 
(including such services and supports that are 
provided under programs other the State Med-
icaid program), and that provides strategies for 
beneficiaries receiving such services to maximize 
their independence, including through the use 
of client-employed providers; 

(2) provide the support and coordination 
needed for a beneficiary in need of such services 

(and their family caregivers or representative, if 
applicable) to design an individualized, self-di-
rected, community-supported life; and 

(3) improve coordination among, and the regu-
lation of, all providers of such services under 
federally and State-funded programs in order 
to— 

(A) achieve a more consistent administration 
of policies and procedures across programs in re-
lation to the provision of such services; and 

(B) oversee and monitor all service system 
functions to assure— 

(i) coordination of, and effectiveness of, eligi-
bility determinations and individual assess-
ments; 

(ii) development and service monitoring of a 
complaint system, a management system, a sys-
tem to qualify and monitor providers, and sys-
tems for role-setting and individual budget de-
terminations; and 

(iii) an adequate number of qualified direct 
care workers to provide self-directed personal 
assistance services. 

(b) ADDITIONAL STATE OPTIONS.—Section 
1915(i) of the Social Security Act (42 U.S.C. 
1396n(i)) is amended by adding at the end the 
following new paragraphs: 

‘‘(6) STATE OPTION TO PROVIDE HOME AND 
COMMUNITY-BASED SERVICES TO INDIVIDUALS ELI-
GIBLE FOR SERVICES UNDER A WAIVER.— 

‘‘(A) IN GENERAL.—A State that provides home 
and community-based services in accordance 
with this subsection to individuals who satisfy 
the needs-based criteria for the receipt of such 
services established under paragraph (1)(A) 
may, in addition to continuing to provide such 
services to such individuals, elect to provide 
home and community-based services in accord-
ance with the requirements of this paragraph to 
individuals who are eligible for home and com-
munity-based services under a waiver approved 
for the State under subsection (c), (d), or (e) or 
under section 1115 to provide such services, but 
only for those individuals whose income does 
not exceed 300 percent of the supplemental secu-
rity income benefit rate established by section 
1611(b)(1). 

‘‘(B) APPLICATION OF SAME REQUIREMENTS 
FOR INDIVIDUALS SATISFYING NEEDS-BASED CRI-
TERIA.—Subject to subparagraph (C), a State 
shall provide home and community-based serv-
ices to individuals under this paragraph in the 
same manner and subject to the same require-
ments as apply under the other paragraphs of 
this subsection to the provision of home and 
community-based services to individuals who 
satisfy the needs-based criteria established 
under paragraph (1)(A). 

‘‘(C) AUTHORITY TO OFFER DIFFERENT TYPE, 
AMOUNT, DURATION, OR SCOPE OF HOME AND 
COMMUNITY-BASED SERVICES.—A State may offer 
home and community-based services to individ-
uals under this paragraph that differ in type, 
amount, duration, or scope from the home and 
community-based services offered for individuals 
who satisfy the needs-based criteria established 
under paragraph (1)(A), so long as such services 
are within the scope of services described in 
paragraph (4)(B) of subsection (c) for which the 
Secretary has the authority to approve a waiver 
and do not include room or board. 

‘‘(7) STATE OPTION TO OFFER HOME AND COM-
MUNITY-BASED SERVICES TO SPECIFIC, TARGETED 
POPULATIONS.— 

‘‘(A) IN GENERAL.—A State may elect in a 
State plan amendment under this subsection to 
target the provision of home and community- 
based services under this subsection to specific 
populations and to differ the type, amount, du-
ration, or scope of such services to such specific 
populations. 

‘‘(B) 5-YEAR TERM.— 
‘‘(i) IN GENERAL.—An election by a State 

under this paragraph shall be for a period of 5 
years. 

‘‘(ii) PHASE-IN OF SERVICES AND ELIGIBILITY 
PERMITTED DURING INITIAL 5-YEAR PERIOD.—A 
State making an election under this paragraph 
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may, during the first 5-year period for which 
the election is made, phase-in the enrollment of 
eligible individuals, or the provision of services 
to such individuals, or both, so long as all eligi-
ble individuals in the State for such services are 
enrolled, and all such services are provided, be-
fore the end of the initial 5-year period. 

‘‘(C) RENEWAL.—An election by a State under 
this paragraph may be renewed for additional 5- 
year terms if the Secretary determines, prior to 
beginning of each such renewal period, that the 
State has— 

‘‘(i) adhered to the requirements of this sub-
section and paragraph in providing services 
under such an election; and 

‘‘(ii) met the State’s objectives with respect to 
quality improvement and beneficiary out-
comes.’’. 

(c) REMOVAL OF LIMITATION ON SCOPE OF 
SERVICES.—Paragraph (1) of section 1915(i) of 
the Social Security Act (42 U.S.C. 1396n(i)), as 
amended by subsection (a), is amended by strik-
ing ‘‘or such other services requested by the 
State as the Secretary may approve’’. 

(d) OPTIONAL ELIGIBILITY CATEGORY TO PRO-
VIDE FULL MEDICAID BENEFITS TO INDIVIDUALS 
RECEIVING HOME AND COMMUNITY-BASED SERV-
ICES UNDER A STATE PLAN AMENDMENT.— 

(1) IN GENERAL.—Section 1902(a)(10)(A)(ii) of 
the Social Security Act (42 U.S.C. 
1396a(a)(10)(A)(ii)), as amended by section 
2304(a)(1), is amended— 

(A) in subclause (XX), by striking ‘‘or’’ at the 
end; 

(B) in subclause (XXI), by adding ‘‘or’’ at the 
end; and 

(C) by inserting after subclause (XXI), the fol-
lowing new subclause: 

‘‘(XXII) who are eligible for home and com-
munity-based services under needs-based cri-
teria established under paragraph (1)(A) of sec-
tion 1915(i), or who are eligible for home and 
community-based services under paragraph (6) 
of such section, and who will receive home and 
community-based services pursuant to a State 
plan amendment under such subsection;’’. 

(2) CONFORMING AMENDMENTS.— 
(A) Section 1903(f)(4) of the Social Security 

Act (42 U.S.C. 1396b(f)(4)), as amended by sec-
tion 2304(a)(4)(B), is amended in the matter pre-
ceding subparagraph (A), by inserting 
‘‘1902(a)(10)(A)(ii)(XXII),’’ after 
‘‘1902(a)(10)(A)(ii)(XXI),’’. 

(B) Section 1905(a) of the Social Security Act 
(42 U.S.C. 1396d(a)), as so amended, is amended 
in the matter preceding paragraph (1)— 

(i) in clause (xv), by striking ‘‘or’’ at the end; 
(ii) in clause (xvi), by adding ‘‘or’’ at the end; 

and 
(iii) by inserting after clause (xvi) the fol-

lowing new clause: 
‘‘(xvii) individuals who are eligible for home 

and community-based services under needs- 
based criteria established under paragraph 
(1)(A) of section 1915(i), or who are eligible for 
home and community-based services under para-
graph (6) of such section, and who will receive 
home and community-based services pursuant to 
a State plan amendment under such sub-
section,’’. 

(e) ELIMINATION OF OPTION TO LIMIT NUMBER 
OF ELIGIBLE INDIVIDUALS OR LENGTH OF PERIOD 
FOR GRANDFATHERED INDIVIDUALS IF ELIGI-
BILITY CRITERIA IS MODIFIED.—Paragraph (1) of 
section 1915(i) of such Act (42 U.S.C. 1396n(i)) is 
amended— 

(1) by striking subparagraph (C) and inserting 
the following: 

‘‘(C) PROJECTION OF NUMBER OF INDIVIDUALS 
TO BE PROVIDED HOME AND COMMUNITY-BASED 
SERVICES.—The State submits to the Secretary, 
in such form and manner, and upon such fre-
quency as the Secretary shall specify, the pro-
jected number of individuals to be provided 
home and community-based services.’’; and 

(2) in subclause (II) of subparagraph (D)(ii), 
by striking ‘‘to be eligible for such services for a 
period of at least 12 months beginning on the 

date the individual first received medical assist-
ance for such services’’ and inserting ‘‘to con-
tinue to be eligible for such services after the ef-
fective date of the modification and until such 
time as the individual no longer meets the 
standard for receipt of such services under such 
pre-modified criteria’’. 

(f) ELIMINATION OF OPTION TO WAIVE 
STATEWIDENESS; ADDITION OF OPTION TO WAIVE 
COMPARABILITY.—Paragraph (3) of section 
1915(i) of such Act (42 U.S.C. 1396n(3)) is amend-
ed by striking ‘‘1902(a)(1) (relating to 
statewideness)’’ and inserting ‘‘1902(a)(10)(B) 
(relating to comparability)’’. 

(g) EFFECTIVE DATE.—The amendments made 
by subsections (b) through (f) take effect on the 
first day of the first fiscal year quarter that be-
gins after the date of enactment of this Act. 
SEC. 2403. MONEY FOLLOWS THE PERSON REBAL-

ANCING DEMONSTRATION. 
(a) EXTENSION OF DEMONSTRATION.— 
(1) IN GENERAL.—Section 6071(h) of the Deficit 

Reduction Act of 2005 (42 U.S.C. 1396a note) is 
amended— 

(A) in paragraph (1)(E), by striking ‘‘fiscal 
year 2011’’ and inserting ‘‘each of fiscal years 
2011 through 2016’’; and 

(B) in paragraph (2), by striking ‘‘2011’’ and 
inserting ‘‘2016’’. 

(2) EVALUATION.—Paragraphs (2) and (3) of 
section 6071(g) of such Act is amended are each 
amended by striking ‘‘2011’’ and inserting 
‘‘2016’’. 

(b) REDUCTION OF INSTITUTIONAL RESIDENCY 
PERIOD.— 

(1) IN GENERAL.—Section 6071(b)(2) of the Def-
icit Reduction Act of 2005 (42 U.S.C. 1396a note) 
is amended— 

(A) in subparagraph (A)(i), by striking ‘‘, for 
a period of not less than 6 months or for such 
longer minimum period, not to exceed 2 years, as 
may be specified by the State’’ and inserting 
‘‘for a period of not less than 90 consecutive 
days’’; and 

(B) by adding at the end the following: 

‘‘Any days that an individual resides in an in-
stitution on the basis of having been admitted 
solely for purposes of receiving short-term reha-
bilitative services for a period for which pay-
ment for such services is limited under title 
XVIII shall not be taken into account for pur-
poses of determining the 90-day period required 
under subparagraph (A)(i).’’. 

(2) EFFECTIVE DATE.—The amendments made 
by this subsection take effect 30 days after the 
date of enactment of this Act. 
SEC. 2404. PROTECTION FOR RECIPIENTS OF 

HOME AND COMMUNITY-BASED 
SERVICES AGAINST SPOUSAL IMPOV-
ERISHMENT. 

During the 5-year period that begins on Janu-
ary 1, 2014, section 1924(h)(1)(A) of the Social 
Security Act (42 U.S.C. 1396r–5(h)(1)(A)) shall be 
applied as though ‘‘is eligible for medical assist-
ance for home and community-based services 
provided under subsection (c), (d), or (i) of sec-
tion 1915, under a waiver approved under sec-
tion 1115, or who is eligible for such medical as-
sistance by reason of being determined eligible 
under section 1902(a)(10)(C) or by reason of sec-
tion 1902(f) or otherwise on the basis of a reduc-
tion of income based on costs incurred for med-
ical or other remedial care, or who is eligible for 
medical assistance for home and community- 
based attendant services and supports under 
section 1915(k)’’ were substituted in such section 
for ‘‘(at the option of the State) is described in 
section 1902(a)(10)(A)(ii)(VI)’’. 
SEC. 2405. FUNDING TO EXPAND STATE AGING 

AND DISABILITY RESOURCE CEN-
TERS. 

Out of any funds in the Treasury not other-
wise appropriated, there is appropriated to the 
Secretary of Health and Human Services, acting 
through the Assistant Secretary for Aging, 
$10,000,000 for each of fiscal years 2010 through 
2014, to carry out subsections (a)(20)(B)(iii) and 

(b)(8) of section 202 of the Older Americans Act 
of 1965 (42 U.S.C. 3012). 
SEC. 2406. SENSE OF THE SENATE REGARDING 

LONG-TERM CARE. 
(a) FINDINGS.—The Senate makes the fol-

lowing findings: 
(1) Nearly 2 decades have passed since Con-

gress seriously considered long-term care reform. 
The United States Bipartisan Commission on 
Comprehensive Health Care, also know as the 
‘‘Pepper Commission’’, released its ‘‘Call for Ac-
tion’’ blueprint for health reform in September 
1990. In the 20 years since those recommenda-
tions were made, Congress has never acted on 
the report. 

(2) In 1999, under the United States Supreme 
Court’s decision in Olmstead v. L.C., 527 U.S. 
581 (1999), individuals with disabilities have the 
right to choose to receive their long-term services 
and supports in the community, rather than in 
an institutional setting. 

(3) Despite the Pepper Commission and 
Olmstead decision, the long-term care provided 
to our Nation’s elderly and disabled has not im-
proved. In fact, for many, it has gotten far 
worse. 

(4) In 2007, 69 percent of Medicaid long-term 
care spending for elderly individuals and adults 
with physical disabilities paid for institutional 
services. Only 6 states spent 50 percent or more 
of their Medicaid long-term care dollars on 
home and community-based services for elderly 
individuals and adults with physical disabilities 
while 1⁄2 of the States spent less than 25 percent. 
This disparity continues even though, on aver-
age, it is estimated that Medicaid dollars can 
support nearly 3 elderly individuals and adults 
with physical disabilities in home and commu-
nity-based services for every individual in a 
nursing home. Although every State has chosen 
to provide certain services under home and com-
munity-based waivers, these services are un-
evenly available within and across States, and 
reach a small percentage of eligible individuals. 

(b) SENSE OF THE SENATE.—It is the sense of 
the Senate that— 

(1) during the 111th session of Congress, Con-
gress should address long-term services and sup-
ports in a comprehensive way that guarantees 
elderly and disabled individuals the care they 
need; and 

(2) long term services and supports should be 
made available in the community in addition to 
in institutions. 

Subtitle F—Medicaid Prescription Drug 
Coverage 

SEC. 2501. PRESCRIPTION DRUG REBATES. 
(a) INCREASE IN MINIMUM REBATE PERCENT-

AGE FOR SINGLE SOURCE DRUGS AND INNOVATOR 
MULTIPLE SOURCE DRUGS.— 

(1) IN GENERAL.—Section 1927(c)(1)(B) of the 
Social Security Act (42 U.S.C. 1396r–8(c)(1)(B)) 
is amended— 

(A) in clause (i)— 
(i) in subclause (IV), by striking ‘‘and’’ at the 

end; 
(ii) in subclause (V)— 
(I) by inserting ‘‘and before January 1, 2010’’ 

after ‘‘December 31, 1995,’’; and 
(II) by striking the period at the end and in-

serting ‘‘; and’’; and 
(iii) by adding at the end the following new 

subclause: 
‘‘(VI) except as provided in clause (iii), after 

December 31, 2009, 23.1 percent.’’; and 
(B) by adding at the end the following new 

clause: 
‘‘(iii) MINIMUM REBATE PERCENTAGE FOR CER-

TAIN DRUGS.— 
‘‘(I) IN GENERAL.—In the case of a single 

source drug or an innovator multiple source 
drug described in subclause (II), the minimum 
rebate percentage for rebate periods specified in 
clause (i)(VI) is 17.1 percent. 

‘‘(II) DRUG DESCRIBED.—For purposes of sub-
clause (I), a single source drug or an innovator 
multiple source drug described in this subclause 
is any of the following drugs: 
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‘‘(aa) A clotting factor for which a separate 

furnishing payment is made under section 
1842(o)(5) and which is included on a list of 
such factors specified and updated regularly by 
the Secretary. 

‘‘(bb) A drug approved by the Food and Drug 
Administration exclusively for pediatric indica-
tions.’’. 

(2) RECAPTURE OF TOTAL SAVINGS DUE TO IN-
CREASE.—Section 1927(b)(1) of such Act (42 
U.S.C. 1396r–8(b)(1)) is amended by adding at 
the end the following new subparagraph: 

‘‘(C) SPECIAL RULE FOR INCREASED MINIMUM 
REBATE PERCENTAGE.— 

‘‘(i) IN GENERAL.—In addition to the amounts 
applied as a reduction under subparagraph (B), 
for rebate periods beginning on or after January 
1, 2010, during a fiscal year, the Secretary shall 
reduce payments to a State under section 
1903(a) in the manner specified in clause (ii), in 
an amount equal to the product of— 

‘‘(I) 100 percent minus the Federal medical as-
sistance percentage applicable to the rebate pe-
riod for the State; and 

‘‘(II) the amounts received by the State under 
such subparagraph that are attributable (as es-
timated by the Secretary based on utilization 
and other data) to the increase in the minimum 
rebate percentage effected by the amendments 
made by subsections (a)(1), (b), and (d) of sec-
tion 2501 of the Patient Protection and Afford-
able Care Act, taking into account the addi-
tional drugs included under the amendments 
made by subsection (c) of section 2501 of such 
Act. 

The Secretary shall adjust such payment reduc-
tion for a calendar quarter to the extent the Sec-
retary determines, based upon subsequent utili-
zation and other data, that the reduction for 
such quarter was greater or less than the 
amount of payment reduction that should have 
been made. 

‘‘(ii) MANNER OF PAYMENT REDUCTION.—The 
amount of the payment reduction under clause 
(i) for a State for a quarter shall be deemed an 
overpayment to the State under this title to be 
disallowed against the State’s regular quarterly 
draw for all Medicaid spending under section 
1903(d)(2). Such a disallowance is not subject to 
a reconsideration under section 1116(d).’’. 

(b) INCREASE IN REBATE FOR OTHER DRUGS.— 
Section 1927(c)(3)(B) of such Act (42 U.S.C. 
1396r–8(c)(3)(B)) is amended— 

(1) in clause (i), by striking ‘‘and’’ at the end; 
(2) in clause (ii)— 
(A) by inserting ‘‘and before January 1, 2010,’’ 

after ‘‘December 31, 1993,’’; and 
(B) by striking the period and inserting ‘‘; 

and’’; and 
(3) by adding at the end the following new 

clause: 
‘‘(iii) after December 31, 2009, is 13 percent.’’. 
(c) EXTENSION OF PRESCRIPTION DRUG DIS-

COUNTS TO ENROLLEES OF MEDICAID MANAGED 
CARE ORGANIZATIONS.— 

(1) IN GENERAL.—Section 1903(m)(2)(A) of such 
Act (42 U.S.C. 1396b(m)(2)(A)) is amended— 

(A) in clause (xi), by striking ‘‘and’’ at the 
end; 

(B) in clause (xii), by striking the period at 
the end and inserting ‘‘; and’’; and 

(C) by adding at the end the following: 
‘‘(xiii) such contract provides that (I) covered 

outpatient drugs dispensed to individuals eligi-
ble for medical assistance who are enrolled with 
the entity shall be subject to the same rebate re-
quired by the agreement entered into under sec-
tion 1927 as the State is subject to and that the 
State shall collect such rebates from manufac-
turers, (II) capitation rates paid to the entity 
shall be based on actual cost experience related 
to rebates and subject to the Federal regulations 
requiring actuarially sound rates, and (III) the 
entity shall report to the State, on such timely 
and periodic basis as specified by the Secretary 
in order to include in the information submitted 
by the State to a manufacturer and the Sec-

retary under section 1927(b)(2)(A), information 
on the total number of units of each dosage form 
and strength and package size by National Drug 
Code of each covered outpatient drug dispensed 
to individuals eligible for medical assistance 
who are enrolled with the entity and for which 
the entity is responsible for coverage of such 
drug under this subsection (other than covered 
outpatient drugs that under subsection (j)(1) of 
section 1927 are not subject to the requirements 
of that section) and such other data as the Sec-
retary determines necessary to carry out this 
subsection.’’. 

(2) CONFORMING AMENDMENTS.—Section 1927 
(42 U.S.C. 1396r–8) is amended— 

(A) in subsection (b)— 
(i) in paragraph (1)(A), in the first sentence, 

by inserting ‘‘, including such drugs dispensed 
to individuals enrolled with a medicaid managed 
care organization if the organization is respon-
sible for coverage of such drugs’’ before the pe-
riod; and 

(ii) in paragraph (2)(A), by inserting ‘‘includ-
ing such information reported by each medicaid 
managed care organization,’’ after ‘‘for which 
payment was made under the plan during the 
period,’’; and 

(B) in subsection (j), by striking paragraph (1) 
and inserting the following: 

‘‘(1) Covered outpatient drugs are not subject 
to the requirements of this section if such drugs 
are— 

‘‘(A) dispensed by health maintenance organi-
zations, including Medicaid managed care orga-
nizations that contract under section 1903(m); 
and 

‘‘(B) subject to discounts under section 340B 
of the Public Health Service Act.’’. 

(d) ADDITIONAL REBATE FOR NEW FORMULA-
TIONS OF EXISTING DRUGS.— 

(1) IN GENERAL.—Section 1927(c)(2) of the So-
cial Security Act (42 U.S.C. 1396r–8(c)(2)) is 
amended by adding at the end the following 
new subparagraph: 

‘‘(C) TREATMENT OF NEW FORMULATIONS.— 
‘‘(i) IN GENERAL.—Except as provided in 

clause (ii), in the case of a drug that is a new 
formulation, such as an extended-release formu-
lation, of a single source drug or an innovator 
multiple source drug, the rebate obligation with 
respect to the drug under this section shall be 
the amount computed under this section for the 
new formulation of the drug or, if greater, the 
product of— 

‘‘(I) the average manufacturer price for each 
dosage form and strength of the new formula-
tion of the single source drug or innovator mul-
tiple source drug; 

‘‘(II) the highest additional rebate (calculated 
as a percentage of average manufacturer price) 
under this section for any strength of the origi-
nal single source drug or innovator multiple 
source drug; and 

‘‘(III) the total number of units of each dosage 
form and strength of the new formulation paid 
for under the State plan in the rebate period (as 
reported by the State). 

‘‘(ii) NO APPLICATION TO NEW FORMULATIONS 
OF ORPHAN DRUGS.—Clause (i) shall not apply to 
a new formulation of a covered outpatient drug 
that is or has been designated under section 526 
of the Federal Food, Drug, and Cosmetic Act (21 
U.S.C. 360bb) for a rare disease or condition, 
without regard to whether the period of market 
exclusivity for the drug under section 527 of 
such Act has expired or the specific indication 
for use of the drug.’’. 

(2) EFFECTIVE DATE.—The amendment made 
by paragraph (1) shall apply to drugs that are 
paid for by a State after December 31, 2009. 

(e) MAXIMUM REBATE AMOUNT.—Section 
1927(c)(2) of such Act (42 U.S.C. 1396r–8(c)(2)), 
as amended by subsection (d), is amended by 
adding at the end the following new subpara-
graph: 

‘‘(D) MAXIMUM REBATE AMOUNT.—In no case 
shall the sum of the amounts applied under 
paragraph (1)(A)(ii) and this paragraph with 

respect to each dosage form and strength of a 
single source drug or an innovator multiple 
source drug for a rebate period beginning after 
December 31, 2009, exceed 100 percent of the av-
erage manufacturer price of the drug.’’. 

(f) CONFORMING AMENDMENTS.— 
(1) IN GENERAL.—Section 340B of the Public 

Health Service Act (42 U.S.C. 256b) is amended— 
(A) in subsection (a)(2)(B)(i), by striking 

‘‘1927(c)(4)’’ and inserting ‘‘1927(c)(3)’’; and 
(B) by striking subsection (c); and 
(C) redesignating subsection (d) as subsection 

(c). 
(2) EFFECTIVE DATE.—The amendments made 

by this subsection take effect on January 1, 
2010. 
SEC. 2502. ELIMINATION OF EXCLUSION OF COV-

ERAGE OF CERTAIN DRUGS. 
(a) IN GENERAL.—Section 1927(d) of the Social 

Security Act (42 U.S.C. 1397r–8(d)) is amended— 
(1) in paragraph (2)— 
(A) by striking subparagraphs (E), (I), and 

(J), respectively; and 
(B) by redesignating subparagraphs (F), (G), 

(H), and (K) as subparagraphs (E), (F), (G), and 
(H), respectively; and 

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

‘‘(7) NON-EXCLUDABLE DRUGS.—The following 
drugs or classes of drugs, or their medical uses, 
shall not be excluded from coverage: 

‘‘(A) Agents when used to promote smoking 
cessation, including agents approved by the 
Food and Drug Administration under the over- 
the-counter monograph process for purposes of 
promoting, and when used to promote, tobacco 
cessation. 

‘‘(B) Barbiturates. 
‘‘(C) Benzodiazepines.’’. 
(b) EFFECTIVE DATE.—The amendments made 

by this section shall apply to services furnished 
on or after January 1, 2014. 
SEC. 2503. PROVIDING ADEQUATE PHARMACY RE-

IMBURSEMENT. 
(a) PHARMACY REIMBURSEMENT LIMITS.— 
(1) IN GENERAL.—Section 1927(e) of the Social 

Security Act (42 U.S.C. 1396r–8(e)) is amended— 
(A) in paragraph (4), by striking ‘‘(or, effec-

tive January 1, 2007, two or more)’’; and 
(B) by striking paragraph (5) and inserting 

the following: 
‘‘(5) USE OF AMP IN UPPER PAYMENT LIMITS.— 

The Secretary shall calculate the Federal upper 
reimbursement limit established under para-
graph (4) as no less than 175 percent of the 
weighted average (determined on the basis of 
utilization) of the most recently reported month-
ly average manufacturer prices for pharmaceuti-
cally and therapeutically equivalent multiple 
source drug products that are available for pur-
chase by retail community pharmacies on a na-
tionwide basis. The Secretary shall implement a 
smoothing process for average manufacturer 
prices. Such process shall be similar to the 
smoothing process used in determining the aver-
age sales price of a drug or biological under sec-
tion 1847A.’’. 

(2) DEFINITION OF AMP.—Section 1927(k)(1) of 
such Act (42 U.S.C. 1396r–8(k)(1)) is amended— 

(A) in subparagraph (A), by striking ‘‘by’’ 
and all that follows through the period and in-
serting ‘‘by— 

‘‘(i) wholesalers for drugs distributed to retail 
community pharmacies; and 

‘‘(ii) retail community pharmacies that pur-
chase drugs directly from the manufacturer.’’; 
and 

(B) by striking subparagraph (B) and insert-
ing the following: 

‘‘(B) EXCLUSION OF CUSTOMARY PROMPT PAY 
DISCOUNTS AND OTHER PAYMENTS.— 

‘‘(i) IN GENERAL.—The average manufacturer 
price for a covered outpatient drug shall ex-
clude— 

‘‘(I) customary prompt pay discounts extended 
to wholesalers; 

‘‘(II) bona fide service fees paid by manufac-
turers to wholesalers or retail community phar-
macies, including (but not limited to) distribu-
tion service fees, inventory management fees, 
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product stocking allowances, and fees associ-
ated with administrative services agreements 
and patient care programs (such as medication 
compliance programs and patient education pro-
grams); 

‘‘(III) reimbursement by manufacturers for re-
called, damaged, expired, or otherwise unsalable 
returned goods, including (but not limited to) re-
imbursement for the cost of the goods and any 
reimbursement of costs associated with return 
goods handling and processing, reverse logistics, 
and drug destruction; and 

‘‘(IV) payments received from, and rebates or 
discounts provided to, pharmacy benefit man-
agers, managed care organizations, health 
maintenance organizations, insurers, hospitals, 
clinics, mail order pharmacies, long term care 
providers, manufacturers, or any other entity 
that does not conduct business as a wholesaler 
or a retail community pharmacy. 

‘‘(ii) INCLUSION OF OTHER DISCOUNTS AND PAY-
MENTS.—Notwithstanding clause (i), any other 
discounts, rebates, payments, or other financial 
transactions that are received by, paid by, or 
passed through to, retail community pharmacies 
shall be included in the average manufacturer 
price for a covered outpatient drug.’’; and 

(C) in subparagraph (C), by striking ‘‘the re-
tail pharmacy class of trade’’ and inserting ‘‘re-
tail community pharmacies’’. 

(3) DEFINITION OF MULTIPLE SOURCE DRUG.— 
Section 1927(k)(7) of such Act (42 U.S.C. 1396r– 
8(k)(7)) is amended— 

(A) in subparagraph (A)(i)(III), by striking 
‘‘the State’’ and inserting ‘‘the United States’’; 
and 

(B) in subparagraph (C)— 
(i) in clause (i), by inserting ‘‘and’’ after the 

semicolon; 
(ii) in clause (ii), by striking ‘‘; and’’ and in-

serting a period; and 
(iii) by striking clause (iii). 
(4) DEFINITIONS OF RETAIL COMMUNITY PHAR-

MACY; WHOLESALER.—Section 1927(k) of such 
Act (42 U.S.C. 1396r–8(k)) is amended by adding 
at the end the following new paragraphs: 

‘‘(10) RETAIL COMMUNITY PHARMACY.—The 
term ‘retail community pharmacy’ means an 
independent pharmacy, a chain pharmacy, a 
supermarket pharmacy, or a mass merchandiser 
pharmacy that is licensed as a pharmacy by the 
State and that dispenses medications to the gen-
eral public at retail prices. Such term does not 
include a pharmacy that dispenses prescription 
medications to patients primarily through the 
mail, nursing home pharmacies, long-term care 
facility pharmacies, hospital pharmacies, clin-
ics, charitable or not-for-profit pharmacies, gov-
ernment pharmacies, or pharmacy benefit man-
agers. 

‘‘(11) WHOLESALER.—The term ‘wholesaler’ 
means a drug wholesaler that is engaged in 
wholesale distribution of prescription drugs to 
retail community pharmacies, including (but not 
limited to) manufacturers, repackers, distribu-
tors, own-label distributors, private-label dis-
tributors, jobbers, brokers, warehouses (includ-
ing manufacturer’s and distributor’s ware-
houses, chain drug warehouses, and wholesale 
drug warehouses) independent wholesale drug 
traders, and retail community pharmacies that 
conduct wholesale distributions.’’. 

(b) DISCLOSURE OF PRICE INFORMATION TO 
THE PUBLIC.—Section 1927(b)(3) of such Act (42 
U.S.C. 1396r–8(b)(3)) is amended— 

(1) in subparagraph (A)— 
(A) in the first sentence, by inserting after 

clause (iii) the following: 
‘‘(iv) not later than 30 days after the last day 

of each month of a rebate period under the 
agreement, on the manufacturer’s total number 
of units that are used to calculate the monthly 
average manufacturer price for each covered 
outpatient drug;’’; and 

(B) in the second sentence, by inserting ‘‘(re-
lating to the weighted average of the most re-
cently reported monthly average manufacturer 
prices)’’ after ‘‘(D)(v)’’; and 

(2) in subparagraph (D)(v), by striking ‘‘aver-
age manufacturer prices’’ and inserting ‘‘the 
weighted average of the most recently reported 
monthly average manufacturer prices and the 
average retail survey price determined for each 
multiple source drug in accordance with sub-
section (f)’’. 

(c) CLARIFICATION OF APPLICATION OF SURVEY 
OF RETAIL PRICES.—Section 1927(f)(1) of such 
Act (42 U.S.C. 1396r–8(b)(1)) is amended— 

(1) in subparagraph (A)(i), by inserting ‘‘with 
respect to a retail community pharmacy,’’ before 
‘‘the determination’’; and 

(2) in subparagraph (C)(ii), by striking ‘‘retail 
pharmacies’’ and inserting ‘‘retail community 
pharmacies’’. 

(d) EFFECTIVE DATE.—The amendments made 
by this section shall take effect on the first day 
of the first calendar year quarter that begins at 
least 180 days after the date of enactment of this 
Act, without regard to whether or not final reg-
ulations to carry out such amendments have 
been promulgated by such date. 

Subtitle G—Medicaid Disproportionate Share 
Hospital (DSH) Payments 

SEC. 2551. DISPROPORTIONATE SHARE HOSPITAL 
PAYMENTS. 

(a) IN GENERAL.—Section 1923(f) of the Social 
Security Act (42 U.S.C. 1396r–4(f)) is amended— 

(1) in paragraph (1), by striking ‘‘and (3)’’ 
and inserting ‘‘, (3), and (7)’’; 

(2) in paragraph (3)(A), by striking ‘‘para-
graph (6)’’ and inserting ‘‘paragraphs (6) and 
(7)’’; 

(3) by redesignating paragraph (7) as para-
graph (8); and 

(4) by inserting after paragraph (6) the fol-
lowing new paragraph: 

‘‘(7) REDUCTION OF STATE DSH ALLOTMENTS 
ONCE REDUCTION IN UNINSURED THRESHOLD 
REACHED.— 

‘‘(A) IN GENERAL.—Subject to subparagraph 
(E), the DSH allotment for a State for fiscal 
years beginning with the fiscal year described in 
subparagraph (C) (with respect to the State), is 
equal to— 

‘‘(i) in the case of the first fiscal year de-
scribed in subparagraph (C) with respect to a 
State, the DSH allotment that would be deter-
mined under this subsection for the State for the 
fiscal year without application of this para-
graph (but after the application of subpara-
graph (D)), reduced by the applicable percent-
age determined for the State for the fiscal year 
under subparagraph (B)(i); and 

‘‘(ii) in the case of any subsequent fiscal year 
with respect to the State, the DSH allotment de-
termined under this paragraph for the State for 
the preceding fiscal year, reduced by the appli-
cable percentage determined for the State for the 
fiscal year under subparagraph (B)(ii). 

‘‘(B) APPLICABLE PERCENTAGE.—For purposes 
of subparagraph (A), the applicable percentage 
for a State for a fiscal year is the following: 

‘‘(i) UNINSURED REDUCTION THRESHOLD FISCAL 
YEAR.—In the case of the first fiscal year de-
scribed in subparagraph (C) with respect to the 
State— 

‘‘(I) if the State is a low DSH State described 
in paragraph (5)(B), the applicable percentage 
is equal to 25 percent; and 

‘‘(II) if the State is any other State, the appli-
cable percentage is 50 percent. 

‘‘(ii) SUBSEQUENT FISCAL YEARS IN WHICH THE 
PERCENTAGE OF UNINSURED DECREASES.—In the 
case of any fiscal year after the first fiscal year 
described in subparagraph (C) with respect to a 
State, if the Secretary determines on the basis of 
the most recent American Community Survey of 
the Bureau of the Census, that the percentage 
of uncovered individuals residing in the State is 
less than the percentage of such individuals de-
termined for the State for the preceding fiscal 
year— 

‘‘(I) if the State is a low DSH State described 
in paragraph (5)(B), the applicable percentage 
is equal to the product of the percentage reduc-

tion in uncovered individuals for the fiscal year 
from the preceding fiscal year and 25 percent; 
and 

‘‘(II) if the State is any other State, the appli-
cable percentage is equal to the product of the 
percentage reduction in uncovered individuals 
for the fiscal year from the preceding fiscal year 
and 50 percent. 

‘‘(C) FISCAL YEAR DESCRIBED.—For purposes 
of subparagraph (A), the fiscal year described in 
this subparagraph with respect to a State is the 
first fiscal year that occurs after fiscal year 2012 
for which the Secretary determines, on the basis 
of the most recent American Community Survey 
of the Bureau of the Census, that the percent-
age of uncovered individuals residing in the 
State is at least 45 percent less than the percent-
age of such individuals determined for the State 
for fiscal year 2009. 

‘‘(D) EXCLUSION OF PORTIONS DIVERTED FOR 
COVERAGE EXPANSIONS.—For purposes of apply-
ing the applicable percentage reduction under 
subparagraph (A) to the DSH allotment for a 
State for a fiscal year, the DSH allotment for a 
State that would be determined under this sub-
section for the State for the fiscal year without 
the application of this paragraph (and prior to 
any such reduction) shall not include any por-
tion of the allotment for which the Secretary 
has approved the State’s diversion to the costs 
of providing medical assistance or other health 
benefits coverage under a waiver that is in ef-
fect on July 2009. 

‘‘(E) MINIMUM ALLOTMENT.—In no event shall 
the DSH allotment determined for a State in ac-
cordance with this paragraph for fiscal year 
2013 or any succeeding fiscal year be less than 
the amount equal to 35 percent of the DSH allot-
ment determined for the State for fiscal year 
2012 under this subsection (and after the appli-
cation of this paragraph, if applicable), in-
creased by the percentage change in the con-
sumer price index for all urban consumers (all 
items, U.S. city average) for each previous fiscal 
year occurring before the fiscal year. 

‘‘(F) UNCOVERED INDIVIDUALS.—In this para-
graph, the term ‘uncovered individuals’ means 
individuals with no health insurance coverage 
at any time during a year (as determined by the 
Secretary based on the most recent data avail-
able).’’. 

(b) EFFECTIVE DATE.—The amendments made 
by subsection (a) take effect on October 1, 2011. 

Subtitle H—Improved Coordination for Dual 
Eligible Beneficiaries 

SEC. 2601. 5-YEAR PERIOD FOR DEMONSTRATION 
PROJECTS. 

(a) IN GENERAL.—Section 1915(h) of the Social 
Security Act (42 U.S.C. 1396n(h)) is amended— 

(1) by inserting ‘‘(1)’’ after ‘‘(h)’’; 
(2) by inserting ‘‘, or a waiver described in 

paragraph (2)’’ after ‘‘(e)’’; and 
(3) by adding at the end the following new 

paragraph: 
‘‘(2)(A) Notwithstanding subsections (c)(3) 

and (d) (3), any waiver under subsection (b), 
(c), or (d), or a waiver under section 1115, that 
provides medical assistance for dual eligible in-
dividuals (including any such waivers under 
which non dual eligible individuals may be en-
rolled in addition to dual eligible individuals) 
may be conducted for a period of 5 years and, 
upon the request of the State, may be extended 
for additional 5-year periods unless the Sec-
retary determines that for the previous waiver 
period the conditions for the waiver have not 
been met or it would no longer be cost-effective 
and efficient, or consistent with the purposes of 
this title, to extend the waiver. 

‘‘(B) In this paragraph, the term ‘dual eligible 
individual’ means an individual who is entitled 
to, or enrolled for, benefits under part A of title 
XVIII, or enrolled for benefits under part B of 
title XVIII, and is eligible for medical assistance 
under the State plan under this title or under a 
waiver of such plan.’’. 

(b) CONFORMING AMENDMENTS.— 

VerDate Nov 24 2008 01:35 Mar 26, 2010 Jkt 089060 PO 00000 Frm 00081 Fmt 4636 Sfmt 6333 E:\RECORD10\H21MR0.PT2 H21MR0m
m

ah
er

 o
n 

D
S

K
D

5P
82

C
1P

R
O

D
 w

ith
 C

O
N

G
-R

E
C

-O
N

LI
N

E



CONGRESSIONAL RECORD — HOUSEH1972 March 21, 2010 
(1) Section 1915 of such Act (42 U.S.C. 1396n) 

is amended— 
(A) in subsection (b), by adding at the end the 

following new sentence: ‘‘Subsection (h)(2) shall 
apply to a waiver under this subsection.’’; 

(B) in subsection (c)(3), in the second sen-
tence, by inserting ‘‘(other than a waiver de-
scribed in subsection (h)(2))’’ after ‘‘A waiver 
under this subsection’’; 

(C) in subsection (d)(3), in the second sen-
tence, by inserting ‘‘(other than a waiver de-
scribed in subsection (h)(2))’’ after ‘‘A waiver 
under this subsection’’. 

(2) Section 1115 of such Act (42 U.S.C. 1315) is 
amended— 

(A) in subsection (e)(2), by inserting ‘‘(5 years, 
in the case of a waiver described in section 
1915(h)(2))’’ after ‘‘3 years’’; and 

(B) in subsection (f)(6), by inserting ‘‘(5 years, 
in the case of a waiver described in section 
1915(h)(2))’’ after ‘‘3 years’’. 
SEC. 2602. PROVIDING FEDERAL COVERAGE AND 

PAYMENT COORDINATION FOR DUAL 
ELIGIBLE BENEFICIARIES. 

(a) ESTABLISHMENT OF FEDERAL COORDINATED 
HEALTH CARE OFFICE.— 

(1) IN GENERAL.—Not later than March 1, 
2010, the Secretary of Health and Human Serv-
ices (in this section referred to as the ‘‘Sec-
retary’’) shall establish a Federal Coordinated 
Health Care Office. 

(2) ESTABLISHMENT AND REPORTING TO CMS 
ADMINISTRATOR.—The Federal Coordinated 
Health Care Office— 

(A) shall be established within the Centers for 
Medicare & Medicaid Services; and 

(B) have as the Office a Director who shall be 
appointed by, and be in direct line of authority 
to, the Administrator of the Centers for Medi-
care & Medicaid Services. 

(b) PURPOSE.—The purpose of the Federal Co-
ordinated Health Care Office is to bring together 
officers and employees of the Medicare and 
Medicaid programs at the Centers for Medicare 
& Medicaid Services in order to— 

(1) more effectively integrate benefits under 
the Medicare program under title XVIII of the 
Social Security Act and the Medicaid program 
under title XIX of such Act; and 

(2) improve the coordination between the Fed-
eral Government and States for individuals eli-
gible for benefits under both such programs in 
order to ensure that such individuals get full ac-
cess to the items and services to which they are 
entitled under titles XVIII and XIX of the So-
cial Security Act. 

(c) GOALS.—The goals of the Federal Coordi-
nated Health Care Office are as follows: 

(1) Providing dual eligible individuals full ac-
cess to the benefits to which such individuals 
are entitled under the Medicare and Medicaid 
programs. 

(2) Simplifying the processes for dual eligible 
individuals to access the items and services they 
are entitled to under the Medicare and Medicaid 
programs. 

(3) Improving the quality of health care and 
long-term services for dual eligible individuals. 

(4) Increasing dual eligible individuals’ under-
standing of and satisfaction with coverage 
under the Medicare and Medicaid programs. 

(5) Eliminating regulatory conflicts between 
rules under the Medicare and Medicaid pro-
grams. 

(6) Improving care continuity and ensuring 
safe and effective care transitions for dual eligi-
ble individuals. 

(7) Eliminating cost-shifting between the 
Medicare and Medicaid program and among re-
lated health care providers. 

(8) Improving the quality of performance of 
providers of services and suppliers under the 
Medicare and Medicaid programs. 

(d) SPECIFIC RESPONSIBILITIES.—The specific 
responsibilities of the Federal Coordinated 
Health Care Office are as follows: 

(1) Providing States, specialized MA plans for 
special needs individuals (as defined in section 

1859(b)(6) of the Social Security Act (42 U.S.C. 
1395w–28(b)(6))), physicians and other relevant 
entities or individuals with the education and 
tools necessary for developing programs that 
align benefits under the Medicare and Medicaid 
programs for dual eligible individuals. 

(2) Supporting State efforts to coordinate and 
align acute care and long-term care services for 
dual eligible individuals with other items and 
services furnished under the Medicare program. 

(3) Providing support for coordination of con-
tracting and oversight by States and the Centers 
for Medicare & Medicaid Services with respect 
to the integration of the Medicare and Medicaid 
programs in a manner that is supportive of the 
goals described in paragraph (3). 

(4) To consult and coordinate with the Medi-
care Payment Advisory Commission established 
under section 1805 of the Social Security Act (42 
U.S.C. 1395b–6) and the Medicaid and CHIP 
Payment and Access Commission established 
under section 1900 of such Act (42 U.S.C. 1396) 
with respect to policies relating to the enroll-
ment in, and provision of, benefits to dual eligi-
ble individuals under the Medicare program 
under title XVIII of the Social Security Act and 
the Medicaid program under title XIX of such 
Act. 

(5) To study the provision of drug coverage for 
new full-benefit dual eligible individuals (as de-
fined in section 1935(c)(6) of the Social Security 
Act (42 U.S.C. 1396u–5(c)(6)), as well as to mon-
itor and report annual total expenditures, 
health outcomes, and access to benefits for all 
dual eligible individuals. 

(e) REPORT.—The Secretary shall, as part of 
the budget transmitted under section 1105(a) of 
title 31, United States Code, submit to Congress 
an annual report containing recommendations 
for legislation that would improve care coordi-
nation and benefits for dual eligible individuals. 

(f) DUAL ELIGIBLE DEFINED.—In this section, 
the term ‘‘dual eligible individual’’ means an in-
dividual who is entitled to, or enrolled for, bene-
fits under part A of title XVIII of the Social Se-
curity Act, or enrolled for benefits under part B 
of title XVIII of such Act, and is eligible for 
medical assistance under a State plan under 
title XIX of such Act or under a waiver of such 
plan. 
Subtitle I—Improving the Quality of Medicaid 

for Patients and Providers 
SEC. 2701. ADULT HEALTH QUALITY MEASURES. 

Title XI of the Social Security Act (42 U.S.C. 
1301 et seq.), as amended by section 401 of the 
Children’s Health Insurance Program Reauthor-
ization Act of 2009 (Public Law 111–3), is amend-
ed by inserting after section 1139A the following 
new section: 
‘‘SEC. 1139B. ADULT HEALTH QUALITY MEASURES. 

‘‘(a) DEVELOPMENT OF CORE SET OF HEALTH 
CARE QUALITY MEASURES FOR ADULTS ELIGIBLE 
FOR BENEFITS UNDER MEDICAID.—The Secretary 
shall identify and publish a recommended core 
set of adult health quality measures for Med-
icaid eligible adults in the same manner as the 
Secretary identifies and publishes a core set of 
child health quality measures under section 
1139A, including with respect to identifying and 
publishing existing adult health quality meas-
ures that are in use under public and privately 
sponsored health care coverage arrangements, 
or that are part of reporting systems that meas-
ure both the presence and duration of health in-
surance coverage over time, that may be appli-
cable to Medicaid eligible adults. 

‘‘(b) DEADLINES.— 
‘‘(1) RECOMMENDED MEASURES.—Not later 

than January 1, 2011, the Secretary shall iden-
tify and publish for comment a recommended 
core set of adult health quality measures for 
Medicaid eligible adults. 

‘‘(2) DISSEMINATION.—Not later than January 
1, 2012, the Secretary shall publish an initial 
core set of adult health quality measures that 
are applicable to Medicaid eligible adults. 

‘‘(3) STANDARDIZED REPORTING.—Not later 
than January 1, 2013, the Secretary, in con-

sultation with States, shall develop a standard-
ized format for reporting information based on 
the initial core set of adult health quality meas-
ures and create procedures to encourage States 
to use such measures to voluntarily report infor-
mation regarding the quality of health care for 
Medicaid eligible adults. 

‘‘(4) REPORTS TO CONGRESS.—Not later than 
January 1, 2014, and every 3 years thereafter, 
the Secretary shall include in the report to Con-
gress required under section 1139A(a)(6) infor-
mation similar to the information required 
under that section with respect to the measures 
established under this section. 

‘‘(5) ESTABLISHMENT OF MEDICAID QUALITY 
MEASUREMENT PROGRAM.— 

‘‘(A) IN GENERAL.—Not later than 12 months 
after the release of the recommended core set of 
adult health quality measures under paragraph 
(1)), the Secretary shall establish a Medicaid 
Quality Measurement Program in the same 
manner as the Secretary establishes the pedi-
atric quality measures program under section 
1139A(b). The aggregate amount awarded by the 
Secretary for grants and contracts for the devel-
opment, testing, and validation of emerging and 
innovative evidence-based measures under such 
program shall equal the aggregate amount 
awarded by the Secretary for grants under sec-
tion 1139A(b)(4)(A) 

‘‘(B) REVISING, STRENGTHENING, AND IMPROV-
ING INITIAL CORE MEASURES.—Beginning not 
later than 24 months after the establishment of 
the Medicaid Quality Measurement Program, 
and annually thereafter, the Secretary shall 
publish recommended changes to the initial core 
set of adult health quality measures that shall 
reflect the results of the testing, validation, and 
consensus process for the development of adult 
health quality measures. 

‘‘(c) CONSTRUCTION.—Nothing in this section 
shall be construed as supporting the restriction 
of coverage, under title XIX or XXI or other-
wise, to only those services that are evidence- 
based, or in anyway limiting available services. 

‘‘(d) ANNUAL STATE REPORTS REGARDING 
STATE-SPECIFIC QUALITY OF CARE MEASURES 
APPLIED UNDER MEDICAID.— 

‘‘(1) ANNUAL STATE REPORTS.—Each State 
with a State plan or waiver approved under title 
XIX shall annually report (separately or as part 
of the annual report required under section 
1139A(c)), to the Secretary on the— 

‘‘(A) State-specific adult health quality meas-
ures applied by the State under the such plan, 
including measures described in subsection 
(a)(5); and 

‘‘(B) State-specific information on the quality 
of health care furnished to Medicaid eligible 
adults under such plan, including information 
collected through external quality reviews of 
managed care organizations under section 1932 
and benchmark plans under section 1937. 

‘‘(2) PUBLICATION.—Not later than September 
30, 2014, and annually thereafter, the Secretary 
shall collect, analyze, and make publicly avail-
able the information reported by States under 
paragraph (1). 

‘‘(e) APPROPRIATION.—Out of any funds in 
the Treasury not otherwise appropriated, there 
is appropriated for each of fiscal years 2010 
through 2014, $60,000,000 for the purpose of car-
rying out this section. Funds appropriated 
under this subsection shall remain available 
until expended.’’. 
SEC. 2702. PAYMENT ADJUSTMENT FOR HEALTH 

CARE-ACQUIRED CONDITIONS. 
(a) IN GENERAL.—The Secretary of Health and 

Human Services (in this subsection referred to 
as the ‘‘Secretary’’) shall identify current State 
practices that prohibit payment for health care- 
acquired conditions and shall incorporate the 
practices identified, or elements of such prac-
tices, which the Secretary determines appro-
priate for application to the Medicaid program 
in regulations. Such regulations shall be effec-
tive as of July 1, 2011, and shall prohibit pay-
ments to States under section 1903 of the Social 
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Security Act for any amounts expended for pro-
viding medical assistance for health care-ac-
quired conditions specified in the regulations. 
The regulations shall ensure that the prohibi-
tion on payment for health care-acquired condi-
tions shall not result in a loss of access to care 
or services for Medicaid beneficiaries. 

(b) HEALTH CARE-ACQUIRED CONDITION.—In 
this section. the term ‘‘health care-acquired con-
dition’’ means a medical condition for which an 
individual was diagnosed that could be identi-
fied by a secondary diagnostic code described in 
section 1886(d)(4)(D)(iv) of the Social Security 
Act (42 U.S.C. 1395ww(d)(4)(D)(iv)). 

(c) MEDICARE PROVISIONS.—In carrying out 
this section, the Secretary shall apply to State 
plans (or waivers) under title XIX of the Social 
Security Act the regulations promulgated pursu-
ant to section 1886(d)(4)(D) of such Act (42 
U.S.C. 1395ww(d)(4)(D)) relating to the prohibi-
tion of payments based on the presence of a sec-
ondary diagnosis code specified by the Secretary 
in such regulations, as appropriate for the Med-
icaid program. The Secretary may exclude cer-
tain conditions identified under title XVIII of 
the Social Security Act for non-payment under 
title XIX of such Act when the Secretary finds 
the inclusion of such conditions to be inappli-
cable to beneficiaries under title XIX. 
SEC. 2703. STATE OPTION TO PROVIDE HEALTH 

HOMES FOR ENROLLEES WITH 
CHRONIC CONDITIONS. 

(a) STATE PLAN AMENDMENT.—Title XIX of 
the Social Security Act (42 U.S.C. 1396a et seq.), 
as amended by sections 2201 and 2305, is amend-
ed by adding at the end the following new sec-
tion: 

‘‘SEC. 1945. STATE OPTION TO PROVIDE CO-
ORDINATED CARE THROUGH A HEALTH HOME FOR 
INDIVIDUALS WITH CHRONIC CONDITIONS.— 

‘‘(a) IN GENERAL.—Notwithstanding section 
1902(a)(1) (relating to statewideness), section 
1902(a)(10)(B) (relating to comparability), and 
any other provision of this title for which the 
Secretary determines it is necessary to waive in 
order to implement this section, beginning Janu-
ary 1, 2011, a State, at its option as a State plan 
amendment, may provide for medical assistance 
under this title to eligible individuals with 
chronic conditions who select a designated pro-
vider (as described under subsection (h)(5)), a 
team of health care professionals (as described 
under subsection (h)(6)) operating with such a 
provider, or a health team (as described under 
subsection (h)(7)) as the individual’s health 
home for purposes of providing the individual 
with health home services. 

‘‘(b) HEALTH HOME QUALIFICATION STAND-
ARDS.—The Secretary shall establish standards 
for qualification as a designated provider for the 
purpose of being eligible to be a health home for 
purposes of this section. 

‘‘(c) PAYMENTS.— 
‘‘(1) IN GENERAL.—A State shall provide a des-

ignated provider, a team of health care profes-
sionals operating with such a provider, or a 
health team with payments for the provision of 
health home services to each eligible individual 
with chronic conditions that selects such pro-
vider, team of health care professionals, or 
health team as the individual’s health home. 
Payments made to a designated provider, a team 
of health care professionals operating with such 
a provider, or a health team for such services 
shall be treated as medical assistance for pur-
poses of section 1903(a), except that, during the 
first 8 fiscal year quarters that the State plan 
amendment is in effect, the Federal medical as-
sistance percentage applicable to such payments 
shall be equal to 90 percent. 

‘‘(2) METHODOLOGY.— 
‘‘(A) IN GENERAL.—The State shall specify in 

the State plan amendment the methodology the 
State will use for determining payment for the 
provision of health home services. Such method-
ology for determining payment— 

‘‘(i) may be tiered to reflect, with respect to 
each eligible individual with chronic conditions 

provided such services by a designated provider, 
a team of health care professionals operating 
with such a provider, or a health team, as well 
as the severity or number of each such individ-
ual’s chronic conditions or the specific capabili-
ties of the provider, team of health care profes-
sionals, or health team; and 

‘‘(ii) shall be established consistent with sec-
tion 1902(a)(30)(A). 

‘‘(B) ALTERNATE MODELS OF PAYMENT.—The 
methodology for determining payment for provi-
sion of health home services under this section 
shall not be limited to a per-member per-month 
basis and may provide (as proposed by the State 
and subject to approval by the Secretary) for al-
ternate models of payment. 

‘‘(3) PLANNING GRANTS.— 
‘‘(A) IN GENERAL.—Beginning January 1, 2011, 

the Secretary may award planning grants to 
States for purposes of developing a State plan 
amendment under this section. A planning 
grant awarded to a State under this paragraph 
shall remain available until expended. 

‘‘(B) STATE CONTRIBUTION.—A State awarded 
a planning grant shall contribute an amount 
equal to the State percentage determined under 
section 1905(b) (without regard to section 5001 of 
Public Law 111–5) for each fiscal year for which 
the grant is awarded. 

‘‘(C) LIMITATION.—The total amount of pay-
ments made to States under this paragraph shall 
not exceed $25,000,000. 

‘‘(d) HOSPITAL REFERRALS.—A State shall in-
clude in the State plan amendment a require-
ment for hospitals that are participating pro-
viders under the State plan or a waiver of such 
plan to establish procedures for referring any el-
igible individuals with chronic conditions who 
seek or need treatment in a hospital emergency 
department to designated providers. 

‘‘(e) COORDINATION.—A State shall consult 
and coordinate, as appropriate, with the Sub-
stance Abuse and Mental Health Services Ad-
ministration in addressing issues regarding the 
prevention and treatment of mental illness and 
substance abuse among eligible individuals with 
chronic conditions. 

‘‘(f) MONITORING.—A State shall include in 
the State plan amendment— 

‘‘(1) a methodology for tracking avoidable 
hospital readmissions and calculating savings 
that result from improved chronic care coordina-
tion and management under this section; and 

‘‘(2) a proposal for use of health information 
technology in providing health home services 
under this section and improving service deliv-
ery and coordination across the care continuum 
(including the use of wireless patient technology 
to improve coordination and management of 
care and patient adherence to recommendations 
made by their provider). 

‘‘(g) REPORT ON QUALITY MEASURES.—As a 
condition for receiving payment for health home 
services provided to an eligible individual with 
chronic conditions, a designated provider shall 
report to the State, in accordance with such re-
quirements as the Secretary shall specify, on all 
applicable measures for determining the quality 
of such services. When appropriate and feasible, 
a designated provider shall use health informa-
tion technology in providing the State with such 
information. 

‘‘(h) DEFINITIONS.—In this section: 
‘‘(1) ELIGIBLE INDIVIDUAL WITH CHRONIC CON-

DITIONS.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), the term ‘eligible individual with chronic 
conditions’ means an individual who— 

‘‘(i) is eligible for medical assistance under the 
State plan or under a waiver of such plan; and 

‘‘(ii) has at least— 
‘‘(I) 2 chronic conditions; 
‘‘(II) 1 chronic condition and is at risk of hav-

ing a second chronic condition; or 
‘‘(III) 1 serious and persistent mental health 

condition. 
‘‘(B) RULE OF CONSTRUCTION.—Nothing in this 

paragraph shall prevent the Secretary from es-

tablishing higher levels as to the number or se-
verity of chronic or mental health conditions for 
purposes of determining eligibility for receipt of 
health home services under this section. 

‘‘(2) CHRONIC CONDITION.—The term ‘chronic 
condition’ has the meaning given that term by 
the Secretary and shall include, but is not lim-
ited to, the following: 

‘‘(A) A mental health condition. 
‘‘(B) Substance use disorder. 
‘‘(C) Asthma. 
‘‘(D) Diabetes. 
‘‘(E) Heart disease. 
‘‘(F) Being overweight, as evidenced by hav-

ing a Body Mass Index (BMI) over 25. 
‘‘(3) HEALTH HOME.—The term ‘health home’ 

means a designated provider (including a pro-
vider that operates in coordination with a team 
of health care professionals) or a health team 
selected by an eligible individual with chronic 
conditions to provide health home services. 

‘‘(4) HEALTH HOME SERVICES.— 
‘‘(A) IN GENERAL.—The term ‘health home 

services’ means comprehensive and timely high- 
quality services described in subparagraph (B) 
that are provided by a designated provider, a 
team of health care professionals operating with 
such a provider, or a health team. 

‘‘(B) SERVICES DESCRIBED.—The services de-
scribed in this subparagraph are— 

‘‘(i) comprehensive care management; 
‘‘(ii) care coordination and health promotion; 
‘‘(iii) comprehensive transitional care, includ-

ing appropriate follow-up, from inpatient to 
other settings; 

‘‘(iv) patient and family support (including 
authorized representatives); 

‘‘(v) referral to community and social support 
services, if relevant; and 

‘‘(vi) use of health information technology to 
link services, as feasible and appropriate. 

‘‘(5) DESIGNATED PROVIDER.—The term ‘des-
ignated provider’ means a physician, clinical 
practice or clinical group practice, rural clinic, 
community health center, community mental 
health center, home health agency, or any other 
entity or provider (including pediatricians, gyn-
ecologists, and obstetricians) that is determined 
by the State and approved by the Secretary to 
be qualified to be a health home for eligible indi-
viduals with chronic conditions on the basis of 
documentation evidencing that the physician, 
practice, or clinic— 

‘‘(A) has the systems and infrastructure in 
place to provide health home services; and 

‘‘(B) satisfies the qualification standards es-
tablished by the Secretary under subsection (b). 

‘‘(6) TEAM OF HEALTH CARE PROFESSIONALS.— 
The term ‘team of health care professionals’ 
means a team of health professionals (as de-
scribed in the State plan amendment) that 
may— 

‘‘(A) include physicians and other profes-
sionals, such as a nurse care coordinator, nutri-
tionist, social worker, behavioral health profes-
sional, or any professionals deemed appropriate 
by the State; and 

‘‘(B) be free standing, virtual, or based at a 
hospital, community health center, community 
mental health center, rural clinic, clinical prac-
tice or clinical group practice, academic health 
center, or any entity deemed appropriate by the 
State and approved by the Secretary. 

‘‘(7) HEALTH TEAM.—The term ‘health team’ 
has the meaning given such term for purposes of 
section 3502 of the Patient Protection and Af-
fordable Care Act.’’. 

(b) EVALUATION.— 
(1) INDEPENDENT EVALUATION.— 
(A) IN GENERAL.—The Secretary shall enter 

into a contract with an independent entity or 
organization to conduct an evaluation and as-
sessment of the States that have elected the op-
tion to provide coordinated care through a 
health home for Medicaid beneficiaries with 
chronic conditions under section 1945 of the So-
cial Security Act (as added by subsection (a)) 
for the purpose of determining the effect of such 
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option on reducing hospital admissions, emer-
gency room visits, and admissions to skilled 
nursing facilities. 

(B) EVALUATION REPORT.—Not later than Jan-
uary 1, 2017, the Secretary shall report to Con-
gress on the evaluation and assessment con-
ducted under subparagraph (A). 

(2) SURVEY AND INTERIM REPORT.— 
(A) IN GENERAL.—Not later than January 1, 

2014, the Secretary of Health and Human Serv-
ices shall survey States that have elected the op-
tion under section 1945 of the Social Security 
Act (as added by subsection (a)) and report to 
Congress on the nature, extent, and use of such 
option, particularly as it pertains to— 

(i) hospital admission rates; 
(ii) chronic disease management; 
(iii) coordination of care for individuals with 

chronic conditions; 
(iv) assessment of program implementation; 
(v) processes and lessons learned (as described 

in subparagraph (B)); 
(vi) assessment of quality improvements and 

clinical outcomes under such option; and 
(vii) estimates of cost savings. 
(B) IMPLEMENTATION REPORTING.—A State 

that has elected the option under section 1945 of 
the Social Security Act (as added by subsection 
(a)) shall report to the Secretary, as necessary, 
on processes that have been developed and les-
sons learned regarding provision of coordinated 
care through a health home for Medicaid bene-
ficiaries with chronic conditions under such op-
tion. 
SEC. 2704. DEMONSTRATION PROJECT TO EVALU-

ATE INTEGRATED CARE AROUND A 
HOSPITALIZATION. 

(a) AUTHORITY TO CONDUCT PROJECT.— 
(1) IN GENERAL.—The Secretary of Health and 

Human Services (in this section referred to as 
the ‘‘Secretary’’) shall establish a demonstration 
project under title XIX of the Social Security 
Act to evaluate the use of bundled payments for 
the provision of integrated care for a Medicaid 
beneficiary— 

(A) with respect to an episode of care that in-
cludes a hospitalization; and 

(B) for concurrent physicians services pro-
vided during a hospitalization. 

(2) DURATION.—The demonstration project 
shall begin on January 1, 2012, and shall end on 
December 31, 2016. 

(b) REQUIREMENTS.—The demonstration 
project shall be conducted in accordance with 
the following: 

(1) The demonstration project shall be con-
ducted in up to 8 States, determined by the Sec-
retary based on consideration of the potential to 
lower costs under the Medicaid program while 
improving care for Medicaid beneficiaries. A 
State selected to participate in the demonstra-
tion project may target the demonstration 
project to particular categories of beneficiaries, 
beneficiaries with particular diagnoses, or par-
ticular geographic regions of the State, but the 
Secretary shall insure that, as a whole, the dem-
onstration project is, to the greatest extent pos-
sible, representative of the demographic and ge-
ographic composition of Medicaid beneficiaries 
nationally. 

(2) The demonstration project shall focus on 
conditions where there is evidence of an oppor-
tunity for providers of services and suppliers to 
improve the quality of care furnished to Med-
icaid beneficiaries while reducing total expendi-
tures under the State Medicaid programs se-
lected to participate, as determined by the Sec-
retary. 

(3) A State selected to participate in the dem-
onstration project shall specify the 1 or more 
episodes of care the State proposes to address in 
the project, the services to be included in the 
bundled payments, and the rationale for the se-
lection of such episodes of care and services. 
The Secretary may modify the episodes of care 
as well as the services to be included in the bun-
dled payments prior to or after approving the 
project. The Secretary may also vary such fac-

tors among the different States participating in 
the demonstration project. 

(4) The Secretary shall ensure that payments 
made under the demonstration project are ad-
justed for severity of illness and other charac-
teristics of Medicaid beneficiaries within a cat-
egory or having a diagnosis targeted as part of 
the demonstration project. States shall ensure 
that Medicaid beneficiaries are not liable for 
any additional cost sharing than if their care 
had not been subject to payment under the dem-
onstration project. 

(5) Hospitals participating in the demonstra-
tion project shall have or establish robust dis-
charge planning programs to ensure that Med-
icaid beneficiaries requiring post-acute care are 
appropriately placed in, or have ready access to, 
post-acute care settings. 

(6) The Secretary and each State selected to 
participate in the demonstration project shall 
ensure that the demonstration project does not 
result in the Medicaid beneficiaries whose care 
is subject to payment under the demonstration 
project being provided with less items and serv-
ices for which medical assistance is provided 
under the State Medicaid program than the 
items and services for which medical assistance 
would have been provided to such beneficiaries 
under the State Medicaid program in the ab-
sence of the demonstration project. 

(c) WAIVER OF PROVISIONS.—Notwithstanding 
section 1115(a) of the Social Security Act (42 
U.S.C. 1315(a)), the Secretary may waive such 
provisions of titles XIX, XVIII, and XI of that 
Act as may be necessary to accomplish the goals 
of the demonstration, ensure beneficiary access 
to acute and post-acute care, and maintain 
quality of care. 

(d) EVALUATION AND REPORT.— 
(1) DATA.—Each State selected to participate 

in the demonstration project under this section 
shall provide to the Secretary, in such form and 
manner as the Secretary shall specify, relevant 
data necessary to monitor outcomes, costs, and 
quality, and evaluate the rationales for selec-
tion of the episodes of care and services speci-
fied by States under subsection (b)(3). 

(2) REPORT.—Not later than 1 year after the 
conclusion of the demonstration project, the 
Secretary shall submit a report to Congress on 
the results of the demonstration project. 
SEC. 2705. MEDICAID GLOBAL PAYMENT SYSTEM 

DEMONSTRATION PROJECT. 
(a) IN GENERAL.—The Secretary of Health and 

Human Services (referred to in this section as 
the ‘‘Secretary’’) shall, in coordination with the 
Center for Medicare and Medicaid Innovation 
(as established under section 1115A of the Social 
Security Act, as added by section 3021 of this 
Act), establish the Medicaid Global Payment 
System Demonstration Project under which a 
participating State shall adjust the payments 
made to an eligible safety net hospital system or 
network from a fee-for-service payment struc-
ture to a global capitated payment model. 

(b) DURATION AND SCOPE.—The demonstration 
project conducted under this section shall oper-
ate during a period of fiscal years 2010 through 
2012. The Secretary shall select not more than 5 
States to participate in the demonstration 
project. 

(c) ELIGIBLE SAFETY NET HOSPITAL SYSTEM OR 
NETWORK.—For purposes of this section, the 
term ‘‘eligible safety net hospital system or net-
work’’ means a large, safety net hospital system 
or network (as defined by the Secretary) that 
operates within a State selected by the Secretary 
under subsection (b). 

(d) EVALUATION.— 
(1) TESTING.—The Innovation Center shall 

test and evaluate the demonstration project con-
ducted under this section to examine any 
changes in health care quality outcomes and 
spending by the eligible safety net hospital sys-
tems or networks. 

(2) BUDGET NEUTRALITY.—During the testing 
period under paragraph (1), any budget neu-
trality requirements under section 1115A(b)(3) of 

the Social Security Act (as so added) shall not 
be applicable. 

(3) MODIFICATION.—During the testing period 
under paragraph (1), the Secretary may, in the 
Secretary’s discretion, modify or terminate the 
demonstration project conducted under this sec-
tion. 

(e) REPORT.—Not later than 12 months after 
the date of completion of the demonstration 
project under this section, the Secretary shall 
submit to Congress a report containing the re-
sults of the evaluation and testing conducted 
under subsection (d), together with rec-
ommendations for such legislation and adminis-
trative action as the Secretary determines ap-
propriate. 

(f) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated such 
sums as are necessary to carry out this section. 
SEC. 2706. PEDIATRIC ACCOUNTABLE CARE ORGA-

NIZATION DEMONSTRATION 
PROJECT. 

(a) AUTHORITY TO CONDUCT DEMONSTRA-
TION.— 

(1) IN GENERAL.—The Secretary of Health and 
Human Services (referred to in this section as 
the ‘‘Secretary’’) shall establish the Pediatric 
Accountable Care Organization Demonstration 
Project to authorize a participating State to 
allow pediatric medical providers that meet 
specified requirements to be recognized as an ac-
countable care organization for purposes of re-
ceiving incentive payments (as described under 
subsection (d)), in the same manner as an ac-
countable care organization is recognized and 
provided with incentive payments under section 
1899 of the Social Security Act (as added by sec-
tion 3022). 

(2) DURATION.—The demonstration project 
shall begin on January 1, 2012, and shall end on 
December 31, 2016. 

(b) APPLICATION.—A State that desires to par-
ticipate in the demonstration project under this 
section shall submit to the Secretary an applica-
tion at such time, in such manner, and con-
taining such information as the Secretary may 
require. 

(c) REQUIREMENTS.— 
(1) PERFORMANCE GUIDELINES.—The Sec-

retary, in consultation with the States and pedi-
atric providers, shall establish guidelines to en-
sure that the quality of care delivered to indi-
viduals by a provider recognized as an account-
able care organization under this section is not 
less than the quality of care that would have 
otherwise been provided to such individuals. 

(2) SAVINGS REQUIREMENT.—A participating 
State, in consultation with the Secretary, shall 
establish an annual minimal level of savings in 
expenditures for items and services covered 
under the Medicaid program under title XIX of 
the Social Security Act and the CHIP program 
under title XXI of such Act that must be 
reached by an accountable care organization in 
order for such organization to receive an incen-
tive payment under subsection (d). 

(3) MINIMUM PARTICIPATION PERIOD.—A pro-
vider desiring to be recognized as an account-
able care organization under the demonstration 
project shall enter into an agreement with the 
State to participate in the project for not less 
than a 3-year period. 

(d) INCENTIVE PAYMENT.—An accountable 
care organization that meets the performance 
guidelines established by the Secretary under 
subsection (c)(1) and achieves savings greater 
than the annual minimal savings level estab-
lished by the State under subsection (c)(2) shall 
receive an incentive payment for such year 
equal to a portion (as determined appropriate by 
the Secretary) of the amount of such excess sav-
ings. The Secretary may establish an annual 
cap on incentive payments for an accountable 
care organization. 

(e) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated such 
sums as are necessary to carry out this section. 
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SEC. 2707. MEDICAID EMERGENCY PSYCHIATRIC 

DEMONSTRATION PROJECT. 
(a) AUTHORITY TO CONDUCT DEMONSTRATION 

PROJECT.—The Secretary of Health and Human 
Services (in this section referred to as the ‘‘Sec-
retary’’) shall establish a demonstration project 
under which an eligible State (as described in 
subsection (c)) shall provide payment under the 
State Medicaid plan under title XIX of the So-
cial Security Act to an institution for mental 
diseases that is not publicly owned or operated 
and that is subject to the requirements of section 
1867 of the Social Security Act (42 U.S.C. 
1395dd) for the provision of medical assistance 
available under such plan to individuals who— 

(1) have attained age 21, but have not at-
tained age 65; 

(2) are eligible for medical assistance under 
such plan; and 

(3) require such medical assistance to stabilize 
an emergency medical condition. 

(b) STABILIZATION REVIEW.—A State shall 
specify in its application described in subsection 
(c)(1) establish a mechanism for how it will en-
sure that institutions participating in the dem-
onstration will determine whether or not such 
individuals have been stabilized (as defined in 
subsection (h)(5)). This mechanism shall com-
mence before the third day of the inpatient stay. 
States participating in the demonstration project 
may manage the provision of services for the 
stabilization of medical emergency conditions 
through utilization review, authorization, or 
management practices, or the application of 
medical necessity and appropriateness criteria 
applicable to behavioral health. 

(c) ELIGIBLE STATE DEFINED.— 
(1) IN GENERAL.—An eligible State is a State 

that has made an application and has been se-
lected pursuant to paragraphs (2) and (3). 

(2) APPLICATION.—A State seeking to partici-
pate in the demonstration project under this sec-
tion shall submit to the Secretary, at such time 
and in such format as the Secretary requires, an 
application that includes such information, pro-
visions, and assurances, as the Secretary may 
require. 

(3) SELECTION.—A State shall be determined 
eligible for the demonstration by the Secretary 
on a competitive basis among States with appli-
cations meeting the requirements of paragraph 
(1). In selecting State applications for the dem-
onstration project, the Secretary shall seek to 
achieve an appropriate national balance in the 
geographic distribution of such projects. 

(d) LENGTH OF DEMONSTRATION PROJECT.— 
The demonstration project established under 
this section shall be conducted for a period of 3 
consecutive years. 

(e) LIMITATIONS ON FEDERAL FUNDING.— 
(1) APPROPRIATION.— 
(A) IN GENERAL.—Out of any funds in the 

Treasury not otherwise appropriated, there is 
appropriated to carry out this section, 
$75,000,000 for fiscal year 2011. 

(B) BUDGET AUTHORITY.—Subparagraph (A) 
constitutes budget authority in advance of ap-
propriations Act and represents the obligation of 
the Federal Government to provide for the pay-
ment of the amounts appropriated under that 
subparagraph. 

(2) 5-YEAR AVAILABILITY.—Funds appro-
priated under paragraph (1) shall remain avail-
able for obligation through December 31, 2015. 

(3) LIMITATION ON PAYMENTS.—In no case 
may— 

(A) the aggregate amount of payments made 
by the Secretary to eligible States under this sec-
tion exceed $75,000,000; or 

(B) payments be provided by the Secretary 
under this section after December 31, 2015. 

(4) FUNDS ALLOCATED TO STATES.—Funds 
shall be allocated to eligible States on the basis 
of criteria, including a State’s application and 
the availability of funds, as determined by the 
Secretary. 

(5) PAYMENTS TO STATES.—The Secretary shall 
pay to each eligible State, from its allocation 

under paragraph (4), an amount each quarter 
equal to the Federal medical assistance percent-
age of expenditures in the quarter for medical 
assistance described in subsection (a). As a con-
dition of receiving payment, a State shall collect 
and report information, as determined necessary 
by the Secretary, for the purposes of providing 
Federal oversight and conducting an evaluation 
under subsection (f)(1). 

(f) EVALUATION AND REPORT TO CONGRESS.— 
(1) EVALUATION.—The Secretary shall conduct 

an evaluation of the demonstration project in 
order to determine the impact on the func-
tioning of the health and mental health service 
system and on individuals enrolled in the Med-
icaid program and shall include the following: 

(A) An assessment of access to inpatient men-
tal health services under the Medicaid program; 
average lengths of inpatient stays; and emer-
gency room visits. 

(B) An assessment of discharge planning by 
participating hospitals. 

(C) An assessment of the impact of the dem-
onstration project on the costs of the full range 
of mental health services (including inpatient, 
emergency and ambulatory care). 

(D) An analysis of the percentage of con-
sumers with Medicaid coverage who are admit-
ted to inpatient facilities as a result of the dem-
onstration project as compared to those admit-
ted to these same facilities through other means. 

(E) A recommendation regarding whether the 
demonstration project should be continued after 
December 31, 2013, and expanded on a national 
basis. 

(2) REPORT.—Not later than December 31, 
2013, the Secretary shall submit to Congress and 
make available to the public a report on the 
findings of the evaluation under paragraph (1). 

(g) WAIVER AUTHORITY.— 
(1) IN GENERAL.—The Secretary shall waive 

the limitation of subdivision (B) following para-
graph (28) of section 1905(a) of the Social Secu-
rity Act (42 U.S.C. 1396d(a)) (relating to limita-
tions on payments for care or services for indi-
viduals under 65 years of age who are patients 
in an institution for mental diseases) for pur-
poses of carrying out the demonstration project 
under this section. 

(2) LIMITED OTHER WAIVER AUTHORITY.—The 
Secretary may waive other requirements of titles 
XI and XIX of the Social Security Act (includ-
ing the requirements of sections 1902(a)(1) (relat-
ing to statewideness) and 1902(1)(10)(B) (relat-
ing to comparability)) only to extent necessary 
to carry out the demonstration project under 
this section. 

(h) DEFINITIONS.—In this section: 
(1) EMERGENCY MEDICAL CONDITION.—The 

term ‘‘emergency medical condition’’ means, 
with respect to an individual, an individual who 
expresses suicidal or homicidal thoughts or ges-
tures, if determined dangerous to self or others. 

(2) FEDERAL MEDICAL ASSISTANCE PERCENT-
AGE.—The term ‘‘Federal medical assistance per-
centage’’ has the meaning given that term with 
respect to a State under section 1905(b) of the 
Social Security Act (42 U.S.C. 1396d(b)). 

(3) INSTITUTION FOR MENTAL DISEASES.—The 
term ‘‘institution for mental diseases’’ has the 
meaning given to that term in section 1905(i) of 
the Social Security Act (42 U.S.C. 1396d(i)). 

(4) MEDICAL ASSISTANCE.—The term ‘‘medical 
assistance’’ has the meaning given that term in 
section 1905(a) of the Social Security Act (42 
U.S.C. 1396d(a)). 

(5) STABILIZED.—The term ‘‘stabilized’’ means, 
with respect to an individual, that the emer-
gency medical condition no longer exists with 
respect to the individual and the individual is 
no longer dangerous to self or others. 

(6) STATE.—The term ‘‘State’’ has the meaning 
given that term for purposes of title XIX of the 
Social Security Act (42 U.S.C. 1396 et seq.). 

Subtitle J—Improvements to the Medicaid 
and CHIP Payment and Access Commission 
(MACPAC) 

SEC. 2801. MACPAC ASSESSMENT OF POLICIES AF-
FECTING ALL MEDICAID BENE-
FICIARIES. 

(a) IN GENERAL.—Section 1900 of the Social 
Security Act (42 U.S.C. 1396) is amended— 

(1) in subsection (b)— 
(A) in paragraph (1)— 
(i) in the paragraph heading, by inserting 

‘‘FOR ALL STATES’’ before ‘‘AND ANNUAL’’; and 
(ii) in subparagraph (A), by striking ‘‘chil-

dren’s’’; 
(iii) in subparagraph (B), by inserting ‘‘, the 

Secretary, and States’’ after ‘‘Congress’’; 
(iv) in subparagraph (C), by striking ‘‘March 

1’’ and inserting ‘‘March 15’’; and 
(v) in subparagraph (D), by striking ‘‘June 1’’ 

and inserting ‘‘June 15’’; 
(B) in paragraph (2)— 
(i) in subparagraph (A)— 
(I) in clause (i)— 
(aa) by inserting ‘‘the efficient provision of’’ 

after ‘‘expenditures for’’; and 
(bb) by striking ‘‘hospital, skilled nursing fa-

cility, physician, Federally-qualified health cen-
ter, rural health center, and other fees’’ and in-
serting ‘‘payments to medical, dental, and 
health professionals, hospitals, residential and 
long-term care providers, providers of home and 
community based services, Federally-qualified 
health centers and rural health clinics, man-
aged care entities, and providers of other cov-
ered items and services’’; and 

(II) in clause (iii), by inserting ‘‘(including 
how such factors and methodologies enable such 
beneficiaries to obtain the services for which 
they are eligible, affect provider supply, and af-
fect providers that serve a disproportionate 
share of low-income and other vulnerable popu-
lations)’’ after ‘‘beneficiaries’’; 

(ii) by redesignating subparagraphs (B) and 
(C) as subparagraphs (F) and (H), respectively; 

(iii) by inserting after subparagraph (A), the 
following: 

‘‘(B) ELIGIBILITY POLICIES.—Medicaid and 
CHIP eligibility policies, including a determina-
tion of the degree to which Federal and State 
policies provide health care coverage to needy 
populations. 

‘‘(C) ENROLLMENT AND RETENTION PROC-
ESSES.—Medicaid and CHIP enrollment and re-
tention processes, including a determination of 
the degree to which Federal and State policies 
encourage the enrollment of individuals who are 
eligible for such programs and screen out indi-
viduals who are ineligible, while minimizing the 
share of program expenses devoted to such proc-
esses. 

‘‘(D) COVERAGE POLICIES.—Medicaid and 
CHIP benefit and coverage policies, including a 
determination of the degree to which Federal 
and State policies provide access to the services 
enrollees require to improve and maintain their 
health and functional status. 

‘‘(E) QUALITY OF CARE.—Medicaid and CHIP 
policies as they relate to the quality of care pro-
vided under those programs, including a deter-
mination of the degree to which Federal and 
State policies achieve their stated goals and 
interact with similar goals established by other 
purchasers of health care services.’’; 

(iv) by inserting after subparagraph (F) (as 
redesignated by clause (ii) of this subpara-
graph), the following: 

‘‘(G) INTERACTIONS WITH MEDICARE AND MED-
ICAID.—Consistent with paragraph (11), the 
interaction of policies under Medicaid and the 
Medicare program under title XVIII, including 
with respect to how such interactions affect ac-
cess to services, payments, and dual eligible in-
dividuals.’’ and 

(v) in subparagraph (H) (as so redesignated), 
by inserting ‘‘and preventive, acute, and long- 
term services and supports’’ after ‘‘barriers’’; 

(C) by redesignating paragraphs (3) through 
(9) as paragraphs (4) through (10), respectively; 
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(D) by inserting after paragraph (2), the fol-

lowing new paragraph: 
‘‘(3) RECOMMENDATIONS AND REPORTS OF 

STATE-SPECIFIC DATA.—MACPAC shall— 
‘‘(A) review national and State-specific Med-

icaid and CHIP data; and 
‘‘(B) submit reports and recommendations to 

Congress, the Secretary, and States based on 
such reviews.’’; 

(E) in paragraph (4), as redesignated by sub-
paragraph (C), by striking ‘‘or any other prob-
lems’’ and all that follows through the period 
and inserting ‘‘, as well as other factors that ad-
versely affect, or have the potential to adversely 
affect, access to care by, or the health care sta-
tus of, Medicaid and CHIP beneficiaries. 
MACPAC shall include in the annual report re-
quired under paragraph (1)(D) a description of 
all such areas or problems identified with re-
spect to the period addressed in the report.’’; 

(F) in paragraph (5), as so redesignated,— 
(i) in the paragraph heading, by inserting 

‘‘AND REGULATIONS’’ after ‘‘REPORTS’’; and 
(ii) by striking ‘‘If’’ and inserting the fol-

lowing: 
‘‘(A) CERTAIN SECRETARIAL REPORTS.—If’’; 

and 
(iii) in the second sentence, by inserting ‘‘and 

the Secretary’’ after ‘‘appropriate committees of 
Congress’’; and 

(iv) by adding at the end the following: 
‘‘(B) REGULATIONS.—MACPAC shall review 

Medicaid and CHIP regulations and may com-
ment through submission of a report to the ap-
propriate committees of Congress and the Sec-
retary, on any such regulations that affect ac-
cess, quality, or efficiency of health care.’’; 

(G) in paragraph (10), as so redesignated, by 
inserting ‘‘, and shall submit with any rec-
ommendations, a report on the Federal and 
State-specific budget consequences of the rec-
ommendations’’ before the period; and 

(H) by adding at the end the following: 
‘‘(11) CONSULTATION AND COORDINATION WITH 

MEDPAC.— 
‘‘(A) IN GENERAL.—MACPAC shall consult 

with the Medicare Payment Advisory Commis-
sion (in this paragraph referred to as 
‘MedPAC’) established under section 1805 in 
carrying out its duties under this section, as ap-
propriate and particularly with respect to the 
issues specified in paragraph (2) as they relate 
to those Medicaid beneficiaries who are dually 
eligible for Medicaid and the Medicare program 
under title XVIII, adult Medicaid beneficiaries 
(who are not dually eligible for Medicare), and 
beneficiaries under Medicare. Responsibility for 
analysis of and recommendations to change 
Medicare policy regarding Medicare bene-
ficiaries, including Medicare beneficiaries who 
are dually eligible for Medicare and Medicaid, 
shall rest with MedPAC. 

‘‘(B) INFORMATION SHARING.—MACPAC and 
MedPAC shall have access to deliberations and 
records of the other such entity, respectively, 
upon the request of the other such entity. 

‘‘(12) CONSULTATION WITH STATES.—MACPAC 
shall regularly consult with States in carrying 
out its duties under this section, including with 
respect to developing processes for carrying out 
such duties, and shall ensure that input from 
States is taken into account and represented in 
MACPAC’s recommendations and reports. 

‘‘(13) COORDINATE AND CONSULT WITH THE 
FEDERAL COORDINATED HEALTH CARE OFFICE.— 
MACPAC shall coordinate and consult with the 
Federal Coordinated Health Care Office estab-
lished under section 2081 of the Patient Protec-
tion and Affordable Care Act before making any 
recommendations regarding dual eligible indi-
viduals. 

‘‘(14) PROGRAMMATIC OVERSIGHT VESTED IN 
THE SECRETARY.—MACPAC’s authority to make 
recommendations in accordance with this sec-
tion shall not affect, or be considered to dupli-
cate, the Secretary’s authority to carry out Fed-
eral responsibilities with respect to Medicaid 
and CHIP.’’; 

(2) in subsection (c)(2)— 
(A) by striking subparagraphs (A) and (B) 

and inserting the following: 
‘‘(A) IN GENERAL.—The membership of 

MACPAC shall include individuals who have 
had direct experience as enrollees or parents or 
caregivers of enrollees in Medicaid or CHIP and 
individuals with national recognition for their 
expertise in Federal safety net health programs, 
health finance and economics, actuarial science, 
health plans and integrated delivery systems, 
reimbursement for health care, health informa-
tion technology, and other providers of health 
services, public health, and other related fields, 
who provide a mix of different professions, 
broad geographic representation, and a balance 
between urban and rural representation. 

‘‘(B) INCLUSION.—The membership of 
MACPAC shall include (but not be limited to) 
physicians, dentists, and other health profes-
sionals, employers, third-party payers, and indi-
viduals with expertise in the delivery of health 
services. Such membership shall also include 
representatives of children, pregnant women, 
the elderly, individuals with disabilities, care-
givers, and dual eligible individuals, current or 
former representatives of State agencies respon-
sible for administering Medicaid, and current or 
former representatives of State agencies respon-
sible for administering CHIP.’’. 

(3) in subsection (d)(2), by inserting ‘‘and 
State’’ after ‘‘Federal’’; 

(4) in subsection (e)(1), in the first sentence, 
by inserting ‘‘and, as a condition for receiving 
payments under sections 1903(a) and 2105(a), 
from any State agency responsible for admin-
istering Medicaid or CHIP,’’ after ‘‘United 
States’’; and 

(5) in subsection (f)— 
(A) in the subsection heading, by striking 

‘‘AUTHORIZATION OF APPROPRIATIONS’’ and in-
serting ‘‘FUNDING’’; 

(B) in paragraph (1), by inserting ‘‘(other 
than for fiscal year 2010)’’ before ‘‘in the same 
manner’’; and 

(C) by adding at the end the following: 
‘‘(3) FUNDING FOR FISCAL YEAR 2010.— 
‘‘(A) IN GENERAL.—Out of any funds in the 

Treasury not otherwise appropriated, there is 
appropriated to MACPAC to carry out the pro-
visions of this section for fiscal year 2010, 
$9,000,000. 

‘‘(B) TRANSFER OF FUNDS.—Notwithstanding 
section 2104(a)(13), from the amounts appro-
priated in such section for fiscal year 2010, 
$2,000,000 is hereby transferred and made avail-
able in such fiscal year to MACPAC to carry out 
the provisions of this section. 

‘‘(4) AVAILABILITY.—Amounts made available 
under paragraphs (2) and (3) to MACPAC to 
carry out the provisions of this section shall re-
main available until expended.’’. 

(b) CONFORMING MEDPAC AMENDMENTS.— 
Section 1805(b) of the Social Security Act (42 
U.S.C. 1395b–6(b)), is amended— 

(1) in paragraph (1)(C), by striking ‘‘March 1 
of each year (beginning with 1998)’’ and insert-
ing ‘‘March 15’’; 

(2) in paragraph (1)(D), by inserting ‘‘, and 
(beginning with 2012) containing an examina-
tion of the topics described in paragraph (9), to 
the extent feasible’’ before the period; and 

(3) by adding at the end the following: 
‘‘(9) REVIEW AND ANNUAL REPORT ON MEDICAID 

AND COMMERCIAL TRENDS.—The Commission 
shall review and report on aggregate trends in 
spending, utilization, and financial performance 
under the Medicaid program under title XIX 
and the private market for health care services 
with respect to providers for which, on an ag-
gregate national basis, a significant portion of 
revenue or services is associated with the Med-
icaid program. Where appropriate, the Commis-
sion shall conduct such review in consultation 
with the Medicaid and CHIP Payment and Ac-
cess Commission established under section 1900 
(in this section referred to as ‘MACPAC’). 

‘‘(10) COORDINATE AND CONSULT WITH THE 
FEDERAL COORDINATED HEALTH CARE OFFICE.— 

The Commission shall coordinate and consult 
with the Federal Coordinated Health Care Of-
fice established under section 2081 of the Patient 
Protection and Affordable Care Act before mak-
ing any recommendations regarding dual eligi-
ble individuals. 

‘‘(11) INTERACTION OF MEDICAID AND MEDI-
CARE.—The Commission shall consult with 
MACPAC in carrying out its duties under this 
section, as appropriate. Responsibility for anal-
ysis of and recommendations to change Medi-
care policy regarding Medicare beneficiaries, in-
cluding Medicare beneficiaries who are dually 
eligible for Medicare and Medicaid, shall rest 
with the Commission. Responsibility for analysis 
of and recommendations to change Medicaid 
policy regarding Medicaid beneficiaries, includ-
ing Medicaid beneficiaries who are dually eligi-
ble for Medicare and Medicaid, shall rest with 
MACPAC.’’. 
Subtitle K—Protections for American Indians 

and Alaska Natives 
SEC. 2901. SPECIAL RULES RELATING TO INDI-

ANS. 
(a) NO COST-SHARING FOR INDIANS WITH IN-

COME AT OR BELOW 300 PERCENT OF POVERTY 
ENROLLED IN COVERAGE THROUGH A STATE EX-
CHANGE.—For provisions prohibiting cost shar-
ing for Indians enrolled in any qualified health 
plan in the individual market through an Ex-
change, see section 1402(d) of the Patient Pro-
tection and Affordable Care Act. 

(b) PAYER OF LAST RESORT.—Health programs 
operated by the Indian Health Service, Indian 
tribes, tribal organizations, and Urban Indian 
organizations (as those terms are defined in sec-
tion 4 of the Indian Health Care Improvement 
Act (25 U.S.C. 1603)) shall be the payer of last 
resort for services provided by such Service, 
tribes, or organizations to individuals eligible 
for services through such programs, notwith-
standing any Federal, State, or local law to the 
contrary. 

(c) FACILITATING ENROLLMENT OF INDIANS 
UNDER THE EXPRESS LANE OPTION.—Section 
1902(e)(13)(F)(ii) of the Social Security Act (42 
U.S.C. 1396a(e)(13)(F)(ii)) is amended— 

(1) in the clause heading, by inserting ‘‘AND 
INDIAN TRIBES AND TRIBAL ORGANIZATIONS’’ after 
‘‘AGENCIES’’; and 

(2) by adding at the end the following: 
‘‘(IV) The Indian Health Service, an Indian 

Tribe, Tribal Organization, or Urban Indian Or-
ganization (as defined in section 1139(c)).’’. 

(d) TECHNICAL CORRECTIONS.—Section 1139(c) 
of the Social Security Act (42 U.S.C. 1320b–9(c)) 
is amended by striking ‘‘In this section’’ and in-
serting ‘‘For purposes of this section, title XIX, 
and title XXI’’. 
SEC. 2902. ELIMINATION OF SUNSET FOR REIM-

BURSEMENT FOR ALL MEDICARE 
PART B SERVICES FURNISHED BY 
CERTAIN INDIAN HOSPITALS AND 
CLINICS. 

(a) REIMBURSEMENT FOR ALL MEDICARE PART 
B SERVICES FURNISHED BY CERTAIN INDIAN HOS-
PITALS AND CLINICS.—Section 1880(e)(1)(A) of 
the Social Security Act (42 U.S.C. 
1395qq(e)(1)(A)) is amended by striking ‘‘during 
the 5-year period beginning on’’ and inserting 
‘‘on or after’’. 

(b) EFFECTIVE DATE.—The amendments made 
by this section shall apply to items or services 
furnished on or after January 1, 2010. 

Subtitle L—Maternal and Child Health 
Services 

SEC. 2951. MATERNAL, INFANT, AND EARLY 
CHILDHOOD HOME VISITING PRO-
GRAMS. 

Title V of the Social Security Act (42 U.S.C. 
701 et seq.) is amended by adding at the end the 
following new section: 
‘‘SEC. 511. MATERNAL, INFANT, AND EARLY 

CHILDHOOD HOME VISITING PRO-
GRAMS. 

‘‘(a) PURPOSES.—The purposes of this section 
are— 
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‘‘(1) to strengthen and improve the programs 

and activities carried out under this title; 
‘‘(2) to improve coordination of services for at 

risk communities; and 
‘‘(3) to identify and provide comprehensive 

services to improve outcomes for families who re-
side in at risk communities. 

‘‘(b) REQUIREMENT FOR ALL STATES TO ASSESS 
STATEWIDE NEEDS AND IDENTIFY AT RISK COM-
MUNITIES.— 

‘‘(1) IN GENERAL.—Not later than 6 months 
after the date of enactment of this section, each 
State shall, as a condition of receiving payments 
from an allotment for the State under section 
502 for fiscal year 2011, conduct a statewide 
needs assessment (which shall be separate from 
the statewide needs assessment required under 
section 505(a)) that identifies— 

‘‘(A) communities with concentrations of— 
‘‘(i) premature birth, low-birth weight infants, 

and infant mortality, including infant death 
due to neglect, or other indicators of at-risk pre-
natal, maternal, newborn, or child health; 

‘‘(ii) poverty; 
‘‘(iii) crime; 
‘‘(iv) domestic violence; 
‘‘(v) high rates of high-school drop-outs; 
‘‘(vi) substance abuse; 
‘‘(vii) unemployment; or 
‘‘(viii) child maltreatment; 
‘‘(B) the quality and capacity of existing pro-

grams or initiatives for early childhood home 
visitation in the State including— 

‘‘(i) the number and types of individuals and 
families who are receiving services under such 
programs or initiatives; 

‘‘(ii) the gaps in early childhood home visita-
tion in the State; and 

‘‘(iii) the extent to which such programs or 
initiatives are meeting the needs of eligible fami-
lies described in subsection (k)(2); and 

‘‘(C) the State’s capacity for providing sub-
stance abuse treatment and counseling services 
to individuals and families in need of such 
treatment or services. 

‘‘(2) COORDINATION WITH OTHER ASSESS-
MENTS.—In conducting the statewide needs as-
sessment required under paragraph (1), the 
State shall coordinate with, and take into ac-
count, other appropriate needs assessments con-
ducted by the State, as determined by the Sec-
retary, including the needs assessment required 
under section 505(a) (both the most recently 
completed assessment and any such assessment 
in progress), the communitywide strategic plan-
ning and needs assessments conducted in ac-
cordance with section 640(g)(1)(C) of the Head 
Start Act, and the inventory of current unmet 
needs and current community-based and pre-
vention-focused programs and activities to pre-
vent child abuse and neglect, and other family 
resource services operating in the State required 
under section 205(3) of the Child Abuse Preven-
tion and Treatment Act. 

‘‘(3) SUBMISSION TO THE SECRETARY.—Each 
State shall submit to the Secretary, in such form 
and manner as the Secretary shall require— 

‘‘(A) the results of the statewide needs assess-
ment required under paragraph (1); and 

‘‘(B) a description of how the State intends to 
address needs identified by the assessment, par-
ticularly with respect to communities identified 
under paragraph (1)(A), which may include ap-
plying for a grant to conduct an early childhood 
home visitation program in accordance with the 
requirements of this section. 

‘‘(c) GRANTS FOR EARLY CHILDHOOD HOME 
VISITATION PROGRAMS.— 

‘‘(1) AUTHORITY TO MAKE GRANTS.—In addi-
tion to any other payments made under this title 
to a State, the Secretary shall make grants to el-
igible entities to enable the entities to deliver 
services under early childhood home visitation 
programs that satisfy the requirements of sub-
section (d) to eligible families in order to pro-
mote improvements in maternal and prenatal 
health, infant health, child health and develop-
ment, parenting related to child development 

outcomes, school readiness, and the socio-
economic status of such families, and reductions 
in child abuse, neglect, and injuries. 

‘‘(2) AUTHORITY TO USE INITIAL GRANT FUNDS 
FOR PLANNING OR IMPLEMENTATION.—An eligible 
entity that receives a grant under paragraph (1) 
may use a portion of the funds made available 
to the entity during the first 6 months of the pe-
riod for which the grant is made for planning or 
implementation activities to assist with the es-
tablishment of early childhood home visitation 
programs that satisfy the requirements of sub-
section (d). 

‘‘(3) GRANT DURATION.—The Secretary shall 
determine the period of years for which a grant 
is made to an eligible entity under paragraph 
(1). 

‘‘(4) TECHNICAL ASSISTANCE.—The Secretary 
shall provide an eligible entity that receives a 
grant under paragraph (1) with technical assist-
ance in administering programs or activities 
conducted in whole or in part with grant funds. 

‘‘(d) REQUIREMENTS.—The requirements of 
this subsection for an early childhood home visi-
tation program conducted with a grant made 
under this section are as follows: 

‘‘(1) QUANTIFIABLE, MEASURABLE IMPROVE-
MENT IN BENCHMARK AREAS.— 

‘‘(A) IN GENERAL.—The eligible entity estab-
lishes, subject to the approval of the Secretary, 
quantifiable, measurable 3- and 5-year bench-
marks for demonstrating that the program re-
sults in improvements for the eligible families 
participating in the program in each of the fol-
lowing areas: 

‘‘(i) Improved maternal and newborn health. 
‘‘(ii) Prevention of child injuries, child abuse, 

neglect, or maltreatment, and reduction of emer-
gency department visits. 

‘‘(iii) Improvement in school readiness and 
achievement. 

‘‘(iv) Reduction in crime or domestic violence. 
‘‘(v) Improvements in family economic self- 

sufficiency. 
‘‘(vi) Improvements in the coordination and 

referrals for other community resources and 
supports. 

‘‘(B) DEMONSTRATION OF IMPROVEMENTS 
AFTER 3 YEARS.— 

‘‘(i) REPORT TO THE SECRETARY.—Not later 
than 30 days after the end of the 3rd year in 
which the eligible entity conducts the program, 
the entity submits to the Secretary a report dem-
onstrating improvement in at least 4 of the areas 
specified in subparagraph (A). 

‘‘(ii) CORRECTIVE ACTION PLAN.—If the report 
submitted by the eligible entity under clause (i) 
fails to demonstrate improvement in at least 4 of 
the areas specified in subparagraph (A), the en-
tity shall develop and implement a plan to im-
prove outcomes in each of the areas specified in 
subparagraph (A), subject to approval by the 
Secretary. The plan shall include provisions for 
the Secretary to monitor implementation of the 
plan and conduct continued oversight of the 
program, including through submission by the 
entity of regular reports to the Secretary. 

‘‘(iii) TECHNICAL ASSISTANCE.— 
‘‘(I) IN GENERAL.—The Secretary shall provide 

an eligible entity required to develop and imple-
ment an improvement plan under clause (ii) 
with technical assistance to develop and imple-
ment the plan. The Secretary may provide the 
technical assistance directly or through grants, 
contracts, or cooperative agreements. 

‘‘(II) ADVISORY PANEL.—The Secretary shall 
establish an advisory panel for purposes of ob-
taining recommendations regarding the tech-
nical assistance provided to entities in accord-
ance with subclause (I). 

‘‘(iv) NO IMPROVEMENT OR FAILURE TO SUBMIT 
REPORT.—If the Secretary determines after a pe-
riod of time specified by the Secretary that an 
eligible entity implementing an improvement 
plan under clause (ii) has failed to demonstrate 
any improvement in the areas specified in sub-
paragraph (A), or if the Secretary determines 
that an eligible entity has failed to submit the 

report required under clause (i), the Secretary 
shall terminate the entity’s grant and may in-
clude any unexpended grant funds in grants 
made to nonprofit organizations under sub-
section (h)(2)(B). 

‘‘(C) FINAL REPORT.—Not later than December 
31, 2015, the eligible entity shall submit a report 
to the Secretary demonstrating improvements (if 
any) in each of the areas specified in subpara-
graph (A). 

‘‘(2) IMPROVEMENTS IN OUTCOMES FOR INDI-
VIDUAL FAMILIES.— 

‘‘(A) IN GENERAL.—The program is designed, 
with respect to an eligible family participating 
in the program, to result in the participant out-
comes described in subparagraph (B) that the el-
igible entity identifies on the basis of an individ-
ualized assessment of the family, are relevant 
for that family. 

‘‘(B) PARTICIPANT OUTCOMES.—The partici-
pant outcomes described in this subparagraph 
are the following: 

‘‘(i) Improvements in prenatal, maternal, and 
newborn health, including improved pregnancy 
outcomes 

‘‘(ii) Improvements in child health and devel-
opment, including the prevention of child inju-
ries and maltreatment and improvements in cog-
nitive, language, social-emotional, and physical 
developmental indicators. 

‘‘(iii) Improvements in parenting skills. 
‘‘(iv) Improvements in school readiness and 

child academic achievement. 
‘‘(v) Reductions in crime or domestic violence. 
‘‘(vi) Improvements in family economic self- 

sufficiency. 
‘‘(vii) Improvements in the coordination of re-

ferrals for, and the provision of, other commu-
nity resources and supports for eligible families, 
consistent with State child welfare agency 
training. 

‘‘(3) CORE COMPONENTS.—The program in-
cludes the following core components: 

‘‘(A) SERVICE DELIVERY MODEL OR MODELS.— 
‘‘(i) IN GENERAL.—Subject to clause (ii), the 

program is conducted using 1 or more of the 
service delivery models described in item (aa) or 
(bb) of subclause (I) or in subclause (II) selected 
by the eligible entity: 

‘‘(I) The model conforms to a clear consistent 
home visitation model that has been in existence 
for at least 3 years and is research-based, 
grounded in relevant empirically-based knowl-
edge, linked to program determined outcomes, 
associated with a national organization or insti-
tution of higher education that has comprehen-
sive home visitation program standards that en-
sure high quality service delivery and contin-
uous program quality improvement, and has 
demonstrated significant, (and in the case of the 
service delivery model described in item (aa), 
sustained) positive outcomes, as described in the 
benchmark areas specified in paragraph (1)(A) 
and the participant outcomes described in para-
graph (2)(B), when evaluated using well-de-
signed and rigorous— 

‘‘(aa) randomized controlled research designs, 
and the evaluation results have been published 
in a peer-reviewed journal; or 

‘‘(bb) quasi-experimental research designs. 
‘‘(II) The model conforms to a promising and 

new approach to achieving the benchmark areas 
specified in paragraph (1)(A) and the partici-
pant outcomes described in paragraph (2)(B), 
has been developed or identified by a national 
organization or institution of higher education, 
and will be evaluated through well-designed 
and rigorous process. 

‘‘(ii) MAJORITY OF GRANT FUNDS USED FOR EVI-
DENCE-BASED MODELS.—An eligible entity shall 
use not more than 25 percent of the amount of 
the grant paid to the entity for a fiscal year for 
purposes of conducting a program using the 
service delivery model described in clause (i)(II). 

‘‘(iii) CRITERIA FOR EVIDENCE OF EFFECTIVE-
NESS OF MODELS.—The Secretary shall establish 
criteria for evidence of effectiveness of the serv-
ice delivery models and shall ensure that the 
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process for establishing the criteria is trans-
parent and provides the opportunity for public 
comment. 

‘‘(B) ADDITIONAL REQUIREMENTS.— 
‘‘(i) The program adheres to a clear, con-

sistent model that satisfies the requirements of 
being grounded in empirically-based knowledge 
related to home visiting and linked to the bench-
mark areas specified in paragraph (1)(A) and 
the participant outcomes described in paragraph 
(2)(B) related to the purposes of the program. 

‘‘(ii) The program employs well-trained and 
competent staff, as demonstrated by education 
or training, such as nurses, social workers, edu-
cators, child development specialists, or other 
well-trained and competent staff, and provides 
ongoing and specific training on the model 
being delivered. 

‘‘(iii) The program maintains high quality su-
pervision to establish home visitor competencies. 

‘‘(iv) The program demonstrates strong orga-
nizational capacity to implement the activities 
involved. 

‘‘(v) The program establishes appropriate link-
ages and referral networks to other community 
resources and supports for eligible families. 

‘‘(vi) The program monitors the fidelity of pro-
gram implementation to ensure that services are 
delivered pursuant to the specified model. 

‘‘(4) PRIORITY FOR SERVING HIGH-RISK POPU-
LATIONS.—The eligible entity gives priority to 
providing services under the program to the fol-
lowing: 

‘‘(A) Eligible families who reside in commu-
nities in need of such services, as identified in 
the statewide needs assessment required under 
subsection (b)(1)(A). 

‘‘(B) Low-income eligible families. 
‘‘(C) Eligible families who are pregnant 

women who have not attained age 21. 
‘‘(D) Eligible families that have a history of 

child abuse or neglect or have had interactions 
with child welfare services. 

‘‘(E) Eligible families that have a history of 
substance abuse or need substance abuse treat-
ment. 

‘‘(F) Eligible families that have users of to-
bacco products in the home. 

‘‘(G) Eligible families that are or have chil-
dren with low student achievement. 

‘‘(H) Eligible families with children with de-
velopmental delays or disabilities. 

‘‘(I) Eligible families who, or that include in-
dividuals who, are serving or formerly served in 
the Armed Forces, including such families that 
have members of the Armed Forces who have 
had multiple deployments outside of the United 
States. 

‘‘(e) APPLICATION REQUIREMENTS.—An eligible 
entity desiring a grant under this section shall 
submit an application to the Secretary for ap-
proval, in such manner as the Secretary may re-
quire, that includes the following: 

‘‘(1) A description of the populations to be 
served by the entity, including specific informa-
tion regarding how the entity will serve high 
risk populations described in subsection (d)(4). 

‘‘(2) An assurance that the entity will give 
priority to serving low-income eligible families 
and eligible families who reside in at risk com-
munities identified in the statewide needs as-
sessment required under subsection (b)(1)(A). 

‘‘(3) The service delivery model or models de-
scribed in subsection (d)(3)(A) that the entity 
will use under the program and the basis for the 
selection of the model or models. 

‘‘(4) A statement identifying how the selection 
of the populations to be served and the service 
delivery model or models that the entity will use 
under the program for such populations is con-
sistent with the results of the statewide needs 
assessment conducted under subsection (b). 

‘‘(5) The quantifiable, measurable benchmarks 
established by the State to demonstrate that the 
program contributes to improvements in the 
areas specified in subsection (d)(1)(A). 

‘‘(6) An assurance that the entity will obtain 
and submit documentation or other appropriate 

evidence from the organization or entity that 
developed the service delivery model or models 
used under the program to verify that the pro-
gram is implemented and services are delivered 
according to the model specifications. 

‘‘(7) Assurances that the entity will establish 
procedures to ensure that— 

‘‘(A) the participation of each eligible family 
in the program is voluntary; and 

‘‘(B) services are provided to an eligible family 
in accordance with the individual assessment 
for that family. 

‘‘(8) Assurances that the entity will— 
‘‘(A) submit annual reports to the Secretary 

regarding the program and activities carried out 
under the program that include such informa-
tion and data as the Secretary shall require; 
and 

‘‘(B) participate in, and cooperate with, data 
and information collection necessary for the 
evaluation required under subsection (g)(2) and 
other research and evaluation activities carried 
out under subsection (h)(3). 

‘‘(9) A description of other State programs 
that include home visitation services, including, 
if applicable to the State, other programs carried 
out under this title with funds made available 
from allotments under section 502(c), programs 
funded under title IV, title II of the Child Abuse 
Prevention and Treatment Act (relating to com-
munity-based grants for the prevention of child 
abuse and neglect), and section 645A of the 
Head Start Act (relating to Early Head Start 
programs). 

‘‘(10) Other information as required by the 
Secretary. 

‘‘(f) MAINTENANCE OF EFFORT.—Funds pro-
vided to an eligible entity receiving a grant 
under this section shall supplement, and not 
supplant, funds from other sources for early 
childhood home visitation programs or initia-
tives. 

‘‘(g) EVALUATION.— 
‘‘(1) INDEPENDENT, EXPERT ADVISORY PANEL.— 

The Secretary, in accordance with subsection 
(h)(1)(A), shall appoint an independent advi-
sory panel consisting of experts in program eval-
uation and research, education, and early child-
hood development— 

‘‘(A) to review, and make recommendations 
on, the design and plan for the evaluation re-
quired under paragraph (2) within 1 year after 
the date of enactment of this section; 

‘‘(B) to maintain and advise the Secretary re-
garding the progress of the evaluation; and 

‘‘(C) to comment, if the panel so desires, on 
the report submitted under paragraph (3). 

‘‘(2) AUTHORITY TO CONDUCT EVALUATION.— 
On the basis of the recommendations of the ad-
visory panel under paragraph (1), the Secretary 
shall, by grant, contract, or interagency agree-
ment, conduct an evaluation of the statewide 
needs assessments submitted under subsection 
(b) and the grants made under subsections (c) 
and (h)(3)(B). The evaluation shall include— 

‘‘(A) an analysis, on a State-by-State basis, of 
the results of such assessments, including indi-
cators of maternal and prenatal health and in-
fant health and mortality, and State actions in 
response to the assessments; and 

‘‘(B) an assessment of— 
‘‘(i) the effect of early childhood home visita-

tion programs on child and parent outcomes, in-
cluding with respect to each of the benchmark 
areas specified in subsection (d)(1)(A) and the 
participant outcomes described in subsection 
(d)(2)(B); 

‘‘(ii) the effectiveness of such programs on dif-
ferent populations, including the extent to 
which the ability of programs to improve partici-
pant outcomes varies across programs and popu-
lations; and 

‘‘(iii) the potential for the activities conducted 
under such programs, if scaled broadly, to im-
prove health care practices, eliminate health 
disparities, and improve health care system 
quality, efficiencies, and reduce costs. 

‘‘(3) REPORT.—Not later than March 31, 2015, 
the Secretary shall submit a report to Congress 

on the results of the evaluation conducted 
under paragraph (2) and shall make the report 
publicly available. 

‘‘(h) OTHER PROVISIONS.— 
‘‘(1) INTRA-AGENCY COLLABORATION.—The Sec-

retary shall ensure that the Maternal and Child 
Health Bureau and the Administration for Chil-
dren and Families collaborate with respect to 
carrying out this section, including with respect 
to— 

‘‘(A) reviewing and analyzing the statewide 
needs assessments required under subsection (b), 
the awarding and oversight of grants awarded 
under this section, the establishment of the ad-
visory panels required under subsections 
(d)(1)(B)(iii)(II) and (g)(1), and the evaluation 
and report required under subsection (g); and 

‘‘(B) consulting with other Federal agencies 
with responsibility for administering or evalu-
ating programs that serve eligible families to co-
ordinate and collaborate with respect to re-
search related to such programs and families, 
including the Office of the Assistant Secretary 
for Planning and Evaluation of the Department 
of Health and Human Services, the Centers for 
Disease Control and Prevention, the National 
Institute of Child Health and Human Develop-
ment of the National Institutes of Health, the 
Office of Juvenile Justice and Delinquency Pre-
vention of the Department of Justice, and the 
Institute of Education Sciences of the Depart-
ment of Education. 

‘‘(2) GRANTS TO ELIGIBLE ENTITIES THAT ARE 
NOT STATES.— 

‘‘(A) INDIAN TRIBES, TRIBAL ORGANIZATIONS, 
OR URBAN INDIAN ORGANIZATIONS.—The Sec-
retary shall specify requirements for eligible en-
tities that are Indian Tribes (or a consortium of 
Indian Tribes), Tribal Organizations, or Urban 
Indian Organizations to apply for and conduct 
an early childhood home visitation program 
with a grant under this section. Such require-
ments shall, to the greatest extent practicable, 
be consistent with the requirements applicable 
to eligible entities that are States and shall re-
quire an Indian Tribe (or consortium), Tribal 
Organization, or Urban Indian Organization 
to— 

‘‘(i) conduct a needs assessment similar to the 
assessment required for all States under sub-
section (b); and 

‘‘(ii) establish quantifiable, measurable 3- and 
5-year benchmarks consistent with subsection 
(d)(1)(A). 

‘‘(B) NONPROFIT ORGANIZATIONS.—If, as of the 
beginning of fiscal year 2012, a State has not 
applied or been approved for a grant under this 
section, the Secretary may use amounts appro-
priated under paragraph (1) of subsection (j) 
that are available for expenditure under para-
graph (3) of that subsection to make a grant to 
an eligible entity that is a nonprofit organiza-
tion described in subsection (k)(1)(B) to conduct 
an early childhood home visitation program in 
the State. The Secretary shall specify the re-
quirements for such an organization to apply 
for and conduct the program which shall, to the 
greatest extent practicable, be consistent with 
the requirements applicable to eligible entities 
that are States and shall require the organiza-
tion to— 

‘‘(i) carry out the program based on the needs 
assessment conducted by the State under sub-
section (b); and 

‘‘(ii) establish quantifiable, measurable 3- and 
5-year benchmarks consistent with subsection 
(d)(1)(A). 

‘‘(3) RESEARCH AND OTHER EVALUATION AC-
TIVITIES.— 

‘‘(A) IN GENERAL.—The Secretary shall carry 
out a continuous program of research and eval-
uation activities in order to increase knowledge 
about the implementation and effectiveness of 
home visiting programs, using random assign-
ment designs to the maximum extent feasible. 
The Secretary may carry out such activities di-
rectly, or through grants, cooperative agree-
ments, or contracts. 
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‘‘(B) REQUIREMENTS.—The Secretary shall en-

sure that— 
‘‘(i) evaluation of a specific program or project 

is conducted by persons or individuals not di-
rectly involved in the operation of such program 
or project; and 

‘‘(ii) the conduct of research and evaluation 
activities includes consultation with inde-
pendent researchers, State officials, and devel-
opers and providers of home visiting programs 
on topics including research design and admin-
istrative data matching. 

‘‘(4) REPORT AND RECOMMENDATION.—Not 
later than December 31, 2015, the Secretary shall 
submit a report to Congress regarding the pro-
grams conducted with grants under this section. 
The report required under this paragraph shall 
include— 

‘‘(A) information regarding the extent to 
which eligible entities receiving grants under 
this section demonstrated improvements in each 
of the areas specified in subsection (d)(1)(A); 

‘‘(B) information regarding any technical as-
sistance provided under subsection 
(d)(1)(B)(iii)(I), including the type of any such 
assistance provided; and 

‘‘(C) recommendations for such legislative or 
administrative action as the Secretary deter-
mines appropriate. 

‘‘(i) APPLICATION OF OTHER PROVISIONS OF 
TITLE.— 

‘‘(1) IN GENERAL.—Except as provided in para-
graph (2), the other provisions of this title shall 
not apply to a grant made under this section. 

‘‘(2) EXCEPTIONS.—The following provisions of 
this title shall apply to a grant made under this 
section to the same extent and in the same man-
ner as such provisions apply to allotments made 
under section 502(c): 

‘‘(A) Section 504(b)(6) (relating to prohibition 
on payments to excluded individuals and enti-
ties). 

‘‘(B) Section 504(c) (relating to the use of 
funds for the purchase of technical assistance). 

‘‘(C) Section 504(d) (relating to a limitation on 
administrative expenditures). 

‘‘(D) Section 506 (relating to reports and au-
dits), but only to the extent determined by the 
Secretary to be appropriate for grants made 
under this section. 

‘‘(E) Section 507 (relating to penalties for false 
statements). 

‘‘(F) Section 508 (relating to nondiscrimina-
tion). 

‘‘(G) Section 509(a) (relating to the adminis-
tration of the grant program). 

‘‘(j) APPROPRIATIONS.— 
‘‘(1) IN GENERAL.—Out of any funds in the 

Treasury not otherwise appropriated, there are 
appropriated to the Secretary to carry out this 
section— 

‘‘(A) $100,000,000 for fiscal year 2010; 
‘‘(B) $250,000,000 for fiscal year 2011; 
‘‘(C) $350,000,000 for fiscal year 2012; 
‘‘(D) $400,000,000 for fiscal year 2013; and 
‘‘(E) $400,000,000 for fiscal year 2014. 
‘‘(2) RESERVATIONS.—Of the amount appro-

priated under this subsection for a fiscal year, 
the Secretary shall reserve— 

‘‘(A) 3 percent of such amount for purposes of 
making grants to eligible entities that are In-
dian Tribes (or a consortium of Indian Tribes), 
Tribal Organizations, or Urban Indian Organi-
zations; and 

‘‘(B) 3 percent of such amount for purposes of 
carrying out subsections (d)(1)(B)(iii), (g), and 
(h)(3). 

‘‘(3) AVAILABILITY.—Funds made available to 
an eligible entity under this section for a fiscal 
year shall remain available for expenditure by 
the eligible entity through the end of the second 
succeeding fiscal year after award. Any funds 
that are not expended by the eligible entity dur-
ing the period in which the funds are available 
under the preceding sentence may be used for 
grants to nonprofit organizations under sub-
section (h)(2)(B). 

‘‘(k) DEFINITIONS.—In this section: 

‘‘(1) ELIGIBLE ENTITY.— 
‘‘(A) IN GENERAL.—The term ‘eligible entity’ 

means a State, an Indian Tribe, Tribal Organi-
zation, or Urban Indian Organization, Puerto 
Rico, Guam, the Virgin Islands, the Northern 
Mariana Islands, and American Samoa. 

‘‘(B) NONPROFIT ORGANIZATIONS.—Only for 
purposes of awarding grants under subsection 
(h)(2)(B), such term shall include a nonprofit 
organization with an established record of pro-
viding early childhood home visitation programs 
or initiatives in a State or several States. 

‘‘(2) ELIGIBLE FAMILY.—The term ‘eligible 
family’ means— 

‘‘(A) a woman who is pregnant, and the fa-
ther of the child if the father is available; or 

‘‘(B) a parent or primary caregiver of a child, 
including grandparents or other relatives of the 
child, and foster parents, who are serving as the 
child’s primary caregiver from birth to kinder-
garten entry, and including a noncustodial par-
ent who has an ongoing relationship with, and 
at times provides physical care for, the child. 

‘‘(3) INDIAN TRIBE; TRIBAL ORGANIZATION.— 
The terms ‘Indian Tribe’ and ‘Tribal Organiza-
tion’, and ‘Urban Indian Organization’ have 
the meanings given such terms in section 4 of 
the Indian Health Care Improvement Act.’’. 
SEC. 2952. SUPPORT, EDUCATION, AND RESEARCH 

FOR POSTPARTUM DEPRESSION. 
(a) RESEARCH ON POSTPARTUM CONDITIONS.— 
(1) EXPANSION AND INTENSIFICATION OF ACTIVI-

TIES.—The Secretary of Health and Human 
Services (in this subsection and subsection (c) 
referred to as the ‘‘Secretary’’) is encouraged to 
continue activities on postpartum depression or 
postpartum psychosis (in this subsection and 
subsection (c) referred to as ‘‘postpartum condi-
tions’’), including research to expand the under-
standing of the causes of, and treatments for, 
postpartum conditions. Activities under this 
paragraph shall include conducting and sup-
porting the following: 

(A) Basic research concerning the etiology 
and causes of the conditions. 

(B) Epidemiological studies to address the fre-
quency and natural history of the conditions 
and the differences among racial and ethnic 
groups with respect to the conditions. 

(C) The development of improved screening 
and diagnostic techniques. 

(D) Clinical research for the development and 
evaluation of new treatments. 

(E) Information and education programs for 
health care professionals and the public, which 
may include a coordinated national campaign to 
increase the awareness and knowledge of 
postpartum conditions. Activities under such a 
national campaign may— 

(i) include public service announcements 
through television, radio, and other means; and 

(ii) focus on— 
(I) raising awareness about screening; 
(II) educating new mothers and their families 

about postpartum conditions to promote earlier 
diagnosis and treatment; and 

(III) ensuring that such education includes 
complete information concerning postpartum 
conditions, including its symptoms, methods of 
coping with the illness, and treatment resources. 

(2) SENSE OF CONGRESS REGARDING LONGITU-
DINAL STUDY OF RELATIVE MENTAL HEALTH CON-
SEQUENCES FOR WOMEN OF RESOLVING A PREG-
NANCY.— 

(A) SENSE OF CONGRESS.—It is the sense of 
Congress that the Director of the National Insti-
tute of Mental Health may conduct a nationally 
representative longitudinal study (during the 
period of fiscal years 2010 through 2019) of the 
relative mental health consequences for women 
of resolving a pregnancy (intended and unin-
tended) in various ways, including carrying the 
pregnancy to term and parenting the child, car-
rying the pregnancy to term and placing the 
child for adoption, miscarriage, and having an 
abortion. This study may assess the incidence, 
timing, magnitude, and duration of the imme-
diate and long-term mental health consequences 

(positive or negative) of these pregnancy out-
comes. 

(B) REPORT.—Subject to the completion of the 
study under subsection (a), beginning not later 
than 5 years after the date of the enactment of 
this Act, and periodically thereafter for the du-
ration of the study, such Director may prepare 
and submit to the Congress reports on the find-
ings of the study. 

(b) GRANTS TO PROVIDE SERVICES TO INDIVID-
UALS WITH A POSTPARTUM CONDITION AND 
THEIR FAMILIES.—Title V of the Social Security 
Act (42 U.S.C. 701 et seq.), as amended by sec-
tion 2951, is amended by adding at the end the 
following new section: 
‘‘SEC. 512. SERVICES TO INDIVIDUALS WITH A 

POSTPARTUM CONDITION AND 
THEIR FAMILIES. 

‘‘(a) IN GENERAL.—In addition to any other 
payments made under this title to a State, the 
Secretary may make grants to eligible entities 
for projects for the establishment, operation, 
and coordination of effective and cost-efficient 
systems for the delivery of essential services to 
individuals with or at risk for postpartum condi-
tions and their families. 

‘‘(b) CERTAIN ACTIVITIES.—To the extent prac-
ticable and appropriate, the Secretary shall en-
sure that projects funded under subsection (a) 
provide education and services with respect to 
the diagnosis and management of postpartum 
conditions for individuals with or at risk for 
postpartum conditions and their families. The 
Secretary may allow such projects to include the 
following: 

‘‘(1) Delivering or enhancing outpatient and 
home-based health and support services, includ-
ing case management and comprehensive treat-
ment services. 

‘‘(2) Delivering or enhancing inpatient care 
management services that ensure the well-being 
of the mother and family and the future devel-
opment of the infant. 

‘‘(3) Improving the quality, availability, and 
organization of health care and support services 
(including transportation services, attendant 
care, homemaker services, day or respite care, 
and providing counseling on financial assist-
ance and insurance). 

‘‘(4) Providing education about postpartum 
conditions to promote earlier diagnosis and 
treatment. Such education may include— 

‘‘(A) providing complete information on 
postpartum conditions, symptoms, methods of 
coping with the illness, and treatment resources; 
and 

‘‘(B) in the case of a grantee that is a State, 
hospital, or birthing facility— 

‘‘(i) providing education to new mothers and 
fathers, and other family members as appro-
priate, concerning postpartum conditions before 
new mothers leave the health facility; and 

‘‘(ii) ensuring that training programs regard-
ing such education are carried out at the health 
facility. 

‘‘(c) INTEGRATION WITH OTHER PROGRAMS.— 
To the extent practicable and appropriate, the 
Secretary may integrate the grant program 
under this section with other grant programs 
carried out by the Secretary, including the pro-
gram under section 330 of the Public Health 
Service Act. 

‘‘(d) REQUIREMENTS.—The Secretary shall es-
tablish requirements for grants made under this 
section that include a limit on the amount of 
grants funds that may be used for administra-
tion, accounting, reporting, or program over-
sight functions and a requirement for each eligi-
ble entity that receives a grant to submit, for 
each grant period, a report to the Secretary that 
describes how grant funds were used during 
such period. 

‘‘(e) TECHNICAL ASSISTANCE.—The Secretary 
may provide technical assistance to entities 
seeking a grant under this section in order to 
assist such entities in complying with the re-
quirements of this section. 

‘‘(f) APPLICATION OF OTHER PROVISIONS OF 
TITLE.— 
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‘‘(1) IN GENERAL.—Except as provided in para-

graph (2), the other provisions of this title shall 
not apply to a grant made under this section. 

‘‘(2) EXCEPTIONS.—The following provisions of 
this title shall apply to a grant made under this 
section to the same extent and in the same man-
ner as such provisions apply to allotments made 
under section 502(c): 

‘‘(A) Section 504(b)(6) (relating to prohibition 
on payments to excluded individuals and enti-
ties). 

‘‘(B) Section 504(c) (relating to the use of 
funds for the purchase of technical assistance). 

‘‘(C) Section 504(d) (relating to a limitation on 
administrative expenditures). 

‘‘(D) Section 506 (relating to reports and au-
dits), but only to the extent determined by the 
Secretary to be appropriate for grants made 
under this section. 

‘‘(E) Section 507 (relating to penalties for false 
statements). 

‘‘(F) Section 508 (relating to nondiscrimina-
tion). 

‘‘(G) Section 509(a) (relating to the adminis-
tration of the grant program). 

‘‘(g) DEFINITIONS.—In this section: 
‘‘(1) The term ‘eligible entity’— 
‘‘(A) means a public or nonprofit private enti-

ty; and 
‘‘(B) includes a State or local government, 

public-private partnership, recipient of a grant 
under section 330H of the Public Health Service 
Act (relating to the Healthy Start Initiative), 
public or nonprofit private hospital, community- 
based organization, hospice, ambulatory care 
facility, community health center, migrant 
health center, public housing primary care cen-
ter, or homeless health center. 

‘‘(2) The term ‘postpartum condition’ means 
postpartum depression or postpartum psy-
chosis.’’. 

(c) GENERAL PROVISIONS.— 
(1) AUTHORIZATION OF APPROPRIATIONS.—To 

carry out this section and the amendment made 
by subsection (b), there are authorized to be ap-
propriated, in addition to such other sums as 
may be available for such purpose— 

(A) $3,000,000 for fiscal year 2010; and 
(B) such sums as may be necessary for fiscal 

years 2011 and 2012. 
(2) REPORT BY THE SECRETARY.— 
(A) STUDY.—The Secretary shall conduct a 

study on the benefits of screening for 
postpartum conditions. 

(B) REPORT.—Not later than 2 years after the 
date of the enactment of this Act, the Secretary 
shall complete the study required by subpara-
graph (A) and submit a report to the Congress 
on the results of such study. 
SEC. 2953. PERSONAL RESPONSIBILITY EDU-

CATION. 
Title V of the Social Security Act (42 U.S.C. 

701 et seq.), as amended by sections 2951 and 
2952(c), is amended by adding at the end the fol-
lowing: 
‘‘SEC. 513. PERSONAL RESPONSIBILITY EDU-

CATION. 
‘‘(a) ALLOTMENTS TO STATES.— 
‘‘(1) AMOUNT.— 
‘‘(A) IN GENERAL.—For the purpose described 

in subsection (b), subject to the succeeding pro-
visions of this section, for each of fiscal years 
2010 through 2014, the Secretary shall allot to 
each State an amount equal to the product of— 

‘‘(i) the amount appropriated under sub-
section (f) for the fiscal year and available for 
allotments to States after the application of sub-
section (c); and 

‘‘(ii) the State youth population percentage 
determined under paragraph (2). 

‘‘(B) MINIMUM ALLOTMENT.— 
‘‘(i) IN GENERAL.—Each State allotment under 

this paragraph for a fiscal year shall be at least 
$250,000. 

‘‘(ii) PRO RATA ADJUSTMENTS.—The Secretary 
shall adjust on a pro rata basis the amount of 
the State allotments determined under this para-

graph for a fiscal year to the extent necessary to 
comply with clause (i). 

‘‘(C) APPLICATION REQUIRED TO ACCESS ALLOT-
MENTS.— 

‘‘(i) IN GENERAL.—A State shall not be paid 
from its allotment for a fiscal year unless the 
State submits an application to the Secretary for 
the fiscal year and the Secretary approves the 
application (or requires changes to the applica-
tion that the State satisfies) and meets such ad-
ditional requirements as the Secretary may 
specify. 

‘‘(ii) REQUIREMENTS.—The State application 
shall contain an assurance that the State has 
complied with the requirements of this section in 
preparing and submitting the application and 
shall include the following as well as such addi-
tional information as the Secretary may require: 

‘‘(I) Based on data from the Centers for Dis-
ease Control and Prevention National Center for 
Health Statistics, the most recent pregnancy 
rates for the State for youth ages 10 to 14 and 
youth ages 15 to 19 for which data are available, 
the most recent birth rates for such youth popu-
lations in the State for which data are avail-
able, and trends in those rates for the most re-
cently preceding 5-year period for which such 
data are available. 

‘‘(II) State-established goals for reducing the 
pregnancy rates and birth rates for such youth 
populations. 

‘‘(III) A description of the State’s plan for 
using the State allotments provided under this 
section to achieve such goals, especially among 
youth populations that are the most high-risk or 
vulnerable for pregnancies or otherwise have 
special circumstances, including youth in foster 
care, homeless youth, youth with HIV/AIDS, 
pregnant youth who are under 21 years of age, 
mothers who are under 21 years of age, and 
youth residing in areas with high birth rates for 
youth. 

‘‘(2) STATE YOUTH POPULATION PERCENTAGE.— 
‘‘(A) IN GENERAL.—For purposes of paragraph 

(1)(A)(ii), the State youth population percentage 
is, with respect to a State, the proportion (ex-
pressed as a percentage) of— 

‘‘(i) the number of individuals who have at-
tained age 10 but not attained age 20 in the 
State; to 

‘‘(ii) the number of such individuals in all 
States. 

‘‘(B) DETERMINATION OF NUMBER OF YOUTH.— 
The number of individuals described in clauses 
(i) and (ii) of subparagraph (A) in a State shall 
be determined on the basis of the most recent 
Bureau of the Census data. 

‘‘(3) AVAILABILITY OF STATE ALLOTMENTS.— 
Subject to paragraph (4)(A), amounts allotted to 
a State pursuant to this subsection for a fiscal 
year shall remain available for expenditure by 
the State through the end of the second suc-
ceeding fiscal year. 

‘‘(4) AUTHORITY TO AWARD GRANTS FROM 
STATE ALLOTMENTS TO LOCAL ORGANIZATIONS 
AND ENTITIES IN NONPARTICIPATING STATES.— 

‘‘(A) GRANTS FROM UNEXPENDED ALLOT-
MENTS.—If a State does not submit an applica-
tion under this section for fiscal year 2010 or 
2011, the State shall no longer be eligible to sub-
mit an application to receive funds from the 
amounts allotted for the State for each of fiscal 
years 2010 through 2014 and such amounts shall 
be used by the Secretary to award grants under 
this paragraph for each of fiscal years 2012 
through 2014. The Secretary also shall use any 
amounts from the allotments of States that sub-
mit applications under this section for a fiscal 
year that remain unexpended as of the end of 
the period in which the allotments are available 
for expenditure under paragraph (3) for award-
ing grants under this paragraph. 

‘‘(B) 3-YEAR GRANTS.— 
‘‘(i) IN GENERAL.—The Secretary shall solicit 

applications to award 3-year grants in each of 
fiscal years 2012, 2013, and 2014 to local organi-
zations and entities to conduct, consistent with 
subsection (b), programs and activities in States 

that do not submit an application for an allot-
ment under this section for fiscal year 2010 or 
2011. 

‘‘(ii) FAITH-BASED ORGANIZATIONS OR CON-
SORTIA.—The Secretary may solicit and award 
grants under this paragraph to faith-based or-
ganizations or consortia. 

‘‘(C) EVALUATION.—An organization or entity 
awarded a grant under this paragraph shall 
agree to participate in a rigorous Federal eval-
uation. 

‘‘(5) MAINTENANCE OF EFFORT.—No payment 
shall be made to a State from the allotment de-
termined for the State under this subsection or 
to a local organization or entity awarded a 
grant under paragraph (4), if the expenditure of 
non-federal funds by the State, organization, or 
entity for activities, programs, or initiatives for 
which amounts from allotments and grants 
under this subsection may be expended is less 
than the amount expended by the State, organi-
zation, or entity for such programs or initiatives 
for fiscal year 2009. 

‘‘(6) DATA COLLECTION AND REPORTING.—A 
State or local organization or entity receiving 
funds under this section shall cooperate with 
such requirements relating to the collection of 
data and information and reporting on out-
comes regarding the programs and activities car-
ried out with such funds, as the Secretary shall 
specify. 

‘‘(b) PURPOSE.— 
‘‘(1) IN GENERAL.—The purpose of an allot-

ment under subsection (a)(1) to a State is to en-
able the State (or, in the case of grants made 
under subsection (a)(4)(B), to enable a local or-
ganization or entity) to carry out personal re-
sponsibility education programs consistent with 
this subsection. 

‘‘(2) PERSONAL RESPONSIBILITY EDUCATION 
PROGRAMS.— 

‘‘(A) IN GENERAL.—In this section, the term 
‘personal responsibility education program’ 
means a program that is designed to educate 
adolescents on— 

‘‘(i) both abstinence and contraception for the 
prevention of pregnancy and sexually trans-
mitted infections, including HIV/AIDS, con-
sistent with the requirements of subparagraph 
(B); and 

‘‘(ii) at least 3 of the adulthood preparation 
subjects described in subparagraph (C). 

‘‘(B) REQUIREMENTS.—The requirements of 
this subparagraph are the following: 

‘‘(i) The program replicates evidence-based ef-
fective programs or substantially incorporates 
elements of effective programs that have been 
proven on the basis of rigorous scientific re-
search to change behavior, which means delay-
ing sexual activity, increasing condom or con-
traceptive use for sexually active youth, or re-
ducing pregnancy among youth. 

‘‘(ii) The program is medically-accurate and 
complete. 

‘‘(iii) The program includes activities to edu-
cate youth who are sexually active regarding re-
sponsible sexual behavior with respect to both 
abstinence and the use of contraception. 

‘‘(iv) The program places substantial emphasis 
on both abstinence and contraception for the 
prevention of pregnancy among youth and sexu-
ally transmitted infections. 

‘‘(v) The program provides age-appropriate in-
formation and activities. 

‘‘(vi) The information and activities carried 
out under the program are provided in the cul-
tural context that is most appropriate for indi-
viduals in the particular population group to 
which they are directed. 

‘‘(C) ADULTHOOD PREPARATION SUBJECTS.— 
The adulthood preparation subjects described in 
this subparagraph are the following: 

‘‘(i) Healthy relationships, such as positive 
self-esteem and relationship dynamics, friend-
ships, dating, romantic involvement, marriage, 
and family interactions. 

‘‘(ii) Adolescent development, such as the de-
velopment of healthy attitudes and values about 
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adolescent growth and development, body 
image, racial and ethnic diversity, and other re-
lated subjects. 

‘‘(iii) Financial literacy. 
‘‘(iv) Parent-child communication. 
‘‘(v) Educational and career success, such as 

developing skills for employment preparation, 
job seeking, independent living, financial self- 
sufficiency, and workplace productivity. 

‘‘(vi) Healthy life skills, such as goal-setting, 
decision making, negotiation, communication 
and interpersonal skills, and stress manage-
ment. 

‘‘(c) RESERVATIONS OF FUNDS.— 
‘‘(1) GRANTS TO IMPLEMENT INNOVATIVE 

STRATEGIES.—From the amount appropriated 
under subsection (f) for the fiscal year, the Sec-
retary shall reserve $10,000,000 of such amount 
for purposes of awarding grants to entities to 
implement innovative youth pregnancy preven-
tion strategies and target services to high-risk, 
vulnerable, and culturally under-represented 
youth populations, including youth in foster 
care, homeless youth, youth with HIV/AIDS, 
pregnant women who are under 21 years of age 
and their partners, mothers who are under 21 
years of age and their partners, and youth re-
siding in areas with high birth rates for youth. 
An entity awarded a grant under this para-
graph shall agree to participate in a rigorous 
Federal evaluation of the activities carried out 
with grant funds. 

‘‘(2) OTHER RESERVATIONS.—From the amount 
appropriated under subsection (f) for the fiscal 
year that remains after the application of para-
graph (1), the Secretary shall reserve the fol-
lowing amounts: 

‘‘(A) GRANTS FOR INDIAN TRIBES OR TRIBAL 
ORGANIZATIONS.—The Secretary shall reserve 5 
percent of such remainder for purposes of 
awarding grants to Indian tribes and tribal or-
ganizations in such manner, and subject to such 
requirements, as the Secretary, in consultation 
with Indian tribes and tribal organizations, de-
termines appropriate. 

‘‘(B) SECRETARIAL RESPONSIBILITIES.— 
‘‘(i) RESERVATION OF FUNDS.—The Secretary 

shall reserve 10 percent of such remainder for 
expenditures by the Secretary for the activities 
described in clauses (ii) and (iii). 

‘‘(ii) PROGRAM SUPPORT.—The Secretary shall 
provide, directly or through a competitive grant 
process, research, training and technical assist-
ance, including dissemination of research and 
information regarding effective and promising 
practices, providing consultation and resources 
on a broad array of teen pregnancy prevention 
strategies, including abstinence and contracep-
tion, and developing resources and materials to 
support the activities of recipients of grants and 
other State, tribal, and community organiza-
tions working to reduce teen pregnancy. In car-
rying out such functions, the Secretary shall 
collaborate with a variety of entities that have 
expertise in the prevention of teen pregnancy, 
HIV and sexually transmitted infections, 
healthy relationships, financial literacy, and 
other topics addressed through the personal re-
sponsibility education programs. 

‘‘(iii) EVALUATION.—The Secretary shall 
evaluate the programs and activities carried out 
with funds made available through allotments 
or grants under this section. 

‘‘(d) ADMINISTRATION.— 
‘‘(1) IN GENERAL.—The Secretary shall admin-

ister this section through the Assistant Sec-
retary for the Administration for Children and 
Families within the Department of Health and 
Human Services. 

‘‘(2) APPLICATION OF OTHER PROVISIONS OF 
TITLE.— 

‘‘(A) IN GENERAL.—Except as provided in sub-
paragraph (B), the other provisions of this title 
shall not apply to allotments or grants made 
under this section. 

‘‘(B) EXCEPTIONS.—The following provisions 
of this title shall apply to allotments and grants 
made under this section to the same extent and 

in the same manner as such provisions apply to 
allotments made under section 502(c): 

‘‘(i) Section 504(b)(6) (relating to prohibition 
on payments to excluded individuals and enti-
ties). 

‘‘(ii) Section 504(c) (relating to the use of 
funds for the purchase of technical assistance). 

‘‘(iii) Section 504(d) (relating to a limitation 
on administrative expenditures). 

‘‘(iv) Section 506 (relating to reports and au-
dits), but only to the extent determined by the 
Secretary to be appropriate for grants made 
under this section. 

‘‘(v) Section 507 (relating to penalties for false 
statements). 

‘‘(vi) Section 508 (relating to nondiscrimina-
tion). 

‘‘(e) DEFINITIONS.—In this section: 
‘‘(1) AGE-APPROPRIATE.—The term ‘age-appro-

priate’, with respect to the information in preg-
nancy prevention, means topics, messages, and 
teaching methods suitable to particular ages or 
age groups of children and adolescents, based 
on developing cognitive, emotional, and behav-
ioral capacity typical for the age or age group. 

‘‘(2) MEDICALLY ACCURATE AND COMPLETE.— 
The term ‘medically accurate and complete’ 
means verified or supported by the weight of re-
search conducted in compliance with accepted 
scientific methods and— 

‘‘(A) published in peer-reviewed journals, 
where applicable; or 

‘‘(B) comprising information that leading pro-
fessional organizations and agencies with rel-
evant expertise in the field recognize as accu-
rate, objective, and complete. 

‘‘(3) INDIAN TRIBES; TRIBAL ORGANIZATIONS.— 
The terms ‘Indian tribe’ and ‘Tribal organiza-
tion’ have the meanings given such terms in sec-
tion 4 of the Indian Health Care Improvement 
Act (25 U.S.C. 1603)). 

‘‘(4) YOUTH.—The term ‘youth’ means an indi-
vidual who has attained age 10 but has not at-
tained age 20. 

‘‘(f) APPROPRIATION.—For the purpose of car-
rying out this section, there is appropriated, out 
of any money in the Treasury not otherwise ap-
propriated, $75,000,000 for each of fiscal years 
2010 through 2014. Amounts appropriated under 
this subsection shall remain available until ex-
pended.’’. 
SEC. 2954. RESTORATION OF FUNDING FOR AB-

STINENCE EDUCATION. 
Section 510 of the Social Security Act (42 

U.S.C. 710) is amended— 
(1) in subsection (a), by striking ‘‘fiscal year 

1998 and each subsequent fiscal year’’ and in-
serting ‘‘each of fiscal years 2010 through 2014’’; 
and 

(2) in subsection (d)— 
(A) in the first sentence, by striking ‘‘1998 

through 2003’’ and inserting ‘‘2010 through 
2014’’; and 

(B) in the second sentence, by inserting ‘‘(ex-
cept that such appropriation shall be made on 
the date of enactment of the Patient Protection 
and Affordable Care Act in the case of fiscal 
year 2010)’’ before the period. 
SEC. 2955. INCLUSION OF INFORMATION ABOUT 

THE IMPORTANCE OF HAVING A 
HEALTH CARE POWER OF ATTORNEY 
IN TRANSITION PLANNING FOR 
CHILDREN AGING OUT OF FOSTER 
CARE AND INDEPENDENT LIVING 
PROGRAMS. 

(a) TRANSITION PLANNING.—Section 475(5)(H) 
of the Social Security Act (42 U.S.C. 675(5)(H)) 
is amended by inserting ‘‘includes information 
about the importance of designating another in-
dividual to make health care treatment decisions 
on behalf of the child if the child becomes un-
able to participate in such decisions and the 
child does not have, or does not want, a relative 
who would otherwise be authorized under State 
law to make such decisions, and provides the 
child with the option to execute a health care 
power of attorney, health care proxy, or other 
similar document recognized under State law,’’ 
after ‘‘employment services,’’. 

(b) INDEPENDENT LIVING EDUCATION.—Section 
477(b)(3) of such Act (42 U.S.C. 677(b)(3)) is 
amended by adding at the end the following: 

‘‘(K) A certification by the chief executive of-
ficer of the State that the State will ensure that 
an adolescent participating in the program 
under this section are provided with education 
about the importance of designating another in-
dividual to make health care treatment decisions 
on behalf of the adolescent if the adolescent be-
comes unable to participate in such decisions 
and the adolescent does not have, or does not 
want, a relative who would otherwise be au-
thorized under State law to make such deci-
sions, whether a health care power of attorney, 
health care proxy, or other similar document is 
recognized under State law, and how to execute 
such a document if the adolescent wants to do 
so.’’. 

(c) HEALTH OVERSIGHT AND COORDINATION 
PLAN.—Section 422(b)(15)(A) of such Act (42 
U.S.C. 622(b)(15)(A)) is amended— 

(1) in clause (v), by striking ‘‘and’’ at the end; 
and 

(2) by adding at the end the following: 
‘‘(vii) steps to ensure that the components of 

the transition plan development process required 
under section 475(5)(H) that relate to the health 
care needs of children aging out of foster care, 
including the requirements to include options 
for health insurance, information about a 
health care power of attorney, health care 
proxy, or other similar document recognized 
under State law, and to provide the child with 
the option to execute such a document, are met; 
and’’. 

(d) EFFECTIVE DATE.—The amendments made 
by this section take effect on October 1, 2010. 
TITLE III—IMPROVING THE QUALITY AND 

EFFICIENCY OF HEALTH CARE 
Subtitle A—Transforming the Health Care 

Delivery System 
PART I—LINKING PAYMENT TO QUALITY 

OUTCOMES UNDER THE MEDICARE PRO-
GRAM 

SEC. 3001. HOSPITAL VALUE-BASED PURCHASING 
PROGRAM. 

(a) PROGRAM.— 
(1) IN GENERAL.—Section 1886 of the Social Se-

curity Act (42 U.S.C. 1395ww), as amended by 
section 4102(a) of the HITECH Act (Public Law 
111–5), is amended by adding at the end the fol-
lowing new subsection: 

‘‘(o) HOSPITAL VALUE-BASED PURCHASING 
PROGRAM.— 

‘‘(1) ESTABLISHMENT.— 
‘‘(A) IN GENERAL.—Subject to the succeeding 

provisions of this subsection, the Secretary shall 
establish a hospital value-based purchasing pro-
gram (in this subsection referred to as the ‘Pro-
gram’) under which value-based incentive pay-
ments are made in a fiscal year to hospitals that 
meet the performance standards under para-
graph (3) for the performance period for such 
fiscal year (as established under paragraph (4)). 

‘‘(B) PROGRAM TO BEGIN IN FISCAL YEAR 2013.— 
The Program shall apply to payments for dis-
charges occurring on or after October 1, 2012. 

‘‘(C) APPLICABILITY OF PROGRAM TO HOS-
PITALS.— 

‘‘(i) IN GENERAL.—For purposes of this sub-
section, subject to clause (ii), the term ‘hospital’ 
means a subsection (d) hospital (as defined in 
subsection (d)(1)(B)). 

‘‘(ii) EXCLUSIONS.—The term ‘hospital’ shall 
not include, with respect to a fiscal year, a hos-
pital— 

‘‘(I) that is subject to the payment reduction 
under subsection (b)(3)(B)(viii)(I) for such fiscal 
year; 

‘‘(II) for which, during the performance pe-
riod for such fiscal year, the Secretary has cited 
deficiencies that pose immediate jeopardy to the 
health or safety of patients; 

‘‘(III) for which there are not a minimum 
number (as determined by the Secretary) of 
measures that apply to the hospital for the per-
formance period for such fiscal year; or 
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‘‘(IV) for which there are not a minimum 

number (as determined by the Secretary) of 
cases for the measures that apply to the hospital 
for the performance period for such fiscal year. 

‘‘(iii) INDEPENDENT ANALYSIS.—For purposes 
of determining the minimum numbers under sub-
clauses (III) and (IV) of clause (ii), the Sec-
retary shall have conducted an independent 
analysis of what numbers are appropriate. 

‘‘(iv) EXEMPTION.—In the case of a hospital 
that is paid under section 1814(b)(3), the Sec-
retary may exempt such hospital from the appli-
cation of this subsection if the State which is 
paid under such section submits an annual re-
port to the Secretary describing how a similar 
program in the State for a participating hospital 
or hospitals achieves or surpasses the measured 
results in terms of patient health outcomes and 
cost savings established under this subsection. 

‘‘(2) MEASURES.— 
‘‘(A) IN GENERAL.—The Secretary shall select 

measures for purposes of the Program. Such 
measures shall be selected from the measures 
specified under subsection (b)(3)(B)(viii). 

‘‘(B) REQUIREMENTS.— 
‘‘(i) FOR FISCAL YEAR 2013.—For value-based 

incentive payments made with respect to dis-
charges occurring during fiscal year 2013, the 
Secretary shall ensure the following: 

‘‘(I) CONDITIONS OR PROCEDURES.—Measures 
are selected under subparagraph (A) that cover 
at least the following 5 specific conditions or 
procedures: 

‘‘(aa) Acute myocardial infarction (AMI). 
‘‘(bb) Heart failure. 
‘‘(cc) Pneumonia. 
‘‘(dd) Surgeries, as measured by the Surgical 

Care Improvement Project (formerly referred to 
as ‘Surgical Infection Prevention’ for discharges 
occurring before July 2006). 

‘‘(ee) Healthcare-associated infections, as 
measured by the prevention metrics and targets 
established in the HHS Action Plan to Prevent 
Healthcare-Associated Infections (or any suc-
cessor plan) of the Department of Health and 
Human Services. 

‘‘(II) HCAHPS.—Measures selected under sub-
paragraph (A) shall be related to the Hospital 
Consumer Assessment of Healthcare Providers 
and Systems survey (HCAHPS). 

‘‘(ii) INCLUSION OF EFFICIENCY MEASURES.— 
For value-based incentive payments made with 
respect to discharges occurring during fiscal 
year 2014 or a subsequent fiscal year, the Sec-
retary shall ensure that measures selected under 
subparagraph (A) include efficiency measures, 
including measures of ‘Medicare spending per 
beneficiary’. Such measures shall be adjusted 
for factors such as age, sex, race, severity of ill-
ness, and other factors that the Secretary deter-
mines appropriate. 

‘‘(C) LIMITATIONS.— 
‘‘(i) TIME REQUIREMENT FOR PRIOR REPORTING 

AND NOTICE.—The Secretary may not select a 
measure under subparagraph (A) for use under 
the Program with respect to a performance pe-
riod for a fiscal year (as established under para-
graph (4)) unless such measure has been speci-
fied under subsection (b)(3)(B)(viii) and in-
cluded on the Hospital Compare Internet 
website for at least 1 year prior to the beginning 
of such performance period. 

‘‘(ii) MEASURE NOT APPLICABLE UNLESS HOS-
PITAL FURNISHES SERVICES APPROPRIATE TO THE 
MEASURE.—A measure selected under subpara-
graph (A) shall not apply to a hospital if such 
hospital does not furnish services appropriate to 
such measure. 

‘‘(D) REPLACING MEASURES.—Subclause (VI) 
of subsection (b)(3)(B)(viii) shall apply to meas-
ures selected under subparagraph (A) in the 
same manner as such subclause applies to meas-
ures selected under such subsection. 

‘‘(3) PERFORMANCE STANDARDS.— 
‘‘(A) ESTABLISHMENT.—The Secretary shall es-

tablish performance standards with respect to 
measures selected under paragraph (2) for a per-
formance period for a fiscal year (as established 
under paragraph (4)). 

‘‘(B) ACHIEVEMENT AND IMPROVEMENT.—The 
performance standards established under sub-
paragraph (A) shall include levels of achieve-
ment and improvement. 

‘‘(C) TIMING.—The Secretary shall establish 
and announce the performance standards under 
subparagraph (A) not later than 60 days prior to 
the beginning of the performance period for the 
fiscal year involved. 

‘‘(D) CONSIDERATIONS IN ESTABLISHING STAND-
ARDS.—In establishing performance standards 
with respect to measures under this paragraph, 
the Secretary shall take into account appro-
priate factors, such as— 

‘‘(i) practical experience with the measures in-
volved, including whether a significant propor-
tion of hospitals failed to meet the performance 
standard during previous performance periods; 

‘‘(ii) historical performance standards; 
‘‘(iii) improvement rates; and 
‘‘(iv) the opportunity for continued improve-

ment. 
‘‘(4) PERFORMANCE PERIOD.—For purposes of 

the Program, the Secretary shall establish the 
performance period for a fiscal year. Such per-
formance period shall begin and end prior to the 
beginning of such fiscal year. 

‘‘(5) HOSPITAL PERFORMANCE SCORE.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), the Secretary shall develop a methodology 
for assessing the total performance of each hos-
pital based on performance standards with re-
spect to the measures selected under paragraph 
(2) for a performance period (as established 
under paragraph (4)). Using such methodology, 
the Secretary shall provide for an assessment (in 
this subsection referred to as the ‘hospital per-
formance score’) for each hospital for each per-
formance period. 

‘‘(B) APPLICATION.— 
‘‘(i) APPROPRIATE DISTRIBUTION.—The Sec-

retary shall ensure that the application of the 
methodology developed under subparagraph (A) 
results in an appropriate distribution of value- 
based incentive payments under paragraph (6) 
among hospitals achieving different levels of 
hospital performance scores, with hospitals 
achieving the highest hospital performance 
scores receiving the largest value-based incen-
tive payments. 

‘‘(ii) HIGHER OF ACHIEVEMENT OR IMPROVE-
MENT.—The methodology developed under sub-
paragraph (A) shall provide that the hospital 
performance score is determined using the high-
er of its achievement or improvement score for 
each measure. 

‘‘(iii) WEIGHTS.—The methodology developed 
under subparagraph (A) shall provide for the 
assignment of weights for categories of measures 
as the Secretary determines appropriate. 

‘‘(iv) NO MINIMUM PERFORMANCE STANDARD.— 
The Secretary shall not set a minimum perform-
ance standard in determining the hospital per-
formance score for any hospital. 

‘‘(v) REFLECTION OF MEASURES APPLICABLE TO 
THE HOSPITAL.—The hospital performance score 
for a hospital shall reflect the measures that 
apply to the hospital. 

‘‘(6) CALCULATION OF VALUE-BASED INCENTIVE 
PAYMENTS.— 

‘‘(A) IN GENERAL.—In the case of a hospital 
that the Secretary determines meets (or exceeds) 
the performance standards under paragraph (3) 
for the performance period for a fiscal year (as 
established under paragraph (4)), the Secretary 
shall increase the base operating DRG payment 
amount (as defined in paragraph (7)(D)), as de-
termined after application of paragraph 
(7)(B)(i), for a hospital for each discharge oc-
curring in such fiscal year by the value-based 
incentive payment amount. 

‘‘(B) VALUE-BASED INCENTIVE PAYMENT 
AMOUNT.—The value-based incentive payment 
amount for each discharge of a hospital in a fis-
cal year shall be equal to the product of— 

‘‘(i) the base operating DRG payment amount 
(as defined in paragraph (7)(D)) for the dis-
charge for the hospital for such fiscal year; and 

‘‘(ii) the value-based incentive payment per-
centage specified under subparagraph (C) for 
the hospital for such fiscal year. 

‘‘(C) VALUE-BASED INCENTIVE PAYMENT PER-
CENTAGE.— 

‘‘(i) IN GENERAL.—The Secretary shall specify 
a value-based incentive payment percentage for 
a hospital for a fiscal year. 

‘‘(ii) REQUIREMENTS.—In specifying the value- 
based incentive payment percentage for each 
hospital for a fiscal year under clause (i), the 
Secretary shall ensure that— 

‘‘(I) such percentage is based on the hospital 
performance score of the hospital under para-
graph (5); and 

‘‘(II) the total amount of value-based incen-
tive payments under this paragraph to all hos-
pitals in such fiscal year is equal to the total 
amount available for value-based incentive pay-
ments for such fiscal year under paragraph 
(7)(A), as estimated by the Secretary. 

‘‘(7) FUNDING FOR VALUE-BASED INCENTIVE 
PAYMENTS.— 

‘‘(A) AMOUNT.—The total amount available 
for value-based incentive payments under para-
graph (6) for all hospitals for a fiscal year shall 
be equal to the total amount of reduced pay-
ments for all hospitals under subparagraph (B) 
for such fiscal year, as estimated by the Sec-
retary. 

‘‘(B) ADJUSTMENT TO PAYMENTS.— 
‘‘(i) IN GENERAL.—The Secretary shall reduce 

the base operating DRG payment amount (as 
defined in subparagraph (D)) for a hospital for 
each discharge in a fiscal year (beginning with 
fiscal year 2013) by an amount equal to the ap-
plicable percent (as defined in subparagraph 
(C)) of the base operating DRG payment amount 
for the discharge for the hospital for such fiscal 
year. The Secretary shall make such reductions 
for all hospitals in the fiscal year involved, re-
gardless of whether or not the hospital has been 
determined by the Secretary to have earned a 
value-based incentive payment under paragraph 
(6) for such fiscal year. 

‘‘(ii) NO EFFECT ON OTHER PAYMENTS.—Pay-
ments described in items (aa) and (bb) of sub-
paragraph (D)(i)(II) for a hospital shall be de-
termined as if this subsection had not been en-
acted. 

‘‘(C) APPLICABLE PERCENT DEFINED.—For pur-
poses of subparagraph (B), the term ‘applicable 
percent’ means— 

‘‘(i) with respect to fiscal year 2013, 1.0 per-
cent; 

‘‘(ii) with respect to fiscal year 2014, 1.25 per-
cent; 

‘‘(iii) with respect to fiscal year 2015, 1.5 per-
cent; 

‘‘(iv) with respect to fiscal year 2016, 1.75 per-
cent; and 

‘‘(v) with respect to fiscal year 2017 and suc-
ceeding fiscal years, 2 percent. 

‘‘(D) BASE OPERATING DRG PAYMENT AMOUNT 
DEFINED.— 

‘‘(i) IN GENERAL.—Except as provided in 
clause (ii), in this subsection, the term ‘base op-
erating DRG payment amount’ means, with re-
spect to a hospital for a fiscal year— 

‘‘(I) the payment amount that would other-
wise be made under subsection (d) (determined 
without regard to subsection (q)) for a discharge 
if this subsection did not apply; reduced by 

‘‘(II) any portion of such payment amount 
that is attributable to— 

‘‘(aa) payments under paragraphs (5)(A), 
(5)(B), (5)(F), and (12) of subsection (d); and 

‘‘(bb) such other payments under subsection 
(d) determined appropriate by the Secretary. 

‘‘(ii) SPECIAL RULES FOR CERTAIN HOSPITALS.— 
‘‘(I) SOLE COMMUNITY HOSPITALS AND MEDI-

CARE-DEPENDENT, SMALL RURAL HOSPITALS.—In 
the case of a medicare-dependent, small rural 
hospital (with respect to discharges occurring 
during fiscal year 2012 and 2013) or a sole com-
munity hospital, in applying subparagraph 
(A)(i), the payment amount that would other-
wise be made under subsection (d) shall be de-
termined without regard to subparagraphs (I) 
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and (L) of subsection (b)(3) and subparagraphs 
(D) and (G) of subsection (d)(5). 

‘‘(II) HOSPITALS PAID UNDER SECTION 1814.—In 
the case of a hospital that is paid under section 
1814(b)(3), the term ‘base operating DRG pay-
ment amount’ means the payment amount under 
such section. 

‘‘(8) ANNOUNCEMENT OF NET RESULT OF AD-
JUSTMENTS.—Under the Program, the Secretary 
shall, not later than 60 days prior to the fiscal 
year involved, inform each hospital of the ad-
justments to payments to the hospital for dis-
charges occurring in such fiscal year under 
paragraphs (6) and (7)(B)(i). 

‘‘(9) NO EFFECT IN SUBSEQUENT FISCAL 
YEARS.—The value-based incentive payment 
under paragraph (6) and the payment reduction 
under paragraph (7)(B)(i) shall each apply only 
with respect to the fiscal year involved, and the 
Secretary shall not take into account such 
value-based incentive payment or payment re-
duction in making payments to a hospital under 
this section in a subsequent fiscal year. 

‘‘(10) PUBLIC REPORTING.— 
‘‘(A) HOSPITAL SPECIFIC INFORMATION.— 
‘‘(i) IN GENERAL.—The Secretary shall make 

information available to the public regarding 
the performance of individual hospitals under 
the Program, including— 

‘‘(I) the performance of the hospital with re-
spect to each measure that applies to the hos-
pital; 

‘‘(II) the performance of the hospital with re-
spect to each condition or procedure; and 

‘‘(III) the hospital performance score assessing 
the total performance of the hospital. 

‘‘(ii) OPPORTUNITY TO REVIEW AND SUBMIT 
CORRECTIONS.—The Secretary shall ensure that 
a hospital has the opportunity to review, and 
submit corrections for, the information to be 
made public with respect to the hospital under 
clause (i) prior to such information being made 
public. 

‘‘(iii) WEBSITE.—Such information shall be 
posted on the Hospital Compare Internet website 
in an easily understandable format. 

‘‘(B) AGGREGATE INFORMATION.—The Sec-
retary shall periodically post on the Hospital 
Compare Internet website aggregate information 
on the Program, including— 

‘‘(i) the number of hospitals receiving value- 
based incentive payments under paragraph (6) 
and the range and total amount of such value- 
based incentive payments; and 

‘‘(ii) the number of hospitals receiving less 
than the maximum value-based incentive pay-
ment available to the hospital for the fiscal year 
involved and the range and amount of such 
payments. 

‘‘(11) IMPLEMENTATION.— 
‘‘(A) APPEALS.—The Secretary shall establish 

a process by which hospitals may appeal the 
calculation of a hospital’s performance assess-
ment with respect to the performance standards 
established under paragraph (3)(A) and the hos-
pital performance score under paragraph (5). 
The Secretary shall ensure that such process 
provides for resolution of such appeals in a 
timely manner. 

‘‘(B) LIMITATION ON REVIEW.—Except as pro-
vided in subparagraph (A), there shall be no ad-
ministrative or judicial review under section 
1869, section 1878, or otherwise of the following: 

‘‘(i) The methodology used to determine the 
amount of the value-based incentive payment 
under paragraph (6) and the determination of 
such amount. 

‘‘(ii) The determination of the amount of 
funding available for such value-based incentive 
payments under paragraph (7)(A) and the pay-
ment reduction under paragraph (7)(B)(i). 

‘‘(iii) The establishment of the performance 
standards under paragraph (3) and the perform-
ance period under paragraph (4). 

‘‘(iv) The measures specified under subsection 
(b)(3)(B)(viii) and the measures selected under 
paragraph (2). 

‘‘(v) The methodology developed under para-
graph (5) that is used to calculate hospital per-

formance scores and the calculation of such 
scores. 

‘‘(vi) The validation methodology specified in 
subsection (b)(3)(B)(viii)(XI). 

‘‘(C) CONSULTATION WITH SMALL HOSPITALS.— 
The Secretary shall consult with small rural and 
urban hospitals on the application of the Pro-
gram to such hospitals. 

‘‘(12) PROMULGATION OF REGULATIONS.—The 
Secretary shall promulgate regulations to carry 
out the Program, including the selection of 
measures under paragraph (2), the methodology 
developed under paragraph (5) that is used to 
calculate hospital performance scores, and the 
methodology used to determine the amount of 
value-based incentive payments under para-
graph (6).’’. 

(2) AMENDMENTS FOR REPORTING OF HOSPITAL 
QUALITY INFORMATION.—Section 
1886(b)(3)(B)(viii) of the Social Security Act (42 
U.S.C. 1395ww(b)(3)(B)(viii)) is amended— 

(A) in subclause (II), by adding at the end the 
following sentence: ‘‘The Secretary may require 
hospitals to submit data on measures that are 
not used for the determination of value-based 
incentive payments under subsection (o).’’; 

(B) in subclause (V), by striking ‘‘beginning 
with fiscal year 2008’’ and inserting ‘‘for fiscal 
years 2008 through 2012’’; 

(C) in subclause (VII), in the first sentence, by 
striking ‘‘data submitted’’ and inserting ‘‘infor-
mation regarding measures submitted’’; and 

(D) by adding at the end the following new 
subclauses: 

‘‘(VIII) Effective for payments beginning with 
fiscal year 2013, with respect to quality measures 
for outcomes of care, the Secretary shall provide 
for such risk adjustment as the Secretary deter-
mines to be appropriate to maintain incentives 
for hospitals to treat patients with severe ill-
nesses or conditions. 

‘‘(IX)(aa) Subject to item (bb), effective for 
payments beginning with fiscal year 2013, each 
measure specified by the Secretary under this 
clause shall be endorsed by the entity with a 
contract under section 1890(a). 

‘‘(bb) In the case of a specified area or med-
ical topic determined appropriate by the Sec-
retary for which a feasible and practical meas-
ure has not been endorsed by the entity with a 
contract under section 1890(a), the Secretary 
may specify a measure that is not so endorsed as 
long as due consideration is given to measures 
that have been endorsed or adopted by a con-
sensus organization identified by the Secretary. 

‘‘(X) To the extent practicable, the Secretary 
shall, with input from consensus organizations 
and other stakeholders, take steps to ensure 
that the measures specified by the Secretary 
under this clause are coordinated and aligned 
with quality measures applicable to— 

‘‘(aa) physicians under section 1848(k); and 
‘‘(bb) other providers of services and suppliers 

under this title. 
‘‘(XI) The Secretary shall establish a process 

to validate measures specified under this clause 
as appropriate. Such process shall include the 
auditing of a number of randomly selected hos-
pitals sufficient to ensure validity of the report-
ing program under this clause as a whole and 
shall provide a hospital with an opportunity to 
appeal the validation of measures reported by 
such hospital.’’. 

(3) WEBSITE IMPROVEMENTS.—Section 
1886(b)(3)(B) of the Social Security Act (42 
U.S.C. 1395ww(b)(3)(B)), as amended by section 
4102(b) of the HITECH Act (Public Law 111–5), 
is amended by adding at the end the following 
new clause: 

‘‘(x)(I) The Secretary shall develop standard 
Internet website reports tailored to meet the 
needs of various stakeholders such as hospitals, 
patients, researchers, and policymakers. The 
Secretary shall seek input from such stake-
holders in determining the type of information 
that is useful and the formats that best facili-
tate the use of the information. 

‘‘(II) The Secretary shall modify the Hospital 
Compare Internet website to make the use and 

navigation of that website readily available to 
individuals accessing it.’’. 

(4) GAO STUDY AND REPORT.— 
(A) STUDY.—The Comptroller General of the 

United States shall conduct a study on the per-
formance of the hospital value-based purchasing 
program established under section 1886(o) of the 
Social Security Act, as added by paragraph (1). 
Such study shall include an analysis of the im-
pact of such program on— 

(i) the quality of care furnished to Medicare 
beneficiaries, including diverse Medicare bene-
ficiary populations (such as diverse in terms of 
race, ethnicity, and socioeconomic status); 

(ii) expenditures under the Medicare program, 
including any reduced expenditures under Part 
A of title XVIII of such Act that are attributable 
to the improvement in the delivery of inpatient 
hospital services by reason of such hospital 
value-based purchasing program; 

(iii) the quality performance among safety net 
hospitals and any barriers such hospitals face 
in meeting the performance standards applicable 
under such hospital value-based purchasing 
program; and 

(iv) the quality performance among small 
rural and small urban hospitals and any bar-
riers such hospitals face in meeting the perform-
ance standards applicable under such hospital 
value-based purchasing program. 

(B) REPORTS.— 
(i) INTERIM REPORT.—Not later than October 

1, 2015, the Comptroller General of the United 
States shall submit to Congress an interim report 
containing the results of the study conducted 
under subparagraph (A), together with rec-
ommendations for such legislation and adminis-
trative action as the Comptroller General deter-
mines appropriate. 

(ii) FINAL REPORT.—Not later than July 1, 
2017, the Comptroller General of the United 
States shall submit to Congress a report con-
taining the results of the study conducted under 
subparagraph (A), together with recommenda-
tions for such legislation and administrative ac-
tion as the Comptroller General determines ap-
propriate. 

(5) HHS STUDY AND REPORT.— 
(A) STUDY.—The Secretary of Health and 

Human Services shall conduct a study on the 
performance of the hospital value-based pur-
chasing program established under section 
1886(o) of the Social Security Act, as added by 
paragraph (1). Such study shall include an 
analysis— 

(i) of ways to improve the hospital value- 
based purchasing program and ways to address 
any unintended consequences that may occur as 
a result of such program; 

(ii) of whether the hospital value-based pur-
chasing program resulted in lower spending 
under the Medicare program under title XVIII 
of such Act or other financial savings to hos-
pitals; 

(iii) the appropriateness of the Medicare pro-
gram sharing in any savings generated through 
the hospital value-based purchasing program; 
and 

(iv) any other area determined appropriate by 
the Secretary. 

(B) REPORT.—Not later than January 1, 2016, 
the Secretary of Health and Human Services 
shall submit to Congress a report containing the 
results of the study conducted under subpara-
graph (A), together with recommendations for 
such legislation and administrative action as 
the Secretary determines appropriate. 

(b) VALUE-BASED PURCHASING DEMONSTRA-
TION PROGRAMS.— 

(1) VALUE-BASED PURCHASING DEMONSTRATION 
PROGRAM FOR INPATIENT CRITICAL ACCESS HOS-
PITALS.— 

(A) ESTABLISHMENT.— 
(i) IN GENERAL.—Not later than 2 years after 

the date of enactment of this Act, the Secretary 
of Health and Human Services (in this sub-
section referred to as the ‘‘Secretary’’) shall es-
tablish a demonstration program under which 
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the Secretary establishes a value-based pur-
chasing program under the Medicare program 
under title XVIII of the Social Security Act for 
critical access hospitals (as defined in para-
graph (1) of section 1861(mm) of such Act (42 
U.S.C. 1395x(mm))) with respect to inpatient 
critical access hospital services (as defined in 
paragraph (2) of such section) in order to test 
innovative methods of measuring and rewarding 
quality and efficient health care furnished by 
such hospitals. 

(ii) DURATION.—The demonstration program 
under this paragraph shall be conducted for a 3- 
year period. 

(iii) SITES.—The Secretary shall conduct the 
demonstration program under this paragraph at 
an appropriate number (as determined by the 
Secretary) of critical access hospitals. The Sec-
retary shall ensure that such hospitals are rep-
resentative of the spectrum of such hospitals 
that participate in the Medicare program. 

(B) WAIVER AUTHORITY.—The Secretary may 
waive such requirements of titles XI and XVIII 
of the Social Security Act as may be necessary 
to carry out the demonstration program under 
this paragraph. 

(C) BUDGET NEUTRALITY REQUIREMENT.—In 
conducting the demonstration program under 
this section, the Secretary shall ensure that the 
aggregate payments made by the Secretary do 
not exceed the amount which the Secretary 
would have paid if the demonstration program 
under this section was not implemented. 

(D) REPORT.—Not later than 18 months after 
the completion of the demonstration program 
under this paragraph, the Secretary shall sub-
mit to Congress a report on the demonstration 
program together with— 

(i) recommendations on the establishment of a 
permanent value-based purchasing program 
under the Medicare program for critical access 
hospitals with respect to inpatient critical access 
hospital services; and 

(ii) recommendations for such other legislation 
and administrative action as the Secretary de-
termines appropriate. 

(2) VALUE-BASED PURCHASING DEMONSTRATION 
PROGRAM FOR HOSPITALS EXCLUDED FROM HOS-
PITAL VALUE-BASED PURCHASING PROGRAM AS A 
RESULT OF INSUFFICIENT NUMBERS OF MEASURES 
AND CASES.— 

(A) ESTABLISHMENT.— 
(i) IN GENERAL.—Not later than 2 years after 

the date of enactment of this Act, the Secretary 
shall establish a demonstration program under 
which the Secretary establishes a value-based 
purchasing program under the Medicare pro-
gram under title XVIII of the Social Security 
Act for applicable hospitals (as defined in clause 
(ii)) with respect to inpatient hospital services 
(as defined in section 1861(b) of the Social Secu-
rity Act (42 U.S.C. 1395x(b))) in order to test in-
novative methods of measuring and rewarding 
quality and efficient health care furnished by 
such hospitals. 

(ii) APPLICABLE HOSPITAL DEFINED.—For pur-
poses of this paragraph, the term ‘‘applicable 
hospital’’ means a hospital described in sub-
clause (III) or (IV) of section 1886(o)(1)(C)(ii) of 
the Social Security Act, as added by subsection 
(a)(1). 

(iii) DURATION.—The demonstration program 
under this paragraph shall be conducted for a 3- 
year period. 

(iv) SITES.—The Secretary shall conduct the 
demonstration program under this paragraph at 
an appropriate number (as determined by the 
Secretary) of applicable hospitals. The Secretary 
shall ensure that such hospitals are representa-
tive of the spectrum of such hospitals that par-
ticipate in the Medicare program. 

(B) WAIVER AUTHORITY.—The Secretary may 
waive such requirements of titles XI and XVIII 
of the Social Security Act as may be necessary 
to carry out the demonstration program under 
this paragraph. 

(C) BUDGET NEUTRALITY REQUIREMENT.—In 
conducting the demonstration program under 

this section, the Secretary shall ensure that the 
aggregate payments made by the Secretary do 
not exceed the amount which the Secretary 
would have paid if the demonstration program 
under this section was not implemented. 

(D) REPORT.—Not later than 18 months after 
the completion of the demonstration program 
under this paragraph, the Secretary shall sub-
mit to Congress a report on the demonstration 
program together with— 

(i) recommendations on the establishment of a 
permanent value-based purchasing program 
under the Medicare program for applicable hos-
pitals with respect to inpatient hospital services; 
and 

(ii) recommendations for such other legislation 
and administrative action as the Secretary de-
termines appropriate. 
SEC. 3002. IMPROVEMENTS TO THE PHYSICIAN 

QUALITY REPORTING SYSTEM. 
(a) EXTENSION.—Section 1848(m) of the Social 

Security Act (42 U.S.C. 1395w–4(m)) is amend-
ed— 

(1) in paragraph (1)— 
(A) in subparagraph (A), in the matter pre-

ceding clause (i), by striking ‘‘2010’’ and insert-
ing ‘‘2014’’; and 

(B) in subparagraph (B)— 
(i) in clause (i), by striking ‘‘and’’ at the end; 
(ii) in clause (ii), by striking the period at the 

end and inserting a semicolon; and 
(iii) by adding at the end the following new 

clauses: 
‘‘(iii) for 2011, 1.0 percent; and 
‘‘(iv) for 2012, 2013, and 2014, 0.5 percent.’’; 
(2) in paragraph (3)— 
(A) in subparagraph (A), in the matter pre-

ceding clause (i), by inserting ‘‘(or, for purposes 
of subsection (a)(8), for the quality reporting pe-
riod for the year)’’ after ‘‘reporting period’’; and 

(B) in subparagraph (C)(i), by inserting ‘‘, or, 
for purposes of subsection (a)(8), for a quality 
reporting period for the year’’ after ‘‘(a)(5), for 
a reporting period for a year’’; 

(3) in paragraph (5)(E)(iv), by striking ‘‘sub-
section (a)(5)(A)’’ and inserting ‘‘paragraphs 
(5)(A) and (8)(A) of subsection (a)’’; and 

(4) in paragraph (6)(C)— 
(A) in clause (i)(II), by striking ‘‘, 2009, 2010, 

and 2011’’ and inserting ‘‘and subsequent 
years’’; and 

(B) in clause (iii)— 
(i) by inserting ‘‘(a)(8)’’ after ‘‘(a)(5)’’; and 
(ii) by striking ‘‘under subparagraph (D)(iii) 

of such subsection’’ and inserting ‘‘under sub-
section (a)(5)(D)(iii) or the quality reporting pe-
riod under subsection (a)(8)(D)(iii), respec-
tively’’. 

(b) INCENTIVE PAYMENT ADJUSTMENT FOR 
QUALITY REPORTING.—Section 1848(a) of the So-
cial Security Act (42 U.S.C. 1395w–4(a)) is 
amended by adding at the end the following 
new paragraph: 

‘‘(8) INCENTIVES FOR QUALITY REPORTING.— 
‘‘(A) ADJUSTMENT.— 
‘‘(i) IN GENERAL.—With respect to covered pro-

fessional services furnished by an eligible pro-
fessional during 2015 or any subsequent year, if 
the eligible professional does not satisfactorily 
submit data on quality measures for covered 
professional services for the quality reporting 
period for the year (as determined under sub-
section (m)(3)(A)), the fee schedule amount for 
such services furnished by such professional 
during the year (including the fee schedule 
amount for purposes of determining a payment 
based on such amount) shall be equal to the ap-
plicable percent of the fee schedule amount that 
would otherwise apply to such services under 
this subsection (determined after application of 
paragraphs (3), (5), and (7), but without regard 
to this paragraph). 

‘‘(ii) APPLICABLE PERCENT.—For purposes of 
clause (i), the term ‘applicable percent’ means— 

‘‘(I) for 2015, 98.5 percent; and 
‘‘(II) for 2016 and each subsequent year, 98 

percent. 
‘‘(B) APPLICATION.— 

‘‘(i) PHYSICIAN REPORTING SYSTEM RULES.— 
Paragraphs (5), (6), and (8) of subsection (k) 
shall apply for purposes of this paragraph in 
the same manner as they apply for purposes of 
such subsection. 

‘‘(ii) INCENTIVE PAYMENT VALIDATION RULES.— 
Clauses (ii) and (iii) of subsection (m)(5)(D) 
shall apply for purposes of this paragraph in a 
similar manner as they apply for purposes of 
such subsection. 

‘‘(C) DEFINITIONS.—For purposes of this para-
graph: 

‘‘(i) ELIGIBLE PROFESSIONAL; COVERED PRO-
FESSIONAL SERVICES.—The terms ‘eligible profes-
sional’ and ‘covered professional services’ have 
the meanings given such terms in subsection 
(k)(3). 

‘‘(ii) PHYSICIAN REPORTING SYSTEM.—The term 
‘physician reporting system’ means the system 
established under subsection (k). 

‘‘(iii) QUALITY REPORTING PERIOD.—The term 
‘quality reporting period’ means, with respect to 
a year, a period specified by the Secretary.’’. 

(c) MAINTENANCE OF CERTIFICATION PRO-
GRAMS.— 

(1) IN GENERAL.—Section 1848(k)(4) of the So-
cial Security Act (42 U.S.C. 1395w–4(k)(4)) is 
amended by inserting ‘‘or through a Mainte-
nance of Certification program operated by a 
specialty body of the American Board of Med-
ical Specialties that meets the criteria for such a 
registry’’ after ‘‘Database)’’. 

(2) EFFECTIVE DATE.—The amendment made 
by paragraph (1) shall apply for years after 
2010. 

(d) INTEGRATION OF PHYSICIAN QUALITY RE-
PORTING AND EHR REPORTING.—Section 1848(m) 
of the Social Security Act (42 U.S.C. 1395w–4(m)) 
is amended by adding at the end the following 
new paragraph: 

‘‘(7) INTEGRATION OF PHYSICIAN QUALITY RE-
PORTING AND EHR REPORTING.—Not later than 
January 1, 2012, the Secretary shall develop a 
plan to integrate reporting on quality measures 
under this subsection with reporting require-
ments under subsection (o) relating to the mean-
ingful use of electronic health records. Such in-
tegration shall consist of the following: 

‘‘(A) The selection of measures, the reporting 
of which would both demonstrate— 

‘‘(i) meaningful use of an electronic health 
record for purposes of subsection (o); and 

‘‘(ii) quality of care furnished to an indi-
vidual. 

‘‘(B) Such other activities as specified by the 
Secretary.’’. 

(e) FEEDBACK.—Section 1848(m)(5) of the So-
cial Security Act (42 U.S.C. 1395w–4(m)(5)) is 
amended by adding at the end the following 
new subparagraph: 

‘‘(H) FEEDBACK.—The Secretary shall provide 
timely feedback to eligible professionals on the 
performance of the eligible professional with re-
spect to satisfactorily submitting data on qual-
ity measures under this subsection.’’. 

(f) APPEALS.—Such section is further amend-
ed— 

(1) in subparagraph (E), by striking ‘‘There 
shall’’ and inserting ‘‘Except as provided in sub-
paragraph (I), there shall’’; and 

(2) by adding at the end the following new 
subparagraph: 

‘‘(I) INFORMAL APPEALS PROCESS.—The Sec-
retary shall, by not later than January 1, 2011, 
establish and have in place an informal process 
for eligible professionals to seek a review of the 
determination that an eligible professional did 
not satisfactorily submit data on quality meas-
ures under this subsection.’’. 
SEC. 3003. IMPROVEMENTS TO THE PHYSICIAN 

FEEDBACK PROGRAM. 
(a) IN GENERAL.—Section 1848(n) of the Social 

Security Act (42 U.S.C. 1395w–4(n)) is amend-
ed— 

(1) in paragraph (1)— 
(A) in subparagraph (A)— 
(i) by striking ‘‘GENERAL.—The Secretary’’ 

and inserting ‘‘GENERAL.— 
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‘‘(i) ESTABLISHMENT.—The Secretary’’; 
(ii) in clause (i), as added by clause (i), by 

striking ‘‘the ‘Program’)’’ and all that follows 
through the period at the end of the second sen-
tence and inserting ‘‘the ‘Program’).’’; and 

(iii) by adding at the end the following new 
clauses: 

‘‘(ii) REPORTS ON RESOURCES.—The Secretary 
shall use claims data under this title (and may 
use other data) to provide confidential reports 
to physicians (and, as determined appropriate 
by the Secretary, to groups of physicians) that 
measure the resources involved in furnishing 
care to individuals under this title. 

‘‘(iii) INCLUSION OF CERTAIN INFORMATION.—If 
determined appropriate by the Secretary, the 
Secretary may include information on the qual-
ity of care furnished to individuals under this 
title by the physician (or group of physicians) in 
such reports.’’; and 

(B) in subparagraph (B), by striking ‘‘sub-
paragraph (A)’’ and inserting ‘‘subparagraph 
(A)(ii)’’; 

(2) in paragraph (4)— 
(A) in the heading, by inserting ‘‘INITIAL’’ 

after ‘‘FOCUS’’; and 
(B) in the matter preceding subparagraph (A), 

by inserting ‘‘initial’’ after ‘‘focus the’’; 
(3) in paragraph (6), by adding at the end the 

following new sentence: ‘‘For adjustments for 
reports on utilization under paragraph (9), see 
subparagraph (D) of such paragraph.’’; and 

(4) by adding at the end the following new 
paragraphs: 

‘‘(9) REPORTS ON UTILIZATION.— 
‘‘(A) DEVELOPMENT OF EPISODE GROUPER.— 
‘‘(i) IN GENERAL.—The Secretary shall develop 

an episode grouper that combines separate but 
clinically related items and services into an epi-
sode of care for an individual, as appropriate. 

‘‘(ii) TIMELINE FOR DEVELOPMENT.—The epi-
sode grouper described in subparagraph (A) 
shall be developed by not later than January 1, 
2012. 

‘‘(iii) PUBLIC AVAILABILITY.—The Secretary 
shall make the details of the episode grouper de-
scribed in subparagraph (A) available to the 
public. 

‘‘(iv) ENDORSEMENT.—The Secretary shall seek 
endorsement of the episode grouper described in 
subparagraph (A) by the entity with a contract 
under section 1890(a). 

‘‘(B) REPORTS ON UTILIZATION.—Effective be-
ginning with 2012, the Secretary shall provide 
reports to physicians that compare, as deter-
mined appropriate by the Secretary, patterns of 
resource use of the individual physician to such 
patterns of other physicians. 

‘‘(C) ANALYSIS OF DATA.—The Secretary shall, 
for purposes of preparing reports under this 
paragraph, establish methodologies as appro-
priate, such as to— 

‘‘(i) attribute episodes of care, in whole or in 
part, to physicians; 

‘‘(ii) identify appropriate physicians for pur-
poses of comparison under subparagraph (B); 
and 

‘‘(iii) aggregate episodes of care attributed to 
a physician under clause (i) into a composite 
measure per individual. 

‘‘(D) DATA ADJUSTMENT.—In preparing reports 
under this paragraph, the Secretary shall make 
appropriate adjustments, including adjust-
ments— 

‘‘(i) to account for differences in socio-
economic and demographic characteristics, eth-
nicity, and health status of individuals (such as 
to recognize that less healthy individuals may 
require more intensive interventions); and 

‘‘(ii) to eliminate the effect of geographic ad-
justments in payment rates (as described in sub-
section (e)). 

‘‘(E) PUBLIC AVAILABILITY OF METHOD-
OLOGY.—The Secretary shall make available to 
the public— 

‘‘(i) the methodologies established under sub-
paragraph (C); 

‘‘(ii) information regarding any adjustments 
made to data under subparagraph (D); and 

‘‘(iii) aggregate reports with respect to physi-
cians. 

‘‘(F) DEFINITION OF PHYSICIAN.—In this para-
graph: 

‘‘(i) IN GENERAL.—The term ‘physician’ has 
the meaning given that term in section 
1861(r)(1). 

‘‘(ii) TREATMENT OF GROUPS.—Such term in-
cludes, as the Secretary determines appropriate, 
a group of physicians. 

‘‘(G) LIMITATIONS ON REVIEW.—There shall be 
no administrative or judicial review under sec-
tion 1869, section 1878, or otherwise of the estab-
lishment of the methodology under subpara-
graph (C), including the determination of an 
episode of care under such methodology. 

‘‘(10) COORDINATION WITH OTHER VALUE-BASED 
PURCHASING REFORMS.—The Secretary shall co-
ordinate the Program with the value-based pay-
ment modifier established under subsection (p) 
and, as the Secretary determines appropriate, 
other similar provisions of this title.’’. 

(b) CONFORMING AMENDMENT.—Section 1890(b) 
of the Social Security Act (42 U.S.C. 1395aaa(b)) 
is amended by adding at the end the following 
new paragraph: 

‘‘(6) REVIEW AND ENDORSEMENT OF EPISODE 
GROUPER UNDER THE PHYSICIAN FEEDBACK PRO-
GRAM.—The entity shall provide for the review 
and, as appropriate, the endorsement of the epi-
sode grouper developed by the Secretary under 
section 1848(n)(9)(A). Such review shall be con-
ducted on an expedited basis.’’. 
SEC. 3004. QUALITY REPORTING FOR LONG-TERM 

CARE HOSPITALS, INPATIENT REHA-
BILITATION HOSPITALS, AND HOS-
PICE PROGRAMS. 

(a) LONG-TERM CARE HOSPITALS.—Section 
1886(m) of the Social Security Act (42 U.S.C. 
1395ww(m)), as amended by section 3401(c), is 
amended by adding at the end the following 
new paragraph: 

‘‘(5) QUALITY REPORTING.— 
‘‘(A) REDUCTION IN UPDATE FOR FAILURE TO 

REPORT.— 
‘‘(i) IN GENERAL.—Under the system described 

in paragraph (1), for rate year 2014 and each 
subsequent rate year, in the case of a long-term 
care hospital that does not submit data to the 
Secretary in accordance with subparagraph (C) 
with respect to such a rate year, any annual 
update to a standard Federal rate for discharges 
for the hospital during the rate year, and after 
application of paragraph (3), shall be reduced 
by 2 percentage points. 

‘‘(ii) SPECIAL RULE.—The application of this 
subparagraph may result in such annual update 
being less than 0.0 for a rate year, and may re-
sult in payment rates under the system de-
scribed in paragraph (1) for a rate year being 
less than such payment rates for the preceding 
rate year. 

‘‘(B) NONCUMULATIVE APPLICATION.—Any re-
duction under subparagraph (A) shall apply 
only with respect to the rate year involved and 
the Secretary shall not take into account such 
reduction in computing the payment amount 
under the system described in paragraph (1) for 
a subsequent rate year. 

‘‘(C) SUBMISSION OF QUALITY DATA.—For rate 
year 2014 and each subsequent rate year, each 
long-term care hospital shall submit to the Sec-
retary data on quality measures specified under 
subparagraph (D). Such data shall be submitted 
in a form and manner, and at a time, specified 
by the Secretary for purposes of this subpara-
graph. 

‘‘(D) QUALITY MEASURES.— 
‘‘(i) IN GENERAL.—Subject to clause (ii), any 

measure specified by the Secretary under this 
subparagraph must have been endorsed by the 
entity with a contract under section 1890(a). 

‘‘(ii) EXCEPTION.—In the case of a specified 
area or medical topic determined appropriate by 
the Secretary for which a feasible and practical 
measure has not been endorsed by the entity 
with a contract under section 1890(a), the Sec-
retary may specify a measure that is not so en-

dorsed as long as due consideration is given to 
measures that have been endorsed or adopted by 
a consensus organization identified by the Sec-
retary. 

‘‘(iii) TIME FRAME.—Not later than October 1, 
2012, the Secretary shall publish the measures 
selected under this subparagraph that will be 
applicable with respect to rate year 2014. 

‘‘(E) PUBLIC AVAILABILITY OF DATA SUB-
MITTED.—The Secretary shall establish proce-
dures for making data submitted under subpara-
graph (C) available to the public. Such proce-
dures shall ensure that a long-term care hos-
pital has the opportunity to review the data 
that is to be made public with respect to the hos-
pital prior to such data being made public. The 
Secretary shall report quality measures that re-
late to services furnished in inpatient settings in 
long-term care hospitals on the Internet website 
of the Centers for Medicare & Medicaid Serv-
ices.’’. 

(b) INPATIENT REHABILITATION HOSPITALS.— 
Section 1886(j) of the Social Security Act (42 
U.S.C. 1395ww(j)) is amended— 

(1) by redesignating paragraph (7) as para-
graph (8); and 

(2) by inserting after paragraph (6) the fol-
lowing new paragraph: 

‘‘(7) QUALITY REPORTING.— 
‘‘(A) REDUCTION IN UPDATE FOR FAILURE TO 

REPORT.— 
‘‘(i) IN GENERAL.—For purposes of fiscal year 

2014 and each subsequent fiscal year, in the case 
of a rehabilitation facility that does not submit 
data to the Secretary in accordance with sub-
paragraph (C) with respect to such a fiscal year, 
after determining the increase factor described 
in paragraph (3)(C), and after application of 
paragraph (3)(D), the Secretary shall reduce 
such increase factor for payments for discharges 
occurring during such fiscal year by 2 percent-
age points. 

‘‘(ii) SPECIAL RULE.—The application of this 
subparagraph may result in the increase factor 
described in paragraph (3)(C) being less than 0.0 
for a fiscal year, and may result in payment 
rates under this subsection for a fiscal year 
being less than such payment rates for the pre-
ceding fiscal year. 

‘‘(B) NONCUMULATIVE APPLICATION.—Any re-
duction under subparagraph (A) shall apply 
only with respect to the fiscal year involved and 
the Secretary shall not take into account such 
reduction in computing the payment amount 
under this subsection for a subsequent fiscal 
year. 

‘‘(C) SUBMISSION OF QUALITY DATA.—For fis-
cal year 2014 and each subsequent rate year, 
each rehabilitation facility shall submit to the 
Secretary data on quality measures specified 
under subparagraph (D). Such data shall be 
submitted in a form and manner, and at a time, 
specified by the Secretary for purposes of this 
subparagraph. 

‘‘(D) QUALITY MEASURES.— 
‘‘(i) IN GENERAL.—Subject to clause (ii), any 

measure specified by the Secretary under this 
subparagraph must have been endorsed by the 
entity with a contract under section 1890(a). 

‘‘(ii) EXCEPTION.—In the case of a specified 
area or medical topic determined appropriate by 
the Secretary for which a feasible and practical 
measure has not been endorsed by the entity 
with a contract under section 1890(a), the Sec-
retary may specify a measure that is not so en-
dorsed as long as due consideration is given to 
measures that have been endorsed or adopted by 
a consensus organization identified by the Sec-
retary. 

‘‘(iii) TIME FRAME.—Not later than October 1, 
2012, the Secretary shall publish the measures 
selected under this subparagraph that will be 
applicable with respect to fiscal year 2014. 

‘‘(E) PUBLIC AVAILABILITY OF DATA SUB-
MITTED.—The Secretary shall establish proce-
dures for making data submitted under subpara-
graph (C) available to the public. Such proce-
dures shall ensure that a rehabilitation facility 
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has the opportunity to review the data that is to 
be made public with respect to the facility prior 
to such data being made public. The Secretary 
shall report quality measures that relate to serv-
ices furnished in inpatient settings in rehabilita-
tion facilities on the Internet website of the Cen-
ters for Medicare & Medicaid Services.’’. 

(c) HOSPICE PROGRAMS.—Section 1814(i) of the 
Social Security Act (42 U.S.C. 1395f(i)) is amend-
ed— 

(1) by redesignating paragraph (5) as para-
graph (6); and 

(2) by inserting after paragraph (4) the fol-
lowing new paragraph: 

‘‘(5) QUALITY REPORTING.— 
‘‘(A) REDUCTION IN UPDATE FOR FAILURE TO 

REPORT.— 
‘‘(i) IN GENERAL.—For purposes of fiscal year 

2014 and each subsequent fiscal year, in the case 
of a hospice program that does not submit data 
to the Secretary in accordance with subpara-
graph (C) with respect to such a fiscal year, 
after determining the market basket percentage 
increase under paragraph (1)(C)(ii)(VII) or 
paragraph (1)(C)(iii), as applicable, and after 
application of paragraph (1)(C)(iv), with respect 
to the fiscal year, the Secretary shall reduce 
such market basket percentage increase by 2 
percentage points. 

‘‘(ii) SPECIAL RULE.—The application of this 
subparagraph may result in the market basket 
percentage increase under paragraph 
(1)(C)(ii)(VII) or paragraph (1)(C)(iii), as appli-
cable, being less than 0.0 for a fiscal year, and 
may result in payment rates under this sub-
section for a fiscal year being less than such 
payment rates for the preceding fiscal year. 

‘‘(B) NONCUMULATIVE APPLICATION.—Any re-
duction under subparagraph (A) shall apply 
only with respect to the fiscal year involved and 
the Secretary shall not take into account such 
reduction in computing the payment amount 
under this subsection for a subsequent fiscal 
year. 

‘‘(C) SUBMISSION OF QUALITY DATA.—For fis-
cal year 2014 and each subsequent fiscal year, 
each hospice program shall submit to the Sec-
retary data on quality measures specified under 
subparagraph (D). Such data shall be submitted 
in a form and manner, and at a time, specified 
by the Secretary for purposes of this subpara-
graph. 

‘‘(D) QUALITY MEASURES.— 
‘‘(i) IN GENERAL.—Subject to clause (ii), any 

measure specified by the Secretary under this 
subparagraph must have been endorsed by the 
entity with a contract under section 1890(a). 

‘‘(ii) EXCEPTION.—In the case of a specified 
area or medical topic determined appropriate by 
the Secretary for which a feasible and practical 
measure has not been endorsed by the entity 
with a contract under section 1890(a), the Sec-
retary may specify a measure that is not so en-
dorsed as long as due consideration is given to 
measures that have been endorsed or adopted by 
a consensus organization identified by the Sec-
retary. 

‘‘(iii) TIME FRAME.—Not later than October 1, 
2012, the Secretary shall publish the measures 
selected under this subparagraph that will be 
applicable with respect to fiscal year 2014. 

‘‘(E) PUBLIC AVAILABILITY OF DATA SUB-
MITTED.—The Secretary shall establish proce-
dures for making data submitted under subpara-
graph (C) available to the public. Such proce-
dures shall ensure that a hospice program has 
the opportunity to review the data that is to be 
made public with respect to the hospice program 
prior to such data being made public. The Sec-
retary shall report quality measures that relate 
to hospice care provided by hospice programs on 
the Internet website of the Centers for Medicare 
& Medicaid Services.’’. 
SEC. 3005. QUALITY REPORTING FOR PPS-EXEMPT 

CANCER HOSPITALS. 
Section 1866 of the Social Security Act (42 

U.S.C. 1395cc) is amended— 
(1) in subsection (a)(1)— 

(A) in subparagraph (U), by striking ‘‘and’’ at 
the end; 

(B) in subparagraph (V), by striking the pe-
riod at the end and inserting ‘‘, and’’; and 

(C) by adding at the end the following new 
subparagraph: 

‘‘(W) in the case of a hospital described in sec-
tion 1886(d)(1)(B)(v), to report quality data to 
the Secretary in accordance with subsection 
(k).’’; and 

(2) by adding at the end the following new 
subsection: 

‘‘(k) QUALITY REPORTING BY CANCER HOS-
PITALS.— 

‘‘(1) IN GENERAL.—For purposes of fiscal year 
2014 and each subsequent fiscal year, a hospital 
described in section 1886(d)(1)(B)(v) shall submit 
data to the Secretary in accordance with para-
graph (2) with respect to such a fiscal year. 

‘‘(2) SUBMISSION OF QUALITY DATA.—For fiscal 
year 2014 and each subsequent fiscal year, each 
hospital described in such section shall submit 
to the Secretary data on quality measures speci-
fied under paragraph (3). Such data shall be 
submitted in a form and manner, and at a time, 
specified by the Secretary for purposes of this 
subparagraph. 

‘‘(3) QUALITY MEASURES.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), any measure specified by the Secretary 
under this paragraph must have been endorsed 
by the entity with a contract under section 
1890(a). 

‘‘(B) EXCEPTION.—In the case of a specified 
area or medical topic determined appropriate by 
the Secretary for which a feasible and practical 
measure has not been endorsed by the entity 
with a contract under section 1890(a), the Sec-
retary may specify a measure that is not so en-
dorsed as long as due consideration is given to 
measures that have been endorsed or adopted by 
a consensus organization identified by the Sec-
retary. 

‘‘(C) TIME FRAME.—Not later than October 1, 
2012, the Secretary shall publish the measures 
selected under this paragraph that will be appli-
cable with respect to fiscal year 2014. 

‘‘(4) PUBLIC AVAILABILITY OF DATA SUB-
MITTED.—The Secretary shall establish proce-
dures for making data submitted under para-
graph (4) available to the public. Such proce-
dures shall ensure that a hospital described in 
section 1886(d)(1)(B)(v) has the opportunity to 
review the data that is to be made public with 
respect to the hospital prior to such data being 
made public. The Secretary shall report quality 
measures of process, structure, outcome, pa-
tients’ perspective on care, efficiency, and costs 
of care that relate to services furnished in such 
hospitals on the Internet website of the Centers 
for Medicare & Medicaid Services.’’. 
SEC. 3006. PLANS FOR A VALUE-BASED PUR-

CHASING PROGRAM FOR SKILLED 
NURSING FACILITIES AND HOME 
HEALTH AGENCIES. 

(a) SKILLED NURSING FACILITIES.— 
(1) IN GENERAL.—The Secretary of Health and 

Human Services (in this section referred to as 
the ‘‘Secretary’’) shall develop a plan to imple-
ment a value-based purchasing program for 
payments under the Medicare program under 
title XVIII of the Social Security Act for skilled 
nursing facilities (as defined in section 1819(a) 
of such Act (42 U.S.C. 1395i–3(a))). 

(2) DETAILS.—In developing the plan under 
paragraph (1), the Secretary shall consider the 
following issues: 

(A) The ongoing development, selection, and 
modification process for measures (including 
under section 1890 of the Social Security Act (42 
U.S.C. 1395aaa) and section 1890A such Act, as 
added by section 3014), to the extent feasible 
and practicable, of all dimensions of quality and 
efficiency in skilled nursing facilities. 

(i) IN GENERAL.—Subject to clause (ii), any 
measure specified by the Secretary under sub-
paragraph (A)(iii) must have been endorsed by 
the entity with a contract under section 1890(a). 

(ii) EXCEPTION.—In the case of a specified 
area or medical topic determined appropriate by 
the Secretary for which a feasible and practical 
measure has not been endorsed by the entity 
with a contract under section 1890(a), the Sec-
retary may specify a measure that is not so en-
dorsed as long as due consideration is given to 
measures that have been endorsed or adopted by 
a consensus organization identified by the Sec-
retary. 

(B) The reporting, collection, and validation 
of quality data. 

(C) The structure of value-based payment ad-
justments, including the determination of 
thresholds or improvements in quality that 
would substantiate a payment adjustment, the 
size of such payments, and the sources of fund-
ing for the value-based bonus payments. 

(D) Methods for the public disclosure of infor-
mation on the performance of skilled nursing fa-
cilities. 

(E) Any other issues determined appropriate 
by the Secretary. 

(3) CONSULTATION.—In developing the plan 
under paragraph (1), the Secretary shall— 

(A) consult with relevant affected parties; and 
(B) consider experience with such demonstra-

tions that the Secretary determines are relevant 
to the value-based purchasing program de-
scribed in paragraph (1). 

(4) REPORT TO CONGRESS.—Not later than Oc-
tober 1, 2011, the Secretary shall submit to Con-
gress a report containing the plan developed 
under paragraph (1). 

(b) HOME HEALTH AGENCIES.— 
(1) IN GENERAL.—The Secretary of Health and 

Human Services (in this section referred to as 
the ‘‘Secretary’’) shall develop a plan to imple-
ment a value-based purchasing program for 
payments under the Medicare program under 
title XVIII of the Social Security Act for home 
health agencies (as defined in section 1861(o) of 
such Act (42 U.S.C. 1395x(o))). 

(2) DETAILS.—In developing the plan under 
paragraph (1), the Secretary shall consider the 
following issues: 

(A) The ongoing development, selection, and 
modification process for measures (including 
under section 1890 of the Social Security Act (42 
U.S.C. 1395aaa) and section 1890A such Act, as 
added by section 3014), to the extent feasible 
and practicable, of all dimensions of quality and 
efficiency in home health agencies. 

(B) The reporting, collection, and validation 
of quality data. 

(C) The structure of value-based payment ad-
justments, including the determination of 
thresholds or improvements in quality that 
would substantiate a payment adjustment, the 
size of such payments, and the sources of fund-
ing for the value-based bonus payments. 

(D) Methods for the public disclosure of infor-
mation on the performance of home health 
agencies. 

(E) Any other issues determined appropriate 
by the Secretary. 

(3) CONSULTATION.—In developing the plan 
under paragraph (1), the Secretary shall— 

(A) consult with relevant affected parties; and 
(B) consider experience with such demonstra-

tions that the Secretary determines are relevant 
to the value-based purchasing program de-
scribed in paragraph (1). 

(4) REPORT TO CONGRESS.—Not later than Oc-
tober 1, 2011, the Secretary shall submit to Con-
gress a report containing the plan developed 
under paragraph (1). 
SEC. 3007. VALUE-BASED PAYMENT MODIFIER 

UNDER THE PHYSICIAN FEE SCHED-
ULE. 

Section 1848 of the Social Security Act (42 
U.S.C. 1395w–4) is amended— 

(1) in subsection (b)(1), by inserting ‘‘subject 
to subsection (p),’’ after ‘‘1998,’’; and 

(2) by adding at the end the following new 
subsection: 

‘‘(p) ESTABLISHMENT OF VALUE-BASED PAY-
MENT MODIFIER.— 
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‘‘(1) IN GENERAL.—The Secretary shall estab-

lish a payment modifier that provides for dif-
ferential payment to a physician or a group of 
physicians under the fee schedule established 
under subsection (b) based upon the quality of 
care furnished compared to cost (as determined 
under paragraphs (2) and (3), respectively) dur-
ing a performance period. Such payment modi-
fier shall be separate from the geographic ad-
justment factors established under subsection 
(e). 

‘‘(2) QUALITY.— 
‘‘(A) IN GENERAL.—For purposes of paragraph 

(1), quality of care shall be evaluated, to the ex-
tent practicable, based on a composite of meas-
ures of the quality of care furnished (as estab-
lished by the Secretary under subparagraph 
(B)). 

‘‘(B) MEASURES.— 
‘‘(i) The Secretary shall establish appropriate 

measures of the quality of care furnished by a 
physician or group of physicians to individuals 
enrolled under this part, such as measures that 
reflect health outcomes. Such measures shall be 
risk adjusted as determined appropriate by the 
Secretary. 

‘‘(ii) The Secretary shall seek endorsement of 
the measures established under this subpara-
graph by the entity with a contract under sec-
tion 1890(a). 

‘‘(3) COSTS.—For purposes of paragraph (1), 
costs shall be evaluated, to the extent prac-
ticable, based on a composite of appropriate 
measures of costs established by the Secretary 
(such as the composite measure under the meth-
odology established under subsection 
(n)(9)(C)(iii)) that eliminate the effect of geo-
graphic adjustments in payment rates (as de-
scribed in subsection (e)), and take into account 
risk factors (such as socioeconomic and demo-
graphic characteristics, ethnicity, and health 
status of individuals (such as to recognize that 
less healthy individuals may require more inten-
sive interventions) and other factors determined 
appropriate by the Secretary. 

‘‘(4) IMPLEMENTATION.— 
‘‘(A) PUBLICATION OF MEASURES, DATES OF IM-

PLEMENTATION, PERFORMANCE PERIOD.—Not 
later than January 1, 2012, the Secretary shall 
publish the following: 

‘‘(i) The measures of quality of care and costs 
established under paragraphs (2) and (3), re-
spectively. 

‘‘(ii) The dates for implementation of the pay-
ment modifier (as determined under subpara-
graph (B)). 

‘‘(iii) The initial performance period (as speci-
fied under subparagraph (B)(ii)). 

‘‘(B) DEADLINES FOR IMPLEMENTATION.— 
‘‘(i) INITIAL IMPLEMENTATION.—Subject to the 

preceding provisions of this subparagraph, the 
Secretary shall begin implementing the payment 
modifier established under this subsection 
through the rulemaking process during 2013 for 
the physician fee schedule established under 
subsection (b). 

‘‘(ii) INITIAL PERFORMANCE PERIOD.— 
‘‘(I) IN GENERAL.—The Secretary shall specify 

an initial performance period for application of 
the payment modifier established under this 
subsection with respect to 2015. 

‘‘(II) PROVISION OF INFORMATION DURING INI-
TIAL PERFORMANCE PERIOD.—During the initial 
performance period, the Secretary shall, to the 
extent practicable, provide information to physi-
cians and groups of physicians about the qual-
ity of care furnished by the physician or group 
of physicians to individuals enrolled under this 
part compared to cost (as determined under 
paragraphs (2) and (3), respectively) with re-
spect to the performance period. 

‘‘(iii) APPLICATION.—The Secretary shall 
apply the payment modifier established under 
this subsection for items and services fur-
nished— 

‘‘(I) beginning on January 1, 2015, with re-
spect to specific physicians and groups of physi-
cians the Secretary determines appropriate; and 

‘‘(II) beginning not later than January 1, 
2017, with respect to all physicians and groups 
of physicians. 

‘‘(C) BUDGET NEUTRALITY.—The payment 
modifier established under this subsection shall 
be implemented in a budget neutral manner. 

‘‘(5) SYSTEMS-BASED CARE.—The Secretary 
shall, as appropriate, apply the payment modi-
fier established under this subsection in a man-
ner that promotes systems-based care. 

‘‘(6) CONSIDERATION OF SPECIAL CIR-
CUMSTANCES OF CERTAIN PROVIDERS.—In apply-
ing the payment modifier under this subsection, 
the Secretary shall, as appropriate, take into ac-
count the special circumstances of physicians or 
groups of physicians in rural areas and other 
underserved communities. 

‘‘(7) APPLICATION.—For purposes of the initial 
application of the payment modifier established 
under this subsection during the period begin-
ning on January 1, 2015, and ending on Decem-
ber 31, 2016, the term ‘physician’ has the mean-
ing given such term in section 1861(r). On or 
after January 1, 2017, the Secretary may apply 
this subsection to eligible professionals (as de-
fined in subsection (k)(3)(B)) as the Secretary 
determines appropriate. 

‘‘(8) DEFINITIONS.—For purposes of this sub-
section: 

‘‘(A) COSTS.—The term ‘costs’ means expendi-
tures per individual as determined appropriate 
by the Secretary. In making the determination 
under the preceding sentence, the Secretary may 
take into account the amount of growth in ex-
penditures per individual for a physician com-
pared to the amount of such growth for other 
physicians. 

‘‘(B) PERFORMANCE PERIOD.—The term ‘per-
formance period’ means a period specified by the 
Secretary. 

‘‘(9) COORDINATION WITH OTHER VALUE-BASED 
PURCHASING REFORMS.—The Secretary shall co-
ordinate the value-based payment modifier es-
tablished under this subsection with the Physi-
cian Feedback Program under subsection (n) 
and, as the Secretary determines appropriate, 
other similar provisions of this title. 

‘‘(10) LIMITATIONS ON REVIEW.—There shall be 
no administrative or judicial review under sec-
tion 1869, section 1878, or otherwise of— 

‘‘(A) the establishment of the value-based 
payment modifier under this subsection; 

‘‘(B) the evaluation of quality of care under 
paragraph (2), including the establishment of 
appropriate measures of the quality of care 
under paragraph (2)(B); 

‘‘(C) the evaluation of costs under paragraph 
(3), including the establishment of appropriate 
measures of costs under such paragraph; 

‘‘(D) the dates for implementation of the 
value-based payment modifier; 

‘‘(E) the specification of the initial perform-
ance period and any other performance period 
under paragraphs (4)(B)(ii) and (8)(B), respec-
tively; 

‘‘(F) the application of the value-based pay-
ment modifier under paragraph (7); and 

‘‘(G) the determination of costs under para-
graph (8)(A).’’. 
SEC. 3008. PAYMENT ADJUSTMENT FOR CONDI-

TIONS ACQUIRED IN HOSPITALS. 
(a) IN GENERAL.—Section 1886 of the Social 

Security Act (42 U.S.C. 1395ww), as amended by 
section 3001, is amended by adding at the end 
the following new subsection: 

‘‘(p) ADJUSTMENT TO HOSPITAL PAYMENTS FOR 
HOSPITAL ACQUIRED CONDITIONS.— 

‘‘(1) IN GENERAL.—In order to provide an in-
centive for applicable hospitals to reduce hos-
pital acquired conditions under this title, with 
respect to discharges from an applicable hospital 
occurring during fiscal year 2015 or a subse-
quent fiscal year, the amount of payment under 
this section or section 1814(b)(3), as applicable, 
for such discharges during the fiscal year shall 
be equal to 99 percent of the amount of payment 
that would otherwise apply to such discharges 
under this section or section 1814(b)(3) (deter-

mined after the application of subsections (o) 
and (q) and section 1814(l)(4) but without regard 
to this subsection). 

‘‘(2) APPLICABLE HOSPITALS.— 
‘‘(A) IN GENERAL.—For purposes of this sub-

section, the term ‘applicable hospital’ means a 
subsection (d) hospital that meets the criteria 
described in subparagraph (B). 

‘‘(B) CRITERIA DESCRIBED.— 
‘‘(i) IN GENERAL.—The criteria described in 

this subparagraph, with respect to a subsection 
(d) hospital, is that the subsection (d) hospital 
is in the top quartile of all subsection (d) hos-
pitals, relative to the national average, of hos-
pital acquired conditions during the applicable 
period, as determined by the Secretary. 

‘‘(ii) RISK ADJUSTMENT.—In carrying out 
clause (i), the Secretary shall establish and 
apply an appropriate risk adjustment method-
ology. 

‘‘(C) EXEMPTION.—In the case of a hospital 
that is paid under section 1814(b)(3), the Sec-
retary may exempt such hospital from the appli-
cation of this subsection if the State which is 
paid under such section submits an annual re-
port to the Secretary describing how a similar 
program in the State for a participating hospital 
or hospitals achieves or surpasses the measured 
results in terms of patient health outcomes and 
cost savings established under this subsection. 

‘‘(3) HOSPITAL ACQUIRED CONDITIONS.—For 
purposes of this subsection, the term ‘hospital 
acquired condition’ means a condition identified 
for purposes of subsection (d)(4)(D)(iv) and any 
other condition determined appropriate by the 
Secretary that an individual acquires during a 
stay in an applicable hospital, as determined by 
the Secretary. 

‘‘(4) APPLICABLE PERIOD.—In this subsection, 
the term ‘applicable period’ means, with respect 
to a fiscal year, a period specified by the Sec-
retary. 

‘‘(5) REPORTING TO HOSPITALS.—Prior to fiscal 
year 2015 and each subsequent fiscal year, the 
Secretary shall provide confidential reports to 
applicable hospitals with respect to hospital ac-
quired conditions of the applicable hospital dur-
ing the applicable period. 

‘‘(6) REPORTING HOSPITAL SPECIFIC INFORMA-
TION.— 

‘‘(A) IN GENERAL.—The Secretary shall make 
information available to the public regarding 
hospital acquired conditions of each applicable 
hospital. 

‘‘(B) OPPORTUNITY TO REVIEW AND SUBMIT 
CORRECTIONS.—The Secretary shall ensure that 
an applicable hospital has the opportunity to 
review, and submit corrections for, the informa-
tion to be made public with respect to the hos-
pital under subparagraph (A) prior to such in-
formation being made public. 

‘‘(C) WEBSITE.—Such information shall be 
posted on the Hospital Compare Internet website 
in an easily understandable format. 

‘‘(7) LIMITATIONS ON REVIEW.—There shall be 
no administrative or judicial review under sec-
tion 1869, section 1878, or otherwise of the fol-
lowing: 

‘‘(A) The criteria described in paragraph 
(2)(A). 

‘‘(B) The specification of hospital acquired 
conditions under paragraph (3). 

‘‘(C) The specification of the applicable period 
under paragraph (4). 

‘‘(D) The provision of reports to applicable 
hospitals under paragraph (5) and the informa-
tion made available to the public under para-
graph (6).’’. 

(b) STUDY AND REPORT ON EXPANSION OF 
HEALTHCARE ACQUIRED CONDITIONS POLICY TO 
OTHER PROVIDERS.— 

(1) STUDY.—The Secretary of Health and 
Human Services shall conduct a study on ex-
panding the healthcare acquired conditions pol-
icy under subsection (d)(4)(D) of section 1886 of 
the Social Security Act (42 U.S.C. 1395ww) to 
payments made to other facilities under the 
Medicare program under title XVIII of the So-
cial Security Act, including such payments 
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made to inpatient rehabilitation facilities, long- 
term care hospitals (as described in sub-
section(d)(1)(B)(iv) of such section), hospital 
outpatient departments, and other hospitals ex-
cluded from the inpatient prospective payment 
system under such section, skilled nursing facili-
ties, ambulatory surgical centers, and health 
clinics. Such study shall include an analysis of 
how such policies could impact quality of pa-
tient care, patient safety, and spending under 
the Medicare program. 

(2) REPORT.—Not later than January 1, 2012, 
the Secretary shall submit to Congress a report 
containing the results of the study conducted 
under paragraph (1), together with rec-
ommendations for such legislation and adminis-
trative action as the Secretary determines ap-
propriate. 

PART II—NATIONAL STRATEGY TO 
IMPROVE HEALTH CARE QUALITY 

SEC. 3011. NATIONAL STRATEGY. 
Title III of the Public Health Service Act (42 

U.S.C. 241 et seq.) is amended by adding at the 
end the following: 

‘‘PART S—HEALTH CARE QUALITY 
PROGRAMS 

‘‘Subpart I—National Strategy for Quality 
Improvement in Health Care 

‘‘SEC. 399HH. NATIONAL STRATEGY FOR QUALITY 
IMPROVEMENT IN HEALTH CARE. 

‘‘(a) ESTABLISHMENT OF NATIONAL STRATEGY 
AND PRIORITIES.— 

‘‘(1) NATIONAL STRATEGY.—The Secretary, 
through a transparent collaborative process, 
shall establish a national strategy to improve 
the delivery of health care services, patient 
health outcomes, and population health. 

‘‘(2) IDENTIFICATION OF PRIORITIES.— 
‘‘(A) IN GENERAL.—The Secretary shall iden-

tify national priorities for improvement in devel-
oping the strategy under paragraph (1). 

‘‘(B) REQUIREMENTS.—The Secretary shall en-
sure that priorities identified under subpara-
graph (A) will— 

‘‘(i) have the greatest potential for improving 
the health outcomes, efficiency, and patient- 
centeredness of health care for all populations, 
including children and vulnerable populations; 

‘‘(ii) identify areas in the delivery of health 
care services that have the potential for rapid 
improvement in the quality and efficiency of pa-
tient care; 

‘‘(iii) address gaps in quality, efficiency, com-
parative effectiveness information, and health 
outcomes measures and data aggregation tech-
niques; 

‘‘(iv) improve Federal payment policy to em-
phasize quality and efficiency; 

‘‘(v) enhance the use of health care data to 
improve quality, efficiency, transparency, and 
outcomes; 

‘‘(vi) address the health care provided to pa-
tients with high-cost chronic diseases; 

‘‘(vii) improve research and dissemination of 
strategies and best practices to improve patient 
safety and reduce medical errors, preventable 
admissions and readmissions, and health care- 
associated infections; 

‘‘(viii) reduce health disparities across health 
disparity populations (as defined in section 
485E) and geographic areas; and 

‘‘(ix) address other areas as determined appro-
priate by the Secretary. 

‘‘(C) CONSIDERATIONS.—In identifying prior-
ities under subparagraph (A), the Secretary 
shall take into consideration the recommenda-
tions submitted by the entity with a contract 
under section 1890(a) of the Social Security Act 
and other stakeholders. 

‘‘(D) COORDINATION WITH STATE AGENCIES.— 
The Secretary shall collaborate, coordinate, and 
consult with State agencies responsible for ad-
ministering the Medicaid program under title 
XIX of the Social Security Act and the Chil-
dren’s Health Insurance Program under title 
XXI of such Act with respect to developing and 

disseminating strategies, goals, models, and 
timetables that are consistent with the national 
priorities identified under subparagraph (A). 

‘‘(b) STRATEGIC PLAN.— 
‘‘(1) IN GENERAL.—The national strategy shall 

include a comprehensive strategic plan to 
achieve the priorities described in subsection (a). 

‘‘(2) REQUIREMENTS.—The strategic plan shall 
include provisions for addressing, at a min-
imum, the following: 

‘‘(A) Coordination among agencies within the 
Department, which shall include steps to mini-
mize duplication of efforts and utilization of 
common quality measures, where available. 
Such common quality measures shall be meas-
ures identified by the Secretary under section 
1139A or 1139B of the Social Security Act or en-
dorsed under section 1890 of such Act. 

‘‘(B) Agency-specific strategic plans to 
achieve national priorities. 

‘‘(C) Establishment of annual benchmarks for 
each relevant agency to achieve national prior-
ities. 

‘‘(D) A process for regular reporting by the 
agencies to the Secretary on the implementation 
of the strategic plan. 

‘‘(E) Strategies to align public and private 
payers with regard to quality and patient safety 
efforts. 

‘‘(F) Incorporating quality improvement and 
measurement in the strategic plan for health in-
formation technology required by the American 
Recovery and Reinvestment Act of 2009 (Public 
Law 111–5). 

‘‘(c) PERIODIC UPDATE OF NATIONAL STRAT-
EGY.—The Secretary shall update the national 
strategy not less than annually. Any such up-
date shall include a review of short- and long- 
term goals. 

‘‘(d) SUBMISSION AND AVAILABILITY OF NA-
TIONAL STRATEGY AND UPDATES.— 

‘‘(1) DEADLINE FOR INITIAL SUBMISSION OF NA-
TIONAL STRATEGY.—Not later than January 1, 
2011, the Secretary shall submit to the relevant 
committees of Congress the national strategy de-
scribed in subsection (a). 

‘‘(2) UPDATES.— 
‘‘(A) IN GENERAL.—The Secretary shall submit 

to the relevant committees of Congress an an-
nual update to the strategy described in para-
graph (1). 

‘‘(B) INFORMATION SUBMITTED.—Each update 
submitted under subparagraph (A) shall in-
clude— 

‘‘(i) a review of the short- and long-term goals 
of the national strategy and any gaps in such 
strategy; 

‘‘(ii) an analysis of the progress, or lack of 
progress, in meeting such goals and any barriers 
to such progress; 

‘‘(iii) the information reported under section 
1139A of the Social Security Act, consistent with 
the reporting requirements of such section; and 

‘‘(iv) in the case of an update required to be 
submitted on or after January 1, 2014, the infor-
mation reported under section 1139B(b)(4) of the 
Social Security Act, consistent with the report-
ing requirements of such section. 

‘‘(C) SATISFACTION OF OTHER REPORTING RE-
QUIREMENTS.—Compliance with the require-
ments of clauses (iii) and (iv) of subparagraph 
(B) shall satisfy the reporting requirements 
under sections 1139A(a)(6) and 1139B(b)(4), re-
spectively, of the Social Security Act. 

‘‘(e) HEALTH CARE QUALITY INTERNET 
WEBSITE.—Not later than January 1, 2011, the 
Secretary shall create an Internet website to 
make public information regarding— 

‘‘(1) the national priorities for health care 
quality improvement established under sub-
section (a)(2); 

‘‘(2) the agency-specific strategic plans for 
health care quality described in subsection 
(b)(2)(B); and 

‘‘(3) other information, as the Secretary deter-
mines to be appropriate.’’. 
SEC. 3012. INTERAGENCY WORKING GROUP ON 

HEALTH CARE QUALITY. 
(a) IN GENERAL.—The President shall convene 

a working group to be known as the Inter-

agency Working Group on Health Care Quality 
(referred to in this section as the ‘‘Working 
Group’’). 

(b) GOALS.—The goals of the Working Group 
shall be to achieve the following: 

(1) Collaboration, cooperation, and consulta-
tion between Federal departments and agencies 
with respect to developing and disseminating 
strategies, goals, models, and timetables that are 
consistent with the national priorities identified 
under section 399HH(a)(2) of the Public Health 
Service Act (as added by section 3011). 

(2) Avoidance of inefficient duplication of 
quality improvement efforts and resources, 
where practicable, and a streamlined process for 
quality reporting and compliance requirements. 

(3) Assess alignment of quality efforts in the 
public sector with private sector initiatives. 

(c) COMPOSITION.— 
(1) IN GENERAL.—The Working Group shall be 

composed of senior level representatives of— 
(A) the Department of Health and Human 

Services; 
(B) the Centers for Medicare & Medicaid Serv-

ices; 
(C) the National Institutes of Health; 
(D) the Centers for Disease Control and Pre-

vention; 
(E) the Food and Drug Administration; 
(F) the Health Resources and Services Admin-

istration; 
(G) the Agency for Healthcare Research and 

Quality; 
(H) the Office of the National Coordinator for 

Health Information Technology; 
(I) the Substance Abuse and Mental Health 

Services Administration; 
(J) the Administration for Children and Fami-

lies; 
(K) the Department of Commerce; 
(L) the Office of Management and Budget; 
(M) the United States Coast Guard; 
(N) the Federal Bureau of Prisons; 
(O) the National Highway Traffic Safety Ad-

ministration; 
(P) the Federal Trade Commission; 
(Q) the Social Security Administration; 
(R) the Department of Labor; 
(S) the United States Office of Personnel 

Management; 
(T) the Department of Defense; 
(U) the Department of Education; 
(V) the Department of Veterans Affairs; 
(W) the Veterans Health Administration; and 
(X) any other Federal agencies and depart-

ments with activities relating to improving 
health care quality and safety, as determined by 
the President. 

(2) CHAIR AND VICE-CHAIR.— 
(A) CHAIR.—The Working Group shall be 

chaired by the Secretary of Health and Human 
Services. 

(B) VICE CHAIR.—Members of the Working 
Group, other than the Secretary of Health and 
Human Services, shall serve as Vice Chair of the 
Group on a rotating basis, as determined by the 
Group. 

(d) REPORT TO CONGRESS.—Not later than De-
cember 31, 2010, and annually thereafter, the 
Working Group shall submit to the relevant 
Committees of Congress, and make public on an 
Internet website, a report describing the 
progress and recommendations of the Working 
Group in meeting the goals described in sub-
section (b). 
SEC. 3013. QUALITY MEASURE DEVELOPMENT. 

(a) PUBLIC HEALTH SERVICE ACT.—Title IX of 
the Public Health Service Act (42 U.S.C. 299 et 
seq.) is amended— 

(1) by redesignating part D as part E; 
(2) by redesignating sections 931 through 938 

as sections 941 through 948, respectively; 
(3) in section 948(1), as so redesignated, by 

striking ‘‘931’’ and inserting ‘‘941’’; and 
(4) by inserting after section 926 the following: 

‘‘PART D—HEALTH CARE QUALITY 
IMPROVEMENT 

‘‘Subpart I—Quality Measure Development 
‘‘SEC. 931. QUALITY MEASURE DEVELOPMENT. 

‘‘(a) QUALITY MEASURE.—In this subpart, the 
term ‘quality measure’ means a standard for 
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measuring the performance and improvement of 
population health or of health plans, providers 
of services, and other clinicians in the delivery 
of health care services. 

‘‘(b) IDENTIFICATION OF QUALITY MEASURES.— 
‘‘(1) IDENTIFICATION.—The Secretary, in con-

sultation with the Director of the Agency for 
Healthcare Research and Quality and the Ad-
ministrator of the Centers for Medicare & Med-
icaid Services, shall identify, not less often than 
triennially, gaps where no quality measures 
exist and existing quality measures that need 
improvement, updating, or expansion, consistent 
with the national strategy under section 399HH, 
to the extent available, for use in Federal health 
programs. In identifying such gaps and existing 
quality measures that need improvement, the 
Secretary shall take into consideration— 

‘‘(A) the gaps identified by the entity with a 
contract under section 1890(a) of the Social Se-
curity Act and other stakeholders; 

‘‘(B) quality measures identified by the pedi-
atric quality measures program under section 
1139A of the Social Security Act; and 

‘‘(C) quality measures identified through the 
Medicaid Quality Measurement Program under 
section 1139B of the Social Security Act. 

‘‘(2) PUBLICATION.—The Secretary shall make 
available to the public on an Internet website a 
report on any gaps identified under paragraph 
(1) and the process used to make such identi-
fication. 

‘‘(c) GRANTS OR CONTRACTS FOR QUALITY 
MEASURE DEVELOPMENT.— 

‘‘(1) IN GENERAL.—The Secretary shall award 
grants, contracts, or intergovernmental agree-
ments to eligible entities for purposes of devel-
oping, improving, updating, or expanding qual-
ity measures identified under subsection (b). 

‘‘(2) PRIORITIZATION IN THE DEVELOPMENT OF 
QUALITY MEASURES.—In awarding grants, con-
tracts, or agreements under this subsection, the 
Secretary shall give priority to the development 
of quality measures that allow the assessment 
of— 

‘‘(A) health outcomes and functional status of 
patients; 

‘‘(B) the management and coordination of 
health care across episodes of care and care 
transitions for patients across the continuum of 
providers, health care settings, and health 
plans; 

‘‘(C) the experience, quality, and use of infor-
mation provided to and used by patients, care-
givers, and authorized representatives to inform 
decisionmaking about treatment options, includ-
ing the use of shared decisionmaking tools and 
preference sensitive care (as defined in section 
936); 

‘‘(D) the meaningful use of health information 
technology; 

‘‘(E) the safety, effectiveness, patient- 
centeredness, appropriateness, and timeliness of 
care; 

‘‘(F) the efficiency of care; 
‘‘(G) the equity of health services and health 

disparities across health disparity populations 
(as defined in section 485E) and geographic 
areas; 

‘‘(H) patient experience and satisfaction; 
‘‘(I) the use of innovative strategies and meth-

odologies identified under section 933; and 
‘‘(J) other areas determined appropriate by 

the Secretary. 
‘‘(3) ELIGIBLE ENTITIES.—To be eligible for a 

grant or contract under this subsection, an enti-
ty shall— 

‘‘(A) have demonstrated expertise and capac-
ity in the development and evaluation of quality 
measures; 

‘‘(B) have adopted procedures to include in 
the quality measure development process— 

‘‘(i) the views of those providers or payers 
whose performance will be assessed by the meas-
ure; and 

‘‘(ii) the views of other parties who also will 
use the quality measures (such as patients, con-
sumers, and health care purchasers); 

‘‘(C) collaborate with the entity with a con-
tract under section 1890(a) of the Social Security 
Act and other stakeholders, as practicable, and 
the Secretary so that quality measures devel-
oped by the eligible entity will meet the require-
ments to be considered for endorsement by the 
entity with a contract under such section 
1890(a); 

‘‘(D) have transparent policies regarding gov-
ernance and conflicts of interest; and 

‘‘(E) submit an application to the Secretary at 
such time and in such manner, as the Secretary 
may require. 

‘‘(4) USE OF FUNDS.—An entity that receives a 
grant, contract, or agreement under this sub-
section shall use such award to develop quality 
measures that meet the following requirements: 

‘‘(A) Such measures support measures re-
quired to be reported under the Social Security 
Act, where applicable, and in support of gaps 
and existing quality measures that need im-
provement, as described in subsection (b)(1)(A). 

‘‘(B) Such measures support measures devel-
oped under section 1139A of the Social Security 
Act and the Medicaid Quality Measurement 
Program under section 1139B of such Act, where 
applicable. 

‘‘(C) To the extent practicable, data on such 
quality measures is able to be collected using 
health information technologies. 

‘‘(D) Each quality measure is free of charge to 
users of such measure. 

‘‘(E) Each quality measure is publicly avail-
able on an Internet website. 

‘‘(d) OTHER ACTIVITIES BY THE SECRETARY.— 
The Secretary may use amounts available under 
this section to update and test, where applica-
ble, quality measures endorsed by the entity 
with a contract under section 1890(a) of the So-
cial Security Act or adopted by the Secretary. 

‘‘(e) COORDINATION OF GRANTS.—The Sec-
retary shall ensure that grants or contracts 
awarded under this section are coordinated with 
grants and contracts awarded under sections 
1139A(5) and 1139B(4)(A) of the Social Security 
Act.’’. 

(b) SOCIAL SECURITY ACT.—Section 1890A of 
the Social Security Act, as added by section 
3014(b), is amended by adding at the end the fol-
lowing new subsection: 

‘‘(e) DEVELOPMENT OF QUALITY MEASURES.— 
The Administrator of the Center for Medicare & 
Medicaid Services shall through contracts de-
velop quality measures (as determined appro-
priate by the Administrator) for use under this 
Act. In developing such measures, the Adminis-
trator shall consult with the Director of the 
Agency for Healthcare Research and Quality.’’. 

(c) FUNDING.—There are authorized to be ap-
propriated to the Secretary of Health and 
Human Services to carry out this section, 
$75,000,000 for each of fiscal years 2010 through 
2014. Of the amounts appropriated under the 
preceding sentence in a fiscal year, not less than 
50 percent of such amounts shall be used pursu-
ant to subsection (e) of section 1890A of the So-
cial Security Act, as added by subsection (b), 
with respect to programs under such Act. 
Amounts appropriated under this subsection for 
a fiscal year shall remain available until ex-
pended. 
SEC. 3014. QUALITY MEASUREMENT. 

(a) NEW DUTIES FOR CONSENSUS-BASED ENTI-
TY.— 

(1) MULTI-STAKEHOLDER GROUP INPUT.—Sec-
tion 1890(b) of the Social Security Act (42 U.S.C. 
1395aaa(b)), as amended by section 3003, is 
amended by adding at the end the following 
new paragraphs: 

‘‘(7) CONVENING MULTI-STAKEHOLDER 
GROUPS.— 

‘‘(A) IN GENERAL.—The entity shall convene 
multi-stakeholder groups to provide input on— 

‘‘(i) the selection of quality measures de-
scribed in subparagraph (B), from among— 

‘‘(I) such measures that have been endorsed 
by the entity; and 

‘‘(II) such measures that have not been con-
sidered for endorsement by such entity but are 
used or proposed to be used by the Secretary for 
the collection or reporting of quality measures; 
and 

‘‘(ii) national priorities (as identified under 
section 399HH of the Public Health Service Act) 
for improvement in population health and in the 
delivery of health care services for consideration 
under the national strategy established under 
section 399HH of the Public Health Service Act. 

‘‘(B) QUALITY MEASURES.— 
‘‘(i) IN GENERAL.—Subject to clause (ii), the 

quality measures described in this subparagraph 
are quality measures— 

‘‘(I) for use pursuant to sections 1814(i)(5)(D), 
1833(i)(7), 1833(t)(17), 1848(k)(2)(C), 1866(k)(3), 
1881(h)(2)(A)(iii), 1886(b)(3)(B)(viii), 
1886(j)(7)(D), 1886(m)(5)(D), 1886(o)(2), and 
1895(b)(3)(B)(v); 

‘‘(II) for use in reporting performance infor-
mation to the public; and 

‘‘(III) for use in health care programs other 
than for use under this Act. 

‘‘(ii) EXCLUSION.—Data sets (such as the out-
come and assessment information set for home 
health services and the minimum data set for 
skilled nursing facility services) that are used 
for purposes of classification systems used in es-
tablishing payment rates under this title shall 
not be quality measures described in this sub-
paragraph. 

‘‘(C) REQUIREMENT FOR TRANSPARENCY IN 
PROCESS.— 

‘‘(i) IN GENERAL.—In convening multi-stake-
holder groups under subparagraph (A) with re-
spect to the selection of quality measures, the 
entity shall provide for an open and transparent 
process for the activities conducted pursuant to 
such convening. 

‘‘(ii) SELECTION OF ORGANIZATIONS PARTICI-
PATING IN MULTI-STAKEHOLDER GROUPS.—The 
process described in clause (i) shall ensure that 
the selection of representatives comprising such 
groups provides for public nominations for, and 
the opportunity for public comment on, such se-
lection. 

‘‘(D) MULTI-STAKEHOLDER GROUP DEFINED.— 
In this paragraph, the term ‘multi-stakeholder 
group’ means, with respect to a quality measure, 
a voluntary collaborative of organizations rep-
resenting a broad group of stakeholders inter-
ested in or affected by the use of such quality 
measure. 

‘‘(8) TRANSMISSION OF MULTI-STAKEHOLDER 
INPUT.—Not later than February 1 of each year 
(beginning with 2012), the entity shall transmit 
to the Secretary the input of multi-stakeholder 
groups provided under paragraph (7).’’. 

(2) ANNUAL REPORT.—Section 1890(b)(5)(A) of 
the Social Security Act (42 U.S.C. 
1395aaa(b)(5)(A)) is amended— 

(A) in clause (ii), by striking ‘‘and’’ at the 
end; 

(B) in clause (iii), by striking the period at the 
end and inserting a semicolon; and 

(C) by adding at the end the following new 
clauses: 

‘‘(iv) gaps in endorsed quality measures, 
which shall include measures that are within 
priority areas identified by the Secretary under 
the national strategy established under section 
399HH of the Public Health Service Act, and 
where quality measures are unavailable or inad-
equate to identify or address such gaps; 

‘‘(v) areas in which evidence is insufficient to 
support endorsement of quality measures in pri-
ority areas identified by the Secretary under the 
national strategy established under section 
399HH of the Public Health Service Act and 
where targeted research may address such gaps; 
and 

‘‘(vi) the matters described in clauses (i) and 
(ii) of paragraph (7)(A).’’. 

(b) MULTI-STAKEHOLDER GROUP INPUT INTO 
SELECTION OF QUALITY MEASURES.—Title XVIII 
of the Social Security Act (42 U.S.C. 1395 et seq.) 
is amended by inserting after section 1890 the 
following: 
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‘‘QUALITY MEASUREMENT 

‘‘SEC. 1890A. (a) MULTI-STAKEHOLDER GROUP 
INPUT INTO SELECTION OF QUALITY MEASURES.— 
The Secretary shall establish a pre-rulemaking 
process under which the following steps occur 
with respect to the selection of quality measures 
described in section 1890(b)(7)(B): 

‘‘(1) INPUT.—Pursuant to section 1890(b)(7), 
the entity with a contract under section 1890 
shall convene multi-stakeholder groups to pro-
vide input to the Secretary on the selection of 
quality measures described in subparagraph (B) 
of such paragraph. 

‘‘(2) PUBLIC AVAILABILITY OF MEASURES CON-
SIDERED FOR SELECTION.—Not later than Decem-
ber 1 of each year (beginning with 2011), the 
Secretary shall make available to the public a 
list of quality measures described in section 
1890(b)(7)(B) that the Secretary is considering 
under this title. 

‘‘(3) TRANSMISSION OF MULTI-STAKEHOLDER 
INPUT.—Pursuant to section 1890(b)(8), not later 
than February 1 of each year (beginning with 
2012), the entity shall transmit to the Secretary 
the input of multi-stakeholder groups described 
in paragraph (1). 

‘‘(4) CONSIDERATION OF MULTI-STAKEHOLDER 
INPUT.—The Secretary shall take into consider-
ation the input from multi-stakeholder groups 
described in paragraph (1) in selecting quality 
measures described in section 1890(b)(7)(B) that 
have been endorsed by the entity with a con-
tract under section 1890 and measures that have 
not been endorsed by such entity. 

‘‘(5) RATIONALE FOR USE OF QUALITY MEAS-
URES.—The Secretary shall publish in the Fed-
eral Register the rationale for the use of any 
quality measure described in section 
1890(b)(7)(B) that has not been endorsed by the 
entity with a contract under section 1890. 

‘‘(6) ASSESSMENT OF IMPACT.—Not later than 
March 1, 2012, and at least once every three 
years thereafter, the Secretary shall— 

‘‘(A) conduct an assessment of the quality im-
pact of the use of endorsed measures described 
in section 1890(b)(7)(B); and 

‘‘(B) make such assessment available to the 
public. 

‘‘(b) PROCESS FOR DISSEMINATION OF MEAS-
URES USED BY THE SECRETARY.— 

‘‘(1) IN GENERAL.—The Secretary shall estab-
lish a process for disseminating quality meas-
ures used by the Secretary. Such process shall 
include the following: 

‘‘(A) The incorporation of such measures, 
where applicable, in workforce programs, train-
ing curricula, and any other means of dissemi-
nation determined appropriate by the Secretary. 

‘‘(B) The dissemination of such quality meas-
ures through the national strategy developed 
under section 399HH of the Public Health Serv-
ice Act. 

‘‘(2) EXISTING METHODS.—To the extent prac-
ticable, the Secretary shall utilize and expand 
existing dissemination methods in disseminating 
quality measures under the process established 
under paragraph (1). 

‘‘(c) REVIEW OF QUALITY MEASURES USED BY 
THE SECRETARY.— 

‘‘(1) IN GENERAL.—The Secretary shall— 
‘‘(A) periodically (but in no case less often 

than once every 3 years) review quality meas-
ures described in section 1890(b)(7)(B); and 

‘‘(B) with respect to each such measure, deter-
mine whether to— 

‘‘(i) maintain the use of such measure; or 
‘‘(ii) phase out such measure. 
‘‘(2) CONSIDERATIONS.—In conducting the re-

view under paragraph (1), the Secretary shall 
take steps to— 

‘‘(A) seek to avoid duplication of measures 
used; and 

‘‘(B) take into consideration current innova-
tive methodologies and strategies for quality im-
provement practices in the delivery of health 
care services that represent best practices for 
such quality improvement and measures en-
dorsed by the entity with a contract under sec-

tion 1890 since the previous review by the Sec-
retary. 

‘‘(d) RULE OF CONSTRUCTION.—Nothing in this 
section shall preclude a State from using the 
quality measures identified under sections 1139A 
and 1139B.’’. 

(c) FUNDING.—For purposes of carrying out 
the amendments made by this section, the Sec-
retary shall provide for the transfer, from the 
Federal Hospital Insurance Trust Fund under 
section 1817 of the Social Security Act (42 U.S.C. 
1395i) and the Federal Supplementary Medical 
Insurance Trust Fund under section 1841 of 
such Act (42 U.S.C. 1395t), in such proportion as 
the Secretary determines appropriate, of 
$20,000,000, to the Centers for Medicare & Med-
icaid Services Program Management Account for 
each of fiscal years 2010 through 2014. Amounts 
transferred under the preceding sentence shall 
remain available until expended. 
SEC. 3015. DATA COLLECTION; PUBLIC REPORT-

ING. 
Title III of the Public Health Service Act (42 

U.S.C. 241 et seq.), as amended by section 3011, 
is further amended by adding at the end the fol-
lowing: 
‘‘SEC. 399II. COLLECTION AND ANALYSIS OF DATA 

FOR QUALITY AND RESOURCE USE 
MEASURES. 

‘‘(a) IN GENERAL.—The Secretary shall collect 
and aggregate consistent data on quality and 
resource use measures from information systems 
used to support health care delivery to imple-
ment the public reporting of performance infor-
mation, as described in section 399JJ, and may 
award grants or contracts for this purpose. The 
Secretary shall ensure that such collection, ag-
gregation, and analysis systems span an in-
creasingly broad range of patient populations, 
providers, and geographic areas over time. 

‘‘(b) GRANTS OR CONTRACTS FOR DATA COL-
LECTION.— 

‘‘(1) IN GENERAL.—The Secretary may award 
grants or contracts to eligible entities to support 
new, or improve existing, efforts to collect and 
aggregate quality and resource use measures de-
scribed under subsection (c). 

‘‘(2) ELIGIBLE ENTITIES.—To be eligible for a 
grant or contract under this subsection, an enti-
ty shall— 

‘‘(A) be— 
‘‘(i) a multi-stakeholder entity that coordi-

nates the development of methods and imple-
mentation plans for the consistent reporting of 
summary quality and cost information; 

‘‘(ii) an entity capable of submitting such 
summary data for a particular population and 
providers, such as a disease registry, regional 
collaboration, health plan collaboration, or 
other population-wide source; or 

‘‘(iii) a Federal Indian Health Service pro-
gram or a health program operated by an In-
dian tribe (as defined in section 4 of the Indian 
Health Care Improvement Act); 

‘‘(B) promote the use of the systems that pro-
vide data to improve and coordinate patient 
care; 

‘‘(C) support the provision of timely, con-
sistent quality and resource use information to 
health care providers, and other groups and or-
ganizations as appropriate, with an opportunity 
for providers to correct inaccurate measures; 
and 

‘‘(D) agree to report, as determined by the 
Secretary, measures on quality and resource use 
to the public in accordance with the public re-
porting process established under section 399JJ. 

‘‘(c) CONSISTENT DATA AGGREGATION.—The 
Secretary may award grants or contracts under 
this section only to entities that enable summary 
data that can be integrated and compared 
across multiple sources. The Secretary shall pro-
vide standards for the protection of the security 
and privacy of patient data. 

‘‘(d) MATCHING FUNDS.—The Secretary may 
not award a grant or contract under this section 
to an entity unless the entity agrees that it will 
make available (directly or through contribu-

tions from other public or private entities) non- 
Federal contributions toward the activities to be 
carried out under the grant or contract in an 
amount equal to $1 for each $5 of Federal funds 
provided under the grant or contract. Such non- 
Federal matching funds may be provided di-
rectly or through donations from public or pri-
vate entities and may be in cash or in-kind, 
fairly evaluated, including plant, equipment, or 
services. 

‘‘(e) AUTHORIZATION OF APPROPRIATIONS.—To 
carry out this section, there are authorized to be 
appropriated such sums as may be necessary for 
fiscal years 2010 through 2014. 
‘‘SEC. 399JJ. PUBLIC REPORTING OF PERFORM-

ANCE INFORMATION. 
‘‘(a) DEVELOPMENT OF PERFORMANCE 

WEBSITES.—The Secretary shall make available 
to the public, through standardized Internet 
websites, performance information summarizing 
data on quality measures. Such information 
shall be tailored to respond to the differing 
needs of hospitals and other institutional health 
care providers, physicians and other clinicians, 
patients, consumers, researchers, policymakers, 
States, and other stakeholders, as the Secretary 
may specify. 

‘‘(b) INFORMATION ON CONDITIONS.—The per-
formance information made publicly available 
on an Internet website, as described in sub-
section (a), shall include information regarding 
clinical conditions to the extent such informa-
tion is available, and the information shall, 
where appropriate, be provider-specific and suf-
ficiently disaggregated and specific to meet the 
needs of patients with different clinical condi-
tions. 

‘‘(c) CONSULTATION.— 
‘‘(1) IN GENERAL.—In carrying out this sec-

tion, the Secretary shall consult with the entity 
with a contract under section 1890(a) of the So-
cial Security Act, and other entities, as appro-
priate, to determine the type of information that 
is useful to stakeholders and the format that 
best facilitates use of the reports and of perform-
ance reporting Internet websites. 

‘‘(2) CONSULTATION WITH STAKEHOLDERS.— 
The entity with a contract under section 1890(a) 
of the Social Security Act shall convene multi- 
stakeholder groups, as described in such section, 
to review the design and format of each Internet 
website made available under subsection (a) and 
shall transmit to the Secretary the views of such 
multi-stakeholder groups with respect to each 
such design and format. 

‘‘(d) COORDINATION.—Where appropriate, the 
Secretary shall coordinate the manner in which 
data are presented through Internet websites de-
scribed in subsection (a) and for public report-
ing of other quality measures by the Secretary, 
including such quality measures under title 
XVIII of the Social Security Act. 

‘‘(e) AUTHORIZATION OF APPROPRIATIONS.—To 
carry out this section, there are authorized to be 
appropriated such sums as may be necessary for 
fiscal years 2010 through 2014.’’. 

PART III—ENCOURAGING DEVELOPMENT 
OF NEW PATIENT CARE MODELS 

SEC. 3021. ESTABLISHMENT OF CENTER FOR 
MEDICARE AND MEDICAID INNOVA-
TION WITHIN CMS. 

(a) IN GENERAL.—Title XI of the Social Secu-
rity Act is amended by inserting after section 
1115 the following new section: 

‘‘CENTER FOR MEDICARE AND MEDICAID 
INNOVATION 

‘‘SEC. 1115A. (a) CENTER FOR MEDICARE AND 
MEDICAID INNOVATION ESTABLISHED.— 

‘‘(1) IN GENERAL.—There is created within the 
Centers for Medicare & Medicaid Services a 
Center for Medicare and Medicaid Innovation 
(in this section referred to as the ‘CMI’) to carry 
out the duties described in this section. The pur-
pose of the CMI is to test innovative payment 
and service delivery models to reduce program 
expenditures under the applicable titles while 
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preserving or enhancing the quality of care fur-
nished to individuals under such titles. In se-
lecting such models, the Secretary shall give 
preference to models that also improve the co-
ordination, quality, and efficiency of health 
care services furnished to applicable individuals 
defined in paragraph (4)(A). 

‘‘(2) DEADLINE.—The Secretary shall ensure 
that the CMI is carrying out the duties de-
scribed in this section by not later than January 
1, 2011. 

‘‘(3) CONSULTATION.—In carrying out the du-
ties under this section, the CMI shall consult 
representatives of relevant Federal agencies, 
and clinical and analytical experts with exper-
tise in medicine and health care management. 
The CMI shall use open door forums or other 
mechanisms to seek input from interested par-
ties. 

‘‘(4) DEFINITIONS.—In this section: 
‘‘(A) APPLICABLE INDIVIDUAL.—The term ‘ap-

plicable individual’ means— 
‘‘(i) an individual who is entitled to, or en-

rolled for, benefits under part A of title XVIII or 
enrolled for benefits under part B of such title; 

‘‘(ii) an individual who is eligible for medical 
assistance under title XIX, under a State plan 
or waiver; or 

‘‘(iii) an individual who meets the criteria of 
both clauses (i) and (ii). 

‘‘(B) APPLICABLE TITLE.—The term ‘applicable 
title’ means title XVIII, title XIX, or both. 

‘‘(b) TESTING OF MODELS (PHASE I).— 
‘‘(1) IN GENERAL.—The CMI shall test pay-

ment and service delivery models in accordance 
with selection criteria under paragraph (2) to 
determine the effect of applying such models 
under the applicable title (as defined in sub-
section (a)(4)(B)) on program expenditures 
under such titles and the quality of care re-
ceived by individuals receiving benefits under 
such title. 

‘‘(2) SELECTION OF MODELS TO BE TESTED.— 
‘‘(A) IN GENERAL.—The Secretary shall select 

models to be tested from models where the Sec-
retary determines that there is evidence that the 
model addresses a defined population for which 
there are deficits in care leading to poor clinical 
outcomes or potentially avoidable expenditures. 
The models selected under the preceding sen-
tence may include the models described in sub-
paragraph (B). 

‘‘(B) OPPORTUNITIES.—The models described 
in this subparagraph are the following models: 

‘‘(i) Promoting broad payment and practice 
reform in primary care, including patient-cen-
tered medical home models for high-need appli-
cable individuals, medical homes that address 
women’s unique health care needs, and models 
that transition primary care practices away 
from fee-for-service based reimbursement and to-
ward comprehensive payment or salary-based 
payment. 

‘‘(ii) Contracting directly with groups of pro-
viders of services and suppliers to promote inno-
vative care delivery models, such as through 
risk-based comprehensive payment or salary- 
based payment. 

‘‘(iii) Utilizing geriatric assessments and com-
prehensive care plans to coordinate the care (in-
cluding through interdisciplinary teams) of ap-
plicable individuals with multiple chronic condi-
tions and at least one of the following: 

‘‘(I) An inability to perform 2 or more activi-
ties of daily living. 

‘‘(II) Cognitive impairment, including demen-
tia. 

‘‘(iv) Promote care coordination between pro-
viders of services and suppliers that transition 
health care providers away from fee-for-service 
based reimbursement and toward salary-based 
payment. 

‘‘(v) Supporting care coordination for chron-
ically-ill applicable individuals at high risk of 
hospitalization through a health information 
technology-enabled provider network that in-
cludes care coordinators, a chronic disease reg-
istry, and home tele-health technology. 

‘‘(vi) Varying payment to physicians who 
order advanced diagnostic imaging services (as 
defined in section 1834(e)(1)(B)) according to the 
physician’s adherence to appropriateness cri-
teria for the ordering of such services, as deter-
mined in consultation with physician specialty 
groups and other relevant stakeholders. 

‘‘(vii) Utilizing medication therapy manage-
ment services, such as those described in section 
935 of the Public Health Service Act. 

‘‘(viii) Establishing community-based health 
teams to support small-practice medical homes 
by assisting the primary care practitioner in 
chronic care management, including patient 
self-management, activities. 

‘‘(ix) Assisting applicable individuals in mak-
ing informed health care choices by paying pro-
viders of services and suppliers for using patient 
decision-support tools, including tools that meet 
the standards developed and identified under 
section 936(c)(2)(A) of the Public Health Service 
Act, that improve applicable individual and 
caregiver understanding of medical treatment 
options. 

‘‘(x) Allowing States to test and evaluate fully 
integrating care for dual eligible individuals in 
the State, including the management and over-
sight of all funds under the applicable titles 
with respect to such individuals. 

‘‘(xi) Allowing States to test and evaluate sys-
tems of all-payer payment reform for the med-
ical care of residents of the State, including 
dual eligible individuals. 

‘‘(xii) Aligning nationally recognized, evi-
dence-based guidelines of cancer care with pay-
ment incentives under title XVIII in the areas of 
treatment planning and follow-up care planning 
for applicable individuals described in clause (i) 
or (iii) of subsection (a)(4)(A) with cancer, in-
cluding the identification of gaps in applicable 
quality measures. 

‘‘(xiii) Improving post-acute care through con-
tinuing care hospitals that offer inpatient reha-
bilitation, long-term care hospitals, and home 
health or skilled nursing care during an inpa-
tient stay and the 30 days immediately following 
discharge. 

‘‘(xiv) Funding home health providers who 
offer chronic care management services to appli-
cable individuals in cooperation with inter-
disciplinary teams. 

‘‘(xv) Promoting improved quality and re-
duced cost by developing a collaborative of 
high-quality, low-cost health care institutions 
that is responsible for— 

‘‘(I) developing, documenting, and dissemi-
nating best practices and proven care methods; 

‘‘(II) implementing such best practices and 
proven care methods within such institutions to 
demonstrate further improvements in quality 
and efficiency; and 

‘‘(III) providing assistance to other health 
care institutions on how best to employ such 
best practices and proven care methods to im-
prove health care quality and lower costs. 

‘‘(xvi) Facilitate inpatient care, including in-
tensive care, of hospitalized applicable individ-
uals at their local hospital through the use of 
electronic monitoring by specialists, including 
intensivists and critical care specialists, based at 
integrated health systems. 

‘‘(xvii) Promoting greater efficiencies and 
timely access to outpatient services (such as out-
patient physical therapy services) through mod-
els that do not require a physician or other 
health professional to refer the service or be in-
volved in establishing the plan of care for the 
service, when such service is furnished by a 
health professional who has the authority to 
furnish the service under existing State law. 

‘‘(xviii) Establishing comprehensive payments 
to Healthcare Innovation Zones, consisting of 
groups of providers that include a teaching hos-
pital, physicians, and other clinical entities, 
that, through their structure, operations, and 
joint-activity deliver a full spectrum of inte-
grated and comprehensive health care services 
to applicable individuals while also incor-

porating innovative methods for the clinical 
training of future health care professionals. 

‘‘(C) ADDITIONAL FACTORS FOR CONSIDER-
ATION.—In selecting models for testing under 
subparagraph (A), the CMI may consider the 
following additional factors: 

‘‘(i) Whether the model includes a regular 
process for monitoring and updating patient 
care plans in a manner that is consistent with 
the needs and preferences of applicable individ-
uals. 

‘‘(ii) Whether the model places the applicable 
individual, including family members and other 
informal caregivers of the applicable individual, 
at the center of the care team of the applicable 
individual. 

‘‘(iii) Whether the model provides for in-per-
son contact with applicable individuals. 

‘‘(iv) Whether the model utilizes technology, 
such as electronic health records and patient- 
based remote monitoring systems, to coordinate 
care over time and across settings. 

‘‘(v) Whether the model provides for the main-
tenance of a close relationship between care co-
ordinators, primary care practitioners, specialist 
physicians, community-based organizations, 
and other providers of services and suppliers. 

‘‘(vi) Whether the model relies on a team- 
based approach to interventions, such as com-
prehensive care assessments, care planning, and 
self-management coaching. 

‘‘(vii) Whether, under the model, providers of 
services and suppliers are able to share informa-
tion with patients, caregivers, and other pro-
viders of services and suppliers on a real time 
basis. 

‘‘(3) BUDGET NEUTRALITY.— 
‘‘(A) INITIAL PERIOD.—The Secretary shall not 

require, as a condition for testing a model under 
paragraph (1), that the design of such model en-
sure that such model is budget neutral initially 
with respect to expenditures under the applica-
ble title. 

‘‘(B) TERMINATION OR MODIFICATION.—The 
Secretary shall terminate or modify the design 
and implementation of a model unless the Sec-
retary determines (and the Chief Actuary of the 
Centers for Medicare & Medicaid Services, with 
respect to program spending under the applica-
ble title, certifies), after testing has begun, that 
the model is expected to— 

‘‘(i) improve the quality of care (as determined 
by the Administrator of the Centers for Medi-
care & Medicaid Services) without increasing 
spending under the applicable title; 

‘‘(ii) reduce spending under the applicable 
title without reducing the quality of care; or 

‘‘(iii) improve the quality of care and reduce 
spending. 

Such termination may occur at any time after 
such testing has begun and before completion of 
the testing. 

‘‘(4) EVALUATION.— 
‘‘(A) IN GENERAL.—The Secretary shall con-

duct an evaluation of each model tested under 
this subsection. Such evaluation shall include 
an analysis of— 

‘‘(i) the quality of care furnished under the 
model, including the measurement of patient- 
level outcomes and patient-centeredness criteria 
determined appropriate by the Secretary; and 

‘‘(ii) the changes in spending under the appli-
cable titles by reason of the model. 

‘‘(B) INFORMATION.—The Secretary shall make 
the results of each evaluation under this para-
graph available to the public in a timely fashion 
and may establish requirements for States and 
other entities participating in the testing of 
models under this section to collect and report 
information that the Secretary determines is 
necessary to monitor and evaluate such models. 

‘‘(c) EXPANSION OF MODELS (PHASE II).—Tak-
ing into account the evaluation under sub-
section (b)(4), the Secretary may, through rule-
making, expand (including implementation on a 
nationwide basis) the duration and the scope of 
a model that is being tested under subsection (b) 
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or a demonstration project under section 1866C, 
to the extent determined appropriate by the Sec-
retary, if— 

‘‘(1) the Secretary determines that such ex-
pansion is expected to— 

‘‘(A) reduce spending under applicable title 
without reducing the quality of care; or 

‘‘(B) improve the quality of care and reduce 
spending; and 

‘‘(2) the Chief Actuary of the Centers for 
Medicare & Medicaid Services certifies that such 
expansion would reduce program spending 
under applicable titles. 

‘‘(d) IMPLEMENTATION.— 
‘‘(1) WAIVER AUTHORITY.—The Secretary may 

waive such requirements of titles XI and XVIII 
and of sections 1902(a)(1), 1902(a)(13), and 
1903(m)(2)(A)(iii) as may be necessary solely for 
purposes of carrying out this section with re-
spect to testing models described in subsection 
(b). 

‘‘(2) LIMITATIONS ON REVIEW.—There shall be 
no administrative or judicial review under sec-
tion 1869, section 1878, or otherwise of— 

‘‘(A) the selection of models for testing or ex-
pansion under this section; 

‘‘(B) the selection of organizations, sites, or 
participants to test those models selected; 

‘‘(C) the elements, parameters, scope, and du-
ration of such models for testing or dissemina-
tion; 

‘‘(D) determinations regarding budget neu-
trality under subsection (b)(3); 

‘‘(E) the termination or modification of the de-
sign and implementation of a model under sub-
section (b)(3)(B); and 

‘‘(F) determinations about expansion of the 
duration and scope of a model under subsection 
(c), including the determination that a model is 
not expected to meet criteria described in para-
graph (1) or (2) of such subsection. 

‘‘(3) ADMINISTRATION.—Chapter 35 of title 44, 
United States Code, shall not apply to the test-
ing and evaluation of models or expansion of 
such models under this section. 

‘‘(e) APPLICATION TO CHIP.—The Center may 
carry out activities under this section with re-
spect to title XXI in the same manner as pro-
vided under this section with respect to the pro-
gram under the applicable titles. 

‘‘(f) FUNDING.— 
‘‘(1) IN GENERAL.—There are appropriated, 

from amounts in the Treasury not otherwise ap-
propriated— 

‘‘(A) $5,000,000 for the design, implementation, 
and evaluation of models under subsection (b) 
for fiscal year 2010; 

‘‘(B) $10,000,000,000 for the activities initiated 
under this section for the period of fiscal years 
2011 through 2019; and 

‘‘(C) the amount described in subparagraph 
(B) for the activities initiated under this section 
for each subsequent 10-year fiscal period (begin-
ning with the 10-year fiscal period beginning 
with fiscal year 2020). 

Amounts appropriated under the preceding sen-
tence shall remain available until expended. 

‘‘(2) USE OF CERTAIN FUNDS.—Out of amounts 
appropriated under subparagraphs (B) and (C) 
of paragraph (1), not less than $25,000,000 shall 
be made available each such fiscal year to de-
sign, implement, and evaluate models under sub-
section (b). 

‘‘(g) REPORT TO CONGRESS.—Beginning in 
2012, and not less than once every other year 
thereafter, the Secretary shall submit to Con-
gress a report on activities under this section. 
Each such report shall describe the models test-
ed under subsection (b), including the number of 
individuals described in subsection (a)(4)(A)(i) 
and of individuals described in subsection 
(a)(4)(A)(ii) participating in such models and 
payments made under applicable titles for serv-
ices on behalf of such individuals, any models 
chosen for expansion under subsection (c), and 
the results from evaluations under subsection 
(b)(4). In addition, each such report shall pro-

vide such recommendations as the Secretary de-
termines are appropriate for legislative action to 
facilitate the development and expansion of suc-
cessful payment models.’’. 

(b) MEDICAID CONFORMING AMENDMENT.—Sec-
tion 1902(a) of the Social Security Act (42 U.S.C. 
1396a(a)), as amended by section 8002(b), is 
amended— 

(1) in paragraph (81), by striking ‘‘and’’ at 
the end; 

(2) in paragraph (82), by striking the period at 
the end and inserting ‘‘; and’’; and 

(3) by inserting after paragraph (82) the fol-
lowing new paragraph: 

‘‘(83) provide for implementation of the pay-
ment models specified by the Secretary under 
section 1115A(c) for implementation on a nation-
wide basis unless the State demonstrates to the 
satisfaction of the Secretary that implementa-
tion would not be administratively feasible or 
appropriate to the health care delivery system of 
the State.’’. 

(c) REVISIONS TO HEALTH CARE QUALITY DEM-
ONSTRATION PROGRAM.—Subsections (b) and (f) 
of section 1866C of the Social Security Act (42 
U.S.C. 1395cc–3) are amended by striking ‘‘5- 
year’’ each place it appears. 
SEC. 3022. MEDICARE SHARED SAVINGS PRO-

GRAM. 
Title XVIII of the Social Security Act (42 

U.S.C. 1395 et seq.) is amended by adding at the 
end the following new section: 

‘‘SHARED SAVINGS PROGRAM 
‘‘SEC. 1899. (a) ESTABLISHMENT.— 
‘‘(1) IN GENERAL.—Not later than January 1, 

2012, the Secretary shall establish a shared sav-
ings program (in this section referred to as the 
‘program’) that promotes accountability for a 
patient population and coordinates items and 
services under parts A and B, and encourages 
investment in infrastructure and redesigned 
care processes for high quality and efficient 
service delivery. Under such program— 

‘‘(A) groups of providers of services and sup-
pliers meeting criteria specified by the Secretary 
may work together to manage and coordinate 
care for Medicare fee-for-service beneficiaries 
through an accountable care organization (re-
ferred to in this section as an ‘ACO’); and 

‘‘(B) ACOs that meet quality performance 
standards established by the Secretary are eligi-
ble to receive payments for shared savings under 
subsection (d)(2). 

‘‘(b) ELIGIBLE ACOS.— 
‘‘(1) IN GENERAL.—Subject to the succeeding 

provisions of this subsection, as determined ap-
propriate by the Secretary, the following groups 
of providers of services and suppliers which 
have established a mechanism for shared gov-
ernance are eligible to participate as ACOs 
under the program under this section: 

‘‘(A) ACO professionals in group practice ar-
rangements. 

‘‘(B) Networks of individual practices of ACO 
professionals. 

‘‘(C) Partnerships or joint venture arrange-
ments between hospitals and ACO professionals. 

‘‘(D) Hospitals employing ACO professionals. 
‘‘(E) Such other groups of providers of services 

and suppliers as the Secretary determines ap-
propriate. 

‘‘(2) REQUIREMENTS.—An ACO shall meet the 
following requirements: 

‘‘(A) The ACO shall be willing to become ac-
countable for the quality, cost, and overall care 
of the Medicare fee-for-service beneficiaries as-
signed to it. 

‘‘(B) The ACO shall enter into an agreement 
with the Secretary to participate in the program 
for not less than a 3-year period (referred to in 
this section as the ‘agreement period’). 

‘‘(C) The ACO shall have a formal legal struc-
ture that would allow the organization to re-
ceive and distribute payments for shared savings 
under subsection (d)(2) to participating pro-
viders of services and suppliers. 

‘‘(D) The ACO shall include primary care 
ACO professionals that are sufficient for the 

number of Medicare fee-for-service beneficiaries 
assigned to the ACO under subsection (c). At a 
minimum, the ACO shall have at least 5,000 
such beneficiaries assigned to it under sub-
section (c) in order to be eligible to participate 
in the ACO program. 

‘‘(E) The ACO shall provide the Secretary 
with such information regarding ACO profes-
sionals participating in the ACO as the Sec-
retary determines necessary to support the as-
signment of Medicare fee-for-service bene-
ficiaries to an ACO, the implementation of qual-
ity and other reporting requirements under 
paragraph (3), and the determination of pay-
ments for shared savings under subsection 
(d)(2). 

‘‘(F) The ACO shall have in place a leader-
ship and management structure that includes 
clinical and administrative systems. 

‘‘(G) The ACO shall define processes to pro-
mote evidence-based medicine and patient en-
gagement, report on quality and cost measures, 
and coordinate care, such as through the use of 
telehealth, remote patient monitoring, and other 
such enabling technologies. 

‘‘(H) The ACO shall demonstrate to the Sec-
retary that it meets patient-centeredness criteria 
specified by the Secretary, such as the use of 
patient and caregiver assessments or the use of 
individualized care plans. 

‘‘(3) QUALITY AND OTHER REPORTING REQUIRE-
MENTS.— 

‘‘(A) IN GENERAL.—The Secretary shall deter-
mine appropriate measures to assess the quality 
of care furnished by the ACO, such as measures 
of— 

‘‘(i) clinical processes and outcomes; 
‘‘(ii) patient and, where practicable, caregiver 

experience of care; and 
‘‘(iii) utilization (such as rates of hospital ad-

missions for ambulatory care sensitive condi-
tions). 

‘‘(B) REPORTING REQUIREMENTS.—An ACO 
shall submit data in a form and manner speci-
fied by the Secretary on measures the Secretary 
determines necessary for the ACO to report in 
order to evaluate the quality of care furnished 
by the ACO. Such data may include care transi-
tions across health care settings, including hos-
pital discharge planning and post-hospital dis-
charge follow-up by ACO professionals, as the 
Secretary determines appropriate. 

‘‘(C) QUALITY PERFORMANCE STANDARDS.—The 
Secretary shall establish quality performance 
standards to assess the quality of care furnished 
by ACOs. The Secretary shall seek to improve 
the quality of care furnished by ACOs over time 
by specifying higher standards, new measures, 
or both for purposes of assessing such quality of 
care. 

‘‘(D) OTHER REPORTING REQUIREMENTS.—The 
Secretary may, as the Secretary determines ap-
propriate, incorporate reporting requirements 
and incentive payments related to the physician 
quality reporting initiative (PQRI) under sec-
tion 1848, including such requirements and such 
payments related to electronic prescribing, elec-
tronic health records, and other similar initia-
tives under section 1848, and may use alter-
native criteria than would otherwise apply 
under such section for determining whether to 
make such payments. The incentive payments 
described in the preceding sentence shall not be 
taken into consideration when calculating any 
payments otherwise made under subsection (d). 

‘‘(4) NO DUPLICATION IN PARTICIPATION IN 
SHARED SAVINGS PROGRAMS.—A provider of serv-
ices or supplier that participates in any of the 
following shall not be eligible to participate in 
an ACO under this section: 

‘‘(A) A model tested or expanded under sec-
tion 1115A that involves shared savings under 
this title, or any other program or demonstra-
tion project that involves such shared savings. 

‘‘(B) The independence at home medical prac-
tice pilot program under section 1866E. 

‘‘(c) ASSIGNMENT OF MEDICARE FEE-FOR-SERV-
ICE BENEFICIARIES TO ACOS.—The Secretary 
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shall determine an appropriate method to assign 
Medicare fee-for-service beneficiaries to an ACO 
based on their utilization of primary care serv-
ices provided under this title by an ACO profes-
sional described in subsection (h)(1)(A). 

‘‘(d) PAYMENTS AND TREATMENT OF SAVINGS.— 
‘‘(1) PAYMENTS.— 
‘‘(A) IN GENERAL.—Under the program, subject 

to paragraph (3), payments shall continue to be 
made to providers of services and suppliers par-
ticipating in an ACO under the original Medi-
care fee-for-service program under parts A and 
B in the same manner as they would otherwise 
be made except that a participating ACO is eli-
gible to receive payment for shared savings 
under paragraph (2) if— 

‘‘(i) the ACO meets quality performance 
standards established by the Secretary under 
subsection (b)(3); and 

‘‘(ii) the ACO meets the requirement under 
subparagraph (B)(i). 

‘‘(B) SAVINGS REQUIREMENT AND BENCH-
MARK.— 

‘‘(i) DETERMINING SAVINGS.—In each year of 
the agreement period, an ACO shall be eligible 
to receive payment for shared savings under 
paragraph (2) only if the estimated average per 
capita Medicare expenditures under the ACO 
for Medicare fee-for-service beneficiaries for 
parts A and B services, adjusted for beneficiary 
characteristics, is at least the percent specified 
by the Secretary below the applicable bench-
mark under clause (ii). The Secretary shall de-
termine the appropriate percent described in the 
preceding sentence to account for normal vari-
ation in expenditures under this title, based 
upon the number of Medicare fee-for-service 
beneficiaries assigned to an ACO. 

‘‘(ii) ESTABLISH AND UPDATE BENCHMARK.— 
The Secretary shall estimate a benchmark for 
each agreement period for each ACO using the 
most recent available 3 years of per-beneficiary 
expenditures for parts A and B services for 
Medicare fee-for-service beneficiaries assigned to 
the ACO. Such benchmark shall be adjusted for 
beneficiary characteristics and such other fac-
tors as the Secretary determines appropriate and 
updated by the projected absolute amount of 
growth in national per capita expenditures for 
parts A and B services under the original Medi-
care fee-for-service program, as estimated by the 
Secretary. Such benchmark shall be reset at the 
start of each agreement period. 

‘‘(2) PAYMENTS FOR SHARED SAVINGS.—Subject 
to performance with respect to the quality per-
formance standards established by the Secretary 
under subsection (b)(3), if an ACO meets the re-
quirements under paragraph (1), a percent (as 
determined appropriate by the Secretary) of the 
difference between such estimated average per 
capita Medicare expenditures in a year, ad-
justed for beneficiary characteristics, under the 
ACO and such benchmark for the ACO may be 
paid to the ACO as shared savings and the re-
mainder of such difference shall be retained by 
the program under this title. The Secretary shall 
establish limits on the total amount of shared 
savings that may be paid to an ACO under this 
paragraph. 

‘‘(3) MONITORING AVOIDANCE OF AT-RISK PA-
TIENTS.—If the Secretary determines that an 
ACO has taken steps to avoid patients at risk in 
order to reduce the likelihood of increasing costs 
to the ACO the Secretary may impose an appro-
priate sanction on the ACO, including termi-
nation from the program. 

‘‘(4) TERMINATION.—The Secretary may termi-
nate an agreement with an ACO if it does not 
meet the quality performance standards estab-
lished by the Secretary under subsection (b)(3). 

‘‘(e) ADMINISTRATION.—Chapter 35 of title 44, 
United States Code, shall not apply to the pro-
gram. 

‘‘(f) WAIVER AUTHORITY.—The Secretary may 
waive such requirements of sections 1128A and 
1128B and title XVIII of this Act as may be nec-
essary to carry out the provisions of this section. 

‘‘(g) LIMITATIONS ON REVIEW.—There shall be 
no administrative or judicial review under sec-
tion 1869, section 1878, or otherwise of— 

‘‘(1) the specification of criteria under sub-
section (a)(1)(B); 

‘‘(2) the assessment of the quality of care fur-
nished by an ACO and the establishment of per-
formance standards under subsection (b)(3); 

‘‘(3) the assignment of Medicare fee-for-service 
beneficiaries to an ACO under subsection (c); 

‘‘(4) the determination of whether an ACO is 
eligible for shared savings under subsection 
(d)(2) and the amount of such shared savings, 
including the determination of the estimated av-
erage per capita Medicare expenditures under 
the ACO for Medicare fee-for-service bene-
ficiaries assigned to the ACO and the average 
benchmark for the ACO under subsection 
(d)(1)(B); 

‘‘(5) the percent of shared savings specified by 
the Secretary under subsection (d)(2) and any 
limit on the total amount of shared savings es-
tablished by the Secretary under such sub-
section; and 

‘‘(6) the termination of an ACO under sub-
section (d)(4). 

‘‘(h) DEFINITIONS.—In this section: 
‘‘(1) ACO PROFESSIONAL.—The term ‘ACO pro-

fessional’ means— 
‘‘(A) a physician (as defined in section 

1861(r)(1)); and 
‘‘(B) a practitioner described in section 

1842(b)(18)(C)(i). 
‘‘(2) HOSPITAL.—The term ‘hospital’ means a 

subsection (d) hospital (as defined in section 
1886(d)(1)(B)). 

‘‘(3) MEDICARE FEE-FOR-SERVICE BENE-
FICIARY.—The term ‘Medicare fee-for-service 
beneficiary’ means an individual who is enrolled 
in the original Medicare fee-for-service program 
under parts A and B and is not enrolled in an 
MA plan under part C, an eligible organization 
under section 1876, or a PACE program under 
section 1894.’’. 
SEC. 3023. NATIONAL PILOT PROGRAM ON PAY-

MENT BUNDLING. 
Title XVIII of the Social Security Act, as 

amended by section 3021, is amended by insert-
ing after section 1886C the following new sec-
tion: 

‘‘NATIONAL PILOT PROGRAM ON PAYMENT 
BUNDLING 

‘‘SEC. 1866D. (a) IMPLEMENTATION.— 
‘‘(1) IN GENERAL.—The Secretary shall estab-

lish a pilot program for integrated care during 
an episode of care provided to an applicable 
beneficiary around a hospitalization in order to 
improve the coordination, quality, and effi-
ciency of health care services under this title. 

‘‘(2) DEFINITIONS.—In this section: 
‘‘(A) APPLICABLE BENEFICIARY.—The term ‘ap-

plicable beneficiary’ means an individual who— 
‘‘(i) is entitled to, or enrolled for, benefits 

under part A and enrolled for benefits under 
part B of such title, but not enrolled under part 
C or a PACE program under section 1894; and 

‘‘(ii) is admitted to a hospital for an applica-
ble condition. 

‘‘(B) APPLICABLE CONDITION.—The term ‘ap-
plicable condition’ means 1 or more of 8 condi-
tions selected by the Secretary. In selecting con-
ditions under the preceding sentence, the Sec-
retary shall take into consideration the fol-
lowing factors: 

‘‘(i) Whether the conditions selected include a 
mix of chronic and acute conditions. 

‘‘(ii) Whether the conditions selected include a 
mix of surgical and medical conditions. 

‘‘(iii) Whether a condition is one for which 
there is evidence of an opportunity for providers 
of services and suppliers to improve the quality 
of care furnished while reducing total expendi-
tures under this title. 

‘‘(iv) Whether a condition has significant var-
iation in— 

‘‘(I) the number of readmissions; and 
‘‘(II) the amount of expenditures for post- 

acute care spending under this title. 

‘‘(v) Whether a condition is high-volume and 
has high post-acute care expenditures under 
this title. 

‘‘(vi) Which conditions the Secretary deter-
mines are most amenable to bundling across the 
spectrum of care given practice patterns under 
this title. 

‘‘(C) APPLICABLE SERVICES.—The term ‘appli-
cable services’ means the following: 

‘‘(i) Acute care inpatient services. 
‘‘(ii) Physicians’ services delivered in and out-

side of an acute care hospital setting. 
‘‘(iii) Outpatient hospital services, including 

emergency department services. 
‘‘(iv) Post-acute care services, including home 

health services, skilled nursing services, inpa-
tient rehabilitation services, and inpatient hos-
pital services furnished by a long-term care hos-
pital. 

‘‘(v) Other services the Secretary determines 
appropriate. 

‘‘(D) EPISODE OF CARE.— 
‘‘(i) IN GENERAL.—Subject to clause (ii), the 

term ‘episode of care’ means, with respect to an 
applicable condition and an applicable bene-
ficiary, the period that includes— 

‘‘(I) the 3 days prior to the admission of the 
applicable beneficiary to a hospital for the ap-
plicable condition; 

‘‘(II) the length of stay of the applicable bene-
ficiary in such hospital; and 

‘‘(III) the 30 days following the discharge of 
the applicable beneficiary from such hospital. 

‘‘(ii) ESTABLISHMENT OF PERIOD BY THE SEC-
RETARY.—The Secretary, as appropriate, may 
establish a period (other than the period de-
scribed in clause (i)) for an episode of care 
under the pilot program. 

‘‘(E) PHYSICIANS’ SERVICES.—The term ‘physi-
cians’ services’ has the meaning given such term 
in section 1861(q). 

‘‘(F) PILOT PROGRAM.—The term ‘pilot pro-
gram’ means the pilot program under this sec-
tion. 

‘‘(G) PROVIDER OF SERVICES.—The term ‘pro-
vider of services’ has the meaning given such 
term in section 1861(u). 

‘‘(H) READMISSION.—The term ‘readmission’ 
has the meaning given such term in section 
1886(q)(5)(E). 

‘‘(I) SUPPLIER.—The term ‘supplier’ has the 
meaning given such term in section 1861(d). 

‘‘(3) DEADLINE FOR IMPLEMENTATION.—The 
Secretary shall establish the pilot program not 
later than January 1, 2013. 

‘‘(b) DEVELOPMENTAL PHASE.— 
‘‘(1) DETERMINATION OF PATIENT ASSESSMENT 

INSTRUMENT.—The Secretary shall determine 
which patient assessment instrument (such as 
the Continuity Assessment Record and Evalua-
tion (CARE) tool) shall be used under the pilot 
program to evaluate the applicable condition of 
an applicable beneficiary for purposes of deter-
mining the most clinically appropriate site for 
the provision of post-acute care to the applica-
ble beneficiary. 

‘‘(2) DEVELOPMENT OF QUALITY MEASURES FOR 
AN EPISODE OF CARE AND FOR POST-ACUTE 
CARE.— 

‘‘(A) IN GENERAL.—The Secretary, in consulta-
tion with the Agency for Healthcare Research 
and Quality and the entity with a contract 
under section 1890(a) of the Social Security Act, 
shall develop quality measures for use in the 
pilot program— 

‘‘(i) for episodes of care; and 
‘‘(ii) for post-acute care. 
‘‘(B) SITE-NEUTRAL POST-ACUTE CARE QUALITY 

MEASURES.—Any quality measures developed 
under subparagraph (A)(ii) shall be site-neutral. 

‘‘(C) COORDINATION WITH QUALITY MEASURE 
DEVELOPMENT AND ENDORSEMENT PROCE-
DURES.—The Secretary shall ensure that the de-
velopment of quality measures under subpara-
graph (A) is done in a manner that is consistent 
with the measures developed and endorsed 
under section 1890 and 1890A that are applicable 
to all post-acute care settings. 
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‘‘(c) DETAILS.— 
‘‘(1) DURATION.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), the pilot program shall be conducted for a 
period of 5 years. 

‘‘(B) EXTENSION.—The Secretary may extend 
the duration of the pilot program for providers 
of services and suppliers participating in the 
pilot program as of the day before the end of the 
5-year period described in subparagraph (A), for 
a period determined appropriate by the Sec-
retary, if the Secretary determines that such ex-
tension will result in improving or not reducing 
the quality of patient care and reducing spend-
ing under this title. 

‘‘(2) PARTICIPATING PROVIDERS OF SERVICES 
AND SUPPLIERS.— 

‘‘(A) IN GENERAL.—An entity comprised of 
providers of services and suppliers, including a 
hospital, a physician group, a skilled nursing 
facility, and a home health agency, who are 
otherwise participating under this title, may 
submit an application to the Secretary to pro-
vide applicable services to applicable individuals 
under this section. 

‘‘(B) REQUIREMENTS.—The Secretary shall de-
velop requirements for entities to participate in 
the pilot program under this section. Such re-
quirements shall ensure that applicable bene-
ficiaries have an adequate choice of providers of 
services and suppliers under the pilot program. 

‘‘(3) PAYMENT METHODOLOGY.— 
‘‘(A) IN GENERAL.— 
‘‘(i) ESTABLISHMENT OF PAYMENT METHODS.— 

The Secretary shall develop payment methods 
for the pilot program for entities participating in 
the pilot program. Such payment methods may 
include bundled payments and bids from entities 
for episodes of care. The Secretary shall make 
payments to the entity for services covered 
under this section. 

‘‘(ii) NO ADDITIONAL PROGRAM EXPENDI-
TURES.—Payments under this section for appli-
cable items and services under this title (includ-
ing payment for services described in subpara-
graph (B)) for applicable beneficiaries for a year 
shall be established in a manner that does not 
result in spending more for such entity for such 
beneficiaries than would otherwise be expended 
for such entity for such beneficiaries for such 
year if the pilot program were not implemented, 
as estimated by the Secretary. 

‘‘(B) INCLUSION OF CERTAIN SERVICES.—A pay-
ment methodology tested under the pilot pro-
gram shall include payment for the furnishing 
of applicable services and other appropriate 
services, such as care coordination, medication 
reconciliation, discharge planning, transitional 
care services, and other patient-centered activi-
ties as determined appropriate by the Secretary. 

‘‘(C) BUNDLED PAYMENTS.— 
‘‘(i) IN GENERAL.—A bundled payment under 

the pilot program shall— 
‘‘(I) be comprehensive, covering the costs of 

applicable services and other appropriate serv-
ices furnished to an individual during an epi-
sode of care (as determined by the Secretary); 
and 

‘‘(II) be made to the entity which is partici-
pating in the pilot program. 

‘‘(ii) REQUIREMENT FOR PROVISION OF APPLI-
CABLE SERVICES AND OTHER APPROPRIATE SERV-
ICES.—Applicable services and other appropriate 
services for which payment is made under this 
subparagraph shall be furnished or directed by 
the entity which is participating in the pilot 
program. 

‘‘(D) PAYMENT FOR POST-ACUTE CARE SERVICES 
AFTER THE EPISODE OF CARE.—The Secretary 
shall establish procedures, in the case where an 
applicable beneficiary requires continued post- 
acute care services after the last day of the epi-
sode of care, under which payment for such 
services shall be made. 

‘‘(4) QUALITY MEASURES.— 
‘‘(A) IN GENERAL.—The Secretary shall estab-

lish quality measures (including quality meas-
ures of process, outcome, and structure) related 

to care provided by entities participating in the 
pilot program. Quality measures established 
under the preceding sentence shall include 
measures of the following: 

‘‘(i) Functional status improvement. 
‘‘(ii) Reducing rates of avoidable hospital re-

admissions. 
‘‘(iii) Rates of discharge to the community. 
‘‘(iv) Rates of admission to an emergency room 

after a hospitalization. 
‘‘(v) Incidence of health care acquired infec-

tions. 
‘‘(vi) Efficiency measures. 
‘‘(vii) Measures of patient-centeredness of 

care. 
‘‘(viii) Measures of patient perception of care. 
‘‘(ix) Other measures, including measures of 

patient outcomes, determined appropriate by the 
Secretary. 

‘‘(B) REPORTING ON QUALITY MEASURES.— 
‘‘(i) IN GENERAL.—A entity shall submit data 

to the Secretary on quality measures established 
under subparagraph (A) during each year of the 
pilot program (in a form and manner, subject to 
clause (iii), specified by the Secretary). 

‘‘(ii) SUBMISSION OF DATA THROUGH ELEC-
TRONIC HEALTH RECORD.—To the extent prac-
ticable, the Secretary shall specify that data on 
measures be submitted under clause (i) through 
the use of an qualified electronic health record 
(as defined in section 3000(13) of the Public 
Health Service Act (42 U.S.C. 300jj–11(13)) in a 
manner specified by the Secretary. 

‘‘(d) WAIVER.—The Secretary may waive such 
provisions of this title and title XI as may be 
necessary to carry out the pilot program. 

‘‘(e) INDEPENDENT EVALUATION AND REPORTS 
ON PILOT PROGRAM.— 

‘‘(1) INDEPENDENT EVALUATION.—The Sec-
retary shall conduct an independent evaluation 
of the pilot program, including the extent to 
which the pilot program has— 

‘‘(A) improved quality measures established 
under subsection (c)(4)(A); 

‘‘(B) improved health outcomes; 
‘‘(C) improved applicable beneficiary access to 

care; and 
‘‘(D) reduced spending under this title. 
‘‘(2) REPORTS.— 
‘‘(A) INTERIM REPORT.—Not later than 2 years 

after the implementation of the pilot program, 
the Secretary shall submit to Congress a report 
on the initial results of the independent evalua-
tion conducted under paragraph (1). 

‘‘(B) FINAL REPORT.—Not later than 3 years 
after the implementation of the pilot program, 
the Secretary shall submit to Congress a report 
on the final results of the independent evalua-
tion conducted under paragraph (1). 

‘‘(f) CONSULTATION.—The Secretary shall con-
sult with representatives of small rural hos-
pitals, including critical access hospitals (as de-
fined in section 1861(mm)(1)), regarding their 
participation in the pilot program. Such con-
sultation shall include consideration of innova-
tive methods of implementing bundled payments 
in hospitals described in the preceding sentence, 
taking into consideration any difficulties in 
doing so as a result of the low volume of services 
provided by such hospitals. 

‘‘(g) IMPLEMENTATION PLAN.— 
‘‘(1) IN GENERAL.—Not later than January 1, 

2016, the Secretary shall submit a plan for the 
implementation of an expansion of the pilot pro-
gram if the Secretary determines that such ex-
pansion will result in improving or not reducing 
the quality of patient care and reducing spend-
ing under this title. 

‘‘(h) ADMINISTRATION.—Chapter 35 of title 44, 
United States Code, shall not apply to the selec-
tion, testing, and evaluation of models or the ex-
pansion of such models under this section.’’. 
SEC. 3024. INDEPENDENCE AT HOME DEM-

ONSTRATION PROGRAM. 
Title XVIII of the Social Security Act is 

amended by inserting after section 1866D, as in-
serted by section 3023, the following new sec-
tion: 

‘‘INDEPENDENCE AT HOME MEDICAL PRACTICE 
DEMONSTRATION PROGRAM 

‘‘SEC. 1866D. (a) ESTABLISHMENT.— 
‘‘(1) IN GENERAL.—The Secretary shall con-

duct a demonstration program (in this section 
referred to as the ‘demonstration program’) to 
test a payment incentive and service delivery 
model that utilizes physician and nurse practi-
tioner directed home-based primary care teams 
designed to reduce expenditures and improve 
health outcomes in the provision of items and 
services under this title to applicable bene-
ficiaries (as defined in subsection (d)). 

‘‘(2) REQUIREMENT.—The demonstration pro-
gram shall test whether a model described in 
paragraph (1), which is accountable for pro-
viding comprehensive, coordinated, continuous, 
and accessible care to high-need populations at 
home and coordinating health care across all 
treatment settings, results in— 

‘‘(A) reducing preventable hospitalizations; 
‘‘(B) preventing hospital readmissions; 
‘‘(C) reducing emergency room visits; 
‘‘(D) improving health outcomes commensu-

rate with the beneficiaries’ stage of chronic ill-
ness; 

‘‘(E) improving the efficiency of care, such as 
by reducing duplicative diagnostic and labora-
tory tests; 

‘‘(F) reducing the cost of health care services 
covered under this title; and 

‘‘(G) achieving beneficiary and family care-
giver satisfaction. 

‘‘(b) INDEPENDENCE AT HOME MEDICAL PRAC-
TICE.— 

‘‘(1) INDEPENDENCE AT HOME MEDICAL PRAC-
TICE DEFINED.—In this section: 

‘‘(A) IN GENERAL.—The term ‘independence at 
home medical practice’ means a legal entity 
that— 

‘‘(i) is comprised of an individual physician or 
nurse practitioner or group of physicians and 
nurse practitioners that provides care as part of 
a team that includes physicians, nurses, physi-
cian assistants, pharmacists, and other health 
and social services staff as appropriate who 
have experience providing home-based primary 
care to applicable beneficiaries, make in-home 
visits, and are available 24 hours per day, 7 
days per week to carry out plans of care that 
are tailored to the individual beneficiary’s 
chronic conditions and designed to achieve the 
results in subsection (a); 

‘‘(ii) is organized at least in part for the pur-
pose of providing physicians’ services; 

‘‘(iii) has documented experience in providing 
home-based primary care services to high-cost 
chronically ill beneficiaries, as determined ap-
propriate by the Secretary; 

‘‘(iv) furnishes services to at least 200 applica-
ble beneficiaries (as defined in subsection (d)) 
during each year of the demonstration program; 

‘‘(v) has entered into an agreement with the 
Secretary; 

‘‘(vi) uses electronic health information sys-
tems, remote monitoring, and mobile diagnostic 
technology; and 

‘‘(vii) meets such other criteria as the Sec-
retary determines to be appropriate to partici-
pate in the demonstration program. 
The entity shall report on quality measures (in 
such form, manner, and frequency as specified 
by the Secretary, which may be for the group, 
for providers of services and suppliers, or both) 
and report to the Secretary (in a form, manner, 
and frequency as specified by the Secretary) 
such data as the Secretary determines appro-
priate to monitor and evaluate the demonstra-
tion program. 

‘‘(B) PHYSICIAN.—The term ‘physician’ in-
cludes, except as the Secretary may otherwise 
provide, any individual who furnishes services 
for which payment may be made as physicians’ 
services and has the medical training or experi-
ence to fulfill the physician’s role described in 
subparagraph (A)(i). 
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‘‘(2) PARTICIPATION OF NURSE PRACTITIONERS 

AND PHYSICIAN ASSISTANTS.—Nothing in this sec-
tion shall be construed to prevent a nurse prac-
titioner or physician assistant from partici-
pating in, or leading, a home-based primary 
care team as part of an independence at home 
medical practice if— 

‘‘(A) all the requirements of this section are 
met; 

‘‘(B) the nurse practitioner or physician as-
sistant, as the case may be, is acting consistent 
with State law; and 

‘‘(C) the nurse practitioner or physician as-
sistant has the medical training or experience to 
fulfill the nurse practitioner or physician assist-
ant role described in paragraph (1)(A)(i). 

‘‘(3) INCLUSION OF PROVIDERS AND PRACTI-
TIONERS.—Nothing in this subsection shall be 
construed as preventing an independence at 
home medical practice from including a provider 
of services or a participating practitioner de-
scribed in section 1842(b)(18)(C) that is affiliated 
with the practice under an arrangement struc-
tured so that such provider of services or practi-
tioner participates in the demonstration pro-
gram and shares in any savings under the dem-
onstration program. 

‘‘(4) QUALITY AND PERFORMANCE STAND-
ARDS.—The Secretary shall develop quality per-
formance standards for independence at home 
medical practices participating in the dem-
onstration program. 

‘‘(c) PAYMENT METHODOLOGY.— 
‘‘(1) ESTABLISHMENT OF TARGET SPENDING 

LEVEL.—The Secretary shall establish an esti-
mated annual spending target, for the amount 
the Secretary estimates would have been spent 
in the absence of the demonstration, for items 
and services covered under parts A and B fur-
nished to applicable beneficiaries for each quali-
fying independence at home medical practice 
under this section. Such spending targets shall 
be determined on a per capita basis. Such spend-
ing targets shall include a risk corridor that 
takes into account normal variation in expendi-
tures for items and services covered under parts 
A and B furnished to such beneficiaries with the 
size of the corridor being related to the number 
of applicable beneficiaries furnished services by 
each independence at home medical practice. 
The spending targets may also be adjusted for 
other factors as the Secretary determines appro-
priate. 

‘‘(2) INCENTIVE PAYMENTS.—Subject to per-
formance on quality measures, a qualifying 
independence at home medical practice is eligi-
ble to receive an incentive payment under this 
section if actual expenditures for a year for the 
applicable beneficiaries it enrolls are less than 
the estimated spending target established under 
paragraph (1) for such year. An incentive pay-
ment for such year shall be equal to a portion 
(as determined by the Secretary) of the amount 
by which actual expenditures (including incen-
tive payments under this paragraph) for appli-
cable beneficiaries under parts A and B for such 
year are estimated to be less than 5 percent less 
than the estimated spending target for such 
year, as determined under paragraph (1). 

‘‘(d) APPLICABLE BENEFICIARIES.— 
‘‘(1) DEFINITION.—In this section, the term 

‘applicable beneficiary’ means, with respect to a 
qualifying independence at home medical prac-
tice, an individual who the practice has deter-
mined— 

‘‘(A) is entitled to benefits under part A and 
enrolled for benefits under part B; 

‘‘(B) is not enrolled in a Medicare Advantage 
plan under part C or a PACE program under 
section 1894; 

‘‘(C) has 2 or more chronic illnesses, such as 
congestive heart failure, diabetes, other demen-
tias designated by the Secretary, chronic ob-
structive pulmonary disease, ischemic heart dis-
ease, stroke, Alzheimer’s Disease and 
neurodegenerative diseases, and other diseases 
and conditions designated by the Secretary 
which result in high costs under this title; 

‘‘(D) within the past 12 months has had a 
nonelective hospital admission; 

‘‘(E) within the past 12 months has received 
acute or subacute rehabilitation services; 

‘‘(F) has 2 or more functional dependencies 
requiring the assistance of another person (such 
as bathing, dressing, toileting, walking, or feed-
ing); and 

‘‘(G) meets such other criteria as the Secretary 
determines appropriate. 

‘‘(2) PATIENT ELECTION TO PARTICIPATE.—The 
Secretary shall determine an appropriate meth-
od of ensuring that applicable beneficiaries have 
agreed to enroll in an independence at home 
medical practice under the demonstration pro-
gram. Enrollment in the demonstration program 
shall be voluntary. 

‘‘(3) BENEFICIARY ACCESS TO SERVICES.—Noth-
ing in this section shall be construed as encour-
aging physicians or nurse practitioners to limit 
applicable beneficiary access to services covered 
under this title and applicable beneficiaries 
shall not be required to relinquish access to any 
benefit under this title as a condition of receiv-
ing services from an independence at home med-
ical practice. 

‘‘(e) IMPLEMENTATION.— 
‘‘(1) STARTING DATE.—The demonstration pro-

gram shall begin no later than January 1, 2012. 
An agreement with an independence at home 
medical practice under the demonstration pro-
gram may cover not more than a 3-year period. 

‘‘(2) NO PHYSICIAN DUPLICATION IN DEM-
ONSTRATION PARTICIPATION.—The Secretary 
shall not pay an independence at home medical 
practice under this section that participates in 
section 1899. 

‘‘(3) NO BENEFICIARY DUPLICATION IN DEM-
ONSTRATION PARTICIPATION.—The Secretary 
shall ensure that no applicable beneficiary en-
rolled in an independence at home medical prac-
tice under this section is participating in the 
programs under section 1899. 

‘‘(4) PREFERENCE.—In approving an independ-
ence at home medical practice, the Secretary 
shall give preference to practices that are— 

‘‘(A) located in high-cost areas of the country; 
‘‘(B) have experience in furnishing health 

care services to applicable beneficiaries in the 
home; and 

‘‘(C) use electronic medical records, health in-
formation technology, and individualized plans 
of care. 

‘‘(5) LIMITATION ON NUMBER OF PRACTICES.— 
In selecting qualified independence at home 
medical practices to participate under the dem-
onstration program, the Secretary shall limit the 
number of such practices so that the number of 
applicable beneficiaries that may participate in 
the demonstration program does not exceed 
10,000. 

‘‘(6) WAIVER.—The Secretary may waive such 
provisions of this title and title XI as the Sec-
retary determines necessary in order to imple-
ment the demonstration program. 

‘‘(7) ADMINISTRATION.—Chapter 35 of title 44, 
United States Code, shall not apply to this sec-
tion. 

‘‘(f) EVALUATION AND MONITORING.— 
‘‘(1) IN GENERAL.—The Secretary shall evalu-

ate each independence at home medical practice 
under the demonstration program to assess 
whether the practice achieved the results de-
scribed in subsection (a). 

‘‘(2) MONITORING APPLICABLE BENE-
FICIARIES.—The Secretary may monitor data on 
expenditures and quality of services under this 
title after an applicable beneficiary discontinues 
receiving services under this title through a 
qualifying independence at home medical prac-
tice. 

‘‘(g) REPORTS TO CONGRESS.—The Secretary 
shall conduct an independent evaluation of the 
demonstration program and submit to Congress 
a final report, including best practices under the 
demonstration program. Such report shall in-
clude an analysis of the demonstration program 
on coordination of care, expenditures under this 

title, applicable beneficiary access to services, 
and the quality of health care services provided 
to applicable beneficiaries. 

‘‘(h) FUNDING.—For purposes of administering 
and carrying out the demonstration program, 
other than for payments for items and services 
furnished under this title and incentive pay-
ments under subsection (c), in addition to funds 
otherwise appropriated, there shall be trans-
ferred to the Secretary for the Center for Medi-
care & Medicaid Services Program Management 
Account from the Federal Hospital Insurance 
Trust Fund under section 1817 and the Federal 
Supplementary Medical Insurance Trust Fund 
under section 1841 (in proportions determined 
appropriate by the Secretary) $5,000,000 for each 
of fiscal years 2010 through 2015. Amounts 
transferred under this subsection for a fiscal 
year shall be available until expended. 

‘‘(i) TERMINATION.— 
‘‘(1) MANDATORY TERMINATION.—The Sec-

retary shall terminate an agreement with an 
independence at home medical practice if— 

‘‘(A) the Secretary estimates or determines 
that such practice will not receive an incentive 
payment for the second of 2 consecutive years 
under the demonstration program; or 

‘‘(B) such practice fails to meet quality stand-
ards during any year of the demonstration pro-
gram. 

‘‘(2) PERMISSIVE TERMINATION.—The Secretary 
may terminate an agreement with an independ-
ence at home medical practice for such other 
reasons determined appropriate by the Sec-
retary.’’. 
SEC. 3025. HOSPITAL READMISSIONS REDUCTION 

PROGRAM. 
(a) IN GENERAL.—Section 1886 of the Social 

Security Act (42 U.S.C. 1395ww), as amended by 
sections 3001 and 3008, is amended by adding at 
the end the following new subsection: 

‘‘(q) HOSPITAL READMISSIONS REDUCTION PRO-
GRAM.— 

‘‘(1) IN GENERAL.—With respect to payment for 
discharges from an applicable hospital (as de-
fined in paragraph (5)(C)) occurring during a 
fiscal year beginning on or after October 1, 2012, 
in order to account for excess readmissions in 
the hospital, the Secretary shall reduce the pay-
ments that would otherwise be made to such 
hospital under subsection (d) (or section 
1814(b)(3), as the case may be) for such a dis-
charge by an amount equal to the product of— 

‘‘(A) the base operating DRG payment amount 
(as defined in paragraph (2)) for the discharge; 
and 

‘‘(B) the adjustment factor (described in para-
graph (3)(A)) for the hospital for the fiscal year. 

‘‘(2) BASE OPERATING DRG PAYMENT AMOUNT 
DEFINED.— 

‘‘(A) IN GENERAL.—Except as provided in sub-
paragraph (B), in this subsection, the term ‘base 
operating DRG payment amount’ means, with 
respect to a hospital for a fiscal year— 

‘‘(i) the payment amount that would other-
wise be made under subsection (d) (determined 
without regard to subsection (o)) for a discharge 
if this subsection did not apply; reduced by 

‘‘(ii) any portion of such payment amount 
that is attributable to payments under para-
graphs (5)(A), (5)(B), (5)(F), and (12) of sub-
section (d). 

‘‘(B) SPECIAL RULES FOR CERTAIN HOSPITALS.— 
‘‘(i) SOLE COMMUNITY HOSPITALS AND MEDI-

CARE-DEPENDENT, SMALL RURAL HOSPITALS.—In 
the case of a medicare-dependent, small rural 
hospital (with respect to discharges occurring 
during fiscal years 2012 and 2013) or a sole com-
munity hospital, in applying subparagraph 
(A)(i), the payment amount that would other-
wise be made under subsection (d) shall be de-
termined without regard to subparagraphs (I) 
and (L) of subsection (b)(3) and subparagraphs 
(D) and (G) of subsection (d)(5). 

‘‘(ii) HOSPITALS PAID UNDER SECTION 1814.—In 
the case of a hospital that is paid under section 
1814(b)(3), the Secretary may exempt such hos-
pitals provided that States paid under such sec-
tion submit an annual report to the Secretary 
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CONGRESSIONAL RECORD — HOUSEH1996 March 21, 2010 
describing how a similar program in the State 
for a participating hospital or hospitals achieves 
or surpasses the measured results in terms of pa-
tient health outcomes and cost savings estab-
lished herein with respect to this section. 

‘‘(3) ADJUSTMENT FACTOR.— 
‘‘(A) IN GENERAL.—For purposes of paragraph 

(1), the adjustment factor under this paragraph 
for an applicable hospital for a fiscal year is 
equal to the greater of— 

‘‘(i) the ratio described in subparagraph (B) 
for the hospital for the applicable period (as de-
fined in paragraph (5)(D)) for such fiscal year; 
or 

‘‘(ii) the floor adjustment factor specified in 
subparagraph (C). 

‘‘(B) RATIO.—The ratio described in this sub-
paragraph for a hospital for an applicable pe-
riod is equal to 1 minus the ratio of— 

‘‘(i) the aggregate payments for excess re-
admissions (as defined in paragraph (4)(A)) 
with respect to an applicable hospital for the 
applicable period; and 

‘‘(ii) the aggregate payments for all discharges 
(as defined in paragraph (4)(B)) with respect to 
such applicable hospital for such applicable pe-
riod. 

‘‘(C) FLOOR ADJUSTMENT FACTOR.—For pur-
poses of subparagraph (A), the floor adjustment 
factor specified in this subparagraph for— 

‘‘(i) fiscal year 2013 is 0.99; 
‘‘(ii) fiscal year 2014 is 0.98; or 
‘‘(iii) fiscal year 2015 and subsequent fiscal 

years is 0.97. 
‘‘(4) AGGREGATE PAYMENTS, EXCESS READMIS-

SION RATIO DEFINED.—For purposes of this sub-
section: 

‘‘(A) AGGREGATE PAYMENTS FOR EXCESS RE-
ADMISSIONS.—The term ‘aggregate payments for 
excess readmissions’ means, for a hospital for an 
applicable period, the sum, for applicable condi-
tions (as defined in paragraph (5)(A)), of the 
product, for each applicable condition, of— 

‘‘(i) the base operating DRG payment amount 
for such hospital for such applicable period for 
such condition; 

‘‘(ii) the number of admissions for such condi-
tion for such hospital for such applicable pe-
riod; and 

‘‘(iii) the excess readmissions ratio (as defined 
in subparagraph (C)) for such hospital for such 
applicable period minus 1. 

‘‘(B) AGGREGATE PAYMENTS FOR ALL DIS-
CHARGES.—The term ‘aggregate payments for all 
discharges’ means, for a hospital for an applica-
ble period, the sum of the base operating DRG 
payment amounts for all discharges for all con-
ditions from such hospital for such applicable 
period. 

‘‘(C) EXCESS READMISSION RATIO.— 
‘‘(i) IN GENERAL.—Subject to clause (ii), the 

term ‘excess readmissions ratio’ means, with re-
spect to an applicable condition for a hospital 
for an applicable period, the ratio (but not less 
than 1.0) of— 

‘‘(I) the risk adjusted readmissions based on 
actual readmissions, as determined consistent 
with a readmission measure methodology that 
has been endorsed under paragraph (5)(A)(ii)(I), 
for an applicable hospital for such condition 
with respect to such applicable period; to 

‘‘(II) the risk adjusted expected readmissions 
(as determined consistent with such a method-
ology) for such hospital for such condition with 
respect to such applicable period. 

‘‘(ii) EXCLUSION OF CERTAIN READMISSIONS.— 
For purposes of clause (i), with respect to a hos-
pital, excess readmissions shall not include re-
admissions for an applicable condition for 
which there are fewer than a minimum number 
(as determined by the Secretary) of discharges 
for such applicable condition for the applicable 
period and such hospital. 

‘‘(5) DEFINITIONS.—For purposes of this sub-
section: 

‘‘(A) APPLICABLE CONDITION.—The term ‘ap-
plicable condition’ means, subject to subpara-
graph (B), a condition or procedure selected by 

the Secretary among conditions and procedures 
for which— 

‘‘(i) readmissions (as defined in subparagraph 
(E)) that represent conditions or procedures that 
are high volume or high expenditures under this 
title (or other criteria specified by the Sec-
retary); and 

‘‘(ii) measures of such readmissions— 
‘‘(I) have been endorsed by the entity with a 

contract under section 1890(a); and 
‘‘(II) such endorsed measures have exclusions 

for readmissions that are unrelated to the prior 
discharge (such as a planned readmission or 
transfer to another applicable hospital). 

‘‘(B) EXPANSION OF APPLICABLE CONDITIONS.— 
Beginning with fiscal year 2015, the Secretary 
shall, to the extent practicable, expand the ap-
plicable conditions beyond the 3 conditions for 
which measures have been endorsed as described 
in subparagraph (A)(ii)(I) as of the date of the 
enactment of this subsection to the additional 4 
conditions that have been identified by the 
Medicare Payment Advisory Commission in its 
report to Congress in June 2007 and to other 
conditions and procedures as determined appro-
priate by the Secretary. In expanding such ap-
plicable conditions, the Secretary shall seek the 
endorsement described in subparagraph 
(A)(ii)(I) but may apply such measures without 
such an endorsement in the case of a specified 
area or medical topic determined appropriate by 
the Secretary for which a feasible and practical 
measure has not been endorsed by the entity 
with a contract under section 1890(a) as long as 
due consideration is given to measures that have 
been endorsed or adopted by a consensus orga-
nization identified by the Secretary. 

‘‘(C) APPLICABLE HOSPITAL.—The term ‘appli-
cable hospital’ means a subsection (d) hospital 
or a hospital that is paid under section 
1814(b)(3), as the case may be. 

‘‘(D) APPLICABLE PERIOD.—The term ‘applica-
ble period’ means, with respect to a fiscal year, 
such period as the Secretary shall specify. 

‘‘(E) READMISSION.—The term ‘readmission’ 
means, in the case of an individual who is dis-
charged from an applicable hospital, the admis-
sion of the individual to the same or another ap-
plicable hospital within a time period specified 
by the Secretary from the date of such dis-
charge. Insofar as the discharge relates to an 
applicable condition for which there is an en-
dorsed measure described in subparagraph 
(A)(ii)(I), such time period (such as 30 days) 
shall be consistent with the time period specified 
for such measure. 

‘‘(6) REPORTING HOSPITAL SPECIFIC INFORMA-
TION.— 

‘‘(A) IN GENERAL.—The Secretary shall make 
information available to the public regarding re-
admission rates of each subsection (d) hospital 
under the program. 

‘‘(B) OPPORTUNITY TO REVIEW AND SUBMIT 
CORRECTIONS.—The Secretary shall ensure that 
a subsection (d) hospital has the opportunity to 
review, and submit corrections for, the informa-
tion to be made public with respect to the hos-
pital under subparagraph (A) prior to such in-
formation being made public. 

‘‘(C) WEBSITE.—Such information shall be 
posted on the Hospital Compare Internet website 
in an easily understandable format. 

‘‘(7) LIMITATIONS ON REVIEW.—There shall be 
no administrative or judicial review under sec-
tion 1869, section 1878, or otherwise of the fol-
lowing: 

‘‘(A) The determination of base operating 
DRG payment amounts. 

‘‘(B) The methodology for determining the ad-
justment factor under paragraph (3), including 
excess readmissions ratio under paragraph 
(4)(C), aggregate payments for excess readmis-
sions under paragraph (4)(A), and aggregate 
payments for all discharges under paragraph 
(4)(B), and applicable periods and applicable 
conditions under paragraph (5). 

‘‘(C) The measures of readmissions as de-
scribed in paragraph (5)(A)(ii). 

‘‘(8) READMISSION RATES FOR ALL PATIENTS.— 
‘‘(A) CALCULATION OF READMISSION.—The Sec-

retary shall calculate readmission rates for all 
patients (as defined in subparagraph (D)) for a 
specified hospital (as defined in subparagraph 
(D)(ii)) for an applicable condition (as defined 
in paragraph (5)(B)) and other conditions 
deemed appropriate by the Secretary for an ap-
plicable period (as defined in paragraph (5)(D)) 
in the same manner as used to calculate such re-
admission rates for hospitals with respect to this 
title and posted on the CMS Hospital Compare 
website. 

‘‘(B) POSTING OF HOSPITAL SPECIFIC ALL PA-
TIENT READMISSION RATES.—The Secretary shall 
make information on all patient readmission 
rates calculated under subparagraph (A) avail-
able on the CMS Hospital Compare website in a 
form and manner determined appropriate by the 
Secretary. The Secretary may also make other 
information determined appropriate by the Sec-
retary available on such website. 

‘‘(C) HOSPITAL SUBMISSION OF ALL PATIENT 
DATA.— 

‘‘(i) Except as provided for in clause (ii), each 
specified hospital (as defined in subparagraph 
(D)(ii)) shall submit to the Secretary, in a form, 
manner and time specified by the Secretary, 
data and information determined necessary by 
the Secretary for the Secretary to calculate the 
all patient readmission rates described in sub-
paragraph (A). 

‘‘(ii) Instead of a specified hospital submitting 
to the Secretary the data and information de-
scribed in clause (i), such data and information 
may be submitted to the Secretary, on behalf of 
such a specified hospital, by a state or an entity 
determined appropriate by the Secretary. 

‘‘(D) DEFINITIONS.—For purposes of this para-
graph: 

‘‘(i) The term ‘all patients’ means patients 
who are treated on an inpatient basis and dis-
charged from a specified hospital (as defined in 
clause (ii)). 

‘‘(ii) The term ‘specified hospital’ means a 
subsection (d) hospital, hospitals described in 
clauses (i) through (v) of subsection (d)(1)(B) 
and, as determined feasible and appropriate by 
the Secretary, other hospitals not otherwise de-
scribed in this subparagraph.’’. 

(b) QUALITY IMPROVEMENT.—Part S of title III 
of the Public Health Service Act, as amended by 
section 3015, is further amended by adding at 
the end the following: 

‘‘SEC. 399KK. QUALITY IMPROVEMENT PROGRAM 
FOR HOSPITALS WITH A HIGH SE-
VERITY ADJUSTED READMISSION 
RATE. 

‘‘(a) ESTABLISHMENT.— 
‘‘(1) IN GENERAL.—Not later than 2 years after 

the date of enactment of this section, the Sec-
retary shall make available a program for eligi-
ble hospitals to improve their readmission rates 
through the use of patient safety organizations 
(as defined in section 921(4)). 

‘‘(2) ELIGIBLE HOSPITAL DEFINED.—In this 
subsection, the term ‘eligible hospital’ means a 
hospital that the Secretary determines has a 
high rate of risk adjusted readmissions for the 
conditions described in section 1886(q)(8)(A) of 
the Social Security Act and has not taken ap-
propriate steps to reduce such readmissions and 
improve patient safety as evidenced through his-
torically high rates of readmissions, as deter-
mined by the Secretary. 

‘‘(3) RISK ADJUSTMENT.—The Secretary shall 
utilize appropriate risk adjustment measures to 
determine eligible hospitals. 

‘‘(b) REPORT TO THE SECRETARY.—As deter-
mined appropriate by the Secretary, eligible hos-
pitals and patient safety organizations working 
with those hospitals shall report to the Sec-
retary on the processes employed by the hospital 
to improve readmission rates and the impact of 
such processes on readmission rates.’’. 
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SEC. 3026. COMMUNITY-BASED CARE TRANSI-

TIONS PROGRAM. 
(a) IN GENERAL.—The Secretary shall estab-

lish a Community-Based Care Transitions Pro-
gram under which the Secretary provides fund-
ing to eligible entities that furnish improved 
care transition services to high-risk Medicare 
beneficiaries. 

(b) DEFINITIONS.—In this section: 
(1) ELIGIBLE ENTITY.—The term ‘‘eligible enti-

ty’’ means the following: 
(A) A subsection (d) hospital (as defined in 

section 1886(d)(1)(B) of the Social Security Act 
(42 U.S.C. 1395ww(d)(1)(B))) identified by the 
Secretary as having a high readmission rate, 
such as under section 1886(q) of the Social Secu-
rity Act, as added by section 3025. 

(B) An appropriate community-based organi-
zation that provides care transition services 
under this section across a continuum of care 
through arrangements with subsection (d) hos-
pitals (as so defined) to furnish the services de-
scribed in subsection (c)(2)(B)(i) and whose gov-
erning body includes sufficient representation of 
multiple health care stakeholders (including 
consumers). 

(2) HIGH-RISK MEDICARE BENEFICIARY.—The 
term ‘‘high-risk Medicare beneficiary’’ means a 
Medicare beneficiary who has attained a min-
imum hierarchical condition category score, as 
determined by the Secretary, based on a diag-
nosis of multiple chronic conditions or other risk 
factors associated with a hospital readmission or 
substandard transition into post-hospitalization 
care, which may include 1 or more of the fol-
lowing: 

(A) Cognitive impairment. 
(B) Depression. 
(C) A history of multiple readmissions. 
(D) Any other chronic disease or risk factor as 

determined by the Secretary. 
(3) MEDICARE BENEFICIARY.—The term ‘‘Medi-

care beneficiary’’ means an individual who is 
entitled to benefits under part A of title XVIII 
of the Social Security Act (42 U.S.C. 1395 et seq.) 
and enrolled under part B of such title, but not 
enrolled under part C of such title. 

(4) PROGRAM.—The term ‘‘program’’ means 
the program conducted under this section. 

(5) READMISSION.—The term ‘‘readmission’’ 
has the meaning given such term in section 
1886(q)(5)(E) of the Social Security Act, as 
added by section 3025. 

(6) SECRETARY.—The term ‘‘Secretary’’ means 
the Secretary of Health and Human Services. 

(c) REQUIREMENTS.— 
(1) DURATION.— 
(A) IN GENERAL.—The program shall be con-

ducted for a 5-year period, beginning January 1, 
2011. 

(B) EXPANSION.—The Secretary may expand 
the duration and the scope of the program, to 
the extent determined appropriate by the Sec-
retary, if the Secretary determines (and the 
Chief Actuary of the Centers for Medicare & 
Medicaid Services, with respect to spending 
under this title, certifies) that such expansion 
would reduce spending under this title without 
reducing quality. 

(2) APPLICATION; PARTICIPATION.— 
(A) IN GENERAL.— 
(i) APPLICATION.—An eligible entity seeking to 

participate in the program shall submit an ap-
plication to the Secretary at such time, in such 
manner, and containing such information as the 
Secretary may require. 

(ii) PARTNERSHIP.—If an eligible entity is a 
hospital, such hospital shall enter into a part-
nership with a community-based organization to 
participate in the program. 

(B) INTERVENTION PROPOSAL.—Subject to sub-
paragraph (C), an application submitted under 
subparagraph (A)(i) shall include a detailed 
proposal for at least 1 care transition interven-
tion, which may include the following: 

(i) Initiating care transition services for a 
high-risk Medicare beneficiary not later than 24 
hours prior to the discharge of the beneficiary 
from the eligible entity. 

(ii) Arranging timely post-discharge follow-up 
services to the high-risk Medicare beneficiary to 
provide the beneficiary (and, as appropriate, the 
primary caregiver of the beneficiary) with infor-
mation regarding responding to symptoms that 
may indicate additional health problems or a 
deteriorating condition. 

(iii) Providing the high-risk Medicare bene-
ficiary (and, as appropriate, the primary care-
giver of the beneficiary) with assistance to en-
sure productive and timely interactions between 
patients and post-acute and outpatient pro-
viders. 

(iv) Assessing and actively engaging with a 
high-risk Medicare beneficiary (and, as appro-
priate, the primary caregiver of the beneficiary) 
through the provision of self-management sup-
port and relevant information that is specific to 
the beneficiary’s condition. 

(v) Conducting comprehensive medication re-
view and management (including, if appro-
priate, counseling and self-management sup-
port). 

(C) LIMITATION.—A care transition interven-
tion proposed under subparagraph (B) may not 
include payment for services required under the 
discharge planning process described in section 
1861(ee) of the Social Security Act (42 U.S.C. 
1395x(ee)). 

(3) SELECTION.—In selecting eligible entities to 
participate in the program, the Secretary shall 
give priority to eligible entities that— 

(A) participate in a program administered by 
the Administration on Aging to provide concur-
rent care transitions interventions with multiple 
hospitals and practitioners; or 

(B) provide services to medically underserved 
populations, small communities, and rural 
areas. 

(d) IMPLEMENTATION.—Notwithstanding any 
other provision of law, the Secretary may imple-
ment the provisions of this section by program 
instruction or otherwise. 

(e) WAIVER AUTHORITY.—The Secretary may 
waive such requirements of titles XI and XVIII 
of the Social Security Act as may be necessary 
to carry out the program. 

(f) FUNDING.—For purposes of carrying out 
this section, the Secretary of Health and Human 
Services shall provide for the transfer, from the 
Federal Hospital Insurance Trust Fund under 
section 1817 of the Social Security Act (42 U.S.C. 
1395i) and the Federal Supplementary Medical 
Insurance Trust Fund under section 1841 of 
such Act (42 U.S.C. 1395t), in such proportion as 
the Secretary determines appropriate, of 
$500,000,000, to the Centers for Medicare & Med-
icaid Services Program Management Account for 
the period of fiscal years 2011 through 2015. 
Amounts transferred under the preceding sen-
tence shall remain available until expended. 

SEC. 3027. EXTENSION OF GAINSHARING DEM-
ONSTRATION. 

(a) IN GENERAL.—Subsection (d)(3) of section 
5007 of the Deficit Reduction Act of 2005 (Public 
Law 109–171) is amended by inserting ‘‘(or Sep-
tember 30, 2011, in the case of a demonstration 
project in operation as of October 1, 2008)’’ after 
‘‘December 31, 2009’’. 

(b) FUNDING.— 
(1) IN GENERAL.—Subsection (f)(1) of such sec-

tion is amended by inserting ‘‘and for fiscal 
year 2010, $1,600,000,’’ after ‘‘$6,000,000,’’. 

(2) AVAILABILITY.—Subsection (f)(2) of such 
section is amended by striking ‘‘2010’’ and in-
serting ‘‘2014 or until expended’’. 

(c) REPORTS.— 
(1) QUALITY IMPROVEMENT AND SAVINGS.— 

Subsection (e)(3) of such section is amended by 
striking ‘‘December 1, 2008’’ and inserting 
‘‘March 31, 2011’’. 

(2) FINAL REPORT.—Subsection (e)(4) of such 
section is amended by striking ‘‘May 1, 2010’’ 
and inserting ‘‘March 31, 2013’’. 

Subtitle B—Improving Medicare for Patients 
and Providers 

PART I—ENSURING BENEFICIARY ACCESS 
TO PHYSICIAN CARE AND OTHER SERV-
ICES 

SEC. 3101. INCREASE IN THE PHYSICIAN PAY-
MENT UPDATE. 

Section 1848(d) of the Social Security Act (42 
U.S.C. 1395w–4(d)) is amended by adding at the 
end the following new paragraph: 

‘‘(10) UPDATE FOR 2010.— 
‘‘(A) IN GENERAL.—Subject to paragraphs 

(7)(B), (8)(B), and (9)(B), in lieu of the update 
to the single conversion factor established in 
paragraph (1)(C) that would otherwise apply for 
2010, the update to the single conversion factor 
shall be 0.5 percent. 

‘‘(B) NO EFFECT ON COMPUTATION OF CONVER-
SION FACTOR FOR 2011 AND SUBSEQUENT YEARS.— 
The conversion factor under this subsection 
shall be computed under paragraph (1)(A) for 
2011 and subsequent years as if subparagraph 
(A) had never applied.’’. 
SEC. 3102. EXTENSION OF THE WORK GEO-

GRAPHIC INDEX FLOOR AND REVI-
SIONS TO THE PRACTICE EXPENSE 
GEOGRAPHIC ADJUSTMENT UNDER 
THE MEDICARE PHYSICIAN FEE 
SCHEDULE. 

(a) EXTENSION OF WORK GPCI FLOOR.—Sec-
tion 1848(e)(1)(E) of the Social Security Act (42 
U.S.C. 1395w–4(e)(1)(E)) is amended by striking 
‘‘before January 1, 2010’’ and inserting ‘‘before 
January 1, 2011’’. 

(b) PRACTICE EXPENSE GEOGRAPHIC ADJUST-
MENT FOR 2010 AND SUBSEQUENT YEARS.—Sec-
tion 1848(e)(1) of the Social Security Act (42 
U.S.C. 1395w4(e)(1)) is amended— 

(1) in subparagraph (A), by striking ‘‘and 
(G)’’ and inserting ‘‘(G), and (H)’’; and 

(2) by adding at the end the following new 
subparagraph: 

‘‘(H) PRACTICE EXPENSE GEOGRAPHIC ADJUST-
MENT FOR 2010 AND SUBSEQUENT YEARS.— 

‘‘(i) FOR 2010.—Subject to clause (iii), for serv-
ices furnished during 2010, the employee wage 
and rent portions of the practice expense geo-
graphic index described in subparagraph (A)(i) 
shall reflect 3⁄4 of the difference between the rel-
ative costs of employee wages and rents in each 
of the different fee schedule areas and the na-
tional average of such employee wages and 
rents. 

‘‘(ii) FOR 2011.—Subject to clause (iii), for serv-
ices furnished during 2011, the employee wage 
and rent portions of the practice expense geo-
graphic index described in subparagraph (A)(i) 
shall reflect 1⁄2 of the difference between the rel-
ative costs of employee wages and rents in each 
of the different fee schedule areas and the na-
tional average of such employee wages and 
rents. 

‘‘(iii) HOLD HARMLESS.—The practice expense 
portion of the geographic adjustment factor ap-
plied in a fee schedule area for services fur-
nished in 2010 or 2011 shall not, as a result of 
the application of clause (i) or (ii), be reduced 
below the practice expense portion of the geo-
graphic adjustment factor under subparagraph 
(A)(i) (as calculated prior to the application of 
such clause (i) or (ii), respectively) for such area 
for such year. 

‘‘(iv) ANALYSIS.—The Secretary shall analyze 
current methods of establishing practice expense 
geographic adjustments under subparagraph 
(A)(i) and evaluate data that fairly and reliably 
establishes distinctions in the costs of operating 
a medical practice in the different fee schedule 
areas. Such analysis shall include an evaluation 
of the following: 

‘‘(I) The feasibility of using actual data or re-
liable survey data developed by medical organi-
zations on the costs of operating a medical prac-
tice, including office rents and non-physician 
staff wages, in different fee schedule areas. 

‘‘(II) The office expense portion of the prac-
tice expense geographic adjustment described in 
subparagraph (A)(i), including the extent to 
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which types of office expenses are determined in 
local markets instead of national markets. 

‘‘(III) The weights assigned to each of the cat-
egories within the practice expense geographic 
adjustment described in subparagraph (A)(i). 

‘‘(v) REVISION FOR 2012 AND SUBSEQUENT 
YEARS.—As a result of the analysis described in 
clause (iv), the Secretary shall, not later than 
January 1, 2012, make appropriate adjustments 
to the practice expense geographic adjustment 
described in subparagraph (A)(i) to ensure accu-
rate geographic adjustments across fee schedule 
areas, including— 

‘‘(I) basing the office rents component and its 
weight on office expenses that vary among fee 
schedule areas; and 

‘‘(II) considering a representative range of 
professional and non-professional personnel em-
ployed in a medical office based on the use of 
the American Community Survey data or other 
reliable data for wage adjustments. 
Such adjustments shall be made without regard 
to adjustments made pursuant to clauses (i) and 
(ii) and shall be made in a budget neutral man-
ner.’’. 
SEC. 3103. EXTENSION OF EXCEPTIONS PROCESS 

FOR MEDICARE THERAPY CAPS. 
Section 1833(g)(5) of the Social Security Act 

(42 U.S.C. 1395l(g)(5)) is amended by striking 
‘‘December 31, 2009’’ and inserting ‘‘December 
31, 2010’’. 
SEC. 3104. EXTENSION OF PAYMENT FOR TECH-

NICAL COMPONENT OF CERTAIN 
PHYSICIAN PATHOLOGY SERVICES. 

Section 542(c) of the Medicare, Medicaid, and 
SCHIP Benefits Improvement and Protection 
Act of 2000 (as enacted into law by section 
1(a)(6) of Public Law 106–554), as amended by 
section 732 of the Medicare Prescription Drug, 
Improvement, and Modernization Act of 2003 (42 
U.S.C. 1395w–4 note), section 104 of division B of 
the Tax Relief and Health Care Act of 2006 (42 
U.S.C. 1395w–4 note), section 104 of the Medi-
care, Medicaid, and SCHIP Extension Act of 
2007 (Public Law 110–173), and section 136 of the 
Medicare Improvements for Patients and Pro-
viders Act of 2008 (Public Law 110–275), is 
amended by striking ‘‘and 2009’’ and inserting 
‘‘2009, and 2010’’. 
SEC. 3105. EXTENSION OF AMBULANCE ADD-ONS. 

(a) GROUND AMBULANCE.—Section 
1834(l)(13)(A) of the Social Security Act (42 
U.S.C. 1395m(l)(13)(A)) is amended— 

(1) in the matter preceding clause (i)— 
(A) by striking ‘‘2007, and for’’ and inserting 

‘‘2007, for’’; and 
(B) by striking ‘‘2010’’ and inserting ‘‘2010, 

and for such services furnished on or after April 
1, 2010, and before January 1, 2011,’’; and 

(2) in each of clauses (i) and (ii), by inserting 
‘‘, and on or after April 1, 2010, and before Jan-
uary 1, 2011’’ after ‘‘January 1, 2010’’ each place 
it appears. 

(b) AIR AMBULANCE.—Section 146(b)(1) of the 
Medicare Improvements for Patients and Pro-
viders Act of 2008 (Public Law 110–275) is 
amended by striking ‘‘December 31, 2009’’ and 
inserting ‘‘December 31, 2009, and during the pe-
riod beginning on April 1, 2010, and ending on 
January 1, 2011’’. 

(c) SUPER RURAL AMBULANCE.—Section 
1834(l)(12)(A) of the Social Security Act (42 
U.S.C. 1395m(l)(12)(A)) is amended by striking 
‘‘2010’’ and inserting ‘‘2010, and on or after 
April 1, 2010, and before January 1, 2011’’. 
SEC. 3106. EXTENSION OF CERTAIN PAYMENT 

RULES FOR LONG-TERM CARE HOS-
PITAL SERVICES AND OF MORATO-
RIUM ON THE ESTABLISHMENT OF 
CERTAIN HOSPITALS AND FACILI-
TIES. 

(a) EXTENSION OF CERTAIN PAYMENT RULES.— 
Section 114(c) of the Medicare, Medicaid, and 
SCHIP Extension Act of 2007 (42 U.S.C. 1395ww 
note), as amended by section 4302(a) of the 
American Recovery and Reinvestment Act (Pub-
lic Law 111–5), is further amended by striking 
‘‘3-year period’’ each place it appears and in-
serting ‘‘4-year period’’. 

(b) EXTENSION OF MORATORIUM.—Section 
114(d)(1) of such Act (42 U.S.C. 1395ww note), in 
the matter preceding subparagraph (A), is 
amended by striking ‘‘3-year period’’ and insert-
ing ‘‘4-year period’’. 
SEC. 3107. EXTENSION OF PHYSICIAN FEE SCHED-

ULE MENTAL HEALTH ADD-ON. 
Section 138(a)(1) of the Medicare Improve-

ments for Patients and Providers Act of 2008 
(Public Law 110–275) is amended by striking 
‘‘December 31, 2009’’ and inserting ‘‘December 
31, 2010’’. 
SEC. 3108. PERMITTING PHYSICIAN ASSISTANTS 

TO ORDER POST-HOSPITAL EX-
TENDED CARE SERVICES. 

(a) ORDERING POST-HOSPITAL EXTENDED CARE 
SERVICES.— 

(1) IN GENERAL.—Section 1814(a)(2) of the So-
cial Security Act (42 U.S.C. 1395f(a)(2)), in the 
matter preceding subparagraph (A), is amended 
by striking ‘‘or clinical nurse specialist’’ and in-
serting ‘‘, a clinical nurse specialist, or a physi-
cian assistant (as those terms are defined in sec-
tion 1861(aa)(5))’’ after ‘‘nurse practitioner’’. 

(2) CONFORMING AMENDMENT.—Section 1814(a) 
of the Social Security Act (42 U.S.C. 1395f(a)) is 
amended, in the second sentence, by striking ‘‘or 
clinical nurse specialist’’ and inserting ‘‘clinical 
nurse specialist, or physician assistant’’ after 
‘‘nurse practitioner,’’. 

(b) EFFECTIVE DATE.—The amendments made 
by this section shall apply to items and services 
furnished on or after January 1, 2011. 
SEC. 3109. EXEMPTION OF CERTAIN PHARMACIES 

FROM ACCREDITATION REQUIRE-
MENTS. 

(a) IN GENERAL.—Section 1834(a)(20) of the 
Social Security Act (42 U.S.C. 1395m(a)(20)), as 
added by section 154(b)(1)(A) of the Medicare 
Improvements for Patients and Providers Act of 
2008 (Public Law 100–275), is amended— 

(1) in subparagraph (F)(i)— 
(A) by inserting ‘‘and subparagraph (G)’’ 

after ‘‘clause (ii)’’; and 
(B) by inserting ‘‘, except that the Secretary 

shall not require a pharmacy to have submitted 
to the Secretary such evidence of accreditation 
prior to January 1, 2011’’ before the semicolon at 
the end; and 

(2) by adding at the end the following new 
subparagraph: 

‘‘(G) APPLICATION OF ACCREDITATION RE-
QUIREMENT TO CERTAIN PHARMACIES.— 

‘‘(i) IN GENERAL.—With respect to items and 
services furnished on or after January 1, 2011, in 
implementing quality standards under this 
paragraph— 

‘‘(I) subject to subclause (II), in applying such 
standards and the accreditation requirement of 
subparagraph (F)(i) with respect to pharmacies 
described in clause (ii) furnishing such items 
and services, such standards and accreditation 
requirement shall not apply to such pharmacies; 
and 

‘‘(II) the Secretary may apply to such phar-
macies an alternative accreditation requirement 
established by the Secretary if the Secretary de-
termines such alternative accreditation require-
ment is more appropriate for such pharmacies. 

‘‘(ii) PHARMACIES DESCRIBED.—A pharmacy 
described in this clause is a pharmacy that 
meets each of the following criteria: 

‘‘(I) The total billings by the pharmacy for 
such items and services under this title are less 
than 5 percent of total pharmacy sales, as deter-
mined based on the average total pharmacy 
sales for the previous 3 calendar years, 3 fiscal 
years, or other yearly period specified by the 
Secretary. 

‘‘(II) The pharmacy has been enrolled under 
section 1866(j) as a supplier of durable medical 
equipment, prosthetics, orthotics, and supplies, 
has been issued (which may include the renewal 
of) a provider number for at least 5 years, and 
for which a final adverse action (as defined in 
section 424.57(a) of title 42, Code of Federal Reg-
ulations) has not been imposed in the past 5 
years. 

‘‘(III) The pharmacy submits to the Secretary 
an attestation, in a form and manner, and at a 
time, specified by the Secretary, that the phar-
macy meets the criteria described in subclauses 
(I) and (II). Such attestation shall be subject to 
section 1001 of title 18, United States Code. 

‘‘(IV) The pharmacy agrees to submit mate-
rials as requested by the Secretary, or during 
the course of an audit conducted on a random 
sample of pharmacies selected annually, to 
verify that the pharmacy meets the criteria de-
scribed in subclauses (I) and (II). Materials sub-
mitted under the preceding sentence shall in-
clude a certification by an accountant on behalf 
of the pharmacy or the submission of tax re-
turns filed by the pharmacy during the relevant 
periods, as requested by the Secretary.’’. 

(b) ADMINISTRATION.—Notwithstanding any 
other provision of law, the Secretary may imple-
ment the amendments made by subsection (a) by 
program instruction or otherwise. 

(c) RULE OF CONSTRUCTION.—Nothing in the 
provisions of or amendments made by this sec-
tion shall be construed as affecting the applica-
tion of an accreditation requirement for phar-
macies to qualify for bidding in a competitive 
acquisition area under section 1847 of the Social 
Security Act (42 U.S.C. 1395w–3). 
SEC. 3110. PART B SPECIAL ENROLLMENT PERIOD 

FOR DISABLED TRICARE BENE-
FICIARIES. 

(a) IN GENERAL.— 
(1) IN GENERAL.—Section 1837 of the Social Se-

curity Act (42 U.S.C. 1395p) is amended by add-
ing at the end the following new subsection: 

‘‘(l)(1) In the case of any individual who is a 
covered beneficiary (as defined in section 1072(5) 
of title 10, United States Code) at the time the 
individual is entitled to part A under section 
226(b) or section 226A and who is eligible to en-
roll but who has elected not to enroll (or to be 
deemed enrolled) during the individual’s initial 
enrollment period, there shall be a special en-
rollment period described in paragraph (2). 

‘‘(2) The special enrollment period described in 
this paragraph, with respect to an individual, is 
the 12-month period beginning on the day after 
the last day of the initial enrollment period of 
the individual or, if later, the 12-month period 
beginning with the month the individual is noti-
fied of enrollment under this section. 

‘‘(3) In the case of an individual who enrolls 
during the special enrollment period provided 
under paragraph (1), the coverage period under 
this part shall begin on the first day of the 
month in which the individual enrolls, or, at the 
option of the individual, the first month after 
the end of the individual’s initial enrollment pe-
riod. 

‘‘(4) An individual may only enroll during the 
special enrollment period provided under para-
graph (1) one time during the individual’s life-
time. 

‘‘(5) The Secretary shall ensure that the mate-
rials relating to coverage under this part that 
are provided to an individual described in para-
graph (1) prior to the individual’s initial enroll-
ment period contain information concerning the 
impact of not enrolling under this part, includ-
ing the impact on health care benefits under the 
TRICARE program under chapter 55 of title 10, 
United States Code. 

‘‘(6) The Secretary of Defense shall collabo-
rate with the Secretary of Health and Human 
Services and the Commissioner of Social Secu-
rity to provide for the accurate identification of 
individuals described in paragraph (1). The Sec-
retary of Defense shall provide such individuals 
with notification with respect to this subsection. 
The Secretary of Defense shall collaborate with 
the Secretary of Health and Human Services 
and the Commissioner of Social Security to en-
sure appropriate follow up pursuant to any no-
tification provided under the preceding sen-
tence.’’. 

(2) EFFECTIVE DATE.—The amendment made 
by paragraph (1) shall apply to elections made 
with respect to initial enrollment periods that 
end after the date of the enactment of this Act. 
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(b) WAIVER OF INCREASE OF PREMIUM.—Sec-

tion 1839(b) of the Social Security Act (42 U.S.C. 
1395r(b)) is amended by striking ‘‘section 
1837(i)(4)’’ and inserting ‘‘subsection (i)(4) or (l) 
of section 1837’’. 
SEC. 3111. PAYMENT FOR BONE DENSITY TESTS. 

(a) PAYMENT.— 
(1) IN GENERAL.—Section 1848 of the Social Se-

curity Act (42 U.S.C. 1395w–4) is amended— 
(A) in subsection (b)— 
(i) in paragraph (4)(B), by inserting ‘‘, and for 

2010 and 2011, dual-energy x-ray absorptiometry 
services (as described in paragraph (6))’’ before 
the period at the end; and 

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

‘‘(6) TREATMENT OF BONE MASS SCANS.—For 
dual-energy x-ray absorptiometry services (iden-
tified in 2006 by HCPCS codes 76075 and 76077 
(and any succeeding codes)) furnished during 
2010 and 2011, instead of the payment amount 
that would otherwise be determined under this 
section for such years, the payment amount 
shall be equal to 70 percent of the product of— 

‘‘(A) the relative value for the service (as de-
termined in subsection (c)(2)) for 2006; 

‘‘(B) the conversion factor (established under 
subsection (d)) for 2006; and 

‘‘(C) the geographic adjustment factor (estab-
lished under subsection (e)(2)) for the service for 
the fee schedule area for 2010 and 2011, respec-
tively.’’; and 

(B) in subsection (c)(2)(B)(iv)— 
(i) in subclause (II), by striking ‘‘and’’ at the 

end; 
(ii) in subclause (III), by striking the period at 

the end and inserting ‘‘; and’’; and 
(iii) by adding at the end the following new 

subclause: 
‘‘(IV) subsection (b)(6) shall not be taken into 

account in applying clause (ii)(II) for 2010 or 
2011.’’. 

(2) IMPLEMENTATION.—Notwithstanding any 
other provision of law, the Secretary may imple-
ment the amendments made by paragraph (1) by 
program instruction or otherwise. 

(b) STUDY AND REPORT BY THE INSTITUTE OF 
MEDICINE.— 

(1) IN GENERAL.—The Secretary of Health and 
Human Services is authorized to enter into an 
agreement with the Institute of Medicine of the 
National Academies to conduct a study on the 
ramifications of Medicare payment reductions 
for dual-energy x-ray absorptiometry (as de-
scribed in section 1848(b)(6) of the Social Secu-
rity Act, as added by subsection (a)(1)) during 
2007, 2008, and 2009 on beneficiary access to 
bone mass density tests. 

(2) REPORT.—An agreement entered into 
under paragraph (1) shall provide for the Insti-
tute of Medicine to submit to the Secretary and 
to Congress a report containing the results of 
the study conducted under such paragraph. 
SEC. 3112. REVISION TO THE MEDICARE IM-

PROVEMENT FUND. 
Section 1898(b)(1)(A) of the Social Security Act 

(42 U.S.C. 1395iii) is amended by striking 
‘‘$22,290,000,000’’ and inserting ‘‘$0’’. 
SEC. 3113. TREATMENT OF CERTAIN COMPLEX DI-

AGNOSTIC LABORATORY TESTS. 
(a) DEMONSTRATION PROJECT.— 
(1) IN GENERAL.—The Secretary of Health and 

Human Services (in this section referred to as 
the ‘‘Secretary’’) shall conduct a demonstration 
project under part B title XVIII of the Social Se-
curity Act under which separate payments are 
made under such part for complex diagnostic 
laboratory tests provided to individuals under 
such part. Under the demonstration project, the 
Secretary shall establish appropriate payment 
rates for such tests. 

(2) COVERED COMPLEX DIAGNOSTIC LABORA-
TORY TEST DEFINED.—In this section, the term 
‘‘complex diagnostic laboratory test’’ means a 
diagnostic laboratory test— 

(A) that is an analysis of gene protein expres-
sion, topographic genotyping, or a cancer chem-
otherapy sensitivity assay; 

(B) that is determined by the Secretary to be 
a laboratory test for which there is not an alter-
native test having equivalent performance char-
acteristics; 

(C) which is billed using a Health Care Proce-
dure Coding System (HCPCS) code other than a 
not otherwise classified code under such Coding 
System; 

(D) which is approved or cleared by the Food 
and Drug Administration or is covered under 
title XVIII of the Social Security Act; and 

(E) is described in section 1861(s)(3) of the So-
cial Security Act (42 U.S.C. 1395x(s)(3)). 

(3) SEPARATE PAYMENT DEFINED.—In this sec-
tion, the term ‘‘separate payment’’ means direct 
payment to a laboratory (including a hospital- 
based or independent laboratory) that performs 
a complex diagnostic laboratory test with re-
spect to a specimen collected from an individual 
during a period in which the individual is a pa-
tient of a hospital if the test is performed after 
such period of hospitalization and if separate 
payment would not otherwise be made under 
title XVIII of the Social Security Act by reason 
of sections 1862(a)(14) and 1866(a)(1)(H)(i) of the 
such Act (42 U.S.C. 1395y(a)(14); 42 U.S.C. 
1395cc(a)(1)(H)(i)). 

(b) DURATION.—Subject to subsection (c)(2), 
the Secretary shall conduct the demonstration 
project under this section for the 2-year period 
beginning on July 1, 2011. 

(c) PAYMENTS AND LIMITATION.—Payments 
under the demonstration project under this sec-
tion shall— 

(1) be made from the Federal Supplemental 
Medical Insurance Trust Fund under section 
1841 of the Social Security Act (42 U.S.C. 1395t); 
and 

(2) may not exceed $100,000,000. 
(d) REPORT.—Not later than 2 years after the 

completion of the demonstration project under 
this section, the Secretary shall submit to Con-
gress a report on the project. Such report shall 
include— 

(1) an assessment of the impact of the dem-
onstration project on access to care, quality of 
care, health outcomes, and expenditures under 
title XVIII of the Social Security Act (including 
any savings under such title); and 

(2) such recommendations as the Secretary de-
termines appropriate. 

(e) IMPLEMENTATION FUNDING.—For purposes 
of administering this section (including pre-
paring and submitting the report under sub-
section (d)), the Secretary shall provide for the 
transfer, from the Federal Supplemental Med-
ical Insurance Trust Fund under section 1841 of 
the Social Security Act (42 U.S.C. 1395t), to the 
Centers for Medicare & Medicaid Services Pro-
gram Management Account, of $5,000,000. 
Amounts transferred under the preceding sen-
tence shall remain available until expended. 
SEC. 3114. IMPROVED ACCESS FOR CERTIFIED 

NURSE-MIDWIFE SERVICES. 
Section 1833(a)(1)(K) of the Social Security 

Act (42 U.S.C. 1395l(a)(1)(K)) is amended by in-
serting ‘‘(or 100 percent for services furnished on 
or after January 1, 2011)’’ after ‘‘1992, 65 per-
cent’’. 

PART II—RURAL PROTECTIONS 
SEC. 3121. EXTENSION OF OUTPATIENT HOLD 

HARMLESS PROVISION. 
(a) IN GENERAL.—Section 1833(t)(7)(D)(i) of 

the Social Security Act (42 U.S.C. 
1395l(t)(7)(D)(i)) is amended— 

(1) in subclause (II)— 
(A) in the first sentence, by striking 

‘‘2010’’and inserting ‘‘2011’’; and 
(B) in the second sentence, by striking ‘‘or 

2009’’ and inserting ‘‘, 2009, or 2010’’; and 
(2) in subclause (III), by striking ‘‘January 1, 

2010’’ and inserting ‘‘January 1, 2011’’. 
(b) PERMITTING ALL SOLE COMMUNITY HOS-

PITALS TO BE ELIGIBLE FOR HOLD HARMLESS.— 
Section 1833(t)(7)(D)(i)(III) of the Social Secu-
rity Act (42 U.S.C. 1395l(t)(7)(D)(i)(III)) is 
amended by adding at the end the following 

new sentence: ‘‘In the case of covered OPD serv-
ices furnished on or after January 1, 2010, and 
before January 1, 2011, the preceding sentence 
shall be applied without regard to the 100-bed 
limitation.’’. 
SEC. 3122. EXTENSION OF MEDICARE REASON-

ABLE COSTS PAYMENTS FOR CER-
TAIN CLINICAL DIAGNOSTIC LAB-
ORATORY TESTS FURNISHED TO 
HOSPITAL PATIENTS IN CERTAIN 
RURAL AREAS. 

Section 416(b) of the Medicare Prescription 
Drug, Improvement, and Modernization Act of 
2003 (42 U.S.C. 1395l–4), as amended by section 
105 of division B of the Tax Relief and Health 
Care Act of 2006 (42 U.S.C. 1395l note) and sec-
tion 107 of the Medicare, Medicaid, and SCHIP 
Extension Act of 2007 (42 U.S.C. 1395l note), is 
amended by inserting ‘‘or during the 1-year pe-
riod beginning on July 1, 2010’’ before the period 
at the end. 
SEC. 3123. EXTENSION OF THE RURAL COMMU-

NITY HOSPITAL DEMONSTRATION 
PROGRAM. 

(a) ONE-YEAR EXTENSION.—Section 410A of the 
Medicare Prescription Drug, Improvement, and 
Modernization Act of 2003 (Public Law 108–173; 
117 Stat. 2272) is amended by adding at the end 
the following new subsection: 

‘‘(g) ONE-YEAR EXTENSION OF DEMONSTRA-
TION PROGRAM.— 

‘‘(1) IN GENERAL.—Subject to the succeeding 
provisions of this subsection, the Secretary shall 
conduct the demonstration program under this 
section for an additional 1-year period (in this 
section referred to as the ‘1-year extension pe-
riod’) that begins on the date immediately fol-
lowing the last day of the initial 5-year period 
under subsection (a)(5). 

‘‘(2) EXPANSION OF DEMONSTRATION STATES.— 
Notwithstanding subsection (a)(2), during the 1- 
year extension period, the Secretary shall ex-
pand the number of States with low population 
densities determined by the Secretary under 
such subsection to 20. In determining which 
States to include in such expansion, the Sec-
retary shall use the same criteria and data that 
the Secretary used to determine the States under 
such subsection for purposes of the initial 5-year 
period. 

‘‘(3) INCREASE IN MAXIMUM NUMBER OF HOS-
PITALS PARTICIPATING IN THE DEMONSTRATION 
PROGRAM.—Notwithstanding subsection (a)(4), 
during the 1-year extension period, not more 
than 30 rural community hospitals may partici-
pate in the demonstration program under this 
section. 

‘‘(4) NO AFFECT ON HOSPITALS IN DEMONSTRA-
TION PROGRAM ON DATE OF ENACTMENT.—In the 
case of a rural community hospital that is par-
ticipating in the demonstration program under 
this section as of the last day of the initial 5- 
year period, the Secretary shall provide for the 
continued participation of such rural commu-
nity hospital in the demonstration program dur-
ing the 1-year extension period unless the rural 
community hospital makes an election, in such 
form and manner as the Secretary may specify, 
to discontinue such participation.’’. 

(b) CONFORMING AMENDMENTS.—Subsection 
(a)(5) of section 410A of the Medicare Prescrip-
tion Drug, Improvement, and Modernization Act 
of 2003 (Public Law 108–173; 117 Stat. 2272) is 
amended by inserting ‘‘(in this section referred 
to as the ‘initial 5-year period’) and, as provided 
in subsection (g), for the 1-year extension pe-
riod’’ after ‘‘5-year period’’. 

(c) TECHNICAL AMENDMENTS.— 
(1) Subsection (b) of section 410A of the Medi-

care Prescription Drug, Improvement, and Mod-
ernization Act of 2003 (Public Law 108–173; 117 
Stat. 2272) is amended— 

(A) in paragraph (1)(B)(ii), by striking ‘‘2)’’ 
and inserting ‘‘2))’’; and 

(B) in paragraph (2), by inserting ‘‘cost’’ be-
fore ‘‘reporting period’’ the first place such term 
appears in each of subparagraphs (A) and (B). 

(2) Subsection (f)(1) of section 410A of the 
Medicare Prescription Drug, Improvement, and 
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Modernization Act of 2003 (Public Law 108–173; 
117 Stat. 2272) is amended— 

(A) in subparagraph (A)(ii), by striking 
‘‘paragraph (2)’’ and inserting ‘‘subparagraph 
(B)’’; and 

(B) in subparagraph (B), by striking ‘‘para-
graph (1)(B)’’ and inserting ‘‘subparagraph 
(A)(ii)’’. 
SEC. 3124. EXTENSION OF THE MEDICARE-DE-

PENDENT HOSPITAL (MDH) PRO-
GRAM. 

(a) EXTENSION OF PAYMENT METHODOLOGY.— 
Section 1886(d)(5)(G) of the Social Security Act 
(42 U.S.C. 1395ww(d)(5)(G)) is amended— 

(1) in clause (i), by striking ‘‘October 1, 2011’’ 
and inserting ‘‘October 1, 2012’’; and 

(2) in clause (ii)(II), by striking ‘‘October 1, 
2011’’ and inserting ‘‘October 1, 2012’’. 

(b) CONFORMING AMENDMENTS.— 
(1) EXTENSION OF TARGET AMOUNT.—Section 

1886(b)(3)(D) of the Social Security Act (42 
U.S.C. 1395ww(b)(3)(D)) is amended— 

(A) in the matter preceding clause (i), by 
striking ‘‘October 1, 2011’’ and inserting ‘‘Octo-
ber 1, 2012’’; and 

(B) in clause (iv), by striking ‘‘through fiscal 
year 2011’’ and inserting ‘‘through fiscal year 
2012’’. 

(2) PERMITTING HOSPITALS TO DECLINE RECLAS-
SIFICATION.—Section 13501(e)(2) of the Omnibus 
Budget Reconciliation Act of 1993 (42 U.S.C. 
1395ww note) is amended by striking ‘‘through 
fiscal year 2011’’ and inserting ‘‘through fiscal 
year 2012’’. 
SEC. 3125. TEMPORARY IMPROVEMENTS TO THE 

MEDICARE INPATIENT HOSPITAL 
PAYMENT ADJUSTMENT FOR LOW- 
VOLUME HOSPITALS. 

Section 1886(d)(12) of the Social Security Act 
(42 U.S.C. 1395ww(d)(12)) is amended— 

(1) in subparagraph (A), by inserting ‘‘or (D)’’ 
after ‘‘subparagraph (B)’’; 

(2) in subparagraph (B), in the matter pre-
ceding clause (i), by striking ‘‘The Secretary’’ 
and inserting ‘‘For discharges occurring in fis-
cal years 2005 through 2010 and for discharges 
occurring in fiscal year 2013 and subsequent fis-
cal years, the Secretary’’; 

(3) in subparagraph (C)(i)— 
(A) by inserting ‘‘(or, with respect to fiscal 

years 2011 and 2012, 15 road miles)’’ after ‘‘25 
road miles’’; and 

(B) by inserting ‘‘(or, with respect to fiscal 
years 2011 and 2012, 1,500 discharges of individ-
uals entitled to, or enrolled for, benefits under 
part A)’’ after ‘‘800 discharges’’; and 

(4) by adding at the end the following new 
subparagraph: 

‘‘(D) TEMPORARY APPLICABLE PERCENTAGE IN-
CREASE.—For discharges occurring in fiscal 
years 2011 and 2012, the Secretary shall deter-
mine an applicable percentage increase for pur-
poses of subparagraph (A) using a continuous 
linear sliding scale ranging from 25 percent for 
low-volume hospitals with 200 or fewer dis-
charges of individuals entitled to, or enrolled 
for, benefits under part A in the fiscal year to 
0 percent for low-volume hospitals with greater 
than 1,500 discharges of such individuals in the 
fiscal year.’’. 
SEC. 3126. IMPROVEMENTS TO THE DEMONSTRA-

TION PROJECT ON COMMUNITY 
HEALTH INTEGRATION MODELS IN 
CERTAIN RURAL COUNTIES. 

(a) REMOVAL OF LIMITATION ON NUMBER OF 
ELIGIBLE COUNTIES SELECTED.—Subsection 
(d)(3) of section 123 of the Medicare Improve-
ments for Patients and Providers Act of 2008 (42 
U.S.C. 1395i–4 note) is amended by striking ‘‘not 
more than 6’’. 

(b) REMOVAL OF REFERENCES TO RURAL 
HEALTH CLINIC SERVICES AND INCLUSION OF 
PHYSICIANS’ SERVICES IN SCOPE OF DEMONSTRA-
TION PROJECT.—Such section 123 is amended— 

(1) in subsection (d)(4)(B)(i)(3), by striking 
subclause (III); and 

(2) in subsection (j)— 
(A) in paragraph (8), by striking subpara-

graph (B) and inserting the following: 

‘‘(B) Physicians’ services (as defined in sec-
tion 1861(q) of the Social Security Act (42 U.S.C. 
1395x(q)).’’; 

(B) by striking paragraph (9); and 
(C) by redesignating paragraph (10) as para-

graph (9). 
SEC. 3127. MEDPAC STUDY ON ADEQUACY OF 

MEDICARE PAYMENTS FOR HEALTH 
CARE PROVIDERS SERVING IN 
RURAL AREAS. 

(a) STUDY.—The Medicare Payment Advisory 
Commission shall conduct a study on the ade-
quacy of payments for items and services fur-
nished by providers of services and suppliers in 
rural areas under the Medicare program under 
title XVIII of the Social Security Act (42 U.S.C. 
1395 et seq.). Such study shall include an anal-
ysis of— 

(1) any adjustments in payments to providers 
of services and suppliers that furnish items and 
services in rural areas; 

(2) access by Medicare beneficiaries to items 
and services in rural areas; 

(3) the adequacy of payments to providers of 
services and suppliers that furnish items and 
services in rural areas; and 

(4) the quality of care furnished in rural 
areas. 

(b) REPORT.—Not later than January 1, 2011, 
the Medicare Payment Advisory Commission 
shall submit to Congress a report containing the 
results of the study conducted under subsection 
(a). Such report shall include recommendations 
on appropriate modifications to any adjustments 
in payments to providers of services and sup-
pliers that furnish items and services in rural 
areas, together with recommendations for such 
legislation and administrative action as the 
Medicare Payment Advisory Commission deter-
mines appropriate. 
SEC. 3128. TECHNICAL CORRECTION RELATED TO 

CRITICAL ACCESS HOSPITAL SERV-
ICES. 

(a) IN GENERAL.—Subsections (g)(2)(A) and 
(l)(8) of section 1834 of the Social Security Act 
(42 U.S.C. 1395m) are each amended by inserting 
‘‘101 percent of’’ before ‘‘the reasonable costs’’. 

(b) EFFECTIVE DATE.—The amendments made 
by subsection (a) shall take effect as if included 
in the enactment of section 405(a) of the Medi-
care Prescription Drug, Improvement, and Mod-
ernization Act of 2003 (Public Law 108–173; 117 
Stat. 2266). 
SEC. 3129. EXTENSION OF AND REVISIONS TO 

MEDICARE RURAL HOSPITAL FLEXI-
BILITY PROGRAM. 

(a) AUTHORIZATION.—Section 1820(j) of the So-
cial Security Act (42 U.S.C. 1395i–4(j)) is amend-
ed— 

(1) by striking ‘‘2010, and for’’ and inserting 
‘‘2010, for’’; and 

(2) by inserting ‘‘and for making grants to all 
States under subsection (g), such sums as may 
be necessary in each of fiscal years 2011 and 
2012, to remain available until expended’’ before 
the period at the end. 

(b) USE OF FUNDS.—Section 1820(g)(3) of the 
Social Security Act (42 U.S.C. 1395i–4(g)(3)) is 
amended— 

(1) in subparagraph (A), by inserting ‘‘and to 
assist such hospitals in participating in delivery 
system reforms under the provisions of and 
amendments made by the Patient Protection and 
Affordable Care Act, such as value-based pur-
chasing programs, accountable care organiza-
tions under section 1899, the National pilot pro-
gram on payment bundling under section 1866D, 
and other delivery system reform programs de-
termined appropriate by the Secretary’’ before 
the period at the end; and 

(2) in subparagraph (E)— 
(A) by striking ‘‘, and to offset’’ and inserting 

‘‘, to offset’’; and 
(B) by inserting ‘‘and to participate in deliv-

ery system reforms under the provisions of and 
amendments made by the Patient Protection and 
Affordable Care Act, such as value-based pur-
chasing programs, accountable care organiza-

tions under section 1899, the National pilot pro-
gram on payment bundling under section 1866D, 
and other delivery system reform programs de-
termined appropriate by the Secretary’’ before 
the period at the end. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply to grants made on or 
after January 1, 2010. 

PART III—IMPROVING PAYMENT 
ACCURACY 

SEC. 3131. PAYMENT ADJUSTMENTS FOR HOME 
HEALTH CARE. 

(a) REBASING HOME HEALTH PROSPECTIVE 
PAYMENT AMOUNT.— 

(1) IN GENERAL.—Section 1895(b)(3)(A) of the 
Social Security Act (42 U.S.C. 1395fff(b)(3)(A)) is 
amended— 

(A) in clause (i)(III), by striking ‘‘For peri-
ods’’ and inserting ‘‘Subject to clause (iii), for 
periods’’; and 

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

‘‘(iii) ADJUSTMENT FOR 2013 AND SUBSEQUENT 
YEARS.— 

‘‘(I) IN GENERAL.—Subject to subclause (II), 
for 2013 and subsequent years, the amount (or 
amounts) that would otherwise be applicable 
under clause (i)(III) shall be adjusted by a per-
centage determined appropriate by the Secretary 
to reflect such factors as changes in the number 
of visits in an episode, the mix of services in an 
episode, the level of intensity of services in an 
episode, the average cost of providing care per 
episode, and other factors that the Secretary 
considers to be relevant. In conducting the anal-
ysis under the preceding sentence, the Secretary 
may consider differences between hospital-based 
and freestanding agencies, between for-profit 
and nonprofit agencies, and between the re-
source costs of urban and rural agencies. Such 
adjustment shall be made before the update 
under subparagraph (B) is applied for the year. 

‘‘(II) TRANSITION.—The Secretary shall pro-
vide for a 4-year phase-in (in equal increments) 
of the adjustment under subclause (I), with 
such adjustment being fully implemented for 
2016. During each year of such phase-in, the 
amount of any adjustment under subclause (I) 
for the year may not exceed 3.5 percent of the 
amount (or amounts) applicable under clause 
(i)(III) as of the date of enactment of the Pa-
tient Protection and Affordable Care Act.’’. 

(2) MEDPAC STUDY AND REPORT.— 
(A) STUDY.—The Medicare Payment Advisory 

Commission shall conduct a study on the imple-
mentation of the amendments made by para-
graph (1). Such study shall include an analysis 
of the impact of such amendments on— 

(i) access to care; 
(ii) quality outcomes; 
(iii) the number of home health agencies; and 
(iv) rural agencies, urban agencies, for-profit 

agencies, and nonprofit agencies. 
(B) REPORT.—Not later than January 1, 2015, 

the Medicare Payment Advisory Commission 
shall submit to Congress a report on the study 
conducted under subparagraph (A), together 
with recommendations for such legislation and 
administrative action as the Commission deter-
mines appropriate. 

(b) PROGRAM-SPECIFIC OUTLIER CAP.—Section 
1895(b) of the Social Security Act (42 U.S.C. 
1395fff(b)) is amended— 

(1) in paragraph (3)(C), by striking ‘‘the ag-
gregate’’ and all that follows through the period 
at the end and inserting ‘‘5 percent of the total 
payments estimated to be made based on the 
prospective payment system under this sub-
section for the period.’’; and 

(2) in paragraph (5)— 
(A) by striking ‘‘OUTLIERS.—The Secretary’’ 

and inserting the following: ‘‘OUTLIERS.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), the Secretary’’; 
(B) in subparagraph (A), as added by sub-

paragraph (A), by striking ‘‘5 percent’’ and in-
serting ‘‘2.5 percent’’; and 
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CONGRESSIONAL RECORD — HOUSE H2001 March 21, 2010 
(C) by adding at the end the following new 

subparagraph: 
‘‘(B) PROGRAM SPECIFIC OUTLIER CAP.—The 

estimated total amount of additional payments 
or payment adjustments made under subpara-
graph (A) with respect to a home health agency 
for a year (beginning with 2011) may not exceed 
an amount equal to 10 percent of the estimated 
total amount of payments made under this sec-
tion (without regard to this paragraph) with re-
spect to the home health agency for the year.’’. 

(c) APPLICATION OF THE MEDICARE RURAL 
HOME HEALTH ADD-ON POLICY.—Section 421 of 
the Medicare Prescription Drug, Improvement, 
and Modernization Act of 2003 (Public Law 108– 
173; 117 Stat. 2283), as amended by section 
5201(b) of the Deficit Reduction Act of 2005 
(Public Law 109–171; 120 Stat. 46), is amended— 

(1) in the section heading, by striking ‘‘ONE- 
YEAR’’ and inserting ‘‘TEMPORARY’’; and 

(2) in subsection (a)— 
(A) by striking ‘‘, and episodes’’ and inserting 

‘‘, episodes’’; 
(B) by inserting ‘‘and episodes and visits end-

ing on or after April 1, 2010, and before January 
1, 2016,’’ after ‘‘January 1, 2007,’’; and 

(C) by inserting ‘‘(or, in the case of episodes 
and visits ending on or after April 1, 2010, and 
before January 1, 2016, 3 percent)’’ before the 
period at the end. 

(d) STUDY AND REPORT ON THE DEVELOPMENT 
OF HOME HEALTH PAYMENT REFORMS IN ORDER 
TO ENSURE ACCESS TO CARE AND QUALITY SERV-
ICES.— 

(1) IN GENERAL.—The Secretary of Health and 
Human Services (in this section referred to as 
the ‘‘Secretary’’) shall conduct a study to evalu-
ate the costs and quality of care among efficient 
home health agencies relative to other such 
agencies in providing ongoing access to care and 
in treating Medicare beneficiaries with varying 
severity levels of illness. Such study shall in-
clude an analysis of the following: 

(A) Methods to revise the home health pro-
spective payment system under section 1895 of 
the Social Security Act (42 U.S.C. 1395fff) to 
more accurately account for the costs related to 
patient severity of illness or to improving bene-
ficiary access to care, including— 

(i) payment adjustments for services that may 
be under- or over-valued; 

(ii) necessary changes to reflect the resource 
use relative to providing home health services to 
low-income Medicare beneficiaries or Medicare 
beneficiaries living in medically underserved 
areas; 

(iii) ways the outlier payment may be im-
proved to more accurately reflect the cost of 
treating Medicare beneficiaries with high sever-
ity levels of illness; 

(iv) the role of quality of care incentives and 
penalties in driving provider and patient behav-
ior; 

(v) improvements in the application of a wage 
index; and 

(vi) other areas determined appropriate by the 
Secretary. 

(B) The validity and reliability of responses 
on the OASIS instrument with particular em-
phasis on questions that relate to higher pay-
ment under the home health prospective pay-
ment system and higher outcome scores under 
Home Care Compare. 

(C) Additional research or payment revisions 
under the home health prospective payment sys-
tem that may be necessary to set the payment 
rates for home health services based on costs of 
high-quality and efficient home health agencies 
or to improve Medicare beneficiary access to 
care. 

(D) A timetable for implementation of any ap-
propriate changes based on the analysis of the 
matters described in subparagraphs (A), (B), 
and (C). 

(E) Other areas determined appropriate by the 
Secretary. 

(2) CONSIDERATIONS.—In conducting the study 
under paragraph (1), the Secretary shall con-

sider whether certain factors should be used to 
measure patient severity of illness and access to 
care, such as— 

(A) population density and relative patient 
access to care; 

(B) variations in service costs for providing 
care to individuals who are dually eligible under 
the Medicare and Medicaid programs; 

(C) the presence of severe or chronic diseases, 
as evidenced by multiple, discontinuous home 
health episodes; 

(D) poverty status, as evidenced by the receipt 
of Supplemental Security Income under title 
XVI of the Social Security Act; 

(E) the absence of caregivers; 
(F) language barriers; 
(G) atypical transportation costs; 
(H) security costs; and 
(I) other factors determined appropriate by 

the Secretary. 
(3) REPORT.—Not later than March 1, 2011, 

the Secretary shall submit to Congress a report 
on the study conducted under paragraph (1), to-
gether with recommendations for such legisla-
tion and administrative action as the Secretary 
determines appropriate. 

(4) CONSULTATIONS.—In conducting the study 
under paragraph (1) and preparing the report 
under paragraph (3), the Secretary shall consult 
with— 

(A) stakeholders representing home health 
agencies; 

(B) groups representing Medicare bene-
ficiaries; 

(C) the Medicare Payment Advisory Commis-
sion; 

(D) the Inspector General of the Department 
of Health and Human Services; and 

(E) the Comptroller General of the United 
States. 
SEC. 3132. HOSPICE REFORM. 

(a) HOSPICE CARE PAYMENT REFORMS.— 
(1) IN GENERAL.—Section 1814(i) of the Social 

Security Act (42 U.S.C. 1395f(i)), as amended by 
section 3004(c), is amended— 

(A) by redesignating paragraph (6) as para-
graph (7); and 

(B) by inserting after paragraph (5) the fol-
lowing new paragraph: 

‘‘(6)(A) The Secretary shall collect additional 
data and information as the Secretary deter-
mines appropriate to revise payments for hospice 
care under this subsection pursuant to subpara-
graph (D) and for other purposes as determined 
appropriate by the Secretary. The Secretary 
shall begin to collect such data by not later 
than January 1, 2011. 

‘‘(B) The additional data and information to 
be collected under subparagraph (A) may in-
clude data and information on— 

‘‘(i) charges and payments; 
‘‘(ii) the number of days of hospice care which 

are attributable to individuals who are entitled 
to, or enrolled for, benefits under part A; and 

‘‘(iii) with respect to each type of service in-
cluded in hospice care— 

‘‘(I) the number of days of hospice care attrib-
utable to the type of service; 

‘‘(II) the cost of the type of service; and 
‘‘(III) the amount of payment for the type of 

service; 
‘‘(iv) charitable contributions and other rev-

enue of the hospice program; 
‘‘(v) the number of hospice visits; 
‘‘(vi) the type of practitioner providing the 

visit; and 
‘‘(vii) the length of the visit and other basic 

information with respect to the visit. 
‘‘(C) The Secretary may collect the additional 

data and information under subparagraph (A) 
on cost reports, claims, or other mechanisms as 
the Secretary determines to be appropriate. 

‘‘(D)(i) Notwithstanding the preceding para-
graphs of this subsection, not earlier than Octo-
ber 1, 2013, the Secretary shall, by regulation, 
implement revisions to the methodology for de-
termining the payment rates for routine home 

care and other services included in hospice care 
under this part, as the Secretary determines to 
be appropriate. Such revisions may be based on 
an analysis of data and information collected 
under subparagraph (A). Such revisions may in-
clude adjustments to per diem payments that re-
flect changes in resource intensity in providing 
such care and services during the course of the 
entire episode of hospice care. 

‘‘(ii) Revisions in payment implemented pur-
suant to clause (i) shall result in the same esti-
mated amount of aggregate expenditures under 
this title for hospice care furnished in the fiscal 
year in which such revisions in payment are im-
plemented as would have been made under this 
title for such care in such fiscal year if such re-
visions had not been implemented. 

‘‘(E) The Secretary shall consult with hospice 
programs and the Medicare Payment Advisory 
Commission regarding the additional data and 
information to be collected under subparagraph 
(A) and the payment revisions under subpara-
graph (D).’’. 

(2) CONFORMING AMENDMENTS.—Section 
1814(i)(1)(C) of the Social Security Act (42 
U.S.C. 1395f(i)(1)(C)) is amended— 

(A) in clause (ii)— 
(i) in the matter preceding subclause (I), by 

inserting ‘‘(before the first fiscal year in which 
the payment revisions described in paragraph 
(6)(D) are implemented)’’ after ‘‘subsequent fis-
cal year’’; and 

(ii) in subclause (VII), by inserting ‘‘(before 
the first fiscal year in which the payment revi-
sions described in paragraph (6)(D) are imple-
mented), subject to clause (iv),’’ after ‘‘subse-
quent fiscal year’’; and 

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

‘‘(iii) With respect to routine home care and 
other services included in hospice care furnished 
during fiscal years subsequent to the first fiscal 
year in which payment revisions described in 
paragraph (6)(D) are implemented, the payment 
rates for such care and services shall be the 
payment rates in effect under this clause during 
the preceding fiscal year increased by, subject to 
clause (iv), the market basket percentage in-
crease (as defined in section 1886(b)(3)(B)(iii)) 
for the fiscal year.’’. 

(b) ADOPTION OF MEDPAC HOSPICE PROGRAM 
ELIGIBILITY RECERTIFICATION RECOMMENDA-
TIONS.—Section 1814(a)(7) of the Social Security 
Act (42 U.S.C. 1395f(a)(7)) is amended— 

(1) in subparagraph (B), by striking ‘‘and’’ at 
the end; and 

(2) by adding at the end the following new 
subparagraph: 

‘‘(D) on and after January 1, 2011— 
‘‘(i) a hospice physician or nurse practitioner 

has a face-to-face encounter with the individual 
to determine continued eligibility of the indi-
vidual for hospice care prior to the 180th-day re-
certification and each subsequent recertification 
under subparagraph (A)(ii) and attests that 
such visit took place (in accordance with proce-
dures established by the Secretary); and 

‘‘(ii) in the case of hospice care provided an 
individual for more than 180 days by a hospice 
program for which the number of such cases for 
such program comprises more than a percent 
(specified by the Secretary) of the total number 
of such cases for all programs under this title, 
the hospice care provided to such individual is 
medically reviewed (in accordance with proce-
dures established by the Secretary); and’’. 
SEC. 3133. IMPROVEMENT TO MEDICARE DIS-

PROPORTIONATE SHARE HOSPITAL 
(DSH) PAYMENTS. 

Section 1886 of the Social Security Act (42 
U.S.C. 1395ww), as amended by sections 3001, 
3008, and 3025, is amended— 

(1) in subsection (d)(5)(F)(i), by striking 
‘‘For’’ and inserting ‘‘Subject to subsection (r), 
for’’; and 

(2) by adding at the end the following new 
subsection: 

‘‘(r) ADJUSTMENTS TO MEDICARE DSH PAY-
MENTS.— 
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‘‘(1) EMPIRICALLY JUSTIFIED DSH PAYMENTS.— 

For fiscal year 2015 and each subsequent fiscal 
year, instead of the amount of disproportionate 
share hospital payment that would otherwise be 
made under subsection (d)(5)(F) to a subsection 
(d) hospital for the fiscal year, the Secretary 
shall pay to the subsection (d) hospital 25 per-
cent of such amount (which represents the em-
pirically justified amount for such payment, as 
determined by the Medicare Payment Advisory 
Commission in its March 2007 Report to the Con-
gress). 

‘‘(2) ADDITIONAL PAYMENT.—In addition to 
the payment made to a subsection (d) hospital 
under paragraph (1), for fiscal year 2015 and 
each subsequent fiscal year, the Secretary shall 
pay to such subsection (d) hospitals an addi-
tional amount equal to the product of the fol-
lowing factors: 

‘‘(A) FACTOR ONE.—A factor equal to the dif-
ference between— 

‘‘(i) the aggregate amount of payments that 
would be made to subsection (d) hospitals under 
subsection (d)(5)(F) if this subsection did not 
apply for such fiscal year (as estimated by the 
Secretary); and 

‘‘(ii) the aggregate amount of payments that 
are made to subsection (d) hospitals under para-
graph (1) for such fiscal year (as so estimated). 

‘‘(B) FACTOR TWO.— 
‘‘(i) FISCAL YEARS 2015, 2016, AND 2017.—For 

each of fiscal years 2015, 2016, and 2017, a factor 
equal to 1 minus the percent change (divided by 
100) in the percent of individuals under the age 
of 65 who are uninsured, as determined by com-
paring the percent of such individuals— 

‘‘(I) who are uninsured in 2012, the last year 
before coverage expansion under the Patient 
Protection and Affordable Care Act (as cal-
culated by the Secretary based on the most re-
cent estimates available from the Director of the 
Congressional Budget Office before a vote in ei-
ther House on such Act that, if determined in 
the affirmative, would clear such Act for enroll-
ment); and 

‘‘(II) who are uninsured in the most recent pe-
riod for which data is available (as so cal-
culated). 

‘‘(ii) 2018 AND SUBSEQUENT YEARS.—For fiscal 
year 2018 and each subsequent fiscal year, a 
factor equal to 1 minus the percent change (di-
vided by 100) in the percent of individuals who 
are uninsured, as determined by comparing the 
percent of individuals— 

‘‘(I) who are uninsured in 2012 (as estimated 
by the Secretary, based on data from the Census 
Bureau or other sources the Secretary deter-
mines appropriate, and certified by the Chief 
Actuary of the Centers for Medicare & Medicaid 
Services); and 

‘‘(II) who are uninsured in the most recent pe-
riod for which data is available (as so estimated 
and certified). 

‘‘(C) FACTOR THREE.—A factor equal to the 
percent, for each subsection (d) hospital, that 
represents the quotient of— 

‘‘(i) the amount of uncompensated care for 
such hospital for a period selected by the Sec-
retary (as estimated by the Secretary, based on 
appropriate data (including, in the case where 
the Secretary determines that alternative data is 
available which is a better proxy for the costs of 
subsection (d) hospitals for treating the unin-
sured, the use of such alternative data)); and 

‘‘(ii) the aggregate amount of uncompensated 
care for all subsection (d) hospitals that receive 
a payment under this subsection for such period 
(as so estimated, based on such data). 

‘‘(3) LIMITATIONS ON REVIEW.—There shall be 
no administrative or judicial review under sec-
tion 1869, section 1878, or otherwise of the fol-
lowing: 

‘‘(A) Any estimate of the Secretary for pur-
poses of determining the factors described in 
paragraph (2). 

‘‘(B) Any period selected by the Secretary for 
such purposes.’’. 

SEC. 3134. MISVALUED CODES UNDER THE PHYSI-
CIAN FEE SCHEDULE. 

(a) IN GENERAL.—Section 1848(c)(2) of the So-
cial Security Act (42 U.S.C. 1395w–4(c)(2)) is 
amended by adding at the end the following 
new subparagraphs: 

‘‘(K) POTENTIALLY MISVALUED CODES.— 
‘‘(i) IN GENERAL.—The Secretary shall— 
‘‘(I) periodically identify services as being po-

tentially misvalued using criteria specified in 
clause (ii); and 

‘‘(II) review and make appropriate adjust-
ments to the relative values established under 
this paragraph for services identified as being 
potentially misvalued under subclause (I). 

‘‘(ii) IDENTIFICATION OF POTENTIALLY 
MISVALUED CODES.—For purposes of identifying 
potentially misvalued services pursuant to 
clause (i)(I), the Secretary shall examine (as the 
Secretary determines to be appropriate) codes 
(and families of codes as appropriate) for which 
there has been the fastest growth; codes (and 
families of codes as appropriate) that have expe-
rienced substantial changes in practice ex-
penses; codes for new technologies or services 
within an appropriate period (such as 3 years) 
after the relative values are initially established 
for such codes; multiple codes that are fre-
quently billed in conjunction with furnishing a 
single service; codes with low relative values, 
particularly those that are often billed multiple 
times for a single treatment; codes which have 
not been subject to review since the implementa-
tion of the RBRVS (the so-called ‘Harvard-val-
ued codes’); and such other codes determined to 
be appropriate by the Secretary. 

‘‘(iii) REVIEW AND ADJUSTMENTS.— 
‘‘(I) The Secretary may use existing processes 

to receive recommendations on the review and 
appropriate adjustment of potentially misvalued 
services described in clause (i)(II). 

‘‘(II) The Secretary may conduct surveys, 
other data collection activities, studies, or other 
analyses as the Secretary determines to be ap-
propriate to facilitate the review and appro-
priate adjustment described in clause (i)(II). 

‘‘(III) The Secretary may use analytic con-
tractors to identify and analyze services identi-
fied under clause (i)(I), conduct surveys or col-
lect data, and make recommendations on the re-
view and appropriate adjustment of services de-
scribed in clause (i)(II). 

‘‘(IV) The Secretary may coordinate the re-
view and appropriate adjustment described in 
clause (i)(II) with the periodic review described 
in subparagraph (B). 

‘‘(V) As part of the review and adjustment de-
scribed in clause (i)(II), including with respect 
to codes with low relative values described in 
clause (ii), the Secretary may make appropriate 
coding revisions (including using existing proc-
esses for consideration of coding changes) which 
may include consolidation of individual services 
into bundled codes for payment under the fee 
schedule under subsection (b). 

‘‘(VI) The provisions of subparagraph 
(B)(ii)(II) shall apply to adjustments to relative 
value units made pursuant to this subparagraph 
in the same manner as such provisions apply to 
adjustments under subparagraph (B)(ii)(II). 

‘‘(L) VALIDATING RELATIVE VALUE UNITS.— 
‘‘(i) IN GENERAL.—The Secretary shall estab-

lish a process to validate relative value units 
under the fee schedule under subsection (b). 

‘‘(ii) COMPONENTS AND ELEMENTS OF WORK.— 
The process described in clause (i) may include 
validation of work elements (such as time, men-
tal effort and professional judgment, technical 
skill and physical effort, and stress due to risk) 
involved with furnishing a service and may in-
clude validation of the pre-, post-, and intra- 
service components of work. 

‘‘(iii) SCOPE OF CODES.—The validation of 
work relative value units shall include a sam-
pling of codes for services that is the same as the 
codes listed under subparagraph (K)(ii). 

‘‘(iv) METHODS.—The Secretary may conduct 
the validation under this subparagraph using 

methods described in subclauses (I) through (V) 
of subparagraph (K)(iii) as the Secretary deter-
mines to be appropriate. 

‘‘(v) ADJUSTMENTS.—The Secretary shall make 
appropriate adjustments to the work relative 
value units under the fee schedule under sub-
section (b). The provisions of subparagraph 
(B)(ii)(II) shall apply to adjustments to relative 
value units made pursuant to this subparagraph 
in the same manner as such provisions apply to 
adjustments under subparagraph (B)(ii)(II).’’. 

(b) IMPLEMENTATION.— 
(1) ADMINISTRATION.— 
(A) Chapter 35 of title 44, United States Code 

and the provisions of the Federal Advisory Com-
mittee Act (5 U.S.C. App.) shall not apply to 
this section or the amendment made by this sec-
tion. 

(B) Notwithstanding any other provision of 
law, the Secretary may implement subpara-
graphs (K) and (L) of 1848(c)(2) of the Social Se-
curity Act, as added by subsection (a), by pro-
gram instruction or otherwise. 

(C) Section 4505(d) of the Balanced Budget 
Act of 1997 is repealed. 

(D) Except for provisions related to confiden-
tiality of information, the provisions of the Fed-
eral Acquisition Regulation shall not apply to 
this section or the amendment made by this sec-
tion. 

(2) FOCUSING CMS RESOURCES ON POTENTIALLY 
OVERVALUED CODES.—Section 1868(a) of the So-
cial Security Act (42 U.S.C. 1395ee(a)) is re-
pealed. 
SEC. 3135. MODIFICATION OF EQUIPMENT UTILI-

ZATION FACTOR FOR ADVANCED IM-
AGING SERVICES. 

(a) ADJUSTMENT IN PRACTICE EXPENSE TO RE-
FLECT HIGHER PRESUMED UTILIZATION.—Section 
1848 of the Social Security Act (42 U.S.C. 1395w– 
4) is amended— 

(1) in subsection (b)(4)— 
(A) in subparagraph (B), by striking ‘‘sub-

paragraph (A)’’ and inserting ‘‘this para-
graph’’; and 

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

‘‘(C) ADJUSTMENT IN PRACTICE EXPENSE TO RE-
FLECT HIGHER PRESUMED UTILIZATION.—Con-
sistent with the methodology for computing the 
number of practice expense relative value units 
under subsection (c)(2)(C)(ii) with respect to ad-
vanced diagnostic imaging services (as defined 
in section 1834(e)(1)(B)) furnished on or after 
January 1, 2010, the Secretary shall adjust such 
number of units so it reflects— 

‘‘(i) in the case of services furnished on or 
after January 1, 2010, and before January 1, 
2013, a 65 percent (rather than 50 percent) pre-
sumed rate of utilization of imaging equipment; 

‘‘(ii) in the case of services furnished on or 
after January 1, 2013, and before January 1, 
2014, a 70 percent (rather than 50 percent) pre-
sumed rate of utilization of imaging equipment; 
and 

‘‘(iii) in the case of services furnished on or 
after January 1, 2014, a 75 percent (rather than 
50 percent) presumed rate of utilization of imag-
ing equipment.’’; and 

(2) in subsection (c)(2)(B)(v), by adding at the 
end the following new subclauses: 

‘‘(III) CHANGE IN PRESUMED UTILIZATION 
LEVEL OF CERTAIN ADVANCED DIAGNOSTIC IMAG-
ING SERVICES FOR 2010 THROUGH 2012.—Effective 
for fee schedules established beginning with 2010 
and ending with 2012, reduced expenditures at-
tributable to the presumed rate of utilization of 
imaging equipment of 65 percent under sub-
section (b)(4)(C)(i) instead of a presumed rate of 
utilization of such equipment of 50 percent. 

‘‘(IV) CHANGE IN PRESUMED UTILIZATION 
LEVEL OF CERTAIN ADVANCED DIAGNOSTIC IMAG-
ING SERVICES FOR 2013.—Effective for fee sched-
ules established for 2013, reduced expenditures 
attributable to the presumed rate of utilization 
of imaging equipment of 70 percent under sub-
section (b)(4)(C)(ii) instead of a presumed rate 
of utilization of such equipment of 50 percent. 
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‘‘(V) CHANGE IN PRESUMED UTILIZATION LEVEL 

OF CERTAIN ADVANCED DIAGNOSTIC IMAGING 
SERVICES FOR 2014 AND SUBSEQUENT YEARS.—Ef-
fective for fee schedules established beginning 
with 2014, reduced expenditures attributable to 
the presumed rate of utilization of imaging 
equipment of 75 percent under subsection 
(b)(4)(C)(iii) instead of a presumed rate of utili-
zation of such equipment of 50 percent.’’. 

(b) ADJUSTMENT IN TECHNICAL COMPONENT 
‘‘DISCOUNT’’ ON SINGLE-SESSION IMAGING TO 
CONSECUTIVE BODY PARTS.—Section 1848 of the 
Social Security Act (42 U.S.C. 1395w–4), as 
amended by subsection (a), is amended— 

(1) in subsection (b)(4), by adding at the end 
the following new subparagraph: 

‘‘(D) ADJUSTMENT IN TECHNICAL COMPONENT 
DISCOUNT ON SINGLE-SESSION IMAGING INVOLVING 
CONSECUTIVE BODY PARTS.—For services fur-
nished on or after July 1, 2010, the Secretary 
shall increase the reduction in payments attrib-
utable to the multiple procedure payment reduc-
tion applicable to the technical component for 
imaging under the final rule published by the 
Secretary in the Federal Register on November 
21, 2005 (part 405 of title 42, Code of Federal 
Regulations) from 25 percent to 50 percent.’’; 
and 

(2) in subsection (c)(2)(B)(v), by adding at the 
end the following new subclause: 

‘‘(VI) ADDITIONAL REDUCED PAYMENT FOR 
MULTIPLE IMAGING PROCEDURES.—Effective for 
fee schedules established beginning with 2010 
(but not applied for services furnished prior to 
July 1, 2010), reduced expenditures attributable 
to the increase in the multiple procedure pay-
ment reduction from 25 to 50 percent (as de-
scribed in subsection (b)(4)(D)).’’. 

(c) ANALYSIS BY THE CHIEF ACTUARY OF THE 
CENTERS FOR MEDICARE & MEDICAID SERV-
ICES.—Not later than January 1, 2013, the Chief 
Actuary of the Centers for Medicare & Medicaid 
Services shall make publicly available an anal-
ysis of whether, for the period of 2010 through 
2019, the cumulative expenditure reductions 
under title XVIII of the Social Security Act that 
are attributable to the adjustments under the 
amendments made by this section are projected 
to exceed $3,000,000,000. 
SEC. 3136. REVISION OF PAYMENT FOR POWER- 

DRIVEN WHEELCHAIRS. 
(a) IN GENERAL.—Section 1834(a)(7)(A) of the 

Social Security Act (42 U.S.C. 1395m(a)(7)(A)) is 
amended— 

(1) in clause (i)— 
(A) in subclause (II), by inserting ‘‘subclause 

(III) and’’ after ‘‘Subject to’’; and 
(B) by adding at the end the following new 

subclause: 
‘‘(III) SPECIAL RULE FOR POWER-DRIVEN 

WHEELCHAIRS.—For purposes of payment for 
power-driven wheelchairs, subclause (II) shall 
be applied by substituting ‘15 percent’ and ‘6 
percent’ for ‘10 percent’ and ‘7.5 percent’, re-
spectively.’’; and 

(2) in clause (iii)— 
(A) in the heading, by inserting ‘‘COMPLEX, 

REHABILITATIVE’’ before ‘‘POWER-DRIVEN’’; and 
(B) by inserting ‘‘complex, rehabilitative’’ be-

fore ‘‘power-driven’’. 
(b) TECHNICAL AMENDMENT.—Section 

1834(a)(7)(C)(ii)(II) of the Social Security Act (42 
U.S.C. 1395m(a)(7)(C)(ii)(II)) is amended by 
striking ‘‘(A)(ii) or’’. 

(c) EFFECTIVE DATE.— 
(1) IN GENERAL.—Subject to paragraph (2), the 

amendments made by subsection (a) shall take 
effect on January 1, 2011, and shall apply to 
power-driven wheelchairs furnished on or after 
such date. 

(2) APPLICATION TO COMPETITIVE BIDDING.— 
The amendments made by subsection (a) shall 
not apply to payment made for items and serv-
ices furnished pursuant to contracts entered 
into under section 1847 of the Social Security 
Act (42 U.S.C. 1395w–3) prior to January 1, 2011, 
pursuant to the implementation of subsection 
(a)(1)(B)(i)(I) of such section 1847. 

SEC. 3137. HOSPITAL WAGE INDEX IMPROVE-
MENT. 

(a) EXTENSION OF SECTION 508 HOSPITAL RE-
CLASSIFICATIONS.— 

(1) IN GENERAL.—Subsection (a) of section 106 
of division B of the Tax Relief and Health Care 
Act of 2006 (42 U.S.C. 1395 note), as amended by 
section 117 of the Medicare, Medicaid, and 
SCHIP Extension Act of 2007 (Public Law 110– 
173) and section 124 of the Medicare Improve-
ments for Patients and Providers Act of 2008 
(Public Law 110–275), is amended by striking 
‘‘September 30, 2009’’ and inserting ‘‘September 
30, 2010’’. 

(2) USE OF PARTICULAR WAGE INDEX IN FISCAL 
YEAR 2010.—For purposes of implementation of 
the amendment made by this subsection during 
fiscal year 2010, the Secretary shall use the hos-
pital wage index that was promulgated by the 
Secretary in the Federal Register on August 27, 
2009 (74 Fed. Reg. 43754), and any subsequent 
corrections. 

(b) PLAN FOR REFORMING THE MEDICARE HOS-
PITAL WAGE INDEX SYSTEM.— 

(1) IN GENERAL.—Not later than December 31, 
2011, the Secretary of Health and Human Serv-
ices (in this section referred to as the ‘‘Sec-
retary’’) shall submit to Congress a report that 
includes a plan to reform the hospital wage 
index system under section 1886 of the Social Se-
curity Act. 

(2) DETAILS.—In developing the plan under 
paragraph (1), the Secretary shall take into ac-
count the goals for reforming such system set 
forth in the Medicare Payment Advisory Com-
mission June 2007 report entitled ‘‘Report to 
Congress: Promoting Greater Efficiency in Medi-
care’’, including establishing a new hospital 
compensation index system that— 

(A) uses Bureau of Labor Statistics data, or 
other data or methodologies, to calculate rel-
ative wages for each geographic area involved; 

(B) minimizes wage index adjustments be-
tween and within metropolitan statistical areas 
and statewide rural areas; 

(C) includes methods to minimize the volatility 
of wage index adjustments that result from im-
plementation of policy, while maintaining budg-
et neutrality in applying such adjustments; 

(D) takes into account the effect that imple-
mentation of the system would have on health 
care providers and on each region of the coun-
try; 

(E) addresses issues related to occupational 
mix, such as staffing practices and ratios, and 
any evidence on the effect on quality of care or 
patient safety as a result of the implementation 
of the system; and 

(F) provides for a transition. 
(3) CONSULTATION.—In developing the plan 

under paragraph (1), the Secretary shall consult 
with relevant affected parties. 

(c) USE OF PARTICULAR CRITERIA FOR DETER-
MINING RECLASSIFICATIONS.—Notwithstanding 
any other provision of law, in making decisions 
on applications for reclassification of a sub-
section (d) hospital (as defined in paragraph 
(1)(B) of section 1886(d) of the Social Security 
Act (42 U.S.C. 1395ww(d)) for the purposes de-
scribed in paragraph (10)(D)(v) of such section 
for fiscal year 2011 and each subsequent fiscal 
year (until the first fiscal year beginning on or 
after the date that is 1 year after the Secretary 
of Health and Human Services submits the re-
port to Congress under subsection (b)), the Geo-
graphic Classification Review Board established 
under paragraph (10) of such section shall use 
the average hourly wage comparison criteria 
used in making such decisions as of September 
30, 2008. The preceding sentence shall be ef-
fected in a budget neutral manner. 
SEC. 3138. TREATMENT OF CERTAIN CANCER HOS-

PITALS. 
Section 1833(t) of the Social Security Act (42 

U.S.C. 1395l(t)) is amended by adding at the end 
the following new paragraph: 

‘‘(18) AUTHORIZATION OF ADJUSTMENT FOR 
CANCER HOSPITALS.— 

‘‘(A) STUDY.—The Secretary shall conduct a 
study to determine if, under the system under 
this subsection, costs incurred by hospitals de-
scribed in section 1886(d)(1)(B)(v) with respect to 
ambulatory payment classification groups ex-
ceed those costs incurred by other hospitals fur-
nishing services under this subsection (as deter-
mined appropriate by the Secretary). In con-
ducting the study under this subparagraph, the 
Secretary shall take into consideration the cost 
of drugs and biologicals incurred by such hos-
pitals. 

‘‘(B) AUTHORIZATION OF ADJUSTMENT.—Inso-
far as the Secretary determines under subpara-
graph (A) that costs incurred by hospitals de-
scribed in section 1886(d)(1)(B)(v) exceed those 
costs incurred by other hospitals furnishing 
services under this subsection, the Secretary 
shall provide for an appropriate adjustment 
under paragraph (2)(E) to reflect those higher 
costs effective for services furnished on or after 
January 1, 2011.’’. 
SEC. 3139. PAYMENT FOR BIOSIMILAR BIOLOGI-

CAL PRODUCTS. 
(a) IN GENERAL.—Section 1847A of the Social 

Security Act (42 U.S.C. 1395w–3a) is amended— 
(1) in subsection (b)— 
(A) in paragraph (1)— 
(i) in subparagraph (A), by striking ‘‘or’’ at 

the end; 
(ii) in subparagraph (B), by striking the pe-

riod at the end and inserting ‘‘; or’’; and 
(iii) by adding at the end the following new 

subparagraph: 
‘‘(C) in the case of a biosimilar biological 

product (as defined in subsection (c)(6)(H)), the 
amount determined under paragraph (8).’’; and 

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

‘‘(8) BIOSIMILAR BIOLOGICAL PRODUCT.—The 
amount specified in this paragraph for a bio-
similar biological product described in para-
graph (1)(C) is the sum of— 

‘‘(A) the average sales price as determined 
using the methodology described under para-
graph (6) applied to a biosimilar biological prod-
uct for all National Drug Codes assigned to such 
product in the same manner as such paragraph 
is applied to drugs described in such paragraph; 
and 

‘‘(B) 6 percent of the amount determined 
under paragraph (4) for the reference biological 
product (as defined in subsection (c)(6)(I)).’’; 
and 

(2) in subsection (c)(6), by adding at the end 
the following new subparagraph: 

‘‘(H) BIOSIMILAR BIOLOGICAL PRODUCT.—The 
term ‘biosimilar biological product’ means a bio-
logical product approved under an abbreviated 
application for a license of a biological product 
that relies in part on data or information in an 
application for another biological product li-
censed under section 351 of the Public Health 
Service Act. 

‘‘(I) REFERENCE BIOLOGICAL PRODUCT.—The 
term ‘reference biological product’ means the bi-
ological product licensed under such section 351 
that is referred to in the application described in 
subparagraph (H) of the biosimilar biological 
product.’’. 

(b) EFFECTIVE DATE.—The amendments made 
by subsection (a) shall apply to payments for 
biosimilar biological products beginning with 
the first day of the second calendar quarter 
after enactment of legislation providing for a 
biosimilar pathway (as determined by the Sec-
retary). 
SEC. 3140. MEDICARE HOSPICE CONCURRENT 

CARE DEMONSTRATION PROGRAM. 
(a) ESTABLISHMENT.— 
(1) IN GENERAL.—The Secretary of Health and 

Human Services (in this section referred to as 
the ‘‘Secretary’’) shall establish a Medicare Hos-
pice Concurrent Care demonstration program at 
participating hospice programs under which 
Medicare beneficiaries are furnished, during the 
same period, hospice care and any other items or 
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services covered under title XVIII of the Social 
Security Act (42 U.S.C. 1395 et seq.) from funds 
otherwise paid under such title to such hospice 
programs. 

(2) DURATION.—The demonstration program 
under this section shall be conducted for a 3- 
year period. 

(3) SITES.—The Secretary shall select not more 
than 15 hospice programs at which the dem-
onstration program under this section shall be 
conducted. Such hospice programs shall be lo-
cated in urban and rural areas. 

(b) INDEPENDENT EVALUATION AND REPORTS.— 
(1) INDEPENDENT EVALUATION.—The Secretary 

shall provide for the conduct of an independent 
evaluation of the demonstration program under 
this section. Such independent evaluation shall 
determine whether the demonstration program 
has improved patient care, quality of life, and 
cost-effectiveness for Medicare beneficiaries par-
ticipating in the demonstration program. 

(2) REPORTS.—The Secretary shall submit to 
Congress a report containing the results of the 
evaluation conducted under paragraph (1), to-
gether with such recommendations as the Sec-
retary determines appropriate. 

(c) BUDGET NEUTRALITY.—With respect to the 
3-year period of the demonstration program 
under this section, the Secretary shall ensure 
that the aggregate expenditures under title 
XVIII for such period shall not exceed the ag-
gregate expenditures that would have been ex-
pended under such title if the demonstration 
program under this section had not been imple-
mented. 
SEC. 3141. APPLICATION OF BUDGET NEUTRALITY 

ON A NATIONAL BASIS IN THE CAL-
CULATION OF THE MEDICARE HOS-
PITAL WAGE INDEX FLOOR. 

In the case of discharges occurring on or after 
October 1, 2010, for purposes of applying section 
4410 of the Balanced Budget Act of 1997 (42 
U.S.C. 1395ww note) and paragraph (h)(4) of 
section 412.64 of title 42, Code of Federal Regu-
lations, the Secretary of Health and Human 
Services shall administer subsection (b) of such 
section 4410 and paragraph (e) of such section 
412.64 in the same manner as the Secretary ad-
ministered such subsection (b) and paragraph 
(e) for discharges occurring during fiscal year 
2008 (through a uniform, national adjustment to 
the area wage index). 
SEC. 3142. HHS STUDY ON URBAN MEDICARE-DE-

PENDENT HOSPITALS. 
(a) STUDY.— 
(1) IN GENERAL.—The Secretary of Health and 

Human Services (in this section referred to as 
the ‘‘Secretary’’) shall conduct a study on the 
need for an additional payment for urban Medi-
care-dependent hospitals for inpatient hospital 
services under section 1886 of the Social Security 
Act (42 U.S.C. 1395ww). Such study shall in-
clude an analysis of— 

(A) the Medicare inpatient margins of urban 
Medicare-dependent hospitals, as compared to 
other hospitals which receive 1 or more addi-
tional payments or adjustments under such sec-
tion (including those payments or adjustments 
described in paragraph (2)(A)); and 

(B) whether payments to medicare-dependent, 
small rural hospitals under subsection (d)(5)(G) 
of such section should be applied to urban 
Medicare-dependent hospitals. 

(2) URBAN MEDICARE-DEPENDENT HOSPITAL DE-
FINED.—For purposes of this section, the term 
‘‘urban Medicare-dependent hospital’’ means a 
subsection (d) hospital (as defined in subsection 
(d)(1)(B) of such section) that— 

(A) does not receive any additional payment 
or adjustment under such section, such as pay-
ments for indirect medical education costs under 
subsection (d)(5)(B) of such section, dispropor-
tionate share payments under subsection 
(d)(5)(A) of such section, payments to a rural re-
ferral center under subsection (d)(5)(C) of such 
section, payments to a critical access hospital 
under section 1814(l) of such Act (42 U.S.C. 
1395f(l)), payments to a sole community hospital 

under subsection (d)(5)(D) of such section 1886, 
or payments to a medicare-dependent, small 
rural hospital under subsection (d)(5)(G) of such 
section 1886; and 

(B) for which more than 60 percent of its inpa-
tient days or discharges during 2 of the 3 most 
recently audited cost reporting periods for 
which the Secretary has a settled cost report 
were attributable to inpatients entitled to bene-
fits under part A of title XVIII of such Act. 

(b) REPORT.—Not later than 9 months after 
the date of enactment of this Act, the Secretary 
shall submit to Congress a report containing the 
results of the study conducted under subsection 
(a), together with recommendations for such leg-
islation and administrative action as the Sec-
retary determines appropriate. 
SEC. 3143. PROTECTING HOME HEALTH BENE-

FITS. 
Nothing in the provisions of, or amendments 

made by, this Act shall result in the reduction of 
guaranteed home health benefits under title 
XVIII of the Social Security Act. 

Subtitle C—Provisions Relating to Part C 
SEC. 3201. MEDICARE ADVANTAGE PAYMENT. 

(a) MA BENCHMARK BASED ON PLAN’S COM-
PETITIVE BIDS.— 

(1) IN GENERAL.—Section 1853(j) of the Social 
Security Act (42 U.S.C. 1395w–23(j)) is amend-
ed— 

(A) by striking ‘‘AMOUNTS.—For purposes’’ 
and inserting ‘‘AMOUNTS.— 

‘‘(1) IN GENERAL.—For purposes’’; 
(B) by redesignating paragraphs (1) and (2) as 

subparagraphs (A) and (B), respectively, and 
indenting the subparagraphs appropriately; 

(C) in subparagraph (A), as redesignated by 
subparagraph (B)— 

(i) by redesignating subparagraphs (A) and 
(B) as clauses (i) and (ii), respectively, and in-
denting the clauses appropriately; and 

(ii) in clause (i), as redesignated by clause (i), 
by striking ‘‘an amount equal to’’ and all that 
follows through the end and inserting ‘‘an 
amount equal to— 

‘‘(I) for years before 2007, 1⁄12 of the annual 
MA capitation rate under section 1853(c)(1) for 
the area for the year, adjusted as appropriate 
for the purpose of risk adjustment; 

‘‘(II) for 2007 through 2011, 1⁄12 of the applica-
ble amount determined under subsection (k)(1) 
for the area for the year; 

‘‘(III) for 2012, the sum of— 
‘‘(aa) 2⁄3 of the quotient of— 
‘‘(AA) the applicable amount determined 

under subsection (k)(1) for the area for the year; 
and 

‘‘(BB) 12; and 
‘‘(bb) 1⁄3 of the MA competitive benchmark 

amount (determined under paragraph (2)) for 
the area for the month; 

‘‘(IV) for 2013, the sum of— 
‘‘(aa) 1⁄3 of the quotient of— 
‘‘(AA) the applicable amount determined 

under subsection (k)(1) for the area for the year; 
and 

‘‘(BB) 12; and 
‘‘(bb) 2⁄3 of the MA competitive benchmark 

amount (as so determined) for the area for the 
month; 

‘‘(V) for 2014, the MA competitive benchmark 
amount for the area for a month in 2013 (as so 
determined), increased by the national per cap-
ita MA growth percentage, described in sub-
section (c)(6) for 2014, but not taking into ac-
count any adjustment under subparagraph (C) 
of such subsection for a year before 2004; and 

‘‘(VI) for 2015 and each subsequent year, the 
MA competitive benchmark amount (as so deter-
mined) for the area for the month; or’’; 

(iii) in clause (ii), as redesignated by clause 
(i), by striking ‘‘subparagraph (A)’’ and insert-
ing ‘‘clause (i)’’; 

(D) by adding at the end the following new 
paragraphs: 

‘‘(2) COMPUTATION OF MA COMPETITIVE BENCH-
MARK AMOUNT.— 

‘‘(A) IN GENERAL.—Subject to subparagraph 
(B) and paragraph (3), for months in each year 
(beginning with 2012) for each MA payment 
area the Secretary shall compute an MA com-
petitive benchmark amount equal to the weight-
ed average of the unadjusted MA statutory non- 
drug monthly bid amount (as defined in section 
1854(b)(2)(E)) for each MA plan in the area, 
with the weight for each plan being equal to the 
average number of beneficiaries enrolled under 
such plan in the reference month (as defined in 
section 1858(f)(4), except that, in applying such 
definition for purposes of this paragraph, ‘to 
compute the MA competitive benchmark amount 
under section 1853(j)(2)’ shall be substituted for 
‘to compute the percentage specified in subpara-
graph (A) and other relevant percentages under 
this part’). 

‘‘(B) WEIGHTING RULES.— 
‘‘(i) SINGLE PLAN RULE.—In the case of an MA 

payment area in which only a single MA plan 
is being offered, the weight under subparagraph 
(A) shall be equal to 1. 

‘‘(ii) USE OF SIMPLE AVERAGE AMONG MUL-
TIPLE PLANS IF NO PLANS OFFERED IN PREVIOUS 
YEAR.—In the case of an MA payment area in 
which no MA plan was offered in the previous 
year and more than 1 MA plan is offered in the 
current year, the Secretary shall use a simple 
average of the unadjusted MA statutory non- 
drug monthly bid amount (as so defined) for 
purposes of computing the MA competitive 
benchmark amount under subparagraph (A). 

‘‘(3) CAP ON MA COMPETITIVE BENCHMARK 
AMOUNT.—In no case shall the MA competitive 
benchmark amount for an area for a month in 
a year be greater than the applicable amount 
that would (but for the application of this sub-
section) be determined under subsection (k)(1) 
for the area for the month in the year.’’; and 

(E) in subsection (k)(2)(B)(ii)(III), by striking 
‘‘(j)(1)(A)’’ and inserting ‘‘(j)(1)(A)(i)’’. 

(2) CONFORMING AMENDMENTS.— 
(A) Section 1853(k)(2) of the Social Security 

Act (42 U.S.C. 1395w–23(k)(2)) is amended— 
(i) in subparagraph (A), by striking ‘‘through 

2010’’ and inserting ‘‘and subsequent years’’; 
and 

(ii) in subparagraph (C)— 
(I) in clause (iii), by striking ‘‘and’’ at the 

end; 
(II) in clause (iv), by striking the period at the 

end and inserting ‘‘; and’’; and 
(III) by adding at the end the following new 

clause: 
‘‘(v) for 2011 and subsequent years, 0.00.’’. 
(B) Section 1854(b) of the Social Security Act 

(42 U.S.C. 1395w–24(b)) is amended— 
(i) in paragraph (3)(B)(i), by striking 

‘‘1853(j)(1)’’ and inserting ‘‘1853(j)(1)(A)’’; and 
(ii) in paragraph (4)(B)(i), by striking 

‘‘1853(j)(2)’’ and inserting ‘‘1853(j)(1)(B)’’. 
(C) Section 1858(f) of the Social Security Act 

(42 U.S.C. 1395w–27(f)) is amended— 
(i) in paragraph (1), by striking ‘‘1853(j)(2)’’ 

and inserting ‘‘1853(j)(1)(B)’’; and 
(ii) in paragraph (3)(A), by striking 

‘‘1853(j)(1)(A)’’ and inserting ‘‘1853(j)(1)(A)(i)’’. 
(D) Section 1860C–1(d)(1)(A) of the Social Se-

curity Act (42 U.S.C. 1395w–29(d)(1)(A)) is 
amended by striking ‘‘1853(j)(1)(A)’’ and insert-
ing ‘‘1853(j)(1)(A)(i)’’. 

(b) REDUCTION OF NATIONAL PER CAPITA 
GROWTH PERCENTAGE FOR 2011.—Section 
1853(c)(6) of the Social Security Act (42 U.S.C. 
1395w–23(c)(6)) is amended— 

(1) in clause (v), by striking ‘‘and’’ at the end; 
(2) in clause (vi)— 
(A) by striking ‘‘for a year after 2002’’ and in-

serting ‘‘for 2003 through 2010’’; and 
(B) by striking the period at the end and in-

serting a comma; and 
(C) by adding at the end the following new 

clauses: 
‘‘(vii) for 2011, 3 percentage points; and 
‘‘(viii) for a year after 2011, 0 percentage 

points.’’. 
(c) ENHANCEMENT OF BENEFICIARY REBATES.— 

Section 1854(b)(1)(C)(i) of the Social Security 
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Act (42 U.S.C. 1395w–24(b)(1)(C)(i)) is amended 
by inserting ‘‘(or 100 percent in the case of plan 
years beginning on or after January 1, 2014)’’ 
after ‘‘75 percent’’. 

(d) BIDDING RULES.— 
(1) REQUIREMENTS FOR INFORMATION SUB-

MITTED.—Section 1854(a)(6)(A) of the Social Se-
curity Act (42 U.S.C. 1395w–24(a)(6)(A)) is 
amended, in the flush matter following clause 
(v), by adding at the end the following sentence: 
‘‘Information to be submitted under this para-
graph shall be certified by a qualified member of 
the American Academy of Actuaries and shall 
meet actuarial guidelines and rules established 
by the Secretary under subparagraph (B)(v).’’. 

(2) ESTABLISHMENT OF ACTUARIAL GUIDE-
LINES.—Section 1854(a)(6)(B) of the Social Secu-
rity Act (42 U.S.C. 1395w–24(a)(6)(B)) is amend-
ed— 

(A) in clause (i), by striking ‘‘(iii) and (iv)’’ 
and inserting ‘‘(iii), (iv), and (v)’’; and 

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

‘‘(v) ESTABLISHMENT OF ACTUARIAL GUIDE-
LINES.— 

‘‘(I) IN GENERAL.—In order to establish fair 
MA competitive benchmarks under section 
1853(j)(1)(A)(i), the Secretary, acting through 
the Chief Actuary of the Centers for Medicare & 
Medicaid Services (in this clause referred to as 
the ‘Chief Actuary’), shall establish— 

‘‘(aa) actuarial guidelines for the submission 
of bid information under this paragraph; and 

‘‘(bb) bidding rules that are appropriate to en-
sure accurate bids and fair competition among 
MA plans. 

‘‘(II) DENIAL OF BID AMOUNTS.—The Secretary 
shall deny monthly bid amounts submitted 
under subparagraph (A) that do not meet the 
actuarial guidelines and rules established under 
subclause (I). 

‘‘(III) REFUSAL TO ACCEPT CERTAIN BIDS DUE 
TO MISREPRESENTATIONS AND FAILURES TO ADE-
QUATELY MEET REQUIREMENTS.—In the case 
where the Secretary determines that information 
submitted by an MA organization under sub-
paragraph (A) contains consistent misrepresen-
tations and failures to adequately meet require-
ments of the organization, the Secretary may 
refuse to accept any additional such bid 
amounts from the organization for the plan year 
and the Chief Actuary shall, if the Chief Actu-
ary determines that the actuaries of the organi-
zation were complicit in those misrepresenta-
tions and failures, report those actuaries to the 
Actuarial Board for Counseling and Dis-
cipline.’’. 

(3) EFFECTIVE DATE.—The amendments made 
by this subsection shall apply to bid amounts 
submitted on or after January 1, 2012. 

(e) MA LOCAL PLAN SERVICE AREAS.— 
(1) IN GENERAL.—Section 1853(d) of the Social 

Security Act (42 U.S.C. 1395w–23(d)) is amend-
ed— 

(A) in the subsection heading, by striking 
‘‘MA REGION’’ and inserting ‘‘MA REGION; MA 
LOCAL PLAN SERVICE AREA’’; 

(B) in paragraph (1), by striking subpara-
graph (A) and inserting the following: 

‘‘(A) with respect to an MA local plan— 
‘‘(i) for years before 2012, an MA local area 

(as defined in paragraph (2)); and 
‘‘(ii) for 2012 and succeeding years, a service 

area that is an entire urban or rural area, as 
applicable (as described in paragraph (5)); 
and’’; and 

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

‘‘(5) MA LOCAL PLAN SERVICE AREA.—For 2012 
and succeeding years, the service area for an 
MA local plan shall be an entire urban or rural 
area in each State as follows: 

‘‘(A) URBAN AREAS.— 
‘‘(i) IN GENERAL.—Subject to clause (ii) and 

subparagraphs (C) and (D), the service area for 
an MA local plan in an urban area shall be the 
Core Based Statistical Area (in this paragraph 
referred to as a ‘CBSA’) or, if applicable, a con-

ceptually similar alternative classification, as 
defined by the Director of the Office of Manage-
ment and Budget. 

‘‘(ii) CBSA COVERING MORE THAN ONE STATE.— 
In the case of a CBSA (or alternative classifica-
tion) that covers more than one State, the Sec-
retary shall divide the CBSA (or alternative 
classification) into separate service areas with 
respect to each State covered by the CBSA (or 
alternative classification). 

‘‘(B) RURAL AREAS.—Subject to subparagraphs 
(C) and (D), the service area for an MA local 
plan in a rural area shall be a county that does 
not qualify for inclusion in a CBSA (or alter-
native classification), as defined by the Director 
of the Office of Management and Budget. 

‘‘(C) REFINEMENTS TO SERVICE AREAS.—For 
2015 and succeeding years, in order to reflect ac-
tual patterns of health care service utilization, 
the Secretary may adjust the boundaries of serv-
ice areas for MA local plans in urban areas and 
rural areas under subparagraphs (A) and (B), 
respectively, but may only do so based on recent 
analyses of actual patterns of care. 

‘‘(D) ADDITIONAL AUTHORITY TO MAKE LIM-
ITED EXCEPTIONS TO SERVICE AREA REQUIRE-
MENTS FOR MA LOCAL PLANS.—The Secretary 
may, in addition to any adjustments under sub-
paragraph (C), make limited exceptions to serv-
ice area requirements otherwise applicable 
under this part for MA local plans that have in 
effect (as of the date of enactment of the Patient 
Protection and Affordable Care Act)— 

‘‘(i) agreements with another MA organiza-
tion or MA plan that preclude the offering of 
benefits throughout an entire service area; or 

‘‘(ii) limitations in their structural capacity to 
support adequate networks throughout an en-
tire service area as a result of the delivery sys-
tem model of the MA local plan.’’. 

(2) CONFORMING AMENDMENTS.— 
(A) IN GENERAL.— 
(i) Section 1851(b)(1) of the Social Security Act 

(42 U.S.C. 1395w–21(b)(1)) is amended by strik-
ing subparagraph (C). 

(ii) Section 1853(b)(1)(B)(i) of such Act (42 
U.S.C. 1395w–23(b)(1)(B)(i))— 

(I) in the matter preceding subclause (I), by 
striking ‘‘MA payment area’’ and inserting 
‘‘MA local area (as defined in subsection 
(d)(2))’’; and 

(II) in subclause (I), by striking ‘‘MA payment 
area’’ and inserting ‘‘MA local area (as so de-
fined)’’. 

(iii) Section 1853(b)(4) of such Act (42 U.S.C. 
1395w–23(b)(4)) is amended by striking ‘‘Medi-
care Advantage payment area’’ and inserting 
‘‘MA local area (as so defined)’’. 

(iv) Section 1853(c)(1) of such Act (42 U.S.C. 
1395w–23(c)(1)) is amended— 

(I) in the matter preceding subparagraph (A), 
by striking ‘‘a Medicare Advantage payment 
area that is’’; and 

(II) in subparagraph (D)(i), by striking ‘‘MA 
payment area’’ and inserting ‘‘MA local area 
(as defined in subsection (d)(2))’’. 

(v) Section 1854 of such Act (42 U.S.C. 1395w– 
24) is amended by striking subsection (h). 

(B) EFFECTIVE DATE.—The amendments made 
by this paragraph shall take effect on January 
1, 2012. 

(f) PERFORMANCE BONUSES.— 
(1) MA PLANS.— 
(A) IN GENERAL.—Section 1853 of the Social 

Security Act (42 U.S.C. 1395w–23) is amended by 
adding at the end the following new subsection: 

‘‘(n) PERFORMANCE BONUSES.— 
‘‘(1) CARE COORDINATION AND MANAGEMENT 

PERFORMANCE BONUS.— 
‘‘(A) IN GENERAL.—For years beginning with 

2014, subject to subparagraph (B), in the case of 
an MA plan that conducts 1 or more programs 
described in subparagraph (C) with respect to 
the year, the Secretary shall, in addition to any 
other payment provided under this part, make 
monthly payments, with respect to coverage of 
an individual under this part, to the MA plan in 
an amount equal to the product of— 

‘‘(i) 0.5 percent of the national monthly per 
capita cost for expenditures for individuals en-
rolled under the original medicare fee-for-service 
program for the year; and 

‘‘(ii) the total number of programs described in 
clauses (i) through (ix) of subparagraph (C) 
that the Secretary determines the plan is con-
ducting for the year under such subparagraph. 

‘‘(B) LIMITATION.—In no case may the total 
amount of payment with respect to a year under 
subparagraph (A) be greater than 2 percent of 
the national monthly per capita cost for expend-
itures for individuals enrolled under the original 
medicare fee-for-service program for the year, as 
determined prior to the application of risk ad-
justment under paragraph (4). 

‘‘(C) PROGRAMS DESCRIBED.—The following 
programs are described in this paragraph: 

‘‘(i) Care management programs that— 
‘‘(I) target individuals with 1 or more chronic 

conditions; 
‘‘(II) identify gaps in care; and 
‘‘(III) facilitate improved care by using addi-

tional resources like nurses, nurse practitioners, 
and physician assistants. 

‘‘(ii) Programs that focus on patient education 
and self-management of health conditions, in-
cluding interventions that— 

‘‘(I) help manage chronic conditions; 
‘‘(II) reduce declines in health status; and 
‘‘(III) foster patient and provider collabora-

tion. 
‘‘(iii) Transitional care interventions that 

focus on care provided around a hospital inpa-
tient episode, including programs that target 
post-discharge patient care in order to reduce 
unnecessary health complications and readmis-
sions. 

‘‘(iv) Patient safety programs, including pro-
visions for hospital-based patient safety pro-
grams in contracts that the Medicare Advantage 
organization offering the MA plan has with 
hospitals. 

‘‘(v) Financial policies that promote system-
atic coordination of care by primary care physi-
cians across the full spectrum of specialties and 
sites of care, such as medical homes, capitation 
arrangements, or pay-for-performance pro-
grams. 

‘‘(vi) Programs that address, identify, and 
ameliorate health care disparities among prin-
cipal at-risk subpopulations. 

‘‘(vii) Medication therapy management pro-
grams that are more extensive than is required 
under section 1860D–4(c) (as determined by the 
Secretary). 

‘‘(viii) Health information technology pro-
grams, including clinical decision support and 
other tools to facilitate data collection and en-
sure patient-centered, appropriate care. 

‘‘(ix) Such other care management and coordi-
nation programs as the Secretary determines ap-
propriate. 

‘‘(D) CONDUCT OF PROGRAM IN URBAN AND 
RURAL AREAS.—An MA plan may conduct a pro-
gram described in subparagraph (C) in a man-
ner appropriate for an urban or rural area, as 
applicable. 

‘‘(E) REPORTING OF DATA.—Each Medicare 
Advantage organization shall provide to the 
Secretary the information needed to determine 
whether they are eligible for a care coordination 
and management performance bonus at a time 
and in a manner specified by the Secretary. 

‘‘(F) PERIODIC AUDITING.—The Secretary shall 
provide for the annual auditing of programs de-
scribed in subparagraph (C) for which an MA 
plan receives a care coordination and manage-
ment performance bonus under this paragraph. 
The Comptroller General shall monitor auditing 
activities conducted under this subparagraph. 

‘‘(2) QUALITY PERFORMANCE BONUSES.— 
‘‘(A) QUALITY BONUS.—For years beginning 

with 2014, the Secretary shall, in addition to 
any other payment provided under this part, 
make monthly payments, with respect to cov-
erage of an individual under this part, to an 
MA plan that achieves at least a 3 star rating 
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(or comparable rating) on a rating system de-
scribed in subparagraph (C) in an amount equal 
to— 

‘‘(i) in the case of a plan that achieves a 3 
star rating (or comparable rating) on such sys-
tem 2 percent of the national monthly per capita 
cost for expenditures for individuals enrolled 
under the original medicare fee-for-service pro-
gram for the year; and 

‘‘(ii) in the case of a plan that achieves a 4 or 
5 star rating (or comparable rating on such sys-
tem, 4 percent of such national monthly per cap-
ita cost for the year. 

‘‘(B) IMPROVED QUALITY BONUS.—For years 
beginning with 2014, in the case of an MA plan 
that does not receive a quality bonus under sub-
paragraph (A) and is an improved quality MA 
plan with respect to the year (as identified by 
the Secretary), the Secretary shall, in addition 
to any other payment provided under this part, 
make monthly payments, with respect to cov-
erage of an individual under this part, to the 
MA plan in an amount equal to 1 percent of 
such national monthly per capita cost for the 
year. 

‘‘(C) USE OF RATING SYSTEM.—For purposes of 
subparagraph (A), a rating system described in 
this paragraph is— 

‘‘(i) a rating system that uses up to 5 stars to 
rate clinical quality and enrollee satisfaction 
and performance at the Medicare Advantage 
contract or MA plan level; or 

‘‘(ii) such other system established by the Sec-
retary that provides for the determination of a 
comparable quality performance rating to the 
rating system described in clause (i). 

‘‘(D) DATA USED IN DETERMINING SCORE.— 
‘‘(i) IN GENERAL.—The rating of an MA plan 

under the rating system described in subpara-
graph (C) with respect to a year shall be based 
on based on the most recent data available. 

‘‘(ii) PLANS THAT FAIL TO REPORT DATA.—An 
MA plan which does not report data that en-
ables the Secretary to rate the plan for purposes 
of subparagraph (A) or identify the plan for 
purposes of subparagraph (B) shall be counted, 
for purposes of such rating or identification, as 
having the lowest plan performance rating and 
the lowest percentage improvement, respectively. 

‘‘(3) QUALITY BONUS FOR NEW AND LOW EN-
ROLLMENT MA PLANS.— 

‘‘(A) NEW MA PLANS.—For years beginning 
with 2014, in the case of an MA plan that first 
submits a bid under section 1854(a)(1)(A) for 
2012 or a subsequent year, only receives enroll-
ments made during the coverage election periods 
described in section 1851(e), and is not able to 
receive a bonus under subparagraph (A) or (B) 
of paragraph (2) for the year, the Secretary 
shall, in addition to any other payment pro-
vided under this part, make monthly payments, 
with respect to coverage of an individual under 
this part, to the MA plan in an amount equal to 
2 percent of national monthly per capita cost for 
expenditures for individuals enrolled under the 
original medicare fee-for-service program for the 
year. In its fourth year of operation, the MA 
plan shall be paid in the same manner as other 
MA plans with comparable enrollment. 

‘‘(B) LOW ENROLLMENT PLANS.—For years be-
ginning with 2014, in the case of an MA plan 
that has low enrollment (as defined by the Sec-
retary) and would not otherwise be able to re-
ceive a bonus under subparagraph (A) or (B) of 
paragraph (2) or subparagraph (A) of this para-
graph for the year (referred to in this subpara-
graph as a ‘low enrollment plan’), the Secretary 
shall use a regional or local mean of the rating 
of all MA plans in the region or local area, as 
determined appropriate by the Secretary, on 
measures used to determine whether MA plans 
are eligible for a quality or an improved quality 
bonus, as applicable, to determine whether the 
low enrollment plan is eligible for a bonus under 
such a subparagraph. 

‘‘(4) RISK ADJUSTMENT.—The Secretary shall 
risk adjust a performance bonus under this sub-
section in the same manner as the Secretary risk 

adjusts beneficiary rebates described in section 
1854(b)(1)(C). 

‘‘(5) NOTIFICATION.—The Secretary, in the an-
nual announcement required under subsection 
(b)(1)(B) for 2014 and each succeeding year, 
shall notify the Medicare Advantage organiza-
tion of any performance bonus (including a care 
coordination and management performance 
bonus under paragraph (1), a quality perform-
ance bonus under paragraph (2), and a quality 
bonus for new and low enrollment plans under 
paragraph (3)) that the organization will receive 
under this subsection with respect to the year. 
The Secretary shall provide for the publication 
of the information described in the previous sen-
tence on the Internet website of the Centers for 
Medicare & Medicaid Services.’’ 

(B) CONFORMING AMENDMENT.—Section 
1853(a)(1)(B) of the Social Security Act (42 
U.S.C. 1395w–23(a)(1)(B)) is amended— 

(i) in clause (i), by inserting ‘‘and any per-
formance bonus under subsection (n)’’ before 
the period at the end; and 

(ii) in clause (ii), by striking ‘‘(G)’’ and insert-
ing ‘‘(G), plus the amount (if any) of any per-
formance bonus under subsection (n)’’. 

(2) APPLICATION OF PERFORMANCE BONUSES TO 
MA REGIONAL PLANS.—Section 1858 of the Social 
Security Act (42 U.S.C. 1395w–27a) is amended— 

(A) in subsection (f)(1), by striking ‘‘sub-
section (e)’’ and inserting ‘‘subsections (e) and 
(i)’’; and 

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

‘‘(i) APPLICATION OF PERFORMANCE BONUSES 
TO MA REGIONAL PLANS.—For years beginning 
with 2014, the Secretary shall apply the per-
formance bonuses under section 1853(n) (relat-
ing to bonuses for care coordination and man-
agement, quality performance, and new and low 
enrollment MA plans) to MA regional plans in 
a similar manner as such performance bonuses 
apply to MA plans under such subsection.’’. 

(g) GRANDFATHERING SUPPLEMENTAL BENEFITS 
FOR CURRENT ENROLLEES AFTER IMPLEMENTA-
TION OF COMPETITIVE BIDDING.—Section 1853 of 
the Social Security Act (42 U.S.C. 1395w–23), as 
amended by subsection (f), is amended by add-
ing at the end the following new subsection: 

‘‘(o) GRANDFATHERING SUPPLEMENTAL BENE-
FITS FOR CURRENT ENROLLES AFTER IMPLEMEN-
TATION OF COMPETITIVE BIDDING.— 

‘‘(1) IDENTIFICATION OF AREAS.—The Secretary 
shall identify MA local areas in which, with re-
spect to 2009, average bids submitted by an MA 
organization under section 1854(a) for MA local 
plans in the area are not greater than 75 percent 
of the adjusted average per capita cost for the 
year involved, determined under section 
1876(a)(4), for the area for individuals who are 
not enrolled in an MA plan under this part for 
the year, but adjusted to exclude costs attrib-
utable to payments under section 1848(o), 
1886(n), and 1886(h). 

‘‘(2) ELECTION TO PROVIDE REBATES TO GRAND-
FATHERED ENROLLEES.— 

‘‘(A) IN GENERAL.—For years beginning with 
2012, each Medicare Advantage organization of-
fering an MA local plan in an area identified by 
the Secretary under paragraph (1) may elect to 
provide rebates to grandfathered enrollees under 
section 1854(b)(1)(C). In the case where an MA 
organization makes such an election, the 
monthly per capita dollar amount of such re-
bates shall not exceed the applicable amount for 
the year (as defined in subparagraph (B)). 

‘‘(B) APPLICABLE AMOUNT.—For purposes of 
this subsection, the term ‘applicable amount’ 
means— 

‘‘(i) for 2012, the monthly per capita dollar 
amount of such rebates provided to enrollees 
under the MA local plan with respect to 2011; 
and 

‘‘(ii) for a subsequent year, 95 percent of the 
amount determined under this subparagraph for 
the preceding year. 

‘‘(3) SPECIAL RULES FOR PLANS IN IDENTIFIED 
AREAS.—Notwithstanding any other provision of 

this part, the following shall apply with respect 
to each Medicare Advantage organization offer-
ing an MA local plan in an area identified by 
the Secretary under paragraph (1) that makes 
an election described in paragraph (2): 

‘‘(A) PAYMENTS.—The amount of the monthly 
payment under this section to the Medicare Ad-
vantage organization, with respect to coverage 
of a grandfathered enrollee under this part in 
the area for a month, shall be equal to— 

‘‘(i) for 2012 and 2013, the sum of— 
‘‘(I) the bid amount under section 1854(a) for 

the MA local plan; and 
‘‘(II) the applicable amount (as defined in 

paragraph (2)(B)) for the MA local plan for the 
year. 

‘‘(ii) for 2014 and subsequent years, the sum 
of— 

‘‘(I) the MA competitive benchmark amount 
under subsection (j)(1)(A)(i) for the area for the 
month, adjusted, only to the extent the Sec-
retary determines necessary, to account for in-
duced utilization as a result of rebates provided 
to grandfathered enrollees (except that such ad-
justment shall not exceed 0.5 percent of such 
MA competitive benchmark amount); and 

‘‘(II) the applicable amount (as so defined) for 
the MA local plan for the year. 

‘‘(B) REQUIREMENT TO SUBMIT BIDS UNDER 
COMPETITIVE BIDDING.—The Medicare Advan-
tage organization shall submit a single bid 
amount under section 1854(a) for the MA local 
plan. The Medicare Advantage organization 
shall remove from such bid amount any effects 
of induced demand for care that may result from 
the higher rebates available to grandfathered 
enrollees under this subsection. 

‘‘(C) NONAPPLICATION OF BONUS PAYMENTS 
AND ANY OTHER REBATES.—The Medicare Ad-
vantage organization offering the MA local plan 
shall not be eligible for any bonus payment 
under subsection (n) or any rebate under this 
part (other than as provided under this sub-
section) with respect to grandfathered enrollees. 

‘‘(D) NONAPPLICATION OF UNIFORM BID AND 
PREMIUM AMOUNTS TO GRANDFATHERED ENROLL-
EES.—Section 1854(c) shall not apply with re-
spect to the MA local plan. 

‘‘(E) NONAPPLICATION OF LIMITATION ON AP-
PLICATION OF PLAN REBATES TOWARD PAYMENT 
OF PART B PREMIUM.—Notwithstanding clause 
(iii) of section 1854(b)(1)(C), in the case of a 
grandfathered enrollee, a rebate under such sec-
tion may be used for the purpose described in 
clause (ii)(III) of such section. 

‘‘(F) RISK ADJUSTMENT.—The Secretary shall 
risk adjust rebates to grandfathered enrollees 
under this subsection in the same manner as the 
Secretary risk adjusts beneficiary rebates de-
scribed in section 1854(b)(1)(C). 

‘‘(4) DEFINITION OF GRANDFATHERED EN-
ROLLEE.—In this subsection, the term ‘grand-
fathered enrollee’ means an individual who is 
enrolled (effective as of the date of enactment of 
this subsection) in an MA local plan in an area 
that is identified by the Secretary under para-
graph (1).’’. 

(h) TRANSITIONAL EXTRA BENEFITS.—Section 
1853 of the Social Security Act (42 U.S.C. 1395w– 
23), as amended by subsections (f) and (g), is 
amended by adding at the end the following 
new subsection: 

‘‘(p) TRANSITIONAL EXTRA BENEFITS.— 
‘‘(1) IN GENERAL.—For years beginning with 

2012, the Secretary shall provide transitional re-
bates under section 1854(b)(1)(C) for the provi-
sion of extra benefits (as specified by the Sec-
retary) to enrollees described in paragraph (2). 

‘‘(2) ENROLLEES DESCRIBED.—An enrollee de-
scribed in this paragraph is an individual who— 

‘‘(A) enrolls in an MA local plan in an appli-
cable area; and 

‘‘(B) experiences a significant reduction in 
extra benefits described in clause (ii) of section 
1854(b)(1)(C) as a result of competitive bidding 
under this part (as determined by the Sec-
retary). 

‘‘(3) APPLICABLE AREAS.—In this subsection, 
the term ‘applicable area’ means the following: 
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‘‘(A) The 2 largest metropolitan statistical 

areas, if the Secretary determines that the total 
amount of such extra benefits for each enrollee 
for the month in those areas is greater than 
$100. 

‘‘(B) A county where— 
‘‘(i) the MA area-specific non-drug monthly 

benchmark amount for a month in 2011 is equal 
to the legacy urban floor amount (as described 
in subsection (c)(1)(B)(iii)), as determined by the 
Secretary for the area for 2011; 

‘‘(ii) the percentage of Medicare Advantage el-
igible beneficiaries in the county who are en-
rolled in an MA plan for 2009 is greater than 30 
percent (as determined by the Secretary); and 

‘‘(iii) average bids submitted by an MA orga-
nization under section 1854(a) for MA local 
plans in the county for 2011 are not greater 
than the adjusted average per capita cost for 
the year involved, determined under section 
1876(a)(4), for the county for individuals who 
are not enrolled in an MA plan under this part 
for the year, but adjusted to exclude costs at-
tributable to payments under section 1848(o), 
1886(n), and 1886(h). 

‘‘(C) If the Secretary determines appropriate, 
a county contiguous to an area or county de-
scribed in subparagraph (A) or (B), respectively. 

‘‘(4) REVIEW OF PLAN BIDS.—In the case of a 
bid submitted by an MA organization under sec-
tion 1854(a) for an MA local plan in an applica-
ble area, the Secretary shall review such bid in 
order to ensure that extra benefits (as specified 
by the Secretary) are provided to enrollees de-
scribed in paragraph (2). 

‘‘(5) FUNDING.—The Secretary shall provide 
for the transfer from the Federal Hospital Insur-
ance Trust Fund under section 1817 and the 
Federal Supplementary Medical Insurance 
Trust Fund established under section 1841, in 
such proportion as the Secretary determines ap-
propriate, of an amount not to exceed 
$5,000,000,000 for the period of fiscal years 2012 
through 2019 for the purpose of providing tran-
sitional rebates under section 1854(b)(1)(C) for 
the provision of extra benefits under this sub-
section.’’. 

(i) NONAPPLICATION OF COMPETITIVE BIDDING 
AND RELATED PROVISIONS AND CLARIFICATION 
OF MA PAYMENT AREA FOR PACE PROGRAMS.— 

(1) NONAPPLICATION OF COMPETITIVE BIDDING 
AND RELATED PROVISIONS FOR PACE PROGRAMS.— 
Section 1894 of the Social Security Act (42 U.S.C. 
1395eee) is amended— 

(A) by redesignating subsections (h) and (i) as 
subsections (i) and (j), respectively; 

(B) by inserting after subsection (g) the fol-
lowing new subsection: 

‘‘(h) NONAPPLICATION OF COMPETITIVE BID-
DING AND RELATED PROVISIONS UNDER PART 
C.—With respect to a PACE program under this 
section, the following provisions (and regula-
tions relating to such provisions) shall not 
apply: 

‘‘(1) Section 1853(j)(1)(A)(i), relating to MA 
area-specific non-drug monthly benchmark 
amount being based on competitive bids. 

‘‘(2) Section 1853(d)(5), relating to the estab-
lishment of MA local plan service areas. 

‘‘(3) Section 1853(n), relating to the payment 
of performance bonuses. 

‘‘(4) Section 1853(o), relating to 
grandfathering supplemental benefits for cur-
rent enrollees after implementation of competi-
tive bidding. 

‘‘(5) Section 1853(p), relating to transitional 
extra benefits.’’. 

(2) SPECIAL RULE FOR MA PAYMENT AREA FOR 
PACE PROGRAMS.—Section 1853(d) of the Social 
Security Act (42 U.S.C. 1395w–23(d)), as amend-
ed by subsection (e), is amended by adding at 
the end the following new paragraph: 

‘‘(6) SPECIAL RULE FOR MA PAYMENT AREA FOR 
PACE PROGRAMS.—For years beginning with 
2012, in the case of a PACE program under sec-
tion 1894, the MA payment area shall be the MA 
local area (as defined in paragraph (2)).’’. 

SEC. 3202. BENEFIT PROTECTION AND SIM-
PLIFICATION. 

(a) LIMITATION ON VARIATION OF COST SHAR-
ING FOR CERTAIN BENEFITS.— 

(1) IN GENERAL.—Section 1852(a)(1)(B) of the 
Social Security Act (42 U.S.C. 1395w–22(a)(1)(B)) 
is amended— 

(A) in clause (i), by inserting ‘‘, subject to 
clause (iii),’’ after ‘‘and B or’’; and 

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

‘‘(iii) LIMITATION ON VARIATION OF COST SHAR-
ING FOR CERTAIN BENEFITS.—Subject to clause 
(v), cost-sharing for services described in clause 
(iv) shall not exceed the cost-sharing required 
for those services under parts A and B. 

‘‘(iv) SERVICES DESCRIBED.—The following 
services are described in this clause: 

‘‘(I) Chemotherapy administration services. 
‘‘(II) Renal dialysis services (as defined in sec-

tion 1881(b)(14)(B)). 
‘‘(III) Skilled nursing care. 
‘‘(IV) Such other services that the Secretary 

determines appropriate (including services that 
the Secretary determines require a high level of 
predictability and transparency for bene-
ficiaries). 

‘‘(v) EXCEPTION.—In the case of services de-
scribed in clause (iv) for which there is no cost- 
sharing required under parts A and B, cost- 
sharing may be required for those services in ac-
cordance with clause (i).’’. 

(2) EFFECTIVE DATE.—The amendments made 
by this subsection shall apply to plan years be-
ginning on or after January 1, 2011. 

(b) APPLICATION OF REBATES, PERFORMANCE 
BONUSES, AND PREMIUMS.— 

(1) APPLICATION OF REBATES.—Section 
1854(b)(1)(C) of the Social Security Act (42 
U.S.C. 1395w–24(b)(1)(C)) is amended— 

(A) in clause (ii), by striking ‘‘REBATE.—A re-
bate’’ and inserting ‘‘REBATE FOR PLAN YEARS 
BEFORE 2012.—For plan years before 2012, a re-
bate’’; 

(B) by redesignating clauses (iii) and (iv) as 
clauses (iv) and (v); and 

(C) by inserting after clause (ii) the following 
new clause: 

‘‘(iii) FORM OF REBATE FOR PLAN YEAR 2012 
AND SUBSEQUENT PLAN YEARS.—For plan years 
beginning on or after January 1, 2012, a rebate 
required under this subparagraph may not be 
used for the purpose described in clause (ii)(III) 
and shall be provided through the application of 
the amount of the rebate in the following pri-
ority order: 

‘‘(I) First, to use the most significant share to 
meaningfully reduce cost-sharing otherwise ap-
plicable for benefits under the original medicare 
fee-for-service program under parts A and B 
and for qualified prescription drug coverage 
under part D, including the reduction of any 
deductibles, copayments, and maximum limita-
tions on out-of-pocket expenses otherwise appli-
cable. Any reduction of maximum limitations on 
out-of-pocket expenses under the preceding sen-
tence shall apply to all benefits under the origi-
nal medicare fee-for-service program option. The 
Secretary may provide guidance on meaning-
fully reducing cost-sharing under this sub-
clause, except that such guidance may not re-
quire a particular amount of cost-sharing or re-
duction in cost-sharing. 

‘‘(II) Second, to use the next most significant 
share to meaningfully provide coverage of pre-
ventive and wellness health care benefits (as de-
fined by the Secretary) which are not benefits 
under the original medicare fee-for-service pro-
gram, such as smoking cessation, a free flu shot, 
and an annual physical examination. 

‘‘(III) Third, to use the remaining share to 
meaningfully provide coverage of other health 
care benefits which are not benefits under the 
original medicare fee-for-service program, such 
as eye examinations and dental coverage, and 
are not benefits described in subclause (II).’’. 

(2) APPLICATION OF PERFORMANCE BONUSES.— 
Section 1853(n) of the Social Security Act, as 

added by section 3201(f), is amended by adding 
at the end the following new paragraph: 

‘‘(6) APPLICATION OF PERFORMANCE BO-
NUSES.—For plan years beginning on or after 
January 1, 2014, any performance bonus paid to 
an MA plan under this subsection shall be used 
for the purposes, and in the priority order, de-
scribed in subclauses (I) through (III) of section 
1854(b)(1)(C)(iii).’’. 

(3) APPLICATION OF MA MONTHLY SUPPLE-
MENTARY BENEFICIARY PREMIUM.—Section 
1854(b)(2)(C) of the Social Security Act (42 
U.S.C. 1395w–24(b)(2)(C)) is amended— 

(A) by striking ‘‘PREMIUM.—The term’’ and 
inserting ‘‘PREMIUM.— 

‘‘(i) IN GENERAL.—The term’’; and 
(B) by adding at the end the following new 

clause: 
‘‘(ii) APPLICATION OF MA MONTHLY SUPPLE-

MENTARY BENEFICIARY PREMIUM.—For plan 
years beginning on or after January 1, 2012, any 
MA monthly supplementary beneficiary pre-
mium charged to an individual enrolled in an 
MA plan shall be used for the purposes, and in 
the priority order, described in subclauses (I) 
through (III) of paragraph (1)(C)(iii).’’. 
SEC. 3203. APPLICATION OF CODING INTENSITY 

ADJUSTMENT DURING MA PAYMENT 
TRANSITION. 

Section 1853(a)(1)(C) of the Social Security Act 
(42 U.S.C. 1395w–23(a)(1)(C)) is amended by 
adding at the end the following new clause: 

‘‘(iii) APPLICATION OF CODING INTENSITY AD-
JUSTMENT FOR 2011 AND SUBSEQUENT YEARS.— 

‘‘(I) REQUIREMENT TO APPLY IN 2011 THROUGH 
2013.—In order to ensure payment accuracy, the 
Secretary shall conduct an analysis of the dif-
ferences described in clause (ii)(I). The Sec-
retary shall ensure that the results of such 
analysis are incorporated into the risk scores for 
2011, 2012, and 2013. 

‘‘(II) AUTHORITY TO APPLY IN 2014 AND SUBSE-
QUENT YEARS.—The Secretary may, as appro-
priate, incorporate the results of such analysis 
into the risk scores for 2014 and subsequent 
years.’’. 
SEC. 3204. SIMPLIFICATION OF ANNUAL BENE-

FICIARY ELECTION PERIODS. 
(a) ANNUAL 45-DAY PERIOD FOR 

DISENROLLMENT FROM MA PLANS TO ELECT TO 
RECEIVE BENEFITS UNDER THE ORIGINAL MEDI-
CARE FEE-FOR-SERVICE PROGRAM.— 

(1) IN GENERAL.—Section 1851(e)(2)(C) of the 
Social Security Act (42 U.S.C. 1395w–1(e)(2)(C)) 
is amended to read as follows: 

‘‘(C) ANNUAL 45-DAY PERIOD FOR 
DISENROLLMENT FROM MA PLANS TO ELECT TO 
RECEIVE BENEFITS UNDER THE ORIGINAL MEDI-
CARE FEE-FOR-SERVICE PROGRAM.—Subject to 
subparagraph (D), at any time during the first 
45 days of a year (beginning with 2011), an indi-
vidual who is enrolled in a Medicare Advantage 
plan may change the election under subsection 
(a)(1), but only with respect to coverage under 
the original medicare fee-for-service program 
under parts A and B, and may elect qualified 
prescription drug coverage in accordance with 
section 1860D–1.’’. 

(2) EFFECTIVE DATE.—The amendment made 
by paragraph (1) shall apply with respect to 
2011 and succeeding years. 

(b) TIMING OF THE ANNUAL, COORDINATED 
ELECTION PERIOD UNDER PARTS C AND D.—Sec-
tion 1851(e)(3)(B) of the Social Security Act (42 
U.S.C. 1395w–1(e)(3)(B)) is amended— 

(1) in clause (iii), by striking ‘‘and’’ at the 
end; 

(2) in clause (iv)— 
(A) by striking ‘‘and succeeding years’’ and 

inserting ‘‘, 2008, 2009, and 2010’’; and 
(B) by striking the period at the end and in-

serting ‘‘; and’’; and 
(3) by adding at the end the following new 

clause: 
‘‘(v) with respect to 2012 and succeeding 

years, the period beginning on October 15 and 
ending on December 7 of the year before such 
year.’’. 
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SEC. 3205. EXTENSION FOR SPECIALIZED MA 

PLANS FOR SPECIAL NEEDS INDIVID-
UALS. 

(a) EXTENSION OF SNP AUTHORITY.—Section 
1859(f)(1) of the Social Security Act (42 U.S.C. 
1395w–28(f)(1)), as amended by section 164(a) of 
the Medicare Improvements for Patients and 
Providers Act of 2008 (Public Law 110–275), is 
amended by striking ‘‘2011’’ and inserting 
‘‘2014’’. 

(b) AUTHORITY TO APPLY FRAILTY ADJUST-
MENT UNDER PACE PAYMENT RULES.—Section 
1853(a)(1)(B) of the Social Security Act (42 
U.S.C. 1395w–23(a)(1)(B)) is amended by adding 
at the end the following new clause: 

‘‘(iv) AUTHORITY TO APPLY FRAILTY ADJUST-
MENT UNDER PACE PAYMENT RULES FOR CERTAIN 
SPECIALIZED MA PLANS FOR SPECIAL NEEDS INDI-
VIDUALS.— 

‘‘(I) IN GENERAL.—Notwithstanding the pre-
ceding provisions of this paragraph, for plan 
year 2011 and subsequent plan years, in the case 
of a plan described in subclause (II), the Sec-
retary may apply the payment rules under sec-
tion 1894(d) (other than paragraph (3) of such 
section) rather than the payment rules that 
would otherwise apply under this part, but only 
to the extent necessary to reflect the costs of 
treating high concentrations of frail individuals. 

‘‘(II) PLAN DESCRIBED.—A plan described in 
this subclause is a specialized MA plan for spe-
cial needs individuals described in section 
1859(b)(6)(B)(ii) that is fully integrated with 
capitated contracts with States for Medicaid 
benefits, including long-term care, and that 
have similar average levels of frailty (as deter-
mined by the Secretary) as the PACE pro-
gram.’’. 

(c) TRANSITION AND EXCEPTION REGARDING 
RESTRICTION ON ENROLLMENT.—Section 1859(f) 
of the Social Security Act (42 U.S.C. 1395w– 
28(f)) is amended by adding at the end the fol-
lowing new paragraph: 

‘‘(6) TRANSITION AND EXCEPTION REGARDING 
RESTRICTION ON ENROLLMENT.— 

‘‘(A) IN GENERAL.—Subject to subparagraph 
(C), the Secretary shall establish procedures for 
the transition of applicable individuals to— 

‘‘(i) a Medicare Advantage plan that is not a 
specialized MA plan for special needs individ-
uals (as defined in subsection (b)(6)); or 

‘‘(ii) the original medicare fee-for-service pro-
gram under parts A and B. 

‘‘(B) APPLICABLE INDIVIDUALS.—For purposes 
of clause (i), the term ‘applicable individual’ 
means an individual who— 

‘‘(i) is enrolled under a specialized MA plan 
for special needs individuals (as defined in sub-
section (b)(6)); and 

‘‘(ii) is not within the 1 or more of the classes 
of special needs individuals to which enrollment 
under the plan is restricted to. 

‘‘(C) EXCEPTION.—The Secretary shall provide 
for an exception to the transition described in 
subparagraph (A) for a limited period of time for 
individuals enrolled under a specialized MA 
plan for special needs individuals described in 
subsection (b)(6)(B)(ii) who are no longer eligi-
ble for medical assistance under title XIX. 

‘‘(D) TIMELINE FOR INITIAL TRANSITION.—The 
Secretary shall ensure that applicable individ-
uals enrolled in a specialized MA plan for spe-
cial needs individuals (as defined in subsection 
(b)(6)) prior to January 1, 2010, are transitioned 
to a plan or the program described in subpara-
graph (A) by not later than January 1, 2013.’’. 

(d) TEMPORARY EXTENSION OF AUTHORITY TO 
OPERATE BUT NO SERVICE AREA EXPANSION FOR 
DUAL SPECIAL NEEDS PLANS THAT DO NOT MEET 
CERTAIN REQUIREMENTS.—Section 164(c)(2) of 
the Medicare Improvements for Patients and 
Providers Act of 2008 (Public Law 110–275) is 
amended by striking ‘‘December 31, 2010’’ and 
inserting ‘‘December 31, 2012’’. 

(e) AUTHORITY TO REQUIRE SPECIAL NEEDS 
PLANS BE NCQA APPROVED.—Section 1859(f) of 
the Social Security Act (42 U.S.C. 1395w–28(f)), 
as amended by subsections (a) and (c), is 
amended— 

(1) in paragraph (2), by adding at the end the 
following new subparagraph: 

‘‘(C) If applicable, the plan meets the require-
ment described in paragraph (7).’’; 

(2) in paragraph (3), by adding at the end the 
following new subparagraph: 

‘‘(E) If applicable, the plan meets the require-
ment described in paragraph (7).’’; 

(3) in paragraph (4), by adding at the end the 
following new subparagraph: 

‘‘(C) If applicable, the plan meets the require-
ment described in paragraph (7).’’; and 

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

‘‘(7) AUTHORITY TO REQUIRE SPECIAL NEEDS 
PLANS BE NCQA APPROVED.—For 2012 and subse-
quent years, the Secretary shall require that a 
Medicare Advantage organization offering a 
specialized MA plan for special needs individ-
uals be approved by the National Committee for 
Quality Assurance (based on standards estab-
lished by the Secretary).’’. 

(f) RISK ADJUSTMENT.—Section 1853(a)(1)(C) 
of the Social Security Act (42 U.S.C. 1395i– 
23(a)(1)(C)) is amended by adding at the end the 
following new clause: 

‘‘(iii) IMPROVEMENTS TO RISK ADJUSTMENT FOR 
SPECIAL NEEDS INDIVIDUALS WITH CHRONIC 
HEALTH CONDITIONS.— 

‘‘(I) IN GENERAL.—For 2011 and subsequent 
years, for purposes of the adjustment under 
clause (i) with respect to individuals described 
in subclause (II), the Secretary shall use a risk 
score that reflects the known underlying risk 
profile and chronic health status of similar indi-
viduals. Such risk score shall be used instead of 
the default risk score for new enrollees in Medi-
care Advantage plans that are not specialized 
MA plans for special needs individuals (as de-
fined in section 1859(b)(6)). 

‘‘(II) INDIVIDUALS DESCRIBED.—An individual 
described in this subclause is a special needs in-
dividual described in subsection (b)(6)(B)(iii) 
who enrolls in a specialized MA plan for special 
needs individuals on or after January 1, 2011. 

‘‘(III) EVALUATION.—For 2011 and periodically 
thereafter, the Secretary shall evaluate and re-
vise the risk adjustment system under this sub-
paragraph in order to, as accurately as possible, 
account for higher medical and care coordina-
tion costs associated with frailty, individuals 
with multiple, comorbid chronic conditions, and 
individuals with a diagnosis of mental illness, 
and also to account for costs that may be associ-
ated with higher concentrations of beneficiaries 
with those conditions. 

‘‘(IV) PUBLICATION OF EVALUATION AND REVI-
SIONS.—The Secretary shall publish, as part of 
an announcement under subsection (b), a de-
scription of any evaluation conducted under 
subclause (III) during the preceding year and 
any revisions made under such subclause as a 
result of such evaluation.’’. 

(g) TECHNICAL CORRECTION.—Section 
1859(f)(5) of the Social Security Act (42 U.S.C. 
1395w–28(f)(5)) is amended, in the matter pre-
ceding subparagraph (A), by striking ‘‘described 
in subsection (b)(6)(B)(i)’’. 
SEC. 3206. EXTENSION OF REASONABLE COST 

CONTRACTS. 
Section 1876(h)(5)(C)(ii) of the Social Security 

Act (42 U.S.C. 1395mm(h)(5)(C)(ii)) is amended, 
in the matter preceding subclause (I), by strik-
ing ‘‘January 1, 2010’’ and inserting ‘‘January 
1, 2013’’. 
SEC. 3207. TECHNICAL CORRECTION TO MA PRI-

VATE FEE-FOR-SERVICE PLANS. 
For plan year 2011 and subsequent plan years, 

to the extent that the Secretary of Health and 
Human Services is applying the 2008 service area 
extension waiver policy (as modified in the April 
11, 2008, Centers for Medicare & Medicaid Serv-
ices’ memorandum with the subject ‘‘2009 Em-
ployer Group Waiver-Modification of the 2008 
Service Area Extension Waiver Granted to Cer-
tain MA Local Coordinated Care Plans’’) to 
Medicare Advantage coordinated care plans, the 

Secretary shall extend the application of such 
waiver policy to employers who contract directly 
with the Secretary as a Medicare Advantage 
private fee-for-service plan under section 
1857(i)(2) of the Social Security Act (42 U.S.C. 
1395w–27(i)(2)) and that had enrollment as of 
October 1, 2009. 
SEC. 3208. MAKING SENIOR HOUSING FACILITY 

DEMONSTRATION PERMANENT. 
(a) IN GENERAL.—Section 1859 of the Social 

Security Act (42 U.S.C. 1395w–28) is amended by 
adding at the end the following new subsection: 

‘‘(g) SPECIAL RULES FOR SENIOR HOUSING FA-
CILITY PLANS.— 

‘‘(1) IN GENERAL.—In the case of a Medicare 
Advantage senior housing facility plan de-
scribed in paragraph (2), notwithstanding any 
other provision of this part to the contrary and 
in accordance with regulations of the Secretary, 
the service area of such plan may be limited to 
a senior housing facility in a geographic area. 

‘‘(2) MEDICARE ADVANTAGE SENIOR HOUSING 
FACILITY PLAN DESCRIBED.—For purposes of this 
subsection, a Medicare Advantage senior hous-
ing facility plan is a Medicare Advantage plan 
that— 

‘‘(A) restricts enrollment of individuals under 
this part to individuals who reside in a con-
tinuing care retirement community (as defined 
in section 1852(l)(4)(B)); 

‘‘(B) provides primary care services onsite and 
has a ratio of accessible physicians to bene-
ficiaries that the Secretary determines is ade-
quate; 

‘‘(C) provides transportation services for bene-
ficiaries to specialty providers outside of the fa-
cility; and 

‘‘(D) has participated (as of December 31, 
2009) in a demonstration project established by 
the Secretary under which such a plan was of-
fered for not less than 1 year.’’. 

(b) EFFECTIVE DATE.—The amendment made 
by this section shall take effect on January 1, 
2010, and shall apply to plan years beginning on 
or after such date. 
SEC. 3209. AUTHORITY TO DENY PLAN BIDS. 

(a) IN GENERAL.—Section 1854(a)(5) of the So-
cial Security Act (42 U.S.C. 1395w–24(a)(5)) is 
amended by adding at the end the following 
new subparagraph: 

‘‘(C) REJECTION OF BIDS.— 
‘‘(i) IN GENERAL.—Nothing in this section 

shall be construed as requiring the Secretary to 
accept any or every bid submitted by an MA or-
ganization under this subsection. 

‘‘(ii) AUTHORITY TO DENY BIDS THAT PROPOSE 
SIGNIFICANT INCREASES IN COST SHARING OR DE-
CREASES IN BENEFITS.—The Secretary may deny 
a bid submitted by an MA organization for an 
MA plan if it proposes significant increases in 
cost sharing or decreases in benefits offered 
under the plan.’’. 

(b) APPLICATION UNDER PART D.—Section 
1860D–11(d) of such Act (42 U.S.C. 1395w–111(d)) 
is amended by adding at the end the following 
new paragraph: 

‘‘(3) REJECTION OF BIDS.—Paragraph (5)(C) of 
section 1854(a) shall apply with respect to bids 
submitted by a PDP sponsor under subsection 
(b) in the same manner as such paragraph ap-
plies to bids submitted by an MA organization 
under such section 1854(a).’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply to bids submitted for 
contract years beginning on or after January 1, 
2011. 
SEC. 3210. DEVELOPMENT OF NEW STANDARDS 

FOR CERTAIN MEDIGAP PLANS. 
(a) IN GENERAL.—Section 1882 of the Social 

Security Act (42 U.S.C. 1395ss) is amended by 
adding at the end the following new subsection: 

‘‘(y) DEVELOPMENT OF NEW STANDARDS FOR 
CERTAIN MEDICARE SUPPLEMENTAL POLICIES.— 

‘‘(1) IN GENERAL.—The Secretary shall request 
the National Association of Insurance Commis-
sioners to review and revise the standards for 
benefit packages described in paragraph (2) 
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under subsection (p)(1), to otherwise update 
standards to include requirements for nominal 
cost sharing to encourage the use of appropriate 
physicians’ services under part B. Such revi-
sions shall be based on evidence published in 
peer-reviewed journals or current examples used 
by integrated delivery systems and made con-
sistent with the rules applicable under sub-
section (p)(1)(E) with the reference to the ‘1991 
NAIC Model Regulation’ deemed a reference to 
the NAIC Model Regulation as published in the 
Federal Register on December 4, 1998, and as 
subsequently updated by the National Associa-
tion of Insurance Commissioners to reflect pre-
vious changes in law and the reference to ‘date 
of enactment of this subsection’ deemed a ref-
erence to the date of enactment of the Patient 
Protection and Affordable Care Act. To the ex-
tent practicable, such revision shall provide for 
the implementation of revised standards for ben-
efit packages as of January 1, 2015. 

‘‘(2) BENEFIT PACKAGES DESCRIBED.—The ben-
efit packages described in this paragraph are 
benefit packages classified as ‘C’ and ‘F’.’’. 

(b) CONFORMING AMENDMENT.—Section 
1882(o)(1) of the Social Security Act (42 U.S.C. 
1395ss(o)(1)) is amended by striking ‘‘, and (w)’’ 
and inserting ‘‘(w), and (y)’’. 
Subtitle D—Medicare Part D Improvements 

for Prescription Drug Plans and MA–PD 
Plans 

SEC. 3301. MEDICARE COVERAGE GAP DISCOUNT 
PROGRAM. 

(a) CONDITION FOR COVERAGE OF DRUGS 
UNDER PART D.—Part D of Title XVIII of the 
Social Security Act (42 U.S.C. 1395w–101 et seq.), 
is amended by adding at the end the following 
new section: 

‘‘CONDITION FOR COVERAGE OF DRUGS UNDER 
THIS PART 

‘‘SEC. 1860D–43. (a) IN GENERAL.—In order for 
coverage to be available under this part for cov-
ered part D drugs (as defined in section 1860D– 
2(e)) of a manufacturer, the manufacturer 
must— 

‘‘(1) participate in the Medicare coverage gap 
discount program under section 1860D–14A; 

‘‘(2) have entered into and have in effect an 
agreement described in subsection (b) of such 
section with the Secretary; and 

‘‘(3) have entered into and have in effect, 
under terms and conditions specified by the Sec-
retary, a contract with a third party that the 
Secretary has entered into a contract with 
under subsection (d)(3) of such section. 

‘‘(b) EFFECTIVE DATE.—Subsection (a) shall 
apply to covered part D drugs dispensed under 
this part on or after July 1, 2010. 

‘‘(c) AUTHORIZING COVERAGE FOR DRUGS NOT 
COVERED UNDER AGREEMENTS.—Subsection (a) 
shall not apply to the dispensing of a covered 
part D drug if— 

‘‘(1) the Secretary has made a determination 
that the availability of the drug is essential to 
the health of beneficiaries under this part; or 

‘‘(2) the Secretary determines that in the pe-
riod beginning on July 1, 2010, and ending on 
December 31, 2010, there were extenuating cir-
cumstances. 

‘‘(d) DEFINITION OF MANUFACTURER.—In this 
section, the term ‘manufacturer’ has the mean-
ing given such term in section 1860D– 
14A(g)(5).’’. 

(b) MEDICARE COVERAGE GAP DISCOUNT PRO-
GRAM.—Part D of title XVIII of the Social Secu-
rity Act (42 U.S.C. 1395w–101) is amended by in-
serting after section 1860D–14 the following new 
section: 
‘‘MEDICARE COVERAGE GAP DISCOUNT PROGRAM 
‘‘SEC. 1860D–14A. (a) ESTABLISHMENT.—The 

Secretary shall establish a Medicare coverage 
gap discount program (in this section referred to 
as the ‘program’) by not later than July 1, 2010. 
Under the program, the Secretary shall enter 
into agreements described in subsection (b) with 
manufacturers and provide for the performance 
of the duties described in subsection (c)(1). The 

Secretary shall establish a model agreement for 
use under the program by not later than April 
1, 2010, in consultation with manufacturers, and 
allow for comment on such model agreement. 

‘‘(b) TERMS OF AGREEMENT.— 
‘‘(1) IN GENERAL.— 
‘‘(A) AGREEMENT.—An agreement under this 

section shall require the manufacturer to pro-
vide applicable beneficiaries access to dis-
counted prices for applicable drugs of the manu-
facturer. 

‘‘(B) PROVISION OF DISCOUNTED PRICES AT THE 
POINT-OF-SALE.—Except as provided in sub-
section (c)(1)(A)(iii), such discounted prices 
shall be provided to the applicable beneficiary 
at the pharmacy or by the mail order service at 
the point-of-sale of an applicable drug. 

‘‘(C) TIMING OF AGREEMENT.— 
‘‘(i) SPECIAL RULE FOR 2010 AND 2011.—In order 

for an agreement with a manufacturer to be in 
effect under this section with respect to the pe-
riod beginning on July 1, 2010, and ending on 
December 31, 2011, the manufacturer shall enter 
into such agreement not later than May 1, 2010. 

‘‘(ii) 2012 AND SUBSEQUENT YEARS.—In order 
for an agreement with a manufacturer to be in 
effect under this section with respect to plan 
year 2012 or a subsequent plan year, the manu-
facturer shall enter into such agreement (or 
such agreement shall be renewed under para-
graph (4)(A)) not later than January 30 of the 
preceding year. 

‘‘(2) PROVISION OF APPROPRIATE DATA.—Each 
manufacturer with an agreement in effect under 
this section shall collect and have available ap-
propriate data, as determined by the Secretary, 
to ensure that it can demonstrate to the Sec-
retary compliance with the requirements under 
the program. 

‘‘(3) COMPLIANCE WITH REQUIREMENTS FOR AD-
MINISTRATION OF PROGRAM.—Each manufac-
turer with an agreement in effect under this sec-
tion shall comply with requirements imposed by 
the Secretary or a third party with a contract 
under subsection (d)(3), as applicable, for pur-
poses of administering the program, including 
any determination under clause (i) of subsection 
(c)(1)(A) or procedures established under such 
subsection (c)(1)(A). 

‘‘(4) LENGTH OF AGREEMENT.— 
‘‘(A) IN GENERAL.—An agreement under this 

section shall be effective for an initial period of 
not less than 18 months and shall be automati-
cally renewed for a period of not less than 1 
year unless terminated under subparagraph (B). 

‘‘(B) TERMINATION.— 
‘‘(i) BY THE SECRETARY.—The Secretary may 

provide for termination of an agreement under 
this section for a knowing and willful violation 
of the requirements of the agreement or other 
good cause shown. Such termination shall not 
be effective earlier than 30 days after the date of 
notice to the manufacturer of such termination. 
The Secretary shall provide, upon request, a 
manufacturer with a hearing concerning such a 
termination, and such hearing shall take place 
prior to the effective date of the termination 
with sufficient time for such effective date to be 
repealed if the Secretary determines appro-
priate. 

‘‘(ii) BY A MANUFACTURER.—A manufacturer 
may terminate an agreement under this section 
for any reason. Any such termination shall be 
effective, with respect to a plan year— 

‘‘(I) if the termination occurs before January 
30 of a plan year, as of the day after the end of 
the plan year; and 

‘‘(II) if the termination occurs on or after Jan-
uary 30 of a plan year, as of the day after the 
end of the succeeding plan year. 

‘‘(iii) EFFECTIVENESS OF TERMINATION.—Any 
termination under this subparagraph shall not 
affect discounts for applicable drugs of the man-
ufacturer that are due under the agreement be-
fore the effective date of its termination. 

‘‘(iv) NOTICE TO THIRD PARTY.—The Secretary 
shall provide notice of such termination to a 
third party with a contract under subsection 

(d)(3) within not less than 30 days before the ef-
fective date of such termination. 

‘‘(c) DUTIES DESCRIBED AND SPECIAL RULE 
FOR SUPPLEMENTAL BENEFITS.— 

‘‘(1) DUTIES DESCRIBED.—The duties described 
in this subsection are the following: 

‘‘(A) ADMINISTRATION OF PROGRAM.—Admin-
istering the program, including— 

‘‘(i) the determination of the amount of the 
discounted price of an applicable drug of a man-
ufacturer; 

‘‘(ii) except as provided in clause (iii), the es-
tablishment of procedures under which dis-
counted prices are provided to applicable bene-
ficiaries at pharmacies or by mail order service 
at the point-of-sale of an applicable drug; 

‘‘(iii) in the case where, during the period be-
ginning on July 1, 2010, and ending on Decem-
ber 31, 2011, it is not practicable to provide such 
discounted prices at the point-of-sale (as de-
scribed in clause (ii)), the establishment of pro-
cedures to provide such discounted prices as 
soon as practicable after the point-of-sale; 

‘‘(iv) the establishment of procedures to en-
sure that, not later than the applicable number 
of calendar days after the dispensing of an ap-
plicable drug by a pharmacy or mail order serv-
ice, the pharmacy or mail order service is reim-
bursed for an amount equal to the difference be-
tween— 

‘‘(I) the negotiated price of the applicable 
drug; and 

‘‘(II) the discounted price of the applicable 
drug; 

‘‘(v) the establishment of procedures to ensure 
that the discounted price for an applicable drug 
under this section is applied before any coverage 
or financial assistance under other health ben-
efit plans or programs that provide coverage or 
financial assistance for the purchase or provi-
sion of prescription drug coverage on behalf of 
applicable beneficiaries as the Secretary may 
specify; 

‘‘(vi) the establishment of procedures to imple-
ment the special rule for supplemental benefits 
under paragraph (2); and 

‘‘(vii) providing a reasonable dispute resolu-
tion mechanism to resolve disagreements be-
tween manufacturers, applicable beneficiaries, 
and the third party with a contract under sub-
section (d)(3). 

‘‘(B) MONITORING COMPLIANCE.— 
‘‘(i) IN GENERAL.—The Secretary shall monitor 

compliance by a manufacturer with the terms of 
an agreement under this section. 

‘‘(ii) NOTIFICATION.—If a third party with a 
contract under subsection (d)(3) determines that 
the manufacturer is not in compliance with such 
agreement, the third party shall notify the Sec-
retary of such noncompliance for appropriate 
enforcement under subsection (e). 

‘‘(C) COLLECTION OF DATA FROM PRESCRIPTION 
DRUG PLANS AND MA–PD PLANS.—The Secretary 
may collect appropriate data from prescription 
drug plans and MA–PD plans in a timeframe 
that allows for discounted prices to be provided 
for applicable drugs under this section. 

‘‘(2) SPECIAL RULE FOR SUPPLEMENTAL BENE-
FITS.—For plan year 2010 and each subsequent 
plan year, in the case where an applicable bene-
ficiary has supplemental benefits with respect to 
applicable drugs under the prescription drug 
plan or MA–PD plan that the applicable bene-
ficiary is enrolled in, the applicable beneficiary 
shall not be provided a discounted price for an 
applicable drug under this section until after 
such supplemental benefits have been applied 
with respect to the applicable drug. 

‘‘(d) ADMINISTRATION.— 
‘‘(1) IN GENERAL.—Subject to paragraph (2), 

the Secretary shall provide for the implementa-
tion of this section, including the performance 
of the duties described in subsection (c)(1). 

‘‘(2) LIMITATION.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), in providing for such implementation, the 
Secretary shall not receive or distribute any 
funds of a manufacturer under the program. 
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‘‘(B) EXCEPTION.—The limitation under sub-

paragraph (A) shall not apply to the Secretary 
with respect to drugs dispensed during the pe-
riod beginning on July 1, 2010, and ending on 
December 31, 2010, but only if the Secretary de-
termines that the exception to such limitation 
under this subparagraph is necessary in order 
for the Secretary to begin implementation of this 
section and provide applicable beneficiaries 
timely access to discounted prices during such 
period. 

‘‘(3) CONTRACT WITH THIRD PARTIES.—The 
Secretary shall enter into a contract with 1 or 
more third parties to administer the require-
ments established by the Secretary in order to 
carry out this section. At a minimum, the con-
tract with a third party under the preceding 
sentence shall require that the third party— 

‘‘(A) receive and transmit information be-
tween the Secretary, manufacturers, and other 
individuals or entities the Secretary determines 
appropriate; 

‘‘(B) receive, distribute, or facilitate the dis-
tribution of funds of manufacturers to appro-
priate individuals or entities in order to meet the 
obligations of manufacturers under agreements 
under this section; 

‘‘(C) provide adequate and timely information 
to manufacturers, consistent with the agreement 
with the manufacturer under this section, as 
necessary for the manufacturer to fulfill its obli-
gations under this section; and 

‘‘(D) permit manufacturers to conduct peri-
odic audits, directly or through contracts, of the 
data and information used by the third party to 
determine discounts for applicable drugs of the 
manufacturer under the program. 

‘‘(4) PERFORMANCE REQUIREMENTS.—The Sec-
retary shall establish performance requirements 
for a third party with a contract under para-
graph (3) and safeguards to protect the inde-
pendence and integrity of the activities carried 
out by the third party under the program under 
this section. 

‘‘(5) IMPLEMENTATION.—The Secretary may 
implement the program under this section by 
program instruction or otherwise. 

‘‘(6) ADMINISTRATION.—Chapter 35 of title 44, 
United States Code, shall not apply to the pro-
gram under this section. 

‘‘(e) ENFORCEMENT.— 
‘‘(1) AUDITS.—Each manufacturer with an 

agreement in effect under this section shall be 
subject to periodic audit by the Secretary. 

‘‘(2) CIVIL MONEY PENALTY.— 
‘‘(A) IN GENERAL.—The Secretary shall impose 

a civil money penalty on a manufacturer that 
fails to provide applicable beneficiaries dis-
counts for applicable drugs of the manufacturer 
in accordance with such agreement for each 
such failure in an amount the Secretary deter-
mines is commensurate with the sum of— 

‘‘(i) the amount that the manufacturer would 
have paid with respect to such discounts under 
the agreement, which will then be used to pay 
the discounts which the manufacturer had 
failed to provide; and 

‘‘(ii) 25 percent of such amount. 
‘‘(B) APPLICATION.—The provisions of section 

1128A (other than subsections (a) and (b)) shall 
apply to a civil money penalty under this para-
graph in the same manner as such provisions 
apply to a penalty or proceeding under section 
1128A(a). 

‘‘(f) CLARIFICATION REGARDING AVAILABILITY 
OF OTHER COVERED PART D DRUGS.—Nothing in 
this section shall prevent an applicable bene-
ficiary from purchasing a covered part D drug 
that is not an applicable drug (including a ge-
neric drug or a drug that is not on the for-
mulary of the prescription drug plan or MA–PD 
plan that the applicable beneficiary is enrolled 
in). 

‘‘(g) DEFINITIONS.—In this section: 
‘‘(1) APPLICABLE BENEFICIARY.—The term ‘ap-

plicable beneficiary’ means an individual who, 
on the date of dispensing an applicable drug— 

‘‘(A) is enrolled in a prescription drug plan or 
an MA–PD plan; 

‘‘(B) is not enrolled in a qualified retiree pre-
scription drug plan; 

‘‘(C) is not entitled to an income-related sub-
sidy under section 1860D–14(a); 

‘‘(D) is not subject to a reduction in premium 
subsidy under section 1839(i); and 

‘‘(E) who— 
‘‘(i) has reached or exceeded the initial cov-

erage limit under section 1860D–2(b)(3) during 
the year; and 

‘‘(ii) has not incurred costs for covered part D 
drugs in the year equal to the annual out-of- 
pocket threshold specified in section 1860D– 
2(b)(4)(B). 

‘‘(2) APPLICABLE DRUG.—The term ‘applicable 
drug’ means, with respect to an applicable bene-
ficiary, a covered part D drug— 

‘‘(A) approved under a new drug application 
under section 505(b) of the Federal Food, Drug, 
and Cosmetic Act or, in the case of a biologic 
product, licensed under section 351 of the Public 
Health Service Act (other than a product li-
censed under subsection (k) of such section 351); 
and 

‘‘(B)(i) if the PDP sponsor of the prescription 
drug plan or the MA organization offering the 
MA–PD plan uses a formulary, which is on the 
formulary of the prescription drug plan or MA– 
PD plan that the applicable beneficiary is en-
rolled in; 

‘‘(ii) if the PDP sponsor of the prescription 
drug plan or the MA organization offering the 
MA–PD plan does not use a formulary, for 
which benefits are available under the prescrip-
tion drug plan or MA–PD plan that the applica-
ble beneficiary is enrolled in; or 

‘‘(iii) is provided through an exception or ap-
peal. 

‘‘(3) APPLICABLE NUMBER OF CALENDAR 
DAYS.—The term ‘applicable number of calendar 
days’ means— 

‘‘(A) with respect to claims for reimbursement 
submitted electronically, 14 days; and 

‘‘(B) with respect to claims for reimbursement 
submitted otherwise, 30 days. 

‘‘(4) DISCOUNTED PRICE.— 
‘‘(A) IN GENERAL.—The term ‘discounted price’ 

means 50 percent of the negotiated price of the 
applicable drug of a manufacturer. 

‘‘(B) CLARIFICATION.—Nothing in this section 
shall be construed as affecting the responsibility 
of an applicable beneficiary for payment of a 
dispensing fee for an applicable drug. 

‘‘(C) SPECIAL CASE FOR CERTAIN CLAIMS.—In 
the case where the entire amount of the nego-
tiated price of an individual claim for an appli-
cable drug with respect to an applicable bene-
ficiary does not fall at or above the initial cov-
erage limit under section 1860D–2(b)(3) and 
below the annual out-of-pocket threshold speci-
fied in section 1860D–2(b)(4)(B) for the year, the 
manufacturer of the applicable drug shall pro-
vide the discounted price under this section on 
only the portion of the negotiated price of the 
applicable drug that falls at or above such ini-
tial coverage limit and below such annual out- 
of-pocket threshold. 

‘‘(5) MANUFACTURER.—The term ‘manufac-
turer’ means any entity which is engaged in the 
production, preparation, propagation, 
compounding, conversion, or processing of pre-
scription drug products, either directly or indi-
rectly by extraction from substances of natural 
origin, or independently by means of chemical 
synthesis, or by a combination of extraction and 
chemical synthesis. Such term does not include 
a wholesale distributor of drugs or a retail phar-
macy licensed under State law. 

‘‘(6) NEGOTIATED PRICE.—The term ‘negotiated 
price’ has the meaning given such term in sec-
tion 423.100 of title 42, Code of Federal Regula-
tions (as in effect on the date of enactment of 
this section), except that such negotiated price 
shall not include any dispensing fee for the ap-
plicable drug. 

‘‘(7) QUALIFIED RETIREE PRESCRIPTION DRUG 
PLAN.—The term ‘qualified retiree prescription 
drug plan’ has the meaning given such term in 
section 1860D–22(a)(2).’’. 

(c) INCLUSION IN INCURRED COSTS.— 
(1) IN GENERAL.—Section 1860D–2(b)(4) of the 

Social Security Act (42 U.S.C. 1395w–102(b)(4)) is 
amended— 

(A) in subparagraph (C), in the matter pre-
ceding clause (i), by striking ‘‘In applying’’ and 
inserting ‘‘Except as provided in subparagraph 
(E), in applying’’; and 

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

‘‘(E) INCLUSION OF COSTS OF APPLICABLE 
DRUGS UNDER MEDICARE COVERAGE GAP DIS-
COUNT PROGRAM.—In applying subparagraph 
(A), incurred costs shall include the negotiated 
price (as defined in paragraph (6) of section 
1860D–14A(g)) of an applicable drug (as defined 
in paragraph (2) of such section) of a manufac-
turer that is furnished to an applicable bene-
ficiary (as defined in paragraph (1) of such sec-
tion) under the Medicare coverage gap discount 
program under section 1860D–14A, regardless of 
whether part of such costs were paid by a man-
ufacturer under such program.’’. 

(2) EFFECTIVE DATE.—The amendments made 
by this subsection shall apply to costs incurred 
on or after July 1, 2010. 

(d) CONFORMING AMENDMENT PERMITTING 
PRESCRIPTION DRUG DISCOUNTS.— 

(1) IN GENERAL.—Section 1128B(b)(3) of the 
Social Security Act (42 U.S.C. 1320a–7b(b)(3)) is 
amended— 

(A) by striking ‘‘and’’ at the end of subpara-
graph (G); 

(B) in the subparagraph (H) added by section 
237(d) of the Medicare Prescription Drug, Im-
provement, and Modernization Act of 2003 (Pub-
lic Law 108–173; 117 Stat. 2213)— 

(i) by moving such subparagraph 2 ems to the 
left; and 

(ii) by striking the period at the end and in-
serting a semicolon; 

(C) in the subparagraph (H) added by section 
431(a) of such Act (117 Stat. 2287)— 

(i) by redesignating such subparagraph as 
subparagraph (I); 

(ii) by moving such subparagraph 2 ems to the 
left; and 

(iii) by striking the period at the end and in-
serting ‘‘; and’’; and 

(D) by adding at the end the following new 
subparagraph: 

‘‘(J) a discount in the price of an applicable 
drug (as defined in paragraph (2) of section 
1860D–14A(g)) of a manufacturer that is fur-
nished to an applicable beneficiary (as defined 
in paragraph (1) of such section) under the 
Medicare coverage gap discount program under 
section 1860D–14A.’’. 

(2) CONFORMING AMENDMENT TO DEFINITION 
OF BEST PRICE UNDER MEDICAID.—Section 
1927(c)(1)(C)(i)(VI) of the Social Security Act (42 
U.S.C. 1396r–8(c)(1)(C)(i)(VI)) is amended by in-
serting ‘‘, or any discounts provided by manu-
facturers under the Medicare coverage gap dis-
count program under section 1860D–14A’’ before 
the period at the end. 

(3) EFFECTIVE DATE.—The amendments made 
by this subsection shall apply to drugs dis-
pensed on or after July 1, 2010. 
SEC. 3302. IMPROVEMENT IN DETERMINATION OF 

MEDICARE PART D LOW-INCOME 
BENCHMARK PREMIUM. 

(a) IN GENERAL.—Section 1860D– 
14(b)(2)(B)(iii) of the Social Security Act (42 
U.S.C. 1395w–114(b)(2)(B)(iii)) is amended by in-
serting ‘‘, determined without regard to any re-
duction in such premium as a result of any ben-
eficiary rebate under section 1854(b)(1)(C) or 
bonus payment under section 1853(n)’’ before 
the period at the end. 

(b) EFFECTIVE DATE.—The amendment made 
by subsection (a) shall apply to premiums for 
months beginning on or after January 1, 2011. 
SEC. 3303. VOLUNTARY DE MINIMIS POLICY FOR 

SUBSIDY ELIGIBLE INDIVIDUALS 
UNDER PRESCRIPTION DRUG PLANS 
AND MA–PD PLANS. 

(a) IN GENERAL.—Section 1860D–14(a) of the 
Social Security Act (42 U.S.C. 1395w–114(a)) is 
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amended by adding at the end the following 
new paragraph: 

‘‘(5) WAIVER OF DE MINIMIS PREMIUMS.—The 
Secretary shall, under procedures established by 
the Secretary, permit a prescription drug plan or 
an MA–PD plan to waive the monthly bene-
ficiary premium for a subsidy eligible individual 
if the amount of such premium is de minimis. If 
such premium is waived under the plan, the Sec-
retary shall not reassign subsidy eligible indi-
viduals enrolled in the plan to other plans based 
on the fact that the monthly beneficiary pre-
mium under the plan was greater than the low- 
income benchmark premium amount.’’. 

(b) AUTHORIZING THE SECRETARY TO AUTO-EN-
ROLL SUBSIDY ELIGIBLE INDIVIDUALS IN PLANS 
THAT WAIVE DE MINIMIS PREMIUMS.—Section 
1860D–1(b)(1) of the Social Security Act (42 
U.S.C. 1395w–101(b)(1)) is amended— 

(1) in subparagraph (C), by inserting ‘‘except 
as provided in subparagraph (D),’’ after ‘‘shall 
include,’’ 

(2) by adding at the end the following new 
subparagraph: 

‘‘(D) SPECIAL RULE FOR PLANS THAT WAIVE DE 
MINIMIS PREMIUMS.—The process established 
under subparagraph (A) may include, in the 
case of a part D eligible individual who is a sub-
sidy eligible individual (as defined in section 
1860D–14(a)(3)) who has failed to enroll in a 
prescription drug plan or an MA–PD plan, for 
the enrollment in a prescription drug plan or 
MA–PD plan that has waived the monthly bene-
ficiary premium for such subsidy eligible indi-
vidual under section 1860D–14(a)(5). If there is 
more than one such plan available, the Sec-
retary shall enroll such an individual under the 
preceding sentence on a random basis among all 
such plans in the PDP region. Nothing in the 
previous sentence shall prevent such an indi-
vidual from declining or changing such enroll-
ment.’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this subsection shall apply to premiums for 
months, and enrollments for plan years, begin-
ning on or after January 1, 2011. 
SEC. 3304. SPECIAL RULE FOR WIDOWS AND WID-

OWERS REGARDING ELIGIBILITY 
FOR LOW-INCOME ASSISTANCE. 

(a) IN GENERAL.—Section 1860D–14(a)(3)(B) of 
the Social Security Act (42 U.S.C. 1395w– 
114(a)(3)(B)) is amended by adding at the end 
the following new clause: 

‘‘(vi) SPECIAL RULE FOR WIDOWS AND WID-
OWERS.—Notwithstanding the preceding provi-
sions of this subparagraph, in the case of an in-
dividual whose spouse dies during the effective 
period for a determination or redetermination 
that has been made under this subparagraph, 
such effective period shall be extended through 
the date that is 1 year after the date on which 
the determination or redetermination would (but 
for the application of this clause) otherwise 
cease to be effective.’’. 

(b) EFFECTIVE DATE.—The amendment made 
by subsection (a) shall take effect on January 1, 
2011. 
SEC. 3305. IMPROVED INFORMATION FOR SUB-

SIDY ELIGIBLE INDIVIDUALS REAS-
SIGNED TO PRESCRIPTION DRUG 
PLANS AND MA–PD PLANS. 

Section 1860D–14 of the Social Security Act (42 
U.S.C. 1395w–114) is amended— 

(1) by redesignating subsection (d) as sub-
section (e); and 

(2) by inserting after subsection (c) the fol-
lowing new subsection: 

‘‘(d) FACILITATION OF REASSIGNMENTS.—Be-
ginning not later than January 1, 2011, the Sec-
retary shall, in the case of a subsidy eligible in-
dividual who is enrolled in one prescription 
drug plan and is subsequently reassigned by the 
Secretary to a new prescription drug plan, pro-
vide the individual, within 30 days of such reas-
signment, with— 

‘‘(1) information on formulary differences be-
tween the individual’s former plan and the plan 
to which the individual is reassigned with re-
spect to the individual’s drug regimens; and 

‘‘(2) a description of the individual’s right to 
request a coverage determination, exception, or 
reconsideration under section 1860D–4(g), bring 
an appeal under section 1860D–4(h), or resolve a 
grievance under section 1860D–4(f).’’. 
SEC. 3306. FUNDING OUTREACH AND ASSISTANCE 

FOR LOW-INCOME PROGRAMS. 
(a) ADDITIONAL FUNDING FOR STATE HEALTH 

INSURANCE PROGRAMS.—Subsection (a)(1)(B) of 
section 119 of the Medicare Improvements for 
Patients and Providers Act of 2008 (42 U.S.C. 
1395b–3 note) is amended by striking ‘‘(42 U.S.C. 
1395w–23(f))’’ and all that follows through the 
period at the end and inserting ‘‘(42 U.S.C. 
1395w–23(f)), to the Centers for Medicare & 
Medicaid Services Program Management Ac-
count— 

‘‘(i) for fiscal year 2009, of $7,500,000; and 
‘‘(ii) for the period of fiscal years 2010 through 

2012, of $15,000,000. 
Amounts appropriated under this subparagraph 
shall remain available until expended.’’. 

(b) ADDITIONAL FUNDING FOR AREA AGENCIES 
ON AGING.—Subsection (b)(1)(B) of such section 
119 is amended by striking ‘‘(42 U.S.C. 1395w– 
23(f))’’ and all that follows through the period 
at the end and inserting ‘‘(42 U.S.C. 1395w– 
23(f)), to the Administration on Aging— 

‘‘(i) for fiscal year 2009, of $7,500,000; and 
‘‘(ii) for the period of fiscal years 2010 through 

2012, of $15,000,000. 
Amounts appropriated under this subparagraph 
shall remain available until expended.’’. 

(c) ADDITIONAL FUNDING FOR AGING AND DIS-
ABILITY RESOURCE CENTERS.—Subsection 
(c)(1)(B) of such section 119 is amended by strik-
ing ‘‘(42 U.S.C. 1395w–23(f))’’ and all that fol-
lows through the period at the end and insert-
ing ‘‘(42 U.S.C. 1395w–23(f)), to the Administra-
tion on Aging— 

‘‘(i) for fiscal year 2009, of $5,000,000; and 
‘‘(ii) for the period of fiscal years 2010 through 

2012, of $10,000,000. 
Amounts appropriated under this subparagraph 
shall remain available until expended.’’. 

(d) ADDITIONAL FUNDING FOR CONTRACT WITH 
THE NATIONAL CENTER FOR BENEFITS AND OUT-
REACH ENROLLMENT.—Subsection (d)(2) of such 
section 119 is amended by striking ‘‘(42 U.S.C. 
1395w–23(f))’’ and all that follows through the 
period at the end and inserting ‘‘(42 U.S.C. 
1395w–23(f)), to the Administration on Aging— 

‘‘(i) for fiscal year 2009, of $5,000,000; and 
‘‘(ii) for the period of fiscal years 2010 through 

2012, of $5,000,000. 
Amounts appropriated under this subparagraph 
shall remain available until expended.’’. 

(e) SECRETARIAL AUTHORITY TO ENLIST SUP-
PORT IN CONDUCTING CERTAIN OUTREACH AC-
TIVITIES.—Such section 119 is amended by add-
ing at the end the following new subsection: 

‘‘(g) SECRETARIAL AUTHORITY TO ENLIST SUP-
PORT IN CONDUCTING CERTAIN OUTREACH AC-
TIVITIES.—The Secretary may request that an 
entity awarded a grant under this section sup-
port the conduct of outreach activities aimed at 
preventing disease and promoting wellness. Not-
withstanding any other provision of this sec-
tion, an entity may use a grant awarded under 
this subsection to support the conduct of activi-
ties described in the preceding sentence.’’. 
SEC. 3307. IMPROVING FORMULARY REQUIRE-

MENTS FOR PRESCRIPTION DRUG 
PLANS AND MA–PD PLANS WITH RE-
SPECT TO CERTAIN CATEGORIES OR 
CLASSES OF DRUGS. 

(a) IMPROVING FORMULARY REQUIREMENTS.— 
Section 1860D–4(b)(3)(G) of the Social Security 
Act is amended to read as follows: 

‘‘(G) REQUIRED INCLUSION OF DRUGS IN CER-
TAIN CATEGORIES AND CLASSES.— 

‘‘(i) FORMULARY REQUIREMENTS.— 
‘‘(I) IN GENERAL.—Subject to subclause (II), a 

PDP sponsor offering a prescription drug plan 
shall be required to include all covered part D 
drugs in the categories and classes identified by 
the Secretary under clause (ii)(I). 

‘‘(II) EXCEPTIONS.—The Secretary may estab-
lish exceptions that permit a PDP sponsor offer-

ing a prescription drug plan to exclude from its 
formulary a particular covered part D drug in a 
category or class that is otherwise required to be 
included in the formulary under subclause (I) 
(or to otherwise limit access to such a drug, in-
cluding through prior authorization or utiliza-
tion management). 

‘‘(ii) IDENTIFICATION OF DRUGS IN CERTAIN 
CATEGORIES AND CLASSES.— 

‘‘(I) IN GENERAL.—Subject to clause (iv), the 
Secretary shall identify, as appropriate, cat-
egories and classes of drugs for which the Sec-
retary determines are of clinical concern. 

‘‘(II) CRITERIA.—The Secretary shall use cri-
teria established by the Secretary in making any 
determination under subclause (I). 

‘‘(iii) IMPLEMENTATION.—The Secretary shall 
establish the criteria under clause (ii)(II) and 
any exceptions under clause (i)(II) through the 
promulgation of a regulation which includes a 
public notice and comment period. 

‘‘(iv) REQUIREMENT FOR CERTAIN CATEGORIES 
AND CLASSES UNTIL CRITERIA ESTABLISHED.— 
Until such time as the Secretary establishes the 
criteria under clause (ii)(II) the following cat-
egories and classes of drugs shall be identified 
under clause (ii)(I): 

‘‘(I) Anticonvulsants. 
‘‘(II) Antidepressants. 
‘‘(III) Antineoplastics. 
‘‘(IV) Antipsychotics. 
‘‘(V) Antiretrovirals. 
‘‘(VI) Immunosuppressants for the treatment 

of transplant rejection.’’. 
(b) EFFECTIVE DATE.—The amendments made 

by this section shall apply to plan year 2011 and 
subsequent plan years. 
SEC. 3308. REDUCING PART D PREMIUM SUBSIDY 

FOR HIGH-INCOME BENEFICIARIES. 
(a) INCOME-RELATED INCREASE IN PART D 

PREMIUM.— 
(1) IN GENERAL.—Section 1860D–13(a) of the 

Social Security Act (42 U.S.C. 1395w–113(a)) is 
amended by adding at the end the following 
new paragraph: 

‘‘(7) INCREASE IN BASE BENEFICIARY PREMIUM 
BASED ON INCOME.— 

‘‘(A) IN GENERAL.—In the case of an indi-
vidual whose modified adjusted gross income ex-
ceeds the threshold amount applicable under 
paragraph (2) of section 1839(i) (including appli-
cation of paragraph (5) of such section) for the 
calendar year, the monthly amount of the bene-
ficiary premium applicable under this section 
for a month after December 2010 shall be in-
creased by the monthly adjustment amount 
specified in subparagraph (B). 

‘‘(B) MONTHLY ADJUSTMENT AMOUNT.—The 
monthly adjustment amount specified in this 
subparagraph for an individual for a month in 
a year is equal to the product of— 

‘‘(i) the quotient obtained by dividing— 
‘‘(I) the applicable percentage determined 

under paragraph (3)(C) of section 1839(i) (in-
cluding application of paragraph (5) of such 
section) for the individual for the calendar year 
reduced by 25.5 percent; by 

‘‘(II) 25.5 percent; and 
‘‘(ii) the base beneficiary premium (as com-

puted under paragraph (2)). 
‘‘(C) MODIFIED ADJUSTED GROSS INCOME.—For 

purposes of this paragraph, the term ‘modified 
adjusted gross income’ has the meaning given 
such term in subparagraph (A) of section 
1839(i)(4), determined for the taxable year appli-
cable under subparagraphs (B) and (C) of such 
section. 

‘‘(D) DETERMINATION BY COMMISSIONER OF SO-
CIAL SECURITY.—The Commissioner of Social Se-
curity shall make any determination necessary 
to carry out the income-related increase in the 
base beneficiary premium under this paragraph. 

‘‘(E) PROCEDURES TO ASSURE CORRECT IN-
COME-RELATED INCREASE IN BASE BENEFICIARY 
PREMIUM.— 

‘‘(i) DISCLOSURE OF BASE BENEFICIARY PRE-
MIUM.—Not later than September 15 of each 
year beginning with 2010, the Secretary shall 
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disclose to the Commissioner of Social Security 
the amount of the base beneficiary premium (as 
computed under paragraph (2)) for the purpose 
of carrying out the income-related increase in 
the base beneficiary premium under this para-
graph with respect to the following year. 

‘‘(ii) ADDITIONAL DISCLOSURE.—Not later than 
October 15 of each year beginning with 2010, the 
Secretary shall disclose to the Commissioner of 
Social Security the following information for the 
purpose of carrying out the income-related in-
crease in the base beneficiary premium under 
this paragraph with respect to the following 
year: 

‘‘(I) The modified adjusted gross income 
threshold applicable under paragraph (2) of sec-
tion 1839(i) (including application of paragraph 
(5) of such section). 

‘‘(II) The applicable percentage determined 
under paragraph (3)(C) of section 1839(i) (in-
cluding application of paragraph (5) of such 
section). 

‘‘(III) The monthly adjustment amount speci-
fied in subparagraph (B). 

‘‘(IV) Any other information the Commis-
sioner of Social Security determines necessary to 
carry out the income-related increase in the 
base beneficiary premium under this paragraph. 

‘‘(F) RULE OF CONSTRUCTION.—The formula 
used to determine the monthly adjustment 
amount specified under subparagraph (B) shall 
only be used for the purpose of determining 
such monthly adjustment amount under such 
subparagraph.’’. 

(2) COLLECTION OF MONTHLY ADJUSTMENT 
AMOUNT.—Section 1860D–13(c) of the Social Se-
curity Act (42 U.S.C. 1395w–113(c)) is amended— 

(A) in paragraph (1), by striking ‘‘(2) and (3)’’ 
and inserting ‘‘(2), (3), and (4)’’; and 

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

‘‘(4) COLLECTION OF MONTHLY ADJUSTMENT 
AMOUNT.— 

‘‘(A) IN GENERAL.—Notwithstanding any pro-
vision of this subsection or section 1854(d)(2), 
subject to subparagraph (B), the amount of the 
income-related increase in the base beneficiary 
premium for an individual for a month (as de-
termined under subsection (a)(7)) shall be paid 
through withholding from benefit payments in 
the manner provided under section 1840. 

‘‘(B) AGREEMENTS.—In the case where the 
monthly benefit payments of an individual that 
are withheld under subparagraph (A) are insuf-
ficient to pay the amount described in such sub-
paragraph, the Commissioner of Social Security 
shall enter into agreements with the Secretary, 
the Director of the Office of Personnel Manage-
ment, and the Railroad Retirement Board as 
necessary in order to allow other agencies to 
collect the amount described in subparagraph 
(A) that was not withheld under such subpara-
graph.’’. 

(b) CONFORMING AMENDMENTS.— 
(1) MEDICARE.—Section 1860D–13(a)(1) of the 

Social Security Act (42 U.S.C. 1395w–113(a)(1)) is 
amended— 

(A) by redesignating subparagraph (F) as sub-
paragraph (G); 

(B) in subparagraph (G), as redesignated by 
subparagraph (A), by striking ‘‘(D) and (E)’’ 
and inserting ‘‘(D), (E), and (F)’’; and 

(C) by inserting after subparagraph (E) the 
following new subparagraph: 

‘‘(F) INCREASE BASED ON INCOME.—The 
monthly beneficiary premium shall be increased 
pursuant to paragraph (7).’’. 

(2) INTERNAL REVENUE CODE.—Section 
6103(l)(20) of the Internal Revenue Code of 1986 
(relating to disclosure of return information to 
carry out Medicare part B premium subsidy ad-
justment) is amended— 

(A) in the heading, by inserting ‘‘AND PART D 
BASE BENEFICIARY PREMIUM INCREASE’’ after 
‘‘PART B PREMIUM SUBSIDY ADJUSTMENT’’; 

(B) in subparagraph (A)— 
(i) in the matter preceding clause (i), by in-

serting ‘‘or increase under section 1860D– 
13(a)(7)’’ after ‘‘1839(i)’’; and 

(ii) in clause (vii), by inserting after ‘‘sub-
section (i) of such section’’ the following: ‘‘or 
increase under section 1860D–13(a)(7) of such 
Act’’; and 

(C) in subparagraph (B)— 
(i) by striking ‘‘Return information’’ and in-

serting the following: 
‘‘(i) IN GENERAL.—Return information’’; 
(ii) by inserting ‘‘or increase under such sec-

tion 1860D–13(a)(7)’’ before the period at the 
end; 

(iii) as amended by clause (i), by inserting ‘‘or 
for the purpose of resolving taxpayer appeals 
with respect to any such premium adjustment or 
increase’’ before the period at the end; and 

(iv) by adding at the end the following new 
clause: 

‘‘(ii) DISCLOSURE TO OTHER AGENCIES.—Offi-
cers, employees, and contractors of the Social 
Security Administration may disclose— 

‘‘(I) the taxpayer identity information and the 
amount of the premium subsidy adjustment or 
premium increase with respect to a taxpayer de-
scribed in subparagraph (A) to officers, employ-
ees, and contractors of the Centers for Medicare 
and Medicaid Services, to the extent that such 
disclosure is necessary for the collection of the 
premium subsidy amount or the increased pre-
mium amount, 

‘‘(II) the taxpayer identity information and 
the amount of the premium subsidy adjustment 
or the increased premium amount with respect 
to a taxpayer described in subparagraph (A) to 
officers and employees of the Office of Personnel 
Management and the Railroad Retirement 
Board, to the extent that such disclosure is nec-
essary for the collection of the premium subsidy 
amount or the increased premium amount, 

‘‘(III) return information with respect to a 
taxpayer described in subparagraph (A) to offi-
cers and employees of the Department of Health 
and Human Services to the extent necessary to 
resolve administrative appeals of such premium 
subsidy adjustment or increased premium, and 

‘‘(IV) return information with respect to a 
taxpayer described in subparagraph (A) to offi-
cers and employees of the Department of Justice 
for use in judicial proceedings to the extent nec-
essary to carry out the purposes described in 
clause (i).’’. 
SEC. 3309. ELIMINATION OF COST SHARING FOR 

CERTAIN DUAL ELIGIBLE INDIVID-
UALS. 

Section 1860D–14(a)(1)(D)(i) of the Social Se-
curity Act (42 U.S.C. 1395w–114(a)(1)(D)(i)) is 
amended by inserting ‘‘or, effective on a date 
specified by the Secretary (but in no case earlier 
than January 1, 2012), who would be such an 
institutionalized individual or couple, if the 
full-benefit dual eligible individual were not re-
ceiving services under a home and community- 
based waiver authorized for a State under sec-
tion 1115 or subsection (c) or (d) of section 1915 
or under a State plan amendment under sub-
section (i) of such section or services provided 
through enrollment in a medicaid managed care 
organization with a contract under section 
1903(m) or under section 1932’’ after 
‘‘1902(q)(1)(B))’’. 
SEC. 3310. REDUCING WASTEFUL DISPENSING OF 

OUTPATIENT PRESCRIPTION DRUGS 
IN LONG-TERM CARE FACILITIES 
UNDER PRESCRIPTION DRUG PLANS 
AND MA–PD PLANS. 

(a) IN GENERAL.—Section 1860D–4(c) of the So-
cial Security Act (42 U.S.C. 1395w–104(c)) is 
amended by adding at the end the following 
new paragraph: 

‘‘(3) REDUCING WASTEFUL DISPENSING OF OUT-
PATIENT PRESCRIPTION DRUGS IN LONG-TERM 
CARE FACILITIES.—The Secretary shall require 
PDP sponsors of prescription drug plans to uti-
lize specific, uniform dispensing techniques, as 
determined by the Secretary, in consultation 
with relevant stakeholders (including represent-
atives of nursing facilities, residents of nursing 
facilities, pharmacists, the pharmacy industry 
(including retail and long-term care pharmacy), 

prescription drug plans, MA–PD plans, and any 
other stakeholders the Secretary determines ap-
propriate), such as weekly, daily, or automated 
dose dispensing, when dispensing covered part 
D drugs to enrollees who reside in a long-term 
care facility in order to reduce waste associated 
with 30-day fills.’’. 

(b) EFFECTIVE DATE.—The amendment made 
by subsection (a) shall apply to plan years be-
ginning on or after January 1, 2012. 
SEC. 3311. IMPROVED MEDICARE PRESCRIPTION 

DRUG PLAN AND MA–PD PLAN COM-
PLAINT SYSTEM. 

(a) IN GENERAL.—The Secretary shall develop 
and maintain a complaint system, that is widely 
known and easy to use, to collect and maintain 
information on MA–PD plan and prescription 
drug plan complaints that are received (includ-
ing by telephone, letter, e-mail, or any other 
means) by the Secretary (including by a re-
gional office of the Department of Health and 
Human Services, the Medicare Beneficiary Om-
budsman, a subcontractor, a carrier, a fiscal 
intermediary, and a Medicare administrative 
contractor under section 1874A of the Social Se-
curity Act (42 U.S.C. 1395kk)) through the date 
on which the complaint is resolved. The system 
shall be able to report and initiate appropriate 
interventions and monitoring based on substan-
tial complaints and to guide quality improve-
ment. 

(b) MODEL ELECTRONIC COMPLAINT FORM.— 
The Secretary shall develop a model electronic 
complaint form to be used for reporting plan 
complaints under the system. Such form shall be 
prominently displayed on the front page of the 
Medicare.gov Internet website and on the Inter-
net website of the Medicare Beneficiary Om-
budsman. 

(c) ANNUAL REPORTS BY THE SECRETARY.—The 
Secretary shall submit to Congress annual re-
ports on the system. Such reports shall include 
an analysis of the number and types of com-
plaints reported in the system, geographic vari-
ations in such complaints, the timeliness of 
agency or plan responses to such complaints, 
and the resolution of such complaints. 

(d) DEFINITIONS.—In this section: 
(1) MA–PD PLAN.—The term ‘‘MA–PD plan’’ 

has the meaning given such term in section 
1860D–41(a)(9) of such Act (42 U.S.C. 1395w– 
151(a)(9)). 

(2) PRESCRIPTION DRUG PLAN.—The term ‘‘pre-
scription drug plan’’ has the meaning given 
such term in section 1860D–41(a)(14) of such Act 
(42 U.S.C. 1395w–151(a)(14)). 

(3) SECRETARY.—The term ‘‘Secretary’’ means 
the Secretary of Health and Human Services. 

(4) SYSTEM.—The term ‘‘system’’ means the 
plan complaint system developed and main-
tained under subsection (a). 
SEC. 3312. UNIFORM EXCEPTIONS AND APPEALS 

PROCESS FOR PRESCRIPTION DRUG 
PLANS AND MA–PD PLANS. 

(a) IN GENERAL.—Section 1860D–4(b)(3) of the 
Social Security Act (42 U.S.C. 1395w–104(b)(3)) is 
amended by adding at the end the following 
new subparagraph: 

‘‘(H) USE OF SINGLE, UNIFORM EXCEPTIONS AND 
APPEALS PROCESS.—Notwithstanding any other 
provision of this part, each PDP sponsor of a 
prescription drug plan shall— 

‘‘(i) use a single, uniform exceptions and ap-
peals process (including, to the extent the Sec-
retary determines feasible, a single, uniform 
model form for use under such process) with re-
spect to the determination of prescription drug 
coverage for an enrollee under the plan; and 

‘‘(ii) provide instant access to such process by 
enrollees through a toll-free telephone number 
and an Internet website.’’. 

(b) EFFECTIVE DATE.—The amendment made 
by subsection (a) shall apply to exceptions and 
appeals on or after January 1, 2012. 
SEC. 3313. OFFICE OF THE INSPECTOR GENERAL 

STUDIES AND REPORTS. 
(a) STUDY AND ANNUAL REPORT ON PART D 

FORMULARIES’ INCLUSION OF DRUGS COMMONLY 
USED BY DUAL ELIGIBLES.— 
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(1) STUDY.—The Inspector General of the De-

partment of Health and Human Services shall 
conduct a study of the extent to which 
formularies used by prescription drug plans and 
MA–PD plans under part D include drugs com-
monly used by full-benefit dual eligible individ-
uals (as defined in section 1935(c)(6) of the So-
cial Security Act (42 U.S.C. 1396u–5(c)(6))). 

(2) ANNUAL REPORTS.—Not later than July 1 of 
each year (beginning with 2011), the Inspector 
General shall submit to Congress a report on the 
study conducted under paragraph (1), together 
with such recommendations as the Inspector 
General determines appropriate. 

(b) STUDY AND REPORT ON PRESCRIPTION 
DRUG PRICES UNDER MEDICARE PART D AND 
MEDICAID.— 

(1) STUDY.— 
(A) IN GENERAL.—The Inspector General of 

the Department of Health and Human Services 
shall conduct a study on prices for covered part 
D drugs under the Medicare prescription drug 
program under part D of title XVIII of the So-
cial Security Act and for covered outpatient 
drugs under title XIX. Such study shall include 
the following: 

(i) A comparison, with respect to the 200 most 
frequently dispensed covered part D drugs 
under such program and covered outpatient 
drugs under such title (as determined by the In-
spector General based on volume and expendi-
tures), of— 

(I) the prices paid for covered part D drugs by 
PDP sponsors of prescription drug plans and 
Medicare Advantage organizations offering 
MA–PD plans; and 

(II) the prices paid for covered outpatient 
drugs by a State plan under title XIX. 

(ii) An assessment of— 
(I) the financial impact of any discrepancies 

in such prices on the Federal Government; and 
(II) the financial impact of any such discrep-

ancies on enrollees under part D or individuals 
eligible for medical assistance under a State 
plan under title XIX. 

(B) PRICE.—For purposes of subparagraph 
(A), the price of a covered part D drug or a cov-
ered outpatient drug shall include any rebate or 
discount under such program or such title, re-
spectively, including any negotiated price con-
cession described in section 1860D–2(d)(1)(B) of 
the Social Security Act (42 U.S.C. 1395w– 
102(d)(1)(B)) or rebate under an agreement 
under section 1927 of the Social Security Act (42 
U.S.C. 1396r–8). 

(C) AUTHORITY TO COLLECT ANY NECESSARY IN-
FORMATION.—Notwithstanding any other provi-
sion of law, the Inspector General of the De-
partment of Health and Human Services shall be 
able to collect any information related to the 
prices of covered part D drugs under such pro-
gram and covered outpatient drugs under such 
title XIX necessary to carry out the comparison 
under subparagraph (A). 

(2) REPORT.— 
(A) IN GENERAL.—Not later than October 1, 

2011, subject to subparagraph (B), the Inspector 
General shall submit to Congress a report con-
taining the results of the study conducted under 
paragraph (1), together with recommendations 
for such legislation and administrative action as 
the Inspector General determines appropriate. 

(B) LIMITATION ON INFORMATION CONTAINED 
IN REPORT.—The report submitted under sub-
paragraph (A) shall not include any informa-
tion that the Inspector General determines is 
proprietary or is likely to negatively impact the 
ability of a PDP sponsor or a State plan under 
title XIX to negotiate prices for covered part D 
drugs or covered outpatient drugs, respectively. 

(3) DEFINITIONS.—In this section: 
(A) COVERED PART D DRUG.—The term ‘‘cov-

ered part D drug’’ has the meaning given such 
term in section 1860D–2(e) of the Social Security 
Act (42 U.S.C. 1395w–102(e)). 

(B) COVERED OUTPATIENT DRUG.—The term 
‘‘covered outpatient drug’’ has the meaning 
given such term in section 1927(k) of such Act 
(42 U.S.C. 1396r(k)). 

(C) MA–PD PLAN.—The term ‘‘MA–PD plan’’ 
has the meaning given such term in section 
1860D–41(a)(9) of such Act (42 U.S.C. 1395w– 
151(a)(9)). 

(D) MEDICARE ADVANTAGE ORGANIZATION.— 
The term ‘‘Medicare Advantage organization’’ 
has the meaning given such term in section 
1859(a)(1) of such Act (42 U.S.C. 1395w– 
28)(a)(1)). 

(E) PDP SPONSOR.—The term ‘‘PDP sponsor’’ 
has the meaning given such term in section 
1860D–41(a)(13) of such Act (42 U.S.C. 1395w– 
151(a)(13)). 

(F) PRESCRIPTION DRUG PLAN.—The term ‘‘pre-
scription drug plan’’ has the meaning given 
such term in section 1860D–41(a)(14) of such Act 
(42 U.S.C. 1395w–151(a)(14)). 
SEC. 3314. INCLUDING COSTS INCURRED BY AIDS 

DRUG ASSISTANCE PROGRAMS AND 
INDIAN HEALTH SERVICE IN PRO-
VIDING PRESCRIPTION DRUGS TO-
WARD THE ANNUAL OUT-OF-POCKET 
THRESHOLD UNDER PART D. 

(a) IN GENERAL.—Section 1860D–2(b)(4)(C) of 
the Social Security Act (42 U.S.C. 1395w– 
102(b)(4)(C)) is amended— 

(1) in clause (i), by striking ‘‘and’’ at the end; 
(2) in clause (ii)— 
(A) by striking ‘‘such costs shall be treated as 

incurred only if’’ and inserting ‘‘subject to 
clause (iii), such costs shall be treated as in-
curred only if’’; 

(B) by striking ‘‘, under section 1860D–14, or 
under a State Pharmaceutical Assistance Pro-
gram’’; and 

(C) by striking the period at the end and in-
serting ‘‘; and’’; and 

(3) by inserting after clause (ii) the following 
new clause: 

‘‘(iii) such costs shall be treated as incurred 
and shall not be considered to be reimbursed 
under clause (ii) if such costs are borne or 
paid— 

‘‘(I) under section 1860D–14; 
‘‘(II) under a State Pharmaceutical Assistance 

Program; 
‘‘(III) by the Indian Health Service, an Indian 

tribe or tribal organization, or an urban Indian 
organization (as defined in section 4 of the In-
dian Health Care Improvement Act); or 

‘‘(IV) under an AIDS Drug Assistance Pro-
gram under part B of title XXVI of the Public 
Health Service Act.’’. 

(b) EFFECTIVE DATE.—The amendments made 
by subsection (a) shall apply to costs incurred 
on or after January 1, 2011. 
SEC. 3315. IMMEDIATE REDUCTION IN COVERAGE 

GAP IN 2010. 
Section 1860D–2(b) of the Social Security Act 

(42 U.S.C. 1395w–102(b)) is amended— 
(1) in paragraph (3)(A), by striking ‘‘para-

graph (4)’’ and inserting ‘‘paragraphs (4) and 
(7)’’; and 

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

‘‘(7) INCREASE IN INITIAL COVERAGE LIMIT IN 
2010.— 

‘‘(A) IN GENERAL.—For the plan year begin-
ning on January 1, 2010, the initial coverage 
limit described in paragraph (3)(B) otherwise 
applicable shall be increased by $500. 

‘‘(B) APPLICATION.—In applying subpara-
graph (A)— 

‘‘(i) except as otherwise provided in this sub-
paragraph, there shall be no change in the pre-
miums, bids, or any other parameters under this 
part or part C; 

‘‘(ii) costs that would be treated as incurred 
costs for purposes of applying paragraph (4) but 
for the application of subparagraph (A) shall 
continue to be treated as incurred costs; 

‘‘(iii) the Secretary shall establish procedures, 
which may include a reconciliation process, to 
fully reimburse PDP sponsors with respect to 
prescription drug plans and MA organizations 
with respect to MA–PD plans for the reduction 
in beneficiary cost sharing associated with the 
application of subparagraph (A); 

‘‘(iv) the Secretary shall develop an estimate 
of the additional increased costs attributable to 
the application of this paragraph for increased 
drug utilization and financing and administra-
tive costs and shall use such estimate to adjust 
payments to PDP sponsors with respect to pre-
scription drug plans under this part and MA or-
ganizations with respect to MA–PD plans under 
part C; and 

‘‘(v) the Secretary shall establish procedures 
for retroactive reimbursement of part D eligible 
individuals who are covered under such a plan 
for costs which are incurred before the date of 
initial implementation of subparagraph (A) and 
which would be reimbursed under such a plan if 
such implementation occurred as of January 1, 
2010. 

‘‘(C) NO EFFECT ON SUBSEQUENT YEARS.—The 
increase under subparagraph (A) shall only 
apply with respect to the plan year beginning 
on January 1, 2010, and the initial coverage 
limit for plan years beginning on or after Janu-
ary 1, 2011, shall be determined as if subpara-
graph (A) had never applied.’’. 

Subtitle E—Ensuring Medicare Sustainability 
SEC. 3401. REVISION OF CERTAIN MARKET BAS-

KET UPDATES AND INCORPORATION 
OF PRODUCTIVITY IMPROVEMENTS 
INTO MARKET BASKET UPDATES 
THAT DO NOT ALREADY INCOR-
PORATE SUCH IMPROVEMENTS. 

(a) INPATIENT ACUTE HOSPITALS.—Section 
1886(b)(3)(B) of the Social Security Act (42 
U.S.C. 1395ww(b)(3)(B)), as amended by section 
3001(a)(3), is further amended— 

(1) in clause (i)(XX), by striking ‘‘clause 
(viii)’’ and inserting ‘‘clauses (viii), (ix), (xi), 
and (xii)’’; 

(2) in the first sentence of clause (viii), by in-
serting ‘‘of such applicable percentage increase 
(determined without regard to clause (ix), (xi), 
or (xii))’’ after ‘‘one-quarter’’; 

(3) in the first sentence of clause (ix)(I), by in-
serting ‘‘(determined without regard to clause 
(viii), (xi), or (xii))’’ after ‘‘clause (i)’’ the sec-
ond time it appears; and 

(4) by adding at the end the following new 
clauses: 

‘‘(xi)(I) For 2012 and each subsequent fiscal 
year, after determining the applicable percent-
age increase described in clause (i) and after ap-
plication of clauses (viii) and (ix), such percent-
age increase shall be reduced by the produc-
tivity adjustment described in subclause (II). 

‘‘(II) The productivity adjustment described in 
this subclause, with respect to a percentage, fac-
tor, or update for a fiscal year, year, cost re-
porting period, or other annual period, is a pro-
ductivity adjustment equal to the 10-year mov-
ing average of changes in annual economy-wide 
private nonfarm business multi-factor produc-
tivity (as projected by the Secretary for the 10- 
year period ending with the applicable fiscal 
year, year, cost reporting period, or other an-
nual period). 

‘‘(III) The application of subclause (I) may re-
sult in the applicable percentage increase de-
scribed in clause (i) being less than 0.0 for a fis-
cal year, and may result in payment rates under 
this section for a fiscal year being less than 
such payment rates for the preceding fiscal 
year. 

‘‘(xii) After determining the applicable per-
centage increase described in clause (i), and 
after application of clauses (viii), (ix), and (xi), 
the Secretary shall reduce such applicable per-
centage increase— 

‘‘(I) for each of fiscal years 2010 and 2011, by 
0.25 percentage point; and 

‘‘(II) subject to clause (xiii), for each of fiscal 
years 2012 through 2019, by 0.2 percentage point. 

The application of this clause may result in the 
applicable percentage increase described in 
clause (i) being less than 0.0 for a fiscal year, 
and may result in payment rates under this sec-
tion for a fiscal year being less than such pay-
ment rates for the preceding fiscal year. 
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‘‘(xiii) Clause (xii) shall be applied with re-

spect to any of fiscal years 2014 through 2019 by 
substituting ‘0.0 percentage points’ for ‘0.2 per-
centage point’, if for such fiscal year— 

‘‘(I) the excess (if any) of— 
‘‘(aa) the total percentage of the non-elderly 

insured population for the preceding fiscal year 
(based on the most recent estimates available 
from the Director of the Congressional Budget 
Office before a vote in either House on the Pa-
tient Protection and Affordable Care Act that, if 
determined in the affirmative, would clear such 
Act for enrollment); over 

‘‘(bb) the total percentage of the non-elderly 
insured population for such preceding fiscal 
year (as estimated by the Secretary); exceeds 

‘‘(II) 5 percentage points.’’. 
(b) SKILLED NURSING FACILITIES.—Section 

1888(e)(5)(B) of the Social Security Act (42 
U.S.C. 1395yy(e)(5)(B)) is amended— 

(1) by striking ‘‘PERCENTAGE.—The term’’ and 
inserting ‘‘PERCENTAGE.— 

‘‘(i) IN GENERAL.—Subject to clause (ii), the 
term’’; and 

(2) by adding at the end the following new 
clause: 

‘‘(ii) ADJUSTMENT.—For fiscal year 2012 and 
each subsequent fiscal year, after determining 
the percentage described in clause (i), the Sec-
retary shall reduce such percentage by the pro-
ductivity adjustment described in section 
1886(b)(3)(B)(xi)(II). The application of the pre-
ceding sentence may result in such percentage 
being less than 0.0 for a fiscal year, and may re-
sult in payment rates under this subsection for 
a fiscal year being less than such payment rates 
for the preceding fiscal year.’’. 

(c) LONG-TERM CARE HOSPITALS.—Section 
1886(m) of the Social Security Act (42 U.S.C. 
1395ww(m)) is amended by adding at the end the 
following new paragraphs: 

‘‘(3) IMPLEMENTATION FOR RATE YEAR 2010 AND 
SUBSEQUENT YEARS.— 

‘‘(A) IN GENERAL.—In implementing the sys-
tem described in paragraph (1) for rate year 2010 
and each subsequent rate year, any annual up-
date to a standard Federal rate for discharges 
for the hospital during the rate year, shall be 
reduced— 

‘‘(i) for rate year 2012 and each subsequent 
rate year, by the productivity adjustment de-
scribed in section 1886(b)(3)(B)(xi)(II); and 

‘‘(ii) for each of rate years 2010 through 2019, 
by the other adjustment described in paragraph 
(4). 

‘‘(B) SPECIAL RULE.—The application of this 
paragraph may result in such annual update 
being less than 0.0 for a rate year, and may re-
sult in payment rates under the system de-
scribed in paragraph (1) for a rate year being 
less than such payment rates for the preceding 
rate year. 

‘‘(4) OTHER ADJUSTMENT.— 
‘‘(A) IN GENERAL.—For purposes of paragraph 

(3)(A)(ii), the other adjustment described in this 
paragraph is— 

‘‘(i) for each of rate years 2010 and 2011, 0.25 
percentage point; and 

‘‘(ii) subject to subparagraph (B), for each of 
rate years 2012 through 2019, 0.2 percentage 
point. 

‘‘(B) REDUCTION OF OTHER ADJUSTMENT.— 
Subparagraph (A)(ii) shall be applied with re-
spect to any of rate years 2014 through 2019 by 
substituting ‘0.0 percentage points’ for ‘0.2 per-
centage point’, if for such rate year— 

‘‘(i) the excess (if any) of— 
‘‘(I) the total percentage of the non-elderly in-

sured population for the preceding rate year 
(based on the most recent estimates available 
from the Director of the Congressional Budget 
Office before a vote in either House on the Pa-
tient Protection and Affordable Care Act that, if 
determined in the affirmative, would clear such 
Act for enrollment); over 

‘‘(II) the total percentage of the non-elderly 
insured population for such preceding rate year 
(as estimated by the Secretary); exceeds 

‘‘(ii) 5 percentage points.’’. 
(d) INPATIENT REHABILITATION FACILITIES.— 

Section 1886(j)(3) of the Social Security Act (42 
U.S.C. 1395ww(j)(3)) is amended— 

(1) in subparagraph (C)— 
(A) by striking ‘‘FACTOR.—For purposes’’ and 

inserting ‘‘FACTOR.— 
‘‘(i) IN GENERAL.—For purposes’’; 
(B) by inserting ‘‘subject to clause (ii)’’ before 

the period at the end of the first sentence of 
clause (i), as added by paragraph (1); and 

(C) by adding at the end the following new 
clause: 

‘‘(ii) PRODUCTIVITY AND OTHER ADJUSTMENT.— 
After establishing the increase factor described 
in clause (i) for a fiscal year, the Secretary shall 
reduce such increase factor— 

‘‘(I) for fiscal year 2012 and each subsequent 
fiscal year, by the productivity adjustment de-
scribed in section 1886(b)(3)(B)(xi)(II); and 

‘‘(II) for each of fiscal years 2010 through 
2019, by the other adjustment described in sub-
paragraph (D). 

The application of this clause may result in the 
increase factor under this subparagraph being 
less than 0.0 for a fiscal year, and may result in 
payment rates under this subsection for a fiscal 
year being less than such payment rates for the 
preceding fiscal year.’’; and 

(2) by adding at the end the following new 
subparagraph: 

‘‘(D) OTHER ADJUSTMENT.— 
‘‘(i) IN GENERAL.—For purposes of subpara-

graph (C)(ii)(II), the other adjustment described 
in this subparagraph is— 

‘‘(I) for each of fiscal years 2010 and 2011, 0.25 
percentage point; and 

‘‘(II) subject to clause (ii), for each of fiscal 
years 2012 through 2019, 0.2 percentage point. 

‘‘(ii) REDUCTION OF OTHER ADJUSTMENT.— 
Clause (i)(II) shall be applied with respect to 
any of fiscal years 2014 through 2019 by sub-
stituting ‘0.0 percentage points’ for ‘0.2 percent-
age point’, if for such fiscal year— 

‘‘(I) the excess (if any) of— 
‘‘(aa) the total percentage of the non-elderly 

insured population for the preceding fiscal year 
(based on the most recent estimates available 
from the Director of the Congressional Budget 
Office before a vote in either House on the Pa-
tient Protection and Affordable Care Act that, if 
determined in the affirmative, would clear such 
Act for enrollment); over 

‘‘(bb) the total percentage of the non-elderly 
insured population for such preceding fiscal 
year (as estimated by the Secretary); exceeds 

‘‘(II) 5 percentage points.’’. 
(e) HOME HEALTH AGENCIES.—Section 

1895(b)(3)(B) of the Social Security Act (42 
U.S.C. 1395fff(b)(3)(B)) is amended— 

(1) in clause (ii)(V), by striking ‘‘clause (v)’’ 
and inserting ‘‘clauses (v) and (vi)’’; and 

(2) by adding at the end the following new 
clause: 

‘‘(vi) ADJUSTMENTS.—After determining the 
home health market basket percentage increase 
under clause (iii), and after application of 
clause (v), the Secretary shall reduce such per-
centage— 

‘‘(I) for 2015 and each subsequent year, by the 
productivity adjustment described in section 
1886(b)(3)(B)(xi)(II); and 

‘‘(II) for each of 2011 and 2012, by 1 percent-
age point. 

The application of this clause may result in the 
home health market basket percentage increase 
under clause (iii) being less than 0.0 for a year, 
and may result in payment rates under the sys-
tem under this subsection for a year being less 
than such payment rates for the preceding 
year.’’. 

(f) PSYCHIATRIC HOSPITALS.—Section 1886 of 
the Social Security Act, as amended by sections 
3001, 3008, 3025, and 3133, is amended by adding 
at the end the following new subsection: 

‘‘(s) PROSPECTIVE PAYMENT FOR PSYCHIATRIC 
HOSPITALS.— 

‘‘(1) REFERENCE TO ESTABLISHMENT AND IM-
PLEMENTATION OF SYSTEM.—For provisions re-
lated to the establishment and implementation 
of a prospective payment system for payments 
under this title for inpatient hospital services 
furnished by psychiatric hospitals (as described 
in clause (i) of subsection (d)(1)(B)) and psy-
chiatric units (as described in the matter fol-
lowing clause (v) of such subsection), see section 
124 of the Medicare, Medicaid, and SCHIP Bal-
anced Budget Refinement Act of 1999. 

‘‘(2) IMPLEMENTATION FOR RATE YEAR BEGIN-
NING IN 2010 AND SUBSEQUENT RATE YEARS.— 

‘‘(A) IN GENERAL.—In implementing the sys-
tem described in paragraph (1) for the rate year 
beginning in 2010 and any subsequent rate year, 
any update to a base rate for days during the 
rate year for a psychiatric hospital or unit, re-
spectively, shall be reduced— 

‘‘(i) for the rate year beginning in 2012 and 
each subsequent rate year, by the productivity 
adjustment described in section 
1886(b)(3)(B)(xi)(II); and 

‘‘(ii) for each of the rate years beginning in 
2010 through 2019, by the other adjustment de-
scribed in paragraph (3). 

‘‘(B) SPECIAL RULE.—The application of this 
paragraph may result in such update being less 
than 0.0 for a rate year, and may result in pay-
ment rates under the system described in para-
graph (1) for a rate year being less than such 
payment rates for the preceding rate year. 

‘‘(3) OTHER ADJUSTMENT.— 
‘‘(A) IN GENERAL.—For purposes of paragraph 

(2)(A)(ii), the other adjustment described in this 
paragraph is— 

‘‘(i) for each of the rate years beginning in 
2010 and 2011, 0.25 percentage point; and 

‘‘(ii) subject to subparagraph (B), for each of 
the rate years beginning in 2012 through 2019, 
0.2 percentage point. 

‘‘(B) REDUCTION OF OTHER ADJUSTMENT.— 
Subparagraph (A)(ii) shall be applied with re-
spect to any of rate years 2014 through 2019 by 
substituting ‘0.0 percentage points’ for ‘0.2 per-
centage point’, if for such rate year— 

‘‘(i) the excess (if any) of— 
‘‘(I) the total percentage of the non-elderly in-

sured population for the preceding rate year 
(based on the most recent estimates available 
from the Director of the Congressional Budget 
Office before a vote in either House on the Pa-
tient Protection and Affordable Care Act that, if 
determined in the affirmative, would clear such 
Act for enrollment); over 

‘‘(II) the total percentage of the non-elderly 
insured population for such preceding rate year 
(as estimated by the Secretary); exceeds 

‘‘(ii) 5 percentage points.’’. 
(g) HOSPICE CARE.—Section 1814(i)(1)(C) of 

the Social Security Act (42 U.S.C. 1395f(i)(1)(C)), 
as amended by section 3132, is amended by add-
ing at the end the following new clauses: 

‘‘(iv) After determining the market basket per-
centage increase under clause (ii)(VII) or (iii), 
as applicable, with respect to fiscal year 2013 
and each subsequent fiscal year, the Secretary 
shall reduce such percentage— 

‘‘(I) for 2013 and each subsequent fiscal year, 
by the productivity adjustment described in sec-
tion 1886(b)(3)(B)(xi)(II); and 

‘‘(II) subject to clause (v), for each of fiscal 
years 2013 through 2019, by 0.5 percentage point. 

The application of this clause may result in the 
market basket percentage increase under clause 
(ii)(VII) or (iii), as applicable, being less than 
0.0 for a fiscal year, and may result in payment 
rates under this subsection for a fiscal year 
being less than such payment rates for the pre-
ceding fiscal year. 

‘‘(v) Clause (iv)(II) shall be applied with re-
spect to any of fiscal years 2014 through 2019 by 
substituting ‘0.0 percentage points’ for ‘0.5 per-
centage point’, if for such fiscal year— 

‘‘(I) the excess (if any) of— 
‘‘(aa) the total percentage of the non-elderly 

insured population for the preceding fiscal year 
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(based on the most recent estimates available 
from the Director of the Congressional Budget 
Office before a vote in either House on the Pa-
tient Protection and Affordable Care Act that, if 
determined in the affirmative, would clear such 
Act for enrollment); over 

‘‘(bb) the total percentage of the non-elderly 
insured population for such preceding fiscal 
year (as estimated by the Secretary); exceeds 

‘‘(II) 5 percentage points.’’. 
(h) DIALYSIS.—Section 1881(b)(14)(F) of the 

Social Security Act (42 U.S.C. 1395rr(b)(14)(F)) is 
amended— 

(1) in clause (i)— 
(A) by inserting ‘‘(I)’’ after ‘‘(F)(i)’’ 
(B) in subclause (I), as inserted by subpara-

graph (A)— 
(i) by striking ‘‘clause (ii)’’ and inserting 

‘‘subclause (II) and clause (ii)’’; and 
(ii) by striking ‘‘minus 1.0 percentage point’’; 

and 
(C) by adding at the end the following new 

subclause: 
‘‘(II) For 2012 and each subsequent year, after 

determining the increase factor described in sub-
clause (I), the Secretary shall reduce such in-
crease factor by the productivity adjustment de-
scribed in section 1886(b)(3)(B)(xi)(II). The ap-
plication of the preceding sentence may result in 
such increase factor being less than 0.0 for a 
year, and may result in payment rates under the 
payment system under this paragraph for a year 
being less than such payment rates for the pre-
ceding year.’’; and 

(2) in clause (ii)(II)— 
(A) by striking ‘‘The’’ and inserting ‘‘Subject 

to clause (i)(II), the’’; and 
(B) by striking ‘‘clause (i) minus 1.0 percent-

age point’’ and inserting ‘‘clause (i)(I)’’. 
(i) OUTPATIENT HOSPITALS.—Section 1833(t)(3) 

of the Social Security Act (42 U.S.C. 1395l(t)(3)) 
is amended— 

(1) in subparagraph (C)(iv), by inserting ‘‘and 
subparagraph (F) of this paragraph’’ after 
‘‘(17)’’; and 

(2) by adding at the end the following new 
subparagraphs: 

‘‘(F) PRODUCTIVITY AND OTHER ADJUSTMENT.— 
After determining the OPD fee schedule increase 
factor under subparagraph (C)(iv), the Sec-
retary shall reduce such increase factor— 

‘‘(i) for 2012 and subsequent years, by the pro-
ductivity adjustment described in section 
1886(b)(3)(B)(xi)(II); and 

‘‘(ii) for each of 2010 through 2019, by the ad-
justment described in subparagraph (G). 

The application of this subparagraph may result 
in the increase factor under subparagraph 
(C)(iv) being less than 0.0 for a year, and may 
result in payment rates under the payment sys-
tem under this subsection for a year being less 
than such payment rates for the preceding year. 

‘‘(G) OTHER ADJUSTMENT.— 
‘‘(i) ADJUSTMENT.—For purposes of subpara-

graph (F)(ii), the adjustment described in this 
subparagraph is— 

‘‘(I) for each of 2010 and 2011, 0.25 percentage 
point; and 

‘‘(II) subject to clause (ii), for each of 2012 
through 2019, 0.2 percentage point. 

‘‘(ii) REDUCTION OF OTHER ADJUSTMENT.— 
Clause (i)(II) shall be applied with respect to 
any of 2014 through 2019 by substituting ‘0.0 
percentage points’ for ‘0.2 percentage point’, if 
for such year— 

‘‘(I) the excess (if any) of— 
‘‘(aa) the total percentage of the non-elderly 

insured population for the preceding year 
(based on the most recent estimates available 
from the Director of the Congressional Budget 
Office before a vote in either House on the Pa-
tient Protection and Affordable Care Act that, if 
determined in the affirmative, would clear such 
Act for enrollment); over 

‘‘(bb) the total percentage of the non-elderly 
insured population for such preceding year (as 
estimated by the Secretary); exceeds 

‘‘(II) 5 percentage points.’’. 
(j) AMBULANCE SERVICES.—Section 1834(l)(3) 

of the Social Security Act (42 U.S.C. 1395m(l)(3)) 
is amended— 

(1) in subparagraph (A), by striking ‘‘and’’ at 
the end; 

(2) in subparagraph (B)— 
(A) by inserting ‘‘, subject to subparagraph 

(C) and the succeeding sentence of this para-
graph,’’ after ‘‘increased’’; and 

(B) by striking the period at the end and in-
serting ‘‘; and’’; 

(3) by adding at the end the following new 
subparagraph: 

‘‘(C) for 2011 and each subsequent year, after 
determining the percentage increase under sub-
paragraph (B) for the year, reduce such per-
centage increase by the productivity adjustment 
described in section 1886(b)(3)(B)(xi)(II).’’; and 

(4) by adding at the end the following flush 
sentence: 
‘‘The application of subparagraph (C) may re-
sult in the percentage increase under subpara-
graph (B) being less than 0.0 for a year, and 
may result in payment rates under the fee 
schedule under this subsection for a year being 
less than such payment rates for the preceding 
year.’’. 

(k) AMBULATORY SURGICAL CENTER SERV-
ICES.—Section 1833(i)(2)(D) of the Social Secu-
rity Act (42 U.S.C. 1395l(i)(2)(D)) is amended— 

(1) by redesignating clause (v) as clause (vi); 
and 

(2) by inserting after clause (iv) the following 
new clause: 

‘‘(v) In implementing the system described in 
clause (i) for 2011 and each subsequent year, 
any annual update under such system for the 
year, after application of clause (iv), shall be re-
duced by the productivity adjustment described 
in section 1886(b)(3)(B)(xi)(II). The application 
of the preceding sentence may result in such up-
date being less than 0.0 for a year, and may re-
sult in payment rates under the system de-
scribed in clause (i) for a year being less than 
such payment rates for the preceding year.’’. 

(l) LABORATORY SERVICES.—Section 
1833(h)(2)(A) of the Social Security Act (42 
U.S.C. 1395l(h)(2)(A)) is amended— 

(1) in clause (i)— 
(A) by inserting ‘‘, subject to clause (iv),’’ 

after ‘‘year) by’’; and 
(B) by striking ‘‘through 2013’’ and inserting 

‘‘and 2010’’; and 
(2) by adding at the end the following new 

clause: 
‘‘(iv) After determining the adjustment to the 

fee schedules under clause (i), the Secretary 
shall reduce such adjustment— 

‘‘(I) for 2011 and each subsequent year, by the 
productivity adjustment described in section 
1886(b)(3)(B)(xi)(II); and 

‘‘(II) for each of 2011 through 2015, by 1.75 
percentage points. 
Subclause (I) shall not apply in a year where 
the adjustment to the fee schedules determined 
under clause (i) is 0.0 or a percentage decrease 
for a year. The application of the productivity 
adjustment under subclause (I) shall not result 
in an adjustment to the fee schedules under 
clause (i) being less than 0.0 for a year. The ap-
plication of subclause (II) may result in an ad-
justment to the fee schedules under clause (i) 
being less than 0.0 for a year, and may result in 
payment rates for a year being less than such 
payment rates for the preceding year.’’. 

(m) CERTAIN DURABLE MEDICAL EQUIPMENT.— 
Section 1834(a)(14) of the Social Security Act (42 
U.S.C. 1395m(a)(14)) is amended— 

(1) in subparagraph (K)— 
(A) by striking ‘‘2011, 2012, and 2013,’’; and 
(B) by inserting ‘‘and’’ after the semicolon at 

the end; 
(2) by striking subparagraphs (L) and (M) 

and inserting the following new subparagraph: 
‘‘(L) for 2011 and each subsequent year— 
‘‘(i) the percentage increase in the consumer 

price index for all urban consumers (United 

States city average) for the 12-month period 
ending with June of the previous year, reduced 
by— 

‘‘(ii) the productivity adjustment described in 
section 1886(b)(3)(B)(xi)(II).’’; and 

(3) by adding at the end the following flush 
sentence: 
‘‘The application of subparagraph (L)(ii) may 
result in the covered item update under this 
paragraph being less than 0.0 for a year, and 
may result in payment rates under this sub-
section for a year being less than such payment 
rates for the preceding year.’’. 

(n) PROSTHETIC DEVICES, ORTHOTICS, AND 
PROSTHETICS.—Section 1834(h)(4) of the Social 
Security Act (42 U.S.C. 1395m(h)(4)) is amend-
ed— 

(1) in subparagraph (A)— 
(A) in clause (ix), by striking ‘‘and’’ at the 

end; 
(B) in clause (x)— 
(i) by striking ‘‘a subsequent year’’ and in-

serting ‘‘for each of 2007 through 2010’’; and 
(ii) by inserting ‘‘and’’ after the semicolon at 

the end; 
(C) by adding at the end the following new 

clause: 
‘‘(xi) for 2011 and each subsequent year— 
‘‘(I) the percentage increase in the consumer 

price index for all urban consumers (United 
States city average) for the 12-month period 
ending with June of the previous year, reduced 
by— 

‘‘(II) the productivity adjustment described in 
section 1886(b)(3)(B)(xi)(II).’’; and 

(D) by adding at the end the following flush 
sentence: 
‘‘The application of subparagraph (A)(xi)(II) 
may result in the applicable percentage increase 
under subparagraph (A) being less than 0.0 for 
a year, and may result in payment rates under 
this subsection for a year being less than such 
payment rates for the preceding year.’’. 

(o) OTHER ITEMS.—Section 1842(s)(1) of the 
Social Security Act (42 U.S.C. 1395u(s)(1)) is 
amended— 

(1) in the first sentence, by striking ‘‘Subject 
to’’ and inserting ‘‘(A) Subject to’’; 

(2) by striking the second sentence and insert-
ing the following new subparagraph: 

‘‘(B) Any fee schedule established under this 
paragraph for such item or service shall be up-
dated— 

‘‘(i) for years before 2011— 
‘‘(I) subject to subclause (II), by the percent-

age increase in the consumer price index for all 
urban consumers (United States city average) 
for the 12-month period ending with June of the 
preceding year; and 

‘‘(II) for items and services described in para-
graph (2)(D) for 2009, section 1834(a)(14)(J) shall 
apply under this paragraph instead of the per-
centage increase otherwise applicable; and 

‘‘(ii) for 2011 and subsequent years— 
‘‘(I) the percentage increase in the consumer 

price index for all urban consumers (United 
States city average) for the 12-month period 
ending with June of the previous year, reduced 
by— 

‘‘(II) the productivity adjustment described in 
section 1886(b)(3)(B)(xi)(II).’’; and 

(3) by adding at the end the following flush 
sentence: 
‘‘The application of subparagraph (B)(ii)(II) 
may result in the update under this paragraph 
being less than 0.0 for a year, and may result in 
payment rates under any fee schedule estab-
lished under this paragraph for a year being 
less than such payment rates for the preceding 
year.’’. 

(p) NO APPLICATION PRIOR TO APRIL 1, 2010.— 
Notwithstanding the preceding provisions of this 
section, the amendments made by subsections 
(a), (c), and (d) shall not apply to discharges oc-
curring before April 1, 2010. 
SEC. 3402. TEMPORARY ADJUSTMENT TO THE 

CALCULATION OF PART B PRE-
MIUMS. 

Section 1839(i) of the Social Security Act (42 
U.S.C. 1395r(i)) is amended— 
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(1) in paragraph (2), in the matter preceding 

subparagraph (A), by inserting ‘‘subject to 
paragraph (6),’’ after ‘‘subsection,’’; 

(2) in paragraph (3)(A)(i), by striking ‘‘The 
applicable’’ and inserting ‘‘Subject to paragraph 
(6), the applicable’’; 

(3) by redesignating paragraph (6) as para-
graph (7); and 

(4) by inserting after paragraph (5) the fol-
lowing new paragraph: 

‘‘(6) TEMPORARY ADJUSTMENT TO INCOME 
THRESHOLDS.—Notwithstanding any other provi-
sion of this subsection, during the period begin-
ning on January 1, 2011, and ending on Decem-
ber 31, 2019— 

‘‘(A) the threshold amount otherwise applica-
ble under paragraph (2) shall be equal to such 
amount for 2010; and 

‘‘(B) the dollar amounts otherwise applicable 
under paragraph (3)(C)(i) shall be equal to such 
dollar amounts for 2010.’’. 
SEC. 3403. INDEPENDENT MEDICARE ADVISORY 

BOARD. 
(a) BOARD.— 
(1) IN GENERAL.—Title XVIII of the Social Se-

curity Act (42 U.S.C. 1395 et seq.), as amended 
by section 3022, is amended by adding at the end 
the following new section: 

‘‘INDEPENDENT MEDICARE ADVISORY BOARD 
‘‘SEC. 1899A. (a) ESTABLISHMENT.—There is es-

tablished an independent board to be known as 
the ‘Independent Medicare Advisory Board’. 

‘‘(b) PURPOSE.—It is the purpose of this sec-
tion to, in accordance with the following provi-
sions of this section, reduce the per capita rate 
of growth in Medicare spending— 

‘‘(1) by requiring the Chief Actuary of the 
Centers for Medicare & Medicaid Services to de-
termine in each year to which this section ap-
plies (in this section referred to as ‘a determina-
tion year’) the projected per capita growth rate 
under Medicare for the second year following 
the determination year (in this section referred 
to as ‘an implementation year’); 

‘‘(2) if the projection for the implementation 
year exceeds the target growth rate for that 
year, by requiring the Board to develop and 
submit during the first year following the deter-
mination year (in this section referred to as ‘a 
proposal year’) a proposal containing rec-
ommendations to reduce the Medicare per capita 
growth rate to the extent required by this sec-
tion; and 

‘‘(3) by requiring the Secretary to implement 
such proposals unless Congress enacts legisla-
tion pursuant to this section. 

‘‘(c) BOARD PROPOSALS.— 
‘‘(1) DEVELOPMENT.— 
‘‘(A) IN GENERAL.—The Board shall develop 

detailed and specific proposals related to the 
Medicare program in accordance with the suc-
ceeding provisions of this section. 

‘‘(B) ADVISORY REPORTS.—Beginning January 
15, 2014, the Board may develop and submit to 
Congress advisory reports on matters related to 
the Medicare program, regardless of whether or 
not the Board submitted a proposal for such 
year. Such a report may, for years prior to 2020, 
include recommendations regarding improve-
ments to payment systems for providers of serv-
ices and suppliers who are not otherwise subject 
to the scope of the Board’s recommendations in 
a proposal under this section. Any advisory re-
port submitted under this subparagraph shall 
not be subject to the rules for congressional con-
sideration under subsection (d). 

‘‘(2) PROPOSALS.— 
‘‘(A) REQUIREMENTS.—Each proposal sub-

mitted under this section in a proposal year 
shall meet each of the following requirements: 

‘‘(i) If the Chief Actuary of the Centers for 
Medicare & Medicaid Services has made a deter-
mination under paragraph (7)(A) in the deter-
mination year, the proposal shall include rec-
ommendations so that the proposal as a whole 
(after taking into account recommendations 
under clause (v)) will result in a net reduction 

in total Medicare program spending in the im-
plementation year that is at least equal to the 
applicable savings target established under 
paragraph (7)(B) for such implementation year. 
In determining whether a proposal meets the re-
quirement of the preceding sentence, reductions 
in Medicare program spending during the 3- 
month period immediately preceding the imple-
mentation year shall be counted to the extent 
that such reductions are a result of the imple-
mentation of recommendations contained in the 
proposal for a change in the payment rate for 
an item or service that was effective during such 
period pursuant to subsection (e)(2)(A). 

‘‘(ii) The proposal shall not include any rec-
ommendation to ration health care, raise reve-
nues or Medicare beneficiary premiums under 
section 1818, 1818A, or 1839, increase Medicare 
beneficiary cost-sharing (including deductibles, 
coinsurance, and copayments), or otherwise re-
strict benefits or modify eligibility criteria. 

‘‘(iii) In the case of proposals submitted prior 
to December 31, 2018, the proposal shall not in-
clude any recommendation that would reduce 
payment rates for items and services furnished, 
prior to December 31, 2019, by providers of serv-
ices (as defined in section 1861(u)) and suppliers 
(as defined in section 1861(d)) scheduled, pursu-
ant to the amendments made by section 3401 of 
the Patient Protection and Affordable Care Act, 
to receive a reduction to the inflationary pay-
ment updates of such providers of services and 
suppliers in excess of a reduction due to produc-
tivity in a year in which such recommendations 
would take effect. 

‘‘(iv) As appropriate, the proposal shall in-
clude recommendations to reduce Medicare pay-
ments under parts C and D, such as reductions 
in direct subsidy payments to Medicare Advan-
tage and prescription drug plans specified under 
paragraph (1) and (2) of section 1860D–15(a) 
that are related to administrative expenses (in-
cluding profits) for basic coverage, denying high 
bids or removing high bids for prescription drug 
coverage from the calculation of the national 
average monthly bid amount under section 
1860D–13(a)(4), and reductions in payments to 
Medicare Advantage plans under clauses (i) and 
(ii) of section 1853(a)(1)(B) that are related to 
administrative expenses (including profits) and 
performance bonuses for Medicare Advantage 
plans under section 1853(n). Any such rec-
ommendation shall not affect the base bene-
ficiary premium percentage specified under 
1860D–13(a). 

‘‘(v) The proposal shall include recommenda-
tions with respect to administrative funding for 
the Secretary to carry out the recommendations 
contained in the proposal. 

‘‘(vi) The proposal shall only include rec-
ommendations related to the Medicare program. 

‘‘(B) ADDITIONAL CONSIDERATIONS.—In devel-
oping and submitting each proposal under this 
section in a proposal year, the Board shall, to 
the extent feasible— 

‘‘(i) give priority to recommendations that ex-
tend Medicare solvency; 

‘‘(ii) include recommendations that— 
‘‘(I) improve the health care delivery system 

and health outcomes, including by promoting 
integrated care, care coordination, prevention 
and wellness, and quality and efficiency im-
provement; and 

‘‘(II) protect and improve Medicare bene-
ficiaries’ access to necessary and evidence-based 
items and services, including in rural and fron-
tier areas; 

‘‘(iii) include recommendations that target re-
ductions in Medicare program spending to 
sources of excess cost growth; 

‘‘(iv) consider the effects on Medicare bene-
ficiaries of changes in payments to providers of 
services (as defined in section 1861(u)) and sup-
pliers (as defined in section 1861(d)); 

‘‘(v) consider the effects of the recommenda-
tions on providers of services and suppliers with 
actual or projected negative cost margins or 
payment updates; and 

‘‘(vi) consider the unique needs of Medicare 
beneficiaries who are dually eligible for Medi-
care and the Medicaid program under title XIX. 

‘‘(C) NO INCREASE IN TOTAL MEDICARE PRO-
GRAM SPENDING.—Each proposal submitted 
under this section shall be designed in such a 
manner that implementation of the rec-
ommendations contained in the proposal would 
not be expected to result, over the 10-year period 
starting with the implementation year, in any 
increase in the total amount of net Medicare 
program spending relative to the total amount of 
net Medicare program spending that would have 
occurred absent such implementation. 

‘‘(D) CONSULTATION WITH MEDPAC.—The 
Board shall submit a draft copy of each pro-
posal to be submitted under this section to the 
Medicare Payment Advisory Commission estab-
lished under section 1805 for its review. The 
Board shall submit such draft copy by not later 
than September 1 of the determination year. 

‘‘(E) REVIEW AND COMMENT BY THE SEC-
RETARY.—The Board shall submit a draft copy 
of each proposal to be submitted to Congress 
under this section to the Secretary for the Sec-
retary’s review and comment. The Board shall 
submit such draft copy by not later than Sep-
tember 1 of the determination year. Not later 
than March 1 of the submission year, the Sec-
retary shall submit a report to Congress on the 
results of such review, unless the Secretary sub-
mits a proposal under paragraph (5)(A) in that 
year. 

‘‘(F) CONSULTATIONS.—In carrying out its du-
ties under this section, the Board shall engage 
in regular consultations with the Medicaid and 
CHIP Payment and Access Commission under 
section 1900. 

‘‘(3) TRANSMISSION OF BOARD PROPOSAL TO 
PRESIDENT.— 

‘‘(A) IN GENERAL.— 
‘‘(i) IN GENERAL.—Except as provided in 

clause (ii) and subsection (f)(3)(B), the Board 
shall transmit a proposal under this section to 
the President on January 15 of each year (be-
ginning with 2014). 

‘‘(ii) EXCEPTION.—The Board shall not submit 
a proposal under clause (i) in a proposal year if 
the year is— 

‘‘(I) a year for which the Chief Actuary of the 
Centers for Medicare & Medicaid Services makes 
a determination in the determination year under 
paragraph (6)(A) that the growth rate described 
in clause (i) of such paragraph does not exceed 
the growth rate described in clause (ii) of such 
paragraph; 

‘‘(II) a year in which the Chief Actuary of the 
Centers for Medicare & Medicaid Services makes 
a determination in the determination year that 
the projected percentage increase (if any) for 
the medical care expenditure category of the 
Consumer Price Index for All Urban Consumers 
(United States city average) for the implementa-
tion year is less than the projected percentage 
increase (if any) in the Consumer Price Index 
for All Urban Consumers (all items; United 
States city average) for such implementation 
year; or 

‘‘(III) for proposal year 2019 and subsequent 
proposal years, a year in which the Chief Actu-
ary of the Centers for Medicare & Medicaid 
Services makes a determination in the deter-
mination year that the growth rate described in 
paragraph (8) exceeds the growth rate described 
in paragraph (6)(A)(i). 

‘‘(iii) START-UP PERIOD.—The Board may not 
submit a proposal under clause (i) prior to Janu-
ary 15, 2014. 

‘‘(B) REQUIRED INFORMATION.—Each proposal 
submitted by the Board under subparagraph 
(A)(i) shall include— 

‘‘(i) the recommendations described in para-
graph (2)(A)(i); 

‘‘(ii) an explanation of each recommendation 
contained in the proposal and the reasons for 
including such recommendation; 

‘‘(iii) an actuarial opinion by the Chief Actu-
ary of the Centers for Medicare & Medicaid 
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Services certifying that the proposal meets the 
requirements of subparagraphs (A)(i) and (C) of 
paragraph (2); 

‘‘(iv) a legislative proposal that implements 
the recommendations; and 

‘‘(v) other information determined appropriate 
by the Board. 

‘‘(4) PRESIDENTIAL SUBMISSION TO CONGRESS.— 
Upon receiving a proposal from the Board under 
paragraph (3)(A)(i) or the Secretary under para-
graph (5), the President shall immediately sub-
mit such proposal to Congress. 

‘‘(5) CONTINGENT SECRETARIAL DEVELOPMENT 
OF PROPOSAL.—If, with respect to a proposal 
year, the Board is required, to but fails, to sub-
mit a proposal to the President by the deadline 
applicable under paragraph (3)(A)(i), the Sec-
retary shall develop a detailed and specific pro-
posal that satisfies the requirements of subpara-
graphs (A) and (C) (and, to the extent feasible, 
subparagraph (B)) of paragraph (2) and con-
tains the information required paragraph 
(3)(B)). By not later than January 25 of the 
year, the Secretary shall transmit— 

‘‘(A) such proposal to the President; and 
‘‘(B) a copy of such proposal to the Medicare 

Payment Advisory Commission for its review. 
‘‘(6) PER CAPITA GROWTH RATE PROJECTIONS 

BY CHIEF ACTUARY.— 
‘‘(A) IN GENERAL.—Subject to subsection 

(f)(3)(A), not later than April 30, 2013, and an-
nually thereafter, the Chief Actuary of the Cen-
ters for Medicare & Medicaid Services shall de-
termine in each such year whether— 

‘‘(i) the projected Medicare per capita growth 
rate for the implementation year (as determined 
under subparagraph (B)); exceeds 

‘‘(ii) the projected Medicare per capita target 
growth rate for the implementation year (as de-
termined under subparagraph (C)). 

‘‘(B) MEDICARE PER CAPITA GROWTH RATE.— 
‘‘(i) IN GENERAL.—For purposes of this section, 

the Medicare per capita growth rate for an im-
plementation year shall be calculated as the 
projected 5-year average (ending with such 
year) of the growth in Medicare program spend-
ing per unduplicated enrollee. 

‘‘(ii) REQUIREMENT.—The projection under 
clause (i) shall— 

‘‘(I) to the extent that there is projected to be 
a negative update to the single conversion factor 
applicable to payments for physicians’ services 
under section 1848(d) furnished in the proposal 
year or the implementation year, assume that 
such update for such services is 0 percent rather 
than the negative percent that would otherwise 
apply; and 

‘‘(II) take into account any delivery system 
reforms or other payment changes that have 
been enacted or published in final rules but not 
yet implemented as of the making of such cal-
culation. 

‘‘(C) MEDICARE PER CAPITA TARGET GROWTH 
RATE.—For purposes of this section, the Medi-
care per capita target growth rate for an imple-
mentation year shall be calculated as the pro-
jected 5-year average (ending with such year) 
percentage increase in— 

‘‘(i) with respect to a determination year that 
is prior to 2018, the average of the projected per-
centage increase (if any) in— 

‘‘(I) the Consumer Price Index for All Urban 
Consumers (all items; United States city aver-
age); and 

‘‘(II) the medical care expenditure category of 
the Consumer Price Index for All Urban Con-
sumers (United States city average); and 

‘‘(ii) with respect to a determination year that 
is after 2017, the nominal gross domestic product 
per capita plus 1.0 percentage point. 

‘‘(7) SAVINGS REQUIREMENT.— 
‘‘(A) IN GENERAL.—If, with respect to a deter-

mination year, the Chief Actuary of the Centers 
for Medicare & Medicaid Services makes a deter-
mination under paragraph (6)(A) that the 
growth rate described in clause (i) of such para-
graph exceeds the growth rate described in 
clause (ii) of such paragraph, the Chief Actuary 

shall establish an applicable savings target for 
the implementation year. 

‘‘(B) APPLICABLE SAVINGS TARGET.—For pur-
poses of this section, the applicable savings tar-
get for an implementation year shall be an 
amount equal to the product of— 

‘‘(i) the total amount of projected Medicare 
program spending for the proposal year; and 

‘‘(ii) the applicable percent for the implemen-
tation year. 

‘‘(C) APPLICABLE PERCENT.—For purposes of 
subparagraph (B), the applicable percent for an 
implementation year is the lesser of— 

‘‘(i) in the case of— 
‘‘(I) implementation year 2015, 0.5 percent; 
‘‘(II) implementation year 2016, 1.0 percent; 
‘‘(III) implementation year 2017, 1.25 percent; 

and 
‘‘(IV) implementation year 2018 or any subse-

quent implementation year, 1.5 percent; and 
‘‘(ii) the projected excess for the implementa-

tion year (expressed as a percent) determined 
under subparagraph (A). 

‘‘(8) PER CAPITA RATE OF GROWTH IN NATIONAL 
HEALTH EXPENDITURES.—In each determination 
year (beginning in 2018), the Chief Actuary of 
the Centers for Medicare & Medicaid Services 
shall project the per capita rate of growth in na-
tional health expenditures for the implementa-
tion year. Such rate of growth for an implemen-
tation year shall be calculated as the projected 
5-year average (ending with such year) percent-
age increase in national health care expendi-
tures. 

‘‘(d) CONGRESSIONAL CONSIDERATION.— 
‘‘(1) INTRODUCTION.— 
‘‘(A) IN GENERAL.—On the day on which a 

proposal is submitted by the President to the 
House of Representatives and the Senate under 
subsection (c)(4), the legislative proposal (de-
scribed in subsection (c)(3)(B)(iv)) contained in 
the proposal shall be introduced (by request) in 
the Senate by the majority leader of the Senate 
or by Members of the Senate designated by the 
majority leader of the Senate and shall be intro-
duced (by request) in the House by the majority 
leader of the House or by Members of the House 
designated by the majority leader of the House. 

‘‘(B) NOT IN SESSION.—If either House is not 
in session on the day on which such legislative 
proposal is submitted, the legislative proposal 
shall be introduced in that House, as provided 
in subparagraph (A), on the first day thereafter 
on which that House is in session. 

‘‘(C) ANY MEMBER.—If the legislative proposal 
is not introduced in either House within 5 days 
on which that House is in session after the day 
on which the legislative proposal is submitted, 
then any Member of that House may introduce 
the legislative proposal. 

‘‘(D) REFERRAL.—The legislation introduced 
under this paragraph shall be referred by the 
Presiding Officers of the respective Houses to 
the Committee on Finance in the Senate and to 
the Committee on Energy and Commerce and the 
Committee on Ways and Means in the House of 
Representatives. 

‘‘(2) COMMITTEE CONSIDERATION OF PRO-
POSAL.— 

‘‘(A) REPORTING BILL.—Not later than April 1 
of any proposal year in which a proposal is sub-
mitted by the President to Congress under this 
section, the Committee on Ways and Means and 
the Committee on Energy and Commerce of the 
House of Representatives and the Committee on 
Finance of the Senate may report the bill re-
ferred to the Committee under paragraph (1)(D) 
with committee amendments related to the Medi-
care program. 

‘‘(B) CALCULATIONS.—In determining whether 
a committee amendment meets the requirement 
of subparagraph (A), the reductions in Medicare 
program spending during the 3-month period im-
mediately preceding the implementation year 
shall be counted to the extent that such reduc-
tions are a result of the implementation provi-
sions in the committee amendment for a change 
in the payment rate for an item or service that 

was effective during such period pursuant to 
such amendment. 

‘‘(C) COMMITTEE JURISDICTION.—Notwith-
standing rule XV of the Standing Rules of the 
Senate, a committee amendment described in 
subparagraph (A) may include matter not with-
in the jurisdiction of the Committee on Finance 
if that matter is relevant to a proposal con-
tained in the bill submitted under subsection 
(c)(3). 

‘‘(D) DISCHARGE.—If, with respect to the 
House involved, the committee has not reported 
the bill by the date required by subparagraph 
(A), the committee shall be discharged from fur-
ther consideration of the proposal. 

‘‘(3) LIMITATION ON CHANGES TO THE BOARD 
RECOMMENDATIONS.— 

‘‘(A) IN GENERAL.—It shall not be in order in 
the Senate or the House of Representatives to 
consider any bill, resolution, or amendment, 
pursuant to this subsection or conference report 
thereon, that fails to satisfy the requirements of 
subparagraphs (A)(i) and (C) of subsection 
(c)(2). 

‘‘(B) LIMITATION ON CHANGES TO THE BOARD 
RECOMMENDATIONS IN OTHER LEGISLATION.—It 
shall not be in order in the Senate or the House 
of Representatives to consider any bill, resolu-
tion, amendment, or conference report (other 
than pursuant to this section) that would repeal 
or otherwise change the recommendations of the 
Board if that change would fail to satisfy the 
requirements of subparagraphs (A)(i) and (C) of 
subsection (c)(2). 

‘‘(C) LIMITATION ON CHANGES TO THIS SUB-
SECTION.—It shall not be in order in the Senate 
or the House of Representatives to consider any 
bill, resolution, amendment, or conference report 
that would repeal or otherwise change this sub-
section. 

‘‘(D) WAIVER.—This paragraph may be 
waived or suspended in the Senate only by the 
affirmative vote of three-fifths of the Members, 
duly chosen and sworn. 

‘‘(E) APPEALS.—An affirmative vote of three- 
fifths of the Members of the Senate, duly chosen 
and sworn, shall be required in the Senate to 
sustain an appeal of the ruling of the Chair on 
a point of order raised under this paragraph. 

‘‘(4) EXPEDITED PROCEDURE.— 
‘‘(A) CONSIDERATION.—A motion to proceed to 

the consideration of the bill in the Senate is not 
debatable. 

‘‘(B) AMENDMENT.— 
‘‘(i) TIME LIMITATION.—Debate in the Senate 

on any amendment to a bill under this section 
shall be limited to 1 hour, to be equally divided 
between, and controlled by, the mover and the 
manager of the bill, and debate on any amend-
ment to an amendment, debatable motion, or ap-
peal shall be limited to 30 minutes, to be equally 
divided between, and controlled by, the mover 
and the manager of the bill, except that in the 
event the manager of the bill is in favor of any 
such amendment, motion, or appeal, the time in 
opposition thereto shall be controlled by the mi-
nority leader or such leader’s designee. 

‘‘(ii) GERMANE.—No amendment that is not 
germane to the provisions of such bill shall be 
received. 

‘‘(iii) ADDITIONAL TIME.—The leaders, or ei-
ther of them, may, from the time under their 
control on the passage of the bill, allot addi-
tional time to any Senator during the consider-
ation of any amendment, debatable motion, or 
appeal. 

‘‘(iv) AMENDMENT NOT IN ORDER.—It shall not 
be in order to consider an amendment that 
would cause the bill to result in a net reduction 
in total Medicare program spending in the im-
plementation year that is less than the applica-
ble savings target established under subsection 
(c)(7)(B) for such implementation year. 

‘‘(v) WAIVER AND APPEALS.—This paragraph 
may be waived or suspended in the Senate only 
by the affirmative vote of three-fifths of the 
Members, duly chosen and sworn. An affirma-
tive vote of three-fifths of the Members of the 

VerDate Nov 24 2008 01:35 Mar 26, 2010 Jkt 089060 PO 00000 Frm 00127 Fmt 4636 Sfmt 6333 E:\RECORD10\H21MR0.PT2 H21MR0m
m

ah
er

 o
n 

D
S

K
D

5P
82

C
1P

R
O

D
 w

ith
 C

O
N

G
-R

E
C

-O
N

LI
N

E



CONGRESSIONAL RECORD — HOUSEH2018 March 21, 2010 
Senate, duly chosen and sworn, shall be re-
quired in the Senate to sustain an appeal of the 
ruling of the Chair on a point of order raised 
under this section. 

‘‘(C) CONSIDERATION BY THE OTHER HOUSE.— 
‘‘(i) IN GENERAL.—The expedited procedures 

provided in this subsection for the consideration 
of a bill introduced pursuant to paragraph (1) 
shall not apply to such a bill that is received by 
one House from the other House if such a bill 
was not introduced in the receiving House. 

‘‘(ii) BEFORE PASSAGE.—If a bill that is intro-
duced pursuant to paragraph (1) is received by 
one House from the other House, after introduc-
tion but before disposition of such a bill in the 
receiving House, then the following shall apply: 

‘‘(I) The receiving House shall consider the 
bill introduced in that House through all stages 
of consideration up to, but not including, pas-
sage. 

‘‘(II) The question on passage shall be put on 
the bill of the other House as amended by the 
language of the receiving House. 

‘‘(iii) AFTER PASSAGE.—If a bill introduced 
pursuant to paragraph (1) is received by one 
House from the other House, after such a bill is 
passed by the receiving House, then the vote on 
passage of the bill that originates in the receiv-
ing House shall be considered to be the vote on 
passage of the bill received from the other House 
as amended by the language of the receiving 
House. 

‘‘(iv) DISPOSITION.—Upon disposition of a bill 
introduced pursuant to paragraph (1) that is re-
ceived by one House from the other House, it 
shall no longer be in order to consider the bill 
that originates in the receiving House. 

‘‘(v) LIMITATION.—Clauses (ii), (iii), and (iv) 
shall apply only to a bill received by one House 
from the other House if the bill— 

‘‘(I) is related only to the program under this 
title; and 

‘‘(II) satisfies the requirements of subpara-
graphs (A)(i) and (C) of subsection (c)(2). 

‘‘(D) SENATE LIMITS ON DEBATE.— 
‘‘(i) IN GENERAL.—In the Senate, consider-

ation of the bill and on all debatable motions 
and appeals in connection therewith shall not 
exceed a total of 30 hours, which shall be di-
vided equally between the majority and minority 
leaders or their designees. 

‘‘(ii) MOTION TO FURTHER LIMIT DEBATE.—A 
motion to further limit debate on the bill is in 
order and is not debatable. 

‘‘(iii) MOTION OR APPEAL.—Any debatable mo-
tion or appeal is debatable for not to exceed 1 
hour, to be divided equally between those favor-
ing and those opposing the motion or appeal. 

‘‘(iv) FINAL DISPOSITION.—After 30 hours of 
consideration, the Senate shall proceed, without 
any further debate on any question, to vote on 
the final disposition thereof to the exclusion of 
all amendments not then pending before the 
Senate at that time and to the exclusion of all 
motions, except a motion to table, or to recon-
sider and one quorum call on demand to estab-
lish the presence of a quorum (and motions re-
quired to establish a quorum) immediately before 
the final vote begins. 

‘‘(E) CONSIDERATION IN CONFERENCE.— 
‘‘(i) IN GENERAL.—Consideration in the Senate 

and the House of Representatives on the con-
ference report or any messages between Houses 
shall be limited to 10 hours, equally divided and 
controlled by the majority and minority leaders 
of the Senate or their designees and the Speaker 
of the House of Representatives and the minor-
ity leader of the House of Representatives or 
their designees. 

‘‘(ii) TIME LIMITATION.—Debate in the Senate 
on any amendment under this subparagraph 
shall be limited to 1 hour, to be equally divided 
between, and controlled by, the mover and the 
manager of the bill, and debate on any amend-
ment to an amendment, debatable motion, or ap-
peal shall be limited to 30 minutes, to be equally 
divided between, and controlled by, the mover 
and the manager of the bill, except that in the 

event the manager of the bill is in favor of any 
such amendment, motion, or appeal, the time in 
opposition thereto shall be controlled by the mi-
nority leader or such leader’s designee. 

‘‘(iii) FINAL DISPOSITION.—After 10 hours of 
consideration, the Senate shall proceed, without 
any further debate on any question, to vote on 
the final disposition thereof to the exclusion of 
all motions not then pending before the Senate 
at that time or necessary to resolve the dif-
ferences between the Houses and to the exclu-
sion of all other motions, except a motion to 
table, or to reconsider and one quorum call on 
demand to establish the presence of a quorum 
(and motions required to establish a quorum) 
immediately before the final vote begins. 

‘‘(iv) LIMITATION.—Clauses (i) through (iii) 
shall only apply to a conference report, message 
or the amendments thereto if the conference re-
port, message, or an amendment thereto— 

‘‘(I) is related only to the program under this 
title; and 

‘‘(II) satisfies the requirements of subpara-
graphs (A)(i) and (C) of subsection (c)(2). 

‘‘(F) VETO.—If the President vetoes the bill 
debate on a veto message in the Senate under 
this subsection shall be 1 hour equally divided 
between the majority and minority leaders or 
their designees. 

‘‘(5) RULES OF THE SENATE AND HOUSE OF REP-
RESENTATIVES.—This subsection and subsection 
(f)(2) are enacted by Congress— 

‘‘(A) as an exercise of the rulemaking power 
of the Senate and the House of Representatives, 
respectively, and is deemed to be part of the 
rules of each House, respectively, but applicable 
only with respect to the procedure to be followed 
in that House in the case of bill under this sec-
tion, and it supersedes other rules only to the 
extent that it is inconsistent with such rules; 
and 

‘‘(B) with full recognition of the constitu-
tional right of either House to change the rules 
(so far as they relate to the procedure of that 
House) at any time, in the same manner, and to 
the same extent as in the case of any other rule 
of that House. 

‘‘(e) IMPLEMENTATION OF PROPOSAL.— 
‘‘(1) IN GENERAL.—Notwithstanding any other 

provision of law, the Secretary shall, except as 
provided in paragraph (3), implement the rec-
ommendations contained in a proposal sub-
mitted by the President to Congress pursuant to 
this section on August 15 of the year in which 
the proposal is so submitted. 

‘‘(2) APPLICATION.— 
‘‘(A) IN GENERAL.—A recommendation de-

scribed in paragraph (1) shall apply as follows: 
‘‘(i) In the case of a recommendation that is a 

change in the payment rate for an item or serv-
ice under Medicare in which payment rates 
change on a fiscal year basis (or a cost reporting 
period basis that relates to a fiscal year), on a 
calendar year basis (or a cost reporting period 
basis that relates to a calendar year), or on a 
rate year basis (or a cost reporting period basis 
that relates to a rate year), such recommenda-
tion shall apply to items and services furnished 
on the first day of the first fiscal year, calendar 
year, or rate year (as the case may be) that be-
gins after such August 15. 

‘‘(ii) In the case of a recommendation relating 
to payments to plans under parts C and D, such 
recommendation shall apply to plan years be-
ginning on the first day of the first calendar 
year that begins after such August 15. 

‘‘(iii) In the case of any other recommenda-
tion, such recommendation shall be addressed in 
the regular regulatory process timeframe and 
shall apply as soon as practicable. 

‘‘(B) INTERIM FINAL RULEMAKING.—The Sec-
retary may use interim final rulemaking to im-
plement any recommendation described in para-
graph (1). 

‘‘(3) EXCEPTION.—The Secretary shall not be 
required to implement the recommendations con-
tained in a proposal submitted in a proposal 
year by the President to Congress pursuant to 
this section if— 

‘‘(A) prior to August 15 of the proposal year, 
Federal legislation is enacted that includes the 
following provision: ‘This Act supercedes the 
recommendations of the Board contained in the 
proposal submitted, in the year which includes 
the date of enactment of this Act, to Congress 
under section 1899A of the Social Security Act.’; 
and 

‘‘(B) in the case of implementation year 2020 
and subsequent implementation years, a joint 
resolution described in subsection (f)(1) is en-
acted not later than August 15, 2017. 

‘‘(4) NO AFFECT ON AUTHORITY TO IMPLEMENT 
CERTAIN PROVISIONS.—Nothing in paragraph (3) 
shall be construed to affect the authority of the 
Secretary to implement any recommendation 
contained in a proposal or advisory report 
under this section to the extent that the Sec-
retary otherwise has the authority to implement 
such recommendation administratively. 

‘‘(5) LIMITATION ON REVIEW.—There shall be 
no administrative or judicial review under sec-
tion 1869, section 1878, or otherwise of the imple-
mentation by the Secretary under this sub-
section of the recommendations contained in a 
proposal. 

‘‘(f) JOINT RESOLUTION REQUIRED TO DIS-
CONTINUE THE BOARD.— 

‘‘(1) IN GENERAL.—For purposes of subsection 
(e)(3)(B), a joint resolution described in this 
paragraph means only a joint resolution— 

‘‘(A) that is introduced in 2017 by not later 
than February 1 of such year; 

‘‘(B) which does not have a preamble; 
‘‘(C) the title of which is as follows: ‘Joint res-

olution approving the discontinuation of the 
process for consideration and automatic imple-
mentation of the annual proposal of the Inde-
pendent Medicare Advisory Board under section 
1899A of the Social Security Act’; and 

‘‘(D) the matter after the resolving clause of 
which is as follows: ‘That Congress approves the 
discontinuation of the process for consideration 
and automatic implementation of the annual 
proposal of the Independent Medicare Advisory 
Board under section 1899A of the Social Security 
Act.’. 

‘‘(2) PROCEDURE.— 
‘‘(A) REFERRAL.—A joint resolution described 

in paragraph (1) shall be referred to the Com-
mittee on Ways and Means and the Committee 
on Energy and Commerce of the House of Rep-
resentatives and the Committee on Finance of 
the Senate. 

‘‘(B) DISCHARGE.—In the Senate, if the com-
mittee to which is referred a joint resolution de-
scribed in paragraph (1) has not reported such 
joint resolution (or an identical joint resolution) 
at the end of 20 days after the joint resolution 
described in paragraph (1) is introduced, such 
committee may be discharged from further con-
sideration of such joint resolution upon a peti-
tion supported in writing by 30 Members of the 
Senate, and such joint resolution shall be placed 
on the calendar. 

‘‘(C) CONSIDERATION.— 
‘‘(i) IN GENERAL.—In the Senate, when the 

committee to which a joint resolution is referred 
has reported, or when a committee is discharged 
(under subparagraph (C)) from further consider-
ation of a joint resolution described in para-
graph (1), it is at any time thereafter in order 
(even though a previous motion to the same ef-
fect has been disagreed to) for a motion to pro-
ceed to the consideration of the joint resolution 
to be made, and all points of order against the 
joint resolution (and against consideration of 
the joint resolution) are waived, except for 
points of order under the Congressional Budget 
act of 1974 or under budget resolutions pursuant 
to that Act. The motion is not debatable. A mo-
tion to reconsider the vote by which the motion 
is agreed to or disagreed to shall not be in order. 
If a motion to proceed to the consideration of 
the joint resolution is agreed to, the joint resolu-
tion shall remain the unfinished business of the 
Senate until disposed of. 
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‘‘(ii) DEBATE LIMITATION.—In the Senate, con-

sideration of the joint resolution, and on all de-
batable motions and appeals in connection 
therewith, shall be limited to not more than 10 
hours, which shall be divided equally between 
the majority leader and the minority leader, or 
their designees. A motion further to limit debate 
is in order and not debatable. An amendment to, 
or a motion to postpone, or a motion to proceed 
to the consideration of other business, or a mo-
tion to recommit the joint resolution is not in 
order. 

‘‘(iii) PASSAGE.—In the Senate, immediately 
following the conclusion of the debate on a joint 
resolution described in paragraph (1), and a sin-
gle quorum call at the conclusion of the debate 
if requested in accordance with the rules of the 
Senate, the vote on passage of the joint resolu-
tion shall occur. 

‘‘(iv) APPEALS.—Appeals from the decisions of 
the Chair relating to the application of the rules 
of the Senate to the procedure relating to a joint 
resolution described in paragraph (1) shall be 
decided without debate. 

‘‘(D) OTHER HOUSE ACTS FIRST.—If, before the 
passage by 1 House of a joint resolution of that 
House described in paragraph (1), that House 
receives from the other House a joint resolution 
described in paragraph (1), then the following 
procedures shall apply: 

‘‘(i) The joint resolution of the other House 
shall not be referred to a committee. 

‘‘(ii) With respect to a joint resolution de-
scribed in paragraph (1) of the House receiving 
the joint resolution— 

‘‘(I) the procedure in that House shall be the 
same as if no joint resolution had been received 
from the other House; but 

‘‘(II) the vote on final passage shall be on the 
joint resolution of the other House. 

‘‘(E) EXCLUDED DAYS.—For purposes of deter-
mining the period specified in subparagraph 
(B), there shall be excluded any days either 
House of Congress is adjourned for more than 3 
days during a session of Congress. 

‘‘(F) MAJORITY REQUIRED FOR ADOPTION.—A 
joint resolution considered under this subsection 
shall require an affirmative vote of three-fifths 
of the Members, duly chosen and sworn, for 
adoption. 

‘‘(3) TERMINATION.—If a joint resolution de-
scribed in paragraph (1) is enacted not later 
than August 15, 2017— 

‘‘(A) the Chief Actuary of the Medicare & 
Medicaid Services shall not— 

‘‘(i) make any determinations under sub-
section (c)(6) after May 1, 2017; or 

‘‘(ii) provide any opinion pursuant to sub-
section (c)(3)(B)(iii) after January 16, 2018; 

‘‘(B) the Board shall not submit any proposals 
or advisory reports to Congress under this sec-
tion after January 16, 2018; and 

‘‘(C) the Board and the consumer advisory 
council under subsection (k) shall terminate on 
August 16, 2018. 

‘‘(g) BOARD MEMBERSHIP; TERMS OF OFFICE; 
CHAIRPERSON; REMOVAL.— 

‘‘(1) MEMBERSHIP.— 
‘‘(A) IN GENERAL.—The Board shall be com-

posed of— 
‘‘(i) 15 members appointed by the President, 

by and with the advice and consent of the Sen-
ate; and 

‘‘(ii) the Secretary, the Administrator of the 
Center for Medicare & Medicaid Services, and 
the Administrator of the Health Resources and 
Services Administration, all of whom shall serve 
ex officio as nonvoting members of the Board. 

‘‘(B) QUALIFICATIONS.— 
‘‘(i) IN GENERAL.—The appointed membership 

of the Board shall include individuals with na-
tional recognition for their expertise in health 
finance and economics, actuarial science, health 
facility management, health plans and inte-
grated delivery systems, reimbursement of health 
facilities, allopathic and osteopathic physicians, 
and other providers of health services, and other 
related fields, who provide a mix of different 

professionals, broad geographic representation, 
and a balance between urban and rural rep-
resentatives. 

‘‘(ii) INCLUSION.—The appointed membership 
of the Board shall include (but not be limited to) 
physicians and other health professionals, ex-
perts in the area of pharmaco-economics or pre-
scription drug benefit programs, employers, 
third-party payers, individuals skilled in the 
conduct and interpretation of biomedical, health 
services, and health economics research and ex-
pertise in outcomes and effectiveness research 
and technology assessment. Such membership 
shall also include representatives of consumers 
and the elderly. 

‘‘(iii) MAJORITY NONPROVIDERS.—Individuals 
who are directly involved in the provision or 
management of the delivery of items and serv-
ices covered under this title shall not constitute 
a majority of the appointed membership of the 
Board. 

‘‘(C) ETHICAL DISCLOSURE.—The President 
shall establish a system for public disclosure by 
appointed members of the Board of financial 
and other potential conflicts of interest relating 
to such members. Appointed members of the 
Board shall be treated as officers in the execu-
tive branch for purposes of applying title I of 
the Ethics in Government Act of 1978 (Public 
Law 95–521). 

‘‘(D) CONFLICTS OF INTEREST.—No individual 
may serve as an appointed member if that indi-
vidual engages in any other business, vocation, 
or employment. 

‘‘(E) CONSULTATION WITH CONGRESS.—In se-
lecting individuals for nominations for appoint-
ments to the Board, the President shall consult 
with— 

‘‘(i) the majority leader of the Senate con-
cerning the appointment of 3 members; 

‘‘(ii) the Speaker of the House of Representa-
tives concerning the appointment of 3 members; 

‘‘(iii) the minority leader of the Senate con-
cerning the appointment of 3 members; and 

‘‘(iv) the minority leader of the House of Rep-
resentatives concerning the appointment of 3 
members. 

‘‘(2) TERM OF OFFICE.—Each appointed mem-
ber shall hold office for a term of 6 years except 
that— 

‘‘(A) a member may not serve more than 2 full 
consecutive terms (but may be reappointed to 2 
full consecutive terms after being appointed to 
fill a vacancy on the Board); 

‘‘(B) a member appointed to fill a vacancy oc-
curring prior to the expiration of the term for 
which that member’s predecessor was appointed 
shall be appointed for the remainder of such 
term; 

‘‘(C) a member may continue to serve after the 
expiration of the member’s term until a suc-
cessor has taken office; and 

‘‘(D) of the members first appointed under this 
section, 5 shall be appointed for a term of 1 
year, 5 shall be appointed for a term of 3 years, 
and 5 shall be appointed for a term of 6 years, 
the term of each to be designated by the Presi-
dent at the time of nomination. 

‘‘(3) CHAIRPERSON.— 
‘‘(A) IN GENERAL.—The Chairperson shall be 

appointed by the President, by and with the ad-
vice and consent of the Senate, from among the 
members of the Board. 

‘‘(B) DUTIES.—The Chairperson shall be the 
principal executive officer of the Board, and 
shall exercise all of the executive and adminis-
trative functions of the Board, including func-
tions of the Board with respect to— 

‘‘(i) the appointment and supervision of per-
sonnel employed by the Board; 

‘‘(ii) the distribution of business among per-
sonnel appointed and supervised by the Chair-
person and among administrative units of the 
Board; and 

‘‘(iii) the use and expenditure of funds. 
‘‘(C) GOVERNANCE.—In carrying out any of 

the functions under subparagraph (B), the 
Chairperson shall be governed by the general 

policies established by the Board and by the de-
cisions, findings, and determinations the Board 
shall by law be authorized to make. 

‘‘(D) REQUESTS FOR APPROPRIATIONS.—Re-
quests or estimates for regular, supplemental, or 
deficiency appropriations on behalf of the 
Board may not be submitted by the Chairperson 
without the prior approval of a majority vote of 
the Board. 

‘‘(4) REMOVAL.—Any appointed member may 
be removed by the President for neglect of duty 
or malfeasance in office, but for no other cause. 

‘‘(h) VACANCIES; QUORUM; SEAL; VICE CHAIR-
PERSON; VOTING ON REPORTS.— 

‘‘(1) VACANCIES.—No vacancy on the Board 
shall impair the right of the remaining members 
to exercise all the powers of the Board. 

‘‘(2) QUORUM.—A majority of the appointed 
members of the Board shall constitute a quorum 
for the transaction of business, but a lesser 
number of members may hold hearings. 

‘‘(3) SEAL.—The Board shall have an official 
seal, of which judicial notice shall be taken. 

‘‘(4) VICE CHAIRPERSON.—The Board shall an-
nually elect a Vice Chairperson to act in the ab-
sence or disability of the Chairperson or in case 
of a vacancy in the office of the Chairperson. 

‘‘(5) VOTING ON PROPOSALS.—Any proposal of 
the Board must be approved by the majority of 
appointed members present. 

‘‘(i) POWERS OF THE BOARD.— 
‘‘(1) HEARINGS.—The Board may hold such 

hearings, sit and act at such times and places, 
take such testimony, and receive such evidence 
as the Board considers advisable to carry out 
this section. 

‘‘(2) AUTHORITY TO INFORM RESEARCH PRIOR-
ITIES FOR DATA COLLECTION.—The Board may 
advise the Secretary on priorities for health 
services research, particularly as such priorities 
pertain to necessary changes and issues regard-
ing payment reforms under Medicare. 

‘‘(3) OBTAINING OFFICIAL DATA.—The Board 
may secure directly from any department or 
agency of the United States information nec-
essary to enable it to carry out this section. 
Upon request of the Chairperson, the head of 
that department or agency shall furnish that in-
formation to the Board on an agreed upon 
schedule. 

‘‘(4) POSTAL SERVICES.—The Board may use 
the United States mails in the same manner and 
under the same conditions as other departments 
and agencies of the Federal Government. 

‘‘(5) GIFTS.—The Board may accept, use, and 
dispose of gifts or donations of services or prop-
erty. 

‘‘(6) OFFICES.—The Board shall maintain a 
principal office and such field offices as it deter-
mines necessary, and may meet and exercise any 
of its powers at any other place. 

‘‘(j) PERSONNEL MATTERS.— 
‘‘(1) COMPENSATION OF MEMBERS AND CHAIR-

PERSON.—Each appointed member, other than 
the Chairperson, shall be compensated at a rate 
equal to the annual rate of basic pay prescribed 
for level III of the Executive Schedule under 
section 5315 of title 5, United States Code. The 
Chairperson shall be compensated at a rate 
equal to the daily equivalent of the annual rate 
of basic pay prescribed for level II of the Execu-
tive Schedule under section 5315 of title 5, 
United States Code. 

‘‘(2) TRAVEL EXPENSES.—The appointed mem-
bers shall be allowed travel expenses, including 
per diem in lieu of subsistence, at rates author-
ized for employees of agencies under subchapter 
I of chapter 57 of title 5, United States Code, 
while away from their homes or regular places 
of business in the performance of services for the 
Board. 

‘‘(3) STAFF.— 
‘‘(A) IN GENERAL.—The Chairperson may, 

without regard to the civil service laws and reg-
ulations, appoint and terminate an executive di-
rector and such other additional personnel as 
may be necessary to enable the Board to perform 
its duties. The employment of an executive di-
rector shall be subject to confirmation by the 
Board. 
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‘‘(B) COMPENSATION.—The Chairperson may 

fix the compensation of the executive director 
and other personnel without regard to chapter 
51 and subchapter III of chapter 53 of title 5, 
United States Code, relating to classification of 
positions and General Schedule pay rates, ex-
cept that the rate of pay for the executive direc-
tor and other personnel may not exceed the rate 
payable for level V of the Executive Schedule 
under section 5316 of such title. 

‘‘(4) DETAIL OF GOVERNMENT EMPLOYEES.— 
Any Federal Government employee may be de-
tailed to the Board without reimbursement, and 
such detail shall be without interruption or loss 
of civil service status or privilege. 

‘‘(5) PROCUREMENT OF TEMPORARY AND INTER-
MITTENT SERVICES.—The Chairperson may pro-
cure temporary and intermittent services under 
section 3109(b) of title 5, United States Code, at 
rates for individuals which do not exceed the 
daily equivalent of the annual rate of basic pay 
prescribed for level V of the Executive Schedule 
under section 5316 of such title. 

‘‘(k) CONSUMER ADVISORY COUNCIL.— 
‘‘(1) IN GENERAL.—There is established a con-

sumer advisory council to advise the Board on 
the impact of payment policies under this title 
on consumers. 

‘‘(2) MEMBERSHIP.— 
‘‘(A) NUMBER AND APPOINTMENT.—The con-

sumer advisory council shall be composed of 10 
consumer representatives appointed by the 
Comptroller General of the United States, 1 from 
among each of the 10 regions established by the 
Secretary as of the date of enactment of this sec-
tion. 

‘‘(B) QUALIFICATIONS.—The membership of the 
council shall represent the interests of con-
sumers and particular communities. 

‘‘(3) DUTIES.—The consumer advisory council 
shall, subject to the call of the Board, meet not 
less frequently than 2 times each year in the 
District of Columbia. 

‘‘(4) OPEN MEETINGS.—Meetings of the con-
sumer advisory council shall be open to the pub-
lic. 

‘‘(5) ELECTION OF OFFICERS.—Members of the 
consumer advisory council shall elect their own 
officers. 

‘‘(6) APPLICATION OF FACA.—The Federal Ad-
visory Committee Act (5 U.S.C. App.) shall 
apply to the consumer advisory council except 
that section 14 of such Act shall not apply. 

‘‘(l) DEFINITIONS.—In this section: 
‘‘(1) BOARD; CHAIRPERSON; MEMBER.—The 

terms ‘Board’, ‘Chairperson’, and ‘Member’ 
mean the Independent Medicare Advisory Board 
established under subsection (a) and the Chair-
person and any Member thereof, respectively. 

‘‘(2) MEDICARE.—The term ‘Medicare’ means 
the program established under this title, includ-
ing parts A, B, C, and D. 

‘‘(3) MEDICARE BENEFICIARY.—The term 
‘Medicare beneficiary’ means an individual who 
is entitled to, or enrolled for, benefits under part 
A or enrolled for benefits under part B. 

‘‘(4) MEDICARE PROGRAM SPENDING.—The term 
‘Medicare program spending’ means program 
spending under parts A, B, and D net of pre-
miums. 

‘‘(m) FUNDING.— 
‘‘(1) IN GENERAL.—There are appropriated to 

the Board to carry out its duties and func-
tions— 

‘‘(A) for fiscal year 2012, $15,000,000; and 
‘‘(B) for each subsequent fiscal year, the 

amount appropriated under this paragraph for 
the previous fiscal year increased by the annual 
percentage increase in the Consumer Price Index 
for All Urban Consumers (all items; United 
States city average) as of June of the previous 
fiscal year. 

‘‘(2) FROM TRUST FUNDS.—Sixty percent of 
amounts appropriated under paragraph (1) shall 
be derived by transfer from the Federal Hospital 
Insurance Trust Fund under section 1817 and 40 
percent of amounts appropriated under such 
paragraph shall be derived by transfer from the 

Federal Supplementary Medical Insurance 
Trust Fund under section 1841.’’. 

(2) LOBBYING COOLING-OFF PERIOD FOR MEM-
BERS OF THE INDEPENDENT MEDICARE ADVISORY 
BOARD.—Section 207(c) of title 18, United States 
Code, is amended by inserting at the end the fol-
lowing: 

‘‘(3) MEMBERS OF THE INDEPENDENT MEDICARE 
ADVISORY BOARD.— 

‘‘(A) IN GENERAL.—Paragraph (1) shall apply 
to a member of the Independent Medicare Advi-
sory Board under section 1899A. 

‘‘(B) AGENCIES AND CONGRESS.—For purposes 
of paragraph (1), the agency in which the indi-
vidual described in subparagraph (A) served 
shall be considered to be the Independent Medi-
care Advisory Board, the Department of Health 
and Human Services, and the relevant commit-
tees of jurisdiction of Congress, including the 
Committee on Ways and Means and the Com-
mittee on Energy and Commerce of the House of 
Representatives and the Committee on Finance 
of the Senate.’’. 

(b) GAO STUDY AND REPORT ON DETERMINA-
TION AND IMPLEMENTATION OF PAYMENT AND 
COVERAGE POLICIES UNDER THE MEDICARE PRO-
GRAM.— 

(1) INITIAL STUDY AND REPORT.— 
(A) STUDY.—The Comptroller General of the 

United States (in this section referred to as the 
‘‘Comptroller General’’) shall conduct a study 
on changes to payment policies, methodologies, 
and rates and coverage policies and methodolo-
gies under the Medicare program under title 
XVIII of the Social Security Act as a result of 
the recommendations contained in the proposals 
made by the Independent Medicare Advisory 
Board under section 1899A of such Act (as 
added by subsection (a)), including an analysis 
of the effect of such recommendations on— 

(i) Medicare beneficiary access to providers 
and items and services; 

(ii) the affordability of Medicare premiums 
and cost-sharing (including deductibles, coin-
surance, and copayments); 

(iii) the potential impact of changes on other 
government or private-sector purchasers and 
payers of care; and 

(iv) quality of patient care, including patient 
experience, outcomes, and other measures of 
care. 

(B) REPORT.—Not later than July 1, 2015, the 
Comptroller General shall submit to Congress a 
report containing the results of the study con-
ducted under subparagraph (A), together with 
recommendations for such legislation and ad-
ministrative action as the Comptroller General 
determines appropriate. 

(2) SUBSEQUENT STUDIES AND REPORTS.—The 
Comptroller General shall periodically conduct 
such additional studies and submit reports to 
Congress on changes to Medicare payments poli-
cies, methodologies, and rates and coverage poli-
cies and methodologies as the Comptroller Gen-
eral determines appropriate, in consultation 
with the Committee on Ways and Means and 
the Committee on Energy and Commerce of the 
House of Representatives and the Committee on 
Finance of the Senate. 

(c) CONFORMING AMENDMENTS.—Section 
1805(b) of the Social Security Act (42 U.S.C. 
1395b–6(b)) is amended— 

(1) by redesignating paragraphs (4) through 
(8) as paragraphs (5) through (9), respectively; 
and 

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

‘‘(4) REVIEW AND COMMENT ON THE INDE-
PENDENT MEDICARE ADVISORY BOARD OR SECRE-
TARIAL PROPOSAL.—If the Independent Medicare 
Advisory Board (as established under subsection 
(a) of section 1899A) or the Secretary submits a 
proposal to the Commission under such section 
in a year, the Commission shall review the pro-
posal and, not later than March 1 of that year, 
submit to the Committee on Ways and Means 
and the Committee on Energy and Commerce of 
the House of Representatives and the Committee 

on Finance of the Senate written comments on 
such proposal. Such comments may include such 
recommendations as the Commission deems ap-
propriate.’’. 

Subtitle F—Health Care Quality 
Improvements 

SEC. 3501. HEALTH CARE DELIVERY SYSTEM RE-
SEARCH; QUALITY IMPROVEMENT 
TECHNICAL ASSISTANCE. 

Part D of title IX of the Public Health Service 
Act, as amended by section 3013, is further 
amended by adding at the end the following: 

‘‘Subpart II—Health Care Quality 
Improvement Programs 

‘‘SEC. 933. HEALTH CARE DELIVERY SYSTEM RE-
SEARCH. 

‘‘(a) PURPOSE.—The purposes of this section 
are to— 

‘‘(1) enable the Director to identify, develop, 
evaluate, disseminate, and provide training in 
innovative methodologies and strategies for 
quality improvement practices in the delivery of 
health care services that represent best practices 
(referred to as ‘best practices’) in health care 
quality, safety, and value; and 

‘‘(2) ensure that the Director is accountable 
for implementing a model to pursue such re-
search in a collaborative manner with other re-
lated Federal agencies. 

‘‘(b) GENERAL FUNCTIONS OF THE CENTER.— 
The Center for Quality Improvement and Pa-
tient Safety of the Agency for Healthcare Re-
search and Quality (referred to in this section 
as the ‘Center’), or any other relevant agency or 
department designated by the Director, shall— 

‘‘(1) carry out its functions using research 
from a variety of disciplines, which may include 
epidemiology, health services, sociology, psy-
chology, human factors engineering, biostatis-
tics, health economics, clinical research, and 
health informatics; 

‘‘(2) conduct or support activities consistent 
with the purposes described in subsection (a), 
and for— 

‘‘(A) best practices for quality improvement 
practices in the delivery of health care services; 
and 

‘‘(B) that include changes in processes of care 
and the redesign of systems used by providers 
that will reliably result in intended health out-
comes, improve patient safety, and reduce med-
ical errors (such as skill development for health 
care providers in team-based health care deliv-
ery and rapid cycle process improvement) and 
facilitate adoption of improved workflow; 

‘‘(3) identify health care providers, including 
health care systems, single institutions, and in-
dividual providers, that— 

‘‘(A) deliver consistently high-quality, effi-
cient health care services (as determined by the 
Secretary); and 

‘‘(B) employ best practices that are adaptable 
and scalable to diverse health care settings or 
effective in improving care across diverse set-
tings; 

‘‘(4) assess research, evidence, and knowledge 
about what strategies and methodologies are 
most effective in improving health care delivery; 

‘‘(5) find ways to translate such information 
rapidly and effectively into practice, and docu-
ment the sustainability of those improvements; 

‘‘(6) create strategies for quality improvement 
through the development of tools, methodolo-
gies, and interventions that can successfully re-
duce variations in the delivery of health care; 

‘‘(7) identify, measure, and improve organiza-
tional, human, or other causative factors, in-
cluding those related to the culture and system 
design of a health care organization, that con-
tribute to the success and sustainability of spe-
cific quality improvement and patient safety 
strategies; 

‘‘(8) provide for the development of best prac-
tices in the delivery of health care services 
that— 

‘‘(A) have a high likelihood of success, based 
on structured review of empirical evidence; 
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‘‘(B) are specified with sufficient detail of the 

individual processes, steps, training, skills, and 
knowledge required for implementation and in-
corporation into workflow of health care practi-
tioners in a variety of settings; 

‘‘(C) are designed to be readily adapted by 
health care providers in a variety of settings; 
and 

‘‘(D) where applicable, assist health care pro-
viders in working with other health care pro-
viders across the continuum of care and in en-
gaging patients and their families in improving 
the care and patient health outcomes; 

‘‘(9) provide for the funding of the activities of 
organizations with recognized expertise and ex-
cellence in improving the delivery of health care 
services, including children’s health care, by in-
volving multiple disciplines, managers of health 
care entities, broad development and training, 
patients, caregivers and families, and frontline 
health care workers, including activities for the 
examination of strategies to share best quality 
improvement practices and to promote excellence 
in the delivery of health care services; and 

‘‘(10) build capacity at the State and commu-
nity level to lead quality and safety efforts 
through education, training, and mentoring 
programs to carry out the activities under para-
graphs (1) through (9). 

‘‘(c) RESEARCH FUNCTIONS OF CENTER.— 
‘‘(1) IN GENERAL.—The Center shall support, 

such as through a contract or other mechanism, 
research on health care delivery system improve-
ment and the development of tools to facilitate 
adoption of best practices that improve the qual-
ity, safety, and efficiency of health care deliv-
ery services. Such support may include estab-
lishing a Quality Improvement Network Re-
search Program for the purpose of testing, scal-
ing, and disseminating of interventions to im-
prove quality and efficiency in health care. Re-
cipients of funding under the Program may in-
clude national, State, multi-State, or multi-site 
quality improvement networks. 

‘‘(2) RESEARCH REQUIREMENTS.—The research 
conducted pursuant to paragraph (1) shall— 

‘‘(A) address the priorities identified by the 
Secretary in the national strategic plan estab-
lished under section 399HH; 

‘‘(B) identify areas in which evidence is insuf-
ficient to identify strategies and methodologies, 
taking into consideration areas of insufficient 
evidence identified by the entity with a contract 
under section 1890(a) of the Social Security Act 
in the report required under section 399JJ; 

‘‘(C) address concerns identified by health 
care institutions and providers and commu-
nicated through the Center pursuant to sub-
section (d); 

‘‘(D) reduce preventable morbidity, mortality, 
and associated costs of morbidity and mortality 
by building capacity for patient safety research; 

‘‘(E) support the discovery of processes for the 
reliable, safe, efficient, and responsive delivery 
of health care, taking into account discoveries 
from clinical research and comparative effective-
ness research; 

‘‘(F) allow communication of research find-
ings and translate evidence into practice rec-
ommendations that are adaptable to a variety of 
settings, and which, as soon as practicable after 
the establishment of the Center, shall include— 

‘‘(i) the implementation of a national applica-
tion of Intensive Care Unit improvement projects 
relating to the adult (including geriatric), pedi-
atric, and neonatal patient populations; 

‘‘(ii) practical methods for addressing health 
care associated infections, including 
Methicillin-Resistant Staphylococcus Aureus 
and Vancomycin-Resistant Entercoccus infec-
tions and other emerging infections; and 

‘‘(iii) practical methods for reducing prevent-
able hospital admissions and readmissions; 

‘‘(G) expand demonstration projects for im-
proving the quality of children’s health care 
and the use of health information technology, 
such as through Pediatric Quality Improvement 
Collaboratives and Learning Networks, con-

sistent with provisions of section 1139A of the 
Social Security Act for assessing and improving 
quality, where applicable; 

‘‘(H) identify and mitigate hazards by— 
‘‘(i) analyzing events reported to patient safe-

ty reporting systems and patient safety organi-
zations; and 

‘‘(ii) using the results of such analyses to de-
velop scientific methods of response to such 
events; 

‘‘(I) include the conduct of systematic reviews 
of existing practices that improve the quality, 
safety, and efficiency of health care delivery, as 
well as new research on improving such prac-
tices; and 

‘‘(J) include the examination of how to meas-
ure and evaluate the progress of quality and pa-
tient safety activities. 

‘‘(d) DISSEMINATION OF RESEARCH FINDINGS.— 
‘‘(1) PUBLIC AVAILABILITY.—The Director 

shall make the research findings of the Center 
available to the public through multiple media 
and appropriate formats to reflect the varying 
needs of health care providers and consumers 
and diverse levels of health literacy. 

‘‘(2) LINKAGE TO HEALTH INFORMATION TECH-
NOLOGY.—The Secretary shall ensure that re-
search findings and results generated by the 
Center are shared with the Office of the Na-
tional Coordinator of Health Information Tech-
nology and used to inform the activities of the 
health information technology extension pro-
gram under section 3012, as well as any relevant 
standards, certification criteria, or implementa-
tion specifications. 

‘‘(e) PRIORITIZATION.—The Director shall 
identify and regularly update a list of processes 
or systems on which to focus research and dis-
semination activities of the Center, taking into 
account— 

‘‘(1) the cost to Federal health programs; 
‘‘(2) consumer assessment of health care expe-

rience; 
‘‘(3) provider assessment of such processes or 

systems and opportunities to minimize distress 
and injury to the health care workforce; 

‘‘(4) the potential impact of such processes or 
systems on health status and function of pa-
tients, including vulnerable populations includ-
ing children; 

‘‘(5) the areas of insufficient evidence identi-
fied under subsection (c)(2)(B); and 

‘‘(6) the evolution of meaningful use of health 
information technology, as defined in section 
3000. 

‘‘(f) COORDINATION.—The Center shall coordi-
nate its activities with activities conducted by 
the Center for Medicare and Medicaid Innova-
tion established under section 1115A of the So-
cial Security Act. 

‘‘(g) FUNDING.—There is authorized to be ap-
propriated to carry out this section $20,000,000 
for fiscal years 2010 through 2014. 
‘‘SEC. 934. QUALITY IMPROVEMENT TECHNICAL 

ASSISTANCE AND IMPLEMENTATION. 
‘‘(a) IN GENERAL.—The Director, through the 

Center for Quality Improvement and Patient 
Safety of the Agency for Healthcare Research 
and Quality (referred to in this section as the 
‘Center’), shall award— 

‘‘(1) technical assistance grants or contracts 
to eligible entities to provide technical support 
to institutions that deliver health care and 
health care providers (including rural and 
urban providers of services and suppliers with 
limited infrastructure and financial resources to 
implement and support quality improvement ac-
tivities, providers of services and suppliers with 
poor performance scores, and providers of serv-
ices and suppliers for which there are disparities 
in care among subgroups of patients) so that 
such institutions and providers understand, 
adapt, and implement the models and practices 
identified in the research conducted by the Cen-
ter, including the Quality Improvement Net-
works Research Program; and 

‘‘(2) implementation grants or contracts to eli-
gible entities to implement the models and prac-
tices described under paragraph (1). 

‘‘(b) ELIGIBLE ENTITIES.— 
‘‘(1) TECHNICAL ASSISTANCE AWARD.—To be eli-

gible to receive a technical assistance grant or 
contract under subsection (a)(1), an entity— 

‘‘(A) may be a health care provider, health 
care provider association, professional society, 
health care worker organization, Indian health 
organization, quality improvement organization, 
patient safety organization, local quality im-
provement collaborative, the Joint Commission, 
academic health center, university, physician- 
based research network, primary care extension 
program established under section 399W, a Fed-
eral Indian Health Service program or a health 
program operated by an Indian tribe (as defined 
in section 4 of the Indian Health Care Improve-
ment Act), or any other entity identified by the 
Secretary; and 

‘‘(B) shall have demonstrated expertise in pro-
viding information and technical support and 
assistance to health care providers regarding 
quality improvement. 

‘‘(2) IMPLEMENTATION AWARD.—To be eligible 
to receive an implementation grant or contract 
under subsection (a)(2), an entity— 

‘‘(A) may be a hospital or other health care 
provider or consortium or providers, as deter-
mined by the Secretary; and 

‘‘(B) shall have demonstrated expertise in pro-
viding information and technical support and 
assistance to health care providers regarding 
quality improvement. 

‘‘(c) APPLICATION.— 
‘‘(1) TECHNICAL ASSISTANCE AWARD.—To re-

ceive a technical assistance grant or contract 
under subsection (a)(1), an eligible entity shall 
submit an application to the Secretary at such 
time, in such manner, and containing— 

‘‘(A) a plan for a sustainable business model 
that may include a system of— 

‘‘(i) charging fees to institutions and providers 
that receive technical support from the entity; 
and 

‘‘(ii) reducing or eliminating such fees for 
such institutions and providers that serve low- 
income populations; and 

‘‘(B) such other information as the Director 
may require. 

‘‘(2) IMPLEMENTATION AWARD.—To receive a 
grant or contract under subsection (a)(2), an eli-
gible entity shall submit an application to the 
Secretary at such time, in such manner, and 
containing— 

‘‘(A) a plan for implementation of a model or 
practice identified in the research conducted by 
the Center including— 

‘‘(i) financial cost, staffing requirements, and 
timeline for implementation; and 

‘‘(ii) pre- and projected post-implementation 
quality measure performance data in targeted 
improvement areas identified by the Secretary; 
and 

‘‘(B) such other information as the Director 
may require. 

‘‘(d) MATCHING FUNDS.—The Director may not 
award a grant or contract under this section to 
an entity unless the entity agrees that it will 
make available (directly or through contribu-
tions from other public or private entities) non- 
Federal contributions toward the activities to be 
carried out under the grant or contract in an 
amount equal to $1 for each $5 of Federal funds 
provided under the grant or contract. Such non- 
Federal matching funds may be provided di-
rectly or through donations from public or pri-
vate entities and may be in cash or in-kind, 
fairly evaluated, including plant, equipment, or 
services. 

‘‘(e) EVALUATION.— 
‘‘(1) IN GENERAL.—The Director shall evaluate 

the performance of each entity that receives a 
grant or contract under this section. The eval-
uation of an entity shall include a study of— 

‘‘(A) the success of such entity in achieving 
the implementation, by the health care institu-
tions and providers assisted by such entity, of 
the models and practices identified in the re-
search conducted by the Center under section 
933; 
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‘‘(B) the perception of the health care institu-

tions and providers assisted by such entity re-
garding the value of the entity; and 

‘‘(C) where practicable, better patient health 
outcomes and lower cost resulting from the as-
sistance provided by such entity. 

‘‘(2) EFFECT OF EVALUATION.—Based on the 
outcome of the evaluation of the entity under 
paragraph (1), the Director shall determine 
whether to renew a grant or contract with such 
entity under this section. 

‘‘(f) COORDINATION.—The entities that receive 
a grant or contract under this section shall co-
ordinate with health information technology re-
gional extension centers under section 3012(c) 
and the primary care extension program estab-
lished under section 399W regarding the dissemi-
nation of quality improvement, system delivery 
reform, and best practices information.’’. 
SEC. 3502. ESTABLISHING COMMUNITY HEALTH 

TEAMS TO SUPPORT THE PATIENT- 
CENTERED MEDICAL HOME. 

(a) IN GENERAL.—The Secretary of Health and 
Human Services (referred to in this section as 
the ‘‘Secretary’’) shall establish a program to 
provide grants to or enter into contracts with el-
igible entities to establish community-based 
interdisciplinary, interprofessional teams (re-
ferred to in this section as ‘‘health teams’’) to 
support primary care practices, including obstet-
rics and gynecology practices, within the hos-
pital service areas served by the eligible entities. 
Grants or contracts shall be used to— 

(1) establish health teams to provide support 
services to primary care providers; and 

(2) provide capitated payments to primary 
care providers as determined by the Secretary. 

(b) ELIGIBLE ENTITIES.—To be eligible to re-
ceive a grant or contract under subsection (a), 
an entity shall— 

(1)(A) be a State or State-designated entity; or 
(B) be an Indian tribe or tribal organization, 

as defined in section 4 of the Indian Health 
Care Improvement Act; 

(2) submit a plan for achieving long-term fi-
nancial sustainability within 3 years; 

(3) submit a plan for incorporating prevention 
initiatives and patient education and care man-
agement resources into the delivery of health 
care that is integrated with community-based 
prevention and treatment resources, where 
available; 

(4) ensure that the health team established by 
the entity includes an interdisciplinary, inter-
professional team of health care providers, as 
determined by the Secretary; such team may in-
clude medical specialists, nurses, pharmacists, 
nutritionists, dieticians, social workers, behav-
ioral and mental health providers (including 
substance use disorder prevention and treatment 
providers), doctors of chiropractic, licensed com-
plementary and alternative medicine practi-
tioners, and physicians’ assistants; 

(5) agree to provide services to eligible individ-
uals with chronic conditions, as described in 
section 1945 of the Social Security Act (as added 
by section 2703), in accordance with the pay-
ment methodology established under subsection 
(c) of such section; and 

(6) submit to the Secretary an application at 
such time, in such manner, and containing such 
information as the Secretary may require. 

(c) REQUIREMENTS FOR HEALTH TEAMS.—A 
health team established pursuant to a grant or 
contract under subsection (a) shall— 

(1) establish contractual agreements with pri-
mary care providers to provide support services; 

(2) support patient-centered medical homes, 
defined as a mode of care that includes— 

(A) personal physicians; 
(B) whole person orientation; 
(C) coordinated and integrated care; 
(D) safe and high-quality care through evi-

dence-informed medicine, appropriate use of 
health information technology, and continuous 
quality improvements; 

(E) expanded access to care; and 
(F) payment that recognizes added value from 

additional components of patient-centered care; 

(3) collaborate with local primary care pro-
viders and existing State and community based 
resources to coordinate disease prevention, 
chronic disease management, transitioning be-
tween health care providers and settings and 
case management for patients, including chil-
dren, with priority given to those amenable to 
prevention and with chronic diseases or condi-
tions identified by the Secretary; 

(4) in collaboration with local health care pro-
viders, develop and implement interdisciplinary, 
interprofessional care plans that integrate clin-
ical and community preventive and health pro-
motion services for patients, including children, 
with a priority given to those amenable to pre-
vention and with chronic diseases or conditions 
identified by the Secretary; 

(5) incorporate health care providers, patients, 
caregivers, and authorized representatives in 
program design and oversight; 

(6) provide support necessary for local pri-
mary care providers to— 

(A) coordinate and provide access to high- 
quality health care services; 

(B) coordinate and provide access to preven-
tive and health promotion services; 

(C) provide access to appropriate specialty 
care and inpatient services; 

(D) provide quality-driven, cost-effective, cul-
turally appropriate, and patient- and family- 
centered health care; 

(E) provide access to pharmacist-delivered 
medication management services, including 
medication reconciliation; 

(F) provide coordination of the appropriate 
use of complementary and alternative (CAM) 
services to those who request such services; 

(G) promote effective strategies for treatment 
planning, monitoring health outcomes and re-
source use, sharing information, treatment deci-
sion support, and organizing care to avoid du-
plication of service and other medical manage-
ment approaches intended to improve quality 
and value of health care services; 

(H) provide local access to the continuum of 
health care services in the most appropriate set-
ting, including access to individuals that imple-
ment the care plans of patients and coordinate 
care, such as integrative health care practi-
tioners; 

(I) collect and report data that permits eval-
uation of the success of the collaborative effort 
on patient outcomes, including collection of 
data on patient experience of care, and identi-
fication of areas for improvement; and 

(J) establish a coordinated system of early 
identification and referral for children at risk 
for developmental or behavioral problems such 
as through the use of infolines, health informa-
tion technology, or other means as determined 
by the Secretary; 

(7) provide 24-hour care management and sup-
port during transitions in care settings includ-
ing— 

(A) a transitional care program that provides 
onsite visits from the care coordinator, assists 
with the development of discharge plans and 
medication reconciliation upon admission to and 
discharge from the hospitals, nursing home, or 
other institution setting; 

(B) discharge planning and counseling sup-
port to providers, patients, caregivers, and au-
thorized representatives; 

(C) assuring that post-discharge care plans in-
clude medication management, as appropriate; 

(D) referrals for mental and behavioral health 
services, which may include the use of infolines; 
and 

(E) transitional health care needs from adoles-
cence to adulthood; 

(8) serve as a liaison to community prevention 
and treatment programs; 

(9) demonstrate a capacity to implement and 
maintain health information technology that 
meets the requirements of certified EHR tech-
nology (as defined in section 3000 of the Public 
Health Service Act (42 U.S.C. 300jj)) to facilitate 
coordination among members of the applicable 

care team and affiliated primary care practices; 
and 

(10) where applicable, report to the Secretary 
information on quality measures used under sec-
tion 399JJ of the Public Health Service Act. 

(d) REQUIREMENT FOR PRIMARY CARE PRO-
VIDERS.—A provider who contracts with a care 
team shall— 

(1) provide a care plan to the care team for 
each patient participant; 

(2) provide access to participant health 
records; and 

(3) meet regularly with the care team to en-
sure integration of care. 

(e) REPORTING TO SECRETARY.—An entity that 
receives a grant or contract under subsection (a) 
shall submit to the Secretary a report that de-
scribes and evaluates, as requested by the Sec-
retary, the activities carried out by the entity 
under subsection (c). 

(f) DEFINITION OF PRIMARY CARE.—In this 
section, the term ‘‘primary care’’ means the pro-
vision of integrated, accessible health care serv-
ices by clinicians who are accountable for ad-
dressing a large majority of personal health care 
needs, developing a sustained partnership with 
patients, and practicing in the context of family 
and community. 
SEC. 3503. MEDICATION MANAGEMENT SERVICES 

IN TREATMENT OF CHRONIC DIS-
EASE. 

Title IX of the Public Health Service Act (42 
U.S.C. 299 et seq.), as amended by section 3501, 
is further amended by inserting after section 934 
the following: 
‘‘SEC. 935. GRANTS OR CONTRACTS TO IMPLE-

MENT MEDICATION MANAGEMENT 
SERVICES IN TREATMENT OF 
CHRONIC DISEASES. 

‘‘(a) IN GENERAL.—The Secretary, acting 
through the Patient Safety Research Center es-
tablished in section 933 (referred to in this sec-
tion as the ‘Center’), shall establish a program 
to provide grants or contracts to eligible entities 
to implement medication management (referred 
to in this section as ‘MTM’) services provided by 
licensed pharmacists, as a collaborative, multi-
disciplinary, inter-professional approach to the 
treatment of chronic diseases for targeted indi-
viduals, to improve the quality of care and re-
duce overall cost in the treatment of such dis-
eases. The Secretary shall commence the pro-
gram under this section not later than May 1, 
2010. 

‘‘(b) ELIGIBLE ENTITIES.—To be eligible to re-
ceive a grant or contract under subsection (a), 
an entity shall— 

‘‘(1) provide a setting appropriate for MTM 
services, as recommended by the experts de-
scribed in subsection (e); 

‘‘(2) submit to the Secretary a plan for achiev-
ing long-term financial sustainability; 

‘‘(3) where applicable, submit a plan for co-
ordinating MTM services through local commu-
nity health teams established in section 3502 of 
the Patient Protection and Affordable Care Act 
or in collaboration with primary care extension 
programs established in section 399W; 

‘‘(4) submit a plan for meeting the require-
ments under subsection (c); and 

‘‘(5) submit to the Secretary such other infor-
mation as the Secretary may require. 

‘‘(c) MTM SERVICES TO TARGETED INDIVID-
UALS.—The MTM services provided with the as-
sistance of a grant or contract awarded under 
subsection (a) shall, as allowed by State law in-
cluding applicable collaborative pharmacy prac-
tice agreements, include— 

‘‘(1) performing or obtaining necessary assess-
ments of the health and functional status of 
each patient receiving such MTM services; 

‘‘(2) formulating a medication treatment plan 
according to therapeutic goals agreed upon by 
the prescriber and the patient or caregiver or 
authorized representative of the patient; 

‘‘(3) selecting, initiating, modifying, recom-
mending changes to, or administering medica-
tion therapy; 
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‘‘(4) monitoring, which may include access to, 

ordering, or performing laboratory assessments, 
and evaluating the response of the patient to 
therapy, including safety and effectiveness; 

‘‘(5) performing an initial comprehensive 
medication review to identify, resolve, and pre-
vent medication-related problems, including ad-
verse drug events, quarterly targeted medication 
reviews for ongoing monitoring, and additional 
followup interventions on a schedule developed 
collaboratively with the prescriber; 

‘‘(6) documenting the care delivered and com-
municating essential information about such 
care, including a summary of the medication re-
view, and the recommendations of the phar-
macist to other appropriate health care pro-
viders of the patient in a timely fashion; 

‘‘(7) providing education and training de-
signed to enhance the understanding and ap-
propriate use of the medications by the patient, 
caregiver, and other authorized representative; 

‘‘(8) providing information, support services, 
and resources and strategies designed to en-
hance patient adherence with therapeutic regi-
mens; 

‘‘(9) coordinating and integrating MTM serv-
ices within the broader health care management 
services provided to the patient; and 

‘‘(10) such other patient care services allowed 
under pharmacist scopes of practice in use in 
other Federal programs that have implemented 
MTM services. 

‘‘(d) TARGETED INDIVIDUALS.—MTM services 
provided by licensed pharmacists under a grant 
or contract awarded under subsection (a) shall 
be offered to targeted individuals who— 

‘‘(1) take 4 or more prescribed medications (in-
cluding over-the-counter medications and die-
tary supplements); 

‘‘(2) take any ‘high risk’ medications; 
‘‘(3) have 2 or more chronic diseases, as identi-

fied by the Secretary; or 
‘‘(4) have undergone a transition of care, or 

other factors, as determined by the Secretary, 
that are likely to create a high risk of medica-
tion-related problems. 

‘‘(e) CONSULTATION WITH EXPERTS.—In de-
signing and implementing MTM services pro-
vided under grants or contracts awarded under 
subsection (a), the Secretary shall consult with 
Federal, State, private, public-private, and aca-
demic entities, pharmacy and pharmacist orga-
nizations, health care organizations, consumer 
advocates, chronic disease groups, and other 
stakeholders involved with the research, dis-
semination, and implementation of pharmacist- 
delivered MTM services, as the Secretary deter-
mines appropriate. The Secretary, in collabora-
tion with this group, shall determine whether it 
is possible to incorporate rapid cycle process im-
provement concepts in use in other Federal pro-
grams that have implemented MTM services. 

‘‘(f) REPORTING TO THE SECRETARY.—An enti-
ty that receives a grant or contract under sub-
section (a) shall submit to the Secretary a report 
that describes and evaluates, as requested by 
the Secretary, the activities carried out under 
subsection (c), including quality measures en-
dorsed by the entity with a contract under sec-
tion 1890 of the Social Security Act, as deter-
mined by the Secretary. 

‘‘(g) EVALUATION AND REPORT.—The Sec-
retary shall submit to the relevant committees of 
Congress a report which shall— 

‘‘(1) assess the clinical effectiveness of phar-
macist-provided services under the MTM serv-
ices program, as compared to usual care, includ-
ing an evaluation of whether enrollees main-
tained better health with fewer hospitalizations 
and emergency room visits than similar patients 
not enrolled in the program; 

‘‘(2) assess changes in overall health care re-
source use by targeted individuals; 

‘‘(3) assess patient and prescriber satisfaction 
with MTM services; 

‘‘(4) assess the impact of patient-cost sharing 
requirements on medication adherence and rec-
ommendations for modifications; 

‘‘(5) identify and evaluate other factors that 
may impact clinical and economic outcomes, in-
cluding demographic characteristics, clinical 
characteristics, and health services use of the 
patient, as well as characteristics of the regi-
men, pharmacy benefit, and MTM services pro-
vided; and 

‘‘(6) evaluate the extent to which partici-
pating pharmacists who maintain a dispensing 
role have a conflict of interest in the provision 
of MTM services, and if such conflict is found, 
provide recommendations on how such a conflict 
might be appropriately addressed. 

‘‘(h) GRANTS OR CONTRACTS TO FUND DEVEL-
OPMENT OF PERFORMANCE MEASURES.—The Sec-
retary may, through the quality measure devel-
opment program under section 931 of the Public 
Health Service Act, award grants or contracts to 
eligible entities for the purpose of funding the 
development of performance measures that as-
sess the use and effectiveness of medication 
therapy management services.’’. 
SEC. 3504. DESIGN AND IMPLEMENTATION OF RE-

GIONALIZED SYSTEMS FOR EMER-
GENCY CARE. 

(a) IN GENERAL.—Title XII of the Public 
Health Service Act (42 U.S.C. 300d et seq.) is 
amended— 

(1) in section 1203— 
(A) in the section heading, by inserting ‘‘FOR 

TRAUMA SYSTEMS’’ after ‘‘GRANTS’’; and 
(B) in subsection (a), by striking ‘‘Adminis-

trator of the Health Resources and Services Ad-
ministration’’ and inserting ‘‘Assistant Sec-
retary for Preparedness and Response’’; 

(2) by inserting after section 1203 the fol-
lowing: 
‘‘SEC. 1204. COMPETITIVE GRANTS FOR REGION-

ALIZED SYSTEMS FOR EMERGENCY 
CARE RESPONSE. 

‘‘(a) IN GENERAL.—The Secretary, acting 
through the Assistant Secretary for Prepared-
ness and Response, shall award not fewer than 
4 multiyear contracts or competitive grants to el-
igible entities to support pilot projects that de-
sign, implement, and evaluate innovative models 
of regionalized, comprehensive, and accountable 
emergency care and trauma systems. 

‘‘(b) ELIGIBLE ENTITY; REGION.—In this sec-
tion: 

‘‘(1) ELIGIBLE ENTITY.—The term ‘eligible enti-
ty’ means— 

‘‘(A) a State or a partnership of 1 or more 
States and 1 or more local governments; or 

‘‘(B) an Indian tribe (as defined in section 4 
of the Indian Health Care Improvement Act) or 
a partnership of 1 or more Indian tribes. 

‘‘(2) REGION.—The term ‘region’ means an 
area within a State, an area that lies within 
multiple States, or a similar area (such as a 
multicounty area), as determined by the Sec-
retary. 

‘‘(3) EMERGENCY SERVICES.—The term ‘emer-
gency services’ includes acute, prehospital, and 
trauma care. 

‘‘(c) PILOT PROJECTS.—The Secretary shall 
award a contract or grant under subsection (a) 
to an eligible entity that proposes a pilot project 
to design, implement, and evaluate an emer-
gency medical and trauma system that— 

‘‘(1) coordinates with public health and safety 
services, emergency medical services, medical fa-
cilities, trauma centers, and other entities in a 
region to develop an approach to emergency 
medical and trauma system access throughout 
the region, including 9–1–1 Public Safety An-
swering Points and emergency medical dispatch; 

‘‘(2) includes a mechanism, such as a regional 
medical direction or transport communications 
system, that operates throughout the region to 
ensure that the patient is taken to the medically 
appropriate facility (whether an initial facility 
or a higher-level facility) in a timely fashion; 

‘‘(3) allows for the tracking of prehospital and 
hospital resources, including inpatient bed ca-
pacity, emergency department capacity, trauma 
center capacity, on-call specialist coverage, am-
bulance diversion status, and the coordination 

of such tracking with regional communications 
and hospital destination decisions; and 

‘‘(4) includes a consistent region-wide 
prehospital, hospital, and interfacility data 
management system that— 

‘‘(A) submits data to the National EMS Infor-
mation System, the National Trauma Data 
Bank, and others; 

‘‘(B) reports data to appropriate Federal and 
State databanks and registries; and 

‘‘(C) contains information sufficient to evalu-
ate key elements of prehospital care, hospital 
destination decisions, including initial hospital 
and interfacility decisions, and relevant health 
outcomes of hospital care. 

‘‘(d) APPLICATION.— 
‘‘(1) IN GENERAL.—An eligible entity that seeks 

a contract or grant described in subsection (a) 
shall submit to the Secretary an application at 
such time and in such manner as the Secretary 
may require. 

‘‘(2) APPLICATION INFORMATION.—Each appli-
cation shall include— 

‘‘(A) an assurance from the eligible entity that 
the proposed system— 

‘‘(i) has been coordinated with the applicable 
State Office of Emergency Medical Services (or 
equivalent State office); 

‘‘(ii) includes consistent indirect and direct 
medical oversight of prehospital, hospital, and 
interfacility transport throughout the region; 

‘‘(iii) coordinates prehospital treatment and 
triage, hospital destination, and interfacility 
transport throughout the region; 

‘‘(iv) includes a categorization or designation 
system for special medical facilities throughout 
the region that is integrated with transport and 
destination protocols; 

‘‘(v) includes a regional medical direction, pa-
tient tracking, and resource allocation system 
that supports day-to-day emergency care and 
surge capacity and is integrated with other com-
ponents of the national and State emergency 
preparedness system; and 

‘‘(vi) addresses pediatric concerns related to 
integration, planning, preparedness, and coordi-
nation of emergency medical services for in-
fants, children and adolescents; and 

‘‘(B) such other information as the Secretary 
may require. 

‘‘(e) REQUIREMENT OF MATCHING FUNDS.— 
‘‘(1) IN GENERAL.—The Secretary may not 

make a grant under this section unless the State 
(or consortia of States) involved agrees, with re-
spect to the costs to be incurred by the State (or 
consortia) in carrying out the purpose for which 
such grant was made, to make available non- 
Federal contributions (in cash or in kind under 
paragraph (2)) toward such costs in an amount 
equal to not less than $1 for each $3 of Federal 
funds provided in the grant. Such contributions 
may be made directly or through donations from 
public or private entities. 

‘‘(2) NON-FEDERAL CONTRIBUTIONS.—Non-Fed-
eral contributions required in paragraph (1) 
may be in cash or in kind, fairly evaluated, in-
cluding equipment or services (and excluding in-
direct or overhead costs). Amounts provided by 
the Federal Government, or services assisted or 
subsidized to any significant extent by the Fed-
eral Government, may not be included in deter-
mining the amount of such non-Federal con-
tributions. 

‘‘(f) PRIORITY.—The Secretary shall give pri-
ority for the award of the contracts or grants 
described in subsection (a) to any eligible entity 
that serves a population in a medically under-
served area (as defined in section 330(b)(3)). 

‘‘(g) REPORT.—Not later than 90 days after 
the completion of a pilot project under sub-
section (a), the recipient of such contract or 
grant described in shall submit to the Secretary 
a report containing the results of an evaluation 
of the program, including an identification of— 

‘‘(1) the impact of the regional, accountable 
emergency care and trauma system on patient 
health outcomes for various critical care cat-
egories, such as trauma, stroke, cardiac emer-
gencies, neurological emergencies, and pediatric 
emergencies; 
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‘‘(2) the system characteristics that contribute 

to the effectiveness and efficiency of the pro-
gram (or lack thereof); 

‘‘(3) methods of assuring the long-term finan-
cial sustainability of the emergency care and 
trauma system; 

‘‘(4) the State and local legislation necessary 
to implement and to maintain the system; 

‘‘(5) the barriers to developing regionalized, 
accountable emergency care and trauma sys-
tems, as well as the methods to overcome such 
barriers; and 

‘‘(6) recommendations on the utilization of 
available funding for future regionalization ef-
forts. 

‘‘(h) DISSEMINATION OF FINDINGS.—The Sec-
retary shall, as appropriate, disseminate to the 
public and to the appropriate Committees of the 
Congress, the information contained in a report 
made under subsection (g).’’; and 

(3) in section 1232— 
(A) in subsection (a), by striking ‘‘appro-

priated’’ and all that follows through the period 
at the end and inserting ‘‘appropriated 
$24,000,000 for each of fiscal years 2010 through 
2014.’’; and 

(B) by inserting after subsection (c) the fol-
lowing: 

‘‘(d) AUTHORITY.—For the purpose of carrying 
out parts A through C, beginning on the date of 
enactment of the Patient Protection and Afford-
able Care Act, the Secretary shall transfer au-
thority in administering grants and related au-
thorities under such parts from the Adminis-
trator of the Health Resources and Services Ad-
ministration to the Assistant Secretary for Pre-
paredness and Response.’’. 

(b) SUPPORT FOR EMERGENCY MEDICINE RE-
SEARCH.—Part H of title IV of the Public Health 
Service Act (42 U.S.C. 289 et seq.) is amended by 
inserting after the section 498C the following: 
‘‘SEC. 498D. SUPPORT FOR EMERGENCY MEDI-

CINE RESEARCH. 
‘‘(a) EMERGENCY MEDICAL RESEARCH.—The 

Secretary shall support Federal programs ad-
ministered by the National Institutes of Health, 
the Agency for Healthcare Research and Qual-
ity, the Health Resources and Services Adminis-
tration, the Centers for Disease Control and 
Prevention, and other agencies involved in im-
proving the emergency care system to expand 
and accelerate research in emergency medical 
care systems and emergency medicine, includ-
ing— 

‘‘(1) the basic science of emergency medicine; 
‘‘(2) the model of service delivery and the com-

ponents of such models that contribute to en-
hanced patient health outcomes; 

‘‘(3) the translation of basic scientific research 
into improved practice; and 

‘‘(4) the development of timely and efficient 
delivery of health services. 

‘‘(b) PEDIATRIC EMERGENCY MEDICAL RE-
SEARCH.—The Secretary shall support Federal 
programs administered by the National Insti-
tutes of Health, the Agency for Healthcare Re-
search and Quality, the Health Resources and 
Services Administration, the Centers for Disease 
Control and Prevention, and other agencies to 
coordinate and expand research in pediatric 
emergency medical care systems and pediatric 
emergency medicine, including— 

‘‘(1) an examination of the gaps and opportu-
nities in pediatric emergency care research and 
a strategy for the optimal organization and 
funding of such research; 

‘‘(2) the role of pediatric emergency services as 
an integrated component of the overall health 
system; 

‘‘(3) system-wide pediatric emergency care 
planning, preparedness, coordination, and 
funding; 

‘‘(4) pediatric training in professional edu-
cation; and 

‘‘(5) research in pediatric emergency care, spe-
cifically on the efficacy, safety, and health out-
comes of medications used for infants, children, 
and adolescents in emergency care settings in 
order to improve patient safety. 

‘‘(c) IMPACT RESEARCH.—The Secretary shall 
support research to determine the estimated eco-
nomic impact of, and savings that result from, 
the implementation of coordinated emergency 
care systems. 

‘‘(d) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section such sums as may be necessary 
for each of fiscal years 2010 through 2014.’’. 
SEC. 3505. TRAUMA CARE CENTERS AND SERVICE 

AVAILABILITY. 
(a) TRAUMA CARE CENTERS.— 
(1) GRANTS FOR TRAUMA CARE CENTERS.—Sec-

tion 1241 of the Public Health Service Act (42 
U.S.C. 300d–41) is amended by striking sub-
sections (a) and (b) and inserting the following: 

‘‘(a) IN GENERAL.—The Secretary shall estab-
lish 3 programs to award grants to qualified 
public, nonprofit Indian Health Service, Indian 
tribal, and urban Indian trauma centers— 

‘‘(1) to assist in defraying substantial uncom-
pensated care costs; 

‘‘(2) to further the core missions of such trau-
ma centers, including by addressing costs associ-
ated with patient stabilization and transfer, 
trauma education and outreach, coordination 
with local and regional trauma systems, essen-
tial personnel and other fixed costs, and ex-
penses associated with employee and non-em-
ployee physician services; and 

‘‘(3) to provide emergency relief to ensure the 
continued and future availability of trauma 
services. 

‘‘(b) MINIMUM QUALIFICATIONS OF TRAUMA 
CENTERS.— 

‘‘(1) PARTICIPATION IN TRAUMA CARE SYSTEM 
OPERATING UNDER CERTAIN PROFESSIONAL GUIDE-
LINES.—Except as provided in paragraph (2), the 
Secretary may not award a grant to a trauma 
center under subsection (a) unless the trauma 
center is a participant in a trauma system that 
substantially complies with section 1213. 

‘‘(2) EXEMPTION.—Paragraph (1) shall not 
apply to trauma centers that are located in 
States with no existing trauma care system. 

‘‘(3) QUALIFICATION FOR SUBSTANTIAL UNCOM-
PENSATED CARE COSTS.—The Secretary shall 
award substantial uncompensated care grants 
under subsection (a)(1) only to trauma centers 
meeting at least 1 of the criteria in 1 of the fol-
lowing 3 categories: 

‘‘(A) CATEGORY A.—The criteria for category 
A are as follows: 

‘‘(i) At least 40 percent of the visits in the 
emergency department of the hospital in which 
the trauma center is located were charity or 
self-pay patients. 

‘‘(ii) At least 50 percent of the visits in such 
emergency department were Medicaid (under 
title XIX of the Social Security Act (42 U.S.C. 
1396 et seq.)) and charity and self-pay patients 
combined. 

‘‘(B) CATEGORY B.—The criteria for category 
B are as follows: 

‘‘(i) At least 35 percent of the visits in the 
emergency department were charity or self-pay 
patients. 

‘‘(ii) At least 50 percent of the visits in the 
emergency department were Medicaid and char-
ity and self-pay patients combined. 

‘‘(C) CATEGORY C.—The criteria for category C 
are as follows: 

‘‘(i) At least 20 percent of the visits in the 
emergency department were charity or self-pay 
patients. 

‘‘(ii) At least 30 percent of the visits in the 
emergency department were Medicaid and char-
ity and self-pay patients combined. 

‘‘(4) TRAUMA CENTERS IN 1115 WAIVER STATES.— 
Notwithstanding paragraph (3), the Secretary 
may award a substantial uncompensated care 
grant to a trauma center under subsection (a)(1) 
if the trauma center qualifies for funds under a 
Low Income Pool or Safety Net Care Pool estab-
lished through a waiver approved under section 
1115 of the Social Security Act (42 U.S.C. 1315). 

‘‘(5) DESIGNATION.—The Secretary may not 
award a grant to a trauma center unless such 

trauma center is verified by the American Col-
lege of Surgeons or designated by an equivalent 
State or local agency. 

‘‘(c) ADDITIONAL REQUIREMENTS.—The Sec-
retary may not award a grant to a trauma cen-
ter under subsection (a)(1) unless such trauma 
center— 

‘‘(1) submits to the Secretary a plan satisfac-
tory to the Secretary that demonstrates a con-
tinued commitment to serving trauma patients 
regardless of their ability to pay; and 

‘‘(2) has policies in place to assist patients 
who cannot pay for part or all of the care they 
receive, including a sliding fee scale, and to en-
sure fair billing and collection practices.’’. 

(2) CONSIDERATIONS IN MAKING GRANTS.—Sec-
tion 1242 of the Public Health Service Act (42 
U.S.C. 300d–42) is amended by striking sub-
sections (a) and (b) and inserting the following: 

‘‘(a) SUBSTANTIAL UNCOMPENSATED CARE 
AWARDS.— 

‘‘(1) IN GENERAL.—The Secretary shall estab-
lish an award basis for each eligible trauma cen-
ter for grants under section 1241(a)(1) according 
to the percentage described in paragraph (2), 
subject to the requirements of section 1241(b)(3). 

‘‘(2) PERCENTAGES.—The applicable percent-
ages are as follows: 

‘‘(A) With respect to a category A trauma cen-
ter, 100 percent of the uncompensated care costs. 

‘‘(B) With respect to a category B trauma cen-
ter, not more than 75 percent of the uncompen-
sated care costs. 

‘‘(C) With respect to a category C trauma cen-
ter, not more than 50 percent of the uncompen-
sated care costs. 

‘‘(b) CORE MISSION AWARDS.— 
‘‘(1) IN GENERAL.—In awarding grants under 

section 1241(a)(2), the Secretary shall— 
‘‘(A) reserve 25 percent of the amount allo-

cated for core mission awards for Level III and 
Level IV trauma centers; and 

‘‘(B) reserve 25 percent of the amount allo-
cated for core mission awards for large urban 
Level I and II trauma centers— 

‘‘(i) that have at least 1 graduate medical edu-
cation fellowship in trauma or trauma related 
specialties for which demand is exceeding sup-
ply; 

‘‘(ii) for which— 
‘‘(I) annual uncompensated care costs exceed 

$10,000,000; or 
‘‘(II) at least 20 percent of emergency depart-

ment visits are charity or self-pay or Medicaid 
patients; and 

‘‘(iii) that are not eligible for substantial un-
compensated care awards under section 
1241(a)(1). 

‘‘(c) EMERGENCY AWARDS.—In awarding 
grants under section 1241(a)(3), the Secretary 
shall— 

‘‘(1) give preference to any application sub-
mitted by a trauma center that provides trauma 
care in a geographic area in which the avail-
ability of trauma care has significantly de-
creased or will significantly decrease if the cen-
ter is forced to close or downgrade service or 
growth in demand for trauma services exceeds 
capacity; and 

‘‘(2) reallocate any emergency awards funds 
not obligated due to insufficient, or a lack of 
qualified, applications to the significant uncom-
pensated care award program.’’. 

(3) CERTAIN AGREEMENTS.—Section 1243 of the 
Public Health Service Act (42 U.S.C. 300d–43) is 
amended by striking subsections (a), (b), and (c) 
and inserting the following: 

‘‘(a) MAINTENANCE OF FINANCIAL SUPPORT.— 
The Secretary may require a trauma center re-
ceiving a grant under section 1241(a) to main-
tain access to trauma services at comparable lev-
els to the prior year during the grant period. 

‘‘(b) TRAUMA CARE REGISTRY.—The Secretary 
may require the trauma center receiving a grant 
under section 1241(a) to provide data to a na-
tional and centralized registry of trauma cases, 
in accordance with guidelines developed by the 
American College of Surgeons, and as the Sec-
retary may otherwise require.’’. 
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(4) GENERAL PROVISIONS.—Section 1244 of the 

Public Health Service Act (42 U.S.C. 300d–44) is 
amended by striking subsections (a), (b), and (c) 
and inserting the following: 

‘‘(a) APPLICATION.—The Secretary may not 
award a grant to a trauma center under section 
1241(a) unless such center submits an applica-
tion for the grant to the Secretary and the ap-
plication is in such form, is made in such man-
ner, and contains such agreements, assurances, 
and information as the Secretary determines to 
be necessary to carry out this part. 

‘‘(b) LIMITATION ON DURATION OF SUPPORT.— 
The period during which a trauma center re-
ceives payments under a grant under section 
1241(a)(3) shall be for 3 fiscal years, except that 
the Secretary may waive such requirement for a 
center and authorize such center to receive such 
payments for 1 additional fiscal year. 

‘‘(c) LIMITATION ON AMOUNT OF GRANT.—Not-
withstanding section 1242(a), a grant under sec-
tion 1241 may not be made in an amount exceed-
ing $2,000,000 for each fiscal year. 

‘‘(d) ELIGIBILITY.—Except as provided in sec-
tion 1242(b)(1)(B)(iii), acquisition of, or eligi-
bility for, a grant under section 1241(a) shall not 
preclude a trauma center from being eligible for 
other grants described in such section. 

‘‘(e) FUNDING DISTRIBUTION.—Of the total 
amount appropriated for a fiscal year under sec-
tion 1245, 70 percent shall be used for substan-
tial uncompensated care awards under section 
1241(a)(1), 20 percent shall be used for core mis-
sion awards under section 1241(a)(2), and 10 
percent shall be used for emergency awards 
under section 1241(a)(3). 

‘‘(f) MINIMUM ALLOWANCE.—Notwithstanding 
subsection (e), if the amount appropriated for a 
fiscal year under section 1245 is less than 
$25,000,000, all available funding for such fiscal 
year shall be used for substantial uncompen-
sated care awards under section 1241(a)(1). 

‘‘(g) SUBSTANTIAL UNCOMPENSATED CARE 
AWARD DISTRIBUTION AND PROPORTIONAL 
SHARE.—Notwithstanding section 1242(a), of the 
amount appropriated for substantial uncompen-
sated care grants for a fiscal year, the Secretary 
shall— 

‘‘(1) make available— 
‘‘(A) 50 percent of such funds for category A 

trauma center grantees; 
‘‘(B) 35 percent of such funds for category B 

trauma center grantees; and 
‘‘(C) 15 percent of such funds for category C 

trauma center grantees; and 
‘‘(2) provide available funds within each cat-

egory in a manner proportional to the award 
basis specified in section 1242(a)(2) to each eligi-
ble trauma center. 

‘‘(h) REPORT.—Beginning 2 years after the 
date of enactment of the Patient Protection and 
Affordable Care Act, and every 2 years there-
after, the Secretary shall biennially report to 
Congress regarding the status of the grants 
made under section 1241 and on the overall fi-
nancial stability of trauma centers.’’. 

(5) AUTHORIZATION OF APPROPRIATIONS.—Sec-
tion 1245 of the Public Health Service Act (42 
U.S.C. 300d–45) is amended to read as follows: 
‘‘SEC. 1245. AUTHORIZATION OF APPROPRIA-

TIONS. 
‘‘For the purpose of carrying out this part, 

there are authorized to be appropriated 
$100,000,000 for fiscal year 2009, and such sums 
as may be necessary for each of fiscal years 2010 
through 2015. Such authorization of appropria-
tions is in addition to any other authorization 
of appropriations or amounts that are available 
for such purpose.’’. 

(6) DEFINITION.—Part D of title XII of the 
Public Health Service Act (42 U.S.C. 300d–41 et 
seq.) is amended by adding at the end the fol-
lowing: 
‘‘SEC. 1246. DEFINITION. 

‘‘In this part, the term ‘uncompensated care 
costs’ means unreimbursed costs from serving 
self-pay, charity, or Medicaid patients, without 

regard to payment under section 1923 of the So-
cial Security Act, all of which are attributable 
to emergency care and trauma care, including 
costs related to subsequent inpatient admissions 
to the hospital.’’. 

(b) TRAUMA SERVICE AVAILABILITY.—Title XII 
of the Public Health Service Act (42 U.S.C. 300d 
et seq.) is amended by adding at the end the fol-
lowing: 
‘‘PART H—TRAUMA SERVICE AVAILABILITY 
‘‘SEC. 1281. GRANTS TO STATES. 

‘‘(a) ESTABLISHMENT.—To promote universal 
access to trauma care services provided by trau-
ma centers and trauma-related physician spe-
cialties, the Secretary shall provide funding to 
States to enable such States to award grants to 
eligible entities for the purposes described in this 
section. 

‘‘(b) AWARDING OF GRANTS BY STATES.—Each 
State may award grants to eligible entities with-
in the State for the purposes described in sub-
paragraph (d). 

‘‘(c) ELIGIBILITY.— 
‘‘(1) IN GENERAL.—To be eligible to receive a 

grant under subsection (b) an entity shall— 
‘‘(A) be— 
‘‘(i) a public or nonprofit trauma center or 

consortium thereof that meets that requirements 
of paragraphs (1), (2), and (5) of section 1241(b); 

‘‘(ii) a safety net public or nonprofit trauma 
center that meets the requirements of para-
graphs (1) through (5) of section 1241(b); or 

‘‘(iii) a hospital in an underserved area (as 
defined by the State) that seeks to establish new 
trauma services; and 

‘‘(B) submit to the State an application at 
such time, in such manner, and containing such 
information as the State may require. 

‘‘(2) LIMITATION.—A State shall use at least 40 
percent of the amount available to the State 
under this part for a fiscal year to award grants 
to safety net trauma centers described in para-
graph (1)(A)(ii). 

‘‘(d) USE OF FUNDS.—The recipient of a grant 
under subsection (b) shall carry out 1 or more of 
the following activities consistent with sub-
section (b): 

‘‘(1) Providing trauma centers with funding to 
support physician compensation in trauma-re-
lated physician specialties where shortages exist 
in the region involved, with priority provided to 
safety net trauma centers described in sub-
section (c)(1)(A)(ii). 

‘‘(2) Providing for individual safety net trau-
ma center fiscal stability and costs related to 
having service that is available 24 hours a day, 
7 days a week, with priority provided to safety 
net trauma centers described in subsection 
(c)(1)(A)(ii) located in urban, border, and rural 
areas. 

‘‘(3) Reducing trauma center overcrowding at 
specific trauma centers related to throughput of 
trauma patients. 

‘‘(4) Establishing new trauma services in un-
derserved areas as defined by the State. 

‘‘(5) Enhancing collaboration between trauma 
centers and other hospitals and emergency med-
ical services personnel related to trauma service 
availability. 

‘‘(6) Making capital improvements to enhance 
access and expedite trauma care, including pro-
viding helipads and associated safety infra-
structure. 

‘‘(7) Enhancing trauma surge capacity at spe-
cific trauma centers. 

‘‘(8) Ensuring expedient receipt of trauma pa-
tients transported by ground or air to the appro-
priate trauma center. 

‘‘(9) Enhancing interstate trauma center col-
laboration. 

‘‘(e) LIMITATION.— 
‘‘(1) IN GENERAL.—A State may use not more 

than 20 percent of the amount available to the 
State under this part for a fiscal year for admin-
istrative costs associated with awarding grants 
and related costs. 

‘‘(2) MAINTENANCE OF EFFORT.—The Secretary 
may not provide funding to a State under this 

part unless the State agrees that such funds will 
be used to supplement and not supplant State 
funding otherwise available for the activities 
and costs described in this part. 

‘‘(f) DISTRIBUTION OF FUNDS.—The following 
shall apply with respect to grants provided in 
this part: 

‘‘(1) LESS THAN $10,000,000.—If the amount of 
appropriations for this part in a fiscal year is 
less than $10,000,000, the Secretary shall divide 
such funding evenly among only those States 
that have 1 or more trauma centers eligible for 
funding under section 1241(b)(3)(A). 

‘‘(2) LESS THAN $20,000,000.—If the amount of 
appropriations in a fiscal year is less than 
$20,000,000, the Secretary shall divide such 
funding evenly among only those States that 
have 1 or more trauma centers eligible for fund-
ing under subparagraphs (A) and (B) of section 
1241(b)(3). 

‘‘(3) LESS THAN $30,000,000.—If the amount of 
appropriations for this part in a fiscal year is 
less than $30,000,000, the Secretary shall divide 
such funding evenly among only those States 
that have 1 or more trauma centers eligible for 
funding under section 1241(b)(3). 

‘‘(4) $30,000,000 OR MORE.—If the amount of 
appropriations for this part in a fiscal year is 
$30,000,000 or more, the Secretary shall divide 
such funding evenly among all States. 
‘‘SEC. 1282. AUTHORIZATION OF APPROPRIA-

TIONS. 
‘‘For the purpose of carrying out this part, 

there is authorized to be appropriated 
$100,000,000 for each of fiscal years 2010 through 
2015.’’. 
SEC. 3506. PROGRAM TO FACILITATE SHARED DE-

CISIONMAKING. 
Part D of title IX of the Public Health Service 

Act, as amended by section 3503, is further 
amended by adding at the end the following: 
‘‘SEC. 936. PROGRAM TO FACILITATE SHARED DE-

CISIONMAKING. 
‘‘(a) PURPOSE.—The purpose of this section is 

to facilitate collaborative processes between pa-
tients, caregivers or authorized representatives, 
and clinicians that engages the patient, care-
giver or authorized representative in decision-
making, provides patients, caregivers or author-
ized representatives with information about 
trade-offs among treatment options, and facili-
tates the incorporation of patient preferences 
and values into the medical plan. 

‘‘(b) DEFINITIONS.—In this section: 
‘‘(1) PATIENT DECISION AID.—The term ‘patient 

decision aid’ means an educational tool that 
helps patients, caregivers or authorized rep-
resentatives understand and communicate their 
beliefs and preferences related to their treatment 
options, and to decide with their health care 
provider what treatments are best for them 
based on their treatment options, scientific evi-
dence, circumstances, beliefs, and preferences. 

‘‘(2) PREFERENCE SENSITIVE CARE.—The term 
‘preference sensitive care’ means medical care 
for which the clinical evidence does not clearly 
support one treatment option such that the ap-
propriate course of treatment depends on the 
values of the patient or the preferences of the 
patient, caregivers or authorized representatives 
regarding the benefits, harms and scientific evi-
dence for each treatment option, the use of such 
care should depend on the informed patient 
choice among clinically appropriate treatment 
options. 

‘‘(c) ESTABLISHMENT OF INDEPENDENT STAND-
ARDS FOR PATIENT DECISION AIDS FOR PREF-
ERENCE SENSITIVE CARE.— 

‘‘(1) CONTRACT WITH ENTITY TO ESTABLISH 
STANDARDS AND CERTIFY PATIENT DECISION 
AIDS.— 

‘‘(A) IN GENERAL.—For purposes of supporting 
consensus-based standards for patient decision 
aids for preference sensitive care and a certifi-
cation process for patient decision aids for use 
in the Federal health programs and by other in-
terested parties, the Secretary shall have in ef-
fect a contract with the entity with a contract 
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under section 1890 of the Social Security Act. 
Such contract shall provide that the entity per-
form the duties described in paragraph (2). 

‘‘(B) TIMING FOR FIRST CONTRACT.—As soon as 
practicable after the date of the enactment of 
this section, the Secretary shall enter into the 
first contract under subparagraph (A). 

‘‘(C) PERIOD OF CONTRACT.—A contract under 
subparagraph (A) shall be for a period of 18 
months (except such contract may be renewed 
after a subsequent bidding process). 

‘‘(2) DUTIES.—The following duties are de-
scribed in this paragraph: 

‘‘(A) DEVELOP AND IDENTIFY STANDARDS FOR 
PATIENT DECISION AIDS.—The entity shall syn-
thesize evidence and convene a broad range of 
experts and key stakeholders to develop and 
identify consensus-based standards to evaluate 
patient decision aids for preference sensitive 
care. 

‘‘(B) ENDORSE PATIENT DECISION AIDS.—The 
entity shall review patient decision aids and de-
velop a certification process whether patient de-
cision aids meet the standards developed and 
identified under subparagraph (A). The entity 
shall give priority to the review and certification 
of patient decision aids for preference sensitive 
care. 

‘‘(d) PROGRAM TO DEVELOP, UPDATE AND PA-
TIENT DECISION AIDS TO ASSIST HEALTH CARE 
PROVIDERS AND PATIENTS.— 

‘‘(1) IN GENERAL.—The Secretary, acting 
through the Director, and in coordination with 
heads of other relevant agencies, such as the Di-
rector of the Centers for Disease Control and 
Prevention and the Director of the National In-
stitutes of Health, shall establish a program to 
award grants or contracts— 

‘‘(A) to develop, update, and produce patient 
decision aids for preference sensitive care to as-
sist health care providers in educating patients, 
caregivers, and authorized representatives con-
cerning the relative safety, relative effectiveness 
(including possible health outcomes and impact 
on functional status), and relative cost of treat-
ment or, where appropriate, palliative care op-
tions; 

‘‘(B) to test such materials to ensure such ma-
terials are balanced and evidence based in aid-
ing health care providers and patients, care-
givers, and authorized representatives to make 
informed decisions about patient care and can 
be easily incorporated into a broad array of 
practice settings; and 

‘‘(C) to educate providers on the use of such 
materials, including through academic cur-
ricula. 

‘‘(2) REQUIREMENTS FOR PATIENT DECISION 
AIDS.—Patient decision aids developed and pro-
duced pursuant to a grant or contract under 
paragraph (1)— 

‘‘(A) shall be designed to engage patients, 
caregivers, and authorized representatives in in-
formed decisionmaking with health care pro-
viders; 

‘‘(B) shall present up-to-date clinical evidence 
about the risks and benefits of treatment options 
in a form and manner that is age-appropriate 
and can be adapted for patients, caregivers, and 
authorized representatives from a variety of cul-
tural and educational backgrounds to reflect the 
varying needs of consumers and diverse levels of 
health literacy; 

‘‘(C) shall, where appropriate, explain why 
there is a lack of evidence to support one treat-
ment option over another; and 

‘‘(D) shall address health care decisions 
across the age span, including those affecting 
vulnerable populations including children. 

‘‘(3) DISTRIBUTION.—The Director shall ensure 
that patient decision aids produced with grants 
or contracts under this section are available to 
the public. 

‘‘(4) NONDUPLICATION OF EFFORTS.—The Di-
rector shall ensure that the activities under this 
section of the Agency and other agencies, in-
cluding the Centers for Disease Control and Pre-
vention and the National Institutes of Health, 
are free of unnecessary duplication of effort. 

‘‘(e) GRANTS TO SUPPORT SHARED DECISION-
MAKING IMPLEMENTATION.— 

‘‘(1) IN GENERAL.—The Secretary shall estab-
lish a program to provide for the phased-in de-
velopment, implementation, and evaluation of 
shared decisionmaking using patient decision 
aids to meet the objective of improving the un-
derstanding of patients of their medical treat-
ment options. 

‘‘(2) SHARED DECISIONMAKING RESOURCE CEN-
TERS.— 

‘‘(A) IN GENERAL.—The Secretary shall pro-
vide grants for the establishment and support of 
Shared Decisionmaking Resource Centers (re-
ferred to in this subsection as ‘Centers’) to pro-
vide technical assistance to providers and to de-
velop and disseminate best practices and other 
information to support and accelerate adoption, 
implementation, and effective use of patient de-
cision aids and shared decisionmaking by pro-
viders. 

‘‘(B) OBJECTIVES.—The objective of a Center is 
to enhance and promote the adoption of patient 
decision aids and shared decisionmaking 
through— 

‘‘(i) providing assistance to eligible providers 
with the implementation and effective use of, 
and training on, patient decision aids; and 

‘‘(ii) the dissemination of best practices and 
research on the implementation and effective 
use of patient decision aids. 

‘‘(3) SHARED DECISIONMAKING PARTICIPATION 
GRANTS.— 

‘‘(A) IN GENERAL.—The Secretary shall pro-
vide grants to health care providers for the de-
velopment and implementation of shared deci-
sionmaking techniques and to assess the use of 
such techniques. 

‘‘(B) PREFERENCE.—In order to facilitate the 
use of best practices, the Secretary shall provide 
a preference in making grants under this sub-
section to health care providers who participate 
in training by Shared Decisionmaking Resource 
Centers or comparable training. 

‘‘(C) LIMITATION.—Funds under this para-
graph shall not be used to purchase or imple-
ment use of patient decision aids other than 
those certified under the process identified in 
subsection (c). 

‘‘(4) GUIDANCE.—The Secretary may issue 
guidance to eligible grantees under this sub-
section on the use of patient decision aids. 

‘‘(f) FUNDING.—For purposes of carrying out 
this section there are authorized to be appro-
priated such sums as may be necessary for fiscal 
year 2010 and each subsequent fiscal year.’’. 
SEC. 3507. PRESENTATION OF PRESCRIPTION 

DRUG BENEFIT AND RISK INFORMA-
TION. 

(a) IN GENERAL.—The Secretary of Health and 
Human Services (referred to in this section as 
the ‘‘Secretary’’), acting through the Commis-
sioner of Food and Drugs, shall determine 
whether the addition of quantitative summaries 
of the benefits and risks of prescription drugs in 
a standardized format (such as a table or drug 
facts box) to the promotional labeling or print 
advertising of such drugs would improve health 
care decisionmaking by clinicians and patients 
and consumers. 

(b) REVIEW AND CONSULTATION.—In making 
the determination under subsection (a), the Sec-
retary shall review all available scientific evi-
dence and research on decisionmaking and so-
cial and cognitive psychology and consult with 
drug manufacturers, clinicians, patients and 
consumers, experts in health literacy, represent-
atives of racial and ethnic minorities, and ex-
perts in women’s and pediatric health. 

(c) REPORT.—Not later than 1 year after the 
date of enactment of this Act, the Secretary 
shall submit to Congress a report that provides— 

(1) the determination by the Secretary under 
subsection (a); and 

(2) the reasoning and analysis underlying 
that determination. 

(d) AUTHORITY.—If the Secretary determines 
under subsection (a) that the addition of quan-

titative summaries of the benefits and risks of 
prescription drugs in a standardized format 
(such as a table or drug facts box) to the pro-
motional labeling or print advertising of such 
drugs would improve health care decision-
making by clinicians and patients and con-
sumers, then the Secretary, not later than 3 
years after the date of submission of the report 
under subsection (c), shall promulgate proposed 
regulations as necessary to implement such for-
mat. 

(e) CLARIFICATION.—Nothing in this section 
shall be construed to restrict the existing au-
thorities of the Secretary with respect to benefit 
and risk information. 
SEC. 3508. DEMONSTRATION PROGRAM TO INTE-

GRATE QUALITY IMPROVEMENT AND 
PATIENT SAFETY TRAINING INTO 
CLINICAL EDUCATION OF HEALTH 
PROFESSIONALS. 

(a) IN GENERAL.—The Secretary may award 
grants to eligible entities or consortia under this 
section to carry out demonstration projects to 
develop and implement academic curricula that 
integrates quality improvement and patient 
safety in the clinical education of health profes-
sionals. Such awards shall be made on a com-
petitive basis and pursuant to peer review. 

(b) ELIGIBILITY.—To be eligible to receive a 
grant under subsection (a), an entity or consor-
tium shall— 

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

(2) be or include— 
(A) a health professions school; 
(B) a school of public health; 
(C) a school of social work; 
(D) a school of nursing; 
(E) a school of pharmacy; 
(F) an institution with a graduate medical 

education program; or 
(G) a school of health care administration; 
(3) collaborate in the development of curricula 

described in subsection (a) with an organization 
that accredits such school or institution; 

(4) provide for the collection of data regarding 
the effectiveness of the demonstration project; 
and 

(5) provide matching funds in accordance 
with subsection (c). 

(c) MATCHING FUNDS.— 
(1) IN GENERAL.—The Secretary may award a 

grant to an entity or consortium under this sec-
tion only if the entity or consortium agrees to 
make available non-Federal contributions to-
ward the costs of the program to be funded 
under the grant in an amount that is not less 
than $1 for each $5 of Federal funds provided 
under the grant. 

(2) DETERMINATION OF AMOUNT CONTRIB-
UTED.—Non-Federal contributions under para-
graph (1) may be in cash or in-kind, fairly eval-
uated, including equipment or services. Amounts 
provided by the Federal Government, or services 
assisted or subsidized to any significant extent 
by the Federal Government, may not be in-
cluded in determining the amount of such con-
tributions. 

(d) EVALUATION.—The Secretary shall take 
such action as may be necessary to evaluate the 
projects funded under this section and publish, 
make publicly available, and disseminate the re-
sults of such evaluations on as wide a basis as 
is practicable. 

(e) REPORTS.—Not later than 2 years after the 
date of enactment of this section, and annually 
thereafter, the Secretary shall submit to the 
Committee on Health, Education, Labor, and 
Pensions and the Committee on Finance of the 
Senate and the Committee on Energy and Com-
merce and the Committee on Ways and Means of 
the House of Representatives a report that— 

(1) describes the specific projects supported 
under this section; and 

(2) contains recommendations for Congress 
based on the evaluation conducted under sub-
section (d). 
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SEC. 3509. IMPROVING WOMEN’S HEALTH. 

(a) HEALTH AND HUMAN SERVICES OFFICE ON 
WOMEN’S HEALTH.— 

(1) ESTABLISHMENT.—Part A of title II of the 
Public Health Service Act (42 U.S.C. 202 et seq.) 
is amended by adding at the end the following: 
‘‘SEC. 229. HEALTH AND HUMAN SERVICES OF-

FICE ON WOMEN’S HEALTH. 
‘‘(a) ESTABLISHMENT OF OFFICE.—There is es-

tablished within the Office of the Secretary, an 
Office on Women’s Health (referred to in this 
section as the ‘Office’). The Office shall be 
headed by a Deputy Assistant Secretary for 
Women’s Health who may report to the Sec-
retary. 

‘‘(b) DUTIES.—The Secretary, acting through 
the Office, with respect to the health concerns 
of women, shall— 

‘‘(1) establish short-range and long-range 
goals and objectives within the Department of 
Health and Human Services and, as relevant 
and appropriate, coordinate with other appro-
priate offices on activities within the Depart-
ment that relate to disease prevention, health 
promotion, service delivery, research, and public 
and health care professional education, for 
issues of particular concern to women through-
out their lifespan; 

‘‘(2) provide expert advice and consultation to 
the Secretary concerning scientific, legal, eth-
ical, and policy issues relating to women’s 
health; 

‘‘(3) monitor the Department of Health and 
Human Services’ offices, agencies, and regional 
activities regarding women’s health and identify 
needs regarding the coordination of activities, 
including intramural and extramural multidisci-
plinary activities; 

‘‘(4) establish a Department of Health and 
Human Services Coordinating Committee on 
Women’s Health, which shall be chaired by the 
Deputy Assistant Secretary for Women’s Health 
and composed of senior level representatives 
from each of the agencies and offices of the De-
partment of Health and Human Services; 

‘‘(5) establish a National Women’s Health In-
formation Center to— 

‘‘(A) facilitate the exchange of information re-
garding matters relating to health information, 
health promotion, preventive health services, re-
search advances, and education in the appro-
priate use of health care; 

‘‘(B) facilitate access to such information; 
‘‘(C) assist in the analysis of issues and prob-

lems relating to the matters described in this 
paragraph; and 

‘‘(D) provide technical assistance with respect 
to the exchange of information (including facili-
tating the development of materials for such 
technical assistance); 

‘‘(6) coordinate efforts to promote women’s 
health programs and policies with the private 
sector; and 

‘‘(7) through publications and any other 
means appropriate, provide for the exchange of 
information between the Office and recipients of 
grants, contracts, and agreements under sub-
section (c), and between the Office and health 
professionals and the general public. 

‘‘(c) GRANTS AND CONTRACTS REGARDING DU-
TIES.— 

‘‘(1) AUTHORITY.—In carrying out subsection 
(b), the Secretary may make grants to, and enter 
into cooperative agreements, contracts, and 
interagency agreements with, public and private 
entities, agencies, and organizations. 

‘‘(2) EVALUATION AND DISSEMINATION.—The 
Secretary shall directly or through contracts 
with public and private entities, agencies, and 
organizations, provide for evaluations of 
projects carried out with financial assistance 
provided under paragraph (1) and for the dis-
semination of information developed as a result 
of such projects. 

‘‘(d) REPORTS.—Not later than 1 year after the 
date of enactment of this section, and every sec-
ond year thereafter, the Secretary shall prepare 
and submit to the appropriate committees of 

Congress a report describing the activities car-
ried out under this section during the period for 
which the report is being prepared. 

‘‘(e) AUTHORIZATION OF APPROPRIATIONS.— 
For the purpose of carrying out this section, 
there are authorized to be appropriated such 
sums as may be necessary for each of the fiscal 
years 2010 through 2014.’’. 

(2) TRANSFER OF FUNCTIONS.—There are trans-
ferred to the Office on Women’s Health (estab-
lished under section 229 of the Public Health 
Service Act, as added by this section), all func-
tions exercised by the Office on Women’s Health 
of the Public Health Service prior to the date of 
enactment of this section, including all per-
sonnel and compensation authority, all delega-
tion and assignment authority, and all remain-
ing appropriations. All orders, determinations, 
rules, regulations, permits, agreements, grants, 
contracts, certificates, licenses, registrations, 
privileges, and other administrative actions 
that— 

(A) have been issued, made, granted, or al-
lowed to become effective by the President, any 
Federal agency or official thereof, or by a court 
of competent jurisdiction, in the performance of 
functions transferred under this paragraph; and 

(B) are in effect at the time this section takes 
effect, or were final before the date of enactment 
of this section and are to become effective on or 
after such date, 
shall continue in effect according to their terms 
until modified, terminated, superseded, set 
aside, or revoked in accordance with law by the 
President, the Secretary, or other authorized of-
ficial, a court of competent jurisdiction, or by 
operation of law. 

(b) CENTERS FOR DISEASE CONTROL AND PRE-
VENTION OFFICE OF WOMEN’S HEALTH.—Part A 
of title III of the Public Health Service Act (42 
U.S.C. 241 et seq.) is amended by adding at the 
end the following: 
‘‘SEC. 310A. CENTERS FOR DISEASE CONTROL 

AND PREVENTION OFFICE OF WOM-
EN’S HEALTH. 

‘‘(a) ESTABLISHMENT.—There is established 
within the Office of the Director of the Centers 
for Disease Control and Prevention, an office to 
be known as the Office of Women’s Health (re-
ferred to in this section as the ‘Office’). The Of-
fice shall be headed by a director who shall be 
appointed by the Director of such Centers. 

‘‘(b) PURPOSE.—The Director of the Office 
shall— 

‘‘(1) report to the Director of the Centers for 
Disease Control and Prevention on the current 
level of the Centers’ activity regarding women’s 
health conditions across, where appropriate, 
age, biological, and sociocultural contexts, in all 
aspects of the Centers’ work, including preven-
tion programs, public and professional edu-
cation, services, and treatment; 

‘‘(2) establish short-range and long-range 
goals and objectives within the Centers for wom-
en’s health and, as relevant and appropriate, 
coordinate with other appropriate offices on ac-
tivities within the Centers that relate to preven-
tion, research, education and training, service 
delivery, and policy development, for issues of 
particular concern to women; 

‘‘(3) identify projects in women’s health that 
should be conducted or supported by the Cen-
ters; 

‘‘(4) consult with health professionals, non-
governmental organizations, consumer organiza-
tions, women’s health professionals, and other 
individuals and groups, as appropriate, on the 
policy of the Centers with regard to women; and 

‘‘(5) serve as a member of the Department of 
Health and Human Services Coordinating Com-
mittee on Women’s Health (established under 
section 229(b)(4)). 

‘‘(c) DEFINITION.—As used in this section, the 
term ‘women’s health conditions’, with respect 
to women of all age, ethnic, and racial groups, 
means diseases, disorders, and conditions— 

‘‘(1) unique to, significantly more serious for, 
or significantly more prevalent in women; and 

‘‘(2) for which the factors of medical risk or 
type of medical intervention are different for 
women, or for which there is reasonable evi-
dence that indicates that such factors or types 
may be different for women. 

‘‘(d) AUTHORIZATION OF APPROPRIATIONS.— 
For the purpose of carrying out this section, 
there are authorized to be appropriated such 
sums as may be necessary for each of the fiscal 
years 2010 through 2014.’’. 

(c) OFFICE OF WOMEN’S HEALTH RESEARCH.— 
Section 486(a) of the Public Health Service Act 
(42 U.S.C. 287d(a)) is amended by inserting 
‘‘and who shall report directly to the Director’’ 
before the period at the end thereof. 

(d) SUBSTANCE ABUSE AND MENTAL HEALTH 
SERVICES ADMINISTRATION.—Section 501(f) of 
the Public Health Service Act (42 U.S.C. 
290aa(f)) is amended— 

(1) in paragraph (1), by inserting ‘‘who shall 
report directly to the Administrator’’ before the 
period; 

(2) by redesignating paragraph (4) as para-
graph (5); and 

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

‘‘(4) OFFICE.—Nothing in this subsection shall 
be construed to preclude the Secretary from es-
tablishing within the Substance Abuse and 
Mental Health Administration an Office of 
Women’s Health.’’. 

(e) AGENCY FOR HEALTHCARE RESEARCH AND 
QUALITY ACTIVITIES REGARDING WOMEN’S 
HEALTH.—Part C of title IX of the Public Health 
Service Act (42 U.S.C. 299c et seq.) is amended— 

(1) by redesignating sections 925 and 926 as 
sections 926 and 927, respectively; and 

(2) by inserting after section 924 the following: 
‘‘SEC. 925. ACTIVITIES REGARDING WOMEN’S 

HEALTH. 
‘‘(a) ESTABLISHMENT.—There is established 

within the Office of the Director, an Office of 
Women’s Health and Gender-Based Research 
(referred to in this section as the ‘Office’). The 
Office shall be headed by a director who shall be 
appointed by the Director of Healthcare and Re-
search Quality. 

‘‘(b) PURPOSE.—The official designated under 
subsection (a) shall— 

‘‘(1) report to the Director on the current 
Agency level of activity regarding women’s 
health, across, where appropriate, age, biologi-
cal, and sociocultural contexts, in all aspects of 
Agency work, including the development of evi-
dence reports and clinical practice protocols and 
the conduct of research into patient outcomes, 
delivery of health care services, quality of care, 
and access to health care; 

‘‘(2) establish short-range and long-range 
goals and objectives within the Agency for re-
search important to women’s health and, as rel-
evant and appropriate, coordinate with other 
appropriate offices on activities within the 
Agency that relate to health services and med-
ical effectiveness research, for issues of par-
ticular concern to women; 

‘‘(3) identify projects in women’s health that 
should be conducted or supported by the Agen-
cy; 

‘‘(4) consult with health professionals, non-
governmental organizations, consumer organiza-
tions, women’s health professionals, and other 
individuals and groups, as appropriate, on 
Agency policy with regard to women; and 

‘‘(5) serve as a member of the Department of 
Health and Human Services Coordinating Com-
mittee on Women’s Health (established under 
section 229(b)(4)).’’. 

‘‘(c) AUTHORIZATION OF APPROPRIATIONS.— 
For the purpose of carrying out this section, 
there are authorized to be appropriated such 
sums as may be necessary for each of the fiscal 
years 2010 through 2014.’’. 

(f) HEALTH RESOURCES AND SERVICES ADMIN-
ISTRATION OFFICE OF WOMEN’S HEALTH.—Title 
VII of the Social Security Act (42 U.S.C. 901 et 
seq.) is amended by adding at the end the fol-
lowing: 
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‘‘SEC. 713. OFFICE OF WOMEN’S HEALTH. 

‘‘(a) ESTABLISHMENT.—The Secretary shall es-
tablish within the Office of the Administrator of 
the Health Resources and Services Administra-
tion, an office to be known as the Office of 
Women’s Health. The Office shall be headed by 
a director who shall be appointed by the Admin-
istrator. 

‘‘(b) PURPOSE.—The Director of the Office 
shall— 

‘‘(1) report to the Administrator on the cur-
rent Administration level of activity regarding 
women’s health across, where appropriate, age, 
biological, and sociocultural contexts; 

‘‘(2) establish short-range and long-range 
goals and objectives within the Health Re-
sources and Services Administration for wom-
en’s health and, as relevant and appropriate, 
coordinate with other appropriate offices on ac-
tivities within the Administration that relate to 
health care provider training, health service de-
livery, research, and demonstration projects, for 
issues of particular concern to women; 

‘‘(3) identify projects in women’s health that 
should be conducted or supported by the bu-
reaus of the Administration; 

‘‘(4) consult with health professionals, non-
governmental organizations, consumer organiza-
tions, women’s health professionals, and other 
individuals and groups, as appropriate, on Ad-
ministration policy with regard to women; and 

‘‘(5) serve as a member of the Department of 
Health and Human Services Coordinating Com-
mittee on Women’s Health (established under 
section 229(b)(4) of the Public Health Service 
Act). 

‘‘(c) CONTINUED ADMINISTRATION OF EXISTING 
PROGRAMS.—The Director of the Office shall as-
sume the authority for the development, imple-
mentation, administration, and evaluation of 
any projects carried out through the Health Re-
sources and Services Administration relating to 
women’s health on the date of enactment of this 
section. 

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

‘‘(1) ADMINISTRATION.—The term ‘Administra-
tion’ means the Health Resources and Services 
Administration. 

‘‘(2) ADMINISTRATOR.—The term ‘Adminis-
trator’ means the Administrator of the Health 
Resources and Services Administration. 

‘‘(3) OFFICE.—The term ‘Office’ means the Of-
fice of Women’s Health established under this 
section in the Administration. 

‘‘(e) AUTHORIZATION OF APPROPRIATIONS.— 
For the purpose of carrying out this section, 
there are authorized to be appropriated such 
sums as may be necessary for each of the fiscal 
years 2010 through 2014.’’. 

(g) FOOD AND DRUG ADMINISTRATION OFFICE 
OF WOMEN’S HEALTH.—Chapter X of the Federal 
Food, Drug, and Cosmetic Act (21 U.S.C. 391 et 
seq.) is amended by adding at the end the fol-
lowing: 
‘‘SEC. 1011. OFFICE OF WOMEN’S HEALTH. 

‘‘(a) ESTABLISHMENT.—There is established 
within the Office of the Commissioner, an office 
to be known as the Office of Women’s Health 
(referred to in this section as the ‘Office’). The 
Office shall be headed by a director who shall be 
appointed by the Commissioner of Food and 
Drugs. 

‘‘(b) PURPOSE.—The Director of the Office 
shall— 

‘‘(1) report to the Commissioner of Food and 
Drugs on current Food and Drug Administra-
tion (referred to in this section as the ‘Adminis-
tration’) levels of activity regarding women’s 
participation in clinical trials and the analysis 
of data by sex in the testing of drugs, medical 
devices, and biological products across, where 
appropriate, age, biological, and sociocultural 
contexts; 

‘‘(2) establish short-range and long-range 
goals and objectives within the Administration 
for issues of particular concern to women’s 

health within the jurisdiction of the Administra-
tion, including, where relevant and appropriate, 
adequate inclusion of women and analysis of 
data by sex in Administration protocols and 
policies; 

‘‘(3) provide information to women and health 
care providers on those areas in which dif-
ferences between men and women exist; 

‘‘(4) consult with pharmaceutical, biologics, 
and device manufacturers, health professionals 
with expertise in women’s issues, consumer or-
ganizations, and women’s health professionals 
on Administration policy with regard to women; 

‘‘(5) make annual estimates of funds needed to 
monitor clinical trials and analysis of data by 
sex in accordance with needs that are identified; 
and 

‘‘(6) serve as a member of the Department of 
Health and Human Services Coordinating Com-
mittee on Women’s Health (established under 
section 229(b)(4) of the Public Health Service 
Act). 

‘‘(c) AUTHORIZATION OF APPROPRIATIONS.— 
For the purpose of carrying out this section, 
there are authorized to be appropriated such 
sums as may be necessary for each of the fiscal 
years 2010 through 2014.’’. 

(h) NO NEW REGULATORY AUTHORITY.—Noth-
ing in this section and the amendments made by 
this section may be construed as establishing 
regulatory authority or modifying any existing 
regulatory authority. 

(i) LIMITATION ON TERMINATION.—Notwith-
standing any other provision of law, a Federal 
office of women’s health (including the Office of 
Research on Women’s Health of the National 
Institutes of Health) or Federal appointive posi-
tion with primary responsibility over women’s 
health issues (including the Associate Adminis-
trator for Women’s Services under the Substance 
Abuse and Mental Health Services Administra-
tion) that is in existence on the date of enact-
ment of this section shall not be terminated, re-
organized, or have any of it’s powers or duties 
transferred unless such termination, reorganiza-
tion, or transfer is approved by Congress 
through the adoption of a concurrent resolution 
of approval. 

(j) RULE OF CONSTRUCTION.—Nothing in this 
section (or the amendments made by this sec-
tion) shall be construed to limit the authority of 
the Secretary of Health and Human Services 
with respect to women’s health, or with respect 
to activities carried out through the Department 
of Health and Human Services on the date of 
enactment of this section. 
SEC. 3510. PATIENT NAVIGATOR PROGRAM. 

Section 340A of the Public Health Service Act 
(42 U.S.C. 256a) is amended— 

(1) by striking subsection (d)(3) and inserting 
the following: 

‘‘(3) LIMITATIONS ON GRANT PERIOD.—In car-
rying out this section, the Secretary shall ensure 
that the total period of a grant does not exceed 
4 years.’’; 

(2) in subsection (e), by adding at the end the 
following: 

‘‘(3) MINIMUM CORE PROFICIENCIES.—The Sec-
retary shall not award a grant to an entity 
under this section unless such entity provides 
assurances that patient navigators recruited, as-
signed, trained, or employed using grant funds 
meet minimum core proficiencies, as defined by 
the entity that submits the application, that are 
tailored for the main focus or intervention of the 
navigator involved.’’; and 

(3) in subsection (m)— 
(A) in paragraph (1), by striking ‘‘and 

$3,500,000 for fiscal year 2010.’’ and inserting 
‘‘$3,500,000 for fiscal year 2010, and such sums 
as may be necessary for each of fiscal years 2011 
through 2015.’’; and 

(B) in paragraph (2), by striking ‘‘2010’’ and 
inserting ‘‘2015’’. 
SEC. 3511. AUTHORIZATION OF APPROPRIATIONS. 

Except where otherwise provided in this sub-
title (or an amendment made by this subtitle), 

there is authorized to be appropriated such sums 
as may be necessary to carry out this subtitle 
(and such amendments made by this subtitle). 

Subtitle G—Protecting and Improving 
Guaranteed Medicare Benefits 

SEC. 3601. PROTECTING AND IMPROVING GUAR-
ANTEED MEDICARE BENEFITS. 

(a) PROTECTING GUARANTEED MEDICARE BEN-
EFITS.—Nothing in the provisions of, or amend-
ments made by, this Act shall result in a reduc-
tion of guaranteed benefits under title XVIII of 
the Social Security Act. 

(b) ENSURING THAT MEDICARE SAVINGS BEN-
EFIT THE MEDICARE PROGRAM AND MEDICARE 
BENEFICIARIES.—Savings generated for the 
Medicare program under title XVIII of the So-
cial Security Act under the provisions of, and 
amendments made by, this Act shall extend the 
solvency of the Medicare trust funds, reduce 
Medicare premiums and other cost-sharing for 
beneficiaries, and improve or expand guaran-
teed Medicare benefits and protect access to 
Medicare providers. 
SEC. 3602. NO CUTS IN GUARANTEED BENEFITS. 

Nothing in this Act shall result in the reduc-
tion or elimination of any benefits guaranteed 
by law to participants in Medicare Advantage 
plans. 

TITLE IV—PREVENTION OF CHRONIC DIS-
EASE AND IMPROVING PUBLIC HEALTH 

Subtitle A—Modernizing Disease Prevention 
and Public Health Systems 

SEC. 4001. NATIONAL PREVENTION, HEALTH PRO-
MOTION AND PUBLIC HEALTH COUN-
CIL. 

(a) ESTABLISHMENT.—The President shall es-
tablish, within the Department of Health and 
Human Services, a council to be known as the 
‘‘National Prevention, Health Promotion and 
Public Health Council’’ (referred to in this sec-
tion as the ‘‘Council’’). 

(b) CHAIRPERSON.—The President shall ap-
point the Surgeon General to serve as the chair-
person of the Council. 

(c) COMPOSITION.—The Council shall be com-
posed of— 

(1) the Secretary of Health and Human Serv-
ices; 

(2) the Secretary of Agriculture; 
(3) the Secretary of Education; 
(4) the Chairman of the Federal Trade Com-

mission; 
(5) the Secretary of Transportation; 
(6) the Secretary of Labor; 
(7) the Secretary of Homeland Security; 
(8) the Administrator of the Environmental 

Protection Agency; 
(9) the Director of the Office of National Drug 

Control Policy; 
(10) the Director of the Domestic Policy Coun-

cil; 
(11) the Assistant Secretary for Indian Affairs; 
(12) the Chairman of the Corporation for Na-

tional and Community Service; and 
(13) the head of any other Federal agency 

that the chairperson determines is appropriate. 
(d) PURPOSES AND DUTIES.—The Council 

shall— 
(1) provide coordination and leadership at the 

Federal level, and among all Federal depart-
ments and agencies, with respect to prevention, 
wellness and health promotion practices, the 
public health system, and integrative health 
care in the United States; 

(2) after obtaining input from relevant stake-
holders, develop a national prevention, health 
promotion, public health, and integrative health 
care strategy that incorporates the most effec-
tive and achievable means of improving the 
health status of Americans and reducing the in-
cidence of preventable illness and disability in 
the United States; 

(3) provide recommendations to the President 
and Congress concerning the most pressing 
health issues confronting the United States and 
changes in Federal policy to achieve national 
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wellness, health promotion, and public health 
goals, including the reduction of tobacco use, 
sedentary behavior, and poor nutrition; 

(4) consider and propose evidence-based mod-
els, policies, and innovative approaches for the 
promotion of transformative models of preven-
tion, integrative health, and public health on 
individual and community levels across the 
United States; 

(5) establish processes for continual public 
input, including input from State, regional, and 
local leadership communities and other relevant 
stakeholders, including Indian tribes and tribal 
organizations; 

(6) submit the reports required under sub-
section (g); and 

(7) carry out other activities determined ap-
propriate by the President. 

(e) MEETINGS.—The Council shall meet at the 
call of the Chairperson. 

(f) ADVISORY GROUP.— 
(1) IN GENERAL.—The President shall establish 

an Advisory Group to the Council to be known 
as the ‘‘Advisory Group on Prevention, Health 
Promotion, and Integrative and Public Health’’ 
(hereafter referred to in this section as the ‘‘Ad-
visory Group’’). The Advisory Group shall be 
within the Department of Health and Human 
Services and report to the Surgeon General. 

(2) COMPOSITION.— 
(A) IN GENERAL.—The Advisory Group shall be 

composed of not more than 25 non-Federal mem-
bers to be appointed by the President. 

(B) REPRESENTATION.—In appointing members 
under subparagraph (A), the President shall en-
sure that the Advisory Group includes a diverse 
group of licensed health professionals, including 
integrative health practitioners who have exper-
tise in— 

(i) worksite health promotion; 
(ii) community services, including community 

health centers; 
(iii) preventive medicine; 
(iv) health coaching; 
(v) public health education; 
(vi) geriatrics; and 
(vii) rehabilitation medicine. 
(3) PURPOSES AND DUTIES.—The Advisory 

Group shall develop policy and program rec-
ommendations and advise the Council on life-
style-based chronic disease prevention and man-
agement, integrative health care practices, and 
health promotion. 

(g) NATIONAL PREVENTION AND HEALTH PRO-
MOTION STRATEGY.—Not later than 1 year after 
the date of enactment of this Act, the Chair-
person, in consultation with the Council, shall 
develop and make public a national prevention, 
health promotion and public health strategy, 
and shall review and revise such strategy peri-
odically. Such strategy shall— 

(1) set specific goals and objectives for improv-
ing the health of the United States through fed-
erally-supported prevention, health promotion, 
and public health programs, consistent with on-
going goal setting efforts conducted by specific 
agencies; 

(2) establish specific and measurable actions 
and timelines to carry out the strategy, and de-
termine accountability for meeting those 
timelines, within and across Federal depart-
ments and agencies; and 

(3) make recommendations to improve Federal 
efforts relating to prevention, health promotion, 
public health, and integrative health care prac-
tices to ensure Federal efforts are consistent 
with available standards and evidence. 

(h) REPORT.—Not later than July 1, 2010, and 
annually thereafter through January 1, 2015, 
the Council shall submit to the President and 
the relevant committees of Congress, a report 
that— 

(1) describes the activities and efforts on pre-
vention, health promotion, and public health 
and activities to develop a national strategy 
conducted by the Council during the period for 
which the report is prepared; 

(2) describes the national progress in meeting 
specific prevention, health promotion, and pub-

lic health goals defined in the strategy and fur-
ther describes corrective actions recommended 
by the Council and taken by relevant agencies 
and organizations to meet these goals; 

(3) contains a list of national priorities on 
health promotion and disease prevention to ad-
dress lifestyle behavior modification (smoking 
cessation, proper nutrition, appropriate exercise, 
mental health, behavioral health, substance use 
disorder, and domestic violence screenings) and 
the prevention measures for the 5 leading dis-
ease killers in the United States; 

(4) contains specific science-based initiatives 
to achieve the measurable goals of Healthy Peo-
ple 2010 regarding nutrition, exercise, and smok-
ing cessation, and targeting the 5 leading dis-
ease killers in the United States; 

(5) contains specific plans for consolidating 
Federal health programs and Centers that exist 
to promote healthy behavior and reduce disease 
risk (including eliminating programs and offices 
determined to be ineffective in meeting the pri-
ority goals of Healthy People 2010); 

(6) contains specific plans to ensure that all 
Federal health care programs are fully coordi-
nated with science-based prevention rec-
ommendations by the Director of the Centers for 
Disease Control and Prevention; and 

(7) contains specific plans to ensure that all 
non-Department of Health and Human Services 
prevention programs are based on the science- 
based guidelines developed by the Centers for 
Disease Control and Prevention under para-
graph (4). 

(i) PERIODIC REVIEWS.—The Secretary and the 
Comptroller General of the United States shall 
jointly conduct periodic reviews, not less than 
every 5 years, and evaluations of every Federal 
disease prevention and health promotion initia-
tive, program, and agency. Such reviews shall 
be evaluated based on effectiveness in meeting 
metrics-based goals with an analysis posted on 
such agencies’ public Internet websites. 
SEC. 4002. PREVENTION AND PUBLIC HEALTH 

FUND. 
(a) PURPOSE.—It is the purpose of this section 

to establish a Prevention and Public Health 
Fund (referred to in this section as the 
‘‘Fund’’), to be administered through the De-
partment of Health and Human Services, Office 
of the Secretary, to provide for expanded and 
sustained national investment in prevention and 
public health programs to improve health and 
help restrain the rate of growth in private and 
public sector health care costs. 

(b) FUNDING.—There are hereby authorized to 
be appropriated, and appropriated, to the Fund, 
out of any monies in the Treasury not otherwise 
appropriated— 

(1) for fiscal year 2010, $500,000,000; 
(2) for fiscal year 2011, $750,000,000; 
(3) for fiscal year 2012, $1,000,000,000; 
(4) for fiscal year 2013, $1,250,000,000; 
(5) for fiscal year 2014, $1,500,000,000; and 
(6) for fiscal year 2015, and each fiscal year 

thereafter, $2,000,000,000. 
(c) USE OF FUND.—The Secretary shall trans-

fer amounts in the Fund to accounts within the 
Department of Health and Human Services to 
increase funding, over the fiscal year 2008 level, 
for programs authorized by the Public Health 
Service Act, for prevention, wellness, and public 
health activities including prevention research 
and health screenings, such as the Community 
Transformation grant program, the Education 
and Outreach Campaign for Preventive Bene-
fits, and immunization programs. 

(d) TRANSFER AUTHORITY.—The Committee on 
Appropriations of the Senate and the Committee 
on Appropriations of the House of Representa-
tives may provide for the transfer of funds in 
the Fund to eligible activities under this section, 
subject to subsection (c). 
SEC. 4003. CLINICAL AND COMMUNITY PREVEN-

TIVE SERVICES. 
(a) PREVENTIVE SERVICES TASK FORCE.—Sec-

tion 915 of the Public Health Service Act (42 

U.S.C. 299b–4) is amended by striking subsection 
(a) and inserting the following: 

‘‘(a) PREVENTIVE SERVICES TASK FORCE.— 
‘‘(1) ESTABLISHMENT AND PURPOSE.—The Di-

rector shall convene an independent Preventive 
Services Task Force (referred to in this sub-
section as the ‘Task Force’) to be composed of 
individuals with appropriate expertise. Such 
Task Force shall review the scientific evidence 
related to the effectiveness, appropriateness, 
and cost-effectiveness of clinical preventive serv-
ices for the purpose of developing recommenda-
tions for the health care community, and updat-
ing previous clinical preventive recommenda-
tions, to be published in the Guide to Clinical 
Preventive Services (referred to in this section as 
the ‘Guide’), for individuals and organizations 
delivering clinical services, including primary 
care professionals, health care systems, profes-
sional societies, employers, community organiza-
tions, non-profit organizations, Congress and 
other policy-makers, governmental public health 
agencies, health care quality organizations, and 
organizations developing national health objec-
tives. Such recommendations shall consider clin-
ical preventive best practice recommendations 
from the Agency for Healthcare Research and 
Quality, the National Institutes of Health, the 
Centers for Disease Control and Prevention, the 
Institute of Medicine, specialty medical associa-
tions, patient groups, and scientific societies. 

‘‘(2) DUTIES.—The duties of the Task Force 
shall include— 

‘‘(A) the development of additional topic areas 
for new recommendations and interventions re-
lated to those topic areas, including those re-
lated to specific sub-populations and age 
groups; 

‘‘(B) at least once during every 5-year period, 
review interventions and update recommenda-
tions related to existing topic areas, including 
new or improved techniques to assess the health 
effects of interventions; 

‘‘(C) improved integration with Federal Gov-
ernment health objectives and related target set-
ting for health improvement; 

‘‘(D) the enhanced dissemination of rec-
ommendations; 

‘‘(E) the provision of technical assistance to 
those health care professionals, agencies and or-
ganizations that request help in implementing 
the Guide recommendations; and 

‘‘(F) the submission of yearly reports to Con-
gress and related agencies identifying gaps in 
research, such as preventive services that re-
ceive an insufficient evidence statement, and 
recommending priority areas that deserve fur-
ther examination, including areas related to 
populations and age groups not adequately ad-
dressed by current recommendations. 

‘‘(3) ROLE OF AGENCY.—The Agency shall pro-
vide ongoing administrative, research, and tech-
nical support for the operations of the Task 
Force, including coordinating and supporting 
the dissemination of the recommendations of the 
Task Force, ensuring adequate staff resources, 
and assistance to those organizations requesting 
it for implementation of the Guide’s rec-
ommendations. 

‘‘(4) COORDINATION WITH COMMUNITY PREVEN-
TIVE SERVICES TASK FORCE.—The Task Force 
shall take appropriate steps to coordinate its 
work with the Community Preventive Services 
Task Force and the Advisory Committee on Im-
munization Practices, including the examina-
tion of how each task force’s recommendations 
interact at the nexus of clinic and community. 

‘‘(5) OPERATION.—Operation. In carrying out 
the duties under paragraph (2), the Task Force 
is not subject to the provisions of Appendix 2 of 
title 5, United States Code. 

‘‘(6) INDEPENDENCE.—All members of the Task 
Force convened under this subsection, and any 
recommendations made by such members, shall 
be independent and, to the extent practicable, 
not subject to political pressure. 

‘‘(7) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated such 
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sums as may be necessary for each fiscal year to 
carry out the activities of the Task Force.’’. 

(b) COMMUNITY PREVENTIVE SERVICES TASK 
FORCE.— 

(1) IN GENERAL.—Part P of title III of the Pub-
lic Health Service Act, as amended by para-
graph (2), is amended by adding at the end the 
following: 
‘‘SEC. 399U. COMMUNITY PREVENTIVE SERVICES 

TASK FORCE. 
‘‘(a) ESTABLISHMENT AND PURPOSE.—The Di-

rector of the Centers for Disease Control and 
Prevention shall convene an independent Com-
munity Preventive Services Task Force (referred 
to in this subsection as the ‘Task Force’) to be 
composed of individuals with appropriate exper-
tise. Such Task Force shall review the scientific 
evidence related to the effectiveness, appro-
priateness, and cost-effectiveness of community 
preventive interventions for the purpose of de-
veloping recommendations, to be published in 
the Guide to Community Preventive Services (re-
ferred to in this section as the ‘Guide’), for indi-
viduals and organizations delivering popu-
lation-based services, including primary care 
professionals, health care systems, professional 
societies, employers, community organizations, 
non-profit organizations, schools, governmental 
public health agencies, Indian tribes, tribal or-
ganizations and urban Indian organizations, 
medical groups, Congress and other policy-mak-
ers. Community preventive services include any 
policies, programs, processes or activities de-
signed to affect or otherwise affecting health at 
the population level. 

‘‘(b) DUTIES.—The duties of the Task Force 
shall include— 

‘‘(1) the development of additional topic areas 
for new recommendations and interventions re-
lated to those topic areas, including those re-
lated to specific populations and age groups, as 
well as the social, economic and physical envi-
ronments that can have broad effects on the 
health and disease of populations and health 
disparities among sub-populations and age 
groups; 

‘‘(2) at least once during every 5-year period, 
review interventions and update recommenda-
tions related to existing topic areas, including 
new or improved techniques to assess the health 
effects of interventions, including health impact 
assessment and population health modeling; 

‘‘(3) improved integration with Federal Gov-
ernment health objectives and related target set-
ting for health improvement; 

‘‘(4) the enhanced dissemination of rec-
ommendations; 

‘‘(5) the provision of technical assistance to 
those health care professionals, agencies, and 
organizations that request help in implementing 
the Guide recommendations; and 

‘‘(6) providing yearly reports to Congress and 
related agencies identifying gaps in research 
and recommending priority areas that deserve 
further examination, including areas related to 
populations and age groups not adequately ad-
dressed by current recommendations. 

‘‘(c) ROLE OF AGENCY.—The Director shall 
provide ongoing administrative, research, and 
technical support for the operations of the Task 
Force, including coordinating and supporting 
the dissemination of the recommendations of the 
Task Force, ensuring adequate staff resources, 
and assistance to those organizations requesting 
it for implementation of Guide recommenda-
tions. 

‘‘(d) COORDINATION WITH PREVENTIVE SERV-
ICES TASK FORCE.—The Task Force shall take 
appropriate steps to coordinate its work with 
the U.S. Preventive Services Task Force and the 
Advisory Committee on Immunization Practices, 
including the examination of how each task 
force’s recommendations interact at the nexus of 
clinic and community. 

‘‘(e) OPERATION.—In carrying out the duties 
under subsection (b), the Task Force shall not 
be subject to the provisions of Appendix 2 of title 
5, United States Code. 

‘‘(f) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated such 
sums as may be necessary for each fiscal year to 
carry out the activities of the Task Force.’’. 

(2) TECHNICAL AMENDMENTS.— 
(A) Section 399R of the Public Health Service 

Act (as added by section 2 of the ALS Registry 
Act (Public Law 110–373; 122 Stat. 4047)) is re-
designated as section 399S. 

(B) Section 399R of such Act (as added by sec-
tion 3 of the Prenatally and Postnatally Diag-
nosed Conditions Awareness Act (Public Law 
110–374; 122 Stat. 4051)) is redesignated as sec-
tion 399T. 
SEC. 4004. EDUCATION AND OUTREACH CAM-

PAIGN REGARDING PREVENTIVE 
BENEFITS. 

(a) IN GENERAL.—The Secretary of Health and 
Human Services (referred to in this section as 
the ‘‘Secretary’’) shall provide for the planning 
and implementation of a national public–private 
partnership for a prevention and health pro-
motion outreach and education campaign to 
raise public awareness of health improvement 
across the life span. Such campaign shall in-
clude the dissemination of information that— 

(1) describes the importance of utilizing pre-
ventive services to promote wellness, reduce 
health disparities, and mitigate chronic disease; 

(2) promotes the use of preventive services rec-
ommended by the United States Preventive Serv-
ices Task Force and the Community Preventive 
Services Task Force; 

(3) encourages healthy behaviors linked to the 
prevention of chronic diseases; 

(4) explains the preventive services covered 
under health plans offered through a Gateway; 

(5) describes additional preventive care sup-
ported by the Centers for Disease Control and 
Prevention, the Health Resources and Services 
Administration, the Substance Abuse and Men-
tal Health Services Administration, the Advisory 
Committee on Immunization Practices, and 
other appropriate agencies; and 

(6) includes general health promotion infor-
mation. 

(b) CONSULTATION.—In coordinating the cam-
paign under subsection (a), the Secretary shall 
consult with the Institute of Medicine to provide 
ongoing advice on evidence-based scientific in-
formation for policy, program development, and 
evaluation. 

(c) MEDIA CAMPAIGN.— 
(1) IN GENERAL.—Not later than 1 year after 

the date of enactment of this Act, the Secretary, 
acting through the Director of the Centers for 
Disease Control and Prevention, shall establish 
and implement a national science-based media 
campaign on health promotion and disease pre-
vention. 

(2) REQUIREMENT OF CAMPAIGN.—The cam-
paign implemented under paragraph (1)— 

(A) shall be designed to address proper nutri-
tion, regular exercise, smoking cessation, obesity 
reduction, the 5 leading disease killers in the 
United States, and secondary prevention 
through disease screening promotion; 

(B) shall be carried out through competitively 
bid contracts awarded to entities providing for 
the professional production and design of such 
campaign; 

(C) may include the use of television, radio, 
Internet, and other commercial marketing 
venues and may be targeted to specific age 
groups based on peer-reviewed social research; 

(D) shall not be duplicative of any other Fed-
eral efforts relating to health promotion and dis-
ease prevention; and 

(E) may include the use of humor and nation-
ally recognized positive role models. 

(3) EVALUATION.—The Secretary shall ensure 
that the campaign implemented under para-
graph (1) is subject to an independent evalua-
tion every 2 years and shall report every 2 years 
to Congress on the effectiveness of such cam-
paigns towards meeting science-based metrics. 

(d) WEBSITE.—The Secretary, in consultation 
with private-sector experts, shall maintain or 

enter into a contract to maintain an Internet 
website to provide science-based information on 
guidelines for nutrition, regular exercise, obesity 
reduction, smoking cessation, and specific 
chronic disease prevention. Such website shall 
be designed to provide information to health 
care providers and consumers. 

(e) DISSEMINATION OF INFORMATION THROUGH 
PROVIDERS.—The Secretary, acting through the 
Centers for Disease Control and Prevention, 
shall develop and implement a plan for the dis-
semination of health promotion and disease pre-
vention information consistent with national 
priorities, to health care providers who partici-
pate in Federal programs, including programs 
administered by the Indian Health Service, the 
Department of Veterans Affairs, the Department 
of Defense, and the Health Resources and Serv-
ices Administration, and Medicare and Med-
icaid. 

(f) PERSONALIZED PREVENTION PLANS.— 
(1) CONTRACT.—The Secretary, acting through 

the Director of the Centers for Disease Control 
and Prevention, shall enter into a contract with 
a qualified entity for the development and oper-
ation of a Federal Internet website personalized 
prevention plan tool. 

(2) USE.—The website developed under para-
graph (1) shall be designed to be used as a 
source of the most up-to-date scientific evidence 
relating to disease prevention for use by individ-
uals. Such website shall contain a component 
that enables an individual to determine their 
disease risk (based on personal health and fam-
ily history, BMI, and other relevant informa-
tion) relating to the 5 leading diseases in the 
United States, and obtain personalized sugges-
tions for preventing such diseases. 

(g) INTERNET PORTAL.—The Secretary shall 
establish an Internet portal for accessing risk- 
assessment tools developed and maintained by 
private and academic entities. 

(h) PRIORITY FUNDING.—Funding for the ac-
tivities authorized under this section shall take 
priority over funding provided through the Cen-
ters for Disease Control and Prevention for 
grants to States and other entities for similar 
purposes and goals as provided for in this sec-
tion. Not to exceed $500,000,000 shall be ex-
pended on the campaigns and activities required 
under this section. 

(i) PUBLIC AWARENESS OF PREVENTIVE AND 
OBESITY-RELATED SERVICES.— 

(1) INFORMATION TO STATES.—The Secretary of 
Health and Human Services shall provide guid-
ance and relevant information to States and 
health care providers regarding preventive and 
obesity-related services that are available to 
Medicaid enrollees, including obesity screening 
and counseling for children and adults. 

(2) INFORMATION TO ENROLLEES.—Each State 
shall design a public awareness campaign to 
educate Medicaid enrollees regarding avail-
ability and coverage of such services, with the 
goal of reducing incidences of obesity. 

(3) REPORT.—Not later than January 1, 2011, 
and every 3 years thereafter through January 1, 
2017, the Secretary of Health and Human Serv-
ices shall report to Congress on the status and 
effectiveness of efforts under paragraphs (1) and 
(2), including summaries of the States’ efforts to 
increase awareness of coverage of obesity-re-
lated services. 

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

Subtitle B—Increasing Access to Clinical 
Preventive Services 

SEC. 4101. SCHOOL-BASED HEALTH CENTERS. 
(a) GRANTS FOR THE ESTABLISHMENT OF 

SCHOOL-BASED HEALTH CENTERS.— 
(1) PROGRAM.—The Secretary of Health and 

Human Services (in this subsection referred to 
as the ‘‘Secretary’’) shall establish a program to 
award grants to eligible entities to support the 
operation of school-based health centers. 
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(2) ELIGIBILITY.—To be eligible for a grant 

under this subsection, an entity shall— 
(A) be a school-based health center or a spon-

soring facility of a school-based health center; 
and 

(B) submit an application at such time, in 
such manner, and containing such information 
as the Secretary may require, including at a 
minimum an assurance that funds awarded 
under the grant shall not be used to provide any 
service that is not authorized or allowed by Fed-
eral, State, or local law. 

(3) PREFERENCE.—In awarding grants under 
this section, the Secretary shall give preference 
to awarding grants for school-based health cen-
ters that serve a large population of children eli-
gible for medical assistance under the State 
Medicaid plan under title XIX of the Social Se-
curity Act or under a waiver of such plan or 
children eligible for child health assistance 
under the State child health plan under title 
XXI of that Act (42 U.S.C. 1397aa et seq.). 

(4) LIMITATION ON USE OF FUNDS.—An eligible 
entity shall use funds provided under a grant 
awarded under this subsection only for expendi-
tures for facilities (including the acquisition or 
improvement of land, or the acquisition, con-
struction, expansion, replacement, or other im-
provement of any building or other facility), 
equipment, or similar expenditures, as specified 
by the Secretary. No funds provided under a 
grant awarded under this section shall be used 
for expenditures for personnel or to provide 
health services. 

(5) APPROPRIATIONS.—Out of any funds in the 
Treasury not otherwise appropriated, there is 
appropriated for each of fiscal years 2010 
through 2013, $50,000,000 for the purpose of car-
rying out this subsection. Funds appropriated 
under this paragraph shall remain available 
until expended. 

(6) DEFINITIONS.—In this subsection, the terms 
‘‘school-based health center’’ and ‘‘sponsoring 
facility’’ have the meanings given those terms in 
section 2110(c)(9) of the Social Security Act (42 
U.S.C. 1397jj(c)(9)). 

(b) GRANTS FOR THE OPERATION OF SCHOOL- 
BASED HEALTH CENTERS.—Part Q of title III of 
the Public Health Service Act (42 U.S.C. 280h et 
seq.) is amended by adding at the end the fol-
lowing: 
‘‘SEC. 399Z–1. SCHOOL-BASED HEALTH CENTERS. 

‘‘(a) DEFINITIONS; ESTABLISHMENT OF CRI-
TERIA.—In this section: 

‘‘(1) COMPREHENSIVE PRIMARY HEALTH SERV-
ICES.—The term ‘comprehensive primary health 
services’ means the core services offered by 
school-based health centers, which shall include 
the following: 

‘‘(A) PHYSICAL.—Comprehensive health as-
sessments, diagnosis, and treatment of minor, 
acute, and chronic medical conditions, and re-
ferrals to, and follow-up for, specialty care and 
oral health services. 

‘‘(B) MENTAL HEALTH.—Mental health and 
substance use disorder assessments, crisis inter-
vention, counseling, treatment, and referral to a 
continuum of services including emergency psy-
chiatric care, community support programs, in-
patient care, and outpatient programs. 

‘‘(2) MEDICALLY UNDERSERVED CHILDREN AND 
ADOLESCENTS.— 

‘‘(A) IN GENERAL.—The term ‘medically under-
served children and adolescents’ means a popu-
lation of children and adolescents who are resi-
dents of an area designated as a medically un-
derserved area or a health professional shortage 
area by the Secretary. 

‘‘(B) CRITERIA.—The Secretary shall prescribe 
criteria for determining the specific shortages of 
personal health services for medically under-
served children and adolescents under subpara-
graph (A) that shall— 

‘‘(i) take into account any comments received 
by the Secretary from the chief executive officer 
of a State and local officials in a State; and 

‘‘(ii) include factors indicative of the health 
status of such children and adolescents of an 

area, including the ability of the residents of 
such area to pay for health services, the accessi-
bility of such services, the availability of health 
professionals to such children and adolescents, 
and other factors as determined appropriate by 
the Secretary. 

‘‘(3) SCHOOL-BASED HEALTH CENTER.—The 
term ‘school-based health center’ means a 
health clinic that— 

‘‘(A) meets the definition of a school-based 
health center under section 2110(c)(9)(A) of the 
Social Security Act and is administered by a 
sponsoring facility (as defined in section 
2110(c)(9)(B) of the Social Security Act); 

‘‘(B) provides, at a minimum, comprehensive 
primary health services during school hours to 
children and adolescents by health professionals 
in accordance with established standards, com-
munity practice, reporting laws, and other State 
laws, including parental consent and notifica-
tion laws that are not inconsistent with Federal 
law; and 

‘‘(C) does not perform abortion services. 
‘‘(b) AUTHORITY TO AWARD GRANTS.—The 

Secretary shall award grants for the costs of the 
operation of school-based health centers (re-
ferred to in this section as ‘SBHCs’) that meet 
the requirements of this section. 

‘‘(c) APPLICATIONS.—To be eligible to receive a 
grant under this section, an entity shall— 

‘‘(1) be an SBHC (as defined in subsection 
(a)(3)); and 

‘‘(2) submit to the Secretary an application at 
such time, in such manner, and containing— 

‘‘(A) evidence that the applicant meets all cri-
teria necessary to be designated an SBHC; 

‘‘(B) evidence of local need for the services to 
be provided by the SBHC; 

‘‘(C) an assurance that— 
‘‘(i) SBHC services will be provided to those 

children and adolescents for whom parental or 
guardian consent has been obtained in coopera-
tion with Federal, State, and local laws gov-
erning health care service provision to children 
and adolescents; 

‘‘(ii) the SBHC has made and will continue to 
make every reasonable effort to establish and 
maintain collaborative relationships with other 
health care providers in the catchment area of 
the SBHC; 

‘‘(iii) the SBHC will provide on-site access 
during the academic day when school is in ses-
sion and 24-hour coverage through an on-call 
system and through its backup health providers 
to ensure access to services on a year-round 
basis when the school or the SBHC is closed; 

‘‘(iv) the SBHC will be integrated into the 
school environment and will coordinate health 
services with school personnel, such as adminis-
trators, teachers, nurses, counselors, and sup-
port personnel, as well as with other community 
providers co-located at the school; 

‘‘(v) the SBHC sponsoring facility assumes all 
responsibility for the SBHC administration, op-
erations, and oversight; and 

‘‘(vi) the SBHC will comply with Federal, 
State, and local laws concerning patient privacy 
and student records, including regulations pro-
mulgated under the Health Insurance Port-
ability and Accountability Act of 1996 and sec-
tion 444 of the General Education Provisions 
Act; and 

‘‘(D) such other information as the Secretary 
may require. 

‘‘(d) PREFERENCES AND CONSIDERATION.—In 
reviewing applications: 

‘‘(1) The Secretary may give preference to ap-
plicants who demonstrate an ability to serve the 
following: 

‘‘(A) Communities that have evidenced bar-
riers to primary health care and mental health 
and substance use disorder prevention services 
for children and adolescents. 

‘‘(B) Communities with high per capita num-
bers of children and adolescents who are unin-
sured, underinsured, or enrolled in public 
health insurance programs. 

‘‘(C) Populations of children and adolescents 
that have historically demonstrated difficulty in 

accessing health and mental health and sub-
stance use disorder prevention services. 

‘‘(2) The Secretary may give consideration to 
whether an applicant has received a grant 
under subsection (a) of section 4101 of the Pa-
tient Protection and Affordable Care Act. 

‘‘(e) WAIVER OF REQUIREMENTS.—The Sec-
retary may— 

‘‘(1) under appropriate circumstances, waive 
the application of all or part of the requirements 
of this subsection with respect to an SBHC for 
not to exceed 2 years; and 

‘‘(2) upon a showing of good cause, waive the 
requirement that the SBHC provide all required 
comprehensive primary health services for a des-
ignated period of time to be determined by the 
Secretary. 

‘‘(f) USE OF FUNDS.— 
‘‘(1) FUNDS.—Funds awarded under a grant 

under this section— 
‘‘(A) may be used for— 
‘‘(i) acquiring and leasing equipment (includ-

ing the costs of amortizing the principle of, and 
paying interest on, loans for such equipment); 

‘‘(ii) providing training related to the provi-
sion of required comprehensive primary health 
services and additional health services; 

‘‘(iii) the management and operation of health 
center programs; 

‘‘(iv) the payment of salaries for physicians, 
nurses, and other personnel of the SBHC; and 

‘‘(B) may not be used to provide abortions. 
‘‘(2) CONSTRUCTION.—The Secretary may 

award grants which may be used to pay the 
costs associated with expanding and modern-
izing existing buildings for use as an SBHC, in-
cluding the purchase of trailers or manufac-
tured buildings to install on the school property. 

‘‘(3) LIMITATIONS.— 
‘‘(A) IN GENERAL.—Any provider of services 

that is determined by a State to be in violation 
of a State law described in subsection (a)(3)(B) 
with respect to activities carried out at a SBHC 
shall not be eligible to receive additional fund-
ing under this section. 

‘‘(B) NO OVERLAPPING GRANT PERIOD.—No en-
tity that has received funding under section 330 
for a grant period shall be eligible for a grant 
under this section for with respect to the same 
grant period. 

‘‘(g) MATCHING REQUIREMENT.— 
‘‘(1) IN GENERAL.—Each eligible entity that re-

ceives a grant under this section shall provide, 
from non-Federal sources, an amount equal to 
20 percent of the amount of the grant (which 
may be provided in cash or in-kind) to carry out 
the activities supported by the grant. 

‘‘(2) WAIVER.—The Secretary may waive all or 
part of the matching requirement described in 
paragraph (1) for any fiscal year for the SBHC 
if the Secretary determines that applying the 
matching requirement to the SBHC would result 
in serious hardship or an inability to carry out 
the purposes of this section. 

‘‘(h) SUPPLEMENT, NOT SUPPLANT.—Grant 
funds provided under this section shall be used 
to supplement, not supplant, other Federal or 
State funds. 

‘‘(i) EVALUATION.—The Secretary shall de-
velop and implement a plan for evaluating 
SBHCs and monitoring quality performance 
under the awards made under this section. 

‘‘(j) AGE APPROPRIATE SERVICES.—An eligible 
entity receiving funds under this section shall 
only provide age appropriate services through a 
SBHC funded under this section to an indi-
vidual. 

‘‘(k) PARENTAL CONSENT.—An eligible entity 
receiving funds under this section shall not pro-
vide services through a SBHC funded under this 
section to an individual without the consent of 
the parent or guardian of such individual if 
such individual is considered a minor under ap-
plicable State law. 

‘‘(l) AUTHORIZATION OF APPROPRIATIONS.— 
For purposes of carrying out this section, there 
are authorized to be appropriated such sums as 
may be necessary for each of the fiscal years 
2010 through 2014.’’. 
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SEC. 4102. ORAL HEALTHCARE PREVENTION AC-

TIVITIES. 
(a) IN GENERAL.—Title III of the Public 

Health Service Act (42 U.S.C. 241 et seq.), as 
amended by section 3025, is amended by adding 
at the end the following: 

‘‘PART T—ORAL HEALTHCARE 
PREVENTION ACTIVITIES 

‘‘SEC. 399LL. ORAL HEALTHCARE PREVENTION 
EDUCATION CAMPAIGN. 

‘‘(a) ESTABLISHMENT.—The Secretary, acting 
through the Director of the Centers for Disease 
Control and Prevention and in consultation 
with professional oral health organizations, 
shall, subject to the availability of appropria-
tions, establish a 5-year national, public edu-
cation campaign (referred to in this section as 
the ‘campaign’) that is focused on oral 
healthcare prevention and education, including 
prevention of oral disease such as early child-
hood and other caries, periodontal disease, and 
oral cancer. 

‘‘(b) REQUIREMENTS.—In establishing the cam-
paign, the Secretary shall— 

‘‘(1) ensure that activities are targeted to-
wards specific populations such as children, 
pregnant women, parents, the elderly, individ-
uals with disabilities, and ethnic and racial mi-
nority populations, including Indians, Alaska 
Natives and Native Hawaiians (as defined in 
section 4(c) of the Indian Health Care Improve-
ment Act) in a culturally and linguistically ap-
propriate manner; and 

‘‘(2) utilize science-based strategies to convey 
oral health prevention messages that include, 
but are not limited to, community water fluori-
dation and dental sealants. 

‘‘(c) PLANNING AND IMPLEMENTATION.—Not 
later than 2 years after the date of enactment of 
this section, the Secretary shall begin imple-
menting the 5-year campaign. During the 2-year 
period referred to in the previous sentence, the 
Secretary shall conduct planning activities with 
respect to the campaign. 
‘‘SEC. 399LL–1. RESEARCH-BASED DENTAL CARIES 

DISEASE MANAGEMENT. 
‘‘(a) IN GENERAL.—The Secretary, acting 

through the Director of the Centers for Disease 
Control and Prevention, shall award demonstra-
tion grants to eligible entities to demonstrate the 
effectiveness of research-based dental caries dis-
ease management activities. 

‘‘(b) ELIGIBILITY.—To be eligible for a grant 
under this section, an entity shall— 

‘‘(1) be a community-based provider of dental 
services (as defined by the Secretary), including 
a Federally-qualified health center, a clinic of a 
hospital owned or operated by a State (or by an 
instrumentality or a unit of government within 
a State), a State or local department of health, 
a dental program of the Indian Health Service, 
an Indian tribe or tribal organization, or an 
urban Indian organization (as such terms are 
defined in section 4 of the Indian Health Care 
Improvement Act), a health system provider, a 
private provider of dental services, medical, den-
tal, public health, nursing, nutrition edu-
cational institutions, or national organizations 
involved in improving children’s oral health; 
and 

‘‘(2) submit to the Secretary an application at 
such time, in such manner, and containing such 
information as the Secretary may require. 

‘‘(c) USE OF FUNDS.—A grantee shall use 
amounts received under a grant under this sec-
tion to demonstrate the effectiveness of re-
search-based dental caries disease management 
activities. 

‘‘(d) USE OF INFORMATION.—The Secretary 
shall utilize information generated from grant-
ees under this section in planning and imple-
menting the public education campaign under 
section 399LL. 
‘‘SEC. 399LL–2. AUTHORIZATION OF APPROPRIA-

TIONS. 
‘‘There is authorized to be appropriated to 

carry out this part, such sums as may be nec-
essary.’’. 

(b) SCHOOL-BASED SEALANT PROGRAMS.—Sec-
tion 317M(c)(1) of the Public Health Service Act 
(42 U.S.C. 247b–14(c)(1)) is amended by striking 
‘‘may award grants to States and Indian tribes’’ 
and inserting ‘‘shall award a grant to each of 
the 50 States and territories and to Indians, In-
dian tribes, tribal organizations and urban In-
dian organizations (as such terms are defined in 
section 4 of the Indian Health Care Improve-
ment Act)’’. 

(c) ORAL HEALTH INFRASTRUCTURE.—Section 
317M of the Public Health Service Act (42 U.S.C. 
247b–14) is amended— 

(1) by redesignating subsections (d) and (e) as 
subsections (e) and (f), respectively; and 

(2) by inserting after subsection (c), the fol-
lowing: 

‘‘(d) ORAL HEALTH INFRASTRUCTURE.— 
‘‘(1) COOPERATIVE AGREEMENTS.—The Sec-

retary, acting through the Director of the Cen-
ters for Disease Control and Prevention, shall 
enter into cooperative agreements with State, 
territorial, and Indian tribes or tribal organiza-
tions (as those terms are defined in section 4 of 
the Indian Health Care Improvement Act) to es-
tablish oral health leadership and program 
guidance, oral health data collection and inter-
pretation, (including determinants of poor oral 
health among vulnerable populations), a multi- 
dimensional delivery system for oral health, and 
to implement science-based programs (including 
dental sealants and community water fluorida-
tion) to improve oral health. 

‘‘(2) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated such 
sums as necessary to carry out this subsection 
for fiscal years 2010 through 2014.’’. 

(d) UPDATING NATIONAL ORAL HEALTHCARE 
SURVEILLANCE ACTIVITIES.— 

(1) PRAMS.— 
(A) IN GENERAL.—The Secretary of Health and 

Human Services (referred to in this subsection 
as the ‘‘Secretary’’) shall carry out activities to 
update and improve the Pregnancy Risk Assess-
ment Monitoring System (referred to in this sec-
tion as ‘‘PRAMS’’) as it relates to oral 
healthcare. 

(B) STATE REPORTS AND MANDATORY MEASURE-
MENTS.— 

(i) IN GENERAL.—Not later than 5 years after 
the date of enactment of this Act, and every 5 
years thereafter, a State shall submit to the Sec-
retary a report concerning activities conducted 
within the State under PRAMS. 

(ii) MEASUREMENTS.—The oral healthcare 
measurements developed by the Secretary for 
use under PRAMS shall be mandatory with re-
spect to States for purposes of the State reports 
under clause (i). 

(C) FUNDING.—There is authorized to be ap-
propriated to carry out this paragraph, such 
sums as may be necessary. 

(2) NATIONAL HEALTH AND NUTRITION EXAM-
INATION SURVEY.—The Secretary shall develop 
oral healthcare components that shall include 
tooth-level surveillance for inclusion in the Na-
tional Health and Nutrition Examination Sur-
vey. Such components shall be updated by the 
Secretary at least every 6 years. For purposes of 
this paragraph, the term ‘‘tooth-level surveil-
lance’’ means a clinical examination where an 
examiner looks at each dental surface, on each 
tooth in the mouth and as expanded by the Di-
vision of Oral Health of the Centers for Disease 
Control and Prevention. 

(3) MEDICAL EXPENDITURES PANEL SURVEY.— 
The Secretary shall ensure that the Medical Ex-
penditures Panel Survey by the Agency for 
Healthcare Research and Quality includes the 
verification of dental utilization, expenditure, 
and coverage findings through conduct of a 
look-back analysis. 

(4) NATIONAL ORAL HEALTH SURVEILLANCE SYS-
TEM.— 

(A) APPROPRIATIONS.—There is authorized to 
be appropriated, such sums as may be necessary 
for each of fiscal years 2010 through 2014 to in-
crease the participation of States in the Na-

tional Oral Health Surveillance System from 16 
States to all 50 States, territories, and District of 
Columbia. 

(B) REQUIREMENTS.—The Secretary shall en-
sure that the National Oral Health Surveillance 
System include the measurement of early child-
hood caries. 
SEC. 4103. MEDICARE COVERAGE OF ANNUAL 

WELLNESS VISIT PROVIDING A PER-
SONALIZED PREVENTION PLAN. 

(a) COVERAGE OF PERSONALIZED PREVENTION 
PLAN SERVICES.— 

(1) IN GENERAL.—Section 1861(s)(2) of the So-
cial Security Act (42 U.S.C. 1395x(s)(2)) is 
amended— 

(A) in subparagraph (DD), by striking ‘‘and’’ 
at the end; 

(B) in subparagraph (EE), by adding ‘‘and’’ 
at the end; and 

(C) by adding at the end the following new 
subparagraph: 

‘‘(FF) personalized prevention plan services 
(as defined in subsection (hhh));’’. 

(2) CONFORMING AMENDMENTS.—Clauses (i) 
and (ii) of section 1861(s)(2)(K) of the Social Se-
curity Act (42 U.S.C. 1395x(s)(2)(K)) are each 
amended by striking ‘‘subsection (ww)(1)’’ and 
inserting ‘‘subsections (ww)(1) and (hhh)’’. 

(b) PERSONALIZED PREVENTION PLAN SERVICES 
DEFINED.—Section 1861 of the Social Security 
Act (42 U.S.C. 1395x) is amended by adding at 
the end the following new subsection: 

‘‘Annual Wellness Visit 
‘‘(hhh)(1) The term ‘personalized prevention 

plan services’ means the creation of a plan for 
an individual— 

‘‘(A) that includes a health risk assessment 
(that meets the guidelines established by the 
Secretary under paragraph (4)(A)) of the indi-
vidual that is completed prior to or as part of 
the same visit with a health professional de-
scribed in paragraph (3); and 

‘‘(B) that— 
‘‘(i) takes into account the results of the 

health risk assessment; and 
‘‘(ii) may contain the elements described in 

paragraph (2). 
‘‘(2) Subject to paragraph (4)(H), the elements 

described in this paragraph are the following: 
‘‘(A) The establishment of, or an update to, 

the individual’s medical and family history. 
‘‘(B) A list of current providers and suppliers 

that are regularly involved in providing medical 
care to the individual (including a list of all pre-
scribed medications). 

‘‘(C) A measurement of height, weight, body 
mass index (or waist circumference, if appro-
priate), blood pressure, and other routine meas-
urements. 

‘‘(D) Detection of any cognitive impairment. 
‘‘(E) The establishment of, or an update to, 

the following: 
‘‘(i) A screening schedule for the next 5 to 10 

years, as appropriate, based on recommenda-
tions of the United States Preventive Services 
Task Force and the Advisory Committee on Im-
munization Practices, and the individual’s 
health status, screening history, and age-appro-
priate preventive services covered under this 
title. 

‘‘(ii) A list of risk factors and conditions for 
which primary, secondary, or tertiary preven-
tion interventions are recommended or are un-
derway, including any mental health conditions 
or any such risk factors or conditions that have 
been identified through an initial preventive 
physical examination (as described under sub-
section (ww)(1)), and a list of treatment options 
and their associated risks and benefits. 

‘‘(F) The furnishing of personalized health 
advice and a referral, as appropriate, to health 
education or preventive counseling services or 
programs aimed at reducing identified risk fac-
tors and improving self-management, or commu-
nity-based lifestyle interventions to reduce 
health risks and promote self-management and 
wellness, including weight loss, physical activ-
ity, smoking cessation, fall prevention, and nu-
trition. 
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‘‘(G) Any other element determined appro-

priate by the Secretary. 
‘‘(3) A health professional described in this 

paragraph is— 
‘‘(A) a physician; 
‘‘(B) a practitioner described in clause (i) of 

section 1842(b)(18)(C); or 
‘‘(C) a medical professional (including a 

health educator, registered dietitian, or nutri-
tion professional) or a team of medical profes-
sionals, as determined appropriate by the Sec-
retary, under the supervision of a physician. 

‘‘(4)(A) For purposes of paragraph (1)(A), the 
Secretary, not later than 1 year after the date of 
enactment of this subsection, shall establish 
publicly available guidelines for health risk as-
sessments. Such guidelines shall be developed in 
consultation with relevant groups and entities 
and shall provide that a health risk assess-
ment— 

‘‘(i) identify chronic diseases, injury risks, 
modifiable risk factors, and urgent health needs 
of the individual; and 

‘‘(ii) may be furnished— 
‘‘(I) through an interactive telephonic or web- 

based program that meets the standards estab-
lished under subparagraph (B); 

‘‘(II) during an encounter with a health care 
professional; 

‘‘(III) through community-based prevention 
programs; or 

‘‘(IV) through any other means the Secretary 
determines appropriate to maximize accessibility 
and ease of use by beneficiaries, while ensuring 
the privacy of such beneficiaries. 

‘‘(B) Not later than 1 year after the date of 
enactment of this subsection, the Secretary shall 
establish standards for interactive telephonic or 
web-based programs used to furnish health risk 
assessments under subparagraph (A)(ii)(I). The 
Secretary may utilize any health risk assessment 
developed under section 4004(f) of the Patient 
Protection and Affordable Care Act as part of 
the requirement to develop a personalized pre-
vention plan to comply with this subparagraph. 

‘‘(C)(i) Not later than 18 months after the date 
of enactment of this subsection, the Secretary 
shall develop and make available to the public a 
health risk assessment model. Such model shall 
meet the guidelines under subparagraph (A) and 
may be used to meet the requirement under 
paragraph (1)(A). 

‘‘(ii) Any health risk assessment that meets 
the guidelines under subparagraph (A) and is 
approved by the Secretary may be used to meet 
the requirement under paragraph (1)(A). 

‘‘(D) The Secretary may coordinate with com-
munity-based entities (including State Health 
Insurance Programs, Area Agencies on Aging, 
Aging and Disability Resource Centers, and the 
Administration on Aging) to— 

‘‘(i) ensure that health risk assessments are 
accessible to beneficiaries; and 

‘‘(ii) provide appropriate support for the com-
pletion of health risk assessments by bene-
ficiaries. 

‘‘(E) The Secretary shall establish procedures 
to make beneficiaries and providers aware of the 
requirement that a beneficiary complete a 
health risk assessment prior to or at the same 
time as receiving personalized prevention plan 
services. 

‘‘(F) To the extent practicable, the Secretary 
shall encourage the use of, integration with, 
and coordination of health information tech-
nology (including use of technology that is com-
patible with electronic medical records and per-
sonal health records) and may experiment with 
the use of personalized technology to aid in the 
development of self-management skills and man-
agement of and adherence to provider rec-
ommendations in order to improve the health 
status of beneficiaries. 

‘‘(G)(i) A beneficiary shall only be eligible to 
receive an initial preventive physical examina-
tion (as defined under subsection (ww)(1)) at 
any time during the 12-month period after the 
date that the beneficiary’s coverage begins 

under part B and shall be eligible to receive per-
sonalized prevention plan services under this 
subsection provided that the beneficiary has not 
received such services within the preceding 12- 
month period. 

‘‘(ii) The Secretary shall establish procedures 
to make beneficiaries aware of the option to se-
lect an initial preventive physical examination 
or personalized prevention plan services during 
the period of 12 months after the date that a 
beneficiary’s coverage begins under part B, 
which shall include information regarding any 
relevant differences between such services. 

‘‘(H) The Secretary shall issue guidance 
that— 

‘‘(i) identifies elements under paragraph (2) 
that are required to be provided to a beneficiary 
as part of their first visit for personalized pre-
vention plan services; and 

‘‘(ii) establishes a yearly schedule for appro-
priate provision of such elements thereafter.’’. 

(c) PAYMENT AND ELIMINATION OF COST-SHAR-
ING.— 

(1) PAYMENT AND ELIMINATION OF COINSUR-
ANCE.—Section 1833(a)(1) of the Social Security 
Act (42 U.S.C. 1395l(a)(1)) is amended— 

(A) in subparagraph (N), by inserting ‘‘other 
than personalized prevention plan services (as 
defined in section 1861(hhh)(1))’’ after ‘‘(as de-
fined in section 1848(j)(3))’’; 

(B) by striking ‘‘and’’ before ‘‘(W)’’; and 
(C) by inserting before the semicolon at the 

end the following: ‘‘, and (X) with respect to 
personalized prevention plan services (as de-
fined in section 1861(hhh)(1)), the amount paid 
shall be 100 percent of the lesser of the actual 
charge for the services or the amount deter-
mined under the payment basis determined 
under section 1848’’. 

(2) PAYMENT UNDER PHYSICIAN FEE SCHED-
ULE.—Section 1848(j)(3) of the Social Security 
Act (42 U.S.C. 1395w–4(j)(3)) is amended by in-
serting ‘‘(2)(FF) (including administration of 
the health risk assessment) ,’’ after ‘‘(2)(EE),’’. 

(3) ELIMINATION OF COINSURANCE IN OUT-
PATIENT HOSPITAL SETTINGS.— 

(A) EXCLUSION FROM OPD FEE SCHEDULE.— 
Section 1833(t)(1)(B)(iv) of the Social Security 
Act (42 U.S.C. 1395l(t)(1)(B)(iv)) is amended by 
striking ‘‘and diagnostic mammography’’ and 
inserting ‘‘, diagnostic mammography, or per-
sonalized prevention plan services (as defined in 
section 1861(hhh)(1))’’. 

(B) CONFORMING AMENDMENTS.—Section 
1833(a)(2) of the Social Security Act (42 U.S.C. 
1395l(a)(2)) is amended— 

(i) in subparagraph (F), by striking ‘‘and’’ at 
the end; 

(ii) in subparagraph (G)(ii), by striking the 
comma at the end and inserting ‘‘; and’’; and 

(iii) by inserting after subparagraph (G)(ii) 
the following new subparagraph: 

‘‘(H) with respect to personalized prevention 
plan services (as defined in section 1861(hhh)(1)) 
furnished by an outpatient department of a hos-
pital, the amount determined under paragraph 
(1)(X),’’. 

(4) WAIVER OF APPLICATION OF DEDUCTIBLE.— 
The first sentence of section 1833(b) of the Social 
Security Act (42 U.S.C. 1395l(b)) is amended— 

(A) by striking ‘‘and’’ before ‘‘(9)’’; and 
(B) by inserting before the period the fol-

lowing: ‘‘, and (10) such deductible shall not 
apply with respect to personalized prevention 
plan services (as defined in section 
1861(hhh)(1))’’. 

(d) FREQUENCY LIMITATION.—Section 1862(a) 
of the Social Security Act (42 U.S.C. 1395y(a)) is 
amended— 

(1) in paragraph (1)— 
(A) in subparagraph (N), by striking ‘‘and’’ at 

the end; 
(B) in subparagraph (O), by striking the semi-

colon at the end and inserting ‘‘, and’’; and 
(C) by adding at the end the following new 

subparagraph: 
‘‘(P) in the case of personalized prevention 

plan services (as defined in section 

1861(hhh)(1)), which are performed more fre-
quently than is covered under such section;’’; 
and 

(2) in paragraph (7), by striking ‘‘or (K)’’ and 
inserting ‘‘(K), or (P)’’. 

(e) EFFECTIVE DATE.—The amendments made 
by this section shall apply to services furnished 
on or after January 1, 2011. 
SEC. 4104. REMOVAL OF BARRIERS TO PREVEN-

TIVE SERVICES IN MEDICARE. 
(a) DEFINITION OF PREVENTIVE SERVICES.— 

Section 1861(ddd) of the Social Security Act (42 
U.S.C. 1395x(ddd)) is amended— 

(1) in the heading, by inserting ‘‘; Preventive 
Services’’ after ‘‘Services’’; 

(2) in paragraph (1), by striking ‘‘not other-
wise described in this title’’ and inserting ‘‘not 
described in subparagraph (A) or (C) of para-
graph (3)’’; and 

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

‘‘(3) The term ‘preventive services’ means the 
following: 

‘‘(A) The screening and preventive services de-
scribed in subsection (ww)(2) (other than the 
service described in subparagraph (M) of such 
subsection). 

‘‘(B) An initial preventive physical examina-
tion (as defined in subsection (ww)). 

‘‘(C) Personalized prevention plan services (as 
defined in subsection (hhh)(1)).’’. 

(b) COINSURANCE.— 
(1) GENERAL APPLICATION.— 
(A) IN GENERAL.—Section 1833(a)(1) of the So-

cial Security Act (42 U.S.C. 1395l(a)(1)), as 
amended by section 4103(c)(1), is amended— 

(i) in subparagraph (T), by inserting ‘‘(or 100 
percent if such services are recommended with a 
grade of A or B by the United States Preventive 
Services Task Force for any indication or popu-
lation and are appropriate for the individual)’’ 
after ‘‘80 percent’’; 

(ii) in subparagraph (W)— 
(I) in clause (i), by inserting ‘‘(if such sub-

paragraph were applied, by substituting ‘100 
percent’ for ‘80 percent’)’’ after ‘‘subparagraph 
(D)’’; and 

(II) in clause (ii), by striking ‘‘80 percent’’ and 
inserting ‘‘100 percent’’; 

(iii) by striking ‘‘and’’ before ‘‘(X)’’; and 
(iv) by inserting before the semicolon at the 

end the following: ‘‘, and (Y) with respect to 
preventive services described in subparagraphs 
(A) and (B) of section 1861(ddd)(3) that are ap-
propriate for the individual and, in the case of 
such services described in subparagraph (A), are 
recommended with a grade of A or B by the 
United States Preventive Services Task Force for 
any indication or population, the amount paid 
shall be 100 percent of the lesser of the actual 
charge for the services or the amount deter-
mined under the fee schedule that applies to 
such services under this part’’. 

(2) ELIMINATION OF COINSURANCE IN OUT-
PATIENT HOSPITAL SETTINGS.— 

(A) EXCLUSION FROM OPD FEE SCHEDULE.— 
Section 1833(t)(1)(B)(iv) of the Social Security 
Act (42 U.S.C. 1395l(t)(1)(B)(iv)), as amended by 
section 4103(c)(3)(A), is amended— 

(i) by striking ‘‘or’’ before ‘‘personalized pre-
vention plan services’’; and 

(ii) by inserting before the period the fol-
lowing: ‘‘, or preventive services described in 
subparagraphs (A) and (B) of section 
1861(ddd)(3) that are appropriate for the indi-
vidual and, in the case of such services de-
scribed in subparagraph (A), are recommended 
with a grade of A or B by the United States Pre-
ventive Services Task Force for any indication 
or population’’. 

(B) CONFORMING AMENDMENTS.—Section 
1833(a)(2) of the Social Security Act (42 U.S.C. 
1395l(a)(2)), as amended by section 4103(c)(3)(B), 
is amended— 

(i) in subparagraph (G)(ii), by striking ‘‘and’’ 
after the semicolon at the end; 

(ii) in subparagraph (H), by striking the 
comma at the end and inserting ‘‘; and’’; and 
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(iii) by inserting after subparagraph (H) the 

following new subparagraph: 
‘‘(I) with respect to preventive services de-

scribed in subparagraphs (A) and (B) of section 
1861(ddd)(3) that are appropriate for the indi-
vidual and are furnished by an outpatient de-
partment of a hospital and, in the case of such 
services described in subparagraph (A), are rec-
ommended with a grade of A or B by the United 
States Preventive Services Task Force for any 
indication or population, the amount deter-
mined under paragraph (1)(W) or (1)(Y),’’. 

(c) WAIVER OF APPLICATION OF DEDUCTIBLE 
FOR PREVENTIVE SERVICES AND COLORECTAL 
CANCER SCREENING TESTS.—Section 1833(b) of 
the Social Security Act (42 U.S.C. 1395l(b)), as 
amended by section 4103(c)(4), is amended— 

(1) in paragraph (1), by striking ‘‘items and 
services described in section 1861(s)(10)(A)’’ and 
inserting ‘‘preventive services described in sub-
paragraph (A) of section 1861(ddd)(3) that are 
recommended with a grade of A or B by the 
United States Preventive Services Task Force for 
any indication or population and are appro-
priate for the individual.’’; and 

(2) by adding at the end the following new 
sentence: ‘‘Paragraph (1) of the first sentence of 
this subsection shall apply with respect to a 
colorectal cancer screening test regardless of the 
code that is billed for the establishment of a di-
agnosis as a result of the test, or for the removal 
of tissue or other matter or other procedure that 
is furnished in connection with, as a result of, 
and in the same clinical encounter as the 
screening test.’’. 

(d) EFFECTIVE DATE.—The amendments made 
by this section shall apply to items and services 
furnished on or after January 1, 2011. 
SEC. 4105. EVIDENCE-BASED COVERAGE OF PRE-

VENTIVE SERVICES IN MEDICARE. 
(a) AUTHORITY TO MODIFY OR ELIMINATE 

COVERAGE OF CERTAIN PREVENTIVE SERVICES.— 
Section 1834 of the Social Security Act (42 U.S.C. 
1395m) is amended by adding at the end the fol-
lowing new subsection: 

‘‘(n) AUTHORITY TO MODIFY OR ELIMINATE 
COVERAGE OF CERTAIN PREVENTIVE SERVICES.— 
Notwithstanding any other provision of this 
title, effective beginning on January 1, 2010, if 
the Secretary determines appropriate, the Sec-
retary may— 

‘‘(1) modify— 
‘‘(A) the coverage of any preventive service 

described in subparagraph (A) of section 
1861(ddd)(3) to the extent that such modification 
is consistent with the recommendations of the 
United States Preventive Services Task Force; 
and 

‘‘(B) the services included in the initial pre-
ventive physical examination described in sub-
paragraph (B) of such section; and 

‘‘(2) provide that no payment shall be made 
under this title for a preventive service described 
in subparagraph (A) of such section that has 
not received a grade of A, B, C, or I by such 
Task Force.’’. 

(b) CONSTRUCTION.—Nothing in the amend-
ment made by paragraph (1) shall be construed 
to affect the coverage of diagnostic or treatment 
services under title XVIII of the Social Security 
Act. 
SEC. 4106. IMPROVING ACCESS TO PREVENTIVE 

SERVICES FOR ELIGIBLE ADULTS IN 
MEDICAID. 

(a) CLARIFICATION OF INCLUSION OF SERV-
ICES.—Section 1905(a)(13) of the Social Security 
Act (42 U.S.C. 1396d(a)(13)) is amended to read 
as follows: 

‘‘(13) other diagnostic, screening, preventive, 
and rehabilitative services, including— 

‘‘(A) any clinical preventive services that are 
assigned a grade of A or B by the United States 
Preventive Services Task Force; 

‘‘(B) with respect to an adult individual, ap-
proved vaccines recommended by the Advisory 
Committee on Immunization Practices (an advi-
sory committee established by the Secretary, act-
ing through the Director of the Centers for Dis-

ease Control and Prevention) and their adminis-
tration; and 

‘‘(C) any medical or remedial services (pro-
vided in a facility, a home, or other setting) rec-
ommended by a physician or other licensed 
practitioner of the healing arts within the scope 
of their practice under State law, for the max-
imum reduction of physical or mental disability 
and restoration of an individual to the best pos-
sible functional level;’’. 

(b) INCREASED FMAP.—Section 1905(b) of the 
Social Security Act (42 U.S.C. 1396d(b)), as 
amended by sections 2001(a)(3)(A) and 
2004(c)(1), is amended in the first sentence— 

(1) by striking ‘‘, and (4)’’ and inserting ‘‘, 
(4)’’; and 

(2) by inserting before the period the fol-
lowing: ‘‘, and (5) in the case of a State that 
provides medical assistance for services and vac-
cines described in subparagraphs (A) and (B) of 
subsection (a)(13), and prohibits cost-sharing for 
such services and vaccines, the Federal medical 
assistance percentage, as determined under this 
subsection and subsection (y) (without regard to 
paragraph (1)(C) of such subsection), shall be 
increased by 1 percentage point with respect to 
medical assistance for such services and vac-
cines and for items and services described in 
subsection (a)(4)(D)’’. 

(c) EFFECTIVE DATE.—The amendments made 
under this section shall take effect on January 
1, 2013. 
SEC. 4107. COVERAGE OF COMPREHENSIVE TO-

BACCO CESSATION SERVICES FOR 
PREGNANT WOMEN IN MEDICAID. 

(a) REQUIRING COVERAGE OF COUNSELING AND 
PHARMACOTHERAPY FOR CESSATION OF TOBACCO 
USE BY PREGNANT WOMEN.—Section 1905 of the 
Social Security Act (42 U.S.C. 1396d), as amend-
ed by sections 2001(a)(3)(B) and 2303, is further 
amended— 

(1) in subsection (a)(4)— 
(A) by striking ‘‘and’’ before ‘‘(C)’’; and 
(B) by inserting before the semicolon at the 

end the following new subparagraph: ‘‘; and (D) 
counseling and pharmacotherapy for cessation 
of tobacco use by pregnant women (as defined 
in subsection (bb))’’; and 

(2) by adding at the end the following: 
‘‘(bb)(1) For purposes of this title, the term 

‘counseling and pharmacotherapy for cessation 
of tobacco use by pregnant women’ means diag-
nostic, therapy, and counseling services and 
pharmacotherapy (including the coverage of 
prescription and nonprescription tobacco ces-
sation agents approved by the Food and Drug 
Administration) for cessation of tobacco use by 
pregnant women who use tobacco products or 
who are being treated for tobacco use that is 
furnished— 

‘‘(A) by or under the supervision of a physi-
cian; or 

‘‘(B) by any other health care professional 
who— 

‘‘(i) is legally authorized to furnish such serv-
ices under State law (or the State regulatory 
mechanism provided by State law) of the State 
in which the services are furnished; and 

‘‘(ii) is authorized to receive payment for 
other services under this title or is designated by 
the Secretary for this purpose. 

‘‘(2) Subject to paragraph (3), such term is 
limited to— 

‘‘(A) services recommended with respect to 
pregnant women in ‘Treating Tobacco Use and 
Dependence: 2008 Update: A Clinical Practice 
Guideline’, published by the Public Health Serv-
ice in May 2008, or any subsequent modification 
of such Guideline; and 

‘‘(B) such other services that the Secretary 
recognizes to be effective for cessation of tobacco 
use by pregnant women. 

‘‘(3) Such term shall not include coverage for 
drugs or biologicals that are not otherwise cov-
ered under this title.’’. 

(b) EXCEPTION FROM OPTIONAL RESTRICTION 
UNDER MEDICAID PRESCRIPTION DRUG COV-
ERAGE.—Section 1927(d)(2)(F) of the Social Secu-

rity Act (42 U.S.C. 1396r–8(d)(2)(F)), as redesig-
nated by section 2502(a), is amended by insert-
ing before the period at the end the following: ‘‘, 
except, in the case of pregnant women when rec-
ommended in accordance with the Guideline re-
ferred to in section 1905(bb)(2)(A), agents ap-
proved by the Food and Drug Administration 
under the over-the-counter monograph process 
for purposes of promoting, and when used to 
promote, tobacco cessation’’. 

(c) REMOVAL OF COST-SHARING FOR COUN-
SELING AND PHARMACOTHERAPY FOR CESSATION 
OF TOBACCO USE BY PREGNANT WOMEN.— 

(1) GENERAL COST-SHARING LIMITATIONS.—Sec-
tion 1916 of the Social Security Act (42 U.S.C. 
1396o) is amended in each of subsections 
(a)(2)(B) and (b)(2)(B) by inserting ‘‘, and coun-
seling and pharmacotherapy for cessation of to-
bacco use by pregnant women (as defined in sec-
tion 1905(bb)) and covered outpatient drugs (as 
defined in subsection (k)(2) of section 1927 and 
including nonprescription drugs described in 
subsection (d)(2) of such section) that are pre-
scribed for purposes of promoting, and when 
used to promote, tobacco cessation by pregnant 
women in accordance with the Guideline re-
ferred to in section 1905(bb)(2)(A)’’ after ‘‘com-
plicate the pregnancy’’. 

(2) APPLICATION TO ALTERNATIVE COST-SHAR-
ING.—Section 1916A(b)(3)(B)(iii) of such Act (42 
U.S.C. 1396o–1(b)(3)(B)(iii)) is amended by in-
serting ‘‘, and counseling and pharmacotherapy 
for cessation of tobacco use by pregnant women 
(as defined in section 1905(bb))’’ after ‘‘com-
plicate the pregnancy’’. 

(d) EFFECTIVE DATE.—The amendments made 
by this section shall take effect on October 1, 
2010. 
SEC. 4108. INCENTIVES FOR PREVENTION OF 

CHRONIC DISEASES IN MEDICAID. 
(a) INITIATIVES.— 
(1) ESTABLISHMENT.— 
(A) IN GENERAL.—The Secretary shall award 

grants to States to carry out initiatives to pro-
vide incentives to Medicaid beneficiaries who— 

(i) successfully participate in a program de-
scribed in paragraph (3); and 

(ii) upon completion of such participation, 
demonstrate changes in health risk and out-
comes, including the adoption and maintenance 
of healthy behaviors by meeting specific targets 
(as described in subsection (c)(2)). 

(B) PURPOSE.—The purpose of the initiatives 
under this section is to test approaches that may 
encourage behavior modification and determine 
scalable solutions. 

(2) DURATION.— 
(A) INITIATION OF PROGRAM; RESOURCES.—The 

Secretary shall awards grants to States begin-
ning on January 1, 2011, or beginning on the 
date on which the Secretary develops program 
criteria, whichever is earlier. The Secretary 
shall develop program criteria for initiatives 
under this section using relevant evidence-based 
research and resources, including the Guide to 
Community Preventive Services, the Guide to 
Clinical Preventive Services, and the National 
Registry of Evidence-Based Programs and Prac-
tices. 

(B) DURATION OF PROGRAM.—A State awarded 
a grant to carry out initiatives under this sec-
tion shall carry out such initiatives within the 
5-year period beginning on January 1, 2011, or 
beginning on the date on which the Secretary 
develops program criteria, whichever is earlier. 
Initiatives under this section shall be carried 
out by a State for a period of not less than 3 
years. 

(3) PROGRAM DESCRIBED.— 
(A) IN GENERAL.—A program described in this 

paragraph is a comprehensive, evidence-based, 
widely available, and easily accessible program, 
proposed by the State and approved by the Sec-
retary, that is designed and uniquely suited to 
address the needs of Medicaid beneficiaries and 
has demonstrated success in helping individuals 
achieve one or more of the following: 

(i) Ceasing use of tobacco products. 
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(ii) Controlling or reducing their weight. 
(iii) Lowering their cholesterol. 
(iv) Lowering their blood pressure. 
(v) Avoiding the onset of diabetes or, in the 

case of a diabetic, improving the management of 
that condition. 

(B) CO-MORBIDITIES.—A program under this 
section may also address co-morbidities (includ-
ing depression) that are related to any of the 
conditions described in subparagraph (A). 

(C) WAIVER AUTHORITY.—The Secretary may 
waive the requirements of section 1902(a)(1) (re-
lating to statewideness) of the Social Security 
Act for a State awarded a grant to conduct an 
initiative under this section and shall ensure 
that a State makes any program described in 
subparagraph (A) available and accessible to 
Medicaid beneficiaries. 

(D) FLEXIBILITY IN IMPLEMENTATION.—A State 
may enter into arrangements with providers 
participating in Medicaid, community-based or-
ganizations, faith-based organizations, public- 
private partnerships, Indian tribes, or similar 
entities or organizations to carry out programs 
described in subparagraph (A). 

(4) APPLICATION.—Following the development 
of program criteria by the Secretary, a State 
may submit an application, in such manner and 
containing such information as the Secretary 
may require, that shall include a proposal for 
programs described in paragraph (3)(A) and a 
plan to make Medicaid beneficiaries and pro-
viders participating in Medicaid who reside in 
the State aware and informed about such pro-
grams. 

(b) EDUCATION AND OUTREACH CAMPAIGN.— 
(1) STATE AWARENESS.—The Secretary shall 

conduct an outreach and education campaign to 
make States aware of the grants under this sec-
tion. 

(2) PROVIDER AND BENEFICIARY EDUCATION.— 
A State awarded a grant to conduct an initia-
tive under this section shall conduct an out-
reach and education campaign to make Med-
icaid beneficiaries and providers participating 
in Medicaid who reside in the State aware of the 
programs described in subsection (a)(3) that are 
to be carried out by the State under the grant. 

(c) IMPACT.—A State awarded a grant to con-
duct an initiative under this section shall de-
velop and implement a system to— 

(1) track Medicaid beneficiary participation in 
the program and validate changes in health risk 
and outcomes with clinical data, including the 
adoption and maintenance of health behaviors 
by such beneficiaries; 

(2) to the extent practicable, establish stand-
ards and health status targets for Medicaid 
beneficiaries participating in the program and 
measure the degree to which such standards and 
targets are met; 

(3) evaluate the effectiveness of the program 
and provide the Secretary with such evalua-
tions; 

(4) report to the Secretary on processes that 
have been developed and lessons learned from 
the program; and 

(5) report on preventive services as part of re-
porting on quality measures for Medicaid man-
aged care programs. 

(d) EVALUATIONS AND REPORTS.— 
(1) INDEPENDENT ASSESSMENT.—The Secretary 

shall enter into a contract with an independent 
entity or organization to conduct an evaluation 
and assessment of the initiatives carried out by 
States under this section, for the purpose of de-
termining— 

(A) the effect of such initiatives on the use of 
health care services by Medicaid beneficiaries 
participating in the program; 

(B) the extent to which special populations 
(including adults with disabilities, adults with 
chronic illnesses, and children with special 
health care needs) are able to participate in the 
program; 

(C) the level of satisfaction of Medicaid bene-
ficiaries with respect to the accessibility and 
quality of health care services provided through 
the program; and 

(D) the administrative costs incurred by State 
agencies that are responsible for administration 
of the program. 

(2) STATE REPORTING.—A State awarded a 
grant to carry out initiatives under this section 
shall submit reports to the Secretary, on a semi- 
annual basis, regarding the programs that are 
supported by the grant funds. Such report shall 
include information, as specified by the Sec-
retary, regarding— 

(A) the specific uses of the grant funds; 
(B) an assessment of program implementation 

and lessons learned from the programs; 
(C) an assessment of quality improvements 

and clinical outcomes under such programs; and 
(D) estimates of cost savings resulting from 

such programs. 
(3) INITIAL REPORT.—Not later than January 

1, 2014, the Secretary shall submit to Congress 
an initial report on such initiatives based on in-
formation provided by States through reports re-
quired under paragraph (2). The initial report 
shall include an interim evaluation of the effec-
tiveness of the initiatives carried out with 
grants awarded under this section and a rec-
ommendation regarding whether funding for ex-
panding or extending the initiatives should be 
extended beyond January 1, 2016. 

(4) FINAL REPORT.—Not later than July 1, 
2016, the Secretary shall submit to Congress a 
final report on the program that includes the re-
sults of the independent assessment required 
under paragraph (1), together with rec-
ommendations for such legislation and adminis-
trative action as the Secretary determines ap-
propriate. 

(e) NO EFFECT ON ELIGIBILITY FOR, OR 
AMOUNT OF, MEDICAID OR OTHER BENEFITS.— 
Any incentives provided to a Medicaid bene-
ficiary participating in a program described in 
subsection (a)(3) shall not be taken into account 
for purposes of determining the beneficiary’s eli-
gibility for, or amount of, benefits under the 
Medicaid program or any program funded in 
whole or in part with Federal funds. 

(f) FUNDING.—Out of any funds in the Treas-
ury not otherwise appropriated, there are ap-
propriated for the 5-year period beginning on 
January 1, 2011, $100,000,000 to the Secretary to 
carry out this section. Amounts appropriated 
under this subsection shall remain available 
until expended. 

(g) DEFINITIONS.—In this section: 
(1) MEDICAID BENEFICIARY.—The term ‘‘Med-

icaid beneficiary’’ means an individual who is 
eligible for medical assistance under a State 
plan or waiver under title XIX of the Social Se-
curity Act (42 U.S.C. 1396 et seq.) and is enrolled 
in such plan or waiver. 

(2) STATE.—The term ‘‘State’’ has the meaning 
given that term for purposes of title XIX of the 
Social Security Act (42 U.S.C. 1396 et seq.). 
Subtitle C—Creating Healthier Communities 

SEC. 4201. COMMUNITY TRANSFORMATION 
GRANTS. 

(a) IN GENERAL.—The Secretary of Health and 
Human Services (referred to in this section as 
the ‘‘Secretary’’), acting through the Director of 
the Centers for Disease Control and Prevention 
(referred to in this section as the ‘‘Director’’), 
shall award competitive grants to State and 
local governmental agencies and community- 
based organizations for the implementation, 
evaluation, and dissemination of evidence-based 
community preventive health activities in order 
to reduce chronic disease rates, prevent the de-
velopment of secondary conditions, address 
health disparities, and develop a stronger evi-
dence-base of effective prevention programming. 

(b) ELIGIBILITY.—To be eligible to receive a 
grant under subsection (a), an entity shall— 

(1) be— 
(A) a State governmental agency; 
(B) a local governmental agency; 
(C) a national network of community-based 

organizations; 
(D) a State or local non-profit organization; 

or 

(E) an Indian tribe; and 
(2) submit to the Director an application at 

such time, in such a manner, and containing 
such information as the Director may require, 
including a description of the program to be car-
ried out under the grant; and 

(3) demonstrate a history or capacity, if fund-
ed, to develop relationships necessary to engage 
key stakeholders from multiple sectors within 
and beyond health care and across a commu-
nity, such as healthy futures corps and health 
care providers. 

(c) USE OF FUNDS.— 
(1) IN GENERAL.—An eligible entity shall use 

amounts received under a grant under this sec-
tion to carry out programs described in this sub-
section. 

(2) COMMUNITY TRANSFORMATION PLAN.— 
(A) IN GENERAL.—An eligible entity that re-

ceives a grant under this section shall submit to 
the Director (for approval) a detailed plan that 
includes the policy, environmental, pro-
grammatic, and as appropriate infrastructure 
changes needed to promote healthy living and 
reduce disparities. 

(B) ACTIVITIES.—Activities within the plan 
may focus on (but not be limited to)— 

(i) creating healthier school environments, in-
cluding increasing healthy food options, phys-
ical activity opportunities, promotion of healthy 
lifestyle, emotional wellness, and prevention 
curricula, and activities to prevent chronic dis-
eases; 

(ii) creating the infrastructure to support ac-
tive living and access to nutritious foods in a 
safe environment; 

(iii) developing and promoting programs tar-
geting a variety of age levels to increase access 
to nutrition, physical activity and smoking ces-
sation, improve social and emotional wellness, 
enhance safety in a community, or address any 
other chronic disease priority area identified by 
the grantee; 

(iv) assessing and implementing worksite 
wellness programming and incentives; 

(v) working to highlight healthy options at 
restaurants and other food venues; 

(vi) prioritizing strategies to reduce racial and 
ethnic disparities, including social, economic, 
and geographic determinants of health; and 

(vii) addressing special populations needs, in-
cluding all age groups and individuals with dis-
abilities, and individuals in both urban and 
rural areas. 

(3) COMMUNITY-BASED PREVENTION HEALTH 
ACTIVITIES.— 

(A) IN GENERAL.—An eligible entity shall use 
amounts received under a grant under this sec-
tion to implement a variety of programs, poli-
cies, and infrastructure improvements to pro-
mote healthier lifestyles. 

(B) ACTIVITIES.—An eligible entity shall im-
plement activities detailed in the community 
transformation plan under paragraph (2). 

(C) IN-KIND SUPPORT.—An eligible entity may 
provide in-kind resources such as staff, equip-
ment, or office space in carrying out activities 
under this section. 

(4) EVALUATION.— 
(A) IN GENERAL.—An eligible entity shall use 

amounts provided under a grant under this sec-
tion to conduct activities to measure changes in 
the prevalence of chronic disease risk factors 
among community members participating in pre-
ventive health activities 

(B) TYPES OF MEASURES.—In carrying out 
subparagraph (A), the eligible entity shall, with 
respect to residents in the community, measure— 

(i) changes in weight; 
(ii) changes in proper nutrition; 
(iii) changes in physical activity; 
(iv) changes in tobacco use prevalence; 
(v) changes in emotional well-being and over-

all mental health; 
(vi) other factors using community-specific 

data from the Behavioral Risk Factor Surveil-
lance Survey; and 

(vii) other factors as determined by the Sec-
retary. 
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(C) REPORTING.—An eligible entity shall an-

nually submit to the Director a report con-
taining an evaluation of activities carried out 
under the grant. 

(5) DISSEMINATION.—A grantee under this sec-
tion shall— 

(A) meet at least annually in regional or na-
tional meetings to discuss challenges, best prac-
tices, and lessons learned with respect to activi-
ties carried out under the grant; and 

(B) develop models for the replication of suc-
cessful programs and activities and the men-
toring of other eligible entities. 

(d) TRAINING.— 
(1) IN GENERAL.—The Director shall develop a 

program to provide training for eligible entities 
on effective strategies for the prevention and 
control of chronic disease and the link between 
physical, emotional, and social well-being. 

(2) COMMUNITY TRANSFORMATION PLAN.—The 
Director shall provide appropriate feedback and 
technical assistance to grantees to establish 
community transformation plans 

(3) EVALUATION.—The Director shall provide a 
literature review and framework for the evalua-
tion of programs conducted as part of the grant 
program under this section, in addition to work-
ing with academic institutions or other entities 
with expertise in outcome evaluation. 

(e) PROHIBITION.—A grantee shall not use 
funds provided under a grant under this section 
to create video games or to carry out any other 
activities that may lead to higher rates of obe-
sity or inactivity. 

(f) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section, such sums as may be necessary 
for each fiscal years 2010 through 2014. 
SEC. 4202. HEALTHY AGING, LIVING WELL; EVAL-

UATION OF COMMUNITY-BASED PRE-
VENTION AND WELLNESS PROGRAMS 
FOR MEDICARE BENEFICIARIES. 

(a) HEALTHY AGING, LIVING WELL.— 
(1) IN GENERAL.—The Secretary of Health and 

Human Services (referred to in this section as 
the ‘‘Secretary’’), acting through the Director of 
the Centers for Disease Control and Prevention, 
shall award grants to State or local health de-
partments and Indian tribes to carry out 5-year 
pilot programs to provide public health commu-
nity interventions, screenings, and where nec-
essary, clinical referrals for individuals who are 
between 55 and 64 years of age. 

(2) ELIGIBILITY.—To be eligible to receive a 
grant under paragraph (1), an entity shall— 

(A) be— 
(i) a State health department; 
(ii) a local health department; or 
(iii) an Indian tribe; 
(B) submit to the Secretary an application at 

such time, in such manner, and containing such 
information as the Secretary may require in-
cluding a description of the program to be car-
ried out under the grant; 

(C) design a strategy for improving the health 
of the 55-to-64 year-old population through com-
munity-based public health interventions; and 

(D) demonstrate the capacity, if funded, to de-
velop the relationships necessary with relevant 
health agencies, health care providers, commu-
nity-based organizations, and insurers to carry 
out the activities described in paragraph (3), 
such relationships to include the identification 
of a community-based clinical partner, such as 
a community health center or rural health clin-
ic. 

(3) USE OF FUNDS.— 
(A) IN GENERAL.—A State or local health de-

partment shall use amounts received under a 
grant under this subsection to carry out a pro-
gram to provide the services described in this 
paragraph to individuals who are between 55 
and 64 years of age. 

(B) PUBLIC HEALTH INTERVENTIONS.— 
(i) IN GENERAL.—In developing and imple-

menting such activities, a grantee shall collabo-
rate with the Centers for Disease Control and 
Prevention and the Administration on Aging, 
and relevant local agencies and organizations. 

(ii) TYPES OF INTERVENTION ACTIVITIES.— 
Intervention activities conducted under this 
subparagraph may include efforts to improve 
nutrition, increase physical activity, reduce to-
bacco use and substance abuse, improve mental 
health, and promote healthy lifestyles among 
the target population. 

(C) COMMUNITY PREVENTIVE SCREENINGS.— 
(i) IN GENERAL.—In addition to community- 

wide public health interventions, a State or 
local health department shall use amounts re-
ceived under a grant under this subsection to 
conduct ongoing health screening to identify 
risk factors for cardiovascular disease, cancer, 
stroke, and diabetes among individuals in both 
urban and rural areas who are between 55 and 
64 years of age. 

(ii) TYPES OF SCREENING ACTIVITIES.—Screen-
ing activities conducted under this subpara-
graph may include— 

(I) mental health/behavioral health and sub-
stance use disorders; 

(II) physical activity, smoking, and nutrition; 
and 

(III) any other measures deemed appropriate 
by the Secretary. 

(iii) MONITORING.—Grantees under this sec-
tion shall maintain records of screening results 
under this subparagraph to establish the base-
line data for monitoring the targeted population 

(D) CLINICAL REFERRAL/TREATMENT FOR 
CHRONIC DISEASES.— 

(i) IN GENERAL.—A State or local health de-
partment shall use amounts received under a 
grant under this subsection to ensure that indi-
viduals between 55 and 64 years of age who are 
found to have chronic disease risk factors 
through the screening activities described in 
subparagraph (C)(ii), receive clinical referral/ 
treatment for follow-up services to reduce such 
risk. 

(ii) MECHANISM.— 
(I) IDENTIFICATION AND DETERMINATION OF 

STATUS.—With respect to each individual with 
risk factors for or having heart disease, stroke, 
diabetes, or any other condition for which such 
individual was screened under subparagraph 
(C), a grantee under this section shall determine 
whether or not such individual is covered under 
any public or private health insurance program. 

(II) INSURED INDIVIDUALS.—An individual de-
termined to be covered under a health insurance 
program under subclause (I) shall be referred by 
the grantee to the existing providers under such 
program or, if such individual does not have a 
current provider, to a provider who is in-net-
work with respect to the program involved. 

(III) UNINSURED INDIVIDUALS.—With respect 
to an individual determined to be uninsured 
under subclause (I), the grantee’s community- 
based clinical partner described in paragraph 
(4)(D) shall assist the individual in determining 
eligibility for available public coverage options 
and identify other appropriate community 
health care resources and assistance programs. 

(iii) PUBLIC HEALTH INTERVENTION PRO-
GRAM.—A State or local health department shall 
use amounts received under a grant under this 
subsection to enter into contracts with commu-
nity health centers or rural health clinics and 
mental health and substance use disorder serv-
ice providers to assist in the referral/treatment 
of at risk patients to community resources for 
clinical follow-up and help determine eligibility 
for other public programs. 

(E) GRANTEE EVALUATION.—An eligible entity 
shall use amounts provided under a grant under 
this subsection to conduct activities to measure 
changes in the prevalence of chronic disease risk 
factors among participants. 

(4) PILOT PROGRAM EVALUATION.—The Sec-
retary shall conduct an annual evaluation of 
the effectiveness of the pilot program under this 
subsection. In determining such effectiveness, 
the Secretary shall consider changes in the 
prevalence of uncontrolled chronic disease risk 
factors among new Medicare enrollees (or indi-
viduals nearing enrollment, including those who 

are 63 and 64 years of age) who reside in States 
or localities receiving grants under this section 
as compared with national and historical data 
for those States and localities for the same pop-
ulation. 

(5) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this subsection, such sums as may be nec-
essary for each of fiscal years 2010 through 2014. 

(b) EVALUATION AND PLAN FOR COMMUNITY- 
BASED PREVENTION AND WELLNESS PROGRAMS 
FOR MEDICARE BENEFICIARIES.— 

(1) IN GENERAL.—The Secretary shall conduct 
an evaluation of community-based prevention 
and wellness programs and develop a plan for 
promoting healthy lifestyles and chronic disease 
self-management for Medicare beneficiaries. 

(2) MEDICARE EVALUATION OF PREVENTION AND 
WELLNESS PROGRAMS.— 

(A) IN GENERAL.—The Secretary shall evaluate 
community prevention and wellness programs 
including those that are sponsored by the Ad-
ministration on Aging, are evidence-based, and 
have demonstrated potential to help Medicare 
beneficiaries (particularly beneficiaries that 
have attained 65 years of age) reduce their risk 
of disease, disability, and injury by making 
healthy lifestyle choices, including exercise, 
diet, and self-management of chronic diseases. 

(B) EVALUATION.—The evaluation under sub-
paragraph (A) shall consist of the following: 

(i) EVIDENCE REVIEW.—The Secretary shall re-
view available evidence, literature, best prac-
tices, and resources that are relevant to pro-
grams that promote healthy lifestyles and re-
duce risk factors for the Medicare population. 
The Secretary may determine the scope of the 
evidence review and such issues to be consid-
ered, which shall include, at a minimum— 

(I) physical activity, nutrition, and obesity; 
(II) falls; 
(III) chronic disease self-management; and 
(IV) mental health. 
(ii) INDEPENDENT EVALUATION OF EVIDENCE- 

BASED COMMUNITY PREVENTION AND WELLNESS 
PROGRAMS.—The Administrator of the Centers 
for Medicare & Medicaid Services, in consulta-
tion with the Assistant Secretary for Aging, 
shall, to the extent feasible and practicable, 
conduct an evaluation of existing community 
prevention and wellness programs that are 
sponsored by the Administration on Aging to as-
sess the extent to which Medicare beneficiaries 
who participate in such programs— 

(I) reduce their health risks, improve their 
health outcomes, and adopt and maintain 
healthy behaviors; 

(II) improve their ability to manage their 
chronic conditions; and 

(III) reduce their utilization of health services 
and associated costs under the Medicare pro-
gram for conditions that are amenable to im-
provement under such programs. 

(3) REPORT.—Not later than September 30, 
2013, the Secretary shall submit to Congress a 
report that includes— 

(A) recommendations for such legislation and 
administrative action as the Secretary deter-
mines appropriate to promote healthy lifestyles 
and chronic disease self-management for Medi-
care beneficiaries; 

(B) any relevant findings relating to the evi-
dence review under paragraph (2)(B)(i); and 

(C) the results of the evaluation under para-
graph (2)(B)(ii). 

(4) FUNDING.—For purposes of carrying out 
this subsection, the Secretary shall provide for 
the transfer, from the Federal Hospital Insur-
ance Trust Fund under section 1817 of the So-
cial Security Act (42 U.S.C. 1395i) and the Fed-
eral Supplemental Medical Insurance Trust 
Fund under section 1841 of such Act (42 U.S.C. 
1395t), in such proportion as the Secretary de-
termines appropriate, of $50,000,000 to the Cen-
ters for Medicare & Medicaid Services Program 
Management Account. Amounts transferred 
under the preceding sentence shall remain avail-
able until expended. 
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(5) ADMINISTRATION.—Chapter 35 of title 44, 

United States Code shall not apply to the this 
subsection. 

(6) MEDICARE BENEFICIARY.—In this sub-
section, the term ‘‘Medicare beneficiary’’ means 
an individual who is entitled to benefits under 
part A of title XVIII of the Social Security Act 
and enrolled under part B of such title. 
SEC. 4203. REMOVING BARRIERS AND IMPROVING 

ACCESS TO WELLNESS FOR INDIVID-
UALS WITH DISABILITIES. 

Title V of the Rehabilitation Act of 1973 (29 
U.S.C. 791 et seq.) is amended by adding at the 
end of the following: 
‘‘SEC. 510. ESTABLISHMENT OF STANDARDS FOR 

ACCESSIBLE MEDICAL DIAGNOSTIC 
EQUIPMENT. 

‘‘(a) STANDARDS.—Not later than 24 months 
after the date of enactment of the Affordable 
Health Choices Act, the Architectural and 
Transportation Barriers Compliance Board 
shall, in consultation with the Commissioner of 
the Food and Drug Administration, promulgate 
regulatory standards in accordance with the 
Administrative Procedure Act (2 U.S.C. 551 et 
seq.) setting forth the minimum technical cri-
teria for medical diagnostic equipment used in 
(or in conjunction with) physician’s offices, 
clinics, emergency rooms, hospitals, and other 
medical settings. The standards shall ensure 
that such equipment is accessible to, and usable 
by, individuals with accessibility needs, and 
shall allow independent entry to, use of, and 
exit from the equipment by such individuals to 
the maximum extent possible. 

‘‘(b) MEDICAL DIAGNOSTIC EQUIPMENT COV-
ERED.—The standards issued under subsection 
(a) for medical diagnostic equipment shall apply 
to equipment that includes examination tables, 
examination chairs (including chairs used for 
eye examinations or procedures, and dental ex-
aminations or procedures), weight scales, mam-
mography equipment, x-ray machines, and other 
radiological equipment commonly used for diag-
nostic purposes by health professionals. 

‘‘(c) REVIEW AND AMENDMENT.—The Architec-
tural and Transportation Barriers Compliance 
Board, in consultation with the Commissioner of 
the Food and Drug Administration, shall peri-
odically review and, as appropriate, amend the 
standards in accordance with the Administra-
tive Procedure Act (2 U.S.C. 551 et seq.).’’. 
SEC. 4204. IMMUNIZATIONS. 

(a) STATE AUTHORITY TO PURCHASE REC-
OMMENDED VACCINES FOR ADULTS.—Section 317 
of the Public Health Service Act (42 U.S.C. 247b) 
is amended by adding at the end the following: 

‘‘(l) AUTHORITY TO PURCHASE RECOMMENDED 
VACCINES FOR ADULTS.— 

‘‘(1) IN GENERAL.—The Secretary may nego-
tiate and enter into contracts with manufactur-
ers of vaccines for the purchase and delivery of 
vaccines for adults as provided for under sub-
section (e). 

‘‘(2) STATE PURCHASE.—A State may obtain 
additional quantities of such adult vaccines 
(subject to amounts specified to the Secretary by 
the State in advance of negotiations) through 
the purchase of vaccines from manufacturers at 
the applicable price negotiated by the Secretary 
under this subsection.’’. 

(b) DEMONSTRATION PROGRAM TO IMPROVE 
IMMUNIZATION COVERAGE.—Section 317 of the 
Public Health Service Act (42 U.S.C. 247b), as 
amended by subsection (a), is further amended 
by adding at the end the following: 

‘‘(m) DEMONSTRATION PROGRAM TO IMPROVE 
IMMUNIZATION COVERAGE.— 

‘‘(1) IN GENERAL.—The Secretary, acting 
through the Director of the Centers for Disease 
Control and Prevention, shall establish a dem-
onstration program to award grants to States to 
improve the provision of recommended immuni-
zations for children, adolescents, and adults 
through the use of evidence-based, population- 
based interventions for high-risk populations. 

‘‘(2) STATE PLAN.—To be eligible for a grant 
under paragraph (1), a State shall submit to the 

Secretary an application at such time, in such 
manner, and containing such information as the 
Secretary may require, including a State plan 
that describes the interventions to be imple-
mented under the grant and how such interven-
tions match with local needs and capabilities, as 
determined through consultation with local au-
thorities. 

‘‘(3) USE OF FUNDS.—Funds received under a 
grant under this subsection shall be used to im-
plement interventions that are recommended by 
the Task Force on Community Preventive Serv-
ices (as established by the Secretary, acting 
through the Director of the Centers for Disease 
Control and Prevention) or other evidence-based 
interventions, including— 

‘‘(A) providing immunization reminders or re-
calls for target populations of clients, patients, 
and consumers; 

‘‘(B) educating targeted populations and 
health care providers concerning immunizations 
in combination with one or more other interven-
tions; 

‘‘(C) reducing out-of-pocket costs for families 
for vaccines and their administration; 

‘‘(D) carrying out immunization-promoting 
strategies for participants or clients of public 
programs, including assessments of immuniza-
tion status, referrals to health care providers, 
education, provision of on-site immunizations, 
or incentives for immunization; 

‘‘(E) providing for home visits that promote 
immunization through education, assessments of 
need, referrals, provision of immunizations, or 
other services; 

‘‘(F) providing reminders or recalls for immu-
nization providers; 

‘‘(G) conducting assessments of, and providing 
feedback to, immunization providers; 

‘‘(H) any combination of one or more inter-
ventions described in this paragraph; or 

‘‘(I) immunization information systems to 
allow all States to have electronic databases for 
immunization records. 

‘‘(4) CONSIDERATION.—In awarding grants 
under this subsection, the Secretary shall con-
sider any reviews or recommendations of the 
Task Force on Community Preventive Services. 

‘‘(5) EVALUATION.—Not later than 3 years 
after the date on which a State receives a grant 
under this subsection, the State shall submit to 
the Secretary an evaluation of progress made to-
ward improving immunization coverage rates 
among high-risk populations within the State. 

‘‘(6) REPORT TO CONGRESS.—Not later than 4 
years after the date of enactment of the Afford-
able Health Choices Act, the Secretary shall 
submit to Congress a report concerning the ef-
fectiveness of the demonstration program estab-
lished under this subsection together with rec-
ommendations on whether to continue and ex-
pand such program. 

‘‘(7) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated to carry 
out this subsection, such sums as may be nec-
essary for each of fiscal years 2010 through 
2014.’’. 

(c) REAUTHORIZATION OF IMMUNIZATION PRO-
GRAM.—Section 317(j) of the Public Health Serv-
ice Act (42 U.S.C. 247b(j)) is amended— 

(1) in paragraph (1), by striking ‘‘for each of 
the fiscal years 1998 through 2005’’; and 

(2) in paragraph (2), by striking ‘‘after Octo-
ber 1, 1997,’’. 

(d) RULE OF CONSTRUCTION REGARDING AC-
CESS TO IMMUNIZATIONS.—Nothing in this sec-
tion (including the amendments made by this 
section), or any other provision of this Act (in-
cluding any amendments made by this Act) shall 
be construed to decrease children’s access to im-
munizations. 

(e) GAO STUDY AND REPORT ON MEDICARE 
BENEFICIARY ACCESS TO VACCINES.— 

(1) STUDY.—The Comptroller General of the 
United States (in this section referred to as the 
‘‘Comptroller General’’) shall conduct a study 
on the ability of Medicare beneficiaries who 
were 65 years of age or older to access routinely 

recommended vaccines covered under the pre-
scription drug program under part D of title 
XVIII of the Social Security Act over the period 
since the establishment of such program. Such 
study shall include the following: 

(A) An analysis and determination of— 
(i) the number of Medicare beneficiaries who 

were 65 years of age or older and were eligible 
for a routinely recommended vaccination that 
was covered under part D; 

(ii) the number of such beneficiaries who ac-
tually received a routinely recommended vac-
cination that was covered under part D; and 

(iii) any barriers to access by such bene-
ficiaries to routinely recommended vaccinations 
that were covered under part D. 

(B) A summary of the findings and rec-
ommendations by government agencies, depart-
ments, and advisory bodies (as well as relevant 
professional organizations) on the impact of 
coverage under part D of routinely rec-
ommended adult immunizations for access to 
such immunizations by Medicare beneficiaries. 

(2) REPORT.—Not later than June 1, 2011, the 
Comptroller General shall submit to the appro-
priate committees of jurisdiction of the House of 
Representatives and the Senate a report con-
taining the results of the study conducted under 
paragraph (1), together with recommendations 
for such legislation and administrative action as 
the Comptroller General determines appropriate. 

(3) FUNDING.—Out of any funds in the Treas-
ury not otherwise appropriated, there are ap-
propriated $1,000,000 for fiscal year 2010 to carry 
out this subsection. 
SEC. 4205. NUTRITION LABELING OF STANDARD 

MENU ITEMS AT CHAIN RES-
TAURANTS. 

(a) TECHNICAL AMENDMENTS.—Section 
403(q)(5)(A) of the Federal Food, Drug, and Cos-
metic Act (21 U.S.C. 343(q)(5)(A)) is amended— 

(1) in subitem (i), by inserting at the begin-
ning ‘‘except as provided in clause (H)(ii)(III),’’; 
and 

(2) in subitem (ii), by inserting at the begin-
ning ‘‘except as provided in clause (H)(ii)(III),’’. 

(b) LABELING REQUIREMENTS.—Section 
403(q)(5) of the Federal Food, Drug, and Cos-
metic Act (21 U.S.C. 343(q)(5)) is amended by 
adding at the end the following: 

‘‘(H) RESTAURANTS, RETAIL FOOD ESTABLISH-
MENTS, AND VENDING MACHINES.— 

‘‘(i) GENERAL REQUIREMENTS FOR RES-
TAURANTS AND SIMILAR RETAIL FOOD ESTABLISH-
MENTS.—Except for food described in subclause 
(vii), in the case of food that is a standard menu 
item that is offered for sale in a restaurant or 
similar retail food establishment that is part of 
a chain with 20 or more locations doing business 
under the same name (regardless of the type of 
ownership of the locations) and offering for sale 
substantially the same menu items, the res-
taurant or similar retail food establishment shall 
disclose the information described in subclauses 
(ii) and (iii). 

‘‘(ii) INFORMATION REQUIRED TO BE DISCLOSED 
BY RESTAURANTS AND RETAIL FOOD ESTABLISH-
MENTS.—Except as provided in subclause (vii), 
the restaurant or similar retail food establish-
ment shall disclose in a clear and conspicuous 
manner— 

‘‘(I)(aa) in a nutrient content disclosure state-
ment adjacent to the name of the standard menu 
item, so as to be clearly associated with the 
standard menu item, on the menu listing the 
item for sale, the number of calories contained 
in the standard menu item, as usually prepared 
and offered for sale; and 

‘‘(bb) a succinct statement concerning sug-
gested daily caloric intake, as specified by the 
Secretary by regulation and posted prominently 
on the menu and designed to enable the public 
to understand, in the context of a total daily 
diet, the significance of the caloric information 
that is provided on the menu; 

‘‘(II)(aa) in a nutrient content disclosure 
statement adjacent to the name of the standard 
menu item, so as to be clearly associated with 
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the standard menu item, on the menu board, in-
cluding a drive-through menu board, the num-
ber of calories contained in the standard menu 
item, as usually prepared and offered for sale; 
and 

‘‘(bb) a succinct statement concerning sug-
gested daily caloric intake, as specified by the 
Secretary by regulation and posted prominently 
on the menu board, designed to enable the pub-
lic to understand, in the context of a total daily 
diet, the significance of the nutrition informa-
tion that is provided on the menu board; 

‘‘(III) in a written form, available on the 
premises of the restaurant or similar retail es-
tablishment and to the consumer upon request, 
the nutrition information required under clauses 
(C) and (D) of subparagraph (1); and 

‘‘(IV) on the menu or menu board, a promi-
nent, clear, and conspicuous statement regard-
ing the availability of the information described 
in item (III). 

‘‘(iii) SELF-SERVICE FOOD AND FOOD ON DIS-
PLAY.—Except as provided in subclause (vii), in 
the case of food sold at a salad bar, buffet line, 
cafeteria line, or similar self-service facility, and 
for self-service beverages or food that is on dis-
play and that is visible to customers, a res-
taurant or similar retail food establishment shall 
place adjacent to each food offered a sign that 
lists calories per displayed food item or per serv-
ing. 

‘‘(iv) REASONABLE BASIS.—For the purposes of 
this clause, a restaurant or similar retail food 
establishment shall have a reasonable basis for 
its nutrient content disclosures, including nutri-
ent databases, cookbooks, laboratory analyses, 
and other reasonable means, as described in sec-
tion 101.10 of title 21, Code of Federal Regula-
tions (or any successor regulation) or in a re-
lated guidance of the Food and Drug Adminis-
tration. 

‘‘(v) MENU VARIABILITY AND COMBINATION 
MEALS.—The Secretary shall establish by regula-
tion standards for determining and disclosing 
the nutrient content for standard menu items 
that come in different flavors, varieties, or com-
binations, but which are listed as a single menu 
item, such as soft drinks, ice cream, pizza, 
doughnuts, or children’s combination meals, 
through means determined by the Secretary, in-
cluding ranges, averages, or other methods. 

‘‘(vi) ADDITIONAL INFORMATION.—If the Sec-
retary determines that a nutrient, other than a 
nutrient required under subclause (ii)(III), 
should be disclosed for the purpose of providing 
information to assist consumers in maintaining 
healthy dietary practices, the Secretary may re-
quire, by regulation, disclosure of such nutrient 
in the written form required under subclause 
(ii)(III). 

‘‘(vii) NONAPPLICABILITY TO CERTAIN FOOD.— 
‘‘(I) IN GENERAL.—Subclauses (i) through (vi) 

do not apply to— 
‘‘(aa) items that are not listed on a menu or 

menu board (such as condiments and other 
items placed on the table or counter for general 
use); 

‘‘(bb) daily specials, temporary menu items 
appearing on the menu for less than 60 days per 
calendar year, or custom orders; or 

‘‘(cc) such other food that is part of a cus-
tomary market test appearing on the menu for 
less than 90 days, under terms and conditions 
established by the Secretary. 

‘‘(II) WRITTEN FORMS.—Subparagraph (5)(C) 
shall apply to any regulations promulgated 
under subclauses (ii)(III) and (vi). 

‘‘(viii) VENDING MACHINES.— 
‘‘(I) IN GENERAL.—In the case of an article of 

food sold from a vending machine that— 
‘‘(aa) does not permit a prospective purchaser 

to examine the Nutrition Facts Panel before 
purchasing the article or does not otherwise pro-
vide visible nutrition information at the point of 
purchase; and 

‘‘(bb) is operated by a person who is engaged 
in the business of owning or operating 20 or 
more vending machines, 

the vending machine operator shall provide a 
sign in close proximity to each article of food or 
the selection button that includes a clear and 
conspicuous statement disclosing the number of 
calories contained in the article. 

‘‘(ix) VOLUNTARY PROVISION OF NUTRITION IN-
FORMATION.— 

‘‘(I) IN GENERAL.—An authorized official of 
any restaurant or similar retail food establish-
ment or vending machine operator not subject to 
the requirements of this clause may elect to be 
subject to the requirements of such clause, by 
registering biannually the name and address of 
such restaurant or similar retail food establish-
ment or vending machine operator with the Sec-
retary, as specified by the Secretary by regula-
tion. 

‘‘(II) REGISTRATION.—Within 120 days of en-
actment of this clause, the Secretary shall pub-
lish a notice in the Federal Register specifying 
the terms and conditions for implementation of 
item (I), pending promulgation of regulations. 

‘‘(III) RULE OF CONSTRUCTION.—Nothing in 
this subclause shall be construed to authorize 
the Secretary to require an application, review, 
or licensing process for any entity to register 
with the Secretary, as described in such item. 

‘‘(x) REGULATIONS.— 
‘‘(I) PROPOSED REGULATION.—Not later than 1 

year after the date of enactment of this clause, 
the Secretary shall promulgate proposed regula-
tions to carry out this clause. 

‘‘(II) CONTENTS.—In promulgating regula-
tions, the Secretary shall— 

‘‘(aa) consider standardization of recipes and 
methods of preparation, reasonable variation in 
serving size and formulation of menu items, 
space on menus and menu boards, inadvertent 
human error, training of food service workers, 
variations in ingredients, and other factors, as 
the Secretary determines; and 

‘‘(bb) specify the format and manner of the 
nutrient content disclosure requirements under 
this subclause. 

‘‘(III) REPORTING.—The Secretary shall sub-
mit to the Committee on Health, Education, 
Labor, and Pensions of the Senate and the Com-
mittee on Energy and Commerce of the House of 
Representatives a quarterly report that describes 
the Secretary’s progress toward promulgating 
final regulations under this subparagraph. 

‘‘(xi) DEFINITION.—In this clause, the term 
‘menu’ or ‘menu board’ means the primary writ-
ing of the restaurant or other similar retail food 
establishment from which a consumer makes an 
order selection.’’ 

(c) NATIONAL UNIFORMITY.—Section 
403A(a)(4) of the Federal Food, Drug, and Cos-
metic Act (21 U.S.C. 343–1(a)(4)) is amended by 
striking ‘‘except a requirement for nutrition la-
beling of food which is exempt under subclause 
(i) or (ii) of section 403(q)(5)(A)’’ and inserting 
‘‘except that this paragraph does not apply to 
food that is offered for sale in a restaurant or 
similar retail food establishment that is not part 
of a chain with 20 or more locations doing busi-
ness under the same name (regardless of the 
type of ownership of the locations) and offering 
for sale substantially the same menu items un-
less such restaurant or similar retail food estab-
lishment complies with the voluntary provision 
of nutrition information requirements under sec-
tion 403(q)(5)(H)(ix)’’. 

(d) RULE OF CONSTRUCTION.—Nothing in the 
amendments made by this section shall be con-
strued— 

(1) to preempt any provision of State or local 
law, unless such provision establishes or con-
tinues into effect nutrient content disclosures of 
the type required under section 403(q)(5)(H) of 
the Federal Food, Drug, and Cosmetic Act (as 
added by subsection (b)) and is expressly pre-
empted under subsection (a)(4) of such section; 

(2) to apply to any State or local requirement 
respecting a statement in the labeling of food 
that provides for a warning concerning the safe-
ty of the food or component of the food; or 

(3) except as provided in section 
403(q)(5)(H)(ix) of the Federal Food, Drug, and 

Cosmetic Act (as added by subsection (b)), to 
apply to any restaurant or similar retail food es-
tablishment other than a restaurant or similar 
retail food establishment described in section 
403(q)(5)(H)(i) of such Act. 
SEC. 4206. DEMONSTRATION PROJECT CON-

CERNING INDIVIDUALIZED 
WELLNESS PLAN. 

Section 330 of the Public Health Service Act 
(42 U.S.C. 245b) is amended by adding at the 
end the following: 

‘‘(s) DEMONSTRATION PROGRAM FOR INDIVID-
UALIZED WELLNESS PLANS.— 

‘‘(1) IN GENERAL.—The Secretary shall estab-
lish a pilot program to test the impact of pro-
viding at-risk populations who utilize commu-
nity health centers funded under this section an 
individualized wellness plan that is designed to 
reduce risk factors for preventable conditions as 
identified by a comprehensive risk-factor assess-
ment. 

‘‘(2) AGREEMENTS.—The Secretary shall enter 
into agreements with not more than 10 commu-
nity health centers funded under this section to 
conduct activities under the pilot program under 
paragraph (1). 

‘‘(3) WELLNESS PLANS.— 
‘‘(A) IN GENERAL.—An individualized wellness 

plan prepared under the pilot program under 
this subsection may include one or more of the 
following as appropriate to the individual’s 
identified risk factors: 

‘‘(i) Nutritional counseling. 
‘‘(ii) A physical activity plan. 
‘‘(iii) Alcohol and smoking cessation coun-

seling and services. 
‘‘(iv) Stress management. 
‘‘(v) Dietary supplements that have health 

claims approved by the Secretary. 
‘‘(vi) Compliance assistance provided by a 

community health center employee. 
‘‘(B) RISK FACTORS.—Wellness plan risk fac-

tors shall include— 
‘‘(i) weight; 
‘‘(ii) tobacco and alcohol use; 
‘‘(iii) exercise rates; 
‘‘(iv) nutritional status; and 
‘‘(v) blood pressure. 
‘‘(C) COMPARISONS.—Individualized wellness 

plans shall make comparisons between the indi-
vidual involved and a control group of individ-
uals with respect to the risk factors described in 
subparagraph (B). 

‘‘(4) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated to carry 
out this subsection, such sums as may be nec-
essary.’’. 
SEC. 4207. REASONABLE BREAK TIME FOR NURS-

ING MOTHERS. 
Section 7 of the Fair Labor Standards Act of 

1938 (29 U.S.C. 207) is amended by adding at the 
end the following: 

‘‘(r)(1) An employer shall provide— 
‘‘(A) a reasonable break time for an employee 

to express breast milk for her nursing child for 
1 year after the child’s birth each time such em-
ployee has need to express the milk; and 

‘‘(B) a place, other than a bathroom, that is 
shielded from view and free from intrusion from 
coworkers and the public, which may be used by 
an employee to express breast milk. 

‘‘(2) An employer shall not be required to com-
pensate an employee receiving reasonable break 
time under paragraph (1) for any work time 
spent for such purpose. 

‘‘(3) An employer that employs less than 50 
employees shall not be subject to the require-
ments of this subsection, if such requirements 
would impose an undue hardship by causing the 
employer significant difficulty or expense when 
considered in relation to the size, financial re-
sources, nature, or structure of the employer’s 
business. 

‘‘(4) Nothing in this subsection shall preempt 
a State law that provides greater protections to 
employees than the protections provided for 
under this subsection.’’. 
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Subtitle D—Support for Prevention and 

Public Health Innovation 
SEC. 4301. RESEARCH ON OPTIMIZING THE DELIV-

ERY OF PUBLIC HEALTH SERVICES. 
(a) IN GENERAL.—The Secretary of Health and 

Human Services (referred to in this section as 
the ‘‘Secretary’’), acting through the Director of 
the Centers for Disease Control and Prevention, 
shall provide funding for research in the area of 
public health services and systems. 

(b) REQUIREMENTS OF RESEARCH.—Research 
supported under this section shall include— 

(1) examining evidence-based practices relat-
ing to prevention, with a particular focus on 
high priority areas as identified by the Sec-
retary in the National Prevention Strategy or 
Healthy People 2020, and including comparing 
community-based public health interventions in 
terms of effectiveness and cost; 

(2) analyzing the translation of interventions 
from academic settings to real world settings; 
and 

(3) identifying effective strategies for orga-
nizing, financing, or delivering public health 
services in real world community settings, in-
cluding comparing State and local health de-
partment structures and systems in terms of ef-
fectiveness and cost. 

(c) EXISTING PARTNERSHIPS.—Research sup-
ported under this section shall be coordinated 
with the Community Preventive Services Task 
Force and carried out by building on existing 
partnerships within the Federal Government 
while also considering initiatives at the State 
and local levels and in the private sector. 

(d) ANNUAL REPORT.—The Secretary shall, on 
an annual basis, submit to Congress a report 
concerning the activities and findings with re-
spect to research supported under this section. 
SEC. 4302. UNDERSTANDING HEALTH DISPARI-

TIES: DATA COLLECTION AND ANAL-
YSIS. 

(a) UNIFORM CATEGORIES AND COLLECTION 
REQUIREMENTS.—The Public Health Service Act 
(42 U.S.C. 201 et seq.) is amended by adding at 
the end the following: 

‘‘TITLE XXXI—DATA COLLECTION, 
ANALYSIS, AND QUALITY 

‘‘SEC. 3101. DATA COLLECTION, ANALYSIS, AND 
QUALITY. 

‘‘(a) DATA COLLECTION.— 
‘‘(1) IN GENERAL.—The Secretary shall ensure 

that, by not later than 2 years after the date of 
enactment of this title, any federally conducted 
or supported health care or public health pro-
gram, activity or survey (including Current Pop-
ulation Surveys and American Community Sur-
veys conducted by the Bureau of Labor Statis-
tics and the Bureau of the Census) collects and 
reports, to the extent practicable— 

‘‘(A) data on race, ethnicity, sex, primary lan-
guage, and disability status for applicants, re-
cipients, or participants; 

‘‘(B) data at the smallest geographic level 
such as State, local, or institutional levels if 
such data can be aggregated; 

‘‘(C) sufficient data to generate statistically 
reliable estimates by racial, ethnic, sex, primary 
language, and disability status subgroups for 
applicants, recipients or participants using, if 
needed, statistical oversamples of these sub-
populations; and 

‘‘(D) any other demographic data as deemed 
appropriate by the Secretary regarding health 
disparities. 

‘‘(2) COLLECTION STANDARDS.—In collecting 
data described in paragraph (1), the Secretary 
or designee shall— 

‘‘(A) use Office of Management and Budget 
standards, at a minimum, for race and ethnicity 
measures; 

‘‘(B) develop standards for the measurement 
of sex, primary language, and disability status; 

‘‘(C) develop standards for the collection of 
data described in paragraph (1) that, at a min-
imum— 

‘‘(i) collects self-reported data by the appli-
cant, recipient, or participant; and 

‘‘(ii) collects data from a parent or legal 
guardian if the applicant, recipient, or partici-
pant is a minor or legally incapacitated; 

‘‘(D) survey health care providers and estab-
lish other procedures in order to assess access to 
care and treatment for individuals with disabil-
ities and to identify— 

‘‘(i) locations where individuals with disabil-
ities access primary, acute (including intensive), 
and long-term care; 

‘‘(ii) the number of providers with accessible 
facilities and equipment to meet the needs of the 
individuals with disabilities, including medical 
diagnostic equipment that meets the minimum 
technical criteria set forth in section 510 of the 
Rehabilitation Act of 1973; and 

‘‘(iii) the number of employees of health care 
providers trained in disability awareness and 
patient care of individuals with disabilities; and 

‘‘(E) require that any reporting requirement 
imposed for purposes of measuring quality 
under any ongoing or federally conducted or 
supported health care or public health program, 
activity, or survey includes requirements for the 
collection of data on individuals receiving 
health care items or services under such pro-
grams activities by race, ethnicity, sex, primary 
language, and disability status. 

‘‘(3) DATA MANAGEMENT.—In collecting data 
described in paragraph (1), the Secretary, acting 
through the National Coordinator for Health 
Information Technology shall— 

‘‘(A) develop national standards for the man-
agement of data collected; and 

‘‘(B) develop interoperability and security sys-
tems for data management. 

‘‘(b) DATA ANALYSIS.— 
‘‘(1) IN GENERAL.—For each federally con-

ducted or supported health care or public health 
program or activity, the Secretary shall analyze 
data collected under paragraph (a) to detect 
and monitor trends in health disparities (as de-
fined for purposes of section 485E) at the Fed-
eral and State levels. 

‘‘(c) DATA REPORTING AND DISSEMINATION.— 
‘‘(1) IN GENERAL.—The Secretary shall make 

the analyses described in (b) available to— 
‘‘(A) the Office of Minority Health; 
‘‘(B) the National Center on Minority Health 

and Health Disparities; 
‘‘(C) the Agency for Healthcare Research and 

Quality; 
‘‘(D) the Centers for Disease Control and Pre-

vention; 
‘‘(E) the Centers for Medicare & Medicaid 

Services; 
‘‘(F) the Indian Health Service and epidemi-

ology centers funded under the Indian Health 
Care Improvement Act; 

‘‘(G) the Office of Rural health; 
‘‘(H) other agencies within the Department of 

Health and Human Services; and 
‘‘(I) other entities as determined appropriate 

by the Secretary. 
‘‘(2) REPORTING OF DATA.—The Secretary 

shall report data and analyses described in (a) 
and (b) through— 

‘‘(A) public postings on the Internet websites 
of the Department of Health and Human Serv-
ices; and 

‘‘(B) any other reporting or dissemination 
mechanisms determined appropriate by the Sec-
retary. 

‘‘(3) AVAILABILITY OF DATA.—The Secretary 
may make data described in (a) and (b) avail-
able for additional research, analyses, and dis-
semination to other Federal agencies, non-gov-
ernmental entities, and the public, in accord-
ance with any Federal agency’s data user 
agreements. 

‘‘(d) LIMITATIONS ON USE OF DATA.—Nothing 
in this section shall be construed to permit the 
use of information collected under this section 
in a manner that would adversely affect any in-
dividual. 

‘‘(e) PROTECTION AND SHARING OF DATA.— 
‘‘(1) PRIVACY AND OTHER SAFEGUARDS.—The 

Secretary shall ensure (through the promulga-
tion of regulations or otherwise) that— 

‘‘(A) all data collected pursuant to subsection 
(a) is protected— 

‘‘(i) under privacy protections that are at 
least as broad as those that the Secretary ap-
plies to other health data under the regulations 
promulgated under section 264(c) of the Health 
Insurance Portability and Accountability Act of 
1996 (Public Law 104–191; 110 Stat. 2033); and 

‘‘(ii) from all inappropriate internal use by 
any entity that collects, stores, or receives the 
data, including use of such data in determina-
tions of eligibility (or continued eligibility) in 
health plans, and from other inappropriate 
uses, as defined by the Secretary; and 

‘‘(B) all appropriate information security safe-
guards are used in the collection, analysis, and 
sharing of data collected pursuant to subsection 
(a). 

‘‘(2) DATA SHARING.—The Secretary shall es-
tablish procedures for sharing data collected 
pursuant to subsection (a), measures relating to 
such data, and analyses of such data, with 
other relevant Federal and State agencies in-
cluding the agencies, centers, and entities with-
in the Department of Health and Human Serv-
ices specified in subsection (c)(1). 

‘‘(f) DATA ON RURAL UNDERSERVED POPU-
LATIONS.—The Secretary shall ensure that any 
data collected in accordance with this section 
regarding racial and ethnic minority groups are 
also collected regarding underserved rural and 
frontier populations. 

‘‘(g) AUTHORIZATION OF APPROPRIATIONS.— 
For the purpose of carrying out this section, 
there are authorized to be appropriated such 
sums as may be necessary for each of fiscal 
years 2010 through 2014. 

‘‘(h) REQUIREMENT FOR IMPLEMENTATION.— 
Notwithstanding any other provision of this sec-
tion, data may not be collected under this sec-
tion unless funds are directly appropriated for 
such purpose in an appropriations Act. 

‘‘(i) CONSULTATION.—The Secretary shall con-
sult with the Director of the Office of Personnel 
Management, the Secretary of Defense, the Sec-
retary of Veterans Affairs, the Director of the 
Bureau of the Census, the Commissioner of So-
cial Security, and the head of other appropriate 
Federal agencies in carrying out this section.’’. 

(b) ADDRESSING HEALTH CARE DISPARITIES IN 
MEDICAID AND CHIP.— 

(1) STANDARDIZED COLLECTION REQUIREMENTS 
INCLUDED IN STATE PLANS.— 

(A) MEDICAID.—Section 1902(a) of the Social 
Security Act (42 U.S.C. 1396a(a)), as amended by 
section 2001(d), is amended— 

(i) in paragraph 4), by striking ‘‘and’’ at the 
end; 

(ii) in paragraph (75), by striking the period 
at the end and inserting ‘‘; and’’; and 

(iii) by inserting after paragraph (75) the fol-
lowing new paragraph: 

‘‘(76) provide that any data collected under 
the State plan meets the requirements of section 
3101 of the Public Health Service Act.’’. 

(B) CHIP.—Section 2108(e) of the Social Secu-
rity Act (42 U.S.C. 1397hh(e)) is amended by 
adding at the end the following new paragraph: 

‘‘(7) Data collected and reported in accord-
ance with section 3101 of the Public Health 
Service Act, with respect to individuals enrolled 
in the State child health plan (and, in the case 
of enrollees under 19 years of age, their parents 
or legal guardians), including data regarding 
the primary language of such individuals, par-
ents, and legal guardians.’’. 

(2) EXTENDING MEDICARE REQUIREMENT TO AD-
DRESS HEALTH DISPARITIES DATA COLLECTION TO 
MEDICAID AND CHIP.—Title XIX of the Social Se-
curity Act (42 U.S.C. 1396 et seq.), as amended 
by section 2703 is amended by adding at the end 
the following new section: 
‘‘SEC. 1946. ADDRESSING HEALTH CARE DISPARI-

TIES. 
‘‘(a) EVALUATING DATA COLLECTION AP-

PROACHES.—The Secretary shall evaluate ap-
proaches for the collection of data under this 
title and title XXI, to be performed in conjunc-
tion with existing quality reporting requirements 
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and programs under this title and title XXI, 
that allow for the ongoing, accurate, and timely 
collection and evaluation of data on disparities 
in health care services and performance on the 
basis of race, ethnicity, sex, primary language, 
and disability status. In conducting such eval-
uation, the Secretary shall consider the fol-
lowing objectives: 

‘‘(1) Protecting patient privacy. 
‘‘(2) Minimizing the administrative burdens of 

data collection and reporting on States, pro-
viders, and health plans participating under 
this title or title XXI. 

‘‘(3) Improving program data under this title 
and title XXI on race, ethnicity, sex, primary 
language, and disability status. 

‘‘(b) REPORTS TO CONGRESS.— 
‘‘(1) REPORT ON EVALUATION.—Not later than 

18 months after the date of the enactment of this 
section, the Secretary shall submit to Congress a 
report on the evaluation conducted under sub-
section (a). Such report shall, taking into con-
sideration the results of such evaluation— 

‘‘(A) identify approaches (including defining 
methodologies) for identifying and collecting 
and evaluating data on health care disparities 
on the basis of race, ethnicity, sex, primary lan-
guage, and disability status for the programs 
under this title and title XXI; and 

‘‘(B) include recommendations on the most ef-
fective strategies and approaches to reporting 
HEDIS quality measures as required under sec-
tion 1852(e)(3) and other nationally recognized 
quality performance measures, as appropriate, 
on such bases. 

‘‘(2) REPORTS ON DATA ANALYSES.—Not later 
than 4 years after the date of the enactment of 
this section, and 4 years thereafter, the Sec-
retary shall submit to Congress a report that in-
cludes recommendations for improving the iden-
tification of health care disparities for bene-
ficiaries under this title and under title XXI 
based on analyses of the data collected under 
subsection (c). 

‘‘(c) IMPLEMENTING EFFECTIVE APPROACHES.— 
Not later than 24 months after the date of the 
enactment of this section, the Secretary shall 
implement the approaches identified in the re-
port submitted under subsection (b)(1) for the 
ongoing, accurate, and timely collection and 
evaluation of data on health care disparities on 
the basis of race, ethnicity, sex, primary lan-
guage, and disability status.’’. 
SEC. 4303. CDC AND EMPLOYER-BASED WELLNESS 

PROGRAMS. 
Title III of the Public Health Service Act (42 

U.S.C. 241 et seq.), by section 4102, is further 
amended by adding at the end the following: 

‘‘PART U—EMPLOYER-BASED WELLNESS 
PROGRAM 

‘‘SEC. 399MM. TECHNICAL ASSISTANCE FOR EM-
PLOYER-BASED WELLNESS PRO-
GRAMS. 

‘‘In order to expand the utilization of evi-
dence-based prevention and health promotion 
approaches in the workplace, the Director 
shall— 

‘‘(1) provide employers (including small, me-
dium, and large employers, as determined by the 
Director) with technical assistance, consulta-
tion, tools, and other resources in evaluating 
such employers’ employer-based wellness pro-
grams, including— 

‘‘(A) measuring the participation and methods 
to increase participation of employees in such 
programs; 

‘‘(B) developing standardized measures that 
assess policy, environmental and systems 
changes necessary to have a positive health im-
pact on employees’ health behaviors, health out-
comes, and health care expenditures; and 

‘‘(C) evaluating such programs as they relate 
to changes in the health status of employees, 
the absenteeism of employees, the productivity 
of employees, the rate of workplace injury, and 
the medical costs incurred by employees; and 

‘‘(2) build evaluation capacity among work-
place staff by training employers on how to 

evaluate employer-based wellness programs by 
ensuring evaluation resources, technical assist-
ance, and consultation are available to work-
place staff as needed through such mechanisms 
as web portals, call centers, or other means. 
‘‘SEC. 399MM–1. NATIONAL WORKSITE HEALTH 

POLICIES AND PROGRAMS STUDY. 
‘‘(a) IN GENERAL.—In order to assess, analyze, 

and monitor over time data about workplace 
policies and programs, and to develop instru-
ments to assess and evaluate comprehensive 
workplace chronic disease prevention and 
health promotion programs, policies and prac-
tices, not later than 2 years after the date of en-
actment of this part, and at regular intervals (to 
be determined by the Director) thereafter, the 
Director shall conduct a national worksite 
health policies and programs survey to assess 
employer-based health policies and programs. 

‘‘(b) REPORT.—Upon the completion of each 
study under subsection (a), the Director shall 
submit to Congress a report that includes the 
recommendations of the Director for the imple-
mentation of effective employer-based health 
policies and programs. 
‘‘SEC. 399MM–2. PRIORITIZATION OF EVALUATION 

BY SECRETARY. 
‘‘The Secretary shall evaluate, in accordance 

with this part, all programs funded through the 
Centers for Disease Control and Prevention be-
fore conducting such an evaluation of privately 
funded programs unless an entity with a pri-
vately funded wellness program requests such 
an evaluation. 
‘‘SEC. 399MM–3. PROHIBITION OF FEDERAL WORK-

PLACE WELLNESS REQUIREMENTS. 
‘‘Notwithstanding any other provision of this 

part, any recommendations, data, or assess-
ments carried out under this part shall not be 
used to mandate requirements for workplace 
wellness programs.’’. 
SEC. 4304. EPIDEMIOLOGY-LABORATORY CAPAC-

ITY GRANTS. 
Title XXVIII of the Public Health Service Act 

(42 U.S.C. 300hh et seq.) is amended by adding 
at the end the following: 

‘‘Subtitle C—Strengthening Public Health 
Surveillance Systems 

‘‘SEC. 2821. EPIDEMIOLOGY-LABORATORY CAPAC-
ITY GRANTS. 

‘‘(a) IN GENERAL.—Subject to the availability 
of appropriations, the Secretary, acting through 
the Director of the Centers for Disease Control 
and Prevention, shall establish an Epidemiology 
and Laboratory Capacity Grant Program to 
award grants to State health departments as 
well as local health departments and tribal ju-
risdictions that meet such criteria as the Direc-
tor determines appropriate. Academic centers 
that assist State and eligible local and tribal 
health departments may also be eligible for 
funding under this section as the Director deter-
mines appropriate. Grants shall be awarded 
under this section to assist public health agen-
cies in improving surveillance for, and response 
to, infectious diseases and other conditions of 
public health importance by— 

‘‘(1) strengthening epidemiologic capacity to 
identify and monitor the occurrence of infec-
tious diseases and other conditions of public 
health importance; 

‘‘(2) enhancing laboratory practice as well as 
systems to report test orders and results elec-
tronically; 

‘‘(3) improving information systems including 
developing and maintaining an information ex-
change using national guidelines and complying 
with capacities and functions determined by an 
advisory council established and appointed by 
the Director; and 

‘‘(4) developing and implementing prevention 
and control strategies. 

‘‘(b) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section $190,000,000 for each of fiscal 
years 2010 through 2013, of which— 

‘‘(1) not less than $95,000,000 shall be made 
available each such fiscal year for activities 
under paragraphs (1) and (4) of subsection (a); 

‘‘(2) not less than $60,000,000 shall be made 
available each such fiscal year for activities 
under subsection (a)(3); and 

‘‘(3) not less than $32,000,000 shall be made 
available each such fiscal year for activities 
under subsection (a)(2).’’. 
SEC. 4305. ADVANCING RESEARCH AND TREAT-

MENT FOR PAIN CARE MANAGE-
MENT. 

(a) INSTITUTE OF MEDICINE CONFERENCE ON 
PAIN.— 

(1) CONVENING.—Not later than 1 year after 
funds are appropriated to carry out this sub-
section, the Secretary of Health and Human 
Services shall seek to enter into an agreement 
with the Institute of Medicine of the National 
Academies to convene a Conference on Pain (in 
this subsection referred to as ‘‘the Conference’’). 

(2) PURPOSES.—The purposes of the Con-
ference shall be to— 

(A) increase the recognition of pain as a sig-
nificant public health problem in the United 
States; 

(B) evaluate the adequacy of assessment, di-
agnosis, treatment, and management of acute 
and chronic pain in the general population, and 
in identified racial, ethnic, gender, age, and 
other demographic groups that may be dis-
proportionately affected by inadequacies in the 
assessment, diagnosis, treatment, and manage-
ment of pain; 

(C) identify barriers to appropriate pain care; 
(D) establish an agenda for action in both the 

public and private sectors that will reduce such 
barriers and significantly improve the state of 
pain care research, education, and clinical care 
in the United States. 

(3) OTHER APPROPRIATE ENTITY.—If the Insti-
tute of Medicine declines to enter into an agree-
ment under paragraph (1), the Secretary of 
Health and Human Services may enter into such 
agreement with another appropriate entity. 

(4) REPORT.—A report summarizing the Con-
ference’s findings and recommendations shall be 
submitted to the Congress not later than June 
30, 2011. 

(5) AUTHORIZATION OF APPROPRIATIONS.—For 
the purpose of carrying out this subsection, 
there is authorized to be appropriated such sums 
as may be necessary for each of fiscal years 2010 
and 2011. 

(b) PAIN RESEARCH AT NATIONAL INSTITUTES 
OF HEALTH.—Part B of title IV of the Public 
Health Service Act (42 U.S.C. 284 et seq.) is 
amended by adding at the end the following: 
‘‘SEC. 409J. PAIN RESEARCH. 

‘‘(a) RESEARCH INITIATIVES.— 
‘‘(1) IN GENERAL.—The Director of NIH is en-

couraged to continue and expand, through the 
Pain Consortium, an aggressive program of 
basic and clinical research on the causes of and 
potential treatments for pain. 

‘‘(2) ANNUAL RECOMMENDATIONS.—Not less 
than annually, the Pain Consortium, in con-
sultation with the Division of Program Coordi-
nation, Planning, and Strategic Initiatives, 
shall develop and submit to the Director of NIH 
recommendations on appropriate pain research 
initiatives that could be undertaken with funds 
reserved under section 402A(c)(1) for the Com-
mon Fund or otherwise available for such initia-
tives. 

‘‘(3) DEFINITION.—In this subsection, the term 
‘Pain Consortium’ means the Pain Consortium 
of the National Institutes of Health or a similar 
trans-National Institutes of Health coordinating 
entity designated by the Secretary for purposes 
of this subsection. 

‘‘(b) INTERAGENCY PAIN RESEARCH COORDI-
NATING COMMITTEE.— 

‘‘(1) ESTABLISHMENT.—The Secretary shall es-
tablish not later than 1 year after the date of 
the enactment of this section and as necessary 
maintain a committee, to be known as the Inter-
agency Pain Research Coordinating Committee 
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(in this section referred to as the ‘Committee’), 
to coordinate all efforts within the Department 
of Health and Human Services and other Fed-
eral agencies that relate to pain research. 

‘‘(2) MEMBERSHIP.— 
‘‘(A) IN GENERAL.—The Committee shall be 

composed of the following voting members: 
‘‘(i) Not more than 7 voting Federal represent-

atives appoint by the Secretary from agencies 
that conduct pain care research and treatment. 

‘‘(ii) 12 additional voting members appointed 
under subparagraph (B). 

‘‘(B) ADDITIONAL MEMBERS.—The Committee 
shall include additional voting members ap-
pointed by the Secretary as follows: 

‘‘(i) 6 non-Federal members shall be appointed 
from among scientists, physicians, and other 
health professionals. 

‘‘(ii) 6 members shall be appointed from mem-
bers of the general public, who are representa-
tives of leading research, advocacy, and service 
organizations for individuals with pain-related 
conditions. 

‘‘(C) NONVOTING MEMBERS.—The Committee 
shall include such nonvoting members as the 
Secretary determines to be appropriate. 

‘‘(3) CHAIRPERSON.—The voting members of 
the Committee shall select a chairperson from 
among such members. The selection of a chair-
person shall be subject to the approval of the 
Director of NIH. 

‘‘(4) MEETINGS.—The Committee shall meet at 
the call of the chairperson of the Committee or 
upon the request of the Director of NIH, but in 
no case less often than once each year. 

‘‘(5) DUTIES.—The Committee shall— 
‘‘(A) develop a summary of advances in pain 

care research supported or conducted by the 
Federal agencies relevant to the diagnosis, pre-
vention, and treatment of pain and diseases and 
disorders associated with pain; 

‘‘(B) identify critical gaps in basic and clin-
ical research on the symptoms and causes of 
pain; 

‘‘(C) make recommendations to ensure that 
the activities of the National Institutes of 
Health and other Federal agencies are free of 
unnecessary duplication of effort; 

‘‘(D) make recommendations on how best to 
disseminate information on pain care; and 

‘‘(E) make recommendations on how to ex-
pand partnerships between public entities and 
private entities to expand collaborative, cross- 
cutting research. 

‘‘(6) REVIEW.—The Secretary shall review the 
necessity of the Committee at least once every 2 
years.’’. 

(c) PAIN CARE EDUCATION AND TRAINING.— 
Part D of title VII of the Public Health Service 
Act (42 U.S.C. 294 et seq.) is amended by adding 
at the end the following new section: 
‘‘SEC. 759. PROGRAM FOR EDUCATION AND 

TRAINING IN PAIN CARE. 
‘‘(a) IN GENERAL.—The Secretary may make 

awards of grants, cooperative agreements, and 
contracts to health professions schools, hospices, 
and other public and private entities for the de-
velopment and implementation of programs to 
provide education and training to health care 
professionals in pain care. 

‘‘(b) CERTAIN TOPICS.—An award may be 
made under subsection (a) only if the applicant 
for the award agrees that the program carried 
out with the award will include information and 
education on— 

‘‘(1) recognized means for assessing, diag-
nosing, treating, and managing pain and re-
lated signs and symptoms, including the medi-
cally appropriate use of controlled substances; 

‘‘(2) applicable laws, regulations, rules, and 
policies on controlled substances, including the 
degree to which misconceptions and concerns re-
garding such laws, regulations, rules, and poli-
cies, or the enforcement thereof, may create bar-
riers to patient access to appropriate and effec-
tive pain care; 

‘‘(3) interdisciplinary approaches to the deliv-
ery of pain care, including delivery through spe-

cialized centers providing comprehensive pain 
care treatment expertise; 

‘‘(4) cultural, linguistic, literacy, geographic, 
and other barriers to care in underserved popu-
lations; and 

‘‘(5) recent findings, developments, and im-
provements in the provision of pain care. 

‘‘(c) EVALUATION OF PROGRAMS.—The Sec-
retary shall (directly or through grants or con-
tracts) provide for the evaluation of programs 
implemented under subsection (a) in order to de-
termine the effect of such programs on knowl-
edge and practice of pain care. 

‘‘(d) PAIN CARE DEFINED.—For purposes of 
this section the term ‘pain care’ means the as-
sessment, diagnosis, treatment, or management 
of acute or chronic pain regardless of causation 
or body location. 

‘‘(e) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated to carry 
out this section, such sums as may be necessary 
for each of the fiscal years 2010 through 2012. 
Amounts appropriated under this subsection 
shall remain available until expended.’’. 
SEC. 4306. FUNDING FOR CHILDHOOD OBESITY 

DEMONSTRATION PROJECT. 
Section 1139A(e)(8) of the Social Security Act 

(42 U.S.C. 1320b–9a(e)(8)) is amended to read as 
follows: 

‘‘(8) APPROPRIATION.—Out of any funds in 
the Treasury not otherwise appropriated, there 
is appropriated to carry out this subsection, 
$25,000,000 for the period of fiscal years 2010 
through 2014.’’. 

Subtitle E—Miscellaneous Provisions 
SEC. 4401. SENSE OF THE SENATE CONCERNING 

CBO SCORING. 
(a) FINDING.—The Senate finds that the costs 

of prevention programs are difficult to estimate 
due in part because prevention initiatives are 
hard to measure and results may occur outside 
the 5 and 10 year budget windows. 

(b) SENSE OF CONGRESS.—It is the sense of the 
Senate that Congress should work with the Con-
gressional Budget Office to develop better meth-
odologies for scoring progress to be made in pre-
vention and wellness programs. 
SEC. 4402. EFFECTIVENESS OF FEDERAL HEALTH 

AND WELLNESS INITIATIVES. 
To determine whether existing Federal health 

and wellness initiatives are effective in achiev-
ing their stated goals, the Secretary of Health 
and Human Services shall— 

(1) conduct an evaluation of such programs as 
they relate to changes in health status of the 
American public and specifically on the health 
status of the Federal workforce, including ab-
senteeism of employees, the productivity of em-
ployees, the rate of workplace injury, and the 
medical costs incurred by employees, and health 
conditions, including workplace fitness, healthy 
food and beverages, and incentives in the Fed-
eral Employee Health Benefits Program; and 

(2) submit to Congress a report concerning 
such evaluation, which shall include conclu-
sions concerning the reasons that such existing 
programs have proven successful or not success-
ful and what factors contributed to such conclu-
sions. 

TITLE V—HEALTH CARE WORKFORCE 
Subtitle A—Purpose and Definitions 

SEC. 5001. PURPOSE. 
The purpose of this title is to improve access 

to and the delivery of health care services for all 
individuals, particularly low income, under-
served, uninsured, minority, health disparity, 
and rural populations by— 

(1) gathering and assessing comprehensive 
data in order for the health care workforce to 
meet the health care needs of individuals, in-
cluding research on the supply, demand, dis-
tribution, diversity, and skills needs of the 
health care workforce; 

(2) increasing the supply of a qualified health 
care workforce to improve access to and the de-
livery of health care services for all individuals; 

(3) enhancing health care workforce edu-
cation and training to improve access to and the 
delivery of health care services for all individ-
uals; and 

(4) providing support to the existing health 
care workforce to improve access to and the de-
livery of health care services for all individuals. 
SEC. 5002. DEFINITIONS. 

(a) THIS TITLE.—In this title: 
(1) ALLIED HEALTH PROFESSIONAL.—The term 

‘‘allied health professional’’ means an allied 
health professional as defined in section 799B(5) 
of the Public Heath Service Act (42 U.S.C. 
295p(5)) who— 

(A) has graduated and received an allied 
health professions degree or certificate from an 
institution of higher education; and 

(B) is employed with a Federal, State, local or 
tribal public health agency, or in a setting 
where patients might require health care serv-
ices, including acute care facilities, ambulatory 
care facilities, personal residences, and other 
settings located in health professional shortage 
areas, medically underserved areas, or medically 
underserved populations, as recognized by the 
Secretary of Health and Human Services. 

(2) HEALTH CARE CAREER PATHWAY.—The term 
‘‘healthcare career pathway’’ means a rigorous, 
engaging, and high quality set of courses and 
services that— 

(A) includes an articulated sequence of aca-
demic and career courses, including 21st century 
skills; 

(B) is aligned with the needs of healthcare in-
dustries in a region or State; 

(C) prepares students for entry into the full 
range of postsecondary education options, in-
cluding registered apprenticeships, and careers; 

(D) provides academic and career counseling 
in student-to-counselor ratios that allow stu-
dents to make informed decisions about aca-
demic and career options; 

(E) meets State academic standards, State re-
quirements for secondary school graduation and 
is aligned with requirements for entry into post-
secondary education, and applicable industry 
standards; and 

(F) leads to 2 or more credentials, including— 
(i) a secondary school diploma; and 
(ii) a postsecondary degree, an apprenticeship 

or other occupational certification, a certificate, 
or a license. 

(3) INSTITUTION OF HIGHER EDUCATION.—The 
term ‘‘institution of higher education’’ has the 
meaning given the term in sections 101 and 102 
of the Higher Education Act of 1965 (20 U.S.C. 
1001 and 1002). 

(4) LOW INCOME INDIVIDUAL, STATE WORK-
FORCE INVESTMENT BOARD, AND LOCAL WORK-
FORCE INVESTMENT BOARD.— 

(A) LOW-INCOME INDIVIDUAL.—The term ‘‘low- 
income individual’’ has the meaning given that 
term in section 101 of the Workforce investment 
Act of 1998 (29 U.S.C. 2801). 

(B) STATE WORKFORCE INVESTMENT BOARD; 
LOCAL WORKFORCE INVESTMENT BOARD.—The 
terms ‘‘State workforce investment board’’ and 
‘‘local workforce investment board’’, refer to a 
State workforce investment board established 
under section 111 of the Workforce Investment 
Act of 1998 (29 U.S.C. 2821) and a local work-
force investment board established under section 
117 of such Act (29 U.S.C. 2832), respectively. 

(5) POSTSECONDARY EDUCATION.—The term 
‘‘postsecondary education’’ means— 

(A) a 4-year program of instruction, or not 
less than a 1-year program of instruction that is 
acceptable for credit toward an associate or a 
baccalaureate degree, offered by an institution 
of higher education; or 

(B) a certificate or registered apprenticeship 
program at the postsecondary level offered by 
an institution of higher education or a non- 
profit educational institution. 

(6) REGISTERED APPRENTICESHIP PROGRAM.— 
The term ‘‘registered apprenticeship program’’ 
means an industry skills training program at 
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the postsecondary level that combines technical 
and theoretical training through structure on 
the job learning with related instruction (in a 
classroom or through distance learning) while 
an individual is employed, working under the 
direction of qualified personnel or a mentor, and 
earning incremental wage increases aligned to 
enhance job proficiency, resulting in the acqui-
sition of a nationally recognized and portable 
certificate, under a plan approved by the Office 
of Apprenticeship or a State agency recognized 
by the Department of Labor. 

(b) TITLE VII OF THE PUBLIC HEALTH SERVICE 
ACT.—Section 799B of the Public Health Service 
Act (42 U.S.C. 295p) is amended— 

(1) by striking paragraph (3) and inserting the 
following: 

‘‘(3) PHYSICIAN ASSISTANT EDUCATION PRO-
GRAM.—The term ‘physician assistant education 
program’ means an educational program in a 
public or private institution in a State that— 

‘‘(A) has as its objective the education of indi-
viduals who, upon completion of their studies in 
the program, be qualified to provide primary 
care medical services with the supervision of a 
physician; and 

‘‘(B) is accredited by the Accreditation Review 
Commission on Education for the Physician As-
sistant.’’; and 

(2) by adding at the end the following: 
‘‘(12) AREA HEALTH EDUCATION CENTER.—The 

term ‘area health education center’ means a 
public or nonprofit private organization that 
has a cooperative agreement or contract in ef-
fect with an entity that has received an award 
under subsection (a)(1) or (a)(2) of section 751, 
satisfies the requirements in section 751(d)(1), 
and has as one of its principal functions the op-
eration of an area health education center. Ap-
propriate organizations may include hospitals, 
health organizations with accredited primary 
care training programs, accredited physician as-
sistant educational programs associated with a 
college or university, and universities or colleges 
not operating a school of medicine or osteo-
pathic medicine. 

‘‘(13) AREA HEALTH EDUCATION CENTER PRO-
GRAM.—The term ‘area health education center 
program’ means cooperative program consisting 
of an entity that has received an award under 
subsection (a)(1) or (a)(2) of section 751 for the 
purpose of planning, developing, operating, and 
evaluating an area health education center pro-
gram and one or more area health education 
centers, which carries out the required activities 
described in section 751(c), satisfies the program 
requirements in such section, has as one of its 
principal functions identifying and imple-
menting strategies and activities that address 
health care workforce needs in its service area, 
in coordination with the local workforce invest-
ment boards. 

‘‘(14) CLINICAL SOCIAL WORKER.—The term 
‘clinical social worker’ has the meaning given 
the term in section 1861(hh)(1) of the Social Se-
curity Act (42 U.S.C. 1395x(hh)(1)). 

‘‘(15) CULTURAL COMPETENCY.—The term ‘cul-
tural competency’ shall be defined by the Sec-
retary in a manner consistent with section 
1707(d)(3). 

‘‘(16) DIRECT CARE WORKER.—The term ‘direct 
care worker’ has the meaning given that term in 
the 2010 Standard Occupational Classifications 
of the Department of Labor for Home Health 
Aides [31–1011], Psychiatric Aides [31–1013], 
Nursing Assistants [31–1014], and Personal Care 
Aides [39–9021]. 

‘‘(17) FEDERALLY QUALIFIED HEALTH CEN-
TER.—The term ‘Federally qualified health cen-
ter’ has the meaning given that term in section 
1861(aa) of the Social Security Act (42 U.S.C. 
1395x(aa)). 

‘‘(18) FRONTIER HEALTH PROFESSIONAL SHORT-
AGE AREA.—The term ‘frontier health profes-
sional shortage area’ means an area— 

‘‘(A) with a population density less than 6 
persons per square mile within the service area; 
and 

‘‘(B) with respect to which the distance or 
time for the population to access care is exces-
sive. 

‘‘(19) GRADUATE PSYCHOLOGY.—The term 
‘graduate psychology’ means an accredited pro-
gram in professional psychology. 

‘‘(20) HEALTH DISPARITY POPULATION.—The 
term ‘health disparity population’ has the 
meaning given such term in section 903(d)(1). 

‘‘(21) HEALTH LITERACY.—The term ‘health lit-
eracy’ means the degree to which an individual 
has the capacity to obtain, communicate, proc-
ess, and understand health information and 
services in order to make appropriate health de-
cisions. 

‘‘(22) MENTAL HEALTH SERVICE PROFES-
SIONAL.—The term ‘mental health service profes-
sional’ means an individual with a graduate or 
postgraduate degree from an accredited institu-
tion of higher education in psychiatry, psy-
chology, school psychology, behavioral pediat-
rics, psychiatric nursing, social work, school so-
cial work, substance abuse disorder prevention 
and treatment, marriage and family counseling, 
school counseling, or professional counseling. 

‘‘(23) ONE-STOP DELIVERY SYSTEM CENTER.— 
The term ‘one-stop delivery system’ means a 
one-stop delivery system described in section 
134(c) of the Workforce Investment Act of 1998 
(29 U.S.C. 2864(c)). 

‘‘(24) PARAPROFESSIONAL CHILD AND ADOLES-
CENT MENTAL HEALTH WORKER.—The term ‘para-
professional child and adolescent mental health 
worker’ means an individual who is not a men-
tal or behavioral health service professional, but 
who works at the first stage of contact with 
children and families who are seeking mental or 
behavioral health services, including substance 
abuse prevention and treatment services. 

‘‘(25) RACIAL AND ETHNIC MINORITY GROUP; 
RACIAL AND ETHNIC MINORITY POPULATION.—The 
terms ‘racial and ethnic minority group’ and 
‘racial and ethnic minority population’ have the 
meaning given the term ‘racial and ethnic mi-
nority group’ in section 1707. 

‘‘(26) RURAL HEALTH CLINIC.—The term ‘rural 
health clinic’ has the meaning given that term 
in section 1861(aa) of the Social Security Act (42 
U.S.C. 1395x(aa)).’’. 

(c) TITLE VIII OF THE PUBLIC HEALTH SERV-
ICE ACT.—Section 801 of the Public Health Serv-
ice Act (42 U.S.C. 296) is amended— 

(1) in paragraph (2)— 
(A) by striking ‘‘means a’’ and inserting 

‘‘means an accredited (as defined in paragraph 
6)’’; and 

(B) by striking the period as inserting the fol-
lowing: ‘‘where graduates are— 

‘‘(A) authorized to sit for the National Coun-
cil Licensure EXamination-Registered Nurse 
(NCLEX–RN); or 

‘‘(B) licensed registered nurses who will re-
ceive a graduate or equivalent degree or train-
ing to become an advanced education nurse as 
defined by section 811(b).’’; and 

(2) by adding at the end the following: 
‘‘(16) ACCELERATED NURSING DEGREE PRO-

GRAM.—The term ‘accelerated nursing degree 
program’ means a program of education in pro-
fessional nursing offered by an accredited 
school of nursing in which an individual hold-
ing a bachelors degree in another discipline re-
ceives a BSN or MSN degree in an accelerated 
time frame as determined by the accredited 
school of nursing. 

‘‘(17) BRIDGE OR DEGREE COMPLETION PRO-
GRAM.—The term ‘bridge or degree completion 
program’ means a program of education in pro-
fessional nursing offered by an accredited 
school of nursing, as defined in paragraph (2), 
that leads to a baccalaureate degree in nursing. 
Such programs may include, Registered Nurse 
(RN) to Bachelor’s of Science of Nursing (BSN) 
programs, RN to MSN (Master of Science of 
Nursing) programs, or BSN to Doctoral pro-
grams.’’. 

Subtitle B—Innovations in the Health Care 
Workforce 

SEC. 5101. NATIONAL HEALTH CARE WORKFORCE 
COMMISSION. 

(a) PURPOSE.—It is the purpose of this section 
to establish a National Health Care Workforce 
Commission that— 

(1) serves as a national resource for Congress, 
the President, States, and localities; 

(2) communicates and coordinates with the 
Departments of Health and Human Services, 
Labor, Veterans Affairs, Homeland Security, 
and Education on related activities administered 
by one or more of such Departments; 

(3) develops and commissions evaluations of 
education and training activities to determine 
whether the demand for health care workers is 
being met; 

(4) identifies barriers to improved coordination 
at the Federal, State, and local levels and rec-
ommend ways to address such barriers; and 

(5) encourages innovations to address popu-
lation needs, constant changes in technology, 
and other environmental factors. 

(b) ESTABLISHMENT.—There is hereby estab-
lished the National Health Care Workforce Com-
mission (in this section referred to as the ‘‘Com-
mission’’). 

(c) MEMBERSHIP.— 
(1) NUMBER AND APPOINTMENT.—The Commis-

sion shall be composed of 15 members to be ap-
pointed by the Comptroller General, without re-
gard to section 5 of the Federal Advisory Com-
mittee Act (5 U.S.C. App.). 

(2) QUALIFICATIONS.— 
(A) IN GENERAL.—The membership of the Com-

mission shall include individuals— 
(i) with national recognition for their exper-

tise in health care labor market analysis, in-
cluding health care workforce analysis; health 
care finance and economics; health care facility 
management; health care plans and integrated 
delivery systems; health care workforce edu-
cation and training; health care philanthropy; 
providers of health care services; and other re-
lated fields; and 

(ii) who will provide a combination of profes-
sional perspectives, broad geographic represen-
tation, and a balance between urban, suburban, 
rural, and frontier representatives. 

(B) INCLUSION.— 
(i) IN GENERAL.—The membership of the Com-

mission shall include no less than one represent-
ative of— 

(I) the health care workforce and health pro-
fessionals; 

(II) employers; 
(III) third-party payers; 
(IV) individuals skilled in the conduct and in-

terpretation of health care services and health 
economics research; 

(V) representatives of consumers; 
(VI) labor unions; 
(VII) State or local workforce investment 

boards; and 
(VIII) educational institutions (which may in-

clude elementary and secondary institutions, in-
stitutions of higher education, including 2 and 
4 year institutions, or registered apprenticeship 
programs). 

(ii) ADDITIONAL MEMBERS.—The remaining 
membership may include additional representa-
tives from clause (i) and other individuals as de-
termined appropriate by the Comptroller Gen-
eral of the United States. 

(C) MAJORITY NON-PROVIDERS.—Individuals 
who are directly involved in health professions 
education or practice shall not constitute a ma-
jority of the membership of the Commission. 

(D) ETHICAL DISCLOSURE.—The Comptroller 
General shall establish a system for public dis-
closure by members of the Commission of finan-
cial and other potential conflicts of interest re-
lating to such members. Members of the Commis-
sion shall be treated as employees of Congress 
for purposes of applying title I of the Ethics in 
Government Act of 1978. Members of the Com-
mission shall not be treated as special govern-
ment employees under title 18, United States 
Code. 
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(3) TERMS.— 
(A) IN GENERAL.—The terms of members of the 

Commission shall be for 3 years except that the 
Comptroller General shall designate staggered 
terms for the members first appointed. 

(B) VACANCIES.—Any member appointed to fill 
a vacancy occurring before the expiration of the 
term for which the member’s predecessor was ap-
pointed shall be appointed only for the remain-
der of that term. A member may serve after the 
expiration of that member’s term until a suc-
cessor has taken office. A vacancy in the Com-
mission shall be filled in the manner in which 
the original appointment was made. 

(C) INITIAL APPOINTMENTS.—The Comptroller 
General shall make initial appointments of mem-
bers to the Commission not later than September 
30, 2010. 

(4) COMPENSATION.—While serving on the 
business of the Commission (including travel 
time), a member of the Commission shall be enti-
tled to compensation at the per diem equivalent 
of the rate provided for level IV of the Executive 
Schedule under section 5315 of tile 5, United 
States Code, and while so serving away from 
home and the member’s regular place of busi-
ness, a member may be allowed travel expenses, 
as authorized by the Chairman of the Commis-
sion. Physicians serving as personnel of the 
Commission may be provided a physician com-
parability allowance by the Commission in the 
same manner as Government physicians may be 
provided such an allowance by an agency under 
section 5948 of title 5, United States Code, and 
for such purpose subsection (i) of such section 
shall apply to the Commission in the same man-
ner as it applies to the Tennessee Valley Au-
thority. For purposes of pay (other than pay of 
members of the Commission) and employment 
benefits, rights, and privileges, all personnel of 
the Commission shall be treated as if they were 
employees of the United States Senate. Per-
sonnel of the Commission shall not be treated as 
employees of the Government Accountability Of-
fice for any purpose. 

(5) CHAIRMAN, VICE CHAIRMAN.—The Comp-
troller General shall designate a member of the 
Commission, at the time of appointment of the 
member, as Chairman and a member as Vice 
Chairman for that term of appointment, except 
that in the case of vacancy of the chairmanship 
or vice chairmanship, the Comptroller General 
may designate another member for the remain-
der of that member’s term. 

(6) MEETINGS.—The Commission shall meet at 
the call of the chairman, but no less frequently 
than on a quarterly basis. 

(d) DUTIES.— 
(1) RECOGNITION, DISSEMINATION, AND COMMU-

NICATION.—The Commission shall— 
(A) recognize efforts of Federal, State, and 

local partnerships to develop and offer health 
care career pathways of proven effectiveness; 

(B) disseminate information on promising re-
tention practices for health care professionals; 
and 

(C) communicate information on important 
policies and practices that affect the recruit-
ment, education and training, and retention of 
the health care workforce. 

(2) REVIEW OF HEALTH CARE WORKFORCE AND 
ANNUAL REPORTS.—In order to develop a fiscally 
sustainable integrated workforce that supports 
a high-quality, readily accessible health care 
delivery system that meets the needs of patients 
and populations, the Commission, in consulta-
tion with relevant Federal, State, and local 
agencies, shall— 

(A) review current and projected health care 
workforce supply and demand, including the 
topics described in paragraph (3); 

(B) make recommendations to Congress and 
the Administration concerning national health 
care workforce priorities, goals, and policies; 

(C) by not later than October 1 of each year 
(beginning with 2011), submit a report to Con-
gress and the Administration containing the re-
sults of such reviews and recommendations con-
cerning related policies; and 

(D) by not later than April 1 of each year (be-
ginning with 2011), submit a report to Congress 
and the Administration containing a review of, 
and recommendations on, at a minimum one 
high priority area as described in paragraph (4). 

(3) SPECIFIC TOPICS TO BE REVIEWED.—The 
topics described in this paragraph include— 

(A) current health care workforce supply and 
distribution, including demographics, skill sets, 
and demands, with projected demands during 
the subsequent 10 and 25 year periods; 

(B) health care workforce education and 
training capacity, including the number of stu-
dents who have completed education and train-
ing, including registered apprenticeships; the 
number of qualified faculty; the education and 
training infrastructure; and the education and 
training demands, with projected demands dur-
ing the subsequent 10 and 25 year periods; 

(C) the education loan and grant programs in 
titles VII and VIII of the Public Health Service 
Act (42 U.S.C. 292 et seq. and 296 et seq.), with 
recommendations on whether such programs 
should become part of the Higher Education Act 
of 1965 (20 U.S.C. 1001 et seq); 

(D) the implications of new and existing Fed-
eral policies which affect the health care work-
force, including Medicare and Medicaid grad-
uate medical education policies, titles VII and 
VIII of the Public Health Service Act (42 U.S.C. 
292 et seq. and 296 et seq.), the National Health 
Service Corps (with recommendations for align-
ing such programs with national health work-
force priorities and goals), and other health care 
workforce programs, including those supported 
through the Workforce Investment Act of 1998 
(29 U.S.C. 2801 et seq.), the Carl D. Perkins Ca-
reer and Technical Education Act of 2006 (20 
U.S.C. 2301 et seq.), the Higher Education Act of 
1965 (20 U.S.C. 1001 et seq.), and any other Fed-
eral health care workforce programs; 

(E) the health care workforce needs of special 
populations, such as minorities, rural popu-
lations, medically underserved populations, gen-
der specific needs, individuals with disabilities, 
and geriatric and pediatric populations with 
recommendations for new and existing Federal 
policies to meet the needs of these special popu-
lations; and 

(F) recommendations creating or revising na-
tional loan repayment programs and scholarship 
programs to require low-income, minority med-
ical students to serve in their home communities, 
if designated as medical underserved commu-
nity. 

(4) HIGH PRIORITY AREAS.— 
(A) IN GENERAL.—The initial high priority 

topics described in this paragraph include each 
of the following: 

(i) Integrated health care workforce planning 
that identifies health care professional skills 
needed and maximizes the skill sets of health 
care professionals across disciplines. 

(ii) An analysis of the nature, scopes of prac-
tice, and demands for health care workers in the 
enhanced information technology and manage-
ment workplace. 

(iii) An analysis of how to align Medicare and 
Medicaid graduate medical education policies 
with national workforce goals. 

(iv) The education and training capacity, pro-
jected demands, and integration with the health 
care delivery system of each of the following: 

(I) Nursing workforce capacity at all levels. 
(II) Oral health care workforce capacity at all 

levels. 
(III) Mental and behavioral health care work-

force capacity at all levels. 
(IV) Allied health and public health care 

workforce capacity at all levels. 
(V) Emergency medical service workforce ca-

pacity, including the retention and recruitment 
of the volunteer workforce, at all levels. 

(VI) The geographic distribution of health 
care providers as compared to the identified 
health care workforce needs of States and re-
gions. 

(B) FUTURE DETERMINATIONS.—The Commis-
sion may require that additional topics be in-

cluded under subparagraph (A). The appro-
priate committees of Congress may recommend to 
the Commission the inclusion of other topics for 
health care workforce development areas that 
require special attention. 

(5) GRANT PROGRAM.—The Commission shall— 
(A) review implementation progress reports on, 

and report to Congress about, the State Health 
Care Workforce Development Grant program es-
tablished in section 5102; 

(B) in collaboration with the Department of 
Labor and in coordination with the Department 
of Education and other relevant Federal agen-
cies, make recommendations to the fiscal and 
administrative agent under section 5102(b) for 
grant recipients under section 5102; 

(C) assess the implementation of the grants 
under such section; and 

(D) collect performance and report informa-
tion, including identified models and best prac-
tices, on grants from the fiscal and administra-
tive agent under such section and distribute this 
information to Congress, relevant Federal agen-
cies, and to the public. 

(6) STUDY.—The Commission shall study effec-
tive mechanisms for financing education and 
training for careers in health care, including 
public health and allied health. 

(7) RECOMMENDATIONS.—The Commission 
shall submit recommendations to Congress, the 
Department of Labor, and the Department of 
Health and Human Services about improving 
safety, health, and worker protections in the 
workplace for the health care workforce. 

(8) ASSESSMENT.—The Commission shall assess 
and receive reports from the National Center for 
Health Care Workforce Analysis established 
under section 761(b) of the Public Service Health 
Act (as amended by section 5103). 

(e) CONSULTATION WITH FEDERAL, STATE, AND 
LOCAL AGENCIES, CONGRESS, AND OTHER ORGA-
NIZATIONS.— 

(1) IN GENERAL.—The Commission shall con-
sult with Federal agencies (including the De-
partments of Health and Human Services, 
Labor, Education, Commerce, Agriculture, De-
fense, and Veterans Affairs and the Environ-
mental Protection Agency), Congress, the Medi-
care Payment Advisory Commission, the Med-
icaid and CHIP Payment and Access Commis-
sion, and, to the extent practicable, with State 
and local agencies, Indian tribes, voluntary 
health care organizations, professional societies, 
and other relevant public-private health care 
partnerships. 

(2) OBTAINING OFFICIAL DATA.—The Commis-
sion, consistent with established privacy rules, 
may secure directly from any department or 
agency of the Executive Branch information 
necessary to enable the Commission to carry out 
this section. 

(3) DETAIL OF FEDERAL GOVERNMENT EMPLOY-
EES.—An employee of the Federal Government 
may be detailed to the Commission without reim-
bursement. The detail of such an employee shall 
be without interruption or loss of civil service 
status. 

(f) DIRECTOR AND STAFF; EXPERTS AND CON-
SULTANTS.—Subject to such review as the Comp-
troller General of the United States determines 
to be necessary to ensure the efficient adminis-
tration of the Commission, the Commission 
may— 

(1) employ and fix the compensation of an ex-
ecutive director that shall not exceed the rate of 
basic pay payable for level V of the Executive 
Schedule and such other personnel as may be 
necessary to carry out its duties (without regard 
to the provisions of title 5, United States Code, 
governing appointments in the competitive serv-
ice); 

(2) seek such assistance and support as may 
be required in the performance of its duties from 
appropriate Federal departments and agencies; 

(3) enter into contracts or make other arrange-
ments, as may be necessary for the conduct of 
the work of the Commission (without regard to 
section 3709 of the Revised Statutes (41 U.S.C. 
5)); 
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(4) make advance, progress, and other pay-

ments which relate to the work of the Commis-
sion; 

(5) provide transportation and subsistence for 
persons serving without compensation; and 

(6) prescribe such rules and regulations as the 
Commission determines to be necessary with re-
spect to the internal organization and operation 
of the Commission. 

(g) POWERS.— 
(1) DATA COLLECTION.—In order to carry out 

its functions under this section, the Commission 
shall— 

(A) utilize existing information, both pub-
lished and unpublished, where possible, col-
lected and assessed either by its own staff or 
under other arrangements made in accordance 
with this section, including coordination with 
the Bureau of Labor Statistics; 

(B) carry out, or award grants or contracts for 
the carrying out of, original research and devel-
opment, where existing information is inad-
equate, and 

(C) adopt procedures allowing interested par-
ties to submit information for the Commission’s 
use in making reports and recommendations. 

(2) ACCESS OF THE GOVERNMENT ACCOUNT-
ABILITY OFFICE TO INFORMATION.—The Comp-
troller General of the United States shall have 
unrestricted access to all deliberations, records, 
and data of the Commission, immediately upon 
request. 

(3) PERIODIC AUDIT.—The Commission shall be 
subject to periodic audit by an independent pub-
lic accountant under contract to the Commis-
sion. 

(h) AUTHORIZATION OF APPROPRIATIONS.— 
(1) REQUEST FOR APPROPRIATIONS.—The Com-

mission shall submit requests for appropriations 
in the same manner as the Comptroller General 
of the United States submits requests for appro-
priations. Amounts so appropriated for the Com-
mission shall be separate from amounts appro-
priated for the Comptroller General. 

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

(3) GIFTS AND SERVICES.—The Commission 
may not accept gifts, bequeaths, or donations of 
property, but may accept and use donations of 
services for purposes of carrying out this sec-
tion. 

(i) DEFINITIONS.—In this section: 
(1) HEALTH CARE WORKFORCE.—The term 

‘‘health care workforce’’ includes all health care 
providers with direct patient care and support 
responsibilities, such as physicians, nurses, 
nurse practitioners, primary care providers, pre-
ventive medicine physicians, optometrists, oph-
thalmologists, physician assistants, pharmacists, 
dentists, dental hygienists, and other oral 
healthcare professionals, allied health profes-
sionals, doctors of chiropractic, community 
health workers, health care paraprofessionals, 
direct care workers, psychologists and other be-
havioral and mental health professionals (in-
cluding substance abuse prevention and treat-
ment providers), social workers, physical and 
occupational therapists, certified nurse mid-
wives, podiatrists, the EMS workforce (includ-
ing professional and volunteer ambulance per-
sonnel and firefighters who perform emergency 
medical services), licensed complementary and 
alternative medicine providers, integrative 
health practitioners, public health professionals, 
and any other health professional that the 
Comptroller General of the United States deter-
mines appropriate. 

(2) HEALTH PROFESSIONALS.—The term 
‘‘health professionals’’ includes— 

(A) dentists, dental hygienists, primary care 
providers, specialty physicians, nurses, nurse 
practitioners, physician assistants, psycholo-
gists and other behavioral and mental health 
professionals (including substance abuse pre-
vention and treatment providers), social work-
ers, physical and occupational therapists, public 
health professionals, clinical pharmacists, allied 

health professionals, doctors of chiropractic, 
community health workers, school nurses, cer-
tified nurse midwives, podiatrists, licensed com-
plementary and alternative medicine providers, 
the EMS workforce (including professional and 
volunteer ambulance personnel and firefighters 
who perform emergency medical services), and 
integrative health practitioners; 

(B) national representatives of health profes-
sionals; 

(C) representatives of schools of medicine, os-
teopathy, nursing, dentistry, optometry, phar-
macy, chiropractic, allied health, educational 
programs for public health professionals, behav-
ioral and mental health professionals (as so de-
fined), social workers, pharmacists, physical 
and occupational therapists, oral health care 
industry dentistry and dental hygiene, and phy-
sician assistants; 

(D) representatives of public and private 
teaching hospitals, and ambulatory health fa-
cilities, including Federal medical facilities; and 

(E) any other health professional the Comp-
troller General of the United States determines 
appropriate. 
SEC. 5102. STATE HEALTH CARE WORKFORCE DE-

VELOPMENT GRANTS. 
(a) ESTABLISHMENT.—There is established a 

competitive health care workforce development 
grant program (referred to in this section as the 
‘‘program’’) for the purpose of enabling State 
partnerships to complete comprehensive plan-
ning and to carry out activities leading to co-
herent and comprehensive health care workforce 
development strategies at the State and local 
levels. 

(b) FISCAL AND ADMINISTRATIVE AGENT.—The 
Health Resources and Services Administration 
of the Department of Health and Human Serv-
ices (referred to in this section as the ‘‘Adminis-
tration’’) shall be the fiscal and administrative 
agent for the grants awarded under this section. 
The Administration is authorized to carry out 
the program, in consultation with the National 
Health Care Workforce Commission (referred to 
in this section as the ‘‘Commission’’), which 
shall review reports on the development, imple-
mentation, and evaluation activities of the 
grant program, including— 

(1) administering the grants; 
(2) providing technical assistance to grantees; 

and 
(3) reporting performance information to the 

Commission. 
(c) PLANNING GRANTS.— 
(1) AMOUNT AND DURATION.—A planning 

grant shall be awarded under this subsection for 
a period of not more than one year and the 
maximum award may not be more than $150,000. 

(2) ELIGIBILITY.—To be eligible to receive a 
planning grant, an entity shall be an eligible 
partnership. An eligible partnership shall be a 
State workforce investment board, if it includes 
or modifies the members to include at least one 
representative from each of the following: 
health care employer, labor organization, a pub-
lic 2-year institution of higher education, a pub-
lic 4-year institution of higher education, the 
recognized State federation of labor, the State 
public secondary education agency, the State P– 
16 or P–20 Council if such a council exists, and 
a philanthropic organization that is actively en-
gaged in providing learning, mentoring, and 
work opportunities to recruit, educate, and 
train individuals for, and retain individuals in, 
careers in health care and related industries. 

(3) FISCAL AND ADMINISTRATIVE AGENT.—The 
Governor of the State receiving a planning 
grant has the authority to appoint a fiscal and 
an administrative agency for the partnership. 

(4) APPLICATION.—Each State partnership de-
siring a planning grant shall submit an applica-
tion to the Administrator of the Administration 
at such time and in such manner, and accom-
panied by such information as the Adminis-
trator may reasonable require. Each application 
submitted for a planning grant shall describe 
the members of the State partnership, the activi-

ties for which assistance is sought, the proposed 
performance benchmarks to be used to measure 
progress under the planning grant, a budget for 
use of the funds to complete the required activi-
ties described in paragraph (5), and such addi-
tional assurance and information as the Admin-
istrator determines to be essential to ensure com-
pliance with the grant program requirements. 

(5) REQUIRED ACTIVITIES.—A State partner-
ship receiving a planning grant shall carry out 
the following: 

(A) Analyze State labor market information in 
order to create health care career pathways for 
students and adults, including dislocated work-
ers. 

(B) Identify current and projected high de-
mand State or regional health care sectors for 
purposes of planning career pathways. 

(C) Identify existing Federal, State, and pri-
vate resources to recruit, educate or train, and 
retain a skilled health care workforce and 
strengthen partnerships. 

(D) Describe the academic and health care in-
dustry skill standards for high school gradua-
tion, for entry into postsecondary education, 
and for various credentials and licensure. 

(E) Describe State secondary and postsec-
ondary education and training policies, models, 
or practices for the health care sector, including 
career information and guidance counseling. 

(F) Identify Federal or State policies or rules 
to developing a coherent and comprehensive 
health care workforce development strategy and 
barriers and a plan to resolve these barriers. 

(G) Participate in the Administration’s eval-
uation and reporting activities. 

(6) PERFORMANCE AND EVALUATION.—Before 
the State partnership receives a planning grant, 
such partnership and the Administrator of the 
Administration shall jointly determine the per-
formance benchmarks that will be established 
for the purposes of the planning grant. 

(7) MATCH.—Each State partnership receiving 
a planning grant shall provide an amount, in 
cash or in kind, that is not less that 15 percent 
of the amount of the grant, to carry out the ac-
tivities supported by the grant. The matching 
requirement may be provided from funds avail-
able under other Federal, State, local or private 
sources to carry out the activities. 

(8) REPORT.— 
(A) REPORT TO ADMINISTRATION.—Not later 

than 1 year after a State partnership receives a 
planning grant, the partnership shall submit a 
report to the Administration on the State’s per-
formance of the activities under the grant, in-
cluding the use of funds, including matching 
funds, to carry out required activities, and a de-
scription of the progress of the State workforce 
investment board in meeting the performance 
benchmarks. 

(B) REPORT TO CONGRESS.—The Administra-
tion shall submit a report to Congress analyzing 
the planning activities, performance, and fund 
utilization of each State grant recipient, includ-
ing an identification of promising practices and 
a profile of the activities of each State grant re-
cipient. 

(d) IMPLEMENTATION GRANTS.— 
(1) IN GENERAL.—The Administration shall— 
(A) competitively award implementation 

grants to State partnerships to enable such part-
nerships to implement activities that will result 
in a coherent and comprehensive plan for health 
workforce development that will address current 
and projected workforce demands within the 
State; and 

(B) inform the Commission and Congress 
about the awards made. 

(2) DURATION.—An implementation grant 
shall be awarded for a period of no more than 
2 years, except in those cases where the Admin-
istration determines that the grantee is high 
performing and the activities supported by the 
grant warrant up to 1 additional year of fund-
ing. 

(3) ELIGIBILITY.—To be eligible for an imple-
mentation grant, a State partnership shall 
have— 
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(A) received a planning grant under sub-

section (c) and completed all requirements of 
such grant; or 

(B) completed a satisfactory application, in-
cluding a plan to coordinate with required part-
ners and complete the required activities during 
the 2 year period of the implementation grant. 

(4) FISCAL AND ADMINISTRATIVE AGENT.—A 
State partnership receiving an implementation 
grant shall appoint a fiscal and an administra-
tion agent for the implementation of such grant. 

(5) APPLICATION.—Each eligible State partner-
ship desiring an implementation grant shall sub-
mit an application to the Administration at such 
time, in such manner, and accompanied by such 
information as the Administration may reason-
ably require. Each application submitted shall 
include— 

(A) a description of the members of the State 
partnership; 

(B) a description of how the State partnership 
completed the required activities under the plan-
ning grant, if applicable; 

(C) a description of the activities for which 
implementation grant funds are sought, includ-
ing grants to regions by the State partnership to 
advance coherent and comprehensive regional 
health care workforce planning activities; 

(D) a description of how the State partnership 
will coordinate with required partners and com-
plete the required partnership activities during 
the duration of an implementation grant; 

(E) a budget proposal of the cost of the activi-
ties supported by the implementation grant and 
a timeline for the provision of matching funds 
required; 

(F) proposed performance benchmarks to be 
used to assess and evaluate the progress of the 
partnership activities; 

(G) a description of how the State partnership 
will collect data to report progress in grant ac-
tivities; and 

(H) such additional assurances as the Admin-
istration determines to be essential to ensure 
compliance with grant requirements. 

(6) REQUIRED ACTIVITIES.— 
(A) IN GENERAL.—A State partnership that re-

ceives an implementation grant may reserve not 
less than 60 percent of the grant funds to make 
grants to be competitively awarded by the State 
partnership, consistent with State procurement 
rules, to encourage regional partnerships to ad-
dress health care workforce development needs 
and to promote innovative health care work-
force career pathway activities, including career 
counseling, learning, and employment. 

(B) ELIGIBLE PARTNERSHIP DUTIES.—An eligi-
ble State partnership receiving an implementa-
tion grant shall— 

(i) identify and convene regional leadership to 
discuss opportunities to engage in statewide 
health care workforce development planning, 
including the potential use of competitive grants 
to improve the development, distribution, and 
diversity of the regional health care workforce; 
the alignment of curricula for health care ca-
reers; and the access to quality career informa-
tion and guidance and education and training 
opportunities; 

(ii) in consultation with key stakeholders and 
regional leaders, take appropriate steps to re-
duce Federal, State, or local barriers to a com-
prehensive and coherent strategy, including 
changes in State or local policies to foster coher-
ent and comprehensive health care workforce 
development activities, including health care ca-
reer pathways at the regional and State levels, 
career planning information, retraining for dis-
located workers, and as appropriate, requests 
for Federal program or administrative waivers; 

(iii) develop, disseminate, and review with key 
stakeholders a preliminary statewide strategy 
that addresses short- and long-term health care 
workforce development supply versus demand; 

(iv) convene State partnership members on a 
regular basis, and at least on a semiannual 
basis; 

(v) assist leaders at the regional level to form 
partnerships, including technical assistance and 
capacity building activities; 

(vi) collect and assess data on and report on 
the performance benchmarks selected by the 
State partnership and the Administration for 
implementation activities carried out by regional 
and State partnerships; and 

(vii) participate in the Administration’s eval-
uation and reporting activities. 

(7) PERFORMANCE AND EVALUATION.—Before 
the State partnership receives an implementa-
tion grant, it and the Administrator shall jointly 
determine the performance benchmarks that 
shall be established for the purposes of the im-
plementation grant. 

(8) MATCH.—Each State partnership receiving 
an implementation grant shall provide an 
amount, in cash or in kind that is not less than 
25 percent of the amount of the grant, to carry 
out the activities supported by the grant. The 
matching funds may be provided from funds 
available from other Federal, State, local, or pri-
vate sources to carry out such activities. 

(9) REPORTS.— 
(A) REPORT TO ADMINISTRATION.—For each 

year of the implementation grant, the State 
partnership receiving the implementation grant 
shall submit a report to the Administration on 
the performance of the State of the grant activi-
ties, including a description of the use of the 
funds, including matched funds, to complete ac-
tivities, and a description of the performance of 
the State partnership in meeting the perform-
ance benchmarks. 

(B) REPORT TO CONGRESS.—The Administra-
tion shall submit a report to Congress analyzing 
implementation activities, performance, and 
fund utilization of the State grantees, including 
an identification of promising practices and a 
profile of the activities of each State grantee. 

(e) AUTHORIZATION FOR APPROPRIATIONS.— 
(1) PLANNING GRANTS.—There are authorized 

to be appropriated to award planning grants 
under subsection (c) $8,000,000 for fiscal year 
2010, and such sums as may be necessary for 
each subsequent fiscal year. 

(2) IMPLEMENTATION GRANTS.—There are au-
thorized to be appropriated to award implemen-
tation grants under subsection (d), $150,000,000 
for fiscal year 2010, and such sums as may be 
necessary for each subsequent fiscal year. 
SEC. 5103. HEALTH CARE WORKFORCE ASSESS-

MENT. 
(a) IN GENERAL.—Section 761 of the Public 

Health Service Act (42 U.S.C. 294m) is amend-
ed— 

(1) by redesignating subsection (c) as sub-
section (e); 

(2) by striking subsection (b) and inserting the 
following: 

‘‘(b) NATIONAL CENTER FOR HEALTH CARE 
WORKFORCE ANALYSIS.— 

‘‘(1) ESTABLISHMENT.—The Secretary shall es-
tablish the National Center for Health Work-
force Analysis (referred to in this section as the 
‘National Center’). 

‘‘(2) PURPOSES.—The National Center, in co-
ordination to the extent practicable with the 
National Health Care Workforce Commission 
(established in section 5101 of the Patient Pro-
tection and Affordable Care Act), and relevant 
regional and State centers and agencies, shall— 

‘‘(A) provide for the development of informa-
tion describing and analyzing the health care 
workforce and workforce related issues; 

‘‘(B) carry out the activities under section 
792(a); 

‘‘(C) annually evaluate programs under this 
title; 

‘‘(D) develop and publish performance meas-
ures and benchmarks for programs under this 
title; and 

‘‘(E) establish, maintain, and publicize a na-
tional Internet registry of each grant awarded 
under this title and a database to collect data 
from longitudinal evaluations (as described in 
subsection (d)(2)) on performance measures (as 
developed under sections 749(d)(3), 757(d)(3), 
and 762(a)(3)). 

‘‘(3) COLLABORATION AND DATA SHARING.— 

‘‘(A) IN GENERAL.—The National Center shall 
collaborate with Federal agencies and relevant 
professional and educational organizations or 
societies for the purpose of linking data regard-
ing grants awarded under this title. 

‘‘(B) CONTRACTS FOR HEALTH WORKFORCE 
ANALYSIS.—For the purpose of carrying out the 
activities described in subparagraph (A), the 
National Center may enter into contracts with 
relevant professional and educational organiza-
tions or societies. 

‘‘(c) STATE AND REGIONAL CENTERS FOR 
HEALTH WORKFORCE ANALYSIS.— 

‘‘(1) IN GENERAL.—The Secretary shall award 
grants to, or enter into contracts with, eligible 
entities for purposes of— 

‘‘(A) collecting, analyzing, and reporting data 
regarding programs under this title to the Na-
tional Center and to the public; and 

‘‘(B) providing technical assistance to local 
and regional entities on the collection, analysis, 
and reporting of data. 

‘‘(2) ELIGIBLE ENTITIES.—To be eligible for a 
grant or contract under this subsection, an enti-
ty shall— 

‘‘(A) be a State, a State workforce investment 
board, a public health or health professions 
school, an academic health center, or an appro-
priate public or private nonprofit entity; and 

‘‘(B) submit to the Secretary an application at 
such time, in such manner, and containing such 
information as the Secretary may require. 

‘‘(d) INCREASE IN GRANTS FOR LONGITUDINAL 
EVALUATIONS.— 

‘‘(1) IN GENERAL.—The Secretary shall in-
crease the amount awarded to an eligible entity 
under this title for a longitudinal evaluation of 
individuals who have received education, train-
ing, or financial assistance from programs under 
this title. 

‘‘(2) CAPABILITY.—A longitudinal evaluation 
shall be capable of— 

‘‘(A) studying practice patterns; and 
‘‘(B) collecting and reporting data on perform-

ance measures developed under sections 
749(d)(3), 757(d)(3), and 762(a)(3). 

‘‘(3) GUIDELINES.—A longitudinal evaluation 
shall comply with guidelines issued under sec-
tions 749(d)(4), 757(d)(4), and 762(a)(4). 

‘‘(4) ELIGIBLE ENTITIES.—To be eligible to ob-
tain an increase under this section, an entity 
shall be a recipient of a grant or contract under 
this title.’’; and 

(3) in subsection (e), as so redesignated— 
(A) by striking paragraph (1) and inserting 

the following: 
‘‘(1) IN GENERAL.— 
‘‘(A) NATIONAL CENTER.—To carry out sub-

section (b), there are authorized to be appro-
priated $7,500,000 for each of fiscal years 2010 
through 2014. 

‘‘(B) STATE AND REGIONAL CENTERS.—To carry 
out subsection (c), there are authorized to be ap-
propriated $4,500,000 for each of fiscal years 
2010 through 2014. 

‘‘(C) GRANTS FOR LONGITUDINAL EVALUA-
TIONS.—To carry out subsection (d), there are 
authorized to be appropriated such sums as may 
be necessary for fiscal years 2010 through 
2014.’’; and 

(4) in paragraph (2), by striking ‘‘subsection 
(a)’’ and inserting ‘‘paragraph (1)’’. 

(b) TRANSFERS.—Not later than 180 days after 
the date of enactment of this Act, the respon-
sibilities and resources of the National Center 
for Health Workforce Analysis, as in effect on 
the date before the date of enactment of this 
Act, shall be transferred to the National Center 
for Health Care Workforce Analysis established 
under section 761 of the Public Health Service 
Act, as amended by subsection (a). 

(c) USE OF LONGITUDINAL EVALUATIONS.—Sec-
tion 791(a)(1) of the Public Health Service Act 
(42 U.S.C. 295j(a)(1)) is amended— 

(1) in subparagraph (A), by striking ‘‘or’’ at 
the end; 

(2) in subparagraph (B), by striking the period 
and inserting ‘‘; or’’; and 
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(3) by adding at the end the following: 
‘‘(C) utilizes a longitudinal evaluation (as de-

scribed in section 761(d)(2)) and reports data 
from such system to the national workforce 
database (as established under section 
761(b)(2)(E)).’’. 

(d) PERFORMANCE MEASURES; GUIDELINES FOR 
LONGITUDINAL EVALUATIONS.— 

(1) ADVISORY COMMITTEE ON TRAINING IN PRI-
MARY CARE MEDICINE AND DENTISTRY.—Section 
748(d) of the Public Health Service Act is 
amended— 

(A) in paragraph (1), by striking ‘‘and’’ at the 
end; 

(B) in paragraph (2), by striking the period 
and inserting a semicolon; and 

(C) by adding at the end the following: 
‘‘(3) develop, publish, and implement perform-

ance measures for programs under this part; 
‘‘(4) develop and publish guidelines for longi-

tudinal evaluations (as described in section 
761(d)(2)) for programs under this part; and 

‘‘(5) recommend appropriation levels for pro-
grams under this part.’’. 

(2) ADVISORY COMMITTEE ON INTERDISCIPLI-
NARY, COMMUNITY-BASED LINKAGES.—Section 
756(d) of the Public Health Service Act is 
amended— 

(A) in paragraph (1), by striking ‘‘and’’ at the 
end; 

(B) in paragraph (2), by striking the period 
and inserting a semicolon; and 

(C) by adding at the end the following: 
‘‘(3) develop, publish, and implement perform-

ance measures for programs under this part; 
‘‘(4) develop and publish guidelines for longi-

tudinal evaluations (as described in section 
761(d)(2)) for programs under this part; and 

‘‘(5) recommend appropriation levels for pro-
grams under this part.’’. 

(3) ADVISORY COUNCIL ON GRADUATE MEDICAL 
EDUCATION.—Section 762(a) of the Public Health 
Service Act (42 U.S.C. 294o(a)) is amended— 

(A) in paragraph (1), by striking ‘‘and’’ at the 
end; 

(B) in paragraph (2), by striking the period 
and inserting a semicolon; and 

(C) by adding at the end the following: 
‘‘(3) develop, publish, and implement perform-

ance measures for programs under this title, ex-
cept for programs under part C or D; 

‘‘(4) develop and publish guidelines for longi-
tudinal evaluations (as described in section 
761(d)(2)) for programs under this title, except 
for programs under part C or D; and 

‘‘(5) recommend appropriation levels for pro-
grams under this title, except for programs 
under part C or D.’’. 

Subtitle C—Increasing the Supply of the 
Health Care Workforce 

SEC. 5201. FEDERALLY SUPPORTED STUDENT 
LOAN FUNDS. 

(a) MEDICAL SCHOOLS AND PRIMARY HEALTH 
CARE.—Section 723 of the Public Health Service 
Act (42 U.S.C. 292s) is amended— 

(1) in subsection (a)— 
(A) in paragraph (1), by striking subpara-

graph (B) and inserting the following: 
‘‘(B) to practice in such care for 10 years (in-

cluding residency training in primary health 
care) or through the date on which the loan is 
repaid in full, whichever occurs first.’’; and 

(B) by striking paragraph (3) and inserting 
the following: 

‘‘(3) NONCOMPLIANCE BY STUDENT.—Each 
agreement entered into with a student pursuant 
to paragraph (1) shall provide that, if the stu-
dent fails to comply with such agreement, the 
loan involved will begin to accrue interest at a 
rate of 2 percent per year greater than the rate 
at which the student would pay if compliant in 
such year.’’; and 

(2) by adding at the end the following: 
‘‘(d) SENSE OF CONGRESS.—It is the sense of 

Congress that funds repaid under the loan pro-
gram under this section should not be trans-
ferred to the Treasury of the United States or 

otherwise used for any other purpose other than 
to carry out this section.’’. 

(b) STUDENT LOAN GUIDELINES.—The Sec-
retary of Health and Human Services shall not 
require parental financial information for an 
independent student to determine financial need 
under section 723 of the Public Health Service 
Act (42 U.S.C. 292s) and the determination of 
need for such information shall be at the discre-
tion of applicable school loan officer. The Sec-
retary shall amend guidelines issued by the 
Health Resources and Services Administration 
in accordance with the preceding sentence. 
SEC. 5202. NURSING STUDENT LOAN PROGRAM. 

(a) LOAN AGREEMENTS.—Section 836(a) of the 
Public Health Service Act (42 U.S.C. 297b(a)) is 
amended— 

(1) by striking ‘‘$2,500’’ and inserting 
‘‘$3,300’’; 

(2) by striking ‘‘$4,000’’ and inserting 
‘‘$5,200’’; and 

(3) by striking ‘‘$13,000’’ and all that follows 
through the period and inserting ‘‘$17,000 in the 
case of any student during fiscal years 2010 and 
2011. After fiscal year 2011, such amounts shall 
be adjusted to provide for a cost-of-attendance 
increase for the yearly loan rate and the aggre-
gate of the loans.’’. 

(b) LOAN PROVISIONS.—Section 836(b) of the 
Public Health Service Act (42 U.S.C. 297b(b)) is 
amended— 

(1) in paragraph (1)(C), by striking ‘‘1986’’ 
and inserting ‘‘2000’’; and 

(2) in paragraph (3), by striking ‘‘the date of 
enactment of the Nurse Training Amendments of 
1979’’ and inserting ‘‘September 29, 1995’’. 
SEC. 5203. HEALTH CARE WORKFORCE LOAN RE-

PAYMENT PROGRAMS. 
Part E of title VII of the Public Health Service 

Act (42 U.S.C. 294n et seq.) is amended by add-
ing at the end the following: 

‘‘Subpart 3—Recruitment and Retention 
Programs 

‘‘SEC. 775. INVESTMENT IN TOMORROW’S PEDI-
ATRIC HEALTH CARE WORKFORCE. 

‘‘(a) ESTABLISHMENT.—The Secretary shall es-
tablish and carry out a pediatric specialty loan 
repayment program under which the eligible in-
dividual agrees to be employed full-time for a 
specified period (which shall not be less than 2 
years) in providing pediatric medical sub-
specialty, pediatric surgical specialty, or child 
and adolescent mental and behavioral health 
care, including substance abuse prevention and 
treatment services. 

‘‘(b) PROGRAM ADMINISTRATION.—Through 
the program established under this section, the 
Secretary shall enter into contracts with quali-
fied health professionals under which— 

‘‘(1) such qualified health professionals will 
agree to provide pediatric medical subspecialty, 
pediatric surgical specialty, or child and adoles-
cent mental and behavioral health care in an 
area with a shortage of the specified pediatric 
subspecialty that has a sufficient pediatric pop-
ulation to support such pediatric subspecialty, 
as determined by the Secretary; and 

‘‘(2) the Secretary agrees to make payments on 
the principal and interest of undergraduate, 
graduate, or graduate medical education loans 
of professionals described in paragraph (1) of 
not more than $35,000 a year for each year of 
agreed upon service under such paragraph for a 
period of not more than 3 years during the 
qualified health professional’s— 

‘‘(A) participation in an accredited pediatric 
medical subspecialty, pediatric surgical spe-
cialty, or child and adolescent mental health 
subspecialty residency or fellowship; or 

‘‘(B) employment as a pediatric medical sub-
specialist, pediatric surgical specialist, or child 
and adolescent mental health professional serv-
ing an area or population described in such 
paragraph. 

‘‘(c) IN GENERAL.— 
‘‘(1) ELIGIBLE INDIVIDUALS.— 
‘‘(A) PEDIATRIC MEDICAL SPECIALISTS AND PE-

DIATRIC SURGICAL SPECIALISTS.—For purposes of 

contracts with respect to pediatric medical spe-
cialists and pediatric surgical specialists, the 
term ‘qualified health professional’ means a li-
censed physician who— 

‘‘(i) is entering or receiving training in an ac-
credited pediatric medical subspecialty or pedi-
atric surgical specialty residency or fellowship; 
or 

‘‘(ii) has completed (but not prior to the end 
of the calendar year in which this section is en-
acted) the training described in subparagraph 
(B). 

‘‘(B) CHILD AND ADOLESCENT MENTAL AND BE-
HAVIORAL HEALTH.—For purposes of contracts 
with respect to child and adolescent mental and 
behavioral health care, the term ‘qualified 
health professional’ means a health care profes-
sional who— 

‘‘(i) has received specialized training or clin-
ical experience in child and adolescent mental 
health in psychiatry, psychology, school psy-
chology, behavioral pediatrics, psychiatric nurs-
ing, social work, school social work, substance 
abuse disorder prevention and treatment, mar-
riage and family therapy, school counseling, or 
professional counseling; 

‘‘(ii) has a license or certification in a State to 
practice allopathic medicine, osteopathic medi-
cine, psychology, school psychology, psychiatric 
nursing, social work, school social work, mar-
riage and family therapy, school counseling, or 
professional counseling; or 

‘‘(iii) is a mental health service professional 
who completed (but not before the end of the 
calendar year in which this section is enacted) 
specialized training or clinical experience in 
child and adolescent mental health described in 
clause (i). 

‘‘(2) ADDITIONAL ELIGIBILITY REQUIRE-
MENTS.—The Secretary may not enter into a 
contract under this subsection with an eligible 
individual unless— 

‘‘(A) the individual agrees to work in, or for 
a provider serving, a health professional short-
age area or medically underserved area, or to 
serve a medically underserved population; 

‘‘(B) the individual is a United States citizen 
or a permanent legal United States resident; and 

‘‘(C) if the individual is enrolled in a graduate 
program, the program is accredited, and the in-
dividual has an acceptable level of academic 
standing (as determined by the Secretary). 

‘‘(d) PRIORITY.—In entering into contracts 
under this subsection, the Secretary shall give 
priority to applicants who— 

‘‘(1) are or will be working in a school or other 
pre-kindergarten, elementary, or secondary edu-
cation setting; 

‘‘(2) have familiarity with evidence-based 
methods and cultural and linguistic competence 
health care services; and 

‘‘(3) demonstrate financial need. 
‘‘(e) AUTHORIZATION OF APPROPRIATIONS.— 

There is authorized to be appropriated 
$30,000,000 for each of fiscal years 2010 through 
2014 to carry out subsection (c)(1)(A) and 
$20,000,000 for each of fiscal years 2010 through 
2013 to carry out subsection (c)(1)(B).’’. 
SEC. 5204. PUBLIC HEALTH WORKFORCE RE-

CRUITMENT AND RETENTION PRO-
GRAMS. 

Part E of title VII of the Public Health Service 
Act (42 U.S.C. 294n et seq.), as amended by sec-
tion 5203, is further amended by adding at the 
end the following: 
‘‘SEC. 776. PUBLIC HEALTH WORKFORCE LOAN 

REPAYMENT PROGRAM. 
‘‘(a) ESTABLISHMENT.—The Secretary shall es-

tablish the Public Health Workforce Loan Re-
payment Program (referred to in this section as 
the ‘Program’) to assure an adequate supply of 
public health professionals to eliminate critical 
public health workforce shortages in Federal, 
State, local, and tribal public health agencies. 

‘‘(b) ELIGIBILITY.—To be eligible to participate 
in the Program, an individual shall— 

‘‘(1)(A) be accepted for enrollment, or be en-
rolled, as a student in an accredited academic 
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educational institution in a State or territory in 
the final year of a course of study or program 
leading to a public health or health professions 
degree or certificate; and have accepted employ-
ment with a Federal, State, local, or tribal pub-
lic health agency, or a related training fellow-
ship, as recognized by the Secretary, to com-
mence upon graduation; 

‘‘(B)(i) have graduated, during the preceding 
10-year period, from an accredited educational 
institution in a State or territory and received a 
public health or health professions degree or 
certificate; and 

‘‘(ii) be employed by, or have accepted em-
ployment with, a Federal, State, local, or tribal 
public health agency or a related training fel-
lowship, as recognized by the Secretary; 

‘‘(2) be a United States citizen; and 
‘‘(3)(A) submit an application to the Secretary 

to participate in the Program; 
‘‘(B) execute a written contract as required in 

subsection (c); and 
‘‘(4) not have received, for the same service, a 

reduction of loan obligations under section 
455(m), 428J, 428K, 428L, or 460 of the Higher 
Education Act of 1965. 

‘‘(c) CONTRACT.—The written contract (re-
ferred to in this section as the ‘written con-
tract’) between the Secretary and an individual 
shall contain— 

‘‘(1) an agreement on the part of the Secretary 
that the Secretary will repay on behalf of the 
individual loans incurred by the individual in 
the pursuit of the relevant degree or certificate 
in accordance with the terms of the contract; 

‘‘(2) an agreement on the part of the indi-
vidual that the individual will serve in the full- 
time employment of a Federal, State, local, or 
tribal public health agency or a related fellow-
ship program in a position related to the course 
of study or program for which the contract was 
awarded for a period of time (referred to in this 
section as the ‘period of obligated service’) equal 
to the greater of— 

‘‘(A) 3 years; or 
‘‘(B) such longer period of time as determined 

appropriate by the Secretary and the individual; 
‘‘(3) an agreement, as appropriate, on the part 

of the individual to relocate to a priority service 
area (as determined by the Secretary) in ex-
change for an additional loan repayment incen-
tive amount to be determined by the Secretary; 

‘‘(4) a provision that any financial obligation 
of the United States arising out of a contract 
entered into under this section and any obliga-
tion of the individual that is conditioned there-
on, is contingent on funds being appropriated 
for loan repayments under this section; 

‘‘(5) a statement of the damages to which the 
United States is entitled, under this section for 
the individual’s breach of the contract; and 

‘‘(6) such other statements of the rights and li-
abilities of the Secretary and of the individual, 
not inconsistent with this section. 

‘‘(d) PAYMENTS.— 
‘‘(1) IN GENERAL.—A loan repayment provided 

for an individual under a written contract 
under the Program shall consist of payment, in 
accordance with paragraph (2), on behalf of the 
individual of the principal, interest, and related 
expenses on government and commercial loans 
received by the individual regarding the under-
graduate or graduate education of the indi-
vidual (or both), which loans were made for tui-
tion expenses incurred by the individual. 

‘‘(2) PAYMENTS FOR YEARS SERVED.—For each 
year of obligated service that an individual con-
tracts to serve under subsection (c) the Secretary 
may pay up to $35,000 on behalf of the indi-
vidual for loans described in paragraph (1). 
With respect to participants under the Program 
whose total eligible loans are less than $105,000, 
the Secretary shall pay an amount that does not 
exceed 1⁄3 of the eligible loan balance for each 
year of obligated service of the individual. 

‘‘(3) TAX LIABILITY.—For the purpose of pro-
viding reimbursements for tax liability resulting 
from payments under paragraph (2) on behalf of 

an individual, the Secretary shall, in addition 
to such payments, make payments to the indi-
vidual in an amount not to exceed 39 percent of 
the total amount of loan repayments made for 
the taxable year involved. 

‘‘(e) POSTPONING OBLIGATED SERVICE.—With 
respect to an individual receiving a degree or 
certificate from a health professions or other re-
lated school, the date of the initiation of the pe-
riod of obligated service may be postponed as 
approved by the Secretary. 

‘‘(f) BREACH OF CONTRACT.—An individual 
who fails to comply with the contract entered 
into under subsection (c) shall be subject to the 
same financial penalties as provided for under 
section 338E for breaches of loan repayment 
contracts under section 338B. 

‘‘(g) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated to carry 
out this section $195,000,000 for fiscal year 2010, 
and such sums as may be necessary for each of 
fiscal years 2011 through 2015.’’. 
SEC. 5205. ALLIED HEALTH WORKFORCE RE-

CRUITMENT AND RETENTION PRO-
GRAMS. 

(a) PURPOSE.—The purpose of this section is 
to assure an adequate supply of allied health 
professionals to eliminate critical allied health 
workforce shortages in Federal, State, local, and 
tribal public health agencies or in settings where 
patients might require health care services, in-
cluding acute care facilities, ambulatory care 
facilities, personal residences and other settings, 
as recognized by the Secretary of Health and 
Human Services by authorizing an Allied Health 
Loan Forgiveness Program. 

(b) ALLIED HEALTH WORKFORCE RECRUITMENT 
AND RETENTION PROGRAM.—Section 428K of the 
Higher Education Act of 1965 (20 U.S.C. 1078–11) 
is amended— 

(1) in subsection (b), by adding at the end the 
following: 

‘‘(18) ALLIED HEALTH PROFESSIONALS.—The 
individual is employed full-time as an allied 
health professional— 

‘‘(A) in a Federal, State, local, or tribal public 
health agency; or 

‘‘(B) in a setting where patients might require 
health care services, including acute care facili-
ties, ambulatory care facilities, personal resi-
dences and other settings located in health pro-
fessional shortage areas, medically underserved 
areas, or medically underserved populations, as 
recognized by the Secretary of Health and 
Human Services.’’; and 

(2) in subsection (g)— 
(A) by redesignating paragraphs (1) through 

(9) as paragraphs (2) through (10), respectively; 
and 

(B) by inserting before paragraph (2) (as re-
designated by subparagraph (A)) the following: 

‘‘(1) ALLIED HEALTH PROFESSIONAL.—The term 
‘allied health professional’ means an allied 
health professional as defined in section 799B(5) 
of the Public Heath Service Act (42 U.S.C. 
295p(5)) who— 

‘‘(A) has graduated and received an allied 
health professions degree or certificate from an 
institution of higher education; and 

‘‘(B) is employed with a Federal, State, local 
or tribal public health agency, or in a setting 
where patients might require health care serv-
ices, including acute care facilities, ambulatory 
care facilities, personal residences and other set-
tings located in health professional shortage 
areas, medically underserved areas, or medically 
underserved populations, as recognized by the 
Secretary of Health and Human Services.’’. 
SEC. 5206. GRANTS FOR STATE AND LOCAL PRO-

GRAMS. 
(a) IN GENERAL.—Section 765(d) of the Public 

Health Service Act (42 U.S.C. 295(d)) is amend-
ed— 

(1) in paragraph (7), by striking ‘‘; or’’ and 
inserting a semicolon; 

(2) by redesignating paragraph (8) as para-
graph (9); and 

(3) by inserting after paragraph (7) the fol-
lowing: 

‘‘(8) public health workforce loan repayment 
programs; or’’. 

(b) TRAINING FOR MID-CAREER PUBLIC HEALTH 
PROFESSIONALS.—Part E of title VII of the Pub-
lic Health Service Act (42 U.S.C. 294n et seq.), as 
amended by section 5204, is further amended by 
adding at the end the following: 
‘‘SEC. 777. TRAINING FOR MID-CAREER PUBLIC 

AND ALLIED HEALTH PROFES-
SIONALS. 

‘‘(a) IN GENERAL.—The Secretary may make 
grants to, or enter into contracts with, any eligi-
ble entity to award scholarships to eligible indi-
viduals to enroll in degree or professional train-
ing programs for the purpose of enabling mid- 
career professionals in the public health and al-
lied health workforce to receive additional 
training in the field of public health and allied 
health. 

‘‘(b) ELIGIBILITY.— 
‘‘(1) ELIGIBLE ENTITY.—The term ‘eligible enti-

ty’ indicates an accredited educational institu-
tion that offers a course of study, certificate 
program, or professional training program in 
public or allied health or a related discipline, as 
determined by the Secretary 

‘‘(2) ELIGIBLE INDIVIDUALS.—The term ‘eligible 
individuals’ includes those individuals employed 
in public and allied health positions at the Fed-
eral, State, tribal, or local level who are inter-
ested in retaining or upgrading their education. 

‘‘(c) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated to carry 
out this section, $60,000,000 for fiscal year 2010 
and such sums as may be necessary for each of 
fiscal years 2011 through 2015. Fifty percent of 
appropriated funds shall be allotted to public 
health mid-career professionals and 50 percent 
shall be allotted to allied health mid-career pro-
fessionals.’’. 
SEC. 5207. FUNDING FOR NATIONAL HEALTH 

SERVICE CORPS. 
Section 338H(a) of the Public Health Service 

Act (42 U.S.C. 254q(a)) is amended to read as 
follows: 

‘‘(a) AUTHORIZATION OF APPROPRIATIONS.— 
For the purpose of carrying out this section, 
there is authorized to be appropriated, out of 
any funds in the Treasury not otherwise appro-
priated, the following: 

‘‘(1) For fiscal year 2010, $320,461,632. 
‘‘(2) For fiscal year 2011, $414,095,394. 
‘‘(3) For fiscal year 2012, $535,087,442. 
‘‘(4) For fiscal year 2013, $691,431,432. 
‘‘(5) For fiscal year 2014, $893,456,433. 
‘‘(6) For fiscal year 2015, $1,154,510,336. 
‘‘(7) For fiscal year 2016, and each subsequent 

fiscal year, the amount appropriated for the 
preceding fiscal year adjusted by the product 
of— 

‘‘(A) one plus the average percentage increase 
in the costs of health professions education dur-
ing the prior fiscal year; and 

‘‘(B) one plus the average percentage change 
in the number of individuals residing in health 
professions shortage areas designated under sec-
tion 333 during the prior fiscal year, relative to 
the number of individuals residing in such areas 
during the previous fiscal year.’’. 
SEC. 5208. NURSE-MANAGED HEALTH CLINICS. 

(a) PURPOSE.—The purpose of this section is 
to fund the development and operation of nurse- 
managed health clinics. 

(b) GRANTS.—Subpart 1 of part D of title III of 
the Public Health Service Act (42 U.S.C. 254b et 
seq.) is amended by inserting after section 330A 
the following: 
‘‘SEC. 330A–1. GRANTS TO NURSE–MANAGED 

HEALTH CLINICS. 
‘‘(a) DEFINITIONS.— 
‘‘(1) COMPREHENSIVE PRIMARY HEALTH CARE 

SERVICES.—In this section, the term ‘comprehen-
sive primary health care services’ means the pri-
mary health services described in section 
330(b)(1). 

‘‘(2) NURSE-MANAGED HEALTH CLINIC.—The 
term ‘nurse-managed health clinic’ means a 
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nurse-practice arrangement, managed by ad-
vanced practice nurses, that provides primary 
care or wellness services to underserved or vul-
nerable populations and that is associated with 
a school, college, university or department of 
nursing, federally qualified health center, or 
independent nonprofit health or social services 
agency. 

‘‘(b) AUTHORITY TO AWARD GRANTS.—The Sec-
retary shall award grants for the cost of the op-
eration of nurse-managed health clinics that 
meet the requirements of this section. 

‘‘(c) APPLICATIONS.—To be eligible to receive a 
grant under this section, an entity shall— 

‘‘(1) be an NMHC; and 
‘‘(2) submit to the Secretary an application at 

such time, in such manner, and containing— 
‘‘(A) assurances that nurses are the major 

providers of services at the NMHC and that at 
least 1 advanced practice nurse holds an execu-
tive management position within the organiza-
tional structure of the NMHC; 

‘‘(B) an assurance that the NMHC will con-
tinue providing comprehensive primary health 
care services or wellness services without regard 
to income or insurance status of the patient for 
the duration of the grant period; and 

‘‘(C) an assurance that, not later than 90 days 
of receiving a grant under this section, the 
NMHC will establish a community advisory com-
mittee, for which a majority of the members 
shall be individuals who are served by the 
NMHC. 

‘‘(d) GRANT AMOUNT.—The amount of any 
grant made under this section for any fiscal 
year shall be determined by the Secretary, tak-
ing into account— 

‘‘(1) the financial need of the NMHC, consid-
ering State, local, and other operational fund-
ing provided to the NMHC; and 

‘‘(2) other factors, as the Secretary determines 
appropriate. 

‘‘(e) AUTHORIZATION OF APPROPRIATIONS.— 
For the purposes of carrying out this section, 
there are authorized to be appropriated 
$50,000,000 for the fiscal year 2010 and such 
sums as may be necessary for each of the fiscal 
years 2011 through 2014.’’. 
SEC. 5209. ELIMINATION OF CAP ON COMMIS-

SIONED CORPS. 
Section 202 of the Department of Health and 

Human Services Appropriations Act, 1993 (Pub-
lic Law 102–394) is amended by striking ‘‘not to 
exceed 2,800’’. 
SEC. 5210. ESTABLISHING A READY RESERVE 

CORPS. 
Section 203 of the Public Health Service Act 

(42 U.S.C. 204) is amended to read as follows: 
‘‘SEC. 203. COMMISSIONED CORPS AND READY RE-

SERVE CORPS. 
‘‘(a) ESTABLISHMENT.— 
‘‘(1) IN GENERAL.—There shall be in the Serv-

ice a commissioned Regular Corps and a Ready 
Reserve Corps for service in time of national 
emergency. 

‘‘(2) REQUIREMENT.—All commissioned officers 
shall be citizens of the United States and shall 
be appointed without regard to the civil-service 
laws and compensated without regard to the 
Classification Act of 1923, as amended. 

‘‘(3) APPOINTMENT.—Commissioned officers of 
the Ready Reserve Corps shall be appointed by 
the President and commissioned officers of the 
Regular Corps shall be appointed by the Presi-
dent with the advice and consent of the Senate. 

‘‘(4) ACTIVE DUTY.—Commissioned officers of 
the Ready Reserve Corps shall at all times be 
subject to call to active duty by the Surgeon 
General, including active duty for the purpose 
of training. 

‘‘(5) WARRANT OFFICERS.—Warrant officers 
may be appointed to the Service for the purpose 
of providing support to the health and delivery 
systems maintained by the Service and any war-
rant officer appointed to the Service shall be 
considered for purposes of this Act and title 37, 
United States Code, to be a commissioned officer 
within the Commissioned Corps of the Service. 

‘‘(b) ASSIMILATING RESERVE CORP OFFICERS 
INTO THE REGULAR CORPS.—Effective on the 
date of enactment of the Patient Protection and 
Affordable Care Act, all individuals classified as 
officers in the Reserve Corps under this section 
(as such section existed on the day before the 
date of enactment of such Act) and serving on 
active duty shall be deemed to be commissioned 
officers of the Regular Corps. 

‘‘(c) PURPOSE AND USE OF READY RESEARCH.— 
‘‘(1) PURPOSE.—The purpose of the Ready Re-

serve Corps is to fulfill the need to have addi-
tional Commissioned Corps personnel available 
on short notice (similar to the uniformed serv-
ice’s reserve program) to assist regular Commis-
sioned Corps personnel to meet both routine 
public health and emergency response missions. 

‘‘(2) USES.—The Ready Reserve Corps shall— 
‘‘(A) participate in routine training to meet 

the general and specific needs of the Commis-
sioned Corps; 

‘‘(B) be available and ready for involuntary 
calls to active duty during national emergencies 
and public health crises, similar to the uni-
formed service reserve personnel; 

‘‘(C) be available for backfilling critical posi-
tions left vacant during deployment of active 
duty Commissioned Corps members, as well as 
for deployment to respond to public health emer-
gencies, both foreign and domestic; and 

‘‘(D) be available for service assignment in 
isolated, hardship, and medically underserved 
communities (as defined in section 799B) to im-
prove access to health services. 

‘‘(d) FUNDING.—For the purpose of carrying 
out the duties and responsibilities of the Com-
missioned Corps under this section, there are 
authorized to be appropriated $5,000,000 for 
each of fiscal years 2010 through 2014 for re-
cruitment and training and $12,500,000 for each 
of fiscal years 2010 through 2014 for the Ready 
Reserve Corps.’’. 

Subtitle D—Enhancing Health Care 
Workforce Education and Training 

SEC. 5301. TRAINING IN FAMILY MEDICINE, GEN-
ERAL INTERNAL MEDICINE, GEN-
ERAL PEDIATRICS, AND PHYSICIAN 
ASSISTANTSHIP. 

Part C of title VII (42 U.S.C. 293k et seq.) is 
amended by striking section 747 and inserting 
the following: 
‘‘SEC. 747. PRIMARY CARE TRAINING AND EN-

HANCEMENT. 
‘‘(a) SUPPORT AND DEVELOPMENT OF PRIMARY 

CARE TRAINING PROGRAMS.— 
‘‘(1) IN GENERAL.—The Secretary may make 

grants to, or enter into contracts with, an ac-
credited public or nonprofit private hospital, 
school of medicine or osteopathic medicine, aca-
demically affiliated physician assistant training 
program, or a public or private nonprofit entity 
which the Secretary has determined is capable 
of carrying out such grant or contract— 

‘‘(A) to plan, develop, operate, or participate 
in an accredited professional training program, 
including an accredited residency or internship 
program in the field of family medicine, general 
internal medicine, or general pediatrics for med-
ical students, interns, residents, or practicing 
physicians as defined by the Secretary; 

‘‘(B) to provide need-based financial assist-
ance in the form of traineeships and fellowships 
to medical students, interns, residents, prac-
ticing physicians, or other medical personnel, 
who are participants in any such program, and 
who plan to specialize or work in the practice of 
the fields defined in subparagraph (A); 

‘‘(C) to plan, develop, and operate a program 
for the training of physicians who plan to teach 
in family medicine, general internal medicine, or 
general pediatrics training programs; 

‘‘(D) to plan, develop, and operate a program 
for the training of physicians teaching in com-
munity-based settings; 

‘‘(E) to provide financial assistance in the 
form of traineeships and fellowships to physi-
cians who are participants in any such pro-

grams and who plan to teach or conduct re-
search in a family medicine, general internal 
medicine, or general pediatrics training pro-
gram; 

‘‘(F) to plan, develop, and operate a physician 
assistant education program, and for the train-
ing of individuals who will teach in programs to 
provide such training; 

‘‘(G) to plan, develop, and operate a dem-
onstration program that provides training in 
new competencies, as recommended by the Advi-
sory Committee on Training in Primary Care 
Medicine and Dentistry and the National 
Health Care Workforce Commission established 
in section 5101 of the Patient Protection and Af-
fordable Care Act, which may include— 

‘‘(i) providing training to primary care physi-
cians relevant to providing care through pa-
tient-centered medical homes (as defined by the 
Secretary for purposes of this section); 

‘‘(ii) developing tools and curricula relevant 
to patient-centered medical homes; and 

‘‘(iii) providing continuing education to pri-
mary care physicians relevant to patient-cen-
tered medical homes; and 

‘‘(H) to plan, develop, and operate joint de-
gree programs to provide interdisciplinary and 
interprofessional graduate training in public 
health and other health professions to provide 
training in environmental health, infectious dis-
ease control, disease prevention and health pro-
motion, epidemiological studies and injury con-
trol. 

‘‘(2) DURATION OF AWARDS.—The period dur-
ing which payments are made to an entity from 
an award of a grant or contract under this sub-
section shall be 5 years. 

‘‘(b) CAPACITY BUILDING IN PRIMARY CARE.— 
‘‘(1) IN GENERAL.—The Secretary may make 

grants to or enter into contracts with accredited 
schools of medicine or osteopathic medicine to 
establish, maintain, or improve— 

‘‘(A) academic units or programs that improve 
clinical teaching and research in fields defined 
in subsection (a)(1)(A); or 

‘‘(B) programs that integrate academic admin-
istrative units in fields defined in subsection 
(a)(1)(A) to enhance interdisciplinary recruit-
ment, training, and faculty development. 

‘‘(2) PREFERENCE IN MAKING AWARDS UNDER 
THIS SUBSECTION.—In making awards of grants 
and contracts under paragraph (1), the Sec-
retary shall give preference to any qualified ap-
plicant for such an award that agrees to expend 
the award for the purpose of— 

‘‘(A) establishing academic units or programs 
in fields defined in subsection (a)(1)(A); or 

‘‘(B) substantially expanding such units or 
programs. 

‘‘(3) PRIORITIES IN MAKING AWARDS.—In 
awarding grants or contracts under paragraph 
(1), the Secretary shall give priority to qualified 
applicants that— 

‘‘(A) proposes a collaborative project between 
academic administrative units of primary care; 

‘‘(B) proposes innovative approaches to clin-
ical teaching using models of primary care, such 
as the patient centered medical home, team 
management of chronic disease, and interprofes-
sional integrated models of health care that in-
corporate transitions in health care settings and 
integration physical and mental health provi-
sion; 

‘‘(C) have a record of training the greatest 
percentage of providers, or that have dem-
onstrated significant improvements in the per-
centage of providers trained, who enter and re-
main in primary care practice; 

‘‘(D) have a record of training individuals 
who are from underrepresented minority groups 
or from a rural or disadvantaged background; 

‘‘(E) provide training in the care of vulnerable 
populations such as children, older adults, 
homeless individuals, victims of abuse or trau-
ma, individuals with mental health or sub-
stance-related disorders, individuals with HIV/ 
AIDS, and individuals with disabilities; 

‘‘(F) establish formal relationships and submit 
joint applications with federally qualified 
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health centers, rural health clinics, area health 
education centers, or clinics located in under-
served areas or that serve underserved popu-
lations; 

‘‘(G) teach trainees the skills to provide inter-
professional, integrated care through collabora-
tion among health professionals; 

‘‘(H) provide training in enhanced commu-
nication with patients, evidence-based practice, 
chronic disease management, preventive care, 
health information technology, or other com-
petencies as recommended by the Advisory Com-
mittee on Training in Primary Care Medicine 
and Dentistry and the National Health Care 
Workforce Commission established in section 
5101 of the Patient Protection and Affordable 
Care Act; or 

‘‘(I) provide training in cultural competency 
and health literacy. 

‘‘(4) DURATION OF AWARDS.—The period dur-
ing which payments are made to an entity from 
an award of a grant or contract under this sub-
section shall be 5 years. 

‘‘(c) AUTHORIZATION OF APPROPRIATIONS.— 
‘‘(1) IN GENERAL.—For purposes of carrying 

out this section (other than subsection 
(b)(1)(B)), there are authorized to be appro-
priated $125,000,000 for fiscal year 2010, and 
such sums as may be necessary for each of fiscal 
years 2011 through 2014. 

‘‘(2) TRAINING PROGRAMS.—Fifteen percent of 
the amount appropriated pursuant to para-
graph (1) in each such fiscal year shall be allo-
cated to the physician assistant training pro-
grams described in subsection (a)(1)(F), which 
prepare students for practice in primary care. 

‘‘(3) INTEGRATING ACADEMIC ADMINISTRATIVE 
UNITS.—For purposes of carrying out subsection 
(b)(1)(B), there are authorized to be appro-
priated $750,000 for each of fiscal years 2010 
through 2014.’’. 
SEC. 5302. TRAINING OPPORTUNITIES FOR DI-

RECT CARE WORKERS. 
Part C of title VII of the Public Health Service 

Act (42 U.S.C. 293k et seq.) is amended by insert-
ing after section 747, as amended by section 
5301, the following: 
‘‘SEC. 747A. TRAINING OPPORTUNITIES FOR DI-

RECT CARE WORKERS. 
‘‘(a) IN GENERAL.—The Secretary shall award 

grants to eligible entities to enable such entities 
to provide new training opportunities for direct 
care workers who are employed in long-term 
care settings such as nursing homes (as defined 
in section 1908(e)(1) of the Social Security Act 
(42 U.S.C. 1396g(e)(1)), assisted living facilities 
and skilled nursing facilities, intermediate care 
facilities for individuals with mental retarda-
tion, home and community based settings, and 
any other setting the Secretary determines to be 
appropriate. 

‘‘(b) ELIGIBILITY.—To be eligible to receive a 
grant under this section, an entity shall— 

‘‘(1) be an institution of higher education (as 
defined in section 102 of the Higher Education 
Act of 1965 (20 U.S.C. 1002)) that— 

‘‘(A) is accredited by a nationally recognized 
accrediting agency or association listed under 
section 101(c) of the Higher Education Act of 
1965 (20 U.S.C. 1001(c)); and 

‘‘(B) has established a public-private edu-
cational partnership with a nursing home or 
skilled nursing facility, agency or entity pro-
viding home and community based services to 
individuals with disabilities, or other long-term 
care provider; and 

‘‘(2) submit to the Secretary an application at 
such time, in such manner, and containing such 
information as the Secretary may require. 

‘‘(c) USE OF FUNDS.—An eligible entity shall 
use amounts awarded under a grant under this 
section to provide assistance to eligible individ-
uals to offset the cost of tuition and required 
fees for enrollment in academic programs pro-
vided by such entity. 

‘‘(d) ELIGIBLE INDIVIDUAL.— 
‘‘(1) ELIGIBILITY.—To be eligible for assistance 

under this section, an individual shall be en-

rolled in courses provided by a grantee under 
this subsection and maintain satisfactory aca-
demic progress in such courses. 

‘‘(2) CONDITION OF ASSISTANCE.—As a condi-
tion of receiving assistance under this section, 
an individual shall agree that, following com-
pletion of the assistance period, the individual 
will work in the field of geriatrics, disability 
services, long term services and supports, or 
chronic care management for a minimum of 2 
years under guidelines set by the Secretary. 

‘‘(e) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated to carry 
out this section, $10,000,000 for the period of fis-
cal years 2011 through 2013.’’. 
SEC. 5303. TRAINING IN GENERAL, PEDIATRIC, 

AND PUBLIC HEALTH DENTISTRY. 
Part C of Title VII of the Public Health Serv-

ice Act (42 U.S.C. 293k et seq.) is amended by— 
(1) redesignating section 748, as amended by 

section 5103 of this Act, as section 749; and 
(2) inserting after section 747A, as added by 

section 5302, the following: 
‘‘SEC. 748. TRAINING IN GENERAL, PEDIATRIC, 

AND PUBLIC HEALTH DENTISTRY. 
‘‘(a) SUPPORT AND DEVELOPMENT OF DENTAL 

TRAINING PROGRAMS.— 
‘‘(1) IN GENERAL.—The Secretary may make 

grants to, or enter into contracts with, a school 
of dentistry, public or nonprofit private hos-
pital, or a public or private nonprofit entity 
which the Secretary has determined is capable 
of carrying out such grant or contract— 

‘‘(A) to plan, develop, and operate, or partici-
pate in, an approved professional training pro-
gram in the field of general dentistry, pediatric 
dentistry, or public health dentistry for dental 
students, residents, practicing dentists, dental 
hygienists, or other approved primary care den-
tal trainees, that emphasizes training for gen-
eral, pediatric, or public health dentistry; 

‘‘(B) to provide financial assistance to dental 
students, residents, practicing dentists, and den-
tal hygiene students who are in need thereof, 
who are participants in any such program, and 
who plan to work in the practice of general, pe-
diatric, public heath dentistry, or dental hy-
giene; 

‘‘(C) to plan, develop, and operate a program 
for the training of oral health care providers 
who plan to teach in general, pediatric, public 
health dentistry, or dental hygiene; 

‘‘(D) to provide financial assistance in the 
form of traineeships and fellowships to dentists 
who plan to teach or are teaching in general, 
pediatric, or public health dentistry; 

‘‘(E) to meet the costs of projects to establish, 
maintain, or improve dental faculty develop-
ment programs in primary care (which may be 
departments, divisions or other units); 

‘‘(F) to meet the costs of projects to establish, 
maintain, or improve predoctoral and 
postdoctoral training in primary care programs; 

‘‘(G) to create a loan repayment program for 
faculty in dental programs; and 

‘‘(H) to provide technical assistance to pedi-
atric training programs in developing and imple-
menting instruction regarding the oral health 
status, dental care needs, and risk-based clin-
ical disease management of all pediatric popu-
lations with an emphasis on underserved chil-
dren. 

‘‘(2) FACULTY LOAN REPAYMENT.— 
‘‘(A) IN GENERAL.—A grant or contract under 

subsection (a)(1)(G) may be awarded to a pro-
gram of general, pediatric, or public health den-
tistry described in such subsection to plan, de-
velop, and operate a loan repayment program 
under which— 

‘‘(i) individuals agree to serve full-time as fac-
ulty members; and 

‘‘(ii) the program of general, pediatric or pub-
lic health dentistry agrees to pay the principal 
and interest on the outstanding student loans of 
the individuals. 

‘‘(B) MANNER OF PAYMENTS.—With respect to 
the payments described in subparagraph (A)(ii), 

upon completion by an individual of each of the 
first, second, third, fourth, and fifth years of 
service, the program shall pay an amount equal 
to 10, 15, 20, 25, and 30 percent, respectively, of 
the individual’s student loan balance as cal-
culated based on principal and interest owed at 
the initiation of the agreement. 

‘‘(b) ELIGIBLE ENTITY.—For purposes of this 
subsection, entities eligible for such grants or 
contracts in general, pediatric, or public health 
dentistry shall include entities that have pro-
grams in dental or dental hygiene schools, or 
approved residency or advanced education pro-
grams in the practice of general, pediatric, or 
public health dentistry. Eligible entities may 
partner with schools of public health to permit 
the education of dental students, residents, and 
dental hygiene students for a master’s year in 
public health at a school of public health. 

‘‘(c) PRIORITIES IN MAKING AWARDS.—With re-
spect to training provided for under this section, 
the Secretary shall give priority in awarding 
grants or contracts to the following: 

‘‘(1) Qualified applicants that propose col-
laborative projects between departments of pri-
mary care medicine and departments of general, 
pediatric, or public health dentistry. 

‘‘(2) Qualified applicants that have a record 
of training the greatest percentage of providers, 
or that have demonstrated significant improve-
ments in the percentage of providers, who enter 
and remain in general, pediatric, or public 
health dentistry. 

‘‘(3) Qualified applicants that have a record 
of training individuals who are from a rural or 
disadvantaged background, or from underrep-
resented minorities. 

‘‘(4) Qualified applicants that establish formal 
relationships with Federally qualified health 
centers, rural health centers, or accredited 
teaching facilities and that conduct training of 
students, residents, fellows, or faculty at the 
center or facility. 

‘‘(5) Qualified applicants that conduct teach-
ing programs targeting vulnerable populations 
such as older adults, homeless individuals, vic-
tims of abuse or trauma, individuals with men-
tal health or substance-related disorders, indi-
viduals with disabilities, and individuals with 
HIV/AIDS, and in the risk-based clinical disease 
management of all populations. 

‘‘(6) Qualified applicants that include edu-
cational activities in cultural competency and 
health literacy. 

‘‘(7) Qualified applicants that have a high 
rate for placing graduates in practice settings 
that serve underserved areas or health disparity 
populations, or who achieve a significant in-
crease in the rate of placing graduates in such 
settings. 

‘‘(8) Qualified applicants that intend to estab-
lish a special populations oral health care edu-
cation center or training program for the didac-
tic and clinical education of dentists, dental 
health professionals, and dental hygienists who 
plan to teach oral health care for people with 
developmental disabilities, cognitive impairment, 
complex medical problems, significant physical 
limitations, and vulnerable elderly. 

‘‘(d) APPLICATION.—An eligible entity desiring 
a grant under this section shall submit to the 
Secretary an application at such time, in such 
manner, and containing such information as the 
Secretary may require. 

‘‘(e) DURATION OF AWARD.—The period during 
which payments are made to an entity from an 
award of a grant or contract under subsection 
(a) shall be 5 years. The provision of such pay-
ments shall be subject to annual approval by the 
Secretary and subject to the availability of ap-
propriations for the fiscal year involved to make 
the payments. 

‘‘(f) AUTHORIZATIONS OF APPROPRIATIONS.— 
For the purpose of carrying out subsections (a) 
and (b), there is authorized to be appropriated 
$30,000,000 for fiscal year 2010 and such sums as 
may be necessary for each of fiscal years 2011 
through 2015. 
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‘‘(g) CARRYOVER FUNDS.—An entity that re-

ceives an award under this section may carry 
over funds from 1 fiscal year to another without 
obtaining approval from the Secretary. In no 
case may any funds be carried over pursuant to 
the preceding sentence for more than 3 years.’’. 
SEC. 5304. ALTERNATIVE DENTAL HEALTH CARE 

PROVIDERS DEMONSTRATION 
PROJECT. 

Subpart X of part D of title III of the Public 
Health Service Act (42 U.S.C. 256f et seq.) is 
amended by adding at the end the following: 
‘‘SEC. 340G–1. DEMONSTRATION PROGRAM. 

‘‘(a) IN GENERAL.— 
‘‘(1) AUTHORIZATION.—The Secretary is au-

thorized to award grants to 15 eligible entities to 
enable such entities to establish a demonstration 
program to establish training programs to train, 
or to employ, alternative dental health care pro-
viders in order to increase access to dental 
health care services in rural and other under-
served communities. 

‘‘(2) DEFINITION.—The term ‘alternative den-
tal health care providers’ includes community 
dental health coordinators, advance practice 
dental hygienists, independent dental hygien-
ists, supervised dental hygienists, primary care 
physicians, dental therapists, dental health 
aides, and any other health professional that 
the Secretary determines appropriate. 

‘‘(b) TIMEFRAME.—The demonstration projects 
funded under this section shall begin not later 
than 2 years after the date of enactment of this 
section, and shall conclude not later than 7 
years after such date of enactment. 

‘‘(c) ELIGIBLE ENTITIES.—To be eligible to re-
ceive a grant under subsection (a), an entity 
shall— 

‘‘(1) be— 
‘‘(A) an institution of higher education, in-

cluding a community college; 
‘‘(B) a public-private partnership; 
‘‘(C) a federally qualified health center; 
‘‘(D) an Indian Health Service facility or a 

tribe or tribal organization (as such terms are 
defined in section 4 of the Indian Self-Deter-
mination and Education Assistance Act); 

‘‘(E) a State or county public health clinic, a 
health facility operated by an Indian tribe or 
tribal organization, or urban Indian organiza-
tion providing dental services; or 

‘‘(F) a public hospital or health system; 
‘‘(2) be within a program accredited by the 

Commission on Dental Accreditation or within a 
dental education program in an accredited insti-
tution; and 

‘‘(3) shall submit an application to the Sec-
retary at such time, in such manner, and con-
taining such information as the Secretary may 
require. 

‘‘(d) ADMINISTRATIVE PROVISIONS.— 
‘‘(1) AMOUNT OF GRANT.—Each grant under 

this section shall be in an amount that is not 
less than $4,000,000 for the 5-year period during 
which the demonstration project being con-
ducted. 

‘‘(2) DISBURSEMENT OF FUNDS.— 
‘‘(A) PRELIMINARY DISBURSEMENTS.—Begin-

ning 1 year after the enactment of this section, 
the Secretary may disperse to any entity receiv-
ing a grant under this section not more than 20 
percent of the total funding awarded to such 
entity under such grant, for the purpose of ena-
bling the entity to plan the demonstration 
project to be conducted under such grant. 

‘‘(B) SUBSEQUENT DISBURSEMENTS.—The re-
maining amount of grant funds not dispersed 
under subparagraph (A) shall be dispersed such 
that not less than 15 percent of such remaining 
amount is dispersed each subsequent year. 

‘‘(e) COMPLIANCE WITH STATE REQUIRE-
MENTS.—Each entity receiving a grant under 
this section shall certify that it is in compliance 
with all applicable State licensing requirements. 

‘‘(f) EVALUATION.—The Secretary shall con-
tract with the Director of the Institute of Medi-
cine to conduct a study of the demonstration 

programs conducted under this section that 
shall provide analysis, based upon quantitative 
and qualitative data, regarding access to dental 
health care in the United States. 

‘‘(g) CLARIFICATION REGARDING DENTAL 
HEALTH AIDE PROGRAM.—Nothing in this sec-
tion shall prohibit a dental health aide training 
program approved by the Indian Health Service 
from being eligible for a grant under this sec-
tion. 

‘‘(h) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated such 
sums as may be necessary to carry out this sec-
tion.’’. 
SEC. 5305. GERIATRIC EDUCATION AND TRAIN-

ING; CAREER AWARDS; COMPREHEN-
SIVE GERIATRIC EDUCATION. 

(a) WORKFORCE DEVELOPMENT; CAREER 
AWARDS.—Section 753 of the Public Health Serv-
ice Act (42 U.S.C. 294c) is amended by adding at 
the end the following: 

‘‘(d) GERIATRIC WORKFORCE DEVELOPMENT.— 
‘‘(1) IN GENERAL.—The Secretary shall award 

grants or contracts under this subsection to en-
tities that operate a geriatric education center 
pursuant to subsection (a)(1). 

‘‘(2) APPLICATION.—To be eligible for an 
award under paragraph (1), an entity described 
in such paragraph shall submit to the Secretary 
an application at such time, in such manner, 
and containing such information as the Sec-
retary may require. 

‘‘(3) USE OF FUNDS.—Amounts awarded under 
a grant or contract under paragraph (1) shall be 
used to— 

‘‘(A) carry out the fellowship program de-
scribed in paragraph (4); and 

‘‘(B) carry out 1 of the 2 activities described in 
paragraph (5). 

‘‘(4) FELLOWSHIP PROGRAM.— 
‘‘(A) IN GENERAL.—Pursuant to paragraph (3), 

a geriatric education center that receives an 
award under this subsection shall use such 
funds to offer short-term intensive courses (re-
ferred to in this subsection as a ‘fellowship’) 
that focus on geriatrics, chronic care manage-
ment, and long-term care that provide supple-
mental training for faculty members in medical 
schools and other health professions schools 
with programs in psychology, pharmacy, nurs-
ing, social work, dentistry, public health, allied 
health, or other health disciplines, as approved 
by the Secretary. Such a fellowship shall be 
open to current faculty, and appropriately 
credentialed volunteer faculty and practitioners, 
who do not have formal training in geriatrics, to 
upgrade their knowledge and clinical skills for 
the care of older adults and adults with func-
tional limitations and to enhance their inter-
disciplinary teaching skills. 

‘‘(B) LOCATION.—A fellowship shall be offered 
either at the geriatric education center that is 
sponsoring the course, in collaboration with 
other geriatric education centers, or at medical 
schools, schools of dentistry, schools of nursing, 
schools of pharmacy, schools of social work, 
graduate programs in psychology, or allied 
health and other health professions schools ap-
proved by the Secretary with which the geriatric 
education centers are affiliated. 

‘‘(C) CME CREDIT.—Participation in a fellow-
ship under this paragraph shall be accepted 
with respect to complying with continuing 
health profession education requirements. As a 
condition of such acceptance, the recipient shall 
agree to subsequently provide a minimum of 18 
hours of voluntary instructional support 
through a geriatric education center that is pro-
viding clinical training to students or trainees 
in long-term care settings. 

‘‘(5) ADDITIONAL REQUIRED ACTIVITIES DE-
SCRIBED.—Pursuant to paragraph (3), a geri-
atric education center that receives an award 
under this subsection shall use such funds to 
carry out 1 of the following 2 activities. 

‘‘(A) FAMILY CAREGIVER AND DIRECT CARE 
PROVIDER TRAINING.—A geriatric education cen-
ter that receives an award under this subsection 

shall offer at least 2 courses each year, at no 
charge or nominal cost, to family caregivers and 
direct care providers that are designed to pro-
vide practical training for supporting frail el-
ders and individuals with disabilities. The Sec-
retary shall require such Centers to work with 
appropriate community partners to develop 
training program content and to publicize the 
availability of training courses in their service 
areas. All family caregiver and direct care pro-
vider training programs shall include instruc-
tion on the management of psychological and 
behavioral aspects of dementia, communication 
techniques for working with individuals who 
have dementia, and the appropriate, safe, and 
effective use of medications for older adults. 

‘‘(B) INCORPORATION OF BEST PRACTICES.—A 
geriatric education center that receives an 
award under this subsection shall develop and 
include material on depression and other mental 
disorders common among older adults, medica-
tion safety issues for older adults, and manage-
ment of the psychological and behavioral as-
pects of dementia and communication tech-
niques with individuals who have dementia in 
all training courses, where appropriate. 

‘‘(6) TARGETS.—A geriatric education center 
that receives an award under this subsection 
shall meet targets approved by the Secretary for 
providing geriatric training to a certain number 
of faculty or practitioners during the term of the 
award, as well as other parameters established 
by the Secretary. 

‘‘(7) AMOUNT OF AWARD.—An award under 
this subsection shall be in an amount of 
$150,000. Not more than 24 geriatric education 
centers may receive an award under this sub-
section. 

‘‘(8) MAINTENANCE OF EFFORT.—A geriatric 
education center that receives an award under 
this subsection shall provide assurances to the 
Secretary that funds provided to the geriatric 
education center under this subsection will be 
used only to supplement, not to supplant, the 
amount of Federal, State, and local funds other-
wise expended by the geriatric education center. 

‘‘(9) AUTHORIZATION OF APPROPRIATIONS.—In 
addition to any other funding available to carry 
out this section, there is authorized to be appro-
priated to carry out this subsection, $10,800,000 
for the period of fiscal year 2011 through 2014. 

‘‘(e) GERIATRIC CAREER INCENTIVE AWARDS.— 
‘‘(1) IN GENERAL.—The Secretary shall award 

grants or contracts under this section to individ-
uals described in paragraph (2) to foster greater 
interest among a variety of health professionals 
in entering the field of geriatrics, long-term 
care, and chronic care management. 

‘‘(2) ELIGIBLE INDIVIDUALS.—To be eligible to 
received an award under paragraph (1), an indi-
vidual shall— 

‘‘(A) be an advanced practice nurse, a clinical 
social worker, a pharmacist, or student of psy-
chology who is pursuing a doctorate or other 
advanced degree in geriatrics or related fields in 
an accredited health professions school; and 

‘‘(B) submit to the Secretary an application at 
such time, in such manner, and containing such 
information as the Secretary may require. 

‘‘(3) CONDITION OF AWARD.—As a condition of 
receiving an award under this subsection, an in-
dividual shall agree that, following completion 
of the award period, the individual will teach or 
practice in the field of geriatrics, long-term care, 
or chronic care management for a minimum of 5 
years under guidelines set by the Secretary. 

‘‘(4) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated to carry 
out this subsection, $10,000,000 for the period of 
fiscal years 2011 through 2013.’’. 

(b) EXPANSION OF ELIGIBILITY FOR GERIATRIC 
ACADEMIC CAREER AWARDS; PAYMENT TO INSTI-
TUTION.—Section 753(c) of the Public Health 
Service Act 294(c)) is amended— 

(1) by redesignating paragraphs (4) and (5) as 
paragraphs (5) and (6), respectively; 

(2) by striking paragraph (2) through para-
graph (3) and inserting the following: 
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‘‘(2) ELIGIBLE INDIVIDUALS.—To be eligible to 

receive an Award under paragraph (1), an indi-
vidual shall— 

‘‘(A) be board certified or board eligible in in-
ternal medicine, family practice, psychiatry, or 
licensed dentistry, or have completed any re-
quired training in a discipline and employed in 
an accredited health professions school that is 
approved by the Secretary; 

‘‘(B) have completed an approved fellowship 
program in geriatrics or have completed spe-
cialty training in geriatrics as required by the 
discipline and any addition geriatrics training 
as required by the Secretary; and 

‘‘(C) have a junior (non-tenured) faculty ap-
pointment at an accredited (as determined by 
the Secretary) school of medicine, osteopathic 
medicine, nursing, social work, psychology, den-
tistry, pharmacy, or other allied health dis-
ciplines in an accredited health professions 
school that is approved by the Secretary. 

‘‘(3) LIMITATIONS.—No Award under para-
graph (1) may be made to an eligible individual 
unless the individual— 

‘‘(A) has submitted to the Secretary an appli-
cation, at such time, in such manner, and con-
taining such information as the Secretary may 
require, and the Secretary has approved such 
application; 

‘‘(B) provides, in such form and manner as 
the Secretary may require, assurances that the 
individual will meet the service requirement de-
scribed in paragraph (6); and 

‘‘(C) provides, in such form and manner as the 
Secretary may require, assurances that the indi-
vidual has a full-time faculty appointment in a 
health professions institution and documented 
commitment from such institution to spend 75 
percent of the total time of such individual on 
teaching and developing skills in interdiscipli-
nary education in geriatrics. 

‘‘(4) MAINTENANCE OF EFFORT.—An eligible in-
dividual that receives an Award under para-
graph (1) shall provide assurances to the Sec-
retary that funds provided to the eligible indi-
vidual under this subsection will be used only to 
supplement, not to supplant, the amount of Fed-
eral, State, and local funds otherwise expended 
by the eligible individual.’’; and 

(3) in paragraph (5), as so designated— 
(A) in subparagraph (A)— 
(i) by inserting ‘‘for individuals who are phy-

sicians’’ after ‘‘this section’’; and 
(ii) by inserting after the period at the end the 

following: ‘‘The Secretary shall determine the 
amount of an Award under this section for indi-
viduals who are not physicians.’’; and 

(B) by adding at the end the following: 
‘‘(C) PAYMENT TO INSTITUTION.—The Sec-

retary shall make payments to institutions 
which include schools of medicine, osteopathic 
medicine, nursing, social work, psychology, den-
tistry, and pharmacy, or other allied health dis-
cipline in an accredited health professions 
school that is approved by the Secretary.’’. 

(c) COMPREHENSIVE GERIATRIC EDUCATION.— 
Section 855 of the Public Health Service Act (42 
U.S.C. 298) is amended— 

(1) in subsection (b)— 
(A) in paragraph (3), by striking ‘‘or’’ at the 

end; 
(B) in paragraph (4), by striking the period 

and inserting ‘‘; or’’; and 
(C) by adding at the end the following: 
‘‘(5) establish traineeships for individuals who 

are preparing for advanced education nursing 
degrees in geriatric nursing, long-term care, 
gero-psychiatric nursing or other nursing areas 
that specialize in the care of the elderly popu-
lation.’’; and 

(2) in subsection (e), by striking ‘‘2003 through 
2007’’ and inserting ‘‘2010 through 2014’’. 
SEC. 5306. MENTAL AND BEHAVIORAL HEALTH 

EDUCATION AND TRAINING GRANTS. 
(a) IN GENERAL.—Part D of title VII (42 

U.S.C. 294 et seq.) is amended by— 
(1) striking section 757; 
(2) redesignating section 756 (as amended by 

section 5103) as section 757; and 

(3) inserting after section 755 the following: 
‘‘SEC. 756. MENTAL AND BEHAVIORAL HEALTH 

EDUCATION AND TRAINING GRANTS. 
‘‘(a) GRANTS AUTHORIZED.—The Secretary 

may award grants to eligible institutions of 
higher education to support the recruitment of 
students for, and education and clinical experi-
ence of the students in— 

‘‘(1) baccalaureate, master’s, and doctoral de-
gree programs of social work, as well as the de-
velopment of faculty in social work; 

‘‘(2) accredited master’s, doctoral, internship, 
and post-doctoral residency programs of psy-
chology for the development and implementation 
of interdisciplinary training of psychology grad-
uate students for providing behavioral and men-
tal health services, including substance abuse 
prevention and treatment services; 

‘‘(3) accredited institutions of higher edu-
cation or accredited professional training pro-
grams that are establishing or expanding intern-
ships or other field placement programs in child 
and adolescent mental health in psychiatry, 
psychology, school psychology, behavioral pedi-
atrics, psychiatric nursing, social work, school 
social work, substance abuse prevention and 
treatment, marriage and family therapy, school 
counseling, or professional counseling; and 

‘‘(4) State-licensed mental health nonprofit 
and for-profit organizations to enable such or-
ganizations to pay for programs for preservice 
or in-service training of paraprofessional child 
and adolescent mental health workers. 

‘‘(b) ELIGIBILITY REQUIREMENTS.—To be eligi-
ble for a grant under this section, an institution 
shall demonstrate— 

‘‘(1) participation in the institutions’ pro-
grams of individuals and groups from different 
racial, ethnic, cultural, geographic, religious, 
linguistic, and class backgrounds, and different 
genders and sexual orientations; 

‘‘(2) knowledge and understanding of the con-
cerns of the individuals and groups described in 
subsection (a); 

‘‘(3) any internship or other field placement 
program assisted under the grant will prioritize 
cultural and linguistic competency; 

‘‘(4) the institution will provide to the Sec-
retary such data, assurances, and information 
as the Secretary may require; and 

‘‘(5) with respect to any violation of the agree-
ment between the Secretary and the institution, 
the institution will pay such liquidated damages 
as prescribed by the Secretary by regulation. 

‘‘(c) INSTITUTIONAL REQUIREMENT.—For 
grants authorized under subsection (a)(1), at 
least 4 of the grant recipients shall be histori-
cally black colleges or universities or other mi-
nority-serving institutions. 

‘‘(d) PRIORITY.— 
‘‘(1) In selecting the grant recipients in social 

work under subsection (a)(1), the Secretary 
shall give priority to applicants that— 

‘‘(A) are accredited by the Council on Social 
Work Education; 

‘‘(B) have a graduation rate of not less than 
80 percent for social work students; and 

‘‘(C) exhibit an ability to recruit social work-
ers from and place social workers in areas with 
a high need and high demand population. 

‘‘(2) In selecting the grant recipients in grad-
uate psychology under subsection (a)(2), the 
Secretary shall give priority to institutions in 
which training focuses on the needs of vulner-
able groups such as older adults and children, 
individuals with mental health or substance-re-
lated disorders, victims of abuse or trauma and 
of combat stress disorders such as posttraumatic 
stress disorder and traumatic brain injuries, 
homeless individuals, chronically ill persons, 
and their families. 

‘‘(3) In selecting the grant recipients in train-
ing programs in child and adolescent mental 
health under subsections (a)(3) and (a)(4), the 
Secretary shall give priority to applicants that— 

‘‘(A) have demonstrated the ability to collect 
data on the number of students trained in child 
and adolescent mental health and the popu-

lations served by such students after graduation 
or completion of preservice or in-service train-
ing; 

‘‘(B) have demonstrated familiarity with evi-
dence-based methods in child and adolescent 
mental health services, including substance 
abuse prevention and treatment services; 

‘‘(C) have programs designed to increase the 
number of professionals and paraprofessionals 
serving high-priority populations and to appli-
cants who come from high-priority communities 
and plan to serve medically underserved popu-
lations, in health professional shortage areas, or 
in medically underserved areas; 

‘‘(D) offer curriculum taught collaboratively 
with a family on the consumer and family lived 
experience or the importance of family-profes-
sional or family-paraprofessional partnerships; 
and 

‘‘(E) provide services through a community 
mental health program described in section 
1913(b)(1). 

‘‘(e) AUTHORIZATION OF APPROPRIATION.—For 
the fiscal years 2010 through 2013, there is au-
thorized to be appropriated to carry out this sec-
tion— 

‘‘(1) $8,000,000 for training in social work in 
subsection (a)(1); 

‘‘(2) $12,000,000 for training in graduate psy-
chology in subsection (a)(2), of which not less 
than $10,000,000 shall be allocated for doctoral, 
postdoctoral, and internship level training; 

‘‘(3) $10,000,000 for training in professional 
child and adolescent mental health in sub-
section (a)(3); and 

‘‘(4) $5,000,000 for training in paraprofessional 
child and adolescent work in subsection 
(a)(4).’’. 

(b) CONFORMING AMENDMENTS.—Section 
757(b)(2) of the Public Health Service Act, as re-
designated by subsection (a), is amended by 
striking ‘‘sections 751(a)(1)(A), 751(a)(1)(B), 
753(b), 754(3)(A), and 755(b)’’ and inserting 
‘‘sections 751(b)(1)(A), 753(b), and 755(b)’’. 
SEC. 5307. CULTURAL COMPETENCY, PREVEN-

TION, AND PUBLIC HEALTH AND IN-
DIVIDUALS WITH DISABILITIES 
TRAINING. 

(a) TITLE VII.—Section 741 of the Public 
Health Service Act (42 U.S.C. 293e) is amended— 

(1) in subsection (a)— 
(A) by striking the subsection heading and in-

serting ‘‘CULTURAL COMPETENCY, PREVENTION, 
AND PUBLIC HEALTH AND INDIVIDUALS WITH 
DISABILITY GRANTS’’; and 

(B) in paragraph (1), by striking ‘‘for the pur-
pose of’’ and all that follows through the period 
at the end and inserting ‘‘for the development, 
evaluation, and dissemination of research, dem-
onstration projects, and model curricula for cul-
tural competency, prevention, public health pro-
ficiency, reducing health disparities, and apti-
tude for working with individuals with disabil-
ities training for use in health professions 
schools and continuing education programs, 
and for other purposes determined as appro-
priate by the Secretary.’’; and 

(2) by striking subsection (b) and inserting the 
following: 

‘‘(b) COLLABORATION.—In carrying out sub-
section (a), the Secretary shall collaborate with 
health professional societies, licensing and ac-
creditation entities, health professions schools, 
and experts in minority health and cultural 
competency, prevention, and public health and 
disability groups, community-based organiza-
tions, and other organizations as determined ap-
propriate by the Secretary. The Secretary shall 
coordinate with curricula and research and 
demonstration projects developed under section 
807. 

‘‘(c) DISSEMINATION.— 
‘‘(1) IN GENERAL.—Model curricula developed 

under this section shall be disseminated through 
the Internet Clearinghouse under section 270 
and such other means as determined appro-
priate by the Secretary. 

‘‘(2) EVALUATION.—The Secretary shall evalu-
ate the adoption and the implementation of cul-
tural competency, prevention, and public 
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health, and working with individuals with a 
disability training curricula, and the facilitate 
inclusion of these competency measures in qual-
ity measurement systems as appropriate. 

‘‘(d) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated to carry 
out this section such sums as may be necessary 
for each of fiscal years 2010 through 2015.’’. 

(b) TITLE VIII.—Section 807 of the Public 
Health Service Act (42 U.S.C. 296e–1) is amend-
ed— 

(1) in subsection (a)— 
(A) by striking the subsection heading and in-

serting ‘‘CULTURAL COMPETENCY, PREVENTION, 
AND PUBLIC HEALTH AND INDIVIDUALS WITH 
DISABILITY GRANTS’’; and 

(B) by striking ‘‘for the purpose of’’ and all 
that follows through ‘‘health care.’’ and insert-
ing ‘‘for the development, evaluation, and dis-
semination of research, demonstration projects, 
and model curricula for cultural competency, 
prevention, public health proficiency, reducing 
health disparities, and aptitude for working 
with individuals with disabilities training for 
use in health professions schools and continuing 
education programs, and for other purposes de-
termined as appropriate by the Secretary.’’; and 

(2) by redesignating subsection (b) as sub-
section (d); 

(3) by inserting after subsection (a) the fol-
lowing: 

‘‘(b) COLLABORATION.—In carrying out sub-
section (a), the Secretary shall collaborate with 
the entities described in section 741(b). The Sec-
retary shall coordinate with curricula and re-
search and demonstration projects developed 
under such section 741. 

‘‘(c) DISSEMINATION.—Model curricula devel-
oped under this section shall be disseminated 
and evaluated in the same manner as model cur-
ricula developed under section 741, as described 
in subsection (c) of such section.’’; and 

(4) in subsection (d), as so redesignated— 
(A) by striking ‘‘subsection (a)’’ and inserting 

‘‘this section’’; and 
(B) by striking ‘‘2001 through 2004’’ and in-

serting ‘‘2010 through 2015’’. 
SEC. 5308. ADVANCED NURSING EDUCATION 

GRANTS. 
Section 811 of the Public Health Service Act 

(42 U.S.C. 296j) is amended— 
(1) in subsection (c)— 
(A) in the subsection heading, by striking 

‘‘AND NURSE MIDWIFERY PROGRAMS’’; and 
(B) by striking ‘‘and nurse midwifery’’; 
(2) in subsection (f)— 
(A) by striking paragraph (2); and 
(B) by redesignating paragraph (3) as para-

graph (2); and 
(3) by redesignating subsections (d), (e), and 

(f) as subsections (e), (f), and (g), respectively; 
and 

(4) by inserting after subsection (c), the fol-
lowing: 

‘‘(d) AUTHORIZED NURSE-MIDWIFERY PRO-
GRAMS.—Midwifery programs that are eligible 
for support under this section are educational 
programs that— 

‘‘(1) have as their objective the education of 
midwives; and 

‘‘(2) are accredited by the American College of 
Nurse-Midwives Accreditation Commission for 
Midwifery Education.’’. 
SEC. 5309. NURSE EDUCATION, PRACTICE, AND 

RETENTION GRANTS. 
(a) IN GENERAL.—Section 831 of the Public 

Health Service Act (42 U.S.C. 296p) is amended— 
(1) in the section heading, by striking ‘‘RE-

TENTION’’ and inserting ‘‘QUALITY’’; 
(2) in subsection (a)— 
(A) in paragraph (1), by adding ‘‘or’’ after the 

semicolon; 
(B) by striking paragraph (2); and 
(C) by redesignating paragraph (3) as para-

graph (2); 
(3) in subsection (b)(3), by striking ‘‘managed 

care, quality improvement’’ and inserting ‘‘co-
ordinated care’’; 

(4) in subsection (g), by inserting ‘‘, as defined 
in section 801(2),’’ after ‘‘school of nursing’’; 
and 

(5) in subsection (h), by striking ‘‘2003 
through 2007’’ and inserting ‘‘2010 through 
2014’’. 

(b) NURSE RETENTION GRANTS.—Title VIII of 
the Public Health Service Act is amended by in-
serting after section 831 (42 U.S.C. 296b) the fol-
lowing: 
‘‘SEC. 831A. NURSE RETENTION GRANTS. 

‘‘(a) RETENTION PRIORITY AREAS.—The Sec-
retary may award grants to, and enter into con-
tracts with, eligible entities to enhance the nurs-
ing workforce by initiating and maintaining 
nurse retention programs pursuant to subsection 
(b) or (c). 

‘‘(b) GRANTS FOR CAREER LADDER PROGRAM.— 
The Secretary may award grants to, and enter 
into contracts with, eligible entities for pro-
grams— 

‘‘(1) to promote career advancement for indi-
viduals including licensed practical nurses, li-
censed vocational nurses, certified nurse assist-
ants, home health aides, diploma degree or asso-
ciate degree nurses, to become baccalaureate 
prepared registered nurses or advanced edu-
cation nurses in order to meet the needs of the 
registered nurse workforce; 

‘‘(2) developing and implementing internships 
and residency programs in collaboration with 
an accredited school of nursing, as defined by 
section 801(2), to encourage mentoring and the 
development of specialties; or 

‘‘(3) to assist individuals in obtaining edu-
cation and training required to enter the nurs-
ing profession and advance within such profes-
sion. 

‘‘(c) ENHANCING PATIENT CARE DELIVERY SYS-
TEMS.— 

‘‘(1) GRANTS.—The Secretary may award 
grants to eligible entities to improve the reten-
tion of nurses and enhance patient care that is 
directly related to nursing activities by enhanc-
ing collaboration and communication among 
nurses and other health care professionals, and 
by promoting nurse involvement in the organi-
zational and clinical decision-making processes 
of a health care facility. 

‘‘(2) PRIORITY.—In making awards of grants 
under this subsection, the Secretary shall give 
preference to applicants that have not pre-
viously received an award under this subsection 
(or section 831(c) as such section existed on the 
day before the date of enactment of this sec-
tion). 

‘‘(3) CONTINUATION OF AN AWARD.—The Sec-
retary shall make continuation of any award 
under this subsection beyond the second year of 
such award contingent on the recipient of such 
award having demonstrated to the Secretary 
measurable and substantive improvement in 
nurse retention or patient care. 

‘‘(d) OTHER PRIORITY AREAS.—The Secretary 
may award grants to, or enter into contracts 
with, eligible entities to address other areas that 
are of high priority to nurse retention, as deter-
mined by the Secretary. 

‘‘(e) REPORT.—The Secretary shall submit to 
the Congress before the end of each fiscal year 
a report on the grants awarded and the con-
tracts entered into under this section. Each such 
report shall identify the overall number of such 
grants and contracts and provide an expla-
nation of why each such grant or contract will 
meet the priority need of the nursing workforce. 

‘‘(f) ELIGIBLE ENTITY.—For purposes of this 
section, the term ‘eligible entity’ includes an ac-
credited school of nursing, as defined by section 
801(2), a health care facility, or a partnership of 
such a school and facility. 

‘‘(g) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section such sums as may be necessary 
for each of fiscal years 2010 through 2012.’’. 
SEC. 5310. LOAN REPAYMENT AND SCHOLARSHIP 

PROGRAM. 
(a) LOAN REPAYMENTS AND SCHOLARSHIPS.— 

Section 846(a)(3) of the Public Health Service 

Act (42 U.S.C. 297n(a)(3)) is amended by insert-
ing before the semicolon the following: ‘‘, or in 
a accredited school of nursing, as defined by 
section 801(2), as nurse faculty’’. 

(b) TECHNICAL AND CONFORMING AMEND-
MENTS.—Title VIII (42 U.S.C. 296 et seq.) is 
amended— 

(1) by redesignating section 810 (relating to 
prohibition against discrimination by schools on 
the basis of sex) as section 809 and moving such 
section so that it follows section 808; 

(2) in sections 835, 836, 838, 840, and 842, by 
striking the term ‘‘this subpart’’ each place it 
appears and inserting ‘‘this part’’; 

(3) in section 836(h), by striking the last sen-
tence; 

(4) in section 836, by redesignating subsection 
(l) as subsection (k); 

(5) in section 839, by striking ‘‘839’’ and all 
that follows through ‘‘(a)’’ and inserting ‘‘839. 
(a)’’; 

(6) in section 835(b), by striking ‘‘841’’ each 
place it appears and inserting ‘‘871’’; 

(7) by redesignating section 841 as section 871, 
moving part F to the end of the title, and redes-
ignating such part as part I; 

(8) in part G— 
(A) by redesignating section 845 as section 851; 

and 
(B) by redesignating part G as part F; 
(9) in part H— 
(A) by redesignating sections 851 and 852 as 

sections 861 and 862, respectively; and 
(B) by redesignating part H as part G; and 
(10) in part I— 
(A) by redesignating section 855, as amended 

by section 5305, as section 865; and 
(B) by redesignating part I as part H. 

SEC. 5311. NURSE FACULTY LOAN PROGRAM. 
(a) IN GENERAL.—Section 846A of the Public 

Health Service Act (42 U.S.C. 297n–1) is amend-
ed— 

(1) in subsection (a)— 
(A) in the subsection heading, by striking 

‘‘ESTABLISHMENT’’ and inserting ‘‘SCHOOL OF 
NURSING STUDENT LOAN FUND’’; and 

(B) by inserting ‘‘accredited’’ after ‘‘agree-
ment with any’’; 

(2) in subsection (c)— 
(A) in paragraph (2), by striking ‘‘$30,000’’ 

and all that follows through the semicolon and 
inserting ‘‘$35,500, during fiscal years 2010 and 
2011 fiscal years (after fiscal year 2011, such 
amounts shall be adjusted to provide for a cost- 
of-attendance increase for the yearly loan rate 
and the aggregate loan;’’; and 

(B) in paragraph (3)(A), by inserting ‘‘an ac-
credited’’ after ‘‘faculty member in’’; 

(3) in subsection (e), by striking ‘‘a school’’ 
and inserting ‘‘an accredited school’’; and 

(4) in subsection (f), by striking ‘‘2003 through 
2007’’ and inserting ‘‘2010 through 2014’’. 

(b) ELIGIBLE INDIVIDUAL STUDENT LOAN RE-
PAYMENT.—Title VIII of the Public Health Serv-
ice Act is amended by inserting after section 
846A (42 U.S.C. 297n–1) the following: 
‘‘SEC. 847. ELIGIBLE INDIVIDUAL STUDENT LOAN 

REPAYMENT. 
‘‘(a) IN GENERAL.—The Secretary, acting 

through the Administrator of the Health Re-
sources and Services Administration, may enter 
into an agreement with eligible individuals for 
the repayment of education loans, in accord-
ance with this section, to increase the number of 
qualified nursing faculty. 

‘‘(b) AGREEMENTS.—Each agreement entered 
into under this subsection shall require that the 
eligible individual shall serve as a full-time 
member of the faculty of an accredited school of 
nursing, for a total period, in the aggregate, of 
at least 4 years during the 6-year period begin-
ning on the later of— 

‘‘(1) the date on which the individual receives 
a master’s or doctorate nursing degree from an 
accredited school of nursing; or 

‘‘(2) the date on which the individual enters 
into an agreement under this subsection. 
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‘‘(c) AGREEMENT PROVISIONS.—Agreements en-

tered into pursuant to subsection (b) shall be en-
tered into on such terms and conditions as the 
Secretary may determine, except that— 

‘‘(1) not more than 10 months after the date 
on which the 6-year period described under sub-
section (b) begins, but in no case before the indi-
vidual starts as a full-time member of the fac-
ulty of an accredited school of nursing the Sec-
retary shall begin making payments, for and on 
behalf of that individual, on the outstanding 
principal of, and interest on, any loan of that 
individual obtained to pay for such degree; 

‘‘(2) for an individual who has completed a 
master’s in nursing or equivalent degree in 
nursing— 

‘‘(A) payments may not exceed $10,000 per cal-
endar year; and 

‘‘(B) total payments may not exceed $40,000 
during the 2010 and 2011 fiscal years (after fiscal 
year 2011, such amounts shall be adjusted to 
provide for a cost-of-attendance increase for the 
yearly loan rate and the aggregate loan); and 

‘‘(3) for an individual who has completed a 
doctorate or equivalent degree in nursing— 

‘‘(A) payments may not exceed $20,000 per cal-
endar year; and 

‘‘(B) total payments may not exceed $80,000 
during the 2010 and 2011 fiscal years (adjusted 
for subsequent fiscal years as provided for in the 
same manner as in paragraph (2)(B)). 

‘‘(d) BREACH OF AGREEMENT.— 
‘‘(1) IN GENERAL.—In the case of any agree-

ment made under subsection (b), the individual 
is liable to the Federal Government for the total 
amount paid by the Secretary under such agree-
ment, and for interest on such amount at the 
maximum legal prevailing rate, if the individual 
fails to meet the agreement terms required under 
such subsection. 

‘‘(2) WAIVER OR SUSPENSION OF LIABILITY.—In 
the case of an individual making an agreement 
for purposes of paragraph (1), the Secretary 
shall provide for the waiver or suspension of li-
ability under such paragraph if compliance by 
the individual with the agreement involved is 
impossible or would involve extreme hardship to 
the individual or if enforcement of the agree-
ment with respect to the individual would be 
unconscionable. 

‘‘(3) DATE CERTAIN FOR RECOVERY.—Subject to 
paragraph (2), any amount that the Federal 
Government is entitled to recover under para-
graph (1) shall be paid to the United States not 
later than the expiration of the 3-year period be-
ginning on the date the United States becomes 
so entitled. 

‘‘(4) AVAILABILITY.—Amounts recovered under 
paragraph (1) shall be available to the Secretary 
for making loan repayments under this section 
and shall remain available for such purpose 
until expended. 

‘‘(e) ELIGIBLE INDIVIDUAL DEFINED.—For pur-
poses of this section, the term ‘eligible indi-
vidual’ means an individual who— 

‘‘(1) is a United States citizen, national, or 
lawful permanent resident; 

‘‘(2) holds an unencumbered license as a reg-
istered nurse; and 

‘‘(3) has either already completed a master’s 
or doctorate nursing program at an accredited 
school of nursing or is currently enrolled on a 
full-time or part-time basis in such a program. 

‘‘(f) PRIORITY.—For the purposes of this sec-
tion and section 846A, funding priority will be 
awarded to School of Nursing Student Loans 
that support doctoral nursing students or Indi-
vidual Student Loan Repayment that support 
doctoral nursing students. 

‘‘(g) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section such sums as may be necessary 
for each of fiscal years 2010 through 2014.’’. 
SEC. 5312. AUTHORIZATION OF APPROPRIATIONS 

FOR PARTS B THROUGH D OF TITLE 
VIII. 

Section 871 of the Public Health Service Act, 
as redesignated and moved by section 5310, is 
amended to read as follows: 

‘‘SEC. 871. AUTHORIZATION OF APPROPRIATIONS. 
‘‘For the purpose of carrying out parts B, C, 

and D (subject to section 851(g)), there are au-
thorized to be appropriated $338,000,000 for fis-
cal year 2010, and such sums as may be nec-
essary for each of the fiscal years 2011 through 
2016.’’. 
SEC. 5313. GRANTS TO PROMOTE THE COMMU-

NITY HEALTH WORKFORCE. 
(a) IN GENERAL.—Part P of title III of the 

Public Health Service Act (42 U.S.C. 280g et seq.) 
is amended by adding at the end the following: 
‘‘SEC. 399V. GRANTS TO PROMOTE POSITIVE 

HEALTH BEHAVIORS AND OUT-
COMES. 

‘‘(a) GRANTS AUTHORIZED.—The Director of 
the Centers for Disease Control and Prevention, 
in collaboration with the Secretary, shall award 
grants to eligible entities to promote positive 
health behaviors and outcomes for populations 
in medically underserved communities through 
the use of community health workers. 

‘‘(b) USE OF FUNDS.—Grants awarded under 
subsection (a) shall be used to support commu-
nity health workers— 

‘‘(1) to educate, guide, and provide outreach 
in a community setting regarding health prob-
lems prevalent in medically underserved commu-
nities, particularly racial and ethnic minority 
populations; 

‘‘(2) to educate and provide guidance regard-
ing effective strategies to promote positive 
health behaviors and discourage risky health 
behaviors; 

‘‘(3) to educate and provide outreach regard-
ing enrollment in health insurance including 
the Children’s Health Insurance Program under 
title XXI of the Social Security Act, Medicare 
under title XVIII of such Act and Medicaid 
under title XIX of such Act; 

‘‘(4) to identify, educate, refer, and enroll un-
derserved populations to appropriate healthcare 
agencies and community-based programs and 
organizations in order to increase access to 
quality healthcare services and to eliminate du-
plicative care; or 

‘‘(5) to educate, guide, and provide home visi-
tation services regarding maternal health and 
prenatal care. 

‘‘(c) APPLICATION.—Each eligible entity that 
desires to receive a grant under subsection (a) 
shall submit an application to the Secretary, at 
such time, in such manner, and accompanied by 
such information as the Secretary may require. 

‘‘(d) PRIORITY.—In awarding grants under 
subsection (a), the Secretary shall give priority 
to applicants that— 

‘‘(1) propose to target geographic areas— 
‘‘(A) with a high percentage of residents who 

are eligible for health insurance but are unin-
sured or underinsured; 

‘‘(B) with a high percentage of residents who 
suffer from chronic diseases; or 

‘‘(C) with a high infant mortality rate; 
‘‘(2) have experience in providing health or 

health-related social services to individuals who 
are underserved with respect to such services; 
and 

‘‘(3) have documented community activity and 
experience with community health workers. 

‘‘(e) COLLABORATION WITH ACADEMIC INSTITU-
TIONS AND THE ONE-STOP DELIVERY SYSTEM.— 
The Secretary shall encourage community 
health worker programs receiving funds under 
this section to collaborate with academic institu-
tions and one-stop delivery systems under sec-
tion 134(c) of the Workforce Investment Act of 
1998. Nothing in this section shall be construed 
to require such collaboration. 

‘‘(f) EVIDENCE-BASED INTERVENTIONS.—The 
Secretary shall encourage community health 
worker programs receiving funding under this 
section to implement a process or an outcome- 
based payment system that rewards community 
health workers for connecting underserved pop-
ulations with the most appropriate services at 
the most appropriate time. Nothing in this sec-
tion shall be construed to require such a pay-
ment. 

‘‘(g) QUALITY ASSURANCE AND COST EFFEC-
TIVENESS.—The Secretary shall establish guide-
lines for assuring the quality of the training 
and supervision of community health workers 
under the programs funded under this section 
and for assuring the cost-effectiveness of such 
programs. 

‘‘(h) MONITORING.—The Secretary shall mon-
itor community health worker programs identi-
fied in approved applications under this section 
and shall determine whether such programs are 
in compliance with the guidelines established 
under subsection (g). 

‘‘(i) TECHNICAL ASSISTANCE.—The Secretary 
may provide technical assistance to community 
health worker programs identified in approved 
applications under this section with respect to 
planning, developing, and operating programs 
under the grant. 

‘‘(j) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated, such 
sums as may be necessary to carry out this sec-
tion for each of fiscal years 2010 through 2014. 

‘‘(k) DEFINITIONS.—In this section: 
‘‘(1) COMMUNITY HEALTH WORKER.—The term 

‘community health worker’, as defined by the 
Department of Labor as Standard Occupational 
Classification [21–1094] means an individual who 
promotes health or nutrition within the commu-
nity in which the individual resides— 

‘‘(A) by serving as a liaison between commu-
nities and healthcare agencies; 

‘‘(B) by providing guidance and social assist-
ance to community residents; 

‘‘(C) by enhancing community residents’ abil-
ity to effectively communicate with healthcare 
providers; 

‘‘(D) by providing culturally and linguis-
tically appropriate health or nutrition edu-
cation; 

‘‘(E) by advocating for individual and commu-
nity health; 

‘‘(F) by providing referral and follow-up serv-
ices or otherwise coordinating care; and 

‘‘(G) by proactively identifying and enrolling 
eligible individuals in Federal, State, local, pri-
vate or nonprofit health and human services 
programs. 

‘‘(2) COMMUNITY SETTING.—The term ‘commu-
nity setting’ means a home or a community or-
ganization located in the neighborhood in 
which a participant in the program under this 
section resides. 

‘‘(3) ELIGIBLE ENTITY.—The term ‘eligible enti-
ty’ means a public or nonprofit private entity 
(including a State or public subdivision of a 
State, a public health department, a free health 
clinic, a hospital, or a Federally-qualified 
health center (as defined in section 1861(aa) of 
the Social Security Act)), or a consortium of any 
such entities. 

‘‘(4) MEDICALLY UNDERSERVED COMMUNITY.— 
The term ‘medically underserved community’ 
means a community identified by a State— 

‘‘(A) that has a substantial number of individ-
uals who are members of a medically under-
served population, as defined by section 
330(b)(3); and 

‘‘(B) a significant portion of which is a health 
professional shortage area as designated under 
section 332.’’. 
SEC. 5314. FELLOWSHIP TRAINING IN PUBLIC 

HEALTH. 
Part E of title VII of the Public Health Service 

Act (42 U.S.C. 294n et seq.), as amended by sec-
tion 5206, is further amended by adding at the 
end the following: 
‘‘SEC. 778. FELLOWSHIP TRAINING IN APPLIED 

PUBLIC HEALTH EPIDEMIOLOGY, 
PUBLIC HEALTH LABORATORY 
SCIENCE, PUBLIC HEALTH 
INFORMATICS, AND EXPANSION OF 
THE EPIDEMIC INTELLIGENCE SERV-
ICE. 

‘‘(a) IN GENERAL.—The Secretary may carry 
out activities to address documented workforce 
shortages in State and local health departments 
in the critical areas of applied public health epi-
demiology and public health laboratory science 
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and informatics and may expand the Epidemic 
Intelligence Service. 

‘‘(b) SPECIFIC USES.—In carrying out sub-
section (a), the Secretary shall provide for the 
expansion of existing fellowship programs oper-
ated through the Centers for Disease Control 
and Prevention in a manner that is designed to 
alleviate shortages of the type described in sub-
section (a). 

‘‘(c) OTHER PROGRAMS.—The Secretary may 
provide for the expansion of other applied epide-
miology training programs that meet objectives 
similar to the objectives of the programs de-
scribed in subsection (b). 

‘‘(d) WORK OBLIGATION.—Participation in fel-
lowship training programs under this section 
shall be deemed to be service for purposes of sat-
isfying work obligations stipulated in contracts 
under section 338I(j). 

‘‘(e) GENERAL SUPPORT.—Amounts may be 
used from grants awarded under this section to 
expand the Public Health Informatics Fellow-
ship Program at the Centers for Disease Control 
and Prevention to better support all public 
health systems at all levels of government. 

‘‘(f) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section $39,500,000 for each of fiscal 
years 2010 through 2013, of which— 

‘‘(1) $5,000,000 shall be made available in each 
such fiscal year for epidemiology fellowship 
training program activities under subsections (b) 
and (c); 

‘‘(2) $5,000,000 shall be made available in each 
such fiscal year for laboratory fellowship train-
ing programs under subsection (b); 

‘‘(3) $5,000,000 shall be made available in each 
such fiscal year for the Public Health 
Informatics Fellowship Program under sub-
section (e); and 

‘‘(4) $24,500,000 shall be made available for ex-
panding the Epidemic Intelligence Service under 
subsection (a).’’. 
SEC. 5315. UNITED STATES PUBLIC HEALTH 

SCIENCES TRACK. 
Title II of the Public Health Service Act (42 

U.S.C. 202 et seq.) is amended by adding at the 
end the following: 

‘‘PART D—UNITED STATES PUBLIC 
HEALTH SCIENCES TRACK 

‘‘SEC. 271. ESTABLISHMENT. 
‘‘(a) UNITED STATES PUBLIC HEALTH SERVICES 

TRACK.— 
‘‘(1) IN GENERAL.—There is hereby authorized 

to be established a United States Public Health 
Sciences Track (referred to in this part as the 
‘Track’), at sites to be selected by the Secretary, 
with authority to grant appropriate advanced 
degrees in a manner that uniquely emphasizes 
team-based service, public health, epidemiology, 
and emergency preparedness and response. It 
shall be so organized as to graduate not less 
than— 

‘‘(A) 150 medical students annually, 10 of 
whom shall be awarded studentships to the Uni-
formed Services University of Health Sciences; 

‘‘(B) 100 dental students annually; 
‘‘(C) 250 nursing students annually; 
‘‘(D) 100 public health students annually; 
‘‘(E) 100 behavioral and mental health profes-

sional students annually; 
‘‘(F) 100 physician assistant or nurse practi-

tioner students annually; and 
‘‘(G) 50 pharmacy students annually. 
‘‘(2) LOCATIONS.—The Track shall be located 

at existing and accredited, affiliated health pro-
fessions education training programs at aca-
demic health centers located in regions of the 
United States determined appropriate by the 
Surgeon General, in consultation with the Na-
tional Health Care Workforce Commission estab-
lished in section 5101 of the Patient Protection 
and Affordable Care Act. 

‘‘(b) NUMBER OF GRADUATES.—Except as pro-
vided in subsection (a), the number of persons to 
be graduated from the Track shall be prescribed 
by the Secretary. In so prescribing the number 

of persons to be graduated from the Track, the 
Secretary shall institute actions necessary to en-
sure the maximum number of first-year enroll-
ments in the Track consistent with the academic 
capacity of the affiliated sites and the needs of 
the United States for medical, dental, and nurs-
ing personnel. 

‘‘(c) DEVELOPMENT.—The development of the 
Track may be by such phases as the Secretary 
may prescribe subject to the requirements of sub-
section (a). 

‘‘(d) INTEGRATED LONGITUDINAL PLAN.—The 
Surgeon General shall develop an integrated 
longitudinal plan for health professions con-
tinuing education throughout the continuum of 
health-related education, training, and practice. 
Training under such plan shall emphasize pa-
tient-centered, interdisciplinary, and care co-
ordination skills. Experience with deployment of 
emergency response teams shall be included dur-
ing the clinical experiences. 

‘‘(e) FACULTY DEVELOPMENT.—The Surgeon 
General shall develop faculty development pro-
grams and curricula in decentralized venues of 
health care, to balance urban, tertiary, and in-
patient venues. 
‘‘SEC. 272. ADMINISTRATION. 

‘‘(a) IN GENERAL.—The business of the Track 
shall be conducted by the Surgeon General with 
funds appropriated for and provided by the De-
partment of Health and Human Services. The 
National Health Care Workforce Commission 
shall assist the Surgeon General in an advisory 
capacity. 

‘‘(b) FACULTY.— 
‘‘(1) IN GENERAL.—The Surgeon General, after 

considering the recommendations of the Na-
tional Health Care Workforce Commission, shall 
obtain the services of such professors, instruc-
tors, and administrative and other employees as 
may be necessary to operate the Track, but uti-
lize when possible, existing affiliated health pro-
fessions training institutions. Members of the 
faculty and staff shall be employed under salary 
schedules and granted retirement and other re-
lated benefits prescribed by the Secretary so as 
to place the employees of the Track faculty on 
a comparable basis with the employees of fully 
accredited schools of the health professions 
within the United States. 

‘‘(2) TITLES.—The Surgeon General may con-
fer academic titles, as appropriate, upon the 
members of the faculty. 

‘‘(3) NONAPPLICATION OF PROVISIONS.—The 
limitations in section 5373 of title 5, United 
States Code, shall not apply to the authority of 
the Surgeon General under paragraph (1) to 
prescribe salary schedules and other related 
benefits. 

‘‘(c) AGREEMENTS.—The Surgeon General may 
negotiate agreements with agencies of the Fed-
eral Government to utilize on a reimbursable 
basis appropriate existing Federal medical re-
sources located in the United States (or loca-
tions selected in accordance with section 
271(a)(2)). Under such agreements the facilities 
concerned will retain their identities and basic 
missions. The Surgeon General may negotiate 
affiliation agreements with accredited univer-
sities and health professions training institu-
tions in the United States. Such agreements may 
include provisions for payments for educational 
services provided students participating in De-
partment of Health and Human Services edu-
cational programs. 

‘‘(d) PROGRAMS.—The Surgeon General may 
establish the following educational programs for 
Track students: 

‘‘(1) Postdoctoral, postgraduate, and techno-
logical programs. 

‘‘(2) A cooperative program for medical, den-
tal, physician assistant, pharmacy, behavioral 
and mental health, public health, and nursing 
students. 

‘‘(3) Other programs that the Surgeon General 
determines necessary in order to operate the 
Track in a cost-effective manner. 

‘‘(e) CONTINUING MEDICAL EDUCATION.—The 
Surgeon General shall establish programs in 
continuing medical education for members of the 
health professions to the end that high stand-
ards of health care may be maintained within 
the United States. 

‘‘(f) AUTHORITY OF THE SURGEON GENERAL.— 
‘‘(1) IN GENERAL.—The Surgeon General is au-

thorized— 
‘‘(A) to enter into contracts with, accept 

grants from, and make grants to any nonprofit 
entity for the purpose of carrying out coopera-
tive enterprises in medical, dental, physician as-
sistant, pharmacy, behavioral and mental 
health, public health, and nursing research, 
consultation, and education; 

‘‘(B) to enter into contracts with entities 
under which the Surgeon General may furnish 
the services of such professional, technical, or 
clerical personnel as may be necessary to fulfill 
cooperative enterprises undertaken by the 
Track; 

‘‘(C) to accept, hold, administer, invest, and 
spend any gift, devise, or bequest of personal 
property made to the Track, including any gift, 
devise, or bequest for the support of an aca-
demic chair, teaching, research, or demonstra-
tion project; 

‘‘(D) to enter into agreements with entities 
that may be utilized by the Track for the pur-
pose of enhancing the activities of the Track in 
education, research, and technological applica-
tions of knowledge; and 

‘‘(E) to accept the voluntary services of guest 
scholars and other persons. 

‘‘(2) LIMITATION.—The Surgeon General may 
not enter into any contract with an entity if the 
contract would obligate the Track to make out-
lays in advance of the enactment of budget au-
thority for such outlays. 

‘‘(3) SCIENTISTS.—Scientists or other medical, 
dental, or nursing personnel utilized by the 
Track under an agreement described in para-
graph (1) may be appointed to any position 
within the Track and may be permitted to per-
form such duties within the Track as the Sur-
geon General may approve. 

‘‘(4) VOLUNTEER SERVICES.—A person who 
provides voluntary services under the authority 
of subparagraph (E) of paragraph (1) shall be 
considered to be an employee of the Federal 
Government for the purposes of chapter 81 of 
title 5, relating to compensation for work-related 
injuries, and to be an employee of the Federal 
Government for the purposes of chapter 171 of 
title 28, relating to tort claims. Such a person 
who is not otherwise employed by the Federal 
Government shall not be considered to be a Fed-
eral employee for any other purpose by reason 
of the provision of such services. 
‘‘SEC. 273. STUDENTS; SELECTION; OBLIGATION. 

‘‘(a) STUDENT SELECTION.— 
‘‘(1) IN GENERAL.—Medical, dental, physician 

assistant, pharmacy, behavioral and mental 
health, public health, and nursing students at 
the Track shall be selected under procedures 
prescribed by the Surgeon General. In so pre-
scribing, the Surgeon General shall consider the 
recommendations of the National Health Care 
Workforce Commission. 

‘‘(2) PRIORITY.—In developing admissions pro-
cedures under paragraph (1), the Surgeon Gen-
eral shall ensure that such procedures give pri-
ority to applicant medical, dental, physician as-
sistant, pharmacy, behavioral and mental 
health, public health, and nursing students 
from rural communities and underrepresented 
minorities. 

‘‘(b) CONTRACT AND SERVICE OBLIGATION.— 
‘‘(1) CONTRACT.—Upon being admitted to the 

Track, a medical, dental, physician assistant, 
pharmacy, behavioral and mental health, public 
health, or nursing student shall enter into a 
written contract with the Surgeon General that 
shall contain— 

‘‘(A) an agreement under which— 
‘‘(i) subject to subparagraph (B), the Surgeon 

General agrees to provide the student with tui-
tion (or tuition remission) and a student stipend 
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(described in paragraph (2)) in each school year 
for a period of years (not to exceed 4 school 
years) determined by the student, during which 
period the student is enrolled in the Track at an 
affiliated or other participating health profes-
sions institution pursuant to an agreement be-
tween the Track and such institution; and 

‘‘(ii) subject to subparagraph (B), the student 
agrees— 

‘‘(I) to accept the provision of such tuition 
and student stipend to the student; 

‘‘(II) to maintain enrollment at the Track 
until the student completes the course of study 
involved; 

‘‘(III) while enrolled in such course of study, 
to maintain an acceptable level of academic 
standing (as determined by the Surgeon Gen-
eral); 

‘‘(IV) if pursuing a degree from a school of 
medicine or osteopathic medicine, dental, public 
health, or nursing school or a physician assist-
ant, pharmacy, or behavioral and mental health 
professional program, to complete a residency or 
internship in a specialty that the Surgeon Gen-
eral determines is appropriate; and 

‘‘(V) to serve for a period of time (referred to 
in this part as the ‘period of obligated service’) 
within the Commissioned Corps of the Public 
Health Service equal to 2 years for each school 
year during which such individual was enrolled 
at the College, reduced as provided for in para-
graph (3); 

‘‘(B) a provision that any financial obligation 
of the United States arising out of a contract 
entered into under this part and any obligation 
of the student which is conditioned thereon, is 
contingent upon funds being appropriated to 
carry out this part; 

‘‘(C) a statement of the damages to which the 
United States is entitled for the student’s breach 
of the contract; and 

‘‘(D) such other statements of the rights and 
liabilities of the Secretary and of the individual, 
not inconsistent with the provisions of this part. 

‘‘(2) TUITION AND STUDENT STIPEND.— 
‘‘(A) TUITION REMISSION RATES.—The Surgeon 

General, based on the recommendations of the 
National Health Care Workforce Commission, 
shall establish Federal tuition remission rates to 
be used by the Track to provide reimbursement 
to affiliated and other participating health pro-
fessions institutions for the cost of educational 
services provided by such institutions to Track 
students. The agreement entered into by such 
participating institutions under paragraph 
(1)(A)(i) shall contain an agreement to accept as 
payment in full the established remission rate 
under this subparagraph. 

‘‘(B) STIPEND.—The Surgeon General, based 
on the recommendations of the National Health 
Care Workforce Commission, shall establish and 
update Federal stipend rates for payment to stu-
dents under this part. 

‘‘(3) REDUCTIONS IN THE PERIOD OF OBLIGATED 
SERVICE.—The period of obligated service under 
paragraph (1)(A)(ii)(V) shall be reduced— 

‘‘(A) in the case of a student who elects to 
participate in a high-needs speciality residency 
(as determined by the National Health Care 
Workforce Commission), by 3 months for each 
year of such participation (not to exceed a total 
of 12 months); and 

‘‘(B) in the case of a student who, upon com-
pletion of their residency, elects to practice in a 
Federal medical facility (as defined in section 
781(e)) that is located in a health professional 
shortage area (as defined in section 332), by 3 
months for year of full-time practice in such a 
facility (not to exceed a total of 12 months). 

‘‘(c) SECOND 2 YEARS OF SERVICE.—During the 
third and fourth years in which a medical, den-
tal, physician assistant, pharmacy, behavioral 
and mental health, public health, or nursing 
student is enrolled in the Track, training should 
be designed to prioritize clinical rotations in 
Federal medical facilities in health professional 
shortage areas, and emphasize a balance of hos-
pital and community-based experiences, and 
training within interdisciplinary teams. 

‘‘(d) DENTIST, PHYSICIAN ASSISTANT, PHAR-
MACIST, BEHAVIORAL AND MENTAL HEALTH PRO-
FESSIONAL, PUBLIC HEALTH PROFESSIONAL, AND 
NURSE TRAINING.—The Surgeon General shall 
establish provisions applicable with respect to 
dental, physician assistant, pharmacy, behav-
ioral and mental health, public health, and 
nursing students that are comparable to those 
for medical students under this section, includ-
ing service obligations, tuition support, and sti-
pend support. The Surgeon General shall give 
priority to health professions training institu-
tions that train medical, dental, physician as-
sistant, pharmacy, behavioral and mental 
health, public health, and nursing students for 
some significant period of time together, but at 
a minimum have a discrete and shared core cur-
riculum. 

‘‘(e) ELITE FEDERAL DISASTER TEAMS.—The 
Surgeon General, in consultation with the Sec-
retary, the Director of the Centers for Disease 
Control and Prevention, and other appropriate 
military and Federal government agencies, shall 
develop criteria for the appointment of highly 
qualified Track faculty, medical, dental, physi-
cian assistant, pharmacy, behavioral and men-
tal health, public health, and nursing students, 
and graduates to elite Federal disaster pre-
paredness teams to train and to respond to pub-
lic health emergencies, natural disasters, bioter-
rorism events, and other emergencies. 

‘‘(f) STUDENT DROPPED FROM TRACK IN AFFIL-
IATE SCHOOL.—A medical, dental, physician as-
sistant, pharmacy, behavioral and mental 
health, public health, or nursing student who, 
under regulations prescribed by the Surgeon 
General, is dropped from the Track in an affili-
ated school for deficiency in conduct or studies, 
or for other reasons, shall be liable to the United 
States for all tuition and stipend support pro-
vided to the student. 
‘‘SEC. 274. FUNDING. 

‘‘Beginning with fiscal year 2010, the Sec-
retary shall transfer from the Public Health and 
Social Services Emergency Fund such sums as 
may be necessary to carry out this part.’’. 

Subtitle E—Supporting the Existing Health 
Care Workforce 

SEC. 5401. CENTERS OF EXCELLENCE. 
Section 736 of the Public Health Service Act 

(42 U.S.C. 293) is amended by striking subsection 
(h) and inserting the following: 

‘‘(h) FORMULA FOR ALLOCATIONS.— 
‘‘(1) ALLOCATIONS.—Based on the amount ap-

propriated under subsection (i) for a fiscal year, 
the following subparagraphs shall apply as ap-
propriate: 

‘‘(A) IN GENERAL.—If the amounts appro-
priated under subsection (i) for a fiscal year are 
$24,000,000 or less— 

‘‘(i) the Secretary shall make available 
$12,000,000 for grants under subsection (a) to 
health professions schools that meet the condi-
tions described in subsection (c)(2)(A); and 

‘‘(ii) and available after grants are made with 
funds under clause (i), the Secretary shall make 
available— 

‘‘(I) 60 percent of such amount for grants 
under subsection (a) to health professions 
schools that meet the conditions described in 
paragraph (3) or (4) of subsection (c) (including 
meeting the conditions under subsection (e)); 
and 

‘‘(II) 40 percent of such amount for grants 
under subsection (a) to health professions 
schools that meet the conditions described in 
subsection (c)(5). 

‘‘(B) FUNDING IN EXCESS OF $24,000,000.—If 
amounts appropriated under subsection (i) for a 
fiscal year exceed $24,000,000 but are less than 
$30,000,000— 

‘‘(i) 80 percent of such excess amounts shall be 
made available for grants under subsection (a) 
to health professions schools that meet the re-
quirements described in paragraph (3) or (4) of 
subsection (c) (including meeting conditions 
pursuant to subsection (e)); and 

‘‘(ii) 20 percent of such excess amount shall be 
made available for grants under subsection (a) 
to health professions schools that meet the con-
ditions described in subsection (c)(5). 

‘‘(C) FUNDING IN EXCESS OF $30,000,000.—If 
amounts appropriated under subsection (i) for a 
fiscal year exceed $30,000,000 but are less than 
$40,000,000, the Secretary shall make available— 

‘‘(i) not less than $12,000,000 for grants under 
subsection (a) to health professions schools that 
meet the conditions described in subsection 
(c)(2)(A); 

‘‘(ii) not less than $12,000,000 for grants under 
subsection (a) to health professions schools that 
meet the conditions described in paragraph (3) 
or (4) of subsection (c) (including meeting condi-
tions pursuant to subsection (e)); 

‘‘(iii) not less than $6,000,000 for grants under 
subsection (a) to health professions schools that 
meet the conditions described in subsection 
(c)(5); and 

‘‘(iv) after grants are made with funds under 
clauses (i) through (iii), any remaining excess 
amount for grants under subsection (a) to 
health professions schools that meet the condi-
tions described in paragraph (2)(A), (3), (4), or 
(5) of subsection (c). 

‘‘(D) FUNDING IN EXCESS OF $40,000,000.—If 
amounts appropriated under subsection (i) for a 
fiscal year are $40,000,000 or more, the Secretary 
shall make available— 

‘‘(i) not less than $16,000,000 for grants under 
subsection (a) to health professions schools that 
meet the conditions described in subsection 
(c)(2)(A); 

‘‘(ii) not less than $16,000,000 for grants under 
subsection (a) to health professions schools that 
meet the conditions described in paragraph (3) 
or (4) of subsection (c) (including meeting condi-
tions pursuant to subsection (e)); 

‘‘(iii) not less than $8,000,000 for grants under 
subsection (a) to health professions schools that 
meet the conditions described in subsection 
(c)(5); and 

‘‘(iv) after grants are made with funds under 
clauses (i) through (iii), any remaining funds 
for grants under subsection (a) to health profes-
sions schools that meet the conditions described 
in paragraph (2)(A), (3), (4), or (5) of subsection 
(c). 

‘‘(2) NO LIMITATION.—Nothing in this sub-
section shall be construed as limiting the centers 
of excellence referred to in this section to the 
designated amount, or to preclude such entities 
from competing for grants under this section. 

‘‘(3) MAINTENANCE OF EFFORT.— 
‘‘(A) IN GENERAL.—With respect to activities 

for which a grant made under this part are au-
thorized to be expended, the Secretary may not 
make such a grant to a center of excellence for 
any fiscal year unless the center agrees to main-
tain expenditures of non-Federal amounts for 
such activities at a level that is not less than the 
level of such expenditures maintained by the 
center for the fiscal year preceding the fiscal 
year for which the school receives such a grant. 

‘‘(B) USE OF FEDERAL FUNDS.—With respect to 
any Federal amounts received by a center of ex-
cellence and available for carrying out activities 
for which a grant under this part is authorized 
to be expended, the center shall, before expend-
ing the grant, expend the Federal amounts ob-
tained from sources other than the grant, unless 
given prior approval from the Secretary. 

‘‘(i) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section— 

‘‘(1) $50,000,000 for each of the fiscal years 
2010 through 2015; and 

‘‘(2) and such sums as are necessary for each 
subsequent fiscal year.’’. 
SEC. 5402. HEALTH CARE PROFESSIONALS TRAIN-

ING FOR DIVERSITY. 
(a) LOAN REPAYMENTS AND FELLOWSHIPS RE-

GARDING FACULTY POSITIONS.—Section 738(a)(1) 
of the Public Health Service Act (42 U.S.C. 
293b(a)(1)) is amended by striking ‘‘$20,000 of 
the principal and interest of the educational 
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loans of such individuals.’’ and inserting 
‘‘$30,000 of the principal and interest of the edu-
cational loans of such individuals.’’. 

(b) SCHOLARSHIPS FOR DISADVANTAGED STU-
DENTS.—Section 740(a) of such Act (42 U.S.C. 
293d(a)) is amended by striking ‘‘$37,000,000’’ 
and all that follows through ‘‘2002’’ and insert-
ing ‘‘$51,000,000 for fiscal year 2010, and such 
sums as may be necessary for each of the fiscal 
years 2011 through 2014’’. 

(c) REAUTHORIZATION FOR LOAN REPAYMENTS 
AND FELLOWSHIPS REGARDING FACULTY POSI-
TIONS.—Section 740(b) of such Act (42 U.S.C. 
293d(b)) is amended by striking ‘‘appropriated’’ 
and all that follows through the period at the 
end and inserting ‘‘appropriated, $5,000,000 for 
each of the fiscal years 2010 through 2014.’’. 

(d) REAUTHORIZATION FOR EDUCATIONAL AS-
SISTANCE IN THE HEALTH PROFESSIONS REGARD-
ING INDIVIDUALS FROM A DISADVANTAGED BACK-
GROUND.—Section 740(c) of such Act (42 U.S.C. 
293d(c)) is amended by striking the first sentence 
and inserting the following: ‘‘For the purpose of 
grants and contracts under section 739(a)(1), 
there is authorized to be appropriated 
$60,000,000 for fiscal year 2010 and such sums as 
may be necessary for each of the fiscal years 
2011 through 2014.’’ 
SEC. 5403. INTERDISCIPLINARY, COMMUNITY- 

BASED LINKAGES. 
(a) AREA HEALTH EDUCATION CENTERS.—Sec-

tion 751 of the Public Health Service Act (42 
U.S.C. 294a) is amended to read as follows: 
‘‘SEC. 751. AREA HEALTH EDUCATION CENTERS. 

‘‘(a) ESTABLISHMENT OF AWARDS.—The Sec-
retary shall make the following 2 types of 
awards in accordance with this section: 

‘‘(1) INFRASTRUCTURE DEVELOPMENT AWARD.— 
The Secretary shall make awards to eligible en-
tities to enable such entities to initiate health 
care workforce educational programs or to con-
tinue to carry out comparable programs that are 
operating at the time the award is made by 
planning, developing, operating, and evaluating 
an area health education center program. 

‘‘(2) POINT OF SERVICE MAINTENANCE AND EN-
HANCEMENT AWARD.—The Secretary shall make 
awards to eligible entities to maintain and im-
prove the effectiveness and capabilities of an ex-
isting area health education center program, 
and make other modifications to the program 
that are appropriate due to changes in demo-
graphics, needs of the populations served, or 
other similar issues affecting the area health 
education center program. For the purposes of 
this section, the term ‘Program’ refers to the 
area health education center program. 

‘‘(b) ELIGIBLE ENTITIES; APPLICATION.— 
‘‘(1) ELIGIBLE ENTITIES.— 
‘‘(A) INFRASTRUCTURE DEVELOPMENT.—For 

purposes of subsection (a)(1), the term ‘eligible 
entity’ means a school of medicine or osteo-
pathic medicine, an incorporated consortium of 
such schools, or the parent institutions of such 
a school. With respect to a State in which no 
area health education center program is in oper-
ation, the Secretary may award a grant or con-
tract under subsection (a)(1) to a school of nurs-
ing. 

‘‘(B) POINT OF SERVICE MAINTENANCE AND EN-
HANCEMENT.—For purposes of subsection (a)(2), 
the term ‘eligible entity’ means an entity that 
has received funds under this section, is oper-
ating an area health education center program, 
including an area health education center or 
centers, and has a center or centers that are no 
longer eligible to receive financial assistance 
under subsection (a)(1). 

‘‘(2) APPLICATION.—An eligible entity desiring 
to receive an award under this section shall sub-
mit to the Secretary an application at such time, 
in such manner, and containing such informa-
tion as the Secretary may require. 

‘‘(c) USE OF FUNDS.— 
‘‘(1) REQUIRED ACTIVITIES.—An eligible entity 

shall use amounts awarded under a grant under 
subsection (a)(1) or (a)(2) to carry out the fol-
lowing activities: 

‘‘(A) Develop and implement strategies, in co-
ordination with the applicable one-stop delivery 
system under section 134(c) of the Workforce In-
vestment Act of 1998, to recruit individuals from 
underrepresented minority populations or from 
disadvantaged or rural backgrounds into health 
professions, and support such individuals in at-
taining such careers. 

‘‘(B) Develop and implement strategies to fos-
ter and provide community-based training and 
education to individuals seeking careers in 
health professions within underserved areas for 
the purpose of developing and maintaining a di-
verse health care workforce that is prepared to 
deliver high-quality care, with an emphasis on 
primary care, in underserved areas or for health 
disparity populations, in collaboration with 
other Federal and State health care workforce 
development programs, the State workforce 
agency, and local workforce investment boards, 
and in health care safety net sites. 

‘‘(C) Prepare individuals to more effectively 
provide health services to underserved areas and 
health disparity populations through field 
placements or preceptorships in conjunction 
with community-based organizations, accredited 
primary care residency training programs, Fed-
erally qualified health centers, rural health 
clinics, public health departments, or other ap-
propriate facilities. 

‘‘(D) Conduct and participate in interdiscipli-
nary training that involves physicians, physi-
cian assistants, nurse practitioners, nurse mid-
wives, dentists, psychologists, pharmacists, op-
tometrists, community health workers, public 
and allied health professionals, or other health 
professionals, as practicable. 

‘‘(E) Deliver or facilitate continuing education 
and information dissemination programs for 
health care professionals, with an emphasis on 
individuals providing care in underserved areas 
and for health disparity populations. 

‘‘(F) Propose and implement effective program 
and outcomes measurement and evaluation 
strategies. 

‘‘(G) Establish a youth public health program 
to expose and recruit high school students into 
health careers, with a focus on careers in public 
health. 

‘‘(2) INNOVATIVE OPPORTUNITIES.—An eligible 
entity may use amounts awarded under a grant 
under subsection (a)(1) or subsection (a)(2) to 
carry out any of the following activities: 

‘‘(A) Develop and implement innovative cur-
ricula in collaboration with community-based 
accredited primary care residency training pro-
grams, Federally qualified health centers, rural 
health clinics, behavioral and mental health fa-
cilities, public health departments, or other ap-
propriate facilities, with the goal of increasing 
the number of primary care physicians and 
other primary care providers prepared to serve 
in underserved areas and health disparity popu-
lations. 

‘‘(B) Coordinate community-based 
participatory research with academic health 
centers, and facilitate rapid flow and dissemina-
tion of evidence-based health care information, 
research results, and best practices to improve 
quality, efficiency, and effectiveness of health 
care and health care systems within community 
settings. 

‘‘(C) Develop and implement other strategies 
to address identified workforce needs and in-
crease and enhance the health care workforce in 
the area served by the area health education 
center program. 

‘‘(d) REQUIREMENTS.— 
‘‘(1) AREA HEALTH EDUCATION CENTER PRO-

GRAM.—In carrying out this section, the Sec-
retary shall ensure the following: 

‘‘(A) An entity that receives an award under 
this section shall conduct at least 10 percent of 
clinical education required for medical students 
in community settings that are removed from the 
primary teaching facility of the contracting in-
stitution for grantees that operate a school of 
medicine or osteopathic medicine. In States in 

which an entity that receives an award under 
this section is a nursing school or its parent in-
stitution, the Secretary shall alternatively en-
sure that— 

‘‘(i) the nursing school conducts at least 10 
percent of clinical education required for nurs-
ing students in community settings that are re-
mote from the primary teaching facility of the 
school; and 

‘‘(ii) the entity receiving the award maintains 
a written agreement with a school of medicine or 
osteopathic medicine to place students from that 
school in training sites in the area health edu-
cation center program area. 

‘‘(B) An entity receiving funds under sub-
section (a)(2) does not distribute such funding to 
a center that is eligible to receive funding under 
subsection (a)(1). 

‘‘(2) AREA HEALTH EDUCATION CENTER.—The 
Secretary shall ensure that each area health 
education center program includes at least 1 
area health education center, and that each 
such center— 

‘‘(A) is a public or private organization whose 
structure, governance, and operation is inde-
pendent from the awardee and the parent insti-
tution of the awardee; 

‘‘(B) is not a school of medicine or osteopathic 
medicine, the parent institution of such a 
school, or a branch campus or other subunit of 
a school of medicine or osteopathic medicine or 
its parent institution, or a consortium of such 
entities; 

‘‘(C) designates an underserved area or popu-
lation to be served by the center which is in a 
location removed from the main location of the 
teaching facilities of the schools participating in 
the program with such center and does not du-
plicate, in whole or in part, the geographic area 
or population served by any other center; 

‘‘(D) fosters networking and collaboration 
among communities and between academic 
health centers and community-based centers; 

‘‘(E) serves communities with a demonstrated 
need of health professionals in partnership with 
academic medical centers; 

‘‘(F) addresses the health care workforce 
needs of the communities served in coordination 
with the public workforce investment system; 
and 

‘‘(G) has a community-based governing or ad-
visory board that reflects the diversity of the 
communities involved. 

‘‘(e) MATCHING FUNDS.—With respect to the 
costs of operating a program through a grant 
under this section, to be eligible for financial as-
sistance under this section, an entity shall make 
available (directly or through contributions 
from State, county or municipal governments, or 
the private sector) recurring non-Federal con-
tributions in cash or in kind, toward such costs 
in an amount that is equal to not less than 50 
percent of such costs. At least 25 percent of the 
total required non-Federal contributions shall 
be in cash. An entity may apply to the Secretary 
for a waiver of not more than 75 percent of the 
matching fund amount required by the entity 
for each of the first 3 years the entity is funded 
through a grant under subsection (a)(1). 

‘‘(f) LIMITATION.—Not less than 75 percent of 
the total amount provided to an area health 
education center program under subsection 
(a)(1) or (a)(2) shall be allocated to the area 
health education centers participating in the 
program under this section. To provide needed 
flexibility to newly funded area health edu-
cation center programs, the Secretary may 
waive the requirement in the sentence for the 
first 2 years of a new area health education cen-
ter program funded under subsection (a)(1). 

‘‘(g) AWARD.—An award to an entity under 
this section shall be not less than $250,000 annu-
ally per area health education center included 
in the program involved. If amounts appro-
priated to carry out this section are not suffi-
cient to comply with the preceding sentence, the 
Secretary may reduce the per center amount 
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provided for in such sentence as necessary, pro-
vided the distribution established in subsection 
(j)(2) is maintained. 

‘‘(h) PROJECT TERMS.— 
‘‘(1) IN GENERAL.—Except as provided in para-

graph (2), the period during which payments 
may be made under an award under subsection 
(a)(1) may not exceed— 

‘‘(A) in the case of a program, 12 years; or 
‘‘(B) in the case of a center within a program, 

6 years. 
‘‘(2) EXCEPTION.—The periods described in 

paragraph (1) shall not apply to programs re-
ceiving point of service maintenance and en-
hancement awards under subsection (a)(2) to 
maintain existing centers and activities. 

‘‘(i) INAPPLICABILITY OF PROVISION.—Not-
withstanding any other provision of this title, 
section 791(a) shall not apply to an area health 
education center funded under this section. 

‘‘(j) AUTHORIZATION OF APPROPRIATIONS.— 
‘‘(1) IN GENERAL.—There is authorized to be 

appropriated to carry out this section 
$125,000,000 for each of the fiscal years 2010 
through 2014. 

‘‘(2) REQUIREMENTS.—Of the amounts appro-
priated for a fiscal year under paragraph (1)— 

‘‘(A) not more than 35 percent shall be used 
for awards under subsection (a)(1); 

‘‘(B) not less than 60 percent shall be used for 
awards under subsection (a)(2); 

‘‘(C) not more than 1 percent shall be used for 
grants and contracts to implement outcomes 
evaluation for the area health education cen-
ters; and 

‘‘(D) not more than 4 percent shall be used for 
grants and contracts to provide technical assist-
ance to entities receiving awards under this sec-
tion. 

‘‘(3) CARRYOVER FUNDS.—An entity that re-
ceives an award under this section may carry 
over funds from 1 fiscal year to another without 
obtaining approval from the Secretary. In no 
case may any funds be carried over pursuant to 
the preceding sentence for more than 3 years. 

‘‘(k) SENSE OF CONGRESS.—It is the sense of 
the Congress that every State have an area 
health education center program in effect under 
this section.’’. 

(b) CONTINUING EDUCATIONAL SUPPORT FOR 
HEALTH PROFESSIONALS SERVING IN UNDER-
SERVED COMMUNITIES.—Part D of title VII of 
the Public Health Service Act (42 U.S.C. 294 et 
seq.) is amended by striking section 752 and in-
serting the following: 
‘‘SEC. 752. CONTINUING EDUCATIONAL SUPPORT 

FOR HEALTH PROFESSIONALS SERV-
ING IN UNDERSERVED COMMU-
NITIES. 

‘‘(a) IN GENERAL.—The Secretary shall make 
grants to, and enter into contracts with, eligible 
entities to improve health care, increase reten-
tion, increase representation of minority faculty 
members, enhance the practice environment, 
and provide information dissemination and edu-
cational support to reduce professional isolation 
through the timely dissemination of research 
findings using relevant resources. 

‘‘(b) ELIGIBLE ENTITIES.—For purposes of this 
section, the term ‘eligible entity’ means an enti-
ty described in section 799(b). 

‘‘(c) APPLICATION.—An eligible entity desiring 
to receive an award under this section shall sub-
mit to the Secretary an application at such time, 
in such manner, and containing such informa-
tion as the Secretary may require. 

‘‘(d) USE OF FUNDS.—An eligible entity shall 
use amounts awarded under a grant or contract 
under this section to provide innovative sup-
portive activities to enhance education through 
distance learning, continuing educational ac-
tivities, collaborative conferences, and electronic 
and telelearning activities, with priority for pri-
mary care. 

‘‘(e) AUTHORIZATION.—There is authorized to 
be appropriated to carry out this section 
$5,000,000 for each of the fiscal years 2010 
through 2014, and such sums as may be nec-
essary for each subsequent fiscal year.’’. 

SEC. 5404. WORKFORCE DIVERSITY GRANTS. 
Section 821 of the Public Health Service Act 

(42 U.S.C. 296m) is amended— 
(1) in subsection (a)— 
(A) by striking ‘‘The Secretary may’’ and in-

serting the following: 
‘‘(1) AUTHORITY.—The Secretary may’’; 
(B) by striking ‘‘pre-entry preparation, and 

retention activities’’ and inserting the following: 
‘‘stipends for diploma or associate degree nurses 
to enter a bridge or degree completion program, 
student scholarships or stipends for accelerated 
nursing degree programs, pre-entry preparation, 
advanced education preparation, and retention 
activities’’; and 

(2) in subsection (b)— 
(A) by striking ‘‘First’’ and all that follows 

through ‘‘including the’’ and inserting ‘‘Na-
tional Advisory Council on Nurse Education 
and Practice and consult with nursing associa-
tions including the National Coalition of Ethnic 
Minority Nurse Associations,’’; and 

(B) by inserting before the period the fol-
lowing: ‘‘, and other organizations determined 
appropriate by the Secretary’’. 
SEC. 5405. PRIMARY CARE EXTENSION PROGRAM. 

Part P of title III of the Public Health Service 
Act (42 U.S.C. 280g et seq.), as amended by sec-
tion 5313, is further amended by adding at the 
end the following: 
‘‘SEC. 399W. PRIMARY CARE EXTENSION PRO-

GRAM. 
‘‘(a) ESTABLISHMENT, PURPOSE AND DEFINI-

TION.— 
‘‘(1) IN GENERAL.—The Secretary, acting 

through the Director of the Agency for 
Healthcare Research and Quality, shall estab-
lish a Primary Care Extension Program. 

‘‘(2) PURPOSE.—The Primary Care Extension 
Program shall provide support and assistance to 
primary care providers to educate providers 
about preventive medicine, health promotion, 
chronic disease management, mental and behav-
ioral health services (including substance abuse 
prevention and treatment services), and evi-
dence-based and evidence-informed therapies 
and techniques, in order to enable providers to 
incorporate such matters into their practice and 
to improve community health by working with 
community-based health connectors (referred to 
in this section as ‘Health Extension Agents’). 

‘‘(3) DEFINITIONS.—In this section: 
‘‘(A) HEALTH EXTENSION AGENT.—The term 

‘Health Extension Agent’ means any local, com-
munity-based health worker who facilitates and 
provides assistance to primary care practices by 
implementing quality improvement or system re-
design, incorporating the principles of the pa-
tient-centered medical home to provide high- 
quality, effective, efficient, and safe primary 
care and to provide guidance to patients in cul-
turally and linguistically appropriate ways, and 
linking practices to diverse health system re-
sources. 

‘‘(B) PRIMARY CARE PROVIDER.—The term ‘pri-
mary care provider’ means a clinician who pro-
vides integrated, accessible health care services 
and who is accountable for addressing a large 
majority of personal health care needs, includ-
ing providing preventive and health promotion 
services for men, women, and children of all 
ages, developing a sustained partnership with 
patients, and practicing in the context of family 
and community, as recognized by a State licens-
ing or regulatory authority, unless otherwise 
specified in this section. 

‘‘(b) GRANTS TO ESTABLISH STATE HUBS AND 
LOCAL PRIMARY CARE EXTENSION AGENCIES.— 

‘‘(1) GRANTS.—The Secretary shall award 
competitive grants to States for the establish-
ment of State- or multistate-level primary care 
Primary Care Extension Program State Hubs 
(referred to in this section as ‘Hubs’). 

‘‘(2) COMPOSITION OF HUBS.—A Hub estab-
lished by a State pursuant to paragraph (1)— 

‘‘(A) shall consist of, at a minimum, the State 
health department, the entity responsible for ad-

ministering the State Medicaid program (if other 
than the State health department), the State- 
level entity administering the Medicare pro-
gram, and the departments of 1 or more health 
professions schools in the State that train pro-
viders in primary care; and 

‘‘(B) may include entities such as hospital as-
sociations, primary care practice-based research 
networks, health professional societies, State 
primary care associations, State licensing 
boards, organizations with a contract with the 
Secretary under section 1153 of the Social Secu-
rity Act, consumer groups, and other appro-
priate entities. 

‘‘(c) STATE AND LOCAL ACTIVITIES.— 
‘‘(1) HUB ACTIVITIES.—Hubs established under 

a grant under subsection (b) shall— 
‘‘(A) submit to the Secretary a plan to coordi-

nate functions with quality improvement orga-
nizations and area health education centers if 
such entities are members of the Hub not de-
scribed in subsection (b)(2)(A); 

‘‘(B) contract with a county- or local-level en-
tity that shall serve as the Primary Care Exten-
sion Agency to administer the services described 
in paragraph (2); 

‘‘(C) organize and administer grant funds to 
county- or local-level Primary Care Extension 
Agencies that serve a catchment area, as deter-
mined by the State; and 

‘‘(D) organize State-wide or multistate net-
works of local-level Primary Care Extension 
Agencies to share and disseminate information 
and practices. 

‘‘(2) LOCAL PRIMARY CARE EXTENSION AGENCY 
ACTIVITIES.— 

‘‘(A) REQUIRED ACTIVITIES.—Primary Care Ex-
tension Agencies established by a Hub under 
paragraph (1) shall— 

‘‘(i) assist primary care providers to implement 
a patient-centered medical home to improve the 
accessibility, quality, and efficiency of primary 
care services, including health homes; 

‘‘(ii) develop and support primary care learn-
ing communities to enhance the dissemination of 
research findings for evidence-based practice, 
assess implementation of practice improvement, 
share best practices, and involve community cli-
nicians in the generation of new knowledge and 
identification of important questions for re-
search; 

‘‘(iii) participate in a national network of Pri-
mary Care Extension Hubs and propose how the 
Primary Care Extension Agency will share and 
disseminate lessons learned and best practices; 
and 

‘‘(iv) develop a plan for financial sustain-
ability involving State, local, and private con-
tributions, to provide for the reduction in Fed-
eral funds that is expected after an initial 6- 
year period of program establishment, infra-
structure development, and planning. 

‘‘(B) DISCRETIONARY ACTIVITIES.—Primary 
Care Extension Agencies established by a Hub 
under paragraph (1) may— 

‘‘(i) provide technical assistance, training, 
and organizational support for community 
health teams established under section 3602 of 
the Patient Protection and Affordable Care Act; 

‘‘(ii) collect data and provision of primary 
care provider feedback from standardized meas-
urements of processes and outcomes to aid in 
continuous performance improvement; 

‘‘(iii) collaborate with local health depart-
ments, community health centers, tribes and 
tribal entities, and other community agencies to 
identify community health priorities and local 
health workforce needs, and participate in com-
munity-based efforts to address the social and 
primary determinants of health, strengthen the 
local primary care workforce, and eliminate 
health disparities; 

‘‘(iv) develop measures to monitor the impact 
of the proposed program on the health of prac-
tice enrollees and of the wider community 
served; and 

‘‘(v) participate in other activities, as deter-
mined appropriate by the Secretary. 
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‘‘(d) FEDERAL PROGRAM ADMINISTRATION.— 
‘‘(1) GRANTS; TYPES.—Grants awarded under 

subsection (b) shall be— 
‘‘(A) program grants, that are awarded to 

State or multistate entities that submit fully-de-
veloped plans for the implementation of a Hub, 
for a period of 6 years; or 

‘‘(B) planning grants, that are awarded to 
State or multistate entities with the goal of de-
veloping a plan for a Hub, for a period of 2 
years. 

‘‘(2) APPLICATIONS.—To be eligible for a grant 
under subsection (b), a State or multistate entity 
shall submit to the Secretary an application, at 
such time, in such manner, and containing such 
information as the Secretary may require. 

‘‘(3) EVALUATION.—A State that receives a 
grant under subsection (b) shall be evaluated at 
the end of the grant period by an evaluation 
panel appointed by the Secretary. 

‘‘(4) CONTINUING SUPPORT.—After the sixth 
year in which assistance is provided to a State 
under a grant awarded under subsection (b), the 
State may receive additional support under this 
section if the State program has received satis-
factory evaluations with respect to program per-
formance and the merits of the State sustain-
ability plan, as determined by the Secretary. 

‘‘(5) LIMITATION.—A State shall not use in ex-
cess of 10 percent of the amount received under 
a grant to carry out administrative activities 
under this section. Funds awarded pursuant to 
this section shall not be used for funding direct 
patient care. 

‘‘(e) REQUIREMENTS ON THE SECRETARY.—In 
carrying out this section, the Secretary shall 
consult with the heads of other Federal agencies 
with demonstrated experience and expertise in 
health care and preventive medicine, such as 
the Centers for Disease Control and Prevention, 
the Substance Abuse and Mental Health Admin-
istration, the Health Resources and Services Ad-
ministration, the National Institutes of Health, 
the Office of the National Coordinator for 
Health Information Technology, the Indian 
Health Service, the Agricultural Cooperative Ex-
tension Service of the Department of Agri-
culture, and other entities, as the Secretary de-
termines appropriate. 

‘‘(f) AUTHORIZATION OF APPROPRIATIONS.—To 
awards grants as provided in subsection (d), 
there are authorized to be appropriated 
$120,000,000 for each of fiscal years 2011 and 
2012, and such sums as may be necessary to 
carry out this section for each of fiscal years 
2013 through 2014.’’. 
Subtitle F—Strengthening Primary Care and 

Other Workforce Improvements 
SEC. 5501. EXPANDING ACCESS TO PRIMARY CARE 

SERVICES AND GENERAL SURGERY 
SERVICES. 

(a) INCENTIVE PAYMENT PROGRAM FOR PRI-
MARY CARE SERVICES.— 

(1) IN GENERAL.—Section 1833 of the Social Se-
curity Act (42 U.S.C. 1395l) is amended by add-
ing at the end the following new subsection: 

‘‘(x) INCENTIVE PAYMENTS FOR PRIMARY CARE 
SERVICES.— 

‘‘(1) IN GENERAL.—In the case of primary care 
services furnished on or after January 1, 2011, 
and before January 1, 2016, by a primary care 
practitioner, in addition to the amount of pay-
ment that would otherwise be made for such 
services under this part, there also shall be paid 
(on a monthly or quarterly basis) an amount 
equal to 10 percent of the payment amount for 
the service under this part. 

‘‘(2) DEFINITIONS.—In this subsection: 
‘‘(A) PRIMARY CARE PRACTITIONER.—The term 

‘primary care practitioner’ means an indi-
vidual— 

‘‘(i) who— 
‘‘(I) is a physician (as described in section 

1861(r)(1)) who has a primary specialty designa-
tion of family medicine, internal medicine, geri-
atric medicine, or pediatric medicine; or 

‘‘(II) is a nurse practitioner, clinical nurse 
specialist, or physician assistant (as those terms 
are defined in section 1861(aa)(5)); and 

‘‘(ii) for whom primary care services ac-
counted for at least 60 percent of the allowed 
charges under this part for such physician or 
practitioner in a prior period as determined ap-
propriate by the Secretary. 

‘‘(B) PRIMARY CARE SERVICES.—The term ‘pri-
mary care services’ means services identified, as 
of January 1, 2009, by the following HCPCS 
codes (and as subsequently modified by the Sec-
retary): 

‘‘(i) 99201 through 99215. 
‘‘(ii) 99304 through 99340. 
‘‘(iii) 99341 through 99350. 
‘‘(3) COORDINATION WITH OTHER PAYMENTS.— 

The amount of the additional payment for a 
service under this subsection and subsection (m) 
shall be determined without regard to any addi-
tional payment for the service under subsection 
(m) and this subsection, respectively. 

‘‘(4) LIMITATION ON REVIEW.—There shall be 
no administrative or judicial review under sec-
tion 1869, 1878, or otherwise, respecting the iden-
tification of primary care practitioners under 
this subsection.’’. 

(2) CONFORMING AMENDMENT.—Section 
1834(g)(2)(B) of the Social Security Act (42 
U.S.C. 1395m(g)(2)(B)) is amended by adding at 
the end the following sentence: ‘‘Section 1833(x) 
shall not be taken into account in determining 
the amounts that would otherwise be paid pur-
suant to the preceding sentence.’’. 

(b) INCENTIVE PAYMENT PROGRAM FOR MAJOR 
SURGICAL PROCEDURES FURNISHED IN HEALTH 
PROFESSIONAL SHORTAGE AREAS.— 

(1) IN GENERAL.—Section 1833 of the Social Se-
curity Act (42 U.S.C. 1395l), as amended by sub-
section (a)(1), is amended by adding at the end 
the following new subsection: 

‘‘(y) INCENTIVE PAYMENTS FOR MAJOR SUR-
GICAL PROCEDURES FURNISHED IN HEALTH PRO-
FESSIONAL SHORTAGE AREAS.— 

‘‘(1) IN GENERAL.—In the case of major sur-
gical procedures furnished on or after January 
1, 2011, and before January 1, 2016, by a general 
surgeon in an area that is designated (under 
section 332(a)(1)(A) of the Public Health Service 
Act) as a health professional shortage area as 
identified by the Secretary prior to the begin-
ning of the year involved, in addition to the 
amount of payment that would otherwise be 
made for such services under this part, there 
also shall be paid (on a monthly or quarterly 
basis) an amount equal to 10 percent of the pay-
ment amount for the service under this part. 

‘‘(2) DEFINITIONS.—In this subsection: 
‘‘(A) GENERAL SURGEON.—In this subsection, 

the term ‘general surgeon’ means a physician 
(as described in section 1861(r)(1)) who has des-
ignated CMS specialty code 02–General Surgery 
as their primary specialty code in the physi-
cian’s enrollment under section 1866(j). 

‘‘(B) MAJOR SURGICAL PROCEDURES.—The term 
‘major surgical procedures’ means physicians’ 
services which are surgical procedures for which 
a 10-day or 90-day global period is used for pay-
ment under the fee schedule under section 
1848(b). 

‘‘(3) COORDINATION WITH OTHER PAYMENTS.— 
The amount of the additional payment for a 
service under this subsection and subsection (m) 
shall be determined without regard to any addi-
tional payment for the service under subsection 
(m) and this subsection, respectively. 

‘‘(4) APPLICATION.—The provisions of para-
graph (2) and (4) of subsection (m) shall apply 
to the determination of additional payments 
under this subsection in the same manner as 
such provisions apply to the determination of 
additional payments under subsection (m).’’. 

(2) CONFORMING AMENDMENT.—Section 
1834(g)(2)(B) of the Social Security Act (42 
U.S.C. 1395m(g)(2)(B)), as amended by sub-
section (a)(2), is amended by striking ‘‘Section 
1833(x)’’ and inserting ‘‘Subsections (x) and (y) 
of section 1833’’ in the last sentence. 

(c) BUDGET-NEUTRALITY ADJUSTMENT.—Sec-
tion 1848(c)(2)(B) of the Social Security Act (42 
U.S.C. 1395w–4(c)(2)(B)) is amended by adding 
at the end the following new clause: 

‘‘(vii) ADJUSTMENT FOR CERTAIN PHYSICIAN IN-
CENTIVE PAYMENTS.—Fifty percent of the addi-
tional expenditures under this part attributable 
to subsections (x) and (y) of section 1833 for a 
year (as estimated by the Secretary) shall be 
taken into account in applying clause (ii)(II) for 
2011 and subsequent years. In lieu of applying 
the budget-neutrality adjustments required 
under clause (ii)(II) to relative value units to 
account for such costs for the year, the Sec-
retary shall apply such budget-neutrality ad-
justments to the conversion factor otherwise de-
termined for the year. For 2011 and subsequent 
years, the Secretary shall increase the incentive 
payment otherwise applicable under section 
1833(m) by a percent estimated to be equal to the 
additional expenditures estimated under the 
first sentence of this clause for such year that is 
applicable to physicians who primarily furnish 
services in areas designated (under section 
332(a)(1)(A) of the Public Health Service Act) as 
health professional shortage areas.’’. 
SEC. 5502. MEDICARE FEDERALLY QUALIFIED 

HEALTH CENTER IMPROVEMENTS. 
(a) EXPANSION OF MEDICARE-COVERED PRE-

VENTIVE SERVICES AT FEDERALLY QUALIFIED 
HEALTH CENTERS.— 

(1) IN GENERAL.—Section 1861(aa)(3)(A) of the 
Social Security Act (42 U.S.C. 1395w (aa)(3)(A)) 
is amended to read as follows: 

‘‘(A) services of the type described subpara-
graphs (A) through (C) of paragraph (1) and 
preventive services (as defined in section 
1861(ddd)(3)); and’’. 

(2) EFFECTIVE DATE.—The amendment made 
by paragraph (1) shall apply to services fur-
nished on or after January 1, 2011. 

(b) PROSPECTIVE PAYMENT SYSTEM FOR FED-
ERALLY QUALIFIED HEALTH CENTERS.—Section 
1834 of the Social Security Act (42 U.S.C. 1395m) 
is amended by adding at the end the following 
new subsection: 

‘‘(n) DEVELOPMENT AND IMPLEMENTATION OF 
PROSPECTIVE PAYMENT SYSTEM.— 

‘‘(1) DEVELOPMENT.— 
‘‘(A) IN GENERAL.—The Secretary shall de-

velop a prospective payment system for payment 
for Federally qualified health services furnished 
by Federally qualified health centers under this 
title. Such system shall include a process for ap-
propriately describing the services furnished by 
Federally qualified health centers. 

‘‘(B) COLLECTION OF DATA AND EVALUATION.— 
The Secretary shall require Federally qualified 
health centers to submit to the Secretary such 
information as the Secretary may require in 
order to develop and implement the prospective 
payment system under this paragraph and para-
graph (2), respectively, including the reporting 
of services using HCPCS codes. 

‘‘(2) IMPLEMENTATION.— 
‘‘(A) IN GENERAL.—Notwithstanding section 

1833(a)(3)(B), the Secretary shall provide, for 
cost reporting periods beginning on or after Oc-
tober 1, 2014, for payments for Federally quali-
fied health services furnished by Federally 
qualified health centers under this title in ac-
cordance with the prospective payment system 
developed by the Secretary under paragraph (1). 

‘‘(B) PAYMENTS.— 
‘‘(i) INITIAL PAYMENTS.—The Secretary shall 

implement such prospective payment system so 
that the estimated amount of expenditures 
under this title for Federally qualified health 
services in the first year that the prospective 
payment system is implemented is equal to 103 
percent of the estimated amount of expenditures 
under this title that would have occurred for 
such services in such year if the system had not 
been implemented. 

‘‘(ii) PAYMENTS IN SUBSEQUENT YEARS.—In the 
year after the first year of implementation of 
such system, and in each subsequent year, the 
payment rate for Federally qualified health 
services furnished in the year shall be equal to 
the payment rate established for such services 
furnished in the preceding year under this sub-
paragraph increased by the percentage increase 
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in the MEI (as defined in 1842(i)(3)) for the year 
involved.’’. 
SEC. 5503. DISTRIBUTION OF ADDITIONAL RESI-

DENCY POSITIONS. 
(a) IN GENERAL.—Section 1886(h) of the Social 

Security Act (42 U.S.C. 1395ww(h)) is amended— 
(1) in paragraph (4)(F)(i), by striking ‘‘para-

graph (7)’’ and inserting ‘‘paragraphs (7) and 
(8)’’; 

(2) in paragraph (4)(H)(i), by striking ‘‘para-
graph (7)’’ and inserting ‘‘paragraphs (7) and 
(8)’’; 

(3) in paragraph (7)(E), by inserting ‘‘or para-
graph (8)’’ before the period at the end; and 

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

‘‘(8) DISTRIBUTION OF ADDITIONAL RESIDENCY 
POSITIONS.— 

‘‘(A) REDUCTIONS IN LIMIT BASED ON UNUSED 
POSITIONS.— 

‘‘(i) IN GENERAL.—Except as provided in 
clause (ii), if a hospital’s reference resident level 
(as defined in subparagraph (H)(i)) is less than 
the otherwise applicable resident limit (as de-
fined in subparagraph (H)(iii)), effective for 
portions of cost reporting periods occurring on 
or after July 1, 2011, the otherwise applicable 
resident limit shall be reduced by 65 percent of 
the difference between such otherwise applica-
ble resident limit and such reference resident 
level. 

‘‘(ii) EXCEPTIONS.—This subparagraph shall 
not apply to— 

‘‘(I) a hospital located in a rural area (as de-
fined in subsection (d)(2)(D)(ii)) with fewer than 
250 acute care inpatient beds; 

‘‘(II) a hospital that was part of a qualifying 
entity which had a voluntary residency reduc-
tion plan approved under paragraph (6)(B) or 
under the authority of section 402 of Public Law 
90–248, if the hospital demonstrates to the Sec-
retary that it has a specified plan in place for 
filling the unused positions by not later than 2 
years after the date of enactment of this para-
graph; or 

‘‘(III) a hospital described in paragraph 
(4)(H)(v). 

‘‘(B) DISTRIBUTION.— 
‘‘(i) IN GENERAL.—The Secretary shall in-

crease the otherwise applicable resident limit for 
each qualifying hospital that submits an appli-
cation under this subparagraph by such number 
as the Secretary may approve for portions of 
cost reporting periods occurring on or after July 
1, 2011. The aggregate number of increases in 
the otherwise applicable resident limit under 
this subparagraph shall be equal to the aggre-
gate reduction in such limits attributable to sub-
paragraph (A) (as estimated by the Secretary). 

‘‘(ii) REQUIREMENTS.—Subject to clause (iii), a 
hospital that receives an increase in the other-
wise applicable resident limit under this sub-
paragraph shall ensure, during the 5-year pe-
riod beginning on the date of such increase, 
that— 

‘‘(I) the number of full-time equivalent pri-
mary care residents, as defined in paragraph 
(5)(H) (as determined by the Secretary), exclud-
ing any additional positions under subclause 
(II), is not less than the average number of full- 
time equivalent primary care residents (as so de-
termined) during the 3 most recent cost report-
ing periods ending prior to the date of enact-
ment of this paragraph; and 

‘‘(II) not less than 75 percent of the positions 
attributable to such increase are in a primary 
care or general surgery residency (as determined 
by the Secretary). 

The Secretary may determine whether a hospital 
has met the requirements under this clause dur-
ing such 5-year period in such manner and at 
such time as the Secretary determines appro-
priate, including at the end of such 5-year pe-
riod. 

‘‘(iii) REDISTRIBUTION OF POSITIONS IF HOS-
PITAL NO LONGER MEETS CERTAIN REQUIRE-
MENTS.—In the case where the Secretary deter-

mines that a hospital described in clause (ii) 
does not meet either of the requirements under 
subclause (I) or (II) of such clause, the Sec-
retary shall— 

‘‘(I) reduce the otherwise applicable resident 
limit of the hospital by the amount by which 
such limit was increased under this paragraph; 
and 

‘‘(II) provide for the distribution of positions 
attributable to such reduction in accordance 
with the requirements of this paragraph. 

‘‘(C) CONSIDERATIONS IN REDISTRIBUTION.—In 
determining for which hospitals the increase in 
the otherwise applicable resident limit is pro-
vided under subparagraph (B), the Secretary 
shall take into account— 

‘‘(i) the demonstration likelihood of the hos-
pital filling the positions made available under 
this paragraph within the first 3 cost reporting 
periods beginning on or after July 1, 2011, as de-
termined by the Secretary; and 

‘‘(ii) whether the hospital has an accredited 
rural training track (as described in paragraph 
(4)(H)(iv)). 

‘‘(D) PRIORITY FOR CERTAIN AREAS.—In deter-
mining for which hospitals the increase in the 
otherwise applicable resident limit is provided 
under subparagraph (B), subject to subpara-
graph (E), the Secretary shall distribute the in-
crease to hospitals based on the following fac-
tors: 

‘‘(i) Whether the hospital is located in a State 
with a resident-to-population ratio in the lowest 
quartile (as determined by the Secretary). 

‘‘(ii) Whether the hospital is located in a 
State, a territory of the United States, or the 
District of Columbia that is among the top 10 
States, territories, or Districts in terms of the 
ratio of— 

‘‘(I) the total population of the State, terri-
tory, or District living in an area designated 
(under such section 332(a)(1)(A)) as a health 
professional shortage area (as of the date of en-
actment of this paragraph); to 

‘‘(II) the total population of the State, terri-
tory, or District (as determined by the Secretary 
based on the most recent available population 
data published by the Bureau of the Census). 

‘‘(iii) Whether the hospital is located in a 
rural area (as defined in subsection 
(d)(2)(D)(ii)). 

‘‘(E) RESERVATION OF POSITIONS FOR CERTAIN 
HOSPITALS.— 

‘‘(i) IN GENERAL.—Subject to clause (ii), the 
Secretary shall reserve the positions available 
for distribution under this paragraph as follows: 

‘‘(I) 70 percent of such positions for distribu-
tion to hospitals described in clause (i) of sub-
paragraph (D). 

‘‘(II) 30 percent of such positions for distribu-
tion to hospitals described in clause (ii) and (iii) 
of such subparagraph. 

‘‘(ii) EXCEPTION IF POSITIONS NOT REDISTRIB-
UTED BY JULY 1, 2011.—In the case where the Sec-
retary does not distribute positions to hospitals 
in accordance with clause (i) by July 1, 2011, the 
Secretary shall distribute such positions to other 
hospitals in accordance with the considerations 
described in subparagraph (C) and the priority 
described in subparagraph (D). 

‘‘(F) LIMITATION.—A hospital may not receive 
more than 75 full-time equivalent additional 
residency positions under this paragraph. 

‘‘(G) APPLICATION OF PER RESIDENT AMOUNTS 
FOR PRIMARY CARE AND NONPRIMARY CARE.— 
With respect to additional residency positions in 
a hospital attributable to the increase provided 
under this paragraph, the approved FTE per 
resident amounts are deemed to be equal to the 
hospital per resident amounts for primary care 
and nonprimary care computed under para-
graph (2)(D) for that hospital. 

‘‘(H) DEFINITIONS.—In this paragraph: 
‘‘(i) REFERENCE RESIDENT LEVEL.—The term 

‘reference resident level’ means, with respect to 
a hospital, the highest resident level for any of 
the 3 most recent cost reporting periods (ending 
before the date of the enactment of this para-

graph) of the hospital for which a cost report 
has been settled (or, if not, submitted (subject to 
audit)), as determined by the Secretary. 

‘‘(ii) RESIDENT LEVEL.—The term ‘resident 
level’ has the meaning given such term in para-
graph (7)(C)(i). 

‘‘(iii) OTHERWISE APPLICABLE RESIDENT 
LIMIT.—The term ‘otherwise applicable resident 
limit’ means, with respect to a hospital, the limit 
otherwise applicable under subparagraphs (F)(i) 
and (H) of paragraph (4) on the resident level 
for the hospital determined without regard to 
this paragraph but taking into account para-
graph (7)(A).’’. 

(b) IME.— 
(1) IN GENERAL.—Section 1886(d)(5)(B)(v) of 

the Social Security Act (42 U.S.C. 
1395ww(d)(5)(B)(v)), in the second sentence, is 
amended— 

(A) by striking ‘‘subsection (h)(7)’’ and insert-
ing ‘‘subsections (h)(7) and (h)(8)’’; and 

(B) by striking ‘‘it applies’’ and inserting 
‘‘they apply’’. 

(2) CONFORMING AMENDMENT.—Section 
1886(d)(5)(B) of the Social Security Act (42 
U.S.C. 1395ww(d)(5)(B)) is amended by adding 
at the end the following clause: 

‘‘(x) For discharges occurring on or after July 
1, 2011, insofar as an additional payment 
amount under this subparagraph is attributable 
to resident positions distributed to a hospital 
under subsection (h)(8)(B), the indirect teaching 
adjustment factor shall be computed in the same 
manner as provided under clause (ii) with re-
spect to such resident positions.’’. 

(c) CONFORMING AMENDMENT.—Section 
422(b)(2) of the Medicare Prescription Drug, Im-
provement, and Modernization Act of 2003 (Pub-
lic Law 108–173) is amended by striking ‘‘section 
1886(h)(7)’’ and all that follows and inserting 
‘‘paragraphs (7) and (8) of subsection (h) of sec-
tion 1886 of the Social Security Act’’. 
SEC. 5504. COUNTING RESIDENT TIME IN NON-

PROVIDER SETTINGS. 
(a) GME.—Section 1886(h)(4)(E) of the Social 

Security Act (42 U.S.C. 1395ww(h)(4)(E)) is 
amended— 

(1) by striking ‘‘shall be counted and that all 
the time’’ and inserting ‘‘shall be counted and 
that— 

‘‘(i) effective for cost reporting periods begin-
ning before July 1, 2010, all the time;’’; 

(2) in clause (i), as inserted by paragraph (1), 
by striking the period at the end and inserting 
‘‘; and’’; 

(3) by inserting after clause (i), as so inserted, 
the following new clause: 

‘‘(ii) effective for cost reporting periods begin-
ning on or after July 1, 2010, all the time so 
spent by a resident shall be counted towards the 
determination of full-time equivalency, without 
regard to the setting in which the activities are 
performed, if a hospital incurs the costs of the 
stipends and fringe benefits of the resident dur-
ing the time the resident spends in that setting. 
If more than one hospital incurs these costs, ei-
ther directly or through a third party, such hos-
pitals shall count a proportional share of the 
time, as determined by written agreement be-
tween the hospitals, that a resident spends 
training in that setting.’’; and 

(4) by adding at the end the following flush 
sentence: 
‘‘Any hospital claiming under this subpara-
graph for time spent in a nonprovider setting 
shall maintain and make available to the Sec-
retary records regarding the amount of such 
time and such amount in comparison with 
amounts of such time in such base year as the 
Secretary shall specify.’’. 

(b) IME.—Section 1886(d)(5)(B)(iv) of the So-
cial Security Act (42 U.S.C. 1395ww(d)(5)) is 
amended— 

(1) by striking ‘‘(iv) Effective for discharges 
occurring on or after October 1, 1997’’ and in-
serting ‘‘(iv)(I) Effective for discharges occur-
ring on or after October 1, 1997, and before July 
1, 2010’’; and 
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(2) by inserting after clause (I), as inserted by 

paragraph (1), the following new subparagraph: 
‘‘(II) Effective for discharges occurring on or 

after July 1, 2010, all the time spent by an intern 
or resident in patient care activities in a non-
provider setting shall be counted towards the 
determination of full-time equivalency if a hos-
pital incurs the costs of the stipends and fringe 
benefits of the intern or resident during the time 
the intern or resident spends in that setting. If 
more than one hospital incurs these costs, either 
directly or through a third party, such hospitals 
shall count a proportional share of the time, as 
determined by written agreement between the 
hospitals, that a resident spends training in 
that setting.’’. 

(c) APPLICATION.—The amendments made by 
this section shall not be applied in a manner 
that requires reopening of any settled hospital 
cost reports as to which there is not a jurisdic-
tionally proper appeal pending as of the date of 
the enactment of this Act on the issue of pay-
ment for indirect costs of medical education 
under section 1886(d)(5)(B) of the Social Secu-
rity Act (42 U.S.C. 1395ww(d)(5)(B)) or for direct 
graduate medical education costs under section 
1886(h) of such Act (42 U.S.C. 1395ww(h)). 
SEC. 5505. RULES FOR COUNTING RESIDENT TIME 

FOR DIDACTIC AND SCHOLARLY AC-
TIVITIES AND OTHER ACTIVITIES. 

(a) GME.—Section 1886(h) of the Social Secu-
rity Act (42 U.S.C. 1395ww(h)), as amended by 
section 5504, is amended— 

(1) in paragraph (4)— 
(A) in subparagraph (E), by striking ‘‘Such 

rules’’ and inserting ‘‘Subject to subparagraphs 
(J) and (K), such rules’’; and 

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

‘‘(J) TREATMENT OF CERTAIN NONPROVIDER 
AND DIDACTIC ACTIVITIES.—Such rules shall pro-
vide that all time spent by an intern or resident 
in an approved medical residency training pro-
gram in a nonprovider setting that is primarily 
engaged in furnishing patient care (as defined 
in paragraph (5)(K)) in non-patient care activi-
ties, such as didactic conferences and seminars, 
but not including research not associated with 
the treatment or diagnosis of a particular pa-
tient, as such time and activities are defined by 
the Secretary, shall be counted toward the de-
termination of full-time equivalency. 

‘‘(K) TREATMENT OF CERTAIN OTHER ACTIVI-
TIES.—In determining the hospital’s number of 
full-time equivalent residents for purposes of 
this subsection, all the time that is spent by an 
intern or resident in an approved medical resi-
dency training program on vacation, sick leave, 
or other approved leave, as such time is defined 
by the Secretary, and that does not prolong the 
total time the resident is participating in the ap-
proved program beyond the normal duration of 
the program shall be counted toward the deter-
mination of full-time equivalency.’’; and 

(2) in paragraph (5), by adding at the end the 
following new subparagraph: 

‘‘(K) NONPROVIDER SETTING THAT IS PRI-
MARILY ENGAGED IN FURNISHING PATIENT CARE.— 
The term ‘nonprovider setting that is primarily 
engaged in furnishing patient care’ means a 
nonprovider setting in which the primary activ-
ity is the care and treatment of patients, as de-
fined by the Secretary.’’. 

(b) IME DETERMINATIONS.—Section 
1886(d)(5)(B) of such Act (42 U.S.C. 
1395ww(d)(5)(B)) is amended by adding at the 
end the following new clause: 

‘‘(x)(I) The provisions of subparagraph (K) of 
subsection (h)(4) shall apply under this sub-
paragraph in the same manner as they apply 
under such subsection. 

‘‘(II) In determining the hospital’s number of 
full-time equivalent residents for purposes of 
this subparagraph, all the time spent by an in-
tern or resident in an approved medical resi-
dency training program in non-patient care ac-
tivities, such as didactic conferences and semi-
nars, as such time and activities are defined by 

the Secretary, that occurs in the hospital shall 
be counted toward the determination of full-time 
equivalency if the hospital— 

‘‘(aa) is recognized as a subsection (d) hos-
pital; 

‘‘(bb) is recognized as a subsection (d) Puerto 
Rico hospital; 

‘‘(cc) is reimbursed under a reimbursement 
system authorized under section 1814(b)(3); or 

‘‘(dd) is a provider-based hospital outpatient 
department. 

‘‘(III) In determining the hospital’s number of 
full-time equivalent residents for purposes of 
this subparagraph, all the time spent by an in-
tern or resident in an approved medical resi-
dency training program in research activities 
that are not associated with the treatment or di-
agnosis of a particular patient, as such time and 
activities are defined by the Secretary, shall not 
be counted toward the determination of full-time 
equivalency.’’. 

(c) EFFECTIVE DATES.— 
(1) IN GENERAL.—Except as otherwise pro-

vided, the Secretary of Health and Human Serv-
ices shall implement the amendments made by 
this section in a manner so as to apply to cost 
reporting periods beginning on or after January 
1, 1983. 

(2) GME.—Section 1886(h)(4)(J) of the Social 
Security Act, as added by subsection (a)(1)(B), 
shall apply to cost reporting periods beginning 
on or after July 1, 2009. 

(3) IME.—Section 1886(d)(5)(B)(x)(III) of the 
Social Security Act, as added by subsection (b), 
shall apply to cost reporting periods beginning 
on or after October 1, 2001. Such section, as so 
added, shall not give rise to any inference as to 
how the law in effect prior to such date should 
be interpreted. 
SEC. 5506. PRESERVATION OF RESIDENT CAP PO-

SITIONS FROM CLOSED HOSPITALS. 
(a) GME.—Section 1886(h)(4)(H) of the Social 

Security Act (42 U.S.C. Section 1395ww(h)(4)(H)) 
is amended by adding at the end the following 
new clause: 

‘‘(vi) REDISTRIBUTION OF RESIDENCY SLOTS 
AFTER A HOSPITAL CLOSES.— 

‘‘(I) IN GENERAL.—Subject to the succeeding 
provisions of this clause, the Secretary shall, by 
regulation, establish a process under which, in 
the case where a hospital (other than a hospital 
described in clause (v)) with an approved med-
ical residency program closes on or after a date 
that is 2 years before the date of enactment of 
this clause, the Secretary shall increase the oth-
erwise applicable resident limit under this para-
graph for other hospitals in accordance with 
this clause. 

‘‘(II) PRIORITY FOR HOSPITALS IN CERTAIN 
AREAS.—Subject to the succeeding provisions of 
this clause, in determining for which hospitals 
the increase in the otherwise applicable resident 
limit is provided under such process, the Sec-
retary shall distribute the increase to hospitals 
in the following priority order (with preference 
given within each category to hospitals that are 
members of the same affiliated group (as defined 
by the Secretary under clause (ii)) as the closed 
hospital): 

‘‘(aa) First, to hospitals located in the same 
core-based statistical area as, or a core-based 
statistical area contiguous to, the hospital that 
closed. 

‘‘(bb) Second, to hospitals located in the same 
State as the hospital that closed. 

‘‘(cc) Third, to hospitals located in the same 
region of the country as the hospital that 
closed. 

‘‘(dd) Fourth, only if the Secretary is not able 
to distribute the increase to hospitals described 
in item (cc), to qualifying hospitals in accord-
ance with the provisions of paragraph (8). 

‘‘(III) REQUIREMENT HOSPITAL LIKELY TO FILL 
POSITION WITHIN CERTAIN TIME PERIOD.—The 
Secretary may only increase the otherwise ap-
plicable resident limit of a hospital under such 
process if the Secretary determines the hospital 
has demonstrated a likelihood of filling the posi-

tions made available under this clause within 3 
years. 

‘‘(IV) LIMITATION.—The aggregate number of 
increases in the otherwise applicable resident 
limits for hospitals under this clause shall be 
equal to the number of resident positions in the 
approved medical residency programs that 
closed on or after the date described in sub-
clause (I). 

‘‘(V) ADMINISTRATION.—Chapter 35 of title 44, 
United States Code, shall not apply to the im-
plementation of this clause.’’. 

(b) IME.—Section 1886(d)(5)(B)(v) of the So-
cial Security Act (42 U.S.C. 1395ww(d)(5)(B)(v)), 
in the second sentence, as amended by section 
5503, is amended by striking ‘‘subsections (h)(7) 
and (h)(8)’’ and inserting ‘‘subsections 
(h)(4)(H)(vi), (h)(7), and (h)(8)’’. 

(c) APPLICATION.—The amendments made by 
this section shall not be applied in a manner 
that requires reopening of any settled hospital 
cost reports as to which there is not a jurisdic-
tionally proper appeal pending as of the date of 
the enactment of this Act on the issue of pay-
ment for indirect costs of medical education 
under section 1886(d)(5)(B) of the Social Secu-
rity Act (42 U.S.C. 1395ww(d)(5)(B)) or for direct 
graduate medical education costs under section 
1886(h) of such Act (42 U.S.C. Section 
1395ww(h)). 

(d) EFFECT ON TEMPORARY FTE CAP ADJUST-
MENTS.—The Secretary of Health and Human 
Services shall give consideration to the effect of 
the amendments made by this section on any 
temporary adjustment to a hospital’s FTE cap 
under section 413.79(h) of title 42, Code of Fed-
eral Regulations (as in effect on the date of en-
actment of this Act) in order to ensure that 
there is no duplication of FTE slots. Such 
amendments shall not affect the application of 
section 1886(h)(4)(H)(v) of the Social Security 
Act (42 U.S.C. 1395ww(h)(4)(H)(v)). 

(e) CONFORMING AMENDMENT.—Section 
1886(h)(7)(E) of the Social Security Act (42 
U.S.C. 1395ww(h)(7)(E)), as amended by section 
5503(a), is amended by striking ‘‘paragraph or 
paragraph (8)’’ and inserting ‘‘this paragraph, 
paragraph (8), or paragraph (4)(H)(vi)’’. 
SEC. 5507. DEMONSTRATION PROJECTS TO AD-

DRESS HEALTH PROFESSIONS 
WORKFORCE NEEDS; EXTENSION OF 
FAMILY-TO-FAMILY HEALTH INFOR-
MATION CENTERS. 

(a) AUTHORITY TO CONDUCT DEMONSTRATION 
PROJECTS.—Title XX of the Social Security Act 
(42 U.S.C. 1397 et seq.) is amended by adding at 
the end the following: 
‘‘SEC. 2008. DEMONSTRATION PROJECTS TO AD-

DRESS HEALTH PROFESSIONS 
WORKFORCE NEEDS. 

‘‘(a) DEMONSTRATION PROJECTS TO PROVIDE 
LOW-INCOME INDIVIDUALS WITH OPPORTUNITIES 
FOR EDUCATION, TRAINING, AND CAREER AD-
VANCEMENT TO ADDRESS HEALTH PROFESSIONS 
WORKFORCE NEEDS.— 

‘‘(1) AUTHORITY TO AWARD GRANTS.—The Sec-
retary, in consultation with the Secretary of 
Labor, shall award grants to eligible entities to 
conduct demonstration projects that are de-
signed to provide eligible individuals with the 
opportunity to obtain education and training 
for occupations in the health care field that pay 
well and are expected to either experience labor 
shortages or be in high demand. 

‘‘(2) REQUIREMENTS.— 
‘‘(A) AID AND SUPPORTIVE SERVICES.— 
‘‘(i) IN GENERAL.—A demonstration project 

conducted by an eligible entity awarded a grant 
under this section shall, if appropriate, provide 
eligible individuals participating in the project 
with financial aid, child care, case management, 
and other supportive services. 

‘‘(ii) TREATMENT.—Any aid, services, or incen-
tives provided to an eligible beneficiary partici-
pating in a demonstration project under this 
section shall not be considered income, and shall 
not be taken into account for purposes of deter-
mining the individual’s eligibility for, or amount 
of, benefits under any means-tested program. 
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‘‘(B) CONSULTATION AND COORDINATION.—An 

eligible entity applying for a grant to carry out 
a demonstration project under this section shall 
demonstrate in the application that the entity 
has consulted with the State agency responsible 
for administering the State TANF program, the 
local workforce investment board in the area in 
which the project is to be conducted (unless the 
applicant is such board), the State workforce in-
vestment board established under section 111 of 
the Workforce Investment Act of 1998, and the 
State Apprenticeship Agency recognized under 
the Act of August 16, 1937 (commonly known as 
the ‘National Apprenticeship Act’) (or if no 
agency has been recognized in the State, the Of-
fice of Apprenticeship of the Department of 
Labor) and that the project will be carried out 
in coordination with such entities. 

‘‘(C) ASSURANCE OF OPPORTUNITIES FOR IN-
DIAN POPULATIONS.—The Secretary shall award 
at least 3 grants under this subsection to an eli-
gible entity that is an Indian tribe, tribal orga-
nization, or Tribal College or University. 

‘‘(3) REPORTS AND EVALUATION.— 
‘‘(A) ELIGIBLE ENTITIES.—An eligible entity 

awarded a grant to conduct a demonstration 
project under this subsection shall submit in-
terim reports to the Secretary on the activities 
carried out under the project and a final report 
on such activities upon the conclusion of the en-
tities’ participation in the project. Such reports 
shall include assessments of the effectiveness of 
such activities with respect to improving out-
comes for the eligible individuals participating 
in the project and with respect to addressing 
health professions workforce needs in the areas 
in which the project is conducted. 

‘‘(B) EVALUATION.—The Secretary shall, by 
grant, contract, or interagency agreement, 
evaluate the demonstration projects conducted 
under this subsection. Such evaluation shall in-
clude identification of successful activities for 
creating opportunities for developing and sus-
taining, particularly with respect to low-income 
individuals and other entry-level workers, a 
health professions workforce that has accessible 
entry points, that meets high standards for edu-
cation, training, certification, and professional 
development, and that provides increased wages 
and affordable benefits, including health care 
coverage, that are responsive to the workforce’s 
needs. 

‘‘(C) REPORT TO CONGRESS.—The Secretary 
shall submit interim reports and, based on the 
evaluation conducted under subparagraph (B), 
a final report to Congress on the demonstration 
projects conducted under this subsection. 

‘‘(4) DEFINITIONS.—In this subsection: 
‘‘(A) ELIGIBLE ENTITY.—The term ‘eligible en-

tity’ means a State, an Indian tribe or tribal or-
ganization, an institution of higher education, a 
local workforce investment board established 
under section 117 of the Workforce Investment 
Act of 1998, a sponsor of an apprenticeship pro-
gram registered under the National Apprentice-
ship Act or a community-based organization. 

‘‘(B) ELIGIBLE INDIVIDUAL.— 
‘‘(i) IN GENERAL.—The term ‘eligible indi-

vidual’ means a individual receiving assistance 
under the State TANF program. 

‘‘(ii) OTHER LOW-INCOME INDIVIDUALS.—Such 
term may include other low-income individuals 
described by the eligible entity in its application 
for a grant under this section. 

‘‘(C) INDIAN TRIBE; TRIBAL ORGANIZATION.— 
The terms ‘Indian tribe’ and ‘tribal organiza-
tion’ have the meaning given such terms in sec-
tion 4 of the Indian Self-Determination and 
Education Assistance Act (25 U.S.C. 450b). 

‘‘(D) INSTITUTION OF HIGHER EDUCATION.—The 
term ‘institution of higher education’ has the 
meaning given that term in section 101 of the 
Higher Education Act of 1965 (20 U.S.C. 1001). 

‘‘(E) STATE.—The term ‘State’ means each of 
the 50 States, the District of Columbia, the Com-
monwealth of Puerto Rico, the United States 
Virgin Islands, Guam, and American Samoa. 

‘‘(F) STATE TANF PROGRAM.—The term ‘State 
TANF program’ means the temporary assistance 

for needy families program funded under part A 
of title IV. 

‘‘(G) TRIBAL COLLEGE OR UNIVERSITY.—The 
term ‘Tribal College or University’ has the 
meaning given that term in section 316(b) of the 
Higher Education Act of 1965 (20 U.S.C. 
1059c(b)). 

‘‘(b) DEMONSTRATION PROJECT TO DEVELOP 
TRAINING AND CERTIFICATION PROGRAMS FOR 
PERSONAL OR HOME CARE AIDES.— 

‘‘(1) AUTHORITY TO AWARD GRANTS.—Not later 
than 18 months after the date of enactment of 
this section, the Secretary shall award grants to 
eligible entities that are States to conduct dem-
onstration projects for purposes of developing 
core training competencies and certification pro-
grams for personal or home care aides. The Sec-
retary shall— 

‘‘(A) evaluate the efficacy of the core training 
competencies described in paragraph (3)(A) for 
newly hired personal or home care aides and the 
methods used by States to implement such core 
training competencies in accordance with the 
issues specified in paragraph (3)(B); and 

‘‘(B) ensure that the number of hours of train-
ing provided by States under the demonstration 
project with respect to such core training com-
petencies are not less than the number of hours 
of training required under any applicable State 
or Federal law or regulation. 

‘‘(2) DURATION.—A demonstration project 
shall be conducted under this subsection for not 
less than 3 years. 

‘‘(3) CORE TRAINING COMPETENCIES FOR PER-
SONAL OR HOME CARE AIDES.— 

‘‘(A) IN GENERAL.—The core training com-
petencies for personal or home care aides de-
scribed in this subparagraph include com-
petencies with respect to the following areas: 

‘‘(i) The role of the personal or home care aide 
(including differences between a personal or 
home care aide employed by an agency and a 
personal or home care aide employed directly by 
the health care consumer or an independent 
provider). 

‘‘(ii) Consumer rights, ethics, and confiden-
tiality (including the role of proxy decision- 
makers in the case where a health care con-
sumer has impaired decision-making capacity). 

‘‘(iii) Communication, cultural and linguistic 
competence and sensitivity, problem solving, be-
havior management, and relationship skills. 

‘‘(iv) Personal care skills. 
‘‘(v) Health care support. 
‘‘(vi) Nutritional support. 
‘‘(vii) Infection control. 
‘‘(viii) Safety and emergency training. 
‘‘(ix) Training specific to an individual con-

sumer’s needs (including older individuals, 
younger individuals with disabilities, individ-
uals with developmental disabilities, individuals 
with dementia, and individuals with mental and 
behavioral health needs). 

‘‘(x) Self-Care. 
‘‘(B) IMPLEMENTATION.—The implementation 

issues specified in this subparagraph include the 
following: 

‘‘(i) The length of the training. 
‘‘(ii) The appropriate trainer to student ratio. 
‘‘(iii) The amount of instruction time spent in 

the classroom as compared to on-site in the 
home or a facility. 

‘‘(iv) Trainer qualifications. 
‘‘(v) Content for a ‘hands-on’ and written cer-

tification exam. 
‘‘(vi) Continuing education requirements. 
‘‘(4) APPLICATION AND SELECTION CRITERIA.— 
‘‘(A) IN GENERAL.— 
‘‘(i) NUMBER OF STATES.—The Secretary shall 

enter into agreements with not more than 6 
States to conduct demonstration projects under 
this subsection. 

‘‘(ii) REQUIREMENTS FOR STATES.—An agree-
ment entered into under clause (i) shall require 
that a participating State— 

‘‘(I) implement the core training competencies 
described in paragraph (3)(A); and 

‘‘(II) develop written materials and protocols 
for such core training competencies, including 

the development of a certification test for per-
sonal or home care aides who have completed 
such training competencies. 

‘‘(iii) CONSULTATION AND COLLABORATION 
WITH COMMUNITY AND VOCATIONAL COLLEGES.— 
The Secretary shall encourage participating 
States to consult with community and voca-
tional colleges regarding the development of cur-
ricula to implement the project with respect to 
activities, as applicable, which may include con-
sideration of such colleges as partners in such 
implementation. 

‘‘(B) APPLICATION AND ELIGIBILITY.—A State 
seeking to participate in the project shall— 

‘‘(i) submit an application to the Secretary 
containing such information and at such time as 
the Secretary may specify; 

‘‘(ii) meet the selection criteria established 
under subparagraph (C); and 

‘‘(iii) meet such additional criteria as the Sec-
retary may specify. 

‘‘(C) SELECTION CRITERIA.—In selecting States 
to participate in the program, the Secretary 
shall establish criteria to ensure (if applicable 
with respect to the activities involved)— 

‘‘(i) geographic and demographic diversity; 
‘‘(ii) that participating States offer medical 

assistance for personal care services under the 
State Medicaid plan; 

‘‘(iii) that the existing training standards for 
personal or home care aides in each partici-
pating State— 

‘‘(I) are different from such standards in the 
other participating States; and 

‘‘(II) are different from the core training com-
petencies described in paragraph (3)(A); 

‘‘(iv) that participating States do not reduce 
the number of hours of training required under 
applicable State law or regulation after being 
selected to participate in the project; and 

‘‘(v) that participating States recruit a min-
imum number of eligible health and long-term 
care providers to participate in the project. 

‘‘(D) TECHNICAL ASSISTANCE.—The Secretary 
shall provide technical assistance to States in 
developing written materials and protocols for 
such core training competencies. 

‘‘(5) EVALUATION AND REPORT.— 
‘‘(A) EVALUATION.—The Secretary shall de-

velop an experimental or control group testing 
protocol in consultation with an independent 
evaluation contractor selected by the Secretary. 
Such contractor shall evaluate— 

‘‘(i) the impact of core training competencies 
described in paragraph (3)(A), including cur-
ricula developed to implement such core training 
competencies, for personal or home care aides 
within each participating State on job satisfac-
tion, mastery of job skills, beneficiary and fam-
ily caregiver satisfaction with services, and ad-
ditional measures determined by the Secretary 
in consultation with the expert panel; 

‘‘(ii) the impact of providing such core train-
ing competencies on the existing training infra-
structure and resources of States; and 

‘‘(iii) whether a minimum number of hours of 
initial training should be required for personal 
or home care aides and, if so, what minimum 
number of hours should be required. 

‘‘(B) REPORTS.— 
‘‘(i) REPORT ON INITIAL IMPLEMENTATION.— 

Not later than 2 years after the date of enact-
ment of this section, the Secretary shall submit 
to Congress a report on the initial implementa-
tion of activities conducted under the dem-
onstration project, including any available re-
sults of the evaluation conducted under sub-
paragraph (A) with respect to such activities, 
together with such recommendations for legisla-
tion or administrative action as the Secretary 
determines appropriate. 

‘‘(ii) FINAL REPORT.—Not later than 1 year 
after the completion of the demonstration 
project, the Secretary shall submit to Congress a 
report containing the results of the evaluation 
conducted under subparagraph (A), together 
with such recommendations for legislation or 
administrative action as the Secretary deter-
mines appropriate. 
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‘‘(6) DEFINITIONS.—In this subsection: 
‘‘(A) ELIGIBLE HEALTH AND LONG-TERM CARE 

PROVIDER.—The term ‘eligible health and long- 
term care provider’ means a personal or home 
care agency (including personal or home care 
public authorities), a nursing home, a home 
health agency (as defined in section 1861(o)), or 
any other health care provider the Secretary de-
termines appropriate which— 

‘‘(i) is licensed or authorized to provide serv-
ices in a participating State; and 

‘‘(ii) receives payment for services under title 
XIX. 

‘‘(B) PERSONAL CARE SERVICES.—The term 
‘personal care services’ has the meaning given 
such term for purposes of title XIX. 

‘‘(C) PERSONAL OR HOME CARE AIDE.—The 
term ‘personal or home care aide’ means an in-
dividual who helps individuals who are elderly, 
disabled, ill, or mentally disabled (including an 
individual with Alzheimer’s disease or other de-
mentia) to live in their own home or a residen-
tial care facility (such as a nursing home, as-
sisted living facility, or any other facility the 
Secretary determines appropriate) by providing 
routine personal care services and other appro-
priate services to the individual. 

‘‘(D) STATE.—The term ‘State’ has the mean-
ing given that term for purposes of title XIX. 

‘‘(c) FUNDING.— 
‘‘(1) IN GENERAL.—Subject to paragraph (2), 

out of any funds in the Treasury not otherwise 
appropriated, there are appropriated to the Sec-
retary to carry out subsections (a) and (b), 
$85,000,000 for each of fiscal years 2010 through 
2014. 

‘‘(2) TRAINING AND CERTIFICATION PROGRAMS 
FOR PERSONAL AND HOME CARE AIDES.—With re-
spect to the demonstration projects under sub-
section (b), the Secretary shall use $5,000,000 of 
the amount appropriated under paragraph (1) 
for each of fiscal years 2010 through 2012 to 
carry out such projects. No funds appropriated 
under paragraph (1) shall be used to carry out 
demonstration projects under subsection (b) 
after fiscal year 2012. 

‘‘(d) NONAPPLICATION.— 
‘‘(1) IN GENERAL.—Except as provided in para-

graph (2), the preceding sections of this title 
shall not apply to grant awarded under this sec-
tion. 

‘‘(2) LIMITATIONS ON USE OF GRANTS.—Section 
2005(a) (other than paragraph (6)) shall apply 
to a grant awarded under this section to the 
same extent and in the same manner as such 
section applies to payments to States under this 
title.’’. 

(b) EXTENSION OF FAMILY-TO-FAMILY HEALTH 
INFORMATION CENTERS.—Section 501(c)(1)(A)(iii) 
of the Social Security Act (42 U.S.C. 
701(c)(1)(A)(iii)) is amended by striking ‘‘fiscal 
year 2009’’ and inserting ‘‘each of fiscal years 
2009 through 2012’’. 
SEC. 5508. INCREASING TEACHING CAPACITY. 

(a) TEACHING HEALTH CENTERS TRAINING AND 
ENHANCEMENT.—Part C of title VII of the Public 
Health Service Act (42 U.S.C. 293k et. seq.), as 
amended by section 5303, is further amended by 
inserting after section 749 the following: 
‘‘SEC. 749A. TEACHING HEALTH CENTERS DEVEL-

OPMENT GRANTS. 
‘‘(a) PROGRAM AUTHORIZED.—The Secretary 

may award grants under this section to teaching 
health centers for the purpose of establishing 
new accredited or expanded primary care resi-
dency programs. 

‘‘(b) AMOUNT AND DURATION.—Grants award-
ed under this section shall be for a term of not 
more than 3 years and the maximum award may 
not be more than $500,000. 

‘‘(c) USE OF FUNDS.—Amounts provided under 
a grant under this section shall be used to cover 
the costs of— 

‘‘(1) establishing or expanding a primary care 
residency training program described in sub-
section (a), including costs associated with— 

‘‘(A) curriculum development; 

‘‘(B) recruitment, training and retention of 
residents and faculty: 

‘‘(C) accreditation by the Accreditation Coun-
cil for Graduate Medical Education (ACGME), 
the American Dental Association (ADA), or the 
American Osteopathic Association (AOA); and 

‘‘(D) faculty salaries during the development 
phase; and 

‘‘(2) technical assistance provided by an eligi-
ble entity. 

‘‘(d) APPLICATION.—A teaching health center 
seeking a grant under this section shall submit 
an application to the Secretary at such time, in 
such manner, and containing such information 
as the Secretary may require. 

‘‘(e) PREFERENCE FOR CERTAIN APPLICA-
TIONS.—In selecting recipients for grants under 
this section, the Secretary shall give preference 
to any such application that documents an ex-
isting affiliation agreement with an area health 
education center program as defined in sections 
751 and 799B. 

‘‘(f) DEFINITIONS.—In this section: 
‘‘(1) ELIGIBLE ENTITY.—The term ‘eligible enti-

ty’ means an organization capable of providing 
technical assistance including an area health 
education center program as defined in sections 
751 and 799B. 

‘‘(2) PRIMARY CARE RESIDENCY PROGRAM.— 
The term ‘primary care residency program’ 
means an approved graduate medical residency 
training program (as defined in section 340H) in 
family medicine, internal medicine, pediatrics, 
internal medicine-pediatrics, obstetrics and gyn-
ecology, psychiatry, general dentistry, pediatric 
dentistry, and geriatrics. 

‘‘(3) TEACHING HEALTH CENTER.— 
‘‘(A) IN GENERAL.—The term ‘teaching health 

center’ means an entity that— 
‘‘(i) is a community based, ambulatory patient 

care center; and 
‘‘(ii) operates a primary care residency pro-

gram. 
‘‘(B) INCLUSION OF CERTAIN ENTITIES.—Such 

term includes the following: 
‘‘(i) A Federally qualified health center (as 

defined in section 1905(l)(2)(B), of the Social Se-
curity Act). 

‘‘(ii) A community mental health center (as 
defined in section 1861(ff)(3)(B) of the Social Se-
curity Act). 

‘‘(iii) A rural health clinic, as defined in sec-
tion 1861(aa) of the Social Security Act. 

‘‘(iv) A health center operated by the Indian 
Health Service, an Indian tribe or tribal organi-
zation, or an urban Indian organization (as de-
fined in section 4 of the Indian Health Care Im-
provement Act). 

‘‘(v) An entity receiving funds under title X of 
the Public Health Service Act. 

‘‘(g) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated, 
$25,000,000 for fiscal year 2010, $50,000,000 for 
fiscal year 2011, $50,000,000 for fiscal year 2012, 
and such sums as may be necessary for each fis-
cal year thereafter to carry out this section. Not 
to exceed $5,000,000 annually may be used for 
technical assistance program grants.’’. 

(b) NATIONAL HEALTH SERVICE CORPS TEACH-
ING CAPACITY.—Section 338C(a) of the Public 
Health Service Act (42 U.S.C. 254m(a)) is amend-
ed to read as follows: 

‘‘(a) SERVICE IN FULL-TIME CLINICAL PRAC-
TICE.—Except as provided in section 338D, each 
individual who has entered into a written con-
tract with the Secretary under section 338A or 
338B shall provide service in the full-time clin-
ical practice of such individual’s profession as a 
member of the Corps for the period of obligated 
service provided in such contract. For the pur-
pose of calculating time spent in full-time clin-
ical practice under this subsection, up to 50 per-
cent of time spent teaching by a member of the 
Corps may be counted toward his or her service 
obligation.’’. 

(c) PAYMENTS TO QUALIFIED TEACHING 
HEALTH CENTERS.—Part D of title III of the 
Public Health Service Act (42 U.S.C. 254b et seq.) 
is amended by adding at the end the following: 

‘‘Subpart XI—Support of Graduate Medical 
Education in Qualified Teaching Health 
Centers 

‘‘SEC. 340H. PROGRAM OF PAYMENTS TO TEACH-
ING HEALTH CENTERS THAT OPER-
ATE GRADUATE MEDICAL EDU-
CATION PROGRAMS. 

‘‘(a) PAYMENTS.—Subject to subsection (h)(2), 
the Secretary shall make payments under this 
section for direct expenses and for indirect ex-
penses to qualified teaching health centers that 
are listed as sponsoring institutions by the rel-
evant accrediting body for expansion of existing 
or establishment of new approved graduate med-
ical residency training programs. 

‘‘(b) AMOUNT OF PAYMENTS.— 
‘‘(1) IN GENERAL.—Subject to paragraph (2), 

the amounts payable under this section to quali-
fied teaching health centers for an approved 
graduate medical residency training program for 
a fiscal year are each of the following amounts: 

‘‘(A) DIRECT EXPENSE AMOUNT.—The amount 
determined under subsection (c) for direct ex-
penses associated with sponsoring approved 
graduate medical residency training programs. 

‘‘(B) INDIRECT EXPENSE AMOUNT.—The 
amount determined under subsection (d) for in-
direct expenses associated with the additional 
costs relating to teaching residents in such pro-
grams. 

‘‘(2) CAPPED AMOUNT.— 
‘‘(A) IN GENERAL.—The total of the payments 

made to qualified teaching health centers under 
paragraph (1)(A) or paragraph (1)(B) in a fiscal 
year shall not exceed the amount of funds ap-
propriated under subsection (g) for such pay-
ments for that fiscal year. 

‘‘(B) LIMITATION.—The Secretary shall limit 
the funding of full-time equivalent residents in 
order to ensure the direct and indirect payments 
as determined under subsection (c) and (d) do 
not exceed the total amount of funds appro-
priated in a fiscal year under subsection (g). 

‘‘(c) AMOUNT OF PAYMENT FOR DIRECT GRAD-
UATE MEDICAL EDUCATION.— 

‘‘(1) IN GENERAL.—The amount determined 
under this subsection for payments to qualified 
teaching health centers for direct graduate ex-
penses relating to approved graduate medical 
residency training programs for a fiscal year is 
equal to the product of— 

‘‘(A) the updated national per resident 
amount for direct graduate medical education, 
as determined under paragraph (2); and 

‘‘(B) the average number of full-time equiva-
lent residents in the teaching health center’s 
graduate approved medical residency training 
programs as determined under section 1886(h)(4) 
of the Social Security Act (without regard to the 
limitation under subparagraph (F) of such sec-
tion) during the fiscal year. 

‘‘(2) UPDATED NATIONAL PER RESIDENT 
AMOUNT FOR DIRECT GRADUATE MEDICAL EDU-
CATION.—The updated per resident amount for 
direct graduate medical education for a quali-
fied teaching health center for a fiscal year is 
an amount determined as follows: 

‘‘(A) DETERMINATION OF QUALIFIED TEACHING 
HEALTH CENTER PER RESIDENT AMOUNT.—The 
Secretary shall compute for each individual 
qualified teaching health center a per resident 
amount— 

‘‘(i) by dividing the national average per resi-
dent amount computed under section 
340E(c)(2)(D) into a wage-related portion and a 
non-wage related portion by applying the pro-
portion determined under subparagraph (B); 

‘‘(ii) by multiplying the wage-related portion 
by the factor applied under section 1886(d)(3)(E) 
of the Social Security Act (but without applica-
tion of section 4410 of the Balanced Budget Act 
of 1997 (42 U.S.C. 1395ww note)) during the pre-
ceding fiscal year for the teaching health cen-
ter’s area; and 

‘‘(iii) by adding the non-wage-related portion 
to the amount computed under clause (ii). 

‘‘(B) UPDATING RATE.—The Secretary shall 
update such per resident amount for each such 
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qualified teaching health center as determined 
appropriate by the Secretary. 

‘‘(d) AMOUNT OF PAYMENT FOR INDIRECT MED-
ICAL EDUCATION.— 

‘‘(1) IN GENERAL.—The amount determined 
under this subsection for payments to qualified 
teaching health centers for indirect expenses as-
sociated with the additional costs of teaching 
residents for a fiscal year is equal to an amount 
determined appropriate by the Secretary. 

‘‘(2) FACTORS.—In determining the amount 
under paragraph (1), the Secretary shall— 

‘‘(A) evaluate indirect training costs relative 
to supporting a primary care residency program 
in qualified teaching health centers; and 

‘‘(B) based on this evaluation, assure that the 
aggregate of the payments for indirect expenses 
under this section and the payments for direct 
graduate medical education as determined 
under subsection (c) in a fiscal year do not ex-
ceed the amount appropriated for such expenses 
as determined in subsection (g). 

‘‘(3) INTERIM PAYMENT.—Before the Secretary 
makes a payment under this subsection pursu-
ant to a determination of indirect expenses 
under paragraph (1), the Secretary may provide 
to qualified teaching health centers a payment, 
in addition to any payment made under sub-
section (c), for expected indirect expenses associ-
ated with the additional costs of teaching resi-
dents for a fiscal year, based on an estimate by 
the Secretary. 

‘‘(e) CLARIFICATION REGARDING RELATIONSHIP 
TO OTHER PAYMENTS FOR GRADUATE MEDICAL 
EDUCATION.—Payments under this section— 

‘‘(1) shall be in addition to any payments— 
‘‘(A) for the indirect costs of medical edu-

cation under section 1886(d)(5)(B) of the Social 
Security Act; 

‘‘(B) for direct graduate medical education 
costs under section 1886(h) of such Act; and 

‘‘(C) for direct costs of medical education 
under section 1886(k) of such Act; 

‘‘(2) shall not be taken into account in apply-
ing the limitation on the number of total full- 
time equivalent residents under subparagraphs 
(F) and (G) of section 1886(h)(4) of such Act and 
clauses (v), (vi)(I), and (vi)(II) of section 
1886(d)(5)(B) of such Act for the portion of time 
that a resident rotates to a hospital; and 

‘‘(3) shall not include the time in which a resi-
dent is counted toward full-time equivalency by 
a hospital under paragraph (2) or under section 
1886(d)(5)(B)(iv) of the Social Security Act, sec-
tion 1886(h)(4)(E) of such Act, or section 340E of 
this Act. 

‘‘(f) RECONCILIATION.—The Secretary shall de-
termine any changes to the number of residents 
reported by a hospital in the application of the 
hospital for the current fiscal year to determine 
the final amount payable to the hospital for the 
current fiscal year for both direct expense and 
indirect expense amounts. Based on such deter-
mination, the Secretary shall recoup any over-
payments made to pay any balance due to the 
extent possible. The final amount so determined 
shall be considered a final intermediary deter-
mination for the purposes of section 1878 of the 
Social Security Act and shall be subject to ad-
ministrative and judicial review under that sec-
tion in the same manner as the amount of pay-
ment under section 1186(d) of such Act is subject 
to review under such section. 

‘‘(g) FUNDING.—To carry out this section, 
there are appropriated such sums as may be 
necessary, not to exceed $230,000,000, for the pe-
riod of fiscal years 2011 through 2015. 

‘‘(h) ANNUAL REPORTING REQUIRED.— 
‘‘(1) ANNUAL REPORT.—The report required 

under this paragraph for a qualified teaching 
health center for a fiscal year is a report that 
includes (in a form and manner specified by the 
Secretary) the following information for the 
residency academic year completed immediately 
prior to such fiscal year: 

‘‘(A) The types of primary care resident ap-
proved training programs that the qualified 
teaching health center provided for residents. 

‘‘(B) The number of approved training posi-
tions for residents described in paragraph (4). 

‘‘(C) The number of residents described in 
paragraph (4) who completed their residency 
training at the end of such residency academic 
year and care for vulnerable populations living 
in underserved areas. 

‘‘(D) Other information as deemed appropriate 
by the Secretary. 

‘‘(2) AUDIT AUTHORITY; LIMITATION ON PAY-
MENT.— 

‘‘(A) AUDIT AUTHORITY.—The Secretary may 
audit a qualified teaching health center to en-
sure the accuracy and completeness of the infor-
mation submitted in a report under paragraph 
(1). 

‘‘(B) LIMITATION ON PAYMENT.—A teaching 
health center may only receive payment in a 
cost reporting period for a number of such resi-
dent positions that is greater than the base level 
of primary care resident positions, as determined 
by the Secretary. For purposes of this subpara-
graph, the ‘base level of primary care residents’ 
for a teaching health center is the level of such 
residents as of a base period. 

‘‘(3) REDUCTION IN PAYMENT FOR FAILURE TO 
REPORT.— 

‘‘(A) IN GENERAL.—The amount payable under 
this section to a qualified teaching health center 
for a fiscal year shall be reduced by at least 25 
percent if the Secretary determines that— 

‘‘(i) the qualified teaching health center has 
failed to provide the Secretary, as an addendum 
to the qualified teaching health center’s appli-
cation under this section for such fiscal year, 
the report required under paragraph (1) for the 
previous fiscal year; or 

‘‘(ii) such report fails to provide complete and 
accurate information required under any sub-
paragraph of such paragraph. 

‘‘(B) NOTICE AND OPPORTUNITY TO PROVIDE 
ACCURATE AND MISSING INFORMATION.—Before 
imposing a reduction under subparagraph (A) 
on the basis of a qualified teaching health cen-
ter’s failure to provide complete and accurate 
information described in subparagraph (A)(ii), 
the Secretary shall provide notice to the teach-
ing health center of such failure and the Sec-
retary’s intention to impose such reduction and 
shall provide the teaching health center with 
the opportunity to provide the required informa-
tion within the period of 30 days beginning on 
the date of such notice. If the teaching health 
center provides such information within such 
period, no reduction shall be made under sub-
paragraph (A) on the basis of the previous fail-
ure to provide such information. 

‘‘(4) RESIDENTS.—The residents described in 
this paragraph are those who are in part-time or 
full-time equivalent resident training positions 
at a qualified teaching health center in any ap-
proved graduate medical residency training pro-
gram. 

‘‘(i) REGULATIONS.—The Secretary shall pro-
mulgate regulations to carry out this section. 

‘‘(j) DEFINITIONS.—In this section: 
‘‘(1) APPROVED GRADUATE MEDICAL RESIDENCY 

TRAINING PROGRAM.—The term ‘approved grad-
uate medical residency training program’ means 
a residency or other postgraduate medical train-
ing program— 

‘‘(A) participation in which may be counted 
toward certification in a specialty or sub-
specialty and includes formal postgraduate 
training programs in geriatric medicine ap-
proved by the Secretary; and 

‘‘(B) that meets criteria for accreditation (as 
established by the Accreditation Council for 
Graduate Medical Education, the American Os-
teopathic Association, or the American Dental 
Association). 

‘‘(2) PRIMARY CARE RESIDENCY PROGRAM.— 
The term ‘primary care residency program’ has 
the meaning given that term in section 749A. 

‘‘(3) QUALIFIED TEACHING HEALTH CENTER.— 
The term ‘qualified teaching health center’ has 
the meaning given the term ‘teaching health 
center’ in section 749A.’’. 

SEC. 5509. GRADUATE NURSE EDUCATION DEM-
ONSTRATION. 

(a) IN GENERAL.— 
(1) ESTABLISHMENT.— 
(A) IN GENERAL.—The Secretary shall estab-

lish a graduate nurse education demonstration 
under title XVIII of the Social Security Act (42 
U.S.C. 1395 et seq.) under which an eligible hos-
pital may receive payment for the hospital’s rea-
sonable costs (described in paragraph (2)) for 
the provision of qualified clinical training to ad-
vance practice nurses. 

(B) NUMBER.—The demonstration shall in-
clude up to 5 eligible hospitals. 

(C) WRITTEN AGREEMENTS.—Eligible hospitals 
selected to participate in the demonstration 
shall enter into written agreements pursuant to 
subsection (b) in order to reimburse the eligible 
partners of the hospital the share of the costs 
attributable to each partner. 

(2) COSTS DESCRIBED.— 
(A) IN GENERAL.—Subject to subparagraph (B) 

and subsection (d), the costs described in this 
paragraph are the reasonable costs (as described 
in section 1861(v) of the Social Security Act (42 
U.S.C. 1395x(v))) of each eligible hospital for the 
clinical training costs (as determined by the Sec-
retary) that are attributable to providing ad-
vanced practice registered nurses with qualified 
training. 

(B) LIMITATION.—With respect to a year, the 
amount reimbursed under subparagraph (A) 
may not exceed the amount of costs described in 
subparagraph (A) that are attributable to an in-
crease in the number of advanced practice reg-
istered nurses enrolled in a program that pro-
vides qualified training during the year and for 
which the hospital is being reimbursed under 
the demonstration, as compared to the average 
number of advanced practice registered nurses 
who graduated in each year during the period 
beginning on January 1, 2006, and ending on 
December 31, 2010 (as determined by the Sec-
retary) from the graduate nursing education 
program operated by the applicable school of 
nursing that is an eligible partner of the hos-
pital for purposes of the demonstration. 

(3) WAIVER AUTHORITY.—The Secretary may 
waive such requirements of titles XI and XVIII 
of the Social Security Act as may be necessary 
to carry out the demonstration. 

(4) ADMINISTRATION.—Chapter 35 of title 44, 
United States Code, shall not apply to the im-
plementation of this section. 

(b) WRITTEN AGREEMENTS WITH ELIGIBLE 
PARTNERS.—No payment shall be made under 
this section to an eligible hospital unless such 
hospital has in effect a written agreement with 
the eligible partners of the hospital. Such writ-
ten agreement shall describe, at a minimum— 

(1) the obligations of the eligible partners with 
respect to the provision of qualified training; 
and 

(2) the obligation of the eligible hospital to re-
imburse such eligible partners applicable (in a 
timely manner) for the costs of such qualified 
training attributable to partner. 

(c) EVALUATION.—Not later than October 17, 
2017, the Secretary shall submit to Congress a 
report on the demonstration. Such report shall 
include an analysis of the following: 

(1) The growth in the number of advanced 
practice registered nurses with respect to a spe-
cific base year as a result of the demonstration. 

(2) The growth for each of the specialties de-
scribed in subparagraphs (A) through (D) of 
subsection (e)(1). 

(3) The costs to the Medicare program under 
title XVIII of the Social Security Act as a result 
of the demonstration. 

(4) Other items the Secretary determines ap-
propriate and relevant. 

(d) FUNDING.— 
(1) IN GENERAL.—There is hereby appropriated 

to the Secretary, out of any funds in the Treas-
ury not otherwise appropriated, $50,000,000 for 
each of fiscal years 2012 through 2015 to carry 
out this section, including the design, implemen-
tation, monitoring, and evaluation of the dem-
onstration. 
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(2) PRORATION.—If the aggregate payments to 

eligible hospitals under the demonstration ex-
ceed $50,000,000 for a fiscal year described in 
paragraph (1), the Secretary shall prorate the 
payment amounts to each eligible hospital in 
order to ensure that the aggregate payments do 
not exceed such amount. 

(3) WITHOUT FISCAL YEAR LIMITATION.— 
Amounts appropriated under this subsection 
shall remain available without fiscal year limi-
tation. 

(e) DEFINITIONS.—In this section: 
(1) ADVANCED PRACTICE REGISTERED NURSE.— 

The term ‘‘advanced practice registered nurse’’ 
includes the following: 

(A) A clinical nurse specialist (as defined in 
subsection (aa)(5) of section 1861 of the Social 
Security Act (42 U.S.C. 1395x)). 

(B) A nurse practitioner (as defined in such 
subsection). 

(C) A certified registered nurse anesthetist (as 
defined in subsection (bb)(2) of such section). 

(D) A certified nurse-midwife (as defined in 
subsection (gg)(2) of such section). 

(2) APPLICABLE NON-HOSPITAL COMMUNITY- 
BASED CARE SETTING.—The term ‘‘applicable 
non-hospital community-based care setting’’ 
means a non-hospital community-based care set-
ting which has entered into a written agreement 
(as described in subsection (b)) with the eligible 
hospital participating in the demonstration. 
Such settings include Federally qualified health 
centers, rural health clinics, and other non-hos-
pital settings as determined appropriate by the 
Secretary. 

(3) APPLICABLE SCHOOL OF NURSING.—The 
term ‘‘applicable school of nursing’’ means an 
accredited school of nursing (as defined in sec-
tion 801 of the Public Health Service Act) which 
has entered into a written agreement (as de-
scribed in subsection (b)) with the eligible hos-
pital participating in the demonstration. 

(4) DEMONSTRATION.—The term ‘‘demonstra-
tion’’ means the graduate nurse education dem-
onstration established under subsection (a). 

(5) ELIGIBLE HOSPITAL.—The term ‘‘eligible 
hospital’’ means a hospital (as defined in sub-
section (e) of section 1861 of the Social Security 
Act (42 U.S.C. 1395x)) or a critical access hos-
pital (as defined in subsection (mm)(1) of such 
section) that has a written agreement in place 
with— 

(A) 1 or more applicable schools of nursing; 
and 

(B) 2 or more applicable non-hospital commu-
nity-based care settings. 

(6) ELIGIBLE PARTNERS.—The term ‘‘eligible 
partners’’ includes the following: 

(A) An applicable non-hospital community- 
based care setting. 

(B) An applicable school of nursing. 
(7) QUALIFIED TRAINING.— 
(A) IN GENERAL.—The term ‘‘qualified train-

ing’’ means training— 
(i) that provides an advanced practice reg-

istered nurse with the clinical skills necessary to 
provide primary care, preventive care, transi-
tional care, chronic care management, and other 
services appropriate for individuals entitled to, 
or enrolled for, benefits under part A of title 
XVIII of the Social Security Act, or enrolled 
under part B of such title; and 

(ii) subject to subparagraph (B), at least half 
of which is provided in a non-hospital commu-
nity-based care setting. 

(B) WAIVER OF REQUIREMENT HALF OF TRAIN-
ING BE PROVIDED IN NON-HOSPITAL COMMUNITY- 
BASED CARE SETTING IN CERTAIN AREAS.—The 
Secretary may waive the requirement under sub-
paragraph (A)(ii) with respect to eligible hos-
pitals located in rural or medically underserved 
areas. 

(8) SECRETARY.—The term ‘‘Secretary’’ means 
the Secretary of Health and Human Services. 
Subtitle G—Improving Access to Health Care 

Services 
SEC. 5601. SPENDING FOR FEDERALLY QUALIFIED 

HEALTH CENTERS (FQHCS). 
(a) IN GENERAL.—Section 330(r) of the Public 

Health Service Act (42 U.S.C. 254b(r)) is amend-

ed by striking paragraph (1) and inserting the 
following: 

‘‘(1) GENERAL AMOUNTS FOR GRANTS.—For the 
purpose of carrying out this section, in addition 
to the amounts authorized to be appropriated 
under subsection (d), there is authorized to be 
appropriated the following: 

‘‘(A) For fiscal year 2010, $2,988,821,592. 
‘‘(B) For fiscal year 2011, $3,862,107,440. 
‘‘(C) For fiscal year 2012, $4,990,553,440. 
‘‘(D) For fiscal year 2013, $6,448,713,307. 
‘‘(E) For fiscal year 2014, $7,332,924,155. 
‘‘(F) For fiscal year 2015, $8,332,924,155. 
‘‘(G) For fiscal year 2016, and each subsequent 

fiscal year, the amount appropriated for the 
preceding fiscal year adjusted by the product 
of— 

‘‘(i) one plus the average percentage increase 
in costs incurred per patient served; and 

‘‘(ii) one plus the average percentage increase 
in the total number of patients served.’’. 

(b) RULE OF CONSTRUCTION.—Section 330(r) of 
the Public Health Service Act (42 U.S.C. 254b(r)) 
is amended by adding at the end the following: 

‘‘(4) RULE OF CONSTRUCTION WITH RESPECT TO 
RURAL HEALTH CLINICS.— 

‘‘(A) IN GENERAL.—Nothing in this section 
shall be construed to prevent a community 
health center from contracting with a Federally 
certified rural health clinic (as defined in sec-
tion 1861(aa)(2) of the Social Security Act), a 
low-volume hospital (as defined for purposes of 
section 1886 of such Act), a critical access hos-
pital, a sole community hospital (as defined for 
purposes of section 1886(d)(5)(D)(iii) of such 
Act), or a medicare-dependent share hospital (as 
defined for purposes of section 1886(d)(5)(G)(iv) 
of such Act) for the delivery of primary health 
care services that are available at the clinic or 
hospital to individuals who would otherwise be 
eligible for free or reduced cost care if that indi-
vidual were able to obtain that care at the com-
munity health center. Such services may be lim-
ited in scope to those primary health care serv-
ices available in that clinic or hospitals. 

‘‘(B) ASSURANCES.—In order for a clinic or 
hospital to receive funds under this section 
through a contract with a community health 
center under subparagraph (A), such clinic or 
hospital shall establish policies to ensure— 

‘‘(i) nondiscrimination based on the ability of 
a patient to pay; and 

‘‘(ii) the establishment of a sliding fee scale 
for low-income patients.’’. 
SEC. 5602. NEGOTIATED RULEMAKING FOR DE-

VELOPMENT OF METHODOLOGY AND 
CRITERIA FOR DESIGNATING MEDI-
CALLY UNDERSERVED POPULATIONS 
AND HEALTH PROFESSIONS SHORT-
AGE AREAS. 

(a) ESTABLISHMENT.— 
(1) IN GENERAL.—The Secretary of Health and 

Human Services (in this section referred to as 
the ‘‘Secretary’’) shall establish, through a ne-
gotiated rulemaking process under subchapter 3 
of chapter 5 of title 5, United States Code, a 
comprehensive methodology and criteria for des-
ignation of— 

(A) medically underserved populations in ac-
cordance with section 330(b)(3) of the Public 
Health Service Act (42 U.S.C. 254b(b)(3)); 

(B) health professions shortage areas under 
section 332 of the Public Health Service Act (42 
U.S.C. 254e). 

(2) FACTORS TO CONSIDER.—In establishing the 
methodology and criteria under paragraph (1), 
the Secretary— 

(A) shall consult with relevant stakeholders 
who will be significantly affected by a rule 
(such as national, State and regional organiza-
tions representing affected entities), State 
health offices, community organizations, health 
centers and other affected entities, and other in-
terested parties; and 

(B) shall take into account— 
(i) the timely availability and appropriateness 

of data used to determine a designation to po-
tential applicants for such designations; 

(ii) the impact of the methodology and criteria 
on communities of various types and on health 
centers and other safety net providers; 

(iii) the degree of ease or difficulty that will 
face potential applicants for such designations 
in securing the necessary data; and 

(iv) the extent to which the methodology accu-
rately measures various barriers that confront 
individuals and population groups in seeking 
health care services. 

(b) PUBLICATION OF NOTICE.—In carrying out 
the rulemaking process under this subsection, 
the Secretary shall publish the notice provided 
for under section 564(a) of title 5, United States 
Code, by not later than 45 days after the date of 
the enactment of this Act. 

(c) TARGET DATE FOR PUBLICATION OF 
RULE.—As part of the notice under subsection 
(b), and for purposes of this subsection, the 
‘‘target date for publication’’, as referred to in 
section 564(a)(5) of title 5, United Sates Code, 
shall be July 1, 2010. 

(d) APPOINTMENT OF NEGOTIATED RULE-
MAKING COMMITTEE AND FACILITATOR.—The 
Secretary shall provide for— 

(1) the appointment of a negotiated rule-
making committee under section 565(a) of title 5, 
United States Code, by not later than 30 days 
after the end of the comment period provided for 
under section 564(c) of such title; and 

(2) the nomination of a facilitator under sec-
tion 566(c) of such title 5 by not later than 10 
days after the date of appointment of the com-
mittee. 

(e) PRELIMINARY COMMITTEE REPORT.—The 
negotiated rulemaking committee appointed 
under subsection (d) shall report to the Sec-
retary, by not later than April 1, 2010, regarding 
the committee’s progress on achieving a con-
sensus with regard to the rulemaking proceeding 
and whether such consensus is likely to occur 
before one month before the target date for pub-
lication of the rule. If the committee reports that 
the committee has failed to make significant 
progress toward such consensus or is unlikely to 
reach such consensus by the target date, the 
Secretary may terminate such process and pro-
vide for the publication of a rule under this sec-
tion through such other methods as the Sec-
retary may provide. 

(f) FINAL COMMITTEE REPORT.—If the com-
mittee is not terminated under subsection (e), 
the rulemaking committee shall submit a report 
containing a proposed rule by not later than 
one month before the target publication date. 

(g) INTERIM FINAL EFFECT.—The Secretary 
shall publish a rule under this section in the 
Federal Register by not later than the target 
publication date. Such rule shall be effective 
and final immediately on an interim basis, but is 
subject to change and revision after public no-
tice and opportunity for a period (of not less 
than 90 days) for public comment. In connection 
with such rule, the Secretary shall specify the 
process for the timely review and approval of 
applications for such designations pursuant to 
such rules and consistent with this section. 

(h) PUBLICATION OF RULE AFTER PUBLIC COM-
MENT.—The Secretary shall provide for consid-
eration of such comments and republication of 
such rule by not later than 1 year after the tar-
get publication date. 
SEC. 5603. REAUTHORIZATION OF THE WAKE-

FIELD EMERGENCY MEDICAL SERV-
ICES FOR CHILDREN PROGRAM. 

Section 1910 of the Public Health Service Act 
(42 U.S.C. 300w–9) is amended— 

(1) in subsection (a), by striking ‘‘3-year pe-
riod (with an optional 4th year’’ and inserting 
‘‘4-year period (with an optional 5th year’’; and 

(2) in subsection (d)— 
(A) by striking ‘‘and such sums’’ and insert-

ing ‘‘such sums’’; and 
(B) by inserting before the period the fol-

lowing: ‘‘, $25,000,000 for fiscal year 2010, 
$26,250,000 for fiscal year 2011, $27,562,500 for 
fiscal year 2012, $28,940,625 for fiscal year 2013, 
and $30,387,656 for fiscal year 2014’’. 
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SEC. 5604. CO-LOCATING PRIMARY AND SPE-

CIALTY CARE IN COMMUNITY-BASED 
MENTAL HEALTH SETTINGS. 

Subpart 3 of part B of title V of the Public 
Health Service Act (42 U.S.C. 290bb–31 et seq.) is 
amended by adding at the end the following: 
‘‘SEC. 520K. AWARDS FOR CO-LOCATING PRIMARY 

AND SPECIALTY CARE IN COMMU-
NITY-BASED MENTAL HEALTH SET-
TINGS. 

‘‘(a) DEFINITIONS.—In this section: 
‘‘(1) ELIGIBLE ENTITY.—The term ‘eligible enti-

ty’ means a qualified community mental health 
program defined under section 1913(b)(1). 

‘‘(2) SPECIAL POPULATIONS.—The term ‘special 
populations’ means adults with mental illnesses 
who have co-occurring primary care conditions 
and chronic diseases. 

‘‘(b) PROGRAM AUTHORIZED.—The Secretary, 
acting through the Administrator shall award 
grants and cooperative agreements to eligible 
entities to establish demonstration projects for 
the provision of coordinated and integrated 
services to special populations through the co- 
location of primary and specialty care services 
in community-based mental and behavioral 
health settings. 

‘‘(c) APPLICATION.—To be eligible to receive a 
grant or cooperative agreement under this sec-
tion, an eligible entity shall submit an applica-
tion to the Administrator at such time, in such 
manner, and accompanied by such information 
as the Administrator may require, including a 
description of partnerships, or other arrange-
ments with local primary care providers, includ-
ing community health centers, to provide serv-
ices to special populations. 

‘‘(d) USE OF FUNDS.— 
‘‘(1) IN GENERAL.—For the benefit of special 

populations, an eligible entity shall use funds 
awarded under this section for— 

‘‘(A) the provision, by qualified primary care 
professionals, of on site primary care services; 

‘‘(B) reasonable costs associated with medi-
cally necessary referrals to qualified specialty 
care professionals, other coordinators of care or, 
if permitted by the terms of the grant or cooper-
ative agreement, by qualified specialty care pro-
fessionals on a reasonable cost basis on site at 
the eligible entity; 

‘‘(C) information technology required to ac-
commodate the clinical needs of primary and 
specialty care professionals; or 

‘‘(D) facility modifications needed to bring 
primary and specialty care professionals on site 
at the eligible entity. 

‘‘(2) LIMITATION.—Not to exceed 15 percent of 
grant or cooperative agreement funds may be 
used for activities described in subparagraphs 
(C) and (D) of paragraph (1). 

‘‘(e) EVALUATION.—Not later than 90 days 
after a grant or cooperative agreement awarded 
under this section expires, an eligible entity 
shall submit to the Secretary the results of an 
evaluation to be conducted by the entity con-
cerning the effectiveness of the activities carried 
out under the grant or agreement. 

‘‘(f) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section, $50,000,000 for fiscal year 2010 
and such sums as may be necessary for each of 
fiscal years 2011 through 2014.’’. 
SEC. 5605. KEY NATIONAL INDICATORS. 

(a) DEFINITIONS.—In this section: 
(1) ACADEMY.—The term ‘‘Academy’’ means 

the National Academy of Sciences. 
(2) COMMISSION.—The term ‘‘Commission’’ 

means the Commission on Key National Indica-
tors established under subsection (b). 

(3) INSTITUTE.—The term ‘‘Institute’’ means a 
Key National Indicators Institute as designated 
under subsection (c)(3). 

(b) COMMISSION ON KEY NATIONAL INDICA-
TORS.— 

(1) ESTABLISHMENT.—There is established a 
‘‘Commission on Key National Indicators’’. 

(2) MEMBERSHIP.— 
(A) NUMBER AND APPOINTMENT.—The Commis-

sion shall be composed of 8 members, to be ap-

pointed equally by the majority and minority 
leaders of the Senate and the Speaker and mi-
nority leader of the House of Representatives. 

(B) PROHIBITED APPOINTMENTS.—Members of 
the Commission shall not include Members of 
Congress or other elected Federal, State, or local 
government officials. 

(C) QUALIFICATIONS.—In making appoint-
ments under subparagraph (A), the majority 
and minority leaders of the Senate and the 
Speaker and minority leader of the House of 
Representatives shall appoint individuals who 
have shown a dedication to improving civic dia-
logue and decision-making through the wide use 
of scientific evidence and factual information. 

(D) PERIOD OF APPOINTMENT.—Each member 
of the Commission shall be appointed for a 2- 
year term, except that 1 initial appointment 
shall be for 3 years. Any vacancies shall not af-
fect the power and duties of the Commission but 
shall be filled in the same manner as the origi-
nal appointment and shall last only for the re-
mainder of that term. 

(E) DATE.—Members of the Commission shall 
be appointed by not later than 30 days after the 
date of enactment of this Act. 

(F) INITIAL ORGANIZING PERIOD.—–Not later 
than 60 days after the date of enactment of this 
Act, the Commission shall develop and imple-
ment a schedule for completion of the review 
and reports required under subsection (d). 

(G) CO-CHAIRPERSONS.—The Commission shall 
select 2 Co-Chairpersons from among its mem-
bers. 

(c) DUTIES OF THE COMMISSION.— 
(1) IN GENERAL.—The Commission shall— 
(A) conduct comprehensive oversight of a 

newly established key national indicators sys-
tem consistent with the purpose described in this 
subsection; 

(B) make recommendations on how to improve 
the key national indicators system; 

(C) coordinate with Federal Government users 
and information providers to assure access to 
relevant and quality data; and 

(D) enter into contracts with the Academy. 
(2) REPORTS.— 
(A) ANNUAL REPORT TO CONGRESS.—Not later 

than 1 year after the selection of the 2 Co- 
Chairpersons of the Commission, and each sub-
sequent year thereafter, the Commission shall 
prepare and submit to the appropriate Commit-
tees of Congress and the President a report that 
contains a detailed statement of the rec-
ommendations, findings, and conclusions of the 
Commission on the activities of the Academy 
and a designated Institute related to the estab-
lishment of a Key National Indicator System. 

(B) ANNUAL REPORT TO THE ACADEMY.— 
(i) IN GENERAL.—Not later than 6 months after 

the selection of the 2 Co-Chairpersons of the 
Commission, and each subsequent year there-
after, the Commission shall prepare and submit 
to the Academy and a designated Institute a re-
port making recommendations concerning poten-
tial issue areas and key indicators to be in-
cluded in the Key National Indicators. 

(ii) LIMITATION.—The Commission shall not 
have the authority to direct the Academy or, if 
established, the Institute, to adopt, modify, or 
delete any key indicators. 

(3) CONTRACT WITH THE NATIONAL ACADEMY OF 
SCIENCES.— 

(A) IN GENERAL.—–As soon as practicable after 
the selection of the 2 Co-Chairpersons of the 
Commission, the Co-Chairpersons shall enter 
into an arrangement with the National Acad-
emy of Sciences under which the Academy 
shall— 

(i) review available public and private sector 
research on the selection of a set of key national 
indicators; 

(ii) determine how best to establish a key na-
tional indicator system for the United States, by 
either creating its own institutional capability 
or designating an independent private nonprofit 
organization as an Institute to implement a key 
national indicator system; 

(iii) if the Academy designates an independent 
Institute under clause (ii), provide scientific and 
technical advice to the Institute and create an 
appropriate governance mechanism that bal-
ances Academy involvement and the independ-
ence of the Institute; and 

(iv) provide an annual report to the Commis-
sion addressing scientific and technical issues 
related to the key national indicator system 
and, if established, the Institute, and govern-
ance of the Institute’s budget and operations. 

(B) PARTICIPATION.—In executing the ar-
rangement under subparagraph (A), the Na-
tional Academy of Sciences shall convene a 
multi-sector, multi-disciplinary process to define 
major scientific and technical issues associated 
with developing, maintaining, and evolving a 
Key National Indicator System and, if an Insti-
tute is established, to provide it with scientific 
and technical advice. 

(C) ESTABLISHMENT OF A KEY NATIONAL INDI-
CATOR SYSTEM.— 

(i) IN GENERAL.—In executing the arrange-
ment under subparagraph (A), the National 
Academy of Sciences shall enable the establish-
ment of a key national indicator system by— 

(I) creating its own institutional capability; or 
(II) partnering with an independent private 

nonprofit organization as an Institute to imple-
ment a key national indicator system. 

(ii) INSTITUTE.—If the Academy designates an 
Institute under clause (i)(II), such Institute 
shall be a non-profit entity (as defined for pur-
poses of section 501(c)(3) of the Internal Rev-
enue Code of 1986) with an educational mission, 
a governance structure that emphasizes inde-
pendence, and characteristics that make such 
entity appropriate for establishing a key na-
tional indicator system. 

(iii) RESPONSIBILITIES.—Either the Academy 
or the Institute designated under clause (i)(II) 
shall be responsible for the following: 

(I) Identifying and selecting issue areas to be 
represented by the key national indicators. 

(II) Identifying and selecting the measures 
used for key national indicators within the issue 
areas under subclause (I). 

(III) Identifying and selecting data to popu-
late the key national indicators described under 
subclause (II). 

(IV) Designing, publishing, and maintaining a 
public website that contains a freely accessible 
database allowing public access to the key na-
tional indicators. 

(V) Developing a quality assurance framework 
to ensure rigorous and independent processes 
and the selection of quality data. 

(VI) Developing a budget for the construction 
and management of a sustainable, adaptable, 
and evolving key national indicator system that 
reflects all Commission funding of Academy 
and, if an Institute is established, Institute ac-
tivities. 

(VII) Reporting annually to the Commission 
regarding its selection of issue areas, key indica-
tors, data, and progress toward establishing a 
web-accessible database. 

(VIII) Responding directly to the Commission 
in response to any Commission recommendations 
and to the Academy regarding any inquiries by 
the Academy. 

(iv) GOVERNANCE.—Upon the establishment of 
a key national indicator system, the Academy 
shall create an appropriate governance mecha-
nism that incorporates advisory and control 
functions. If an Institute is designated under 
clause (i)(II), the governance mechanism shall 
balance appropriate Academy involvement and 
the independence of the Institute. 

(v) MODIFICATION AND CHANGES.—The Acad-
emy shall retain the sole discretion, at any time, 
to alter its approach to the establishment of a 
key national indicator system or, if an Institute 
is designated under clause (i)(II), to alter any 
aspect of its relationship with the Institute or to 
designate a different non-profit entity to serve 
as the Institute. 

(vi) CONSTRUCTION.—Nothing in this section 
shall be construed to limit the ability of the 
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Academy or the Institute designated under 
clause (i)(II) to receive private funding for ac-
tivities related to the establishment of a key na-
tional indicator system. 

(D) ANNUAL REPORT.—As part of the arrange-
ment under subparagraph (A), the National 
Academy of Sciences shall, not later than 270 
days after the date of enactment of this Act, 
and annually thereafter, submit to the Co- 
Chairpersons of the Commission a report that 
contains the findings and recommendations of 
the Academy. 

(d) GOVERNMENT ACCOUNTABILITY OFFICE 
STUDY AND REPORT.— 

(1) GAO STUDY.—The Comptroller General of 
the United States shall conduct a study of pre-
vious work conducted by all public agencies, 
private organizations, or foreign countries with 
respect to best practices for a key national indi-
cator system. The study shall be submitted to 
the appropriate authorizing committees of Con-
gress. 

(2) GAO FINANCIAL AUDIT.—If an Institute is 
established under this section, the Comptroller 
General shall conduct an annual audit of the fi-
nancial statements of the Institute, in accord-
ance with generally accepted government audit-
ing standards and submit a report on such audit 
to the Commission and the appropriate author-
izing committees of Congress. 

(3) GAO PROGRAMMATIC REVIEW.—The Comp-
troller General of the United States shall con-
duct programmatic assessments of the Institute 
established under this section as determined 
necessary by the Comptroller General and report 
the findings to the Commission and to the ap-
propriate authorizing committees of Congress. 

(e) AUTHORIZATION OF APPROPRIATIONS.— 
(1) IN GENERAL.—–There are authorized to be 

appropriated to carry out the purposes of this 
section, $10,000,000 for fiscal year 2010, and 
$7,500,000 for each of fiscal year 2011 through 
2018. 

(2) AVAILABILITY.—–Amounts appropriated 
under paragraph (1) shall remain available 
until expended. 

Subtitle H—General Provisions 
SEC. 5701. REPORTS. 

(a) REPORTS BY SECRETARY OF HEALTH AND 
HUMAN SERVICES.—On an annual basis, the Sec-
retary of Health and Human Services shall sub-
mit to the appropriate Committees of Congress a 
report on the activities carried out under the 
amendments made by this title, and the effec-
tiveness of such activities. 

(b) REPORTS BY RECIPIENTS OF FUNDS.—The 
Secretary of Health and Human Services may 
require, as a condition of receiving funds under 
the amendments made by this title, that the en-
tity receiving such award submit to such Sec-
retary such reports as the such Secretary may 
require on activities carried out with such 
award, and the effectiveness of such activities. 
TITLE VI—TRANSPARENCY AND PROGRAM 

INTEGRITY 
Subtitle A—Physician Ownership and Other 

Transparency 
SEC. 6001. LIMITATION ON MEDICARE EXCEPTION 

TO THE PROHIBITION ON CERTAIN 
PHYSICIAN REFERRALS FOR HOS-
PITALS. 

(a) IN GENERAL.—Section 1877 of the Social 
Security Act (42 U.S.C. 1395nn) is amended— 

(1) in subsection (d)(2)— 
(A) in subparagraph (A), by striking ‘‘and’’ at 

the end; 
(B) in subparagraph (B), by striking the pe-

riod at the end and inserting ‘‘; and’’; and 
(C) by adding at the end the following new 

subparagraph: 
‘‘(C) in the case where the entity is a hospital, 

the hospital meets the requirements of para-
graph (3)(D).’’; 

(2) in subsection (d)(3)— 
(A) in subparagraph (B), by striking ‘‘and’’ at 

the end; 
(B) in subparagraph (C), by striking the pe-

riod at the end and inserting ‘‘; and’’; and 

(C) by adding at the end the following new 
subparagraph: 

‘‘(D) the hospital meets the requirements de-
scribed in subsection (i)(1) not later than 18 
months after the date of the enactment of this 
subparagraph.’’; and 

(3) by adding at the end the following new 
subsection: 

‘‘(i) REQUIREMENTS FOR HOSPITALS TO QUAL-
IFY FOR RURAL PROVIDER AND HOSPITAL EXCEP-
TION TO OWNERSHIP OR INVESTMENT PROHIBI-
TION.— 

‘‘(1) REQUIREMENTS DESCRIBED.—For purposes 
of subsection (d)(3)(D), the requirements de-
scribed in this paragraph for a hospital are as 
follows: 

‘‘(A) PROVIDER AGREEMENT.—The hospital 
had— 

‘‘(i) physician ownership or investment on 
February 1, 2010; and 

‘‘(ii) a provider agreement under section 1866 
in effect on such date. 

‘‘(B) LIMITATION ON EXPANSION OF FACILITY 
CAPACITY.—Except as provided in paragraph (3), 
the number of operating rooms, procedure 
rooms, and beds for which the hospital is li-
censed at any time on or after the date of the 
enactment of this subsection is no greater than 
the number of operating rooms, procedure 
rooms, and beds for which the hospital is li-
censed as of such date. 

‘‘(C) PREVENTING CONFLICTS OF INTEREST.— 
‘‘(i) The hospital submits to the Secretary an 

annual report containing a detailed description 
of— 

‘‘(I) the identity of each physician owner or 
investor and any other owners or investors of 
the hospital; and 

‘‘(II) the nature and extent of all ownership 
and investment interests in the hospital. 

‘‘(ii) The hospital has procedures in place to 
require that any referring physician owner or 
investor discloses to the patient being referred, 
by a time that permits the patient to make a 
meaningful decision regarding the receipt of 
care, as determined by the Secretary— 

‘‘(I) the ownership or investment interest, as 
applicable, of such referring physician in the 
hospital; and 

‘‘(II) if applicable, any such ownership or in-
vestment interest of the treating physician. 

‘‘(iii) The hospital does not condition any 
physician ownership or investment interests ei-
ther directly or indirectly on the physician 
owner or investor making or influencing refer-
rals to the hospital or otherwise generating busi-
ness for the hospital. 

‘‘(iv) The hospital discloses the fact that the 
hospital is partially owned or invested in by 
physicians— 

‘‘(I) on any public website for the hospital; 
and 

‘‘(II) in any public advertising for the hos-
pital. 

‘‘(D) ENSURING BONA FIDE INVESTMENT.— 
‘‘(i) The percentage of the total value of the 

ownership or investment interests held in the 
hospital, or in an entity whose assets include 
the hospital, by physician owners or investors in 
the aggregate does not exceed such percentage 
as of the date of enactment of this subsection. 

‘‘(ii) Any ownership or investment interests 
that the hospital offers to a physician owner or 
investor are not offered on more favorable terms 
than the terms offered to a person who is not a 
physician owner or investor. 

‘‘(iii) The hospital (or any owner or investor 
in the hospital) does not directly or indirectly 
provide loans or financing for any investment in 
the hospital by a physician owner or investor. 

‘‘(iv) The hospital (or any owner or investor 
in the hospital) does not directly or indirectly 
guarantee a loan, make a payment toward a 
loan, or otherwise subsidize a loan, for any indi-
vidual physician owner or investor or group of 
physician owners or investors that is related to 
acquiring any ownership or investment interest 
in the hospital. 

‘‘(v) Ownership or investment returns are dis-
tributed to each owner or investor in the hos-
pital in an amount that is directly proportional 
to the ownership or investment interest of such 
owner or investor in the hospital. 

‘‘(vi) Physician owners and investors do not 
receive, directly or indirectly, any guaranteed 
receipt of or right to purchase other business in-
terests related to the hospital, including the 
purchase or lease of any property under the 
control of other owners or investors in the hos-
pital or located near the premises of the hos-
pital. 

‘‘(vii) The hospital does not offer a physician 
owner or investor the opportunity to purchase 
or lease any property under the control of the 
hospital or any other owner or investor in the 
hospital on more favorable terms than the terms 
offered to an individual who is not a physician 
owner or investor. 

‘‘(E) PATIENT SAFETY.— 
‘‘(i) Insofar as the hospital admits a patient 

and does not have any physician available on 
the premises to provide services during all hours 
in which the hospital is providing services to 
such patient, before admitting the patient— 

‘‘(I) the hospital discloses such fact to a pa-
tient; and 

‘‘(II) following such disclosure, the hospital 
receives from the patient a signed acknowledg-
ment that the patient understands such fact. 

‘‘(ii) The hospital has the capacity to— 
‘‘(I) provide assessment and initial treatment 

for patients; and 
‘‘(II) refer and transfer patients to hospitals 

with the capability to treat the needs of the pa-
tient involved. 

‘‘(F) LIMITATION ON APPLICATION TO CERTAIN 
CONVERTED FACILITIES.—The hospital was not 
converted from an ambulatory surgical center to 
a hospital on or after the date of enactment of 
this subsection. 

‘‘(2) PUBLICATION OF INFORMATION RE-
PORTED.—The Secretary shall publish, and up-
date on an annual basis, the information sub-
mitted by hospitals under paragraph (1)(C)(i) on 
the public Internet website of the Centers for 
Medicare & Medicaid Services. 

‘‘(3) EXCEPTION TO PROHIBITION ON EXPANSION 
OF FACILITY CAPACITY.— 

‘‘(A) PROCESS.— 
‘‘(i) ESTABLISHMENT.—The Secretary shall es-

tablish and implement a process under which an 
applicable hospital (as defined in subparagraph 
(E)) may apply for an exception from the re-
quirement under paragraph (1)(B). 

‘‘(ii) OPPORTUNITY FOR COMMUNITY INPUT.— 
The process under clause (i) shall provide indi-
viduals and entities in the community in which 
the applicable hospital applying for an excep-
tion is located with the opportunity to provide 
input with respect to the application. 

‘‘(iii) TIMING FOR IMPLEMENTATION.—The Sec-
retary shall implement the process under clause 
(i) on August 1, 2011. 

‘‘(iv) REGULATIONS.—Not later than July 1, 
2011, the Secretary shall promulgate regulations 
to carry out the process under clause (i). 

‘‘(B) FREQUENCY.—The process described in 
subparagraph (A) shall permit an applicable 
hospital to apply for an exception up to once 
every 2 years. 

‘‘(C) PERMITTED INCREASE.— 
‘‘(i) IN GENERAL.—Subject to clause (ii) and 

subparagraph (D), an applicable hospital grant-
ed an exception under the process described in 
subparagraph (A) may increase the number of 
operating rooms, procedure rooms, and beds for 
which the applicable hospital is licensed above 
the baseline number of operating rooms, proce-
dure rooms, and beds of the applicable hospital 
(or, if the applicable hospital has been granted 
a previous exception under this paragraph, 
above the number of operating rooms, procedure 
rooms, and beds for which the hospital is li-
censed after the application of the most recent 
increase under such an exception). 

‘‘(ii) 100 PERCENT INCREASE LIMITATION.—The 
Secretary shall not permit an increase in the 
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number of operating rooms, procedure rooms, 
and beds for which an applicable hospital is li-
censed under clause (i) to the extent such in-
crease would result in the number of operating 
rooms, procedure rooms, and beds for which the 
applicable hospital is licensed exceeding 200 per-
cent of the baseline number of operating rooms, 
procedure rooms, and beds of the applicable hos-
pital. 

‘‘(iii) BASELINE NUMBER OF OPERATING ROOMS, 
PROCEDURE ROOMS, AND BEDS.—In this para-
graph, the term ‘baseline number of operating 
rooms, procedure rooms, and beds’ means the 
number of operating rooms, procedure rooms, 
and beds for which the applicable hospital is li-
censed as of the date of enactment of this sub-
section. 

‘‘(D) INCREASE LIMITED TO FACILITIES ON THE 
MAIN CAMPUS OF THE HOSPITAL.—Any increase 
in the number of operating rooms, procedure 
rooms, and beds for which an applicable hos-
pital is licensed pursuant to this paragraph may 
only occur in facilities on the main campus of 
the applicable hospital. 

‘‘(E) APPLICABLE HOSPITAL.—In this para-
graph, the term ‘applicable hospital’ means a 
hospital— 

‘‘(i) that is located in a county in which the 
percentage increase in the population during 
the most recent 5-year period (as of the date of 
the application under subparagraph (A)) is at 
least 150 percent of the percentage increase in 
the population growth of the State in which the 
hospital is located during that period, as esti-
mated by Bureau of the Census; 

‘‘(ii) whose annual percent of total inpatient 
admissions that represent inpatient admissions 
under the program under title XIX is equal to or 
greater than the average percent with respect to 
such admissions for all hospitals located in the 
county in which the hospital is located; 

‘‘(iii) that does not discriminate against bene-
ficiaries of Federal health care programs and 
does not permit physicians practicing at the 
hospital to discriminate against such bene-
ficiaries; 

‘‘(iv) that is located in a State in which the 
average bed capacity in the State is less than 
the national average bed capacity; and 

‘‘(v) that has an average bed occupancy rate 
that is greater than the average bed occupancy 
rate in the State in which the hospital is lo-
cated. 

‘‘(F) PROCEDURE ROOMS.—In this subsection, 
the term ‘procedure rooms’ includes rooms in 
which catheterizations, angiographies, 
angiograms, and endoscopies are performed, ex-
cept such term shall not include emergency 
rooms or departments (exclusive of rooms in 
which catheterizations, angiographies, 
angiograms, and endoscopies are performed). 

‘‘(G) PUBLICATION OF FINAL DECISIONS.—Not 
later than 60 days after receiving a complete ap-
plication under this paragraph, the Secretary 
shall publish in the Federal Register the final 
decision with respect to such application. 

‘‘(H) LIMITATION ON REVIEW.—There shall be 
no administrative or judicial review under sec-
tion 1869, section 1878, or otherwise of the proc-
ess under this paragraph (including the estab-
lishment of such process). 

‘‘(4) COLLECTION OF OWNERSHIP AND INVEST-
MENT INFORMATION.—For purposes of subpara-
graphs (A)(i) and (D)(i) of paragraph (1), the 
Secretary shall collect physician ownership and 
investment information for each hospital. 

‘‘(5) PHYSICIAN OWNER OR INVESTOR DE-
FINED.—For purposes of this subsection, the 
term ‘physician owner or investor’ means a phy-
sician (or an immediate family member of such 
physician) with a direct or an indirect owner-
ship or investment interest in the hospital. 

‘‘(6) CLARIFICATION.—Nothing in this sub-
section shall be construed as preventing the Sec-
retary from revoking a hospital’s provider agree-
ment if not in compliance with regulations im-
plementing section 1866.’’. 

(b) ENFORCEMENT.— 

(1) ENSURING COMPLIANCE.—The Secretary of 
Health and Human Services shall establish poli-
cies and procedures to ensure compliance with 
the requirements described in subsection (i)(1) of 
section 1877 of the Social Security Act, as added 
by subsection (a)(3), beginning on the date such 
requirements first apply. Such policies and pro-
cedures may include unannounced site reviews 
of hospitals. 

(2) AUDITS.—Beginning not later than Novem-
ber 1, 2011, the Secretary of Health and Human 
Services shall conduct audits to determine if 
hospitals violate the requirements referred to in 
paragraph (1). 
SEC. 6002. TRANSPARENCY REPORTS AND RE-

PORTING OF PHYSICIAN OWNERSHIP 
OR INVESTMENT INTERESTS. 

Part A of title XI of the Social Security Act 
(42 U.S.C. 1301 et seq.) is amended by inserting 
after section 1128F the following new section: 
‘‘SEC. 1128G. TRANSPARENCY REPORTS AND RE-

PORTING OF PHYSICIAN OWNERSHIP 
OR INVESTMENT INTERESTS. 

‘‘(a) TRANSPARENCY REPORTS.— 
‘‘(1) PAYMENTS OR OTHER TRANSFERS OF 

VALUE.— 
‘‘(A) IN GENERAL.—On March 31, 2013, and on 

the 90th day of each calendar year beginning 
thereafter, any applicable manufacturer that 
provides a payment or other transfer of value to 
a covered recipient (or to an entity or individual 
at the request of or designated on behalf of a 
covered recipient), shall submit to the Secretary, 
in such electronic form as the Secretary shall re-
quire, the following information with respect to 
the preceding calendar year: 

‘‘(i) The name of the covered recipient. 
‘‘(ii) The business address of the covered re-

cipient and, in the case of a covered recipient 
who is a physician, the specialty and National 
Provider Identifier of the covered recipient. 

‘‘(iii) The amount of the payment or other 
transfer of value. 

‘‘(iv) The dates on which the payment or 
other transfer of value was provided to the cov-
ered recipient. 

‘‘(v) A description of the form of the payment 
or other transfer of value, indicated (as appro-
priate for all that apply) as— 

‘‘(I) cash or a cash equivalent; 
‘‘(II) in-kind items or services; 
‘‘(III) stock, a stock option, or any other own-

ership interest, dividend, profit, or other return 
on investment; or 

‘‘(IV) any other form of payment or other 
transfer of value (as defined by the Secretary). 

‘‘(vi) A description of the nature of the pay-
ment or other transfer of value, indicated (as 
appropriate for all that apply) as— 

‘‘(I) consulting fees; 
‘‘(II) compensation for services other than 

consulting; 
‘‘(III) honoraria; 
‘‘(IV) gift; 
‘‘(V) entertainment; 
‘‘(VI) food; 
‘‘(VII) travel (including the specified destina-

tions); 
‘‘(VIII) education; 
‘‘(IX) research; 
‘‘(X) charitable contribution; 
‘‘(XI) royalty or license; 
‘‘(XII) current or prospective ownership or in-

vestment interest; 
‘‘(XIII) direct compensation for serving as fac-

ulty or as a speaker for a medical education 
program; 

‘‘(XIV) grant; or 
‘‘(XV) any other nature of the payment or 

other transfer of value (as defined by the Sec-
retary). 

‘‘(vii) If the payment or other transfer of 
value is related to marketing, education, or re-
search specific to a covered drug, device, biologi-
cal, or medical supply, the name of that covered 
drug, device, biological, or medical supply. 

‘‘(viii) Any other categories of information re-
garding the payment or other transfer of value 
the Secretary determines appropriate. 

‘‘(B) SPECIAL RULE FOR CERTAIN PAYMENTS OR 
OTHER TRANSFERS OF VALUE.—In the case where 
an applicable manufacturer provides a payment 
or other transfer of value to an entity or indi-
vidual at the request of or designated on behalf 
of a covered recipient, the applicable manufac-
turer shall disclose that payment or other trans-
fer of value under the name of the covered re-
cipient. 

‘‘(2) PHYSICIAN OWNERSHIP.—In addition to 
the requirement under paragraph (1)(A), on 
March 31, 2013, and on the 90th day of each cal-
endar year beginning thereafter, any applicable 
manufacturer or applicable group purchasing 
organization shall submit to the Secretary, in 
such electronic form as the Secretary shall re-
quire, the following information regarding any 
ownership or investment interest (other than an 
ownership or investment interest in a publicly 
traded security and mutual fund, as described 
in section 1877(c)) held by a physician (or an im-
mediate family member of such physician (as de-
fined for purposes of section 1877(a))) in the ap-
plicable manufacturer or applicable group pur-
chasing organization during the preceding year: 

‘‘(A) The dollar amount invested by each phy-
sician holding such an ownership or investment 
interest. 

‘‘(B) The value and terms of each such owner-
ship or investment interest. 

‘‘(C) Any payment or other transfer of value 
provided to a physician holding such an owner-
ship or investment interest (or to an entity or in-
dividual at the request of or designated on be-
half of a physician holding such an ownership 
or investment interest), including the informa-
tion described in clauses (i) through (viii) of 
paragraph (1)(A), except that in applying such 
clauses, ‘physician’ shall be substituted for ‘cov-
ered recipient’ each place it appears. 

‘‘(D) Any other information regarding the 
ownership or investment interest the Secretary 
determines appropriate. 

‘‘(b) PENALTIES FOR NONCOMPLIANCE.— 
‘‘(1) FAILURE TO REPORT.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B) except as provided in paragraph (2), any ap-
plicable manufacturer or applicable group pur-
chasing organization that fails to submit infor-
mation required under subsection (a) in a timely 
manner in accordance with rules or regulations 
promulgated to carry out such subsection, shall 
be subject to a civil money penalty of not less 
than $1,000, but not more than $10,000, for each 
payment or other transfer of value or ownership 
or investment interest not reported as required 
under such subsection. Such penalty shall be 
imposed and collected in the same manner as 
civil money penalties under subsection (a) of 
section 1128A are imposed and collected under 
that section. 

‘‘(B) LIMITATION.—The total amount of civil 
money penalties imposed under subparagraph 
(A) with respect to each annual submission of 
information under subsection (a) by an applica-
ble manufacturer or applicable group pur-
chasing organization shall not exceed $150,000. 

‘‘(2) KNOWING FAILURE TO REPORT.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), any applicable manufacturer or applicable 
group purchasing organization that knowingly 
fails to submit information required under sub-
section (a) in a timely manner in accordance 
with rules or regulations promulgated to carry 
out such subsection, shall be subject to a civil 
money penalty of not less than $10,000, but not 
more than $100,000, for each payment or other 
transfer of value or ownership or investment in-
terest not reported as required under such sub-
section. Such penalty shall be imposed and col-
lected in the same manner as civil money pen-
alties under subsection (a) of section 1128A are 
imposed and collected under that section. 

‘‘(B) LIMITATION.—The total amount of civil 
money penalties imposed under subparagraph 
(A) with respect to each annual submission of 
information under subsection (a) by an applica-
ble manufacturer or applicable group pur-
chasing organization shall not exceed $1,000,000. 
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‘‘(3) USE OF FUNDS.—Funds collected by the 

Secretary as a result of the imposition of a civil 
money penalty under this subsection shall be 
used to carry out this section. 

‘‘(c) PROCEDURES FOR SUBMISSION OF INFOR-
MATION AND PUBLIC AVAILABILITY.— 

‘‘(1) IN GENERAL.— 
‘‘(A) ESTABLISHMENT.—Not later than October 

1, 2011, the Secretary shall establish proce-
dures— 

‘‘(i) for applicable manufacturers and applica-
ble group purchasing organizations to submit 
information to the Secretary under subsection 
(a); and 

‘‘(ii) for the Secretary to make such informa-
tion submitted available to the public. 

‘‘(B) DEFINITION OF TERMS.—The procedures 
established under subparagraph (A) shall pro-
vide for the definition of terms (other than those 
terms defined in subsection (e)), as appropriate, 
for purposes of this section. 

‘‘(C) PUBLIC AVAILABILITY.—Except as pro-
vided in subparagraph (E), the procedures es-
tablished under subparagraph (A)(ii) shall en-
sure that, not later than September 30, 2013, and 
on June 30 of each calendar year beginning 
thereafter, the information submitted under sub-
section (a) with respect to the preceding cal-
endar year is made available through an Inter-
net website that— 

‘‘(i) is searchable and is in a format that is 
clear and understandable; 

‘‘(ii) contains information that is presented by 
the name of the applicable manufacturer or ap-
plicable group purchasing organization, the 
name of the covered recipient, the business ad-
dress of the covered recipient, the specialty of 
the covered recipient, the value of the payment 
or other transfer of value, the date on which the 
payment or other transfer of value was provided 
to the covered recipient, the form of the pay-
ment or other transfer of value, indicated (as 
appropriate) under subsection (a)(1)(A)(v), the 
nature of the payment or other transfer of 
value, indicated (as appropriate) under sub-
section (a)(1)(A)(vi), and the name of the cov-
ered drug, device, biological, or medical supply, 
as applicable; 

‘‘(iii) contains information that is able to be 
easily aggregated and downloaded; 

‘‘(iv) contains a description of any enforce-
ment actions taken to carry out this section, in-
cluding any penalties imposed under subsection 
(b), during the preceding year; 

‘‘(v) contains background information on in-
dustry-physician relationships; 

‘‘(vi) in the case of information submitted 
with respect to a payment or other transfer of 
value described in subparagraph (E)(i), lists 
such information separately from the other in-
formation submitted under subsection (a) and 
designates such separately listed information as 
funding for clinical research; 

‘‘(vii) contains any other information the Sec-
retary determines would be helpful to the aver-
age consumer; 

‘‘(viii) does not contain the National Provider 
Identifier of the covered recipient, and 

‘‘(ix) subject to subparagraph (D), provides 
the applicable manufacturer, applicable group 
purchasing organization, or covered recipient 
an opportunity to review and submit corrections 
to the information submitted with respect to the 
applicable manufacturer, applicable group pur-
chasing organization, or covered recipient, re-
spectively, for a period of not less than 45 days 
prior to such information being made available 
to the public. 

‘‘(D) CLARIFICATION OF TIME PERIOD FOR RE-
VIEW AND CORRECTIONS.—In no case may the 45- 
day period for review and submission of correc-
tions to information under subparagraph (C)(ix) 
prevent such information from being made 
available to the public in accordance with the 
dates described in the matter preceding clause 
(i) in subparagraph (C). 

‘‘(E) DELAYED PUBLICATION FOR PAYMENTS 
MADE PURSUANT TO PRODUCT RESEARCH OR DE-

VELOPMENT AGREEMENTS AND CLINICAL INVES-
TIGATIONS.— 

‘‘(i) IN GENERAL.—In the case of information 
submitted under subsection (a) with respect to a 
payment or other transfer of value made to a 
covered recipient by an applicable manufacturer 
pursuant to a product research or development 
agreement for services furnished in connection 
with research on a potential new medical tech-
nology or a new application of an existing med-
ical technology or the development of a new 
drug, device, biological, or medical supply, or by 
an applicable manufacturer in connection with 
a clinical investigation regarding a new drug, 
device, biological, or medical supply, the proce-
dures established under subparagraph (A)(ii) 
shall provide that such information is made 
available to the public on the first date de-
scribed in the matter preceding clause (i) in sub-
paragraph (C) after the earlier of the following: 

‘‘(I) The date of the approval or clearance of 
the covered drug, device, biological, or medical 
supply by the Food and Drug Administration. 

‘‘(II) Four calendar years after the date such 
payment or other transfer of value was made. 

‘‘(ii) CONFIDENTIALITY OF INFORMATION PRIOR 
TO PUBLICATION.—Information described in 
clause (i) shall be considered confidential and 
shall not be subject to disclosure under section 
552 of title 5, United States Code, or any other 
similar Federal, State, or local law, until on or 
after the date on which the information is made 
available to the public under such clause. 

‘‘(2) CONSULTATION.—In establishing the pro-
cedures under paragraph (1), the Secretary shall 
consult with the Inspector General of the De-
partment of Health and Human Services, af-
fected industry, consumers, consumer advocates, 
and other interested parties in order to ensure 
that the information made available to the pub-
lic under such paragraph is presented in the ap-
propriate overall context. 

‘‘(d) ANNUAL REPORTS AND RELATION TO 
STATE LAWS.— 

‘‘(1) ANNUAL REPORT TO CONGRESS.—Not later 
than April 1 of each year beginning with 2013, 
the Secretary shall submit to Congress a report 
that includes the following: 

‘‘(A) The information submitted under sub-
section (a) during the preceding year, aggre-
gated for each applicable manufacturer and ap-
plicable group purchasing organization that 
submitted such information during such year 
(except, in the case of information submitted 
with respect to a payment or other transfer of 
value described in subsection (c)(1)(E)(i), such 
information shall be included in the first report 
submitted to Congress after the date on which 
such information is made available to the public 
under such subsection). 

‘‘(B) A description of any enforcement actions 
taken to carry out this section, including any 
penalties imposed under subsection (b), during 
the preceding year. 

‘‘(2) ANNUAL REPORTS TO STATES.—Not later 
than September 30, 2013 and on June 30 of each 
calendar year thereafter, the Secretary shall 
submit to States a report that includes a sum-
mary of the information submitted under sub-
section (a) during the preceding year with re-
spect to covered recipients in the State (except, 
in the case of information submitted with re-
spect to a payment or other transfer of value de-
scribed in subsection (c)(1)(E)(i), such informa-
tion shall be included in the first report sub-
mitted to States after the date on which such in-
formation is made available to the public under 
such subsection). 

‘‘(3) RELATION TO STATE LAWS.— 
‘‘(A) IN GENERAL.—In the case of a payment 

or other transfer of value provided by an appli-
cable manufacturer that is received by a covered 
recipient (as defined in subsection (e)) on or 
after January 1, 2012, subject to subparagraph 
(B), the provisions of this section shall preempt 
any statute or regulation of a State or of a polit-
ical subdivision of a State that requires an ap-
plicable manufacturer (as so defined) to disclose 

or report, in any format, the type of information 
(as described in subsection (a)) regarding such 
payment or other transfer of value. 

‘‘(B) NO PREEMPTION OF ADDITIONAL REQUIRE-
MENTS.—Subparagraph (A) shall not preempt 
any statute or regulation of a State or of a polit-
ical subdivision of a State that requires the dis-
closure or reporting of information— 

‘‘(i) not of the type required to be disclosed or 
reported under this section; 

‘‘(ii) described in subsection (e)(10)(B), except 
in the case of information described in clause (i) 
of such subsection; 

‘‘(iii) by any person or entity other than an 
applicable manufacturer (as so defined) or a 
covered recipient (as defined in subsection (e)); 
or 

‘‘(iv) to a Federal, State, or local govern-
mental agency for public health surveillance, 
investigation, or other public health purposes or 
health oversight purposes. 

‘‘(C) Nothing in subparagraph (A) shall be 
construed to limit the discovery or admissibility 
of information described in such subparagraph 
in a criminal, civil, or administrative pro-
ceeding. 

‘‘(4) CONSULTATION.—The Secretary shall con-
sult with the Inspector General of the Depart-
ment of Health and Human Services on the im-
plementation of this section. 

‘‘(e) DEFINITIONS.—In this section: 
‘‘(1) APPLICABLE GROUP PURCHASING ORGANI-

ZATION.—The term ‘applicable group purchasing 
organization’ means a group purchasing organi-
zation (as defined by the Secretary) that pur-
chases, arranges for, or negotiates the purchase 
of a covered drug, device, biological, or medical 
supply which is operating in the United States, 
or in a territory, possession, or commonwealth 
of the United States. 

‘‘(2) APPLICABLE MANUFACTURER.—The term 
‘applicable manufacturer’ means a manufac-
turer of a covered drug, device, biological, or 
medical supply which is operating in the United 
States, or in a territory, possession, or common-
wealth of the United States. 

‘‘(3) CLINICAL INVESTIGATION.—The term ‘clin-
ical investigation’ means any experiment involv-
ing 1 or more human subjects, or materials de-
rived from human subjects, in which a drug or 
device is administered, dispensed, or used. 

‘‘(4) COVERED DEVICE.—The term ‘covered de-
vice’ means any device for which payment is 
available under title XVIII or a State plan 
under title XIX or XXI (or a waiver of such a 
plan). 

‘‘(5) COVERED DRUG, DEVICE, BIOLOGICAL, OR 
MEDICAL SUPPLY.—The term ‘covered drug, de-
vice, biological, or medical supply’ means any 
drug, biological product, device, or medical sup-
ply for which payment is available under title 
XVIII or a State plan under title XIX or XXI 
(or a waiver of such a plan). 

‘‘(6) COVERED RECIPIENT.— 
‘‘(A) IN GENERAL.—Except as provided in sub-

paragraph (B), the term ‘covered recipient’ 
means the following: 

‘‘(i) A physician. 
‘‘(ii) A teaching hospital. 
‘‘(B) EXCLUSION.—Such term does not include 

a physician who is an employee of the applica-
ble manufacturer that is required to submit in-
formation under subsection (a). 

‘‘(7) EMPLOYEE.—The term ‘employee’ has the 
meaning given such term in section 1877(h)(2). 

‘‘(8) KNOWINGLY.—The term ‘knowingly’ has 
the meaning given such term in section 3729(b) 
of title 31, United States Code. 

‘‘(9) MANUFACTURER OF A COVERED DRUG, DE-
VICE, BIOLOGICAL, OR MEDICAL SUPPLY.—The 
term ‘manufacturer of a covered drug, device, 
biological, or medical supply’ means any entity 
which is engaged in the production, prepara-
tion, propagation, compounding, or conversion 
of a covered drug, device, biological, or medical 
supply (or any entity under common ownership 
with such entity which provides assistance or 
support to such entity with respect to the pro-
duction, preparation, propagation, 
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compounding, conversion, marketing, pro-
motion, sale, or distribution of a covered drug, 
device, biological, or medical supply). 

‘‘(10) PAYMENT OR OTHER TRANSFER OF 
VALUE.— 

‘‘(A) IN GENERAL.—The term ‘payment or 
other transfer of value’ means a transfer of any-
thing of value. Such term does not include a 
transfer of anything of value that is made indi-
rectly to a covered recipient through a third 
party in connection with an activity or service 
in the case where the applicable manufacturer is 
unaware of the identity of the covered recipient. 

‘‘(B) EXCLUSIONS.—An applicable manufac-
turer shall not be required to submit information 
under subsection (a) with respect to the fol-
lowing: 

‘‘(i) A transfer of anything the value of which 
is less than $10, unless the aggregate amount 
transferred to, requested by, or designated on 
behalf of the covered recipient by the applicable 
manufacturer during the calendar year exceeds 
$100. For calendar years after 2012, the dollar 
amounts specified in the preceding sentence 
shall be increased by the same percentage as the 
percentage increase in the consumer price index 
for all urban consumers (all items; U.S. city av-
erage) for the 12-month period ending with June 
of the previous year. 

‘‘(ii) Product samples that are not intended to 
be sold and are intended for patient use. 

‘‘(iii) Educational materials that directly ben-
efit patients or are intended for patient use. 

‘‘(iv) The loan of a covered device for a short- 
term trial period, not to exceed 90 days, to per-
mit evaluation of the covered device by the cov-
ered recipient. 

‘‘(v) Items or services provided under a con-
tractual warranty, including the replacement of 
a covered device, where the terms of the war-
ranty are set forth in the purchase or lease 
agreement for the covered device. 

‘‘(vi) A transfer of anything of value to a cov-
ered recipient when the covered recipient is a 
patient and not acting in the professional ca-
pacity of a covered recipient. 

‘‘(vii) Discounts (including rebates). 
‘‘(viii) In-kind items used for the provision of 

charity care. 
‘‘(ix) A dividend or other profit distribution 

from, or ownership or investment interest in, a 
publicly traded security and mutual fund (as 
described in section 1877(c)). 

‘‘(x) In the case of an applicable manufac-
turer who offers a self-insured plan, payments 
for the provision of health care to employees 
under the plan. 

‘‘(xi) In the case of a covered recipient who is 
a licensed non-medical professional, a transfer 
of anything of value to the covered recipient if 
the transfer is payment solely for the non-med-
ical professional services of such licensed non- 
medical professional. 

‘‘(xii) In the case of a covered recipient who is 
a physician, a transfer of anything of value to 
the covered recipient if the transfer is payment 
solely for the services of the covered recipient 
with respect to a civil or criminal action or an 
administrative proceeding. 

‘‘(11) PHYSICIAN.—The term ‘physician’ has 
the meaning given that term in section 1861(r).’’. 
SEC. 6003. DISCLOSURE REQUIREMENTS FOR IN- 

OFFICE ANCILLARY SERVICES EX-
CEPTION TO THE PROHIBITION ON 
PHYSICIAN SELF-REFERRAL FOR 
CERTAIN IMAGING SERVICES. 

(a) IN GENERAL.—Section 1877(b)(2) of the So-
cial Security Act (42 U.S.C. 1395nn(b)(2)) is 
amended by adding at the end the following 
new sentence: ‘‘Such requirements shall, with 
respect to magnetic resonance imaging, com-
puted tomography, positron emission tomog-
raphy, and any other designated health services 
specified under subsection (h)(6)(D) that the 
Secretary determines appropriate, include a re-
quirement that the referring physician inform 
the individual in writing at the time of the refer-
ral that the individual may obtain the services 

for which the individual is being referred from 
a person other than a person described in sub-
paragraph (A)(i) and provide such individual 
with a written list of suppliers (as defined in 
section 1861(d)) who furnish such services in the 
area in which such individual resides.’’. 

(b) EFFECTIVE DATE.—The amendment made 
by this section shall apply to services furnished 
on or after January 1, 2010. 
SEC. 6004. PRESCRIPTION DRUG SAMPLE TRANS-

PARENCY. 
Part A of title XI of the Social Security Act 

(42 U.S.C. 1301 et seq.), as amended by section 
6002, is amended by inserting after section 1128G 
the following new section: 
‘‘SEC. 1128H. REPORTING OF INFORMATION RE-

LATING TO DRUG SAMPLES. 
‘‘(a) IN GENERAL.—Not later than April 1 of 

each year (beginning with 2012), each manufac-
turer and authorized distributor of record of an 
applicable drug shall submit to the Secretary (in 
a form and manner specified by the Secretary) 
the following information with respect to the 
preceding year: 

‘‘(1) In the case of a manufacturer or author-
ized distributor of record which makes distribu-
tions by mail or common carrier under sub-
section (d)(2) of section 503 of the Federal Food, 
Drug, and Cosmetic Act (21 U.S.C. 353), the 
identity and quantity of drug samples requested 
and the identity and quantity of drug samples 
distributed under such subsection during that 
year, aggregated by— 

‘‘(A) the name, address, professional designa-
tion, and signature of the practitioner making 
the request under subparagraph (A)(i) of such 
subsection, or of any individual who makes or 
signs for the request on behalf of the practi-
tioner; and 

‘‘(B) any other category of information deter-
mined appropriate by the Secretary. 

‘‘(2) In the case of a manufacturer or author-
ized distributor of record which makes distribu-
tions by means other than mail or common car-
rier under subsection (d)(3) of such section 503, 
the identity and quantity of drug samples re-
quested and the identity and quantity of drug 
samples distributed under such subsection dur-
ing that year, aggregated by— 

‘‘(A) the name, address, professional designa-
tion, and signature of the practitioner making 
the request under subparagraph (A)(i) of such 
subsection, or of any individual who makes or 
signs for the request on behalf of the practi-
tioner; and 

‘‘(B) any other category of information deter-
mined appropriate by the Secretary. 

‘‘(b) DEFINITIONS.—In this section: 
‘‘(1) APPLICABLE DRUG.—The term ‘applicable 

drug’ means a drug— 
‘‘(A) which is subject to subsection (b) of such 

section 503; and 
‘‘(B) for which payment is available under 

title XVIII or a State plan under title XIX or 
XXI (or a waiver of such a plan). 

‘‘(2) AUTHORIZED DISTRIBUTOR OF RECORD.— 
The term ‘authorized distributor of record’ has 
the meaning given that term in subsection 
(e)(3)(A) of such section. 

‘‘(3) MANUFACTURER.—The term ‘manufac-
turer’ has the meaning given that term for pur-
poses of subsection (d) of such section.’’. 
SEC. 6005. PHARMACY BENEFIT MANAGERS 

TRANSPARENCY REQUIREMENTS. 
Part A of title XI of the Social Security Act 

(42 U.S.C. 1301 et seq.) is amended by inserting 
after section 1150 the following new section: 
‘‘SEC. 1150A. PHARMACY BENEFIT MANAGERS 

TRANSPARENCY REQUIREMENTS. 
‘‘(a) PROVISION OF INFORMATION.—A health 

benefits plan or any entity that provides phar-
macy benefits management services on behalf of 
a health benefits plan (in this section referred to 
as a ‘PBM’) that manages prescription drug 
coverage under a contract with— 

‘‘(1) a PDP sponsor of a prescription drug 
plan or an MA organization offering an MA–PD 
plan under part D of title XVIII; or 

‘‘(2) a qualified health benefits plan offered 
through an exchange established by a State 
under section 1311 of the Patient Protection and 
Affordable Care Act, 
shall provide the information described in sub-
section (b) to the Secretary and, in the case of 
a PBM, to the plan with which the PBM is 
under contract with, at such times, and in such 
form and manner, as the Secretary shall specify. 

‘‘(b) INFORMATION DESCRIBED.—The informa-
tion described in this subsection is the following 
with respect to services provided by a health 
benefits plan or PBM for a contract year: 

‘‘(1) The percentage of all prescriptions that 
were provided through retail pharmacies com-
pared to mail order pharmacies, and the per-
centage of prescriptions for which a generic 
drug was available and dispensed (generic dis-
pensing rate), by pharmacy type (which in-
cludes an independent pharmacy, chain phar-
macy, supermarket pharmacy, or mass merchan-
diser pharmacy that is licensed as a pharmacy 
by the State and that dispenses medication to 
the general public), that is paid by the health 
benefits plan or PBM under the contract. 

‘‘(2) The aggregate amount, and the type of 
rebates, discounts, or price concessions (exclud-
ing bona fide service fees, which include but are 
not limited to distribution service fees, inventory 
management fees, product stocking allowances, 
and fees associated with administrative services 
agreements and patient care programs (such as 
medication compliance programs and patient 
education programs)) that the PBM negotiates 
that are attributable to patient utilization under 
the plan, and the aggregate amount of the re-
bates, discounts, or price concessions that are 
passed through to the plan sponsor, and the 
total number of prescriptions that were dis-
pensed. 

‘‘(3) The aggregate amount of the difference 
between the amount the health benefits plan 
pays the PBM and the amount that the PBM 
pays retail pharmacies, and mail order phar-
macies, and the total number of prescriptions 
that were dispensed. 

‘‘(c) CONFIDENTIALITY.—Information disclosed 
by a health benefits plan or PBM under this 
section is confidential and shall not be disclosed 
by the Secretary or by a plan receiving the in-
formation, except that the Secretary may dis-
close the information in a form which does not 
disclose the identity of a specific PBM, plan, or 
prices charged for drugs, for the following pur-
poses: 

‘‘(1) As the Secretary determines to be nec-
essary to carry out this section or part D of title 
XVIII. 

‘‘(2) To permit the Comptroller General to re-
view the information provided. 

‘‘(3) To permit the Director of the Congres-
sional Budget Office to review the information 
provided. 

‘‘(4) To States to carry out section 1311 of the 
Patient Protection and Affordable Care Act. 

‘‘(d) PENALTIES.—The provisions of subsection 
(b)(3)(C) of section 1927 shall apply to a health 
benefits plan or PBM that fails to provide infor-
mation required under subsection (a) on a time-
ly basis or that knowingly provides false infor-
mation in the same manner as such provisions 
apply to a manufacturer with an agreement 
under that section.’’. 

Subtitle B—Nursing Home Transparency and 
Improvement 

PART I—IMPROVING TRANSPARENCY OF 
INFORMATION 

SEC. 6101. REQUIRED DISCLOSURE OF OWNER-
SHIP AND ADDITIONAL 
DISCLOSABLE PARTIES INFORMA-
TION. 

(a) IN GENERAL.—Section 1124 of the Social 
Security Act (42 U.S.C. 1320a–3) is amended by 
adding at the end the following new subsection: 

‘‘(c) REQUIRED DISCLOSURE OF OWNERSHIP 
AND ADDITIONAL DISCLOSABLE PARTIES INFOR-
MATION.— 
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‘‘(1) DISCLOSURE.—A facility shall have the 

information described in paragraph (2) avail-
able— 

‘‘(A) during the period beginning on the date 
of the enactment of this subsection and ending 
on the date such information is made available 
to the public under section 6101(b) of the Patient 
Protection and Affordable Care Act for submis-
sion to the Secretary, the Inspector General of 
the Department of Health and Human Services, 
the State in which the facility is located, and 
the State long-term care ombudsman in the case 
where the Secretary, the Inspector General, the 
State, or the State long-term care ombudsman 
requests such information; and 

‘‘(B) beginning on the effective date of the 
final regulations promulgated under paragraph 
(3)(A), for reporting such information in accord-
ance with such final regulations. 
Nothing in subparagraph (A) shall be construed 
as authorizing a facility to dispose of or delete 
information described in such subparagraph 
after the effective date of the final regulations 
promulgated under paragraph (3)(A). 

‘‘(2) INFORMATION DESCRIBED.— 
‘‘(A) IN GENERAL.—The following information 

is described in this paragraph: 
‘‘(i) The information described in subsections 

(a) and (b), subject to subparagraph (C). 
‘‘(ii) The identity of and information on— 
‘‘(I) each member of the governing body of the 

facility, including the name, title, and period of 
service of each such member; 

‘‘(II) each person or entity who is an officer, 
director, member, partner, trustee, or managing 
employee of the facility, including the name, 
title, and period of service of each such person 
or entity; and 

‘‘(III) each person or entity who is an addi-
tional disclosable party of the facility. 

‘‘(iii) The organizational structure of each ad-
ditional disclosable party of the facility and a 
description of the relationship of each such ad-
ditional disclosable party to the facility and to 
one another. 

‘‘(B) SPECIAL RULE WHERE INFORMATION IS AL-
READY REPORTED OR SUBMITTED.—To the extent 
that information reported by a facility to the In-
ternal Revenue Service on Form 990, informa-
tion submitted by a facility to the Securities and 
Exchange Commission, or information otherwise 
submitted to the Secretary or any other Federal 
agency contains the information described in 
clauses (i), (ii), or (iii) of subparagraph (A), the 
facility may provide such Form or such informa-
tion submitted to meet the requirements of para-
graph (1). 

‘‘(C) SPECIAL RULE.—In applying subpara-
graph (A)(i)— 

‘‘(i) with respect to subsections (a) and (b), 
‘ownership or control interest’ shall include di-
rect or indirect interests, including such inter-
ests in intermediate entities; and 

‘‘(ii) subsection (a)(3)(A)(ii) shall include the 
owner of a whole or part interest in any mort-
gage, deed of trust, note, or other obligation se-
cured, in whole or in part, by the entity or any 
of the property or assets thereof, if the interest 
is equal to or exceeds 5 percent of the total prop-
erty or assets of the entirety. 

‘‘(3) REPORTING.— 
‘‘(A) IN GENERAL.—Not later than the date 

that is 2 years after the date of the enactment 
of this subsection, the Secretary shall promul-
gate final regulations requiring, effective on the 
date that is 90 days after the date on which 
such final regulations are published in the Fed-
eral Register, a facility to report the information 
described in paragraph (2) to the Secretary in a 
standardized format, and such other regulations 
as are necessary to carry out this subsection. 
Such final regulations shall ensure that the fa-
cility certifies, as a condition of participation 
and payment under the program under title 
XVIII or XIX, that the information reported by 
the facility in accordance with such final regu-
lations is, to the best of the facility’s knowledge, 
accurate and current. 

‘‘(B) GUIDANCE.—The Secretary shall provide 
guidance and technical assistance to States on 
how to adopt the standardized format under 
subparagraph (A). 

‘‘(4) NO EFFECT ON EXISTING REPORTING RE-
QUIREMENTS.—Nothing in this subsection shall 
reduce, diminish, or alter any reporting require-
ment for a facility that is in effect as of the date 
of the enactment of this subsection. 

‘‘(5) DEFINITIONS.—In this subsection: 
‘‘(A) ADDITIONAL DISCLOSABLE PARTY.—The 

term ‘additional disclosable party’ means, with 
respect to a facility, any person or entity who— 

‘‘(i) exercises operational, financial, or mana-
gerial control over the facility or a part thereof, 
or provides policies or procedures for any of the 
operations of the facility, or provides financial 
or cash management services to the facility; 

‘‘(ii) leases or subleases real property to the 
facility, or owns a whole or part interest equal 
to or exceeding 5 percent of the total value of 
such real property; or 

‘‘(iii) provides management or administrative 
services, management or clinical consulting 
services, or accounting or financial services to 
the facility. 

‘‘(B) FACILITY.—The term ‘facility’ means a 
disclosing entity which is— 

‘‘(i) a skilled nursing facility (as defined in 
section 1819(a)); or 

‘‘(ii) a nursing facility (as defined in section 
1919(a)). 

‘‘(C) MANAGING EMPLOYEE.—The term ‘man-
aging employee’ means, with respect to a facil-
ity, an individual (including a general manager, 
business manager, administrator, director, or 
consultant) who directly or indirectly manages, 
advises, or supervises any element of the prac-
tices, finances, or operations of the facility. 

‘‘(D) ORGANIZATIONAL STRUCTURE.—The term 
‘organizational structure’ means, in the case 
of— 

‘‘(i) a corporation, the officers, directors, and 
shareholders of the corporation who have an 
ownership interest in the corporation which is 
equal to or exceeds 5 percent; 

‘‘(ii) a limited liability company, the members 
and managers of the limited liability company 
(including, as applicable, what percentage each 
member and manager has of the ownership in-
terest in the limited liability company); 

‘‘(iii) a general partnership, the partners of 
the general partnership; 

‘‘(iv) a limited partnership, the general part-
ners and any limited partners of the limited 
partnership who have an ownership interest in 
the limited partnership which is equal to or ex-
ceeds 10 percent; 

‘‘(v) a trust, the trustees of the trust; 
‘‘(vi) an individual, contact information for 

the individual; and 
‘‘(vii) any other person or entity, such infor-

mation as the Secretary determines appro-
priate.’’. 

(b) PUBLIC AVAILABILITY OF INFORMATION.— 
Not later than the date that is 1 year after the 
date on which the final regulations promulgated 
under section 1124(c)(3)(A) of the Social Security 
Act, as added by subsection (a), are published in 
the Federal Register, the Secretary of Health 
and Human Services shall make the information 
reported in accordance with such final regula-
tions available to the public in accordance with 
procedures established by the Secretary. 

(c) CONFORMING AMENDMENTS.— 
(1) IN GENERAL.— 
(A) SKILLED NURSING FACILITIES.—Section 

1819(d)(1) of the Social Security Act (42 U.S.C. 
1395i–3(d)(1)) is amended by striking subpara-
graph (B) and redesignating subparagraph (C) 
as subparagraph (B). 

(B) NURSING FACILITIES.—Section 1919(d)(1) of 
the Social Security Act (42 U.S.C. 1396r(d)(1)) is 
amended by striking subparagraph (B) and re-
designating subparagraph (C) as subparagraph 
(B). 

(2) EFFECTIVE DATE.—The amendments made 
by paragraph (1) shall take effect on the date on 

which the Secretary makes the information de-
scribed in subsection (b)(1) available to the pub-
lic under such subsection. 
SEC. 6102. ACCOUNTABILITY REQUIREMENTS FOR 

SKILLED NURSING FACILITIES AND 
NURSING FACILITIES. 

Part A of title XI of the Social Security Act 
(42 U.S.C. 1301 et seq.), as amended by sections 
6002 and 6004, is amended by inserting after sec-
tion 1128H the following new section: 
‘‘SEC. 1128I. ACCOUNTABILITY REQUIREMENTS 

FOR FACILITIES. 
‘‘(a) DEFINITION OF FACILITY.—In this sec-

tion, the term ‘facility’ means— 
‘‘(1) a skilled nursing facility (as defined in 

section 1819(a)); or 
‘‘(2) a nursing facility (as defined in section 

1919(a)). 
‘‘(b) EFFECTIVE COMPLIANCE AND ETHICS PRO-

GRAMS.— 
‘‘(1) REQUIREMENT.—On or after the date that 

is 36 months after the date of the enactment of 
this section, a facility shall, with respect to the 
entity that operates the facility (in this sub-
paragraph referred to as the ‘operating organi-
zation’ or ‘organization’), have in operation a 
compliance and ethics program that is effective 
in preventing and detecting criminal, civil, and 
administrative violations under this Act and in 
promoting quality of care consistent with regu-
lations developed under paragraph (2). 

‘‘(2) DEVELOPMENT OF REGULATIONS.— 
‘‘(A) IN GENERAL.—Not later than the date 

that is 2 years after such date of the enactment, 
the Secretary, working jointly with the Inspec-
tor General of the Department of Health and 
Human Services, shall promulgate regulations 
for an effective compliance and ethics program 
for operating organizations, which may include 
a model compliance program. 

‘‘(B) DESIGN OF REGULATIONS.—Such regula-
tions with respect to specific elements or for-
mality of a program shall, in the case of an or-
ganization that operates 5 or more facilities, 
vary with the size of the organization, such that 
larger organizations should have a more formal 
program and include established written policies 
defining the standards and procedures to be fol-
lowed by its employees. Such requirements may 
specifically apply to the corporate level manage-
ment of multi unit nursing home chains. 

‘‘(C) EVALUATION.—Not later than 3 years 
after the date of the promulgation of regulations 
under this paragraph, the Secretary shall com-
plete an evaluation of the compliance and ethics 
programs required to be established under this 
subsection. Such evaluation shall determine if 
such programs led to changes in deficiency cita-
tions, changes in quality performance, or 
changes in other metrics of patient quality of 
care. The Secretary shall submit to Congress a 
report on such evaluation and shall include in 
such report such recommendations regarding 
changes in the requirements for such programs 
as the Secretary determines appropriate. 

‘‘(3) REQUIREMENTS FOR COMPLIANCE AND ETH-
ICS PROGRAMS.—In this subsection, the term 
‘compliance and ethics program’ means, with re-
spect to a facility, a program of the operating 
organization that— 

‘‘(A) has been reasonably designed, imple-
mented, and enforced so that it generally will be 
effective in preventing and detecting criminal, 
civil, and administrative violations under this 
Act and in promoting quality of care; and 

‘‘(B) includes at least the required components 
specified in paragraph (4). 

‘‘(4) REQUIRED COMPONENTS OF PROGRAM.— 
The required components of a compliance and 
ethics program of an operating organization are 
the following: 

‘‘(A) The organization must have established 
compliance standards and procedures to be fol-
lowed by its employees and other agents that 
are reasonably capable of reducing the prospect 
of criminal, civil, and administrative violations 
under this Act. 

‘‘(B) Specific individuals within high-level 
personnel of the organization must have been 
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assigned overall responsibility to oversee compli-
ance with such standards and procedures and 
have sufficient resources and authority to as-
sure such compliance. 

‘‘(C) The organization must have used due 
care not to delegate substantial discretionary 
authority to individuals whom the organization 
knew, or should have known through the exer-
cise of due diligence, had a propensity to engage 
in criminal, civil, and administrative violations 
under this Act. 

‘‘(D) The organization must have taken steps 
to communicate effectively its standards and 
procedures to all employees and other agents, 
such as by requiring participation in training 
programs or by disseminating publications that 
explain in a practical manner what is required. 

‘‘(E) The organization must have taken rea-
sonable steps to achieve compliance with its 
standards, such as by utilizing monitoring and 
auditing systems reasonably designed to detect 
criminal, civil, and administrative violations 
under this Act by its employees and other agents 
and by having in place and publicizing a report-
ing system whereby employees and other agents 
could report violations by others within the or-
ganization without fear of retribution. 

‘‘(F) The standards must have been consist-
ently enforced through appropriate disciplinary 
mechanisms, including, as appropriate, dis-
cipline of individuals responsible for the failure 
to detect an offense. 

‘‘(G) After an offense has been detected, the 
organization must have taken all reasonable 
steps to respond appropriately to the offense 
and to prevent further similar offenses, includ-
ing any necessary modification to its program to 
prevent and detect criminal, civil, and adminis-
trative violations under this Act. 

‘‘(H) The organization must periodically un-
dertake reassessment of its compliance program 
to identify changes necessary to reflect changes 
within the organization and its facilities. 

‘‘(c) QUALITY ASSURANCE AND PERFORMANCE 
IMPROVEMENT PROGRAM.— 

‘‘(1) IN GENERAL.—Not later than December 31, 
2011, the Secretary shall establish and imple-
ment a quality assurance and performance im-
provement program (in this subparagraph re-
ferred to as the ‘QAPI program’) for facilities, 
including multi unit chains of facilities. Under 
the QAPI program, the Secretary shall establish 
standards relating to quality assurance and per-
formance improvement with respect to facilities 
and provide technical assistance to facilities on 
the development of best practices in order to 
meet such standards. Not later than 1 year after 
the date on which the regulations are promul-
gated under paragraph (2), a facility must sub-
mit to the Secretary a plan for the facility to 
meet such standards and implement such best 
practices, including how to coordinate the im-
plementation of such plan with quality assess-
ment and assurance activities conducted under 
sections 1819(b)(1)(B) and 1919(b)(1)(B), as ap-
plicable. 

‘‘(2) REGULATIONS.—The Secretary shall pro-
mulgate regulations to carry out this sub-
section.’’. 
SEC. 6103. NURSING HOME COMPARE MEDICARE 

WEBSITE. 
(a) SKILLED NURSING FACILITIES.— 
(1) IN GENERAL.—Section 1819 of the Social Se-

curity Act (42 U.S.C. 1395i–3) is amended— 
(A) by redesignating subsection (i) as sub-

section (j); and 
(B) by inserting after subsection (h) the fol-

lowing new subsection: 
‘‘(i) NURSING HOME COMPARE WEBSITE.— 
‘‘(1) INCLUSION OF ADDITIONAL INFORMA-

TION.— 
‘‘(A) IN GENERAL.—The Secretary shall ensure 

that the Department of Health and Human 
Services includes, as part of the information 
provided for comparison of nursing homes on 
the official Internet website of the Federal Gov-
ernment for Medicare beneficiaries (commonly 
referred to as the ‘Nursing Home Compare’ 

Medicare website) (or a successor website), the 
following information in a manner that is 
prominent, updated on a timely basis, easily ac-
cessible, readily understandable to consumers of 
long-term care services, and searchable: 

‘‘(i) Staffing data for each facility (including 
resident census data and data on the hours of 
care provided per resident per day) based on 
data submitted under section 1128I(g), including 
information on staffing turnover and tenure, in 
a format that is clearly understandable to con-
sumers of long-term care services and allows 
such consumers to compare differences in staff-
ing between facilities and State and national 
averages for the facilities. Such format shall in-
clude— 

‘‘(I) concise explanations of how to interpret 
the data (such as a plain English explanation of 
data reflecting ‘nursing home staff hours per 
resident day’); 

‘‘(II) differences in types of staff (such as 
training associated with different categories of 
staff); 

‘‘(III) the relationship between nurse staffing 
levels and quality of care; and 

‘‘(IV) an explanation that appropriate staff-
ing levels vary based on patient case mix. 

‘‘(ii) Links to State Internet websites with in-
formation regarding State survey and certifi-
cation programs, links to Form 2567 State in-
spection reports (or a successor form) on such 
websites, information to guide consumers in how 
to interpret and understand such reports, and 
the facility plan of correction or other response 
to such report. Any such links shall be posted 
on a timely basis. 

‘‘(iii) The standardized complaint form devel-
oped under section 1128I(f), including explana-
tory material on what complaint forms are, how 
they are used, and how to file a complaint with 
the State survey and certification program and 
the State long-term care ombudsman program. 

‘‘(iv) Summary information on the number, 
type, severity, and outcome of substantiated 
complaints. 

‘‘(v) The number of adjudicated instances of 
criminal violations by a facility or the employees 
of a facility— 

‘‘(I) that were committed inside the facility; 
‘‘(II) with respect to such instances of viola-

tions or crimes committed inside of the facility 
that were the violations or crimes of abuse, ne-
glect, and exploitation, criminal sexual abuse, 
or other violations or crimes that resulted in se-
rious bodily injury; and 

‘‘(III) the number of civil monetary penalties 
levied against the facility, employees, contrac-
tors, and other agents. 

‘‘(B) DEADLINE FOR PROVISION OF INFORMA-
TION.— 

‘‘(i) IN GENERAL.—Except as provided in 
clause (ii), the Secretary shall ensure that the 
information described in subparagraph (A) is in-
cluded on such website (or a successor website) 
not later than 1 year after the date of the enact-
ment of this subsection. 

‘‘(ii) EXCEPTION.—The Secretary shall ensure 
that the information described in subparagraph 
(A)(i) is included on such website (or a successor 
website) not later than the date on which the 
requirements under section 1128I(g) are imple-
mented. 

‘‘(2) REVIEW AND MODIFICATION OF WEBSITE.— 
‘‘(A) IN GENERAL.—The Secretary shall estab-

lish a process— 
‘‘(i) to review the accuracy, clarity of presen-

tation, timeliness, and comprehensiveness of in-
formation reported on such website as of the 
day before the date of the enactment of this sub-
section; and 

‘‘(ii) not later than 1 year after the date of the 
enactment of this subsection, to modify or re-
vamp such website in accordance with the re-
view conducted under clause (i). 

‘‘(B) CONSULTATION.—In conducting the re-
view under subparagraph (A)(i), the Secretary 
shall consult with— 

‘‘(i) State long-term care ombudsman pro-
grams; 

‘‘(ii) consumer advocacy groups; 
‘‘(iii) provider stakeholder groups; and 
‘‘(iv) any other representatives of programs or 

groups the Secretary determines appropriate.’’. 
(2) TIMELINESS OF SUBMISSION OF SURVEY AND 

CERTIFICATION INFORMATION.— 
(A) IN GENERAL.—Section 1819(g)(5) of the So-

cial Security Act (42 U.S.C. 1395i–3(g)(5)) is 
amended by adding at the end the following 
new subparagraph: 

‘‘(E) SUBMISSION OF SURVEY AND CERTIFI-
CATION INFORMATION TO THE SECRETARY.—In 
order to improve the timeliness of information 
made available to the public under subpara-
graph (A) and provided on the Nursing Home 
Compare Medicare website under subsection (i), 
each State shall submit information respecting 
any survey or certification made respecting a 
skilled nursing facility (including any enforce-
ment actions taken by the State) to the Sec-
retary not later than the date on which the 
State sends such information to the facility. The 
Secretary shall use the information submitted 
under the preceding sentence to update the in-
formation provided on the Nursing Home Com-
pare Medicare website as expeditiously as prac-
ticable but not less frequently than quarterly.’’. 

(B) EFFECTIVE DATE.—The amendment made 
by this paragraph shall take effect 1 year after 
the date of the enactment of this Act. 

(3) SPECIAL FOCUS FACILITY PROGRAM.—Sec-
tion 1819(f) of the Social Security Act (42 U.S.C. 
1395i–3(f)) is amended by adding at the end the 
following new paragraph: 

‘‘(8) SPECIAL FOCUS FACILITY PROGRAM.— 
‘‘(A) IN GENERAL.—The Secretary shall con-

duct a special focus facility program for enforce-
ment of requirements for skilled nursing facili-
ties that the Secretary has identified as having 
substantially failed to meet applicable require-
ment of this Act. 

‘‘(B) PERIODIC SURVEYS.—Under such program 
the Secretary shall conduct surveys of each fa-
cility in the program not less than once every 6 
months.’’. 

(b) NURSING FACILITIES.— 
(1) IN GENERAL.—Section 1919 of the Social Se-

curity Act (42 U.S.C. 1396r) is amended— 
(A) by redesignating subsection (i) as sub-

section (j); and 
(B) by inserting after subsection (h) the fol-

lowing new subsection: 
‘‘(i) NURSING HOME COMPARE WEBSITE.— 
‘‘(1) INCLUSION OF ADDITIONAL INFORMA-

TION.— 
‘‘(A) IN GENERAL.—The Secretary shall ensure 

that the Department of Health and Human 
Services includes, as part of the information 
provided for comparison of nursing homes on 
the official Internet website of the Federal Gov-
ernment for Medicare beneficiaries (commonly 
referred to as the ‘Nursing Home Compare’ 
Medicare website) (or a successor website), the 
following information in a manner that is 
prominent, updated on a timely basis, easily ac-
cessible, readily understandable to consumers of 
long-term care services, and searchable: 

‘‘(i) Staffing data for each facility (including 
resident census data and data on the hours of 
care provided per resident per day) based on 
data submitted under section 1128I(g), including 
information on staffing turnover and tenure, in 
a format that is clearly understandable to con-
sumers of long-term care services and allows 
such consumers to compare differences in staff-
ing between facilities and State and national 
averages for the facilities. Such format shall in-
clude— 

‘‘(I) concise explanations of how to interpret 
the data (such as plain English explanation of 
data reflecting ‘nursing home staff hours per 
resident day’); 

‘‘(II) differences in types of staff (such as 
training associated with different categories of 
staff); 

‘‘(III) the relationship between nurse staffing 
levels and quality of care; and 

‘‘(IV) an explanation that appropriate staff-
ing levels vary based on patient case mix. 
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‘‘(ii) Links to State Internet websites with in-

formation regarding State survey and certifi-
cation programs, links to Form 2567 State in-
spection reports (or a successor form) on such 
websites, information to guide consumers in how 
to interpret and understand such reports, and 
the facility plan of correction or other response 
to such report. Any such links shall be posted 
on a timely basis. 

‘‘(iii) The standardized complaint form devel-
oped under section 1128I(f), including explana-
tory material on what complaint forms are, how 
they are used, and how to file a complaint with 
the State survey and certification program and 
the State long-term care ombudsman program. 

‘‘(iv) Summary information on the number, 
type, severity, and outcome of substantiated 
complaints. 

‘‘(v) The number of adjudicated instances of 
criminal violations by a facility or the employees 
of a facility— 

‘‘(I) that were committed inside of the facility; 
and 

‘‘(II) with respect to such instances of viola-
tions or crimes committed outside of the facility, 
that were violations or crimes that resulted in 
the serious bodily injury of an elder. 

‘‘(B) DEADLINE FOR PROVISION OF INFORMA-
TION.— 

‘‘(i) IN GENERAL.—Except as provided in 
clause (ii), the Secretary shall ensure that the 
information described in subparagraph (A) is in-
cluded on such website (or a successor website) 
not later than 1 year after the date of the enact-
ment of this subsection. 

‘‘(ii) EXCEPTION.—The Secretary shall ensure 
that the information described in subparagraph 
(A)(i) is included on such website (or a successor 
website) not later than the date on which the 
requirements under section 1128I(g) are imple-
mented. 

‘‘(2) REVIEW AND MODIFICATION OF WEBSITE.— 
‘‘(A) IN GENERAL.—The Secretary shall estab-

lish a process— 
‘‘(i) to review the accuracy, clarity of presen-

tation, timeliness, and comprehensiveness of in-
formation reported on such website as of the 
day before the date of the enactment of this sub-
section; and 

‘‘(ii) not later than 1 year after the date of the 
enactment of this subsection, to modify or re-
vamp such website in accordance with the re-
view conducted under clause (i). 

‘‘(B) CONSULTATION.—In conducting the re-
view under subparagraph (A)(i), the Secretary 
shall consult with— 

‘‘(i) State long-term care ombudsman pro-
grams; 

‘‘(ii) consumer advocacy groups; 
‘‘(iii) provider stakeholder groups; 
‘‘(iv) skilled nursing facility employees and 

their representatives; and 
‘‘(v) any other representatives of programs or 

groups the Secretary determines appropriate.’’. 
(2) TIMELINESS OF SUBMISSION OF SURVEY AND 

CERTIFICATION INFORMATION.— 
(A) IN GENERAL.—Section 1919(g)(5) of the So-

cial Security Act (42 U.S.C. 1396r(g)(5)) is 
amended by adding at the end the following 
new subparagraph: 

‘‘(E) SUBMISSION OF SURVEY AND CERTIFI-
CATION INFORMATION TO THE SECRETARY.—In 
order to improve the timeliness of information 
made available to the public under subpara-
graph (A) and provided on the Nursing Home 
Compare Medicare website under subsection (i), 
each State shall submit information respecting 
any survey or certification made respecting a 
nursing facility (including any enforcement ac-
tions taken by the State) to the Secretary not 
later than the date on which the State sends 
such information to the facility. The Secretary 
shall use the information submitted under the 
preceding sentence to update the information 
provided on the Nursing Home Compare Medi-
care website as expeditiously as practicable but 
not less frequently than quarterly.’’. 

(B) EFFECTIVE DATE.—The amendment made 
by this paragraph shall take effect 1 year after 
the date of the enactment of this Act. 

(3) SPECIAL FOCUS FACILITY PROGRAM.—Sec-
tion 1919(f) of the Social Security Act (42 U.S.C. 
1396r(f)) is amended by adding at the end of the 
following new paragraph: 

‘‘(10) SPECIAL FOCUS FACILITY PROGRAM.— 
‘‘(A) IN GENERAL.—The Secretary shall con-

duct a special focus facility program for enforce-
ment of requirements for nursing facilities that 
the Secretary has identified as having substan-
tially failed to meet applicable requirements of 
this Act. 

‘‘(B) PERIODIC SURVEYS.—Under such program 
the Secretary shall conduct surveys of each fa-
cility in the program not less often than once 
every 6 months.’’. 

(c) AVAILABILITY OF REPORTS ON SURVEYS, 
CERTIFICATIONS, AND COMPLAINT INVESTIGA-
TIONS.— 

(1) SKILLED NURSING FACILITIES.—Section 
1819(d)(1) of the Social Security Act (42 U.S.C. 
1395i–3(d)(1)), as amended by section 6101, is 
amended by adding at the end the following 
new subparagraph: 

‘‘(C) AVAILABILITY OF SURVEY, CERTIFICATION, 
AND COMPLAINT INVESTIGATION REPORTS.—A 
skilled nursing facility must— 

‘‘(i) have reports with respect to any surveys, 
certifications, and complaint investigations 
made respecting the facility during the 3 pre-
ceding years available for any individual to re-
view upon request; and 

‘‘(ii) post notice of the availability of such re-
ports in areas of the facility that are prominent 
and accessible to the public. 
The facility shall not make available under 
clause (i) identifying information about com-
plainants or residents.’’. 

(2) NURSING FACILITIES.—Section 1919(d)(1) of 
the Social Security Act (42 U.S.C. 1396r(d)(1)), 
as amended by section 6101, is amended by add-
ing at the end the following new subparagraph: 

‘‘(V) AVAILABILITY OF SURVEY, CERTIFICATION, 
AND COMPLAINT INVESTIGATION REPORTS.—A 
nursing facility must— 

‘‘(i) have reports with respect to any surveys, 
certifications, and complaint investigations 
made respecting the facility during the 3 pre-
ceding years available for any individual to re-
view upon request; and 

‘‘(ii) post notice of the availability of such re-
ports in areas of the facility that are prominent 
and accessible to the public. 

The facility shall not make available under 
clause (i) identifying information about com-
plainants or residents.’’. 

(3) EFFECTIVE DATE.—The amendments made 
by this subsection shall take effect 1 year after 
the date of the enactment of this Act. 

(d) GUIDANCE TO STATES ON FORM 2567 STATE 
INSPECTION REPORTS AND COMPLAINT INVES-
TIGATION REPORTS.— 

(1) GUIDANCE.—The Secretary of Health and 
Human Services (in this subtitle referred to as 
the ‘‘Secretary’’) shall provide guidance to 
States on how States can establish electronic 
links to Form 2567 State inspection reports (or a 
successor form), complaint investigation reports, 
and a facility’s plan of correction or other re-
sponse to such Form 2567 State inspection re-
ports (or a successor form) on the Internet 
website of the State that provides information 
on skilled nursing facilities and nursing facili-
ties and the Secretary shall, if possible, include 
such information on Nursing Home Compare. 

(2) REQUIREMENT.—Section 1902(a)(9) of the 
Social Security Act (42 U.S.C. 1396a(a)(9)) is 
amended— 

(A) by striking ‘‘and’’ at the end of subpara-
graph (B); 

(B) by striking the semicolon at the end of 
subparagraph (C) and inserting ‘‘, and’’; and 

(C) by adding at the end the following new 
subparagraph: 

‘‘(D) that the State maintain a consumer-ori-
ented website providing useful information to 
consumers regarding all skilled nursing facilities 
and all nursing facilities in the State, including 

for each facility, Form 2567 State inspection re-
ports (or a successor form), complaint investiga-
tion reports, the facility’s plan of correction, 
and such other information that the State or the 
Secretary considers useful in assisting the public 
to assess the quality of long term care options 
and the quality of care provided by individual 
facilities;’’. 

(3) DEFINITIONS.—In this subsection: 
(A) NURSING FACILITY.—The term ‘‘nursing fa-

cility’’ has the meaning given such term in sec-
tion 1919(a) of the Social Security Act (42 U.S.C. 
1396r(a)). 

(B) SECRETARY.—The term ‘‘Secretary’’ means 
the Secretary of Health and Human Services. 

(C) SKILLED NURSING FACILITY.—The term 
‘‘skilled nursing facility’’ has the meaning given 
such term in section 1819(a) of the Social Secu-
rity Act (42 U.S.C. 1395i–3(a)). 

(e) DEVELOPMENT OF CONSUMER RIGHTS IN-
FORMATION PAGE ON NURSING HOME COMPARE 
WEBSITE.—Not later than 1 year after the date 
of enactment of this Act, the Secretary shall en-
sure that the Department of Health and Human 
Services, as part of the information provided for 
comparison of nursing facilities on the Nursing 
Home Compare Medicare website develops and 
includes a consumer rights information page 
that contains links to descriptions of, and infor-
mation with respect to, the following: 

(1) The documentation on nursing facilities 
that is available to the public. 

(2) General information and tips on choosing 
a nursing facility that meets the needs of the in-
dividual. 

(3) General information on consumer rights 
with respect to nursing facilities. 

(4) The nursing facility survey process (on a 
national and State-specific basis). 

(5) On a State-specific basis, the services 
available through the State long-term care om-
budsman for such State. 
SEC. 6104. REPORTING OF EXPENDITURES. 

Section 1888 of the Social Security Act (42 
U.S.C. 1395yy) is amended by adding at the end 
the following new subsection: 

‘‘(f) REPORTING OF DIRECT CARE EXPENDI-
TURES.— 

‘‘(1) IN GENERAL.—For cost reports submitted 
under this title for cost reporting periods begin-
ning on or after the date that is 2 years after 
the date of the enactment of this subsection, 
skilled nursing facilities shall separately report 
expenditures for wages and benefits for direct 
care staff (breaking out (at a minimum) reg-
istered nurses, licensed professional nurses, cer-
tified nurse assistants, and other medical and 
therapy staff). 

‘‘(2) MODIFICATION OF FORM.—The Secretary, 
in consultation with private sector accountants 
experienced with Medicare and Medicaid nurs-
ing facility home cost reports, shall redesign 
such reports to meet the requirement of para-
graph (1) not later than 1 year after the date of 
the enactment of this subsection. 

‘‘(3) CATEGORIZATION BY FUNCTIONAL AC-
COUNTS.—Not later than 30 months after the 
date of the enactment of this subsection, the 
Secretary, working in consultation with the 
Medicare Payment Advisory Commission, the 
Medicaid and CHIP Payment and Access Com-
mission, the Inspector General of the Depart-
ment of Health and Human Services, and other 
expert parties the Secretary determines appro-
priate, shall take the expenditures listed on cost 
reports, as modified under paragraph (1), sub-
mitted by skilled nursing facilities and cat-
egorize such expenditures, regardless of any 
source of payment for such expenditures, for 
each skilled nursing facility into the following 
functional accounts on an annual basis: 

‘‘(A) Spending on direct care services (includ-
ing nursing, therapy, and medical services). 

‘‘(B) Spending on indirect care (including 
housekeeping and dietary services). 

‘‘(C) Capital assets (including building and 
land costs). 
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‘‘(D) Administrative services costs. 
‘‘(4) AVAILABILITY OF INFORMATION SUB-

MITTED.—The Secretary shall establish proce-
dures to make information on expenditures sub-
mitted under this subsection readily available to 
interested parties upon request, subject to such 
requirements as the Secretary may specify under 
the procedures established under this para-
graph.’’. 
SEC. 6105. STANDARDIZED COMPLAINT FORM. 

(a) IN GENERAL.—Section 1128I of the Social 
Security Act, as added and amended by this Act, 
is amended by adding at the end the following 
new subsection: 

‘‘(f) STANDARDIZED COMPLAINT FORM.— 
‘‘(1) DEVELOPMENT BY THE SECRETARY.—The 

Secretary shall develop a standardized com-
plaint form for use by a resident (or a person 
acting on the resident’s behalf) in filing a com-
plaint with a State survey and certification 
agency and a State long-term care ombudsman 
program with respect to a facility. 

‘‘(2) COMPLAINT FORMS AND RESOLUTION PROC-
ESSES.— 

‘‘(A) COMPLAINT FORMS.—The State must 
make the standardized complaint form devel-
oped under paragraph (1) available upon re-
quest to— 

‘‘(i) a resident of a facility; and 
‘‘(ii) any person acting on the resident’s be-

half. 
‘‘(B) COMPLAINT RESOLUTION PROCESS.—The 

State must establish a complaint resolution 
process in order to ensure that the legal rep-
resentative of a resident of a facility or other re-
sponsible party is not denied access to such resi-
dent or otherwise retaliated against if they have 
complained about the quality of care provided 
by the facility or other issues relating to the fa-
cility. Such complaint resolution process shall 
include— 

‘‘(i) procedures to assure accurate tracking of 
complaints received, including notification to 
the complainant that a complaint has been re-
ceived; 

‘‘(ii) procedures to determine the likely sever-
ity of a complaint and for the investigation of 
the complaint; and 

‘‘(iii) deadlines for responding to a complaint 
and for notifying the complainant of the out-
come of the investigation. 

‘‘(3) RULE OF CONSTRUCTION.—Nothing in this 
subsection shall be construed as preventing a 
resident of a facility (or a person acting on the 
resident’s behalf) from submitting a complaint 
in a manner or format other than by using the 
standardized complaint form developed under 
paragraph (1) (including submitting a complaint 
orally).’’. 

(b) EFFECTIVE DATE.—The amendment made 
by this section shall take effect 1 year after the 
date of the enactment of this Act. 
SEC. 6106. ENSURING STAFFING ACCOUNT-

ABILITY. 
Section 1128I of the Social Security Act, as 

added and amended by this Act, is amended by 
adding at the end the following new subsection: 

‘‘(g) SUBMISSION OF STAFFING INFORMATION 
BASED ON PAYROLL DATA IN A UNIFORM FOR-
MAT.—Beginning not later than 2 years after 
the date of the enactment of this subsection, 
and after consulting with State long-term care 
ombudsman programs, consumer advocacy 
groups, provider stakeholder groups, employees 
and their representatives, and other parties the 
Secretary deems appropriate, the Secretary shall 
require a facility to electronically submit to the 
Secretary direct care staffing information (in-
cluding information with respect to agency and 
contract staff) based on payroll and other 
verifiable and auditable data in a uniform for-
mat (according to specifications established by 
the Secretary in consultation with such pro-
grams, groups, and parties). Such specifications 
shall require that the information submitted 
under the preceding sentence— 

‘‘(1) specify the category of work a certified 
employee performs (such as whether the em-

ployee is a registered nurse, licensed practical 
nurse, licensed vocational nurse, certified nurs-
ing assistant, therapist, or other medical per-
sonnel); 

‘‘(2) include resident census data and infor-
mation on resident case mix; 

‘‘(3) include a regular reporting schedule; and 
‘‘(4) include information on employee turnover 

and tenure and on the hours of care provided by 
each category of certified employees referenced 
in paragraph (1) per resident per day. 
Nothing in this subsection shall be construed as 
preventing the Secretary from requiring submis-
sion of such information with respect to specific 
categories, such as nursing staff, before other 
categories of certified employees. Information 
under this subsection with respect to agency 
and contract staff shall be kept separate from 
information on employee staffing.’’. 
SEC. 6107. GAO STUDY AND REPORT ON FIVE- 

STAR QUALITY RATING SYSTEM. 
(a) STUDY.—The Comptroller General of the 

United States (in this section referred to as the 
‘‘Comptroller General’’) shall conduct a study 
on the Five-Star Quality Rating System for 
nursing homes of the Centers for Medicare & 
Medicaid Services. Such study shall include an 
analysis of— 

(1) how such system is being implemented; 
(2) any problems associated with such system 

or its implementation; and 
(3) how such system could be improved. 
(b) REPORT.—Not later than 2 years after the 

date of enactment of this Act, the Comptroller 
General shall submit to Congress a report con-
taining the results of the study conducted under 
subsection (a), together with recommendations 
for such legislation and administrative action as 
the Comptroller General determines appropriate. 

PART II—TARGETING ENFORCEMENT 
SEC. 6111. CIVIL MONEY PENALTIES. 

(a) SKILLED NURSING FACILITIES.— 
(1) IN GENERAL.—Section 1819(h)(2)(B)(ii) of 

the Social Security Act (42 U.S.C. 1395i– 
3(h)(2)(B)(ii)) is amended— 

(A) by striking ‘‘PENALTIES.—The Secretary’’ 
and inserting ‘‘PENALTIES.— 

‘‘(I) IN GENERAL.—Subject to subclause (II), 
the Secretary’’; and 

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

‘‘(II) REDUCTION OF CIVIL MONEY PENALTIES IN 
CERTAIN CIRCUMSTANCES.—Subject to subclause 
(III), in the case where a facility self-reports 
and promptly corrects a deficiency for which a 
penalty was imposed under this clause not later 
than 10 calendar days after the date of such im-
position, the Secretary may reduce the amount 
of the penalty imposed by not more than 50 per-
cent. 

‘‘(III) PROHIBITIONS ON REDUCTION FOR CER-
TAIN DEFICIENCIES.— 

‘‘(aa) REPEAT DEFICIENCIES.—The Secretary 
may not reduce the amount of a penalty under 
subclause (II) if the Secretary had reduced a 
penalty imposed on the facility in the preceding 
year under such subclause with respect to a re-
peat deficiency. 

‘‘(bb) CERTAIN OTHER DEFICIENCIES.—The Sec-
retary may not reduce the amount of a penalty 
under subclause (II) if the penalty is imposed on 
the facility for a deficiency that is found to re-
sult in a pattern of harm or widespread harm, 
immediately jeopardizes the health or safety of 
a resident or residents of the facility, or results 
in the death of a resident of the facility. 

‘‘(IV) COLLECTION OF CIVIL MONEY PEN-
ALTIES.—In the case of a civil money penalty 
imposed under this clause, the Secretary shall 
issue regulations that— 

‘‘(aa) subject to item (cc), not later than 30 
days after the imposition of the penalty, provide 
for the facility to have the opportunity to par-
ticipate in an independent informal dispute res-
olution process which generates a written record 
prior to the collection of such penalty; 

‘‘(bb) in the case where the penalty is imposed 
for each day of noncompliance, provide that a 

penalty may not be imposed for any day during 
the period beginning on the initial day of the 
imposition of the penalty and ending on the day 
on which the informal dispute resolution process 
under item (aa) is completed; 

‘‘(cc) may provide for the collection of such 
civil money penalty and the placement of such 
amounts collected in an escrow account under 
the direction of the Secretary on the earlier of 
the date on which the informal dispute resolu-
tion process under item (aa) is completed or the 
date that is 90 days after the date of the imposi-
tion of the penalty; 

‘‘(dd) may provide that such amounts col-
lected are kept in such account pending the res-
olution of any subsequent appeals; 

‘‘(ee) in the case where the facility success-
fully appeals the penalty, may provide for the 
return of such amounts collected (plus interest) 
to the facility; and 

‘‘(ff) in the case where all such appeals are 
unsuccessful, may provide that some portion of 
such amounts collected may be used to support 
activities that benefit residents, including assist-
ance to support and protect residents of a facil-
ity that closes (voluntarily or involuntarily) or 
is decertified (including offsetting costs of relo-
cating residents to home and community-based 
settings or another facility), projects that sup-
port resident and family councils and other con-
sumer involvement in assuring quality care in 
facilities, and facility improvement initiatives 
approved by the Secretary (including joint 
training of facility staff and surveyors, tech-
nical assistance for facilities implementing qual-
ity assurance programs, the appointment of tem-
porary management firms, and other activities 
approved by the Secretary).’’. 

(2) CONFORMING AMENDMENT.—The second 
sentence of section 1819(h)(5) of the Social Secu-
rity Act (42 U.S.C. 1395i–3(h)(5)) is amended by 
inserting ‘‘(ii)(IV),’’ after ‘‘(i),’’. 

(b) NURSING FACILITIES.— 
(1) IN GENERAL.—Section 1919(h)(3)(C)(ii) of 

the Social Security Act (42 U.S.C. 1396r(h)(3)(C)) 
is amended— 

(A) by striking ‘‘PENALTIES.—The Secretary’’ 
and inserting ‘‘PENALTIES.— 

‘‘(I) IN GENERAL.—Subject to subclause (II), 
the Secretary’’; and 

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

‘‘(II) REDUCTION OF CIVIL MONEY PENALTIES IN 
CERTAIN CIRCUMSTANCES.—Subject to subclause 
(III), in the case where a facility self-reports 
and promptly corrects a deficiency for which a 
penalty was imposed under this clause not later 
than 10 calendar days after the date of such im-
position, the Secretary may reduce the amount 
of the penalty imposed by not more than 50 per-
cent. 

‘‘(III) PROHIBITIONS ON REDUCTION FOR CER-
TAIN DEFICIENCIES.— 

‘‘(aa) REPEAT DEFICIENCIES.—The Secretary 
may not reduce the amount of a penalty under 
subclause (II) if the Secretary had reduced a 
penalty imposed on the facility in the preceding 
year under such subclause with respect to a re-
peat deficiency. 

‘‘(bb) CERTAIN OTHER DEFICIENCIES.—The Sec-
retary may not reduce the amount of a penalty 
under subclause (II) if the penalty is imposed on 
the facility for a deficiency that is found to re-
sult in a pattern of harm or widespread harm, 
immediately jeopardizes the health or safety of 
a resident or residents of the facility, or results 
in the death of a resident of the facility. 

‘‘(IV) COLLECTION OF CIVIL MONEY PEN-
ALTIES.—In the case of a civil money penalty 
imposed under this clause, the Secretary shall 
issue regulations that— 

‘‘(aa) subject to item (cc), not later than 30 
days after the imposition of the penalty, provide 
for the facility to have the opportunity to par-
ticipate in an independent informal dispute res-
olution process which generates a written record 
prior to the collection of such penalty; 

‘‘(bb) in the case where the penalty is imposed 
for each day of noncompliance, provide that a 
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penalty may not be imposed for any day during 
the period beginning on the initial day of the 
imposition of the penalty and ending on the day 
on which the informal dispute resolution process 
under item (aa) is completed; 

‘‘(cc) may provide for the collection of such 
civil money penalty and the placement of such 
amounts collected in an escrow account under 
the direction of the Secretary on the earlier of 
the date on which the informal dispute resolu-
tion process under item (aa) is completed or the 
date that is 90 days after the date of the imposi-
tion of the penalty; 

‘‘(dd) may provide that such amounts col-
lected are kept in such account pending the res-
olution of any subsequent appeals; 

‘‘(ee) in the case where the facility success-
fully appeals the penalty, may provide for the 
return of such amounts collected (plus interest) 
to the facility; and 

‘‘(ff) in the case where all such appeals are 
unsuccessful, may provide that some portion of 
such amounts collected may be used to support 
activities that benefit residents, including assist-
ance to support and protect residents of a facil-
ity that closes (voluntarily or involuntarily) or 
is decertified (including offsetting costs of relo-
cating residents to home and community-based 
settings or another facility), projects that sup-
port resident and family councils and other con-
sumer involvement in assuring quality care in 
facilities, and facility improvement initiatives 
approved by the Secretary (including joint 
training of facility staff and surveyors, tech-
nical assistance for facilities implementing qual-
ity assurance programs, the appointment of tem-
porary management firms, and other activities 
approved by the Secretary).’’. 

(2) CONFORMING AMENDMENT.—Section 
1919(h)(5)(8) of the Social Security Act (42 
U.S.C. 1396r(h)(5)(8)) is amended by inserting 
‘‘(ii)(IV),’’ after ‘‘(i),’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall take effect 1 year after the 
date of the enactment of this Act. 
SEC. 6112. NATIONAL INDEPENDENT MONITOR 

DEMONSTRATION PROJECT. 
(a) ESTABLISHMENT.— 
(1) IN GENERAL.—The Secretary, in consulta-

tion with the Inspector General of the Depart-
ment of Health and Human Services, shall con-
duct a demonstration project to develop, test, 
and implement an independent monitor program 
to oversee interstate and large intrastate chains 
of skilled nursing facilities and nursing facili-
ties. 

(2) SELECTION.—The Secretary shall select 
chains of skilled nursing facilities and nursing 
facilities described in paragraph (1) to partici-
pate in the demonstration project under this sec-
tion from among those chains that submit an 
application to the Secretary at such time, in 
such manner, and containing such information 
as the Secretary may require. 

(3) DURATION.—The Secretary shall conduct 
the demonstration project under this section for 
a 2-year period. 

(4) IMPLEMENTATION.—The Secretary shall im-
plement the demonstration project under this 
section not later than 1 year after the date of 
the enactment of this Act. 

(b) REQUIREMENTS.—The Secretary shall 
evaluate chains selected to participate in the 
demonstration project under this section based 
on criteria selected by the Secretary, including 
where evidence suggests that a number of the 
facilities of the chain are experiencing serious 
safety and quality of care problems. Such cri-
teria may include the evaluation of a chain that 
includes a number of facilities participating in 
the ‘‘Special Focus Facility’’ program (or a suc-
cessor program) or multiple facilities with a 
record of repeated serious safety and quality of 
care deficiencies. 

(c) RESPONSIBILITIES.—An independent mon-
itor that enters into a contract with the Sec-
retary to participate in the conduct of the dem-
onstration project under this section shall— 

(1) conduct periodic reviews and prepare root- 
cause quality and deficiency analyses of a chain 
to assess if facilities of the chain are in compli-
ance with State and Federal laws and regula-
tions applicable to the facilities; 

(2) conduct sustained oversight of the efforts 
of the chain, whether publicly or privately held, 
to achieve compliance by facilities of the chain 
with State and Federal laws and regulations ap-
plicable to the facilities; 

(3) analyze the management structure, dis-
tribution of expenditures, and nurse staffing 
levels of facilities of the chain in relation to 
resident census, staff turnover rates, and ten-
ure; 

(4) report findings and recommendations with 
respect to such reviews, analyses, and oversight 
to the chain and facilities of the chain, to the 
Secretary, and to relevant States; and 

(5) publish the results of such reviews, anal-
yses, and oversight. 

(d) IMPLEMENTATION OF RECOMMENDATIONS.— 
(1) RECEIPT OF FINDING BY CHAIN.—Not later 

than 10 days after receipt of a finding of an 
independent monitor under subsection (c)(4), a 
chain participating in the demonstration project 
shall submit to the independent monitor a re-
port— 

(A) outlining corrective actions the chain will 
take to implement the recommendations in such 
report; or 

(B) indicating that the chain will not imple-
ment such recommendations, and why it will not 
do so. 

(2) RECEIPT OF REPORT BY INDEPENDENT MON-
ITOR.—Not later than 10 days after receipt of a 
report submitted by a chain under paragraph 
(1), an independent monitor shall finalize its 
recommendations and submit a report to the 
chain and facilities of the chain, the Secretary, 
and the State or States, as appropriate, con-
taining such final recommendations. 

(e) COST OF APPOINTMENT.—A chain shall be 
responsible for a portion of the costs associated 
with the appointment of independent monitors 
under the demonstration project under this sec-
tion. The chain shall pay such portion to the 
Secretary (in an amount and in accordance with 
procedures established by the Secretary). 

(f) WAIVER AUTHORITY.—The Secretary may 
waive such requirements of titles XVIII and 
XIX of the Social Security Act (42 U.S.C. 1395 et 
seq.; 1396 et seq.) as may be necessary for the 
purpose of carrying out the demonstration 
project under this section. 

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

(h) DEFINITIONS.—In this section: 
(1) ADDITIONAL DISCLOSABLE PARTY.—The 

term ‘‘additional disclosable party’’ has the 
meaning given such term in section 1124(c)(5)(A) 
of the Social Security Act, as added by section 
4201(a). 

(2) FACILITY.—The term ‘‘facility’’ means a 
skilled nursing facility or a nursing facility. 

(3) NURSING FACILITY.—The term ‘‘nursing fa-
cility’’ has the meaning given such term in sec-
tion 1919(a) of the Social Security Act (42 U.S.C. 
1396r(a)). 

(4) SECRETARY.—The term ‘‘Secretary’’ means 
the Secretary of Health and Human Services, 
acting through the Assistant Secretary for Plan-
ning and Evaluation. 

(5) SKILLED NURSING FACILITY.—The term 
‘‘skilled nursing facility’’ has the meaning given 
such term in section 1819(a) of the Social Secu-
rity Act (42 U.S.C. 1395(a)). 

(i) EVALUATION AND REPORT.— 
(1) EVALUATION.—The Secretary, in consulta-

tion with the Inspector General of the Depart-
ment of Health and Human Services, shall 
evaluate the demonstration project conducted 
under this section. 

(2) REPORT.—Not later than 180 days after the 
completion of the demonstration project under 
this section, the Secretary shall submit to Con-

gress a report containing the results of the eval-
uation conducted under paragraph (1), together 
with recommendations— 

(A) as to whether the independent monitor 
program should be established on a permanent 
basis; 

(B) if the Secretary recommends that such 
program be so established, on appropriate proce-
dures and mechanisms for such establishment; 
and 

(C) for such legislation and administrative ac-
tion as the Secretary determines appropriate. 
SEC. 6113. NOTIFICATION OF FACILITY CLOSURE. 

(a) IN GENERAL.—Section 1128I of the Social 
Security Act, as added and amended by this Act, 
is amended by adding at the end the following 
new subsection: 

‘‘(h) NOTIFICATION OF FACILITY CLOSURE.— 
‘‘(1) IN GENERAL.—Any individual who is the 

administrator of a facility must— 
‘‘(A) submit to the Secretary, the State long- 

term care ombudsman, residents of the facility, 
and the legal representatives of such residents 
or other responsible parties, written notification 
of an impending closure— 

‘‘(i) subject to clause (ii), not later than the 
date that is 60 days prior to the date of such clo-
sure; and 

‘‘(ii) in the case of a facility where the Sec-
retary terminates the facility’s participation 
under this title, not later than the date that the 
Secretary determines appropriate; 

‘‘(B) ensure that the facility does not admit 
any new residents on or after the date on which 
such written notification is submitted; and 

‘‘(C) include in the notice a plan for the 
transfer and adequate relocation of the resi-
dents of the facility by a specified date prior to 
closure that has been approved by the State, in-
cluding assurances that the residents will be 
transferred to the most appropriate facility or 
other setting in terms of quality, services, and 
location, taking into consideration the needs, 
choice, and best interests of each resident. 

‘‘(2) RELOCATION.— 
‘‘(A) IN GENERAL.—The State shall ensure 

that, before a facility closes, all residents of the 
facility have been successfully relocated to an-
other facility or an alternative home and com-
munity-based setting. 

‘‘(B) CONTINUATION OF PAYMENTS UNTIL RESI-
DENTS RELOCATED.—The Secretary may, as the 
Secretary determines appropriate, continue to 
make payments under this title with respect to 
residents of a facility that has submitted a noti-
fication under paragraph (1) during the period 
beginning on the date such notification is sub-
mitted and ending on the date on which the 
resident is successfully relocated. 

‘‘(3) SANCTIONS.—Any individual who is the 
administrator of a facility that fails to comply 
with the requirements of paragraph (1)— 

‘‘(A) shall be subject to a civil monetary pen-
alty of up to $100,000; 

‘‘(B) may be subject to exclusion from partici-
pation in any Federal health care program (as 
defined in section 1128B(f)); and 

‘‘(C) shall be subject to any other penalties 
that may be prescribed by law. 

‘‘(4) PROCEDURE.—The provisions of section 
1128A (other than subsections (a) and (b) and 
the second sentence of subsection (f)) shall 
apply to a civil money penalty or exclusion 
under paragraph (3) in the same manner as 
such provisions apply to a penalty or proceeding 
under section 1128A(a).’’. 

(b) CONFORMING AMENDMENTS.—Section 
1819(h)(4) of the Social Security Act (42 U.S.C. 
1395i–3(h)(4)) is amended— 

(1) in the first sentence, by striking ‘‘the Sec-
retary shall terminate’’ and inserting ‘‘the Sec-
retary, subject to section 1128I(h), shall termi-
nate’’; and 

(2) in the second sentence, by striking ‘‘sub-
section (c)(2)’’ and inserting ‘‘subsection (c)(2) 
and section 1128I(h)’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall take effect 1 year after the 
date of the enactment of this Act. 
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SEC. 6114. NATIONAL DEMONSTRATION 

PROJECTS ON CULTURE CHANGE 
AND USE OF INFORMATION TECH-
NOLOGY IN NURSING HOMES. 

(a) IN GENERAL.—The Secretary shall conduct 
2 demonstration projects, 1 for the development 
of best practices in skilled nursing facilities and 
nursing facilities that are involved in the cul-
ture change movement (including the develop-
ment of resources for facilities to find and access 
funding in order to undertake culture change) 
and 1 for the development of best practices in 
skilled nursing facilities and nursing facilities 
for the use of information technology to improve 
resident care. 

(b) CONDUCT OF DEMONSTRATION PROJECTS.— 
(1) GRANT AWARD.—Under each demonstration 

project conducted under this section, the Sec-
retary shall award 1 or more grants to facility- 
based settings for the development of best prac-
tices described in subsection (a) with respect to 
the demonstration project involved. Such award 
shall be made on a competitive basis and may be 
allocated in 1 lump-sum payment. 

(2) CONSIDERATION OF SPECIAL NEEDS OF RESI-
DENTS.—Each demonstration project conducted 
under this section shall take into consideration 
the special needs of residents of skilled nursing 
facilities and nursing facilities who have cog-
nitive impairment, including dementia. 

(c) DURATION AND IMPLEMENTATION.— 
(1) DURATION.—The demonstration projects 

shall each be conducted for a period not to ex-
ceed 3 years. 

(2) IMPLEMENTATION.—The demonstration 
projects shall each be implemented not later 
than 1 year after the date of the enactment of 
this Act. 

(d) DEFINITIONS.—In this section: 
(1) NURSING FACILITY.—The term ‘‘nursing fa-

cility’’ has the meaning given such term in sec-
tion 1919(a) of the Social Security Act (42 U.S.C. 
1396r(a)). 

(2) SECRETARY.—The term ‘‘Secretary’’ means 
the Secretary of Health and Human Services. 

(3) SKILLED NURSING FACILITY.—The term 
‘‘skilled nursing facility’’ has the meaning given 
such term in section 1819(a) of the Social Secu-
rity Act (42 U.S.C. 1395(a)). 

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

(f) REPORT.—Not later than 9 months after the 
completion of the demonstration project, the 
Secretary shall submit to Congress a report on 
such project, together with recommendations for 
such legislation and administrative action as 
the Secretary determines appropriate. 

PART III—IMPROVING STAFF TRAINING 
SEC. 6121. DEMENTIA AND ABUSE PREVENTION 

TRAINING. 
(a) SKILLED NURSING FACILITIES.— 
(1) IN GENERAL.—Section 1819(f)(2)(A)(i)(I) of 

the Social Security Act (42 U.S.C. 1395i– 
3(f)(2)(A)(i)(I)) is amended by inserting ‘‘(in-
cluding, in the case of initial training and, if 
the Secretary determines appropriate, in the 
case of ongoing training, dementia management 
training, and patient abuse prevention train-
ing’’ before ‘‘, (II)’’. 

(2) CLARIFICATION OF DEFINITION OF NURSE 
AIDE.—Section 1819(b)(5)(F) of the Social Secu-
rity Act (42 U.S.C. 1395i–3(b)(5)(F)) is amended 
by adding at the end the following flush sen-
tence: 
‘‘Such term includes an individual who provides 
such services through an agency or under a con-
tract with the facility.’’. 

(b) NURSING FACILITIES.— 
(1) IN GENERAL.—Section 1919(f)(2)(A)(i)(I) 

of the Social Security Act (42 U.S.C. 
1396r(f)(2)(A)(i)(I)) is amended by inserting 
‘‘(including, in the case of initial training and, 
if the Secretary determines appropriate, in the 
case of ongoing training, dementia management 
training, and patient abuse prevention train-
ing’’ before ‘‘, (II)’’. 

(2) CLARIFICATION OF DEFINITION OF NURSE 
AIDE.—Section 1919(b)(5)(F) of the Social Secu-
rity Act (42 U.S.C. 1396r(b)(5)(F)) is amended by 
adding at the end the following flush sentence: 

‘‘Such term includes an individual who provides 
such services through an agency or under a con-
tract with the facility.’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall take effect 1 year after the 
date of the enactment of this Act. 

Subtitle C—Nationwide Program for National 
and State Background Checks on Direct Pa-
tient Access Employees of Long-term Care 
Facilities and Providers 

SEC. 6201. NATIONWIDE PROGRAM FOR NATIONAL 
AND STATE BACKGROUND CHECKS 
ON DIRECT PATIENT ACCESS EM-
PLOYEES OF LONG-TERM CARE FA-
CILITIES AND PROVIDERS. 

(a) IN GENERAL.—The Secretary of Health and 
Human Services (in this section referred to as 
the ‘‘Secretary’’), shall establish a program to 
identify efficient, effective, and economical pro-
cedures for long term care facilities or providers 
to conduct background checks on prospective di-
rect patient access employees on a nationwide 
basis (in this subsection, such program shall be 
referred to as the ‘‘nationwide program’’). Ex-
cept for the following modifications, the Sec-
retary shall carry out the nationwide program 
under similar terms and conditions as the pilot 
program under section 307 of the Medicare Pre-
scription Drug, Improvement, and Moderniza-
tion Act of 2003 (Public Law 108–173; 117 Stat. 
2257), including the prohibition on hiring abu-
sive workers and the authorization of the impo-
sition of penalties by a participating State 
under subsection (b)(3)(A) and (b)(6), respec-
tively, of such section 307: 

(1) AGREEMENTS.— 
(A) NEWLY PARTICIPATING STATES.—The Sec-

retary shall enter into agreements with each 
State— 

(i) that the Secretary has not entered into an 
agreement with under subsection (c)(1) of such 
section 307; 

(ii) that agrees to conduct background checks 
under the nationwide program on a Statewide 
basis; and 

(iii) that submits an application to the Sec-
retary containing such information and at such 
time as the Secretary may specify. 

(B) CERTAIN PREVIOUSLY PARTICIPATING 
STATES.—The Secretary shall enter into agree-
ments with each State— 

(i) that the Secretary has entered into an 
agreement with under such subsection (c)(1), 
but only in the case where such agreement did 
not require the State to conduct background 
checks under the program established under 
subsection (a) of such section 307 on a Statewide 
basis; 

(ii) that agrees to conduct background checks 
under the nationwide program on a Statewide 
basis; and 

(iii) that submits an application to the Sec-
retary containing such information and at such 
time as the Secretary may specify. 

(2) NONAPPLICATION OF SELECTION CRITERIA.— 
The selection criteria required under subsection 
(c)(3)(B) of such section 307 shall not apply. 

(3) REQUIRED FINGERPRINT CHECK AS PART OF 
CRIMINAL HISTORY BACKGROUND CHECK.—The 
procedures established under subsection (b)(1) of 
such section 307 shall— 

(A) require that the long-term care facility or 
provider (or the designated agent of the long- 
term care facility or provider) obtain State and 
national criminal history background checks on 
the prospective employee through such means as 
the Secretary determines appropriate, efficient, 
and effective that utilize a search of State-based 
abuse and neglect registries and databases, in-
cluding the abuse and neglect registries of an-
other State in the case where a prospective em-
ployee previously resided in that State, State 
criminal history records, the records of any pro-

ceedings in the State that may contain disquali-
fying information about prospective employees 
(such as proceedings conducted by State profes-
sional licensing and disciplinary boards and 
State Medicaid Fraud Control Units), and Fed-
eral criminal history records, including a finger-
print check using the Integrated Automated 
Fingerprint Identification System of the Federal 
Bureau of Investigation; 

(B) require States to describe and test methods 
that reduce duplicative fingerprinting, includ-
ing providing for the development of ‘‘rap back’’ 
capability by the State such that, if a direct pa-
tient access employee of a long-term care facility 
or provider is convicted of a crime following the 
initial criminal history background check con-
ducted with respect to such employee, and the 
employee’s fingerprints match the prints on file 
with the State law enforcement department, the 
department will immediately inform the State 
and the State will immediately inform the long- 
term care facility or provider which employs the 
direct patient access employee of such convic-
tion; and 

(C) require that criminal history background 
checks conducted under the nationwide program 
remain valid for a period of time specified by the 
Secretary. 

(4) STATE REQUIREMENTS.—An agreement en-
tered into under paragraph (1) shall require 
that a participating State— 

(A) be responsible for monitoring compliance 
with the requirements of the nationwide pro-
gram; 

(B) have procedures in place to— 
(i) conduct screening and criminal history 

background checks under the nationwide pro-
gram in accordance with the requirements of 
this section; 

(ii) monitor compliance by long-term care fa-
cilities and providers with the procedures and 
requirements of the nationwide program; 

(iii) as appropriate, provide for a provisional 
period of employment by a long-term care facil-
ity or provider of a direct patient access em-
ployee, not to exceed 60 days, pending comple-
tion of the required criminal history background 
check and, in the case where the employee has 
appealed the results of such background check, 
pending completion of the appeals process, dur-
ing which the employee shall be subject to direct 
on-site supervision (in accordance with proce-
dures established by the State to ensure that a 
long-term care facility or provider furnishes 
such direct on-site supervision); 

(iv) provide an independent process by which 
a provisional employee or an employee may ap-
peal or dispute the accuracy of the information 
obtained in a background check performed 
under the nationwide program, including the 
specification of criteria for appeals for direct pa-
tient access employees found to have disquali-
fying information which shall include consider-
ation of the passage of time, extenuating cir-
cumstances, demonstration of rehabilitation, 
and relevancy of the particular disqualifying in-
formation with respect to the current employ-
ment of the individual; 

(v) provide for the designation of a single 
State agency as responsible for— 

(I) overseeing the coordination of any State 
and national criminal history background 
checks requested by a long-term care facility or 
provider (or the designated agent of the long- 
term care facility or provider) utilizing a search 
of State and Federal criminal history records, 
including a fingerprint check of such records; 

(II) overseeing the design of appropriate pri-
vacy and security safeguards for use in the re-
view of the results of any State or national 
criminal history background checks conducted 
regarding a prospective direct patient access em-
ployee to determine whether the employee has 
any conviction for a relevant crime; 

(III) immediately reporting to the long-term 
care facility or provider that requested the 
criminal history background check the results of 
such review; and 
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(IV) in the case of an employee with a convic-

tion for a relevant crime that is subject to re-
porting under section 1128E of the Social Secu-
rity Act (42 U.S.C. 1320a–7e), reporting the exist-
ence of such conviction to the database estab-
lished under that section; 

(vi) determine which individuals are direct pa-
tient access employees (as defined in paragraph 
(6)(B)) for purposes of the nationwide program; 

(vii) as appropriate, specify offenses, includ-
ing convictions for violent crimes, for purposes 
of the nationwide program; and 

(viii) describe and test methods that reduce 
duplicative fingerprinting, including providing 
for the development of ‘‘rap back’’ capability 
such that, if a direct patient access employee of 
a long-term care facility or provider is convicted 
of a crime following the initial criminal history 
background check conducted with respect to 
such employee, and the employee’s fingerprints 
match the prints on file with the State law en-
forcement department— 

(I) the department will immediately inform the 
State agency designated under clause (v) and 
such agency will immediately inform the facility 
or provider which employs the direct patient ac-
cess employee of such conviction; and 

(II) the State will provide, or will require the 
facility to provide, to the employee a copy of the 
results of the criminal history background check 
conducted with respect to the employee at no 
charge in the case where the individual requests 
such a copy. 

(5) PAYMENTS.— 
(A) NEWLY PARTICIPATING STATES.— 
(i) IN GENERAL.—As part of the application 

submitted by a State under paragraph 
(1)(A)(iii), the State shall guarantee, with re-
spect to the costs to be incurred by the State in 
carrying out the nationwide program, that the 
State will make available (directly or through 
donations from public or private entities) a par-
ticular amount of non-Federal contributions, as 
a condition of receiving the Federal match 
under clause (ii). 

(ii) FEDERAL MATCH.—The payment amount to 
each State that the Secretary enters into an 
agreement with under paragraph (1)(A) shall be 
3 times the amount that the State guarantees to 
make available under clause (i), except that in 
no case may the payment amount exceed 
$3,000,000. 

(B) PREVIOUSLY PARTICIPATING STATES.— 
(i) IN GENERAL.—As part of the application 

submitted by a State under paragraph 
(1)(B)(iii), the State shall guarantee, with re-
spect to the costs to be incurred by the State in 
carrying out the nationwide program, that the 
State will make available (directly or through 
donations from public or private entities) a par-
ticular amount of non-Federal contributions, as 
a condition of receiving the Federal match 
under clause (ii). 

(ii) FEDERAL MATCH.—The payment amount to 
each State that the Secretary enters into an 
agreement with under paragraph (1)(B) shall be 
3 times the amount that the State guarantees to 
make available under clause (i), except that in 
no case may the payment amount exceed 
$1,500,000. 

(6) DEFINITIONS.—Under the nationwide pro-
gram: 

(A) CONVICTION FOR A RELEVANT CRIME.—The 
term ‘‘conviction for a relevant crime’’ means 
any Federal or State criminal conviction for— 

(i) any offense described in section 1128(a) of 
the Social Security Act (42 U.S.C. 1320a–7); or 

(ii) such other types of offenses as a partici-
pating State may specify for purposes of con-
ducting the program in such State. 

(B) DISQUALIFYING INFORMATION.—The term 
‘‘disqualifying information’’ means a conviction 
for a relevant crime or a finding of patient or 
resident abuse. 

(C) FINDING OF PATIENT OR RESIDENT ABUSE.— 
The term ‘‘finding of patient or resident abuse’’ 
means any substantiated finding by a State 
agency under section 1819(g)(1)(C) or 

1919(g)(1)(C) of the Social Security Act (42 
U.S.C. 1395i–3(g)(1)(C), 1396r(g)(1)(C)) or a Fed-
eral agency that a direct patient access em-
ployee has committed— 

(i) an act of patient or resident abuse or ne-
glect or a misappropriation of patient or resi-
dent property; or 

(ii) such other types of acts as a participating 
State may specify for purposes of conducting the 
program in such State. 

(D) DIRECT PATIENT ACCESS EMPLOYEE.—The 
term ‘‘direct patient access employee’’ means 
any individual who has access to a patient or 
resident of a long-term care facility or provider 
through employment or through a contract with 
such facility or provider and has duties that in-
volve (or may involve) one-on-one contact with 
a patient or resident of the facility or provider, 
as determined by the State for purposes of the 
nationwide program. Such term does not include 
a volunteer unless the volunteer has duties that 
are equivalent to the duties of a direct patient 
access employee and those duties involve (or 
may involve) one-on-one contact with a patient 
or resident of the long-term care facility or pro-
vider. 

(E) LONG-TERM CARE FACILITY OR PROVIDER.— 
The term ‘‘long-term care facility or provider’’ 
means the following facilities or providers which 
receive payment for services under title XVIII or 
XIX of the Social Security Act: 

(i) A skilled nursing facility (as defined in sec-
tion 1819(a) of the Social Security Act (42 U.S.C. 
1395i–3(a))). 

(ii) A nursing facility (as defined in section 
1919(a) of such Act (42 U.S.C. 1396r(a))). 

(iii) A home health agency. 
(iv) A provider of hospice care (as defined in 

section 1861(dd)(1) of such Act (42 U.S.C. 
1395x(dd)(1))). 

(v) A long-term care hospital (as described in 
section 1886(d)(1)(B)(iv) of such Act (42 U.S.C. 
1395ww(d)(1)(B)(iv))). 

(vi) A provider of personal care services. 
(vii) A provider of adult day care. 
(viii) A residential care provider that arranges 

for, or directly provides, long-term care services, 
including an assisted living facility that pro-
vides a level of care established by the Sec-
retary. 

(ix) An intermediate care facility for the men-
tally retarded (as defined in section 1905(d) of 
such Act (42 U.S.C. 1396d(d))). 

(x) Any other facility or provider of long-term 
care services under such titles as the partici-
pating State determines appropriate. 

(7) EVALUATION AND REPORT.— 
(A) EVALUATION.— 
(i) IN GENERAL.—The Inspector General of the 

Department of Health and Human Services shall 
conduct an evaluation of the nationwide pro-
gram. 

(ii) INCLUSION OF SPECIFIC TOPICS.—The eval-
uation conducted under clause (i) shall include 
the following: 

(I) A review of the various procedures imple-
mented by participating States for long-term 
care facilities or providers, including staffing 
agencies, to conduct background checks of di-
rect patient access employees under the nation-
wide program and identification of the most ap-
propriate, efficient, and effective procedures for 
conducting such background checks. 

(II) An assessment of the costs of conducting 
such background checks (including start up and 
administrative costs). 

(III) A determination of the extent to which 
conducting such background checks leads to 
any unintended consequences, including a re-
duction in the available workforce for long-term 
care facilities or providers. 

(IV) An assessment of the impact of the na-
tionwide program on reducing the number of in-
cidents of neglect, abuse, and misappropriation 
of resident property to the extent practicable. 

(V) An evaluation of other aspects of the na-
tionwide program, as determined appropriate by 
the Secretary. 

(B) REPORT.—Not later than 180 days after 
the completion of the nationwide program, the 
Inspector General of the Department of Health 
and Human Services shall submit a report to 
Congress containing the results of the evalua-
tion conducted under subparagraph (A). 

(b) FUNDING.— 
(1) NOTIFICATION.—The Secretary of Health 

and Human Services shall notify the Secretary 
of the Treasury of the amount necessary to 
carry out the nationwide program under this 
section for the period of fiscal years 2010 
through 2012, except that in no case shall such 
amount exceed $160,000,000. 

(2) TRANSFER OF FUNDS.— 
(A) IN GENERAL.—Out of any funds in the 

Treasury not otherwise appropriated, the Sec-
retary of the Treasury shall provide for the 
transfer to the Secretary of Health and Human 
Services of the amount specified as necessary to 
carry out the nationwide program under para-
graph (1). Such amount shall remain available 
until expended. 

(B) RESERVATION OF FUNDS FOR CONDUCT OF 
EVALUATION.—The Secretary may reserve not 
more than $3,000,000 of the amount transferred 
under subparagraph (A) to provide for the con-
duct of the evaluation under subsection 
(a)(7)(A). 

Subtitle D—Patient-Centered Outcomes 
Research 

SEC. 6301. PATIENT-CENTERED OUTCOMES RE-
SEARCH. 

(a) IN GENERAL.—Title XI of the Social Secu-
rity Act (42 U.S.C. 1301 et seq.) is amended by 
adding at the end the following new part: 

‘‘PART D—COMPARATIVE CLINICAL 
EFFECTIVENESS RESEARCH 

‘‘COMPARATIVE CLINICAL EFFECTIVENESS 
RESEARCH 

‘‘SEC. 1181. (a) DEFINITIONS.—In this section: 
‘‘(1) BOARD.—The term ‘Board’ means the 

Board of Governors established under subsection 
(f). 

‘‘(2) COMPARATIVE CLINICAL EFFECTIVENESS 
RESEARCH; RESEARCH.— 

‘‘(A) IN GENERAL.—The terms ‘comparative 
clinical effectiveness research’ and ‘research’ 
mean research evaluating and comparing health 
outcomes and the clinical effectiveness, risks, 
and benefits of 2 or more medical treatments, 
services, and items described in subparagraph 
(B). 

‘‘(B) MEDICAL TREATMENTS, SERVICES, AND 
ITEMS DESCRIBED.—The medical treatments, 
services, and items described in this subpara-
graph are health care interventions, protocols 
for treatment, care management, and delivery, 
procedures, medical devices, diagnostic tools, 
pharmaceuticals (including drugs and 
biologicals), integrative health practices, and 
any other strategies or items being used in the 
treatment, management, and diagnosis of, or 
prevention of illness or injury in, individuals. 

‘‘(3) CONFLICT OF INTEREST.—The term ‘con-
flict of interest’ means an association, including 
a financial or personal association, that have 
the potential to bias or have the appearance of 
biasing an individual’s decisions in matters re-
lated to the Institute or the conduct of activities 
under this section. 

‘‘(4) REAL CONFLICT OF INTEREST.—The term 
‘real conflict of interest’ means any instance 
where a member of the Board, the methodology 
committee established under subsection (d)(6), or 
an advisory panel appointed under subsection 
(d)(4), or a close relative of such member, has re-
ceived or could receive either of the following: 

‘‘(A) A direct financial benefit of any amount 
deriving from the result or findings of a study 
conducted under this section. 

‘‘(B) A financial benefit from individuals or 
companies that own or manufacture medical 
treatments, services, or items to be studied under 
this section that in the aggregate exceeds $10,000 
per year. For purposes of the preceding sen-
tence, a financial benefit includes honoraria, 
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fees, stock, or other financial benefit and the 
current value of the member or close relative’s 
already existing stock holdings, in addition to 
any direct financial benefit deriving from the re-
sults or findings of a study conducted under 
this section. 

‘‘(b) PATIENT-CENTERED OUTCOMES RESEARCH 
INSTITUTE.— 

‘‘(1) ESTABLISHMENT.—There is authorized to 
be established a nonprofit corporation, to be 
known as the ‘Patient-Centered Outcomes Re-
search Institute’ (referred to in this section as 
the ‘Institute’) which is neither an agency nor 
establishment of the United States Government. 

‘‘(2) APPLICATION OF PROVISIONS.—The Insti-
tute shall be subject to the provisions of this sec-
tion, and, to the extent consistent with this sec-
tion, to the District of Columbia Nonprofit Cor-
poration Act. 

‘‘(3) FUNDING OF COMPARATIVE CLINICAL EF-
FECTIVENESS RESEARCH.—For fiscal year 2010 
and each subsequent fiscal year, amounts in the 
Patient-Centered Outcomes Research Trust 
Fund (referred to in this section as the 
‘PCORTF’) under section 9511 of the Internal 
Revenue Code of 1986 shall be available, without 
further appropriation, to the Institute to carry 
out this section. 

‘‘(c) PURPOSE.—The purpose of the Institute is 
to assist patients, clinicians, purchasers, and 
policy-makers in making informed health deci-
sions by advancing the quality and relevance of 
evidence concerning the manner in which dis-
eases, disorders, and other health conditions 
can effectively and appropriately be prevented, 
diagnosed, treated, monitored, and managed 
through research and evidence synthesis that 
considers variations in patient subpopulations, 
and the dissemination of research findings with 
respect to the relative health outcomes, clinical 
effectiveness, and appropriateness of the med-
ical treatments, services, and items described in 
subsection (a)(2)(B). 

‘‘(d) DUTIES.— 
‘‘(1) IDENTIFYING RESEARCH PRIORITIES AND 

ESTABLISHING RESEARCH PROJECT AGENDA.— 
‘‘(A) IDENTIFYING RESEARCH PRIORITIES.—The 

Institute shall identify national priorities for re-
search, taking into account factors of disease 
incidence, prevalence, and burden in the United 
States (with emphasis on chronic conditions), 
gaps in evidence in terms of clinical outcomes, 
practice variations and health disparities in 
terms of delivery and outcomes of care, the po-
tential for new evidence to improve patient 
health, well-being, and the quality of care, the 
effect on national expenditures associated with 
a health care treatment, strategy, or health con-
ditions, as well as patient needs, outcomes, and 
preferences, the relevance to patients and clini-
cians in making informed health decisions, and 
priorities in the National Strategy for quality 
care established under section 399H of the Pub-
lic Health Service Act that are consistent with 
this section. 

‘‘(B) ESTABLISHING RESEARCH PROJECT AGEN-
DA.—The Institute shall establish and update a 
research project agenda for research to address 
the priorities identified under subparagraph (A), 
taking into consideration the types of research 
that might address each priority and the rel-
ative value (determined based on the cost of 
conducting research compared to the potential 
usefulness of the information produced by re-
search) associated with the different types of re-
search, and such other factors as the Institute 
determines appropriate. 

‘‘(2) CARRYING OUT RESEARCH PROJECT AGEN-
DA.— 

‘‘(A) RESEARCH.—The Institute shall carry out 
the research project agenda established under 
paragraph (1)(B) in accordance with the meth-
odological standards adopted under paragraph 
(9) using methods, including the following: 

‘‘(i) Systematic reviews and assessments of ex-
isting and future research and evidence includ-
ing original research conducted subsequent to 
the date of the enactment of this section. 

‘‘(ii) Primary research, such as randomized 
clinical trials, molecularly informed trials, and 
observational studies. 

‘‘(iii) Any other methodologies recommended 
by the methodology committee established under 
paragraph (6) that are adopted by the Board 
under paragraph (9). 

‘‘(B) CONTRACTS FOR THE MANAGEMENT OF 
FUNDING AND CONDUCT OF RESEARCH.— 

‘‘(i) CONTRACTS.— 
‘‘(I) IN GENERAL.—In accordance with the re-

search project agenda established under para-
graph (1)(B), the Institute shall enter into con-
tracts for the management of funding and con-
duct of research in accordance with the fol-
lowing: 

‘‘(aa) Appropriate agencies and instrumental-
ities of the Federal Government. 

‘‘(bb) Appropriate academic research, private 
sector research, or study-conducting entities. 

‘‘(II) PREFERENCE.—In entering into contracts 
under subclause (I), the Institute shall give 
preference to the Agency for Healthcare Re-
search and Quality and the National Institutes 
of Health, but only if the research to be con-
ducted or managed under such contract is au-
thorized by the governing statutes of such Agen-
cy or Institutes. 

‘‘(ii) CONDITIONS FOR CONTRACTS.—A contract 
entered into under this subparagraph shall re-
quire that the agency, instrumentality, or other 
entity— 

‘‘(I) abide by the transparency and conflicts 
of interest requirements under subsection (h) 
that apply to the Institute with respect to the 
research managed or conducted under such con-
tract; 

‘‘(II) comply with the methodological stand-
ards adopted under paragraph (9) with respect 
to such research; 

‘‘(III) consult with the expert advisory panels 
for clinical trials and rare disease appointed 
under clauses (ii) and (iii), respectively, of para-
graph (4)(A); 

‘‘(IV) subject to clause (iv), permit a re-
searcher who conducts original research under 
the contract for the agency, instrumentality, or 
other entity to have such research published in 
a peer-reviewed journal or other publication; 

‘‘(V) have appropriate processes in place to 
manage data privacy and meet ethical stand-
ards for the research; 

‘‘(VI) comply with the requirements of the In-
stitute for making the information available to 
the public under paragraph (8); and 

‘‘(VII) comply with other terms and conditions 
determined necessary by the Institute to carry 
out the research agenda adopted under para-
graph (2). 

‘‘(iii) COVERAGE OF COPAYMENTS OR COINSUR-
ANCE.—A contract entered into under this sub-
paragraph may allow for the coverage of copay-
ments or coinsurance, or allow for other appro-
priate measures, to the extent that such cov-
erage or other measures are necessary to pre-
serve the validity of a research project, such as 
in the case where the research project must be 
blinded. 

‘‘(iv) REQUIREMENTS FOR PUBLICATION OF RE-
SEARCH.—Any research published under clause 
(ii)(IV) shall be within the bounds of and en-
tirely consistent with the evidence and findings 
produced under the contract with the Institute 
under this subparagraph. If the Institute deter-
mines that those requirements are not met, the 
Institute shall not enter into another contract 
with the agency, instrumentality, or entity 
which managed or conducted such research for 
a period determined appropriate by the Institute 
(but not less than 5 years). 

‘‘(C) REVIEW AND UPDATE OF EVIDENCE.—The 
Institute shall review and update evidence on a 
periodic basis as appropriate. 

‘‘(D) TAKING INTO ACCOUNT POTENTIAL DIF-
FERENCES.—Research shall be designed, as ap-
propriate, to take into account the potential for 
differences in the effectiveness of health care 
treatments, services, and items as used with var-

ious subpopulations, such as racial and ethnic 
minorities, women, age, and groups of individ-
uals with different comorbidities, genetic and 
molecular sub-types, or quality of life pref-
erences and include members of such subpopula-
tions as subjects in the research as feasible and 
appropriate. 

‘‘(E) DIFFERENCES IN TREATMENT MODALI-
TIES.—Research shall be designed, as appro-
priate, to take into account different character-
istics of treatment modalities that may affect re-
search outcomes, such as the phase of the treat-
ment modality in the innovation cycle and the 
impact of the skill of the operator of the treat-
ment modality. 

‘‘(3) DATA COLLECTION.— 
‘‘(A) IN GENERAL.—The Secretary shall, with 

appropriate safeguards for privacy, make avail-
able to the Institute such data collected by the 
Centers for Medicare & Medicaid Services under 
the programs under titles XVIII, XIX, and XXI, 
as well as provide access to the data networks 
developed under section 937(f) of the Public 
Health Service Act, as the Institute and its con-
tractors may require to carry out this section. 
The Institute may also request and obtain data 
from Federal, State, or private entities, includ-
ing data from clinical databases and registries. 

‘‘(B) USE OF DATA.—The Institute shall only 
use data provided to the Institute under sub-
paragraph (A) in accordance with laws and reg-
ulations governing the release and use of such 
data, including applicable confidentiality and 
privacy standards. 

‘‘(4) APPOINTING EXPERT ADVISORY PANELS.— 
‘‘(A) APPOINTMENT.— 
‘‘(i) IN GENERAL.—The Institute may appoint 

permanent or ad hoc expert advisory panels as 
determined appropriate to assist in identifying 
research priorities and establishing the research 
project agenda under paragraph (1) and for 
other purposes. 

‘‘(ii) EXPERT ADVISORY PANELS FOR CLINICAL 
TRIALS.—The Institute shall appoint expert ad-
visory panels in carrying out randomized clin-
ical trials under the research project agenda 
under paragraph (2)(A)(ii). Such expert advi-
sory panels shall advise the Institute and the 
agency, instrumentality, or entity conducting 
the research on the research question involved 
and the research design or protocol, including 
important patient subgroups and other param-
eters of the research. Such panels shall be avail-
able as a resource for technical questions that 
may arise during the conduct of such research. 

‘‘(iii) EXPERT ADVISORY PANEL FOR RARE DIS-
EASE.—In the case of a research study for rare 
disease, the Institute shall appoint an expert 
advisory panel for purposes of assisting in the 
design of the research study and determining 
the relative value and feasibility of conducting 
the research study. 

‘‘(B) COMPOSITION.—An expert advisory panel 
appointed under subparagraph (A) shall include 
representatives of practicing and research clini-
cians, patients, and experts in scientific and 
health services research, health services deliv-
ery, and evidence-based medicine who have ex-
perience in the relevant topic, and as appro-
priate, experts in integrative health and primary 
prevention strategies. The Institute may include 
a technical expert of each manufacturer or each 
medical technology that is included under the 
relevant topic, project, or category for which the 
panel is established. 

‘‘(5) SUPPORTING PATIENT AND CONSUMER REP-
RESENTATIVES.—The Institute shall provide sup-
port and resources to help patient and consumer 
representatives effectively participate on the 
Board and expert advisory panels appointed by 
the Institute under paragraph (4). 

‘‘(6) ESTABLISHING METHODOLOGY COM-
MITTEE.— 

‘‘(A) IN GENERAL.—The Institute shall estab-
lish a standing methodology committee to carry 
out the functions described in subparagraph 
(C). 
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‘‘(B) APPOINTMENT AND COMPOSITION.—The 

methodology committee established under sub-
paragraph (A) shall be composed of not more 
than 15 members appointed by the Comptroller 
General of the United States. Members ap-
pointed to the methodology committee shall be 
experts in their scientific field, such as health 
services research, clinical research, comparative 
clinical effectiveness research, biostatistics, 
genomics, and research methodologies. Stake-
holders with such expertise may be appointed to 
the methodology committee. In addition to the 
members appointed under the first sentence, the 
Directors of the National Institutes of Health 
and the Agency for Healthcare Research and 
Quality (or their designees) shall each be in-
cluded as members of the methodology com-
mittee. 

‘‘(C) FUNCTIONS.—Subject to subparagraph 
(D), the methodology committee shall work to 
develop and improve the science and methods of 
comparative clinical effectiveness research by, 
not later than 18 months after the establishment 
of the Institute, directly or through subcontract, 
developing and periodically updating the fol-
lowing: 

‘‘(i) Methodological standards for research. 
Such methodological standards shall provide 
specific criteria for internal validity, generaliz-
ability, feasibility, and timeliness of research 
and for health outcomes measures, risk adjust-
ment, and other relevant aspects of research 
and assessment with respect to the design of re-
search. Any methodological standards developed 
and updated under this subclause shall be sci-
entifically based and include methods by which 
new information, data, or advances in tech-
nology are considered and incorporated into on-
going research projects by the Institute, as ap-
propriate. The process for developing and up-
dating such standards shall include input from 
relevant experts, stakeholders, and decision-
makers, and shall provide opportunities for pub-
lic comment. Such standards shall also include 
methods by which patient subpopulations can 
be accounted for and evaluated in different 
types of research. As appropriate, such stand-
ards shall build on existing work on methodo-
logical standards for defined categories of 
health interventions and for each of the major 
categories of comparative clinical effectiveness 
research methods (determined as of the date of 
enactment of the Patient Protection and Afford-
able Care Act). 

‘‘(ii) A translation table that is designed to 
provide guidance and act as a reference for the 
Board to determine research methods that are 
most likely to address each specific research 
question. 

‘‘(D) CONSULTATION AND CONDUCT OF EXAMI-
NATIONS.—The methodology committee may con-
sult and contract with the Institute of Medicine 
of the National Academies and academic, non-
profit, or other private and governmental enti-
ties with relevant expertise to carry out activi-
ties described in subparagraph (C) and may con-
sult with relevant stakeholders to carry out 
such activities. 

‘‘(E) REPORTS.—The methodology committee 
shall submit reports to the Board on the commit-
tee’s performance of the functions described in 
subparagraph (C). Reports shall contain rec-
ommendations for the Institute to adopt meth-
odological standards developed and updated by 
the methodology committee as well as other ac-
tions deemed necessary to comply with such 
methodological standards. 

‘‘(7) PROVIDING FOR A PEER-REVIEW PROCESS 
FOR PRIMARY RESEARCH.— 

‘‘(A) IN GENERAL.—The Institute shall ensure 
that there is a process for peer review of primary 
research described in subparagraph (A)(ii) of 
paragraph (2) that is conducted under such 
paragraph. Under such process— 

‘‘(i) evidence from such primary research shall 
be reviewed to assess scientific integrity and ad-
herence to methodological standards adopted 
under paragraph (9); and 

‘‘(ii) a list of the names of individuals contrib-
uting to any peer-review process during the pre-
ceding year or years shall be made public and 
included in annual reports in accordance with 
paragraph (10)(D). 

‘‘(B) COMPOSITION.—Such peer-review process 
shall be designed in a manner so as to avoid bias 
and conflicts of interest on the part of the re-
viewers and shall be composed of experts in the 
scientific field relevant to the research under re-
view. 

‘‘(C) USE OF EXISTING PROCESSES.— 
‘‘(i) PROCESSES OF ANOTHER ENTITY.—In the 

case where the Institute enters into a contract 
or other agreement with another entity for the 
conduct or management of research under this 
section, the Institute may utilize the peer-review 
process of such entity if such process meets the 
requirements under subparagraphs (A) and (B). 

‘‘(ii) PROCESSES OF APPROPRIATE MEDICAL 
JOURNALS.—The Institute may utilize the peer- 
review process of appropriate medical journals if 
such process meets the requirements under sub-
paragraphs (A) and (B). 

‘‘(8) RELEASE OF RESEARCH FINDINGS.— 
‘‘(A) IN GENERAL.—The Institute shall, not 

later than 90 days after the conduct or receipt 
of research findings under this part, make such 
research findings available to clinicians, pa-
tients, and the general public. The Institute 
shall ensure that the research findings— 

‘‘(i) convey the findings of research in a man-
ner that is comprehensible and useful to pa-
tients and providers in making health care deci-
sions; 

‘‘(ii) fully convey findings and discuss consid-
erations specific to certain subpopulations, risk 
factors, and comorbidities, as appropriate; 

‘‘(iii) include limitations of the research and 
what further research may be needed as appro-
priate; 

‘‘(iv) not be construed as mandates for prac-
tice guidelines, coverage recommendations, pay-
ment, or policy recommendations; and 

‘‘(v) not include any data which would vio-
late the privacy of research participants or any 
confidentiality agreements made with respect to 
the use of data under this section. 

‘‘(B) DEFINITION OF RESEARCH FINDINGS.—In 
this paragraph, the term ‘research findings’ 
means the results of a study or assessment. 

‘‘(9) ADOPTION.—Subject to subsection (h)(1), 
the Institute shall adopt the national priorities 
identified under paragraph (1)(A), the research 
project agenda established under paragraph 
(1)(B), the methodological standards developed 
and updated by the methodology committee 
under paragraph (6)(C)(i), and any peer-review 
process provided under paragraph (7) by major-
ity vote. In the case where the Institute does not 
adopt such processes in accordance with the 
preceding sentence, the processes shall be re-
ferred to the appropriate staff or entity within 
the Institute (or, in the case of the methodo-
logical standards, the methodology committee) 
for further review. 

‘‘(10) ANNUAL REPORTS.—The Institute shall 
submit an annual report to Congress and the 
President, and shall make the annual report 
available to the public. Such report shall con-
tain— 

‘‘(A) a description of the activities conducted 
under this section, research priorities identified 
under paragraph (1)(A) and methodological 
standards developed and updated by the meth-
odology committee under paragraph (6)(C)(i) 
that are adopted under paragraph (9) during 
the preceding year; 

‘‘(B) the research project agenda and budget 
of the Institute for the following year; 

‘‘(C) any administrative activities conducted 
by the Institute during the preceding year; 

‘‘(D) the names of individuals contributing to 
any peer-review process under paragraph (7), 
without identifying them with a particular re-
search project; and 

‘‘(E) any other relevant information (includ-
ing information on the membership of the 

Board, expert advisory panels, methodology 
committee, and the executive staff of the Insti-
tute, any conflicts of interest with respect to 
these individuals, and any bylaws adopted by 
the Board during the preceding year). 

‘‘(e) ADMINISTRATION.— 
‘‘(1) IN GENERAL.—Subject to paragraph (2), 

the Board shall carry out the duties of the Insti-
tute. 

‘‘(2) NONDELEGABLE DUTIES.—The activities 
described in subsections (d)(1) and (d)(9) are 
nondelegable. 

‘‘(f) BOARD OF GOVERNORS.— 
‘‘(1) IN GENERAL.—The Institute shall have a 

Board of Governors, which shall consist of the 
following members: 

‘‘(A) The Director of Agency for Healthcare 
Research and Quality (or the Director’s des-
ignee). 

‘‘(B) The Director of the National Institutes of 
Health (or the Director’s designee). 

‘‘(C) Seventeen members appointed, not later 
than 6 months after the date of enactment of 
this section, by the Comptroller General of the 
United States as follows: 

‘‘(i) 3 members representing patients and 
health care consumers. 

‘‘(ii) 5 members representing physicians and 
providers, including at least 1 surgeon, nurse, 
State-licensed integrative health care practi-
tioner, and representative of a hospital. 

‘‘(iii) 3 members representing private payers, 
of whom at least 1 member shall represent 
health insurance issuers and at least 1 member 
shall represent employers who self-insure em-
ployee benefits. 

‘‘(iv) 3 members representing pharmaceutical, 
device, and diagnostic manufacturers or devel-
opers. 

‘‘(v) 1 member representing quality improve-
ment or independent health service researchers. 

‘‘(vi) 2 members representing the Federal Gov-
ernment or the States, including at least 1 mem-
ber representing a Federal health program or 
agency. 

‘‘(2) QUALIFICATIONS.—The Board shall rep-
resent a broad range of perspectives and collec-
tively have scientific expertise in clinical health 
sciences research, including epidemiology, deci-
sions sciences, health economics, and statistics. 
In appointing the Board, the Comptroller Gen-
eral of the United States shall consider and dis-
close any conflicts of interest in accordance 
with subsection (h)(4)(B). Members of the Board 
shall be recused from relevant Institute activi-
ties in the case where the member (or an imme-
diate family member of such member) has a real 
conflict of interest directly related to the re-
search project or the matter that could affect or 
be affected by such participation. 

‘‘(3) TERMS; VACANCIES.—A member of the 
Board shall be appointed for a term of 6 years, 
except with respect to the members first ap-
pointed, whose terms of appointment shall be 
staggered evenly over 2-year increments. No in-
dividual shall be appointed to the Board for 
more than 2 terms. Vacancies shall be filled in 
the same manner as the original appointment 
was made. 

‘‘(4) CHAIRPERSON AND VICE-CHAIRPERSON.— 
The Comptroller General of the United States 
shall designate a Chairperson and Vice Chair-
person of the Board from among the members of 
the Board. Such members shall serve as Chair-
person or Vice Chairperson for a period of 3 
years. 

‘‘(5) COMPENSATION.—Each member of the 
Board who is not an officer or employee of the 
Federal Government shall be entitled to com-
pensation (equivalent to the rate provided for 
level IV of the Executive Schedule under section 
5315 of title 5, United States Code) and expenses 
incurred while performing the duties of the 
Board. An officer or employee of the Federal 
government who is a member of the Board shall 
be exempt from compensation. 

‘‘(6) DIRECTOR AND STAFF; EXPERTS AND CON-
SULTANTS.—The Board may employ and fix the 
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compensation of an Executive Director and such 
other personnel as may be necessary to carry 
out the duties of the Institute and may seek 
such assistance and support of, or contract 
with, experts and consultants that may be nec-
essary for the performance of the duties of the 
Institute. 

‘‘(7) MEETINGS AND HEARINGS.—The Board 
shall meet and hold hearings at the call of the 
Chairperson or a majority of its members. Meet-
ings not solely concerning matters of personnel 
shall be advertised at least 7 days in advance 
and open to the public. A majority of the Board 
members shall constitute a quorum, but a lesser 
number of members may meet and hold hearings. 

‘‘(g) FINANCIAL AND GOVERNMENTAL OVER-
SIGHT.— 

‘‘(1) CONTRACT FOR AUDIT.—The Institute 
shall provide for the conduct of financial audits 
of the Institute on an annual basis by a private 
entity with expertise in conducting financial 
audits. 

‘‘(2) REVIEW AND ANNUAL REPORTS.— 
‘‘(A) REVIEW.—The Comptroller General of the 

United States shall review the following: 
‘‘(i) Not less frequently than on an annual 

basis, the financial audits conducted under 
paragraph (1). 

‘‘(ii) Not less frequently than every 5 years, 
the processes established by the Institute, in-
cluding the research priorities and the conduct 
of research projects, in order to determine 
whether information produced by such research 
projects is objective and credible, is produced in 
a manner consistent with the requirements 
under this section, and is developed through a 
transparent process. 

‘‘(iii) Not less frequently than every 5 years, 
the dissemination and training activities and 
data networks established under section 937 of 
the Public Health Service Act, including the 
methods and products used to disseminate re-
search, the types of training conducted and sup-
ported, and the types and functions of the data 
networks established, in order to determine 
whether the activities and data are produced in 
a manner consistent with the requirements 
under such section. 

‘‘(iv) Not less frequently than every 5 years, 
the overall effectiveness of activities conducted 
under this section and the dissemination, train-
ing, and capacity building activities conducted 
under section 937 of the Public Health Service 
Act. Such review shall include an analysis of 
the extent to which research findings are used 
by health care decision-makers, the effect of the 
dissemination of such findings on reducing 
practice variation and disparities in health care, 
and the effect of the research conducted and 
disseminated on innovation and the health care 
economy of the United States. 

‘‘(v) Not later than 8 years after the date of 
enactment of this section, the adequacy and use 
of the funding for the Institute and the activi-
ties conducted under section 937 of the Public 
Health Service Act, including a determination as 
to whether, based on the utilization of research 
findings by public and private payers, funding 
sources for the Patient-Centered Outcomes Re-
search Trust Fund under section 9511 of the In-
ternal Revenue Code of 1986 are appropriate 
and whether such sources of funding should be 
continued or adjusted. 

‘‘(B) ANNUAL REPORTS.—Not later than April 1 
of each year, the Comptroller General of the 
United States shall submit to Congress a report 
containing the results of the review conducted 
under subparagraph (A) with respect to the pre-
ceding year (or years, if applicable), together 
with recommendations for such legislation and 
administrative action as the Comptroller Gen-
eral determines appropriate. 

‘‘(h) ENSURING TRANSPARENCY, CREDIBILITY, 
AND ACCESS.—The Institute shall establish pro-
cedures to ensure that the following require-
ments for ensuring transparency, credibility, 
and access are met: 

‘‘(1) PUBLIC COMMENT PERIODS.—The Institute 
shall provide for a public comment period of not 

less than 45 days and not more than 60 days 
prior to the adoption under subsection (d)(9) of 
the national priorities identified under sub-
section (d)(1)(A), the research project agenda es-
tablished under subsection (d)(1)(B), the meth-
odological standards developed and updated by 
the methodology committee under subsection 
(d)(6)(C)(i), and the peer-review process pro-
vided under paragraph (7), and after the release 
of draft findings with respect to systematic re-
views of existing research and evidence. 

‘‘(2) ADDITIONAL FORUMS.—The Institute shall 
support forums to increase public awareness 
and obtain and incorporate public input and 
feedback through media (such as an Internet 
website) on research priorities, research find-
ings, and other duties, activities, or processes 
the Institute determines appropriate. 

‘‘(3) PUBLIC AVAILABILITY.—The Institute 
shall make available to the public and disclose 
through the official public Internet website of 
the Institute the following: 

‘‘(A) Information contained in research find-
ings as specified in subsection (d)(9). 

‘‘(B) The process and methods for the conduct 
of research, including the identity of the entity 
and the investigators conducing such research 
and any conflicts of interests of such parties, 
any direct or indirect links the entity has to in-
dustry, and research protocols, including meas-
ures taken, methods of research and analysis, 
research results, and such other information the 
Institute determines appropriate) concurrent 
with the release of research findings. 

‘‘(C) Notice of public comment periods under 
paragraph (1), including deadlines for public 
comments. 

‘‘(D) Subsequent comments received during 
each of the public comment periods. 

‘‘(E) In accordance with applicable laws and 
processes and as the Institute determines appro-
priate, proceedings of the Institute. 

‘‘(4) DISCLOSURE OF CONFLICTS OF INTEREST.— 
‘‘(A) IN GENERAL.—A conflict of interest shall 

be disclosed in the following manner: 
‘‘(i) By the Institute in appointing members to 

an expert advisory panel under subsection 
(d)(4), in selecting individuals to contribute to 
any peer-review process under subsection (d)(7), 
and for employment as executive staff of the In-
stitute. 

‘‘(ii) By the Comptroller General in appoint-
ing members of the methodology committee 
under subsection (d)(6); 

‘‘(iii) By the Institute in the annual report 
under subsection (d)(10), except that, in the case 
of individuals contributing to any such peer re-
view process, such description shall be in a man-
ner such that those individuals cannot be iden-
tified with a particular research project. 

‘‘(B) MANNER OF DISCLOSURE.—Conflicts of in-
terest shall be disclosed as described in subpara-
graph (A) as soon as practicable on the Internet 
web site of the Institute and of the Government 
Accountability Office. The information disclosed 
under the preceding sentence shall include the 
type, nature, and magnitude of the interests of 
the individual involved, except to the extent 
that the individual recuses himself or herself 
from participating in the consideration of or 
any other activity with respect to the study as 
to which the potential conflict exists. 

‘‘(i) RULES.—The Institute, its Board or staff, 
shall be prohibited from accepting gifts, be-
queaths, or donations of services or property. In 
addition, the Institute shall be prohibited from 
establishing a corporation or generating reve-
nues from activities other than as provided 
under this section. 

‘‘(j) RULES OF CONSTRUCTION.— 
‘‘(1) COVERAGE.—Nothing in this section shall 

be construed— 
‘‘(A) to permit the Institute to mandate cov-

erage, reimbursement, or other policies for any 
public or private payer; or 

‘‘(B) as preventing the Secretary from cov-
ering the routine costs of clinical care received 
by an individual entitled to, or enrolled for, 

benefits under title XVIII, XIX, or XXI in the 
case where such individual is participating in a 
clinical trial and such costs would otherwise be 
covered under such title with respect to the ben-
eficiary.’’. 

(b) DISSEMINATION AND BUILDING CAPACITY 
FOR RESEARCH.—Title IX of the Public Health 
Service Act (42 U.S.C. 299 et seq.), as amended 
by section 3606, is further amended by inserting 
after section 936 the following: 
‘‘SEC. 937. DISSEMINATION AND BUILDING CA-

PACITY FOR RESEARCH. 
‘‘(a) IN GENERAL.— 
‘‘(1) DISSEMINATION.—The Office of Commu-

nication and Knowledge Transfer (referred to in 
this section as the ‘Office’) at the Agency for 
Healthcare Research and Quality (or any other 
relevant office designated by Agency for 
Healthcare Research and Quality), in consulta-
tion with the National Institutes of Health, 
shall broadly disseminate the research findings 
that are published by the Patient Centered Out-
comes Research Institute established under sec-
tion 1181(b) of the Social Security Act (referred 
to in this section as the ‘Institute’) and other 
government-funded research relevant to com-
parative clinical effectiveness research. The Of-
fice shall create informational tools that orga-
nize and disseminate research findings for phy-
sicians, health care providers, patients, payers, 
and policy makers. The Office shall also develop 
a publicly available resource database that col-
lects and contains government-funded evidence 
and research from public, private, not-for profit, 
and academic sources. 

‘‘(2) REQUIREMENTS.—The Office shall provide 
for the dissemination of the Institute’s research 
findings and government-funded research rel-
evant to comparative clinical effectiveness re-
search to physicians, health care providers, pa-
tients, vendors of health information technology 
focused on clinical decision support, appropriate 
professional associations, and Federal and pri-
vate health plans. Materials, forums, and media 
used to disseminate the findings, informational 
tools, and resource databases shall— 

‘‘(A) include a description of considerations 
for specific subpopulations, the research meth-
odology, and the limitations of the research, 
and the names of the entities, agencies, instru-
mentalities, and individuals who conducted any 
research which was published by the Institute; 
and 

‘‘(B) not be construed as mandates, guide-
lines, or recommendations for payment, cov-
erage, or treatment. 

‘‘(b) INCORPORATION OF RESEARCH FIND-
INGS.—The Office, in consultation with relevant 
medical and clinical associations, shall assist 
users of health information technology focused 
on clinical decision support to promote the time-
ly incorporation of research findings dissemi-
nated under subsection (a) into clinical prac-
tices and to promote the ease of use of such in-
corporation. 

‘‘(c) FEEDBACK.—The Office shall establish a 
process to receive feedback from physicians, 
health care providers, patients, and vendors of 
health information technology focused on clin-
ical decision support, appropriate professional 
associations, and Federal and private health 
plans about the value of the information dis-
seminated and the assistance provided under 
this section. 

‘‘(d) RULE OF CONSTRUCTION.—Nothing in this 
section shall preclude the Institute from making 
its research findings publicly available as re-
quired under section 1181(d)(8) of the Social Se-
curity Act. 

‘‘(e) TRAINING OF RESEARCHERS.—The Agency 
for Health Care Research and Quality, in con-
sultation with the National Institutes of Health, 
shall build capacity for comparative clinical ef-
fectiveness research by establishing a grant pro-
gram that provides for the training of research-
ers in the methods used to conduct such re-
search, including systematic reviews of existing 
research and primary research such as clinical 
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trials. At a minimum, such training shall be in 
methods that meet the methodological standards 
adopted under section 1181(d)(9) of the Social 
Security Act. 

‘‘(f) BUILDING DATA FOR RESEARCH.—The Sec-
retary shall provide for the coordination of rel-
evant Federal health programs to build data ca-
pacity for comparative clinical effectiveness re-
search, including the development and use of 
clinical registries and health outcomes research 
data networks, in order to develop and maintain 
a comprehensive, interoperable data network to 
collect, link, and analyze data on outcomes and 
effectiveness from multiple sources, including 
electronic health records. 

‘‘(g) AUTHORITY TO CONTRACT WITH THE IN-
STITUTE.—Agencies and instrumentalities of the 
Federal Government may enter into agreements 
with the Institute, and accept and retain funds, 
for the conduct and support of research de-
scribed in this part, provided that the research 
to be conducted or supported under such agree-
ments is authorized under the governing stat-
utes of such agencies and instrumentalities.’’. 

(c) IN GENERAL.—Part D of title XI of the So-
cial Security Act, as added by subsection (a), is 
amended by adding at the end the following 
new section: 
‘‘LIMITATIONS ON CERTAIN USES OF COMPARATIVE 

CLINICAL EFFECTIVENESS RESEARCH 
‘‘SEC. 1182. (a) The Secretary may only use 

evidence and findings from research conducted 
under section 1181 to make a determination re-
garding coverage under title XVIII if such use is 
through an iterative and transparent process 
which includes public comment and considers 
the effect on subpopulations. 

‘‘(b) Nothing in section 1181 shall be construed 
as— 

‘‘(1) superceding or modifying the coverage of 
items or services under title XVIII that the Sec-
retary determines are reasonable and necessary 
under section 1862(l)(1); or 

‘‘(2) authorizing the Secretary to deny cov-
erage of items or services under such title solely 
on the basis of comparative clinical effectiveness 
research. 

‘‘(c)(1) The Secretary shall not use evidence or 
findings from comparative clinical effectiveness 
research conducted under section 1181 in deter-
mining coverage, reimbursement, or incentive 
programs under title XVIII in a manner that 
treats extending the life of an elderly, disabled, 
or terminally ill individual as of lower value 
than extending the life of an individual who is 
younger, nondisabled, or not terminally ill. 

‘‘(2) Paragraph (1) shall not be construed as 
preventing the Secretary from using evidence or 
findings from such comparative clinical effec-
tiveness research in determining coverage, reim-
bursement, or incentive programs under title 
XVIII based upon a comparison of the dif-
ference in the effectiveness of alternative treat-
ments in extending an individual’s life due to 
the individual’s age, disability, or terminal ill-
ness. 

‘‘(d)(1) The Secretary shall not use evidence 
or findings from comparative clinical effective-
ness research conducted under section 1181 in 
determining coverage, reimbursement, or incen-
tive programs under title XVIII in a manner 
that precludes, or with the intent to discourage, 
an individual from choosing a health care treat-
ment based on how the individual values the 
tradeoff between extending the length of their 
life and the risk of disability. 

‘‘(2)(A) Paragraph (1) shall not be construed 
to— 

‘‘(i) limit the application of differential copay-
ments under title XVIII based on factors such as 
cost or type of service; or 

‘‘(ii) prevent the Secretary from using evi-
dence or findings from such comparative clinical 
effectiveness research in determining coverage, 
reimbursement, or incentive programs under 
such title based upon a comparison of the dif-
ference in the effectiveness of alternative health 

care treatments in extending an individual’s life 
due to that individual’s age, disability, or ter-
minal illness. 

‘‘(3) Nothing in the provisions of, or amend-
ments made by the Patient Protection and Af-
fordable Care Act, shall be construed to limit 
comparative clinical effectiveness research or 
any other research, evaluation, or dissemination 
of information concerning the likelihood that a 
health care treatment will result in disability. 

‘‘(e) The Patient-Centered Outcomes Research 
Institute established under section 1181(b)(1) 
shall not develop or employ a dollars-per-quality 
adjusted life year (or similar measure that dis-
counts the value of a life because of an individ-
ual’s disability) as a threshold to establish what 
type of health care is cost effective or rec-
ommended. The Secretary shall not utilize such 
an adjusted life year (or such a similar measure) 
as a threshold to determine coverage, reimburse-
ment, or incentive programs under title XVIII.’’. 

(d) IN GENERAL.—Part D of title XI of the So-
cial Security Act, as added by subsection (a) 
and amended by subsection (c), is amended by 
adding at the end the following new section: 
‘‘TRUST FUND TRANSFERS TO PATIENT-CENTERED 

OUTCOMES RESEARCH TRUST FUND 
‘‘SEC. 1183. (a) IN GENERAL.—The Secretary 

shall provide for the transfer, from the Federal 
Hospital Insurance Trust Fund under section 
1817 and the Federal Supplementary Medical 
Insurance Trust Fund under section 1841, in 
proportion (as estimated by the Secretary) to the 
total expenditures during such fiscal year that 
are made under title XVIII from the respective 
trust fund, to the Patient-Centered Outcomes 
Research Trust Fund (referred to in this section 
as the ‘PCORTF’) under section 9511 of the In-
ternal Revenue Code of 1986, of the following: 

‘‘(1) For fiscal year 2013, an amount equal to 
$1 multiplied by the average number of individ-
uals entitled to benefits under part A, or en-
rolled under part B, of title XVIII during such 
fiscal year. 

‘‘(2) For each of fiscal years 2014, 2015, 2016, 
2017, 2018, and 2019, an amount equal to $2 mul-
tiplied by the average number of individuals en-
titled to benefits under part A, or enrolled under 
part B, of title XVIII during such fiscal year. 

‘‘(b) ADJUSTMENTS FOR INCREASES IN HEALTH 
CARE SPENDING.—In the case of any fiscal year 
beginning after September 30, 2014, the dollar 
amount in effect under subsection (a)(2) for 
such fiscal year shall be equal to the sum of 
such dollar amount for the previous fiscal year 
(determined after the application of this sub-
section), plus an amount equal to the product 
of— 

‘‘(1) such dollar amount for the previous fiscal 
year, multiplied by 

‘‘(2) the percentage increase in the projected 
per capita amount of National Health Expendi-
tures, as most recently published by the Sec-
retary before the beginning of the fiscal year.’’. 

(e) PATIENT-CENTERED OUTCOMES RESEARCH 
TRUST FUND; FINANCING FOR TRUST FUND.— 

(1) ESTABLISHMENT OF TRUST FUND.— 
(A) IN GENERAL.—Subchapter A of chapter 98 

of the Internal Revenue Code of 1986 (relating to 
establishment of trust funds) is amended by 
adding at the end the following new section: 
‘‘SEC. 9511. PATIENT-CENTERED OUTCOMES RE-

SEARCH TRUST FUND. 
‘‘(a) CREATION OF TRUST FUND.—There is es-

tablished in the Treasury of the United States a 
trust fund to be known as the ‘Patient-Centered 
Outcomes Research Trust Fund’ (hereafter in 
this section referred to as the ‘PCORTF’), con-
sisting of such amounts as may be appropriated 
or credited to such Trust Fund as provided in 
this section and section 9602(b). 

‘‘(b) TRANSFERS TO FUND.— 
‘‘(1) APPROPRIATION.—There are hereby ap-

propriated to the Trust Fund the following: 
‘‘(A) For fiscal year 2010, $10,000,000. 
‘‘(B) For fiscal year 2011, $50,000,000. 
‘‘(C) For fiscal year 2012, $150,000,000. 

‘‘(D) For fiscal year 2013— 
‘‘(i) an amount equivalent to the net revenues 

received in the Treasury from the fees imposed 
under subchapter B of chapter 34 (relating to 
fees on health insurance and self-insured plans) 
for such fiscal year; and 

‘‘(ii) $150,000,000. 
‘‘(E) For each of fiscal years 2014, 2015, 2016, 

2017, 2018, and 2019— 
‘‘(i) an amount equivalent to the net revenues 

received in the Treasury from the fees imposed 
under subchapter B of chapter 34 (relating to 
fees on health insurance and self-insured plans) 
for such fiscal year; and 

‘‘(ii) $150,000,000. 
The amounts appropriated under subparagraphs 
(A), (B), (C), (D)(ii), and (E)(ii) shall be trans-
ferred from the general fund of the Treasury, 
from funds not otherwise appropriated. 

‘‘(2) TRUST FUND TRANSFERS.—In addition to 
the amounts appropriated under paragraph (1), 
there shall be credited to the PCORTF the 
amounts transferred under section 1183 of the 
Social Security Act. 

‘‘(3) LIMITATION ON TRANSFERS TO PCORTF.— 
No amount may be appropriated or transferred 
to the PCORTF on and after the date of any ex-
penditure from the PCORTF which is not an ex-
penditure permitted under this section. The de-
termination of whether an expenditure is so per-
mitted shall be made without regard to— 

‘‘(A) any provision of law which is not con-
tained or referenced in this chapter or in a rev-
enue Act, and 

‘‘(B) whether such provision of law is a subse-
quently enacted provision or directly or indi-
rectly seeks to waive the application of this 
paragraph. 

‘‘(c) TRUSTEE.—The Secretary of the Treasury 
shall be a trustee of the PCORTF. 

‘‘(d) EXPENDITURES FROM FUND.— 
‘‘(1) AMOUNTS AVAILABLE TO THE PATIENT- 

CENTERED OUTCOMES RESEARCH INSTITUTE.— 
Subject to paragraph (2), amounts in the 
PCORTF are available, without further appro-
priation, to the Patient-Centered Outcomes Re-
search Institute established under section 
1181(b) of the Social Security Act for carrying 
out part D of title XI of the Social Security Act 
(as in effect on the date of enactment of such 
Act). 

‘‘(2) TRANSFER OF FUNDS.— 
‘‘(A) IN GENERAL.—The trustee of the 

PCORTF shall provide for the transfer from the 
PCORTF of 20 percent of the amounts appro-
priated or credited to the PCORTF for each of 
fiscal years 2011 through 2019 to the Secretary of 
Health and Human Services to carry out section 
937 of the Public Health Service Act. 

‘‘(B) AVAILABILITY.—Amounts transferred 
under subparagraph (A) shall remain available 
until expended. 

‘‘(C) REQUIREMENTS.—Of the amounts trans-
ferred under subparagraph (A) with respect to a 
fiscal year, the Secretary of Health and Human 
Services shall distribute— 

‘‘(i) 80 percent to the Office of Communication 
and Knowledge Transfer of the Agency for 
Healthcare Research and Quality (or any other 
relevant office designated by Agency for 
Healthcare Research and Quality) to carry out 
the activities described in section 937 of the Pub-
lic Health Service Act; and 

‘‘(ii) 20 percent to the Secretary to carry out 
the activities described in such section 937. 

‘‘(e) NET REVENUES.—For purposes of this sec-
tion, the term ‘net revenues’ means the amount 
estimated by the Secretary of the Treasury 
based on the excess of— 

‘‘(1) the fees received in the Treasury under 
subchapter B of chapter 34, over 

‘‘(2) the decrease in the tax imposed by chap-
ter 1 resulting from the fees imposed by such 
subchapter. 

‘‘(f) TERMINATION.—No amounts shall be 
available for expenditure from the PCORTF 
after September 30, 2019, and any amounts in 
such Trust Fund after such date shall be trans-
ferred to the general fund of the Treasury.’’. 
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(B) CLERICAL AMENDMENT.—The table of sec-

tions for subchapter A of chapter 98 of such 
Code is amended by adding at the end the fol-
lowing new item: 
‘‘Sec. 9511. Patient-centered outcomes research 

trust fund.’’. 
(2) FINANCING FOR FUND FROM FEES ON IN-

SURED AND SELF-INSURED HEALTH PLANS.— 
(A) GENERAL RULE.—Chapter 34 of the Inter-

nal Revenue Code of 1986 is amended by adding 
at the end the following new subchapter: 

‘‘Subchapter B—Insured and Self-Insured 
Health Plans 

‘‘Sec. 4375. Health insurance. 
‘‘Sec. 4376. Self-insured health plans. 
‘‘Sec. 4377. Definitions and special rules. 
‘‘SEC. 4375. HEALTH INSURANCE. 

‘‘(a) IMPOSITION OF FEE.—There is hereby im-
posed on each specified health insurance policy 
for each policy year ending after September 30, 
2012, a fee equal to the product of $2 ($1 in the 
case of policy years ending during fiscal year 
2013) multiplied by the average number of lives 
covered under the policy. 

‘‘(b) LIABILITY FOR FEE.—The fee imposed by 
subsection (a) shall be paid by the issuer of the 
policy. 

‘‘(c) SPECIFIED HEALTH INSURANCE POLICY.— 
For purposes of this section: 

‘‘(1) IN GENERAL.—Except as otherwise pro-
vided in this section, the term ‘specified health 
insurance policy’ means any accident or health 
insurance policy (including a policy under a 
group health plan) issued with respect to indi-
viduals residing in the United States. 

‘‘(2) EXEMPTION FOR CERTAIN POLICIES.—The 
term ‘specified health insurance policy’ does not 
include any insurance if substantially all of its 
coverage is of excepted benefits described in sec-
tion 9832(c). 

‘‘(3) TREATMENT OF PREPAID HEALTH COV-
ERAGE ARRANGEMENTS.— 

‘‘(A) IN GENERAL.—In the case of any ar-
rangement described in subparagraph (B), such 
arrangement shall be treated as a specified 
health insurance policy, and the person referred 
to in such subparagraph shall be treated as the 
issuer. 

‘‘(B) DESCRIPTION OF ARRANGEMENTS.—An ar-
rangement is described in this subparagraph if 
under such arrangement fixed payments or pre-
miums are received as consideration for any per-
son’s agreement to provide or arrange for the 
provision of accident or health coverage to resi-
dents of the United States, regardless of how 
such coverage is provided or arranged to be pro-
vided. 

‘‘(d) ADJUSTMENTS FOR INCREASES IN HEALTH 
CARE SPENDING.—In the case of any policy year 
ending in any fiscal year beginning after Sep-
tember 30, 2014, the dollar amount in effect 
under subsection (a) for such policy year shall 
be equal to the sum of such dollar amount for 
policy years ending in the previous fiscal year 
(determined after the application of this sub-
section), plus an amount equal to the product 
of— 

‘‘(1) such dollar amount for policy years end-
ing in the previous fiscal year, multiplied by 

‘‘(2) the percentage increase in the projected 
per capita amount of National Health Expendi-
tures, as most recently published by the Sec-
retary before the beginning of the fiscal year. 

‘‘(e) TERMINATION.—This section shall not 
apply to policy years ending after September 30, 
2019. 
‘‘SEC. 4376. SELF-INSURED HEALTH PLANS. 

‘‘(a) IMPOSITION OF FEE.—In the case of any 
applicable self-insured health plan for each 
plan year ending after September 30, 2012, there 
is hereby imposed a fee equal to $2 ($1 in the 
case of plan years ending during fiscal year 
2013) multiplied by the average number of lives 
covered under the plan. 

‘‘(b) LIABILITY FOR FEE.— 
‘‘(1) IN GENERAL.—The fee imposed by sub-

section (a) shall be paid by the plan sponsor. 

‘‘(2) PLAN SPONSOR.—For purposes of para-
graph (1) the term ‘plan sponsor’ means— 

‘‘(A) the employer in the case of a plan estab-
lished or maintained by a single employer, 

‘‘(B) the employee organization in the case of 
a plan established or maintained by an em-
ployee organization, 

‘‘(C) in the case of— 
‘‘(i) a plan established or maintained by 2 or 

more employers or jointly by 1 or more employers 
and 1 or more employee organizations, 

‘‘(ii) a multiple employer welfare arrangement, 
or 

‘‘(iii) a voluntary employees’ beneficiary asso-
ciation described in section 501(c)(9), the asso-
ciation, committee, joint board of trustees, or 
other similar group of representatives of the par-
ties who establish or maintain the plan, or 

‘‘(D) the cooperative or association described 
in subsection (c)(2)(F) in the case of a plan es-
tablished or maintained by such a cooperative 
or association. 

‘‘(c) APPLICABLE SELF-INSURED HEALTH 
PLAN.—For purposes of this section, the term 
‘applicable self-insured health plan’ means any 
plan for providing accident or health coverage 
if— 

‘‘(1) any portion of such coverage is provided 
other than through an insurance policy, and 

‘‘(2) such plan is established or maintained— 
‘‘(A) by 1 or more employers for the benefit of 

their employees or former employees, 
‘‘(B) by 1 or more employee organizations for 

the benefit of their members or former members, 
‘‘(C) jointly by 1 or more employers and 1 or 

more employee organizations for the benefit of 
employees or former employees, 

‘‘(D) by a voluntary employees’ beneficiary 
association described in section 501(c)(9), 

‘‘(E) by any organization described in section 
501(c)(6), or 

‘‘(F) in the case of a plan not described in the 
preceding subparagraphs, by a multiple em-
ployer welfare arrangement (as defined in sec-
tion 3(40) of Employee Retirement Income Secu-
rity Act of 1974), a rural electric cooperative (as 
defined in section 3(40)(B)(iv) of such Act), or a 
rural telephone cooperative association (as de-
fined in section 3(40)(B)(v) of such Act). 

‘‘(d) ADJUSTMENTS FOR INCREASES IN HEALTH 
CARE SPENDING.—In the case of any plan year 
ending in any fiscal year beginning after Sep-
tember 30, 2014, the dollar amount in effect 
under subsection (a) for such plan year shall be 
equal to the sum of such dollar amount for plan 
years ending in the previous fiscal year (deter-
mined after the application of this subsection), 
plus an amount equal to the product of— 

‘‘(1) such dollar amount for plan years ending 
in the previous fiscal year, multiplied by 

‘‘(2) the percentage increase in the projected 
per capita amount of National Health Expendi-
tures, as most recently published by the Sec-
retary before the beginning of the fiscal year. 

‘‘(e) TERMINATION.—This section shall not 
apply to plan years ending after September 30, 
2019. 
‘‘SEC. 4377. DEFINITIONS AND SPECIAL RULES. 

‘‘(a) DEFINITIONS.—For purposes of this sub-
chapter— 

‘‘(1) ACCIDENT AND HEALTH COVERAGE.—The 
term ‘accident and health coverage’ means any 
coverage which, if provided by an insurance 
policy, would cause such policy to be a specified 
health insurance policy (as defined in section 
4375(c)). 

‘‘(2) INSURANCE POLICY.—The term ‘insurance 
policy’ means any policy or other instrument 
whereby a contract of insurance is issued, re-
newed, or extended. 

‘‘(3) UNITED STATES.—The term ‘United States’ 
includes any possession of the United States. 

‘‘(b) TREATMENT OF GOVERNMENTAL ENTI-
TIES.— 

‘‘(1) IN GENERAL.—For purposes of this sub-
chapter— 

‘‘(A) the term ‘person’ includes any govern-
mental entity, and 

‘‘(B) notwithstanding any other law or rule of 
law, governmental entities shall not be exempt 
from the fees imposed by this subchapter except 
as provided in paragraph (2). 

‘‘(2) TREATMENT OF EXEMPT GOVERNMENTAL 
PROGRAMS.—In the case of an exempt govern-
mental program, no fee shall be imposed under 
section 4375 or section 4376 on any covered life 
under such program. 

‘‘(3) EXEMPT GOVERNMENTAL PROGRAM DE-
FINED.—For purposes of this subchapter, the 
term ‘exempt governmental program’ means— 

‘‘(A) any insurance program established 
under title XVIII of the Social Security Act, 

‘‘(B) the medical assistance program estab-
lished by title XIX or XXI of the Social Security 
Act, 

‘‘(C) any program established by Federal law 
for providing medical care (other than through 
insurance policies) to individuals (or the spouses 
and dependents thereof) by reason of such indi-
viduals being members of the Armed Forces of 
the United States or veterans, and 

‘‘(D) any program established by Federal law 
for providing medical care (other than through 
insurance policies) to members of Indian tribes 
(as defined in section 4(d) of the Indian Health 
Care Improvement Act). 

‘‘(c) TREATMENT AS TAX.—For purposes of 
subtitle F, the fees imposed by this subchapter 
shall be treated as if they were taxes. 

‘‘(d) NO COVER OVER TO POSSESSIONS.—Not-
withstanding any other provision of law, no 
amount collected under this subchapter shall be 
covered over to any possession of the United 
States.’’. 

(B) CLERICAL AMENDMENTS.— 
(i) Chapter 34 of such Code is amended by 

striking the chapter heading and inserting the 
following: 

‘‘CHAPTER 34—TAXES ON CERTAIN 
INSURANCE POLICIES 

‘‘SUBCHAPTER A. POLICIES ISSUED BY FOREIGN 
INSURERS 

‘‘SUBCHAPTER B. INSURED AND SELF-INSURED 
HEALTH PLANS 

‘‘Subchapter A—Policies Issued By Foreign 
Insurers’’. 

(ii) The table of chapters for subtitle D of such 
Code is amended by striking the item relating to 
chapter 34 and inserting the following new item: 

‘‘CHAPTER 34—TAXES ON CERTAIN INSURANCE 
POLICIES’’. 

(f) TAX-EXEMPT STATUS OF THE PATIENT-CEN-
TERED OUTCOMES RESEARCH INSTITUTE.—Sub-
section 501(l) of the Internal Revenue Code of 
1986 is amended by adding at the end the fol-
lowing new paragraph: 

‘‘(4) The Patient-Centered Outcomes Research 
Institute established under section 1181(b) of the 
Social Security Act.’’. 
SEC. 6302. FEDERAL COORDINATING COUNCIL 

FOR COMPARATIVE EFFECTIVENESS 
RESEARCH. 

Notwithstanding any other provision of law, 
the Federal Coordinating Council for Compara-
tive Effectiveness Research established under 
section 804 of Division A of the American Recov-
ery and Reinvestment Act of 2009 (42 U.S.C. 
299b–8), including the requirement under sub-
section (e)(2) of such section, shall terminate on 
the date of enactment of this Act. 

Subtitle E—Medicare, Medicaid, and CHIP 
Program Integrity Provisions 

SEC. 6401. PROVIDER SCREENING AND OTHER EN-
ROLLMENT REQUIREMENTS UNDER 
MEDICARE, MEDICAID, AND CHIP. 

(a) MEDICARE.—Section 1866(j) of the Social 
Security Act (42 U.S.C. 1395cc(j)) is amended— 

(1) in paragraph (1)(A), by adding at the end 
the following: ‘‘Such process shall include 
screening of providers and suppliers in accord-
ance with paragraph (2), a provisional period of 
enhanced oversight in accordance with para-
graph (3), disclosure requirements in accordance 
with paragraph (4), the imposition of temporary 
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enrollment moratoria in accordance with para-
graph (5), and the establishment of compliance 
programs in accordance with paragraph (6).’’; 

(2) by redesignating paragraph (2) as para-
graph (7); and 

(3) by inserting after paragraph (1) the fol-
lowing: 

‘‘(2) PROVIDER SCREENING.— 
‘‘(A) PROCEDURES.—Not later than 180 days 

after the date of enactment of this paragraph, 
the Secretary, in consultation with the Inspec-
tor General of the Department of Health and 
Human Services, shall establish procedures 
under which screening is conducted with respect 
to providers of medical or other items or services 
and suppliers under the program under this 
title, the Medicaid program under title XIX, and 
the CHIP program under title XXI. 

‘‘(B) LEVEL OF SCREENING.—The Secretary 
shall determine the level of screening conducted 
under this paragraph according to the risk of 
fraud, waste, and abuse, as determined by the 
Secretary, with respect to the category of pro-
vider of medical or other items or services or 
supplier. Such screening— 

‘‘(i) shall include a licensure check, which 
may include such checks across States; and 

‘‘(ii) may, as the Secretary determines appro-
priate based on the risk of fraud, waste, and 
abuse described in the preceding sentence, in-
clude— 

‘‘(I) a criminal background check; 
‘‘(II) fingerprinting; 
‘‘(III) unscheduled and unannounced site vis-

its, including preenrollment site visits; 
‘‘(IV) database checks (including such checks 

across States); and 
‘‘(V) such other screening as the Secretary de-

termines appropriate. 
‘‘(C) APPLICATION FEES.— 
‘‘(i) INDIVIDUAL PROVIDERS.—Except as pro-

vided in clause (iii), the Secretary shall impose 
a fee on each individual provider of medical or 
other items or services or supplier (such as a 
physician, physician assistant, nurse practi-
tioner, or clinical nurse specialist) with respect 
to which screening is conducted under this 
paragraph in an amount equal to— 

‘‘(I) for 2010, $200; and 
‘‘(II) for 2011 and each subsequent year, the 

amount determined under this clause for the 
preceding year, adjusted by the percentage 
change in the consumer price index for all 
urban consumers (all items; United States city 
average) for the 12-month period ending with 
June of the previous year. 

‘‘(ii) INSTITUTIONAL PROVIDERS.—Except as 
provided in clause (iii), the Secretary shall im-
pose a fee on each institutional provider of med-
ical or other items or services or supplier (such 
as a hospital or skilled nursing facility) with re-
spect to which screening is conducted under this 
paragraph in an amount equal to— 

‘‘(I) for 2010, $500; and 
‘‘(II) for 2011 and each subsequent year, the 

amount determined under this clause for the 
preceding year, adjusted by the percentage 
change in the consumer price index for all 
urban consumers (all items; United States city 
average) for the 12-month period ending with 
June of the previous year. 

‘‘(iii) HARDSHIP EXCEPTION; WAIVER FOR CER-
TAIN MEDICAID PROVIDERS.—The Secretary may, 
on a case-by-case basis, exempt a provider of 
medical or other items or services or supplier 
from the imposition of an application fee under 
this subparagraph if the Secretary determines 
that the imposition of the application fee would 
result in a hardship. The Secretary may waive 
the application fee under this subparagraph for 
providers enrolled in a State Medicaid program 
for whom the State demonstrates that imposition 
of the fee would impede beneficiary access to 
care. 

‘‘(iv) USE OF FUNDS.—Amounts collected as a 
result of the imposition of a fee under this sub-
paragraph shall be used by the Secretary for 
program integrity efforts, including to cover the 

costs of conducting screening under this para-
graph and to carry out this subsection and sec-
tion 1128J. 

‘‘(D) APPLICATION AND ENFORCEMENT.— 
‘‘(i) NEW PROVIDERS OF SERVICES AND SUP-

PLIERS.—The screening under this paragraph 
shall apply, in the case of a provider of medical 
or other items or services or supplier who is not 
enrolled in the program under this title, title 
XIX , or title XXI as of the date of enactment 
of this paragraph, on or after the date that is 1 
year after such date of enactment. 

‘‘(ii) CURRENT PROVIDERS OF SERVICES AND 
SUPPLIERS.—The screening under this para-
graph shall apply, in the case of a provider of 
medical or other items or services or supplier 
who is enrolled in the program under this title, 
title XIX, or title XXI as of such date of enact-
ment, on or after the date that is 2 years after 
such date of enactment. 

‘‘(iii) REVALIDATION OF ENROLLMENT.—Effec-
tive beginning on the date that is 180 days after 
such date of enactment, the screening under this 
paragraph shall apply with respect to the re-
validation of enrollment of a provider of medical 
or other items or services or supplier in the pro-
gram under this title, title XIX, or title XXI. 

‘‘(iv) LIMITATION ON ENROLLMENT AND RE-
VALIDATION OF ENROLLMENT.—In no case may a 
provider of medical or other items or services or 
supplier who has not been screened under this 
paragraph be initially enrolled or reenrolled in 
the program under this title, title XIX, or title 
XXI on or after the date that is 3 years after 
such date of enactment. 

‘‘(E) EXPEDITED RULEMAKING.—The Secretary 
may promulgate an interim final rule to carry 
out this paragraph. 

‘‘(3) PROVISIONAL PERIOD OF ENHANCED OVER-
SIGHT FOR NEW PROVIDERS OF SERVICES AND SUP-
PLIERS.— 

‘‘(A) IN GENERAL.—The Secretary shall estab-
lish procedures to provide for a provisional pe-
riod of not less than 30 days and not more than 
1 year during which new providers of medical or 
other items or services and suppliers, as the Sec-
retary determines appropriate, including cat-
egories of providers or suppliers, would be sub-
ject to enhanced oversight, such as prepayment 
review and payment caps, under the program 
under this title, the Medicaid program under 
title XIX. and the CHIP program under title 
XXI. 

‘‘(B) IMPLEMENTATION.—The Secretary may 
establish by program instruction or otherwise 
the procedures under this paragraph. 

‘‘(4) INCREASED DISCLOSURE REQUIREMENTS.— 
‘‘(A) DISCLOSURE.—A provider of medical or 

other items or services or supplier who submits 
an application for enrollment or revalidation of 
enrollment in the program under this title, title 
XIX, or title XXI on or after the date that is 1 
year after the date of enactment of this para-
graph shall disclose (in a form and manner and 
at such time as determined by the Secretary) 
any current or previous affiliation (directly or 
indirectly) with a provider of medical or other 
items or services or supplier that has uncollected 
debt, has been or is subject to a payment sus-
pension under a Federal health care program 
(as defined in section 1128B(f)), has been ex-
cluded from participation under the program 
under this title, the Medicaid program under 
title XIX, or the CHIP program under title XXI, 
or has had its billing privileges denied or re-
voked. 

‘‘(B) AUTHORITY TO DENY ENROLLMENT.—If 
the Secretary determines that such previous af-
filiation poses an undue risk of fraud, waste, or 
abuse, the Secretary may deny such application. 
Such a denial shall be subject to appeal in ac-
cordance with paragraph (7). 

‘‘(5) AUTHORITY TO ADJUST PAYMENTS OF PRO-
VIDERS OF SERVICES AND SUPPLIERS WITH THE 
SAME TAX IDENTIFICATION NUMBER FOR PAST-DUE 
OBLIGATIONS.— 

‘‘(A) IN GENERAL.—Notwithstanding any other 
provision of this title, in the case of an applica-

ble provider of services or supplier, the Secretary 
may make any necessary adjustments to pay-
ments to the applicable provider of services or 
supplier under the program under this title in 
order to satisfy any past-due obligations de-
scribed in subparagraph (B)(ii) of an obligated 
provider of services or supplier. 

‘‘(B) DEFINITIONS.—In this paragraph: 
‘‘(i) IN GENERAL.—The term ‘applicable pro-

vider of services or supplier’ means a provider of 
services or supplier that has the same taxpayer 
identification number assigned under section 
6109 of the Internal Revenue Code of 1986 as is 
assigned to the obligated provider of services or 
supplier under such section, regardless of 
whether the applicable provider of services or 
supplier is assigned a different billing number or 
national provider identification number under 
the program under this title than is assigned to 
the obligated provider of services or supplier. 

‘‘(ii) OBLIGATED PROVIDER OF SERVICES OR 
SUPPLIER.—The term ‘obligated provider of serv-
ices or supplier’ means a provider of services or 
supplier that owes a past-due obligation under 
the program under this title (as determined by 
the Secretary). 

‘‘(6) TEMPORARY MORATORIUM ON ENROLL-
MENT OF NEW PROVIDERS.— 

‘‘(A) IN GENERAL.—The Secretary may impose 
a temporary moratorium on the enrollment of 
new providers of services and suppliers, includ-
ing categories of providers of services and sup-
pliers, in the program under this title, under the 
Medicaid program under title XIX, or under the 
CHIP program under title XXI if the Secretary 
determines such moratorium is necessary to pre-
vent or combat fraud, waste, or abuse under ei-
ther such program. 

‘‘(B) LIMITATION ON REVIEW.—There shall be 
no judicial review under section 1869, section 
1878, or otherwise, of a temporary moratorium 
imposed under subparagraph (A). 

‘‘(7) COMPLIANCE PROGRAMS.— 
‘‘(A) IN GENERAL.—On or after the date of im-

plementation determined by the Secretary under 
subparagraph (C), a provider of medical or other 
items or services or supplier within a particular 
industry sector or category shall, as a condition 
of enrollment in the program under this title, 
title XIX, or title XXI, establish a compliance 
program that contains the core elements estab-
lished under subparagraph (B) with respect to 
that provider or supplier and industry or cat-
egory. 

‘‘(B) ESTABLISHMENT OF CORE ELEMENTS.— 
The Secretary, in consultation with the Inspec-
tor General of the Department of Health and 
Human Services, shall establish core elements 
for a compliance program under subparagraph 
(A) for providers or suppliers within a par-
ticular industry or category. 

‘‘(C) TIMELINE FOR IMPLEMENTATION.—The 
Secretary shall determine the timeline for the es-
tablishment of the core elements under subpara-
graph (B) and the date of the implementation of 
subparagraph (A) for providers or suppliers 
within a particular industry or category. The 
Secretary shall, in determining such date of im-
plementation, consider the extent to which the 
adoption of compliance programs by a provider 
of medical or other items or services or supplier 
is widespread in a particular industry sector or 
with respect to a particular provider or supplier 
category.’’. 

(b) MEDICAID.— 
(1) STATE PLAN AMENDMENT.—Section 1902(a) 

of the Social Security Act (42 U.S.C. 1396a(a)), 
as amended by section 4302(b), is amended— 

(A) in subsection (a)— 
(i) by striking ‘‘and’’ at the end of paragraph 

(75); 
(ii) by striking the period at the end of para-

graph (76) and inserting a semicolon; and 
(iii) by inserting after paragraph (76) the fol-

lowing: 
‘‘(77) provide that the State shall comply with 

provider and supplier screening, oversight, and 
reporting requirements in accordance with sub-
section (ii);’’; and 
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(B) by adding at the end the following: 
‘‘(ii) PROVIDER AND SUPPLIER SCREENING, 

OVERSIGHT, AND REPORTING REQUIREMENTS.— 
For purposes of subsection (a)(77), the require-
ments of this subsection are the following: 

‘‘(1) SCREENING.—The State complies with the 
process for screening providers and suppliers 
under this title, as established by the Secretary 
under section 1886(j)(2). 

‘‘(2) PROVISIONAL PERIOD OF ENHANCED OVER-
SIGHT FOR NEW PROVIDERS AND SUPPLIERS.—The 
State complies with procedures to provide for a 
provisional period of enhanced oversight for 
new providers and suppliers under this title, as 
established by the Secretary under section 
1886(j)(3). 

‘‘(3) DISCLOSURE REQUIREMENTS.—The State 
requires providers and suppliers under the State 
plan or under a waiver of the plan to comply 
with the disclosure requirements established by 
the Secretary under section 1886(j)(4). 

‘‘(4) TEMPORARY MORATORIUM ON ENROLL-
MENT OF NEW PROVIDERS OR SUPPLIERS.— 

‘‘(A) TEMPORARY MORATORIUM IMPOSED BY 
THE SECRETARY.— 

‘‘(i) IN GENERAL.—Subject to clause (ii), the 
State complies with any temporary moratorium 
on the enrollment of new providers or suppliers 
imposed by the Secretary under section 
1886(j)(6). 

‘‘(ii) EXCEPTION.—A State shall not be re-
quired to comply with a temporary moratorium 
described in clause (i) if the State determines 
that the imposition of such temporary morato-
rium would adversely impact beneficiaries’ ac-
cess to medical assistance. 

‘‘(B) MORATORIUM ON ENROLLMENT OF PRO-
VIDERS AND SUPPLIERS.—At the option of the 
State, the State imposes, for purposes of enter-
ing into participation agreements with providers 
or suppliers under the State plan or under a 
waiver of the plan, periods of enrollment mora-
toria, or numerical caps or other limits, for pro-
viders or suppliers identified by the Secretary as 
being at high-risk for fraud, waste, or abuse as 
necessary to combat fraud, waste, or abuse, but 
only if the State determines that the imposition 
of any such period, cap, or other limits would 
not adversely impact beneficiaries’ access to 
medical assistance. 

‘‘(5) COMPLIANCE PROGRAMS.—The State re-
quires providers and suppliers under the State 
plan or under a waiver of the plan to establish, 
in accordance with the requirements of section 
1866(j)(7), a compliance program that contains 
the core elements established under subpara-
graph (B) of that section 1866(j)(7) for providers 
or suppliers within a particular industry or cat-
egory. 

‘‘(6) REPORTING OF ADVERSE PROVIDER AC-
TIONS.—The State complies with the national 
system for reporting criminal and civil convic-
tions, sanctions, negative licensure actions, and 
other adverse provider actions to the Secretary, 
through the Administrator of the Centers for 
Medicare & Medicaid Services, in accordance 
with regulations of the Secretary. 

‘‘(7) ENROLLMENT AND NPI OF ORDERING OR 
REFERRING PROVIDERS.—The State requires— 

‘‘(A) all ordering or referring physicians or 
other professionals to be enrolled under the 
State plan or under a waiver of the plan as a 
participating provider; and 

‘‘(B) the national provider identifier of any 
ordering or referring physician or other profes-
sional to be specified on any claim for payment 
that is based on an order or referral of the phy-
sician or other professional. 

‘‘(8) OTHER STATE OVERSIGHT.—Nothing in 
this subsection shall be interpreted to preclude 
or limit the ability of a State to engage in pro-
vider and supplier screening or enhanced pro-
vider and supplier oversight activities beyond 
those required by the Secretary.’’. 

(2) DISCLOSURE OF MEDICARE TERMINATED 
PROVIDERS AND SUPPLIERS TO STATES.—The Ad-
ministrator of the Centers for Medicare & Med-
icaid Services shall establish a process for mak-

ing available to the each State agency with re-
sponsibility for administering a State Medicaid 
plan (or a waiver of such plan) under title XIX 
of the Social Security Act or a child health plan 
under title XXI the name, national provider 
identifier, and other identifying information for 
any provider of medical or other items or serv-
ices or supplier under the Medicare program 
under title XVIII or under the CHIP program 
under title XXI that is terminated from partici-
pation under that program within 30 days of the 
termination (and, with respect to all such pro-
viders or suppliers who are terminated from the 
Medicare program on the date of enactment of 
this Act, within 90 days of such date). 

(3) CONFORMING AMENDMENT.—Section 
1902(a)(23) of the Social Security Act (42 U.S.C. 
1396a), is amended by inserting before the semi-
colon at the end the following: ‘‘or by a provider 
or supplier to which a moratorium under sub-
section (ii)(4) is applied during the period of 
such moratorium’’. 

(c) CHIP.—Section 2107(e)(1) of the Social Se-
curity Act (42 U.S.C. 1397gg(e)(1)), as amended 
by section 2101(d), is amended— 

(1) by redesignating subparagraphs (D) 
through (M) as subparagraphs (E) through (N), 
respectively; and 

(2) by inserting after subparagraph (C), the 
following: 

‘‘(D) Subsections (a)(77) and (ii) of section 
1902 (relating to provider and supplier screen-
ing, oversight, and reporting requirements).’’. 
SEC. 6402. ENHANCED MEDICARE AND MEDICAID 

PROGRAM INTEGRITY PROVISIONS. 
(a) IN GENERAL.—Part A of title XI of the So-

cial Security Act (42 U.S.C. 1301 et seq.), as 
amended by sections 6002, 6004, and 6102, is 
amended by inserting after section 1128I the fol-
lowing new section: 
‘‘SEC. 1128J. MEDICARE AND MEDICAID PROGRAM 

INTEGRITY PROVISIONS. 
‘‘(a) DATA MATCHING.— 
‘‘(1) INTEGRATED DATA REPOSITORY.— 
‘‘(A) INCLUSION OF CERTAIN DATA.— 
‘‘(i) IN GENERAL.—The Integrated Data Repos-

itory of the Centers for Medicare & Medicaid 
Services shall include, at a minimum, claims and 
payment data from the following: 

‘‘(I) The programs under titles XVIII and XIX 
(including parts A, B, C, and D of title XVIII). 

‘‘(II) The program under title XXI. 
‘‘(III) Health-related programs administered 

by the Secretary of Veterans Affairs. 
‘‘(IV) Health-related programs administered 

by the Secretary of Defense. 
‘‘(V) The program of old-age, survivors, and 

disability insurance benefits established under 
title II. 

‘‘(VI) The Indian Health Service and the Con-
tract Health Service program. 

‘‘(ii) PRIORITY FOR INCLUSION OF CERTAIN 
DATA.—Inclusion of the data described in sub-
clause (I) of such clause in the Integrated Data 
Repository shall be a priority. Data described in 
subclauses (II) through (VI) of such clause shall 
be included in the Integrated Data Repository 
as appropriate. 

‘‘(B) DATA SHARING AND MATCHING.— 
‘‘(i) IN GENERAL.—The Secretary shall enter 

into agreements with the individuals described 
in clause (ii) under which such individuals 
share and match data in the system of records 
of the respective agencies of such individuals 
with data in the system of records of the De-
partment of Health and Human Services for the 
purpose of identifying potential fraud, waste, 
and abuse under the programs under titles 
XVIII and XIX. 

‘‘(ii) INDIVIDUALS DESCRIBED.—The following 
individuals are described in this clause: 

‘‘(I) The Commissioner of Social Security. 
‘‘(II) The Secretary of Veterans Affairs. 
‘‘(III) The Secretary of Defense. 
‘‘(IV) The Director of the Indian Health Serv-

ice. 
‘‘(iii) DEFINITION OF SYSTEM OF RECORDS.— 

For purposes of this paragraph, the term ‘system 

of records’ has the meaning given such term in 
section 552a(a)(5) of title 5, United States Code. 

‘‘(2) ACCESS TO CLAIMS AND PAYMENT DATA-
BASES.—For purposes of conducting law en-
forcement and oversight activities and to the ex-
tent consistent with applicable information, pri-
vacy, security, and disclosure laws, including 
the regulations promulgated under the Health 
Insurance Portability and Accountability Act of 
1996 and section 552a of title 5, United States 
Code, and subject to any information systems 
security requirements under such laws or other-
wise required by the Secretary, the Inspector 
General of the Department of Health and 
Human Services and the Attorney General shall 
have access to claims and payment data of the 
Department of Health and Human Services and 
its contractors related to titles XVIII, XIX, and 
XXI. 

‘‘(b) OIG AUTHORITY TO OBTAIN INFORMA-
TION.— 

‘‘(1) IN GENERAL.—Notwithstanding and in 
addition to any other provision of law, the In-
spector General of the Department of Health 
and Human Services may, for purposes of pro-
tecting the integrity of the programs under titles 
XVIII and XIX, obtain information from any 
individual (including a beneficiary provided all 
applicable privacy protections are followed) or 
entity that— 

‘‘(A) is a provider of medical or other items or 
services, supplier, grant recipient, contractor, or 
subcontractor; or 

‘‘(B) directly or indirectly provides, orders, 
manufactures, distributes, arranges for, pre-
scribes, supplies, or receives medical or other 
items or services payable by any Federal health 
care program (as defined in section 1128B(f)) re-
gardless of how the item or service is paid for, 
or to whom such payment is made. 

‘‘(2) INCLUSION OF CERTAIN INFORMATION.—In-
formation which the Inspector General may ob-
tain under paragraph (1) includes any sup-
porting documentation necessary to validate 
claims for payment or payments under title 
XVIII or XIX, including a prescribing physi-
cian’s medical records for an individual who is 
prescribed an item or service which is covered 
under part B of title XVIII, a covered part D 
drug (as defined in section 1860D–2(e)) for 
which payment is made under an MA–PD plan 
under part C of such title, or a prescription drug 
plan under part D of such title, and any records 
necessary for evaluation of the economy, effi-
ciency, and effectiveness of the programs under 
titles XVIII and XIX. 

‘‘(c) ADMINISTRATIVE REMEDY FOR KNOWING 
PARTICIPATION BY BENEFICIARY IN HEALTH CARE 
FRAUD SCHEME.— 

‘‘(1) IN GENERAL.—In addition to any other 
applicable remedies, if an applicable individual 
has knowingly participated in a Federal health 
care fraud offense or a conspiracy to commit a 
Federal health care fraud offense, the Secretary 
shall impose an appropriate administrative pen-
alty commensurate with the offense or con-
spiracy. 

‘‘(2) APPLICABLE INDIVIDUAL.—For purposes 
of paragraph (1), the term ‘applicable indi-
vidual’ means an individual— 

‘‘(A) entitled to, or enrolled for, benefits under 
part A of title XVIII or enrolled under part B of 
such title; 

‘‘(B) eligible for medical assistance under a 
State plan under title XIX or under a waiver of 
such plan; or 

‘‘(C) eligible for child health assistance under 
a child health plan under title XXI. 

‘‘(d) REPORTING AND RETURNING OF OVERPAY-
MENTS.— 

‘‘(1) IN GENERAL.—If a person has received an 
overpayment, the person shall— 

‘‘(A) report and return the overpayment to the 
Secretary, the State, an intermediary, a carrier, 
or a contractor, as appropriate, at the correct 
address; and 

‘‘(B) notify the Secretary, State, intermediary, 
carrier, or contractor to whom the overpayment 
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was returned in writing of the reason for the 
overpayment. 

‘‘(2) DEADLINE FOR REPORTING AND RETURNING 
OVERPAYMENTS.—An overpayment must be re-
ported and returned under paragraph (1) by the 
later of— 

‘‘(A) the date which is 60 days after the date 
on which the overpayment was identified; or 

‘‘(B) the date any corresponding cost report is 
due, if applicable. 

‘‘(3) ENFORCEMENT.—Any overpayment re-
tained by a person after the deadline for report-
ing and returning the overpayment under para-
graph (2) is an obligation (as defined in section 
3729(b)(3) of title 31, United States Code) for 
purposes of section 3729 of such title. 

‘‘(4) DEFINITIONS.—In this subsection: 
‘‘(A) KNOWING AND KNOWINGLY.—The terms 

‘knowing’ and ‘knowingly’ have the meaning 
given those terms in section 3729(b) of title 31, 
United States Code. 

‘‘(B) OVERPAYMENT.—The term ‘‘overpay-
ment’’ means any funds that a person receives 
or retains under title XVIII or XIX to which the 
person, after applicable reconciliation, is not en-
titled under such title. 

‘‘(C) PERSON.— 
‘‘(i) IN GENERAL.—The term ‘person’ means a 

provider of services, supplier, medicaid managed 
care organization (as defined in section 
1903(m)(1)(A)), Medicare Advantage organiza-
tion (as defined in section 1859(a)(1)), or PDP 
sponsor (as defined in section 1860D–41(a)(13)). 

‘‘(ii) EXCLUSION.—Such term does not include 
a beneficiary. 

‘‘(e) INCLUSION OF NATIONAL PROVIDER IDEN-
TIFIER ON ALL APPLICATIONS AND CLAIMS.—The 
Secretary shall promulgate a regulation that re-
quires, not later than January 1, 2011, all pro-
viders of medical or other items or services and 
suppliers under the programs under titles XVIII 
and XIX that qualify for a national provider 
identifier to include their national provider 
identifier on all applications to enroll in such 
programs and on all claims for payment sub-
mitted under such programs.’’. 

(b) ACCESS TO DATA.— 
(1) MEDICARE PART D.—Section 1860D–15(f)(2) 

of the Social Security Act (42 U.S.C. 1395w– 
116(f)(2)) is amended by striking ‘‘may be used 
by’’ and all that follows through the period at 
the end and inserting ‘‘may be used— 

‘‘(A) by officers, employees, and contractors of 
the Department of Health and Human Services 
for the purposes of, and to the extent necessary 
in— 

‘‘(i) carrying out this section; and 
‘‘(ii) conducting oversight, evaluation, and 

enforcement under this title; and 
‘‘(B) by the Attorney General and the Comp-

troller General of the United States for the pur-
poses of, and to the extent necessary in, car-
rying out health oversight activities.’’. 

(2) DATA MATCHING.—Section 552a(a)(8)(B) of 
title 5, United States Code, is amended— 

(A) in clause (vii), by striking ‘‘or’’ at the end; 
(B) in clause (viii), by inserting ‘‘or’’ after the 

semicolon; and 
(C) by adding at the end the following new 

clause: 
‘‘(ix) matches performed by the Secretary of 

Health and Human Services or the Inspector 
General of the Department of Health and 
Human Services with respect to potential fraud, 
waste, and abuse, including matches of a system 
of records with non-Federal records;’’. 

(3) MATCHING AGREEMENTS WITH THE COMMIS-
SIONER OF SOCIAL SECURITY.—Section 205(r) of 
the Social Security Act (42 U.S.C. 405(r)) is 
amended by adding at the end the following 
new paragraph: 

‘‘(9)(A) The Commissioner of Social Security 
shall, upon the request of the Secretary or the 
Inspector General of the Department of Health 
and Human Services— 

‘‘(i) enter into an agreement with the Sec-
retary or such Inspector General for the purpose 
of matching data in the system of records of the 

Social Security Administration and the system 
of records of the Department of Health and 
Human Services; and 

‘‘(ii) include in such agreement safeguards to 
assure the maintenance of the confidentiality of 
any information disclosed. 

‘‘(B) For purposes of this paragraph, the term 
‘system of records’ has the meaning given such 
term in section 552a(a)(5) of title 5, United 
States Code.’’. 

(c) WITHHOLDING OF FEDERAL MATCHING PAY-
MENTS FOR STATES THAT FAIL TO REPORT EN-
ROLLEE ENCOUNTER DATA IN THE MEDICAID STA-
TISTICAL INFORMATION SYSTEM.—Section 1903(i) 
of the Social Security Act (42 U.S.C. 1396b(i)) is 
amended— 

(1) in paragraph (23), by striking ‘‘or’’ at the 
end; 

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

(3) by adding at the end the following new 
paragraph:. 

‘‘(25) with respect to any amounts expended 
for medical assistance for individuals for whom 
the State does not report enrollee encounter 
data (as defined by the Secretary) to the Med-
icaid Statistical Information System (MSIS) in a 
timely manner (as determined by the Sec-
retary).’’. 

(d) PERMISSIVE EXCLUSIONS AND CIVIL MONE-
TARY PENALTIES.— 

(1) PERMISSIVE EXCLUSIONS.—Section 1128(b) 
of the Social Security Act (42 U.S.C. 1320a–7(b)) 
is amended by adding at the end the following 
new paragraph: 

‘‘(16) MAKING FALSE STATEMENTS OR MIS-
REPRESENTATION OF MATERIAL FACTS.—Any in-
dividual or entity that knowingly makes or 
causes to be made any false statement, omission, 
or misrepresentation of a material fact in any 
application, agreement, bid, or contract to par-
ticipate or enroll as a provider of services or 
supplier under a Federal health care program 
(as defined in section 1128B(f)), including Medi-
care Advantage organizations under part C of 
title XVIII, prescription drug plan sponsors 
under part D of title XVIII, medicaid managed 
care organizations under title XIX, and entities 
that apply to participate as providers of services 
or suppliers in such managed care organizations 
and such plans.’’. 

(2) CIVIL MONETARY PENALTIES.— 
(A) IN GENERAL.—Section 1128A(a) of the So-

cial Security Act (42 U.S.C. 1320a–7a(a)) is 
amended— 

(i) in paragraph (1)(D), by striking ‘‘was ex-
cluded’’ and all that follows through the period 
at the end and inserting ‘‘was excluded from the 
Federal health care program (as defined in sec-
tion 1128B(f)) under which the claim was made 
pursuant to Federal law.’’; 

(ii) in paragraph (6), by striking ‘‘or’’ at the 
end; 

(iii) by inserting after paragraph (7), the fol-
lowing new paragraphs: 

‘‘(8) orders or prescribes a medical or other 
item or service during a period in which the per-
son was excluded from a Federal health care 
program (as so defined), in the case where the 
person knows or should know that a claim for 
such medical or other item or service will be 
made under such a program; 

‘‘(9) knowingly makes or causes to be made 
any false statement, omission, or misrepresenta-
tion of a material fact in any application, bid, 
or contract to participate or enroll as a provider 
of services or a supplier under a Federal health 
care program (as so defined), including Medi-
care Advantage organizations under part C of 
title XVIII, prescription drug plan sponsors 
under part D of title XVIII, medicaid managed 
care organizations under title XIX, and entities 
that apply to participate as providers of services 
or suppliers in such managed care organizations 
and such plans; 

‘‘(10) knows of an overpayment (as defined in 
paragraph (4) of section 1128J(d)) and does not 
report and return the overpayment in accord-
ance with such section;’’; 

(iv) in the first sentence— 
(I) by striking the ‘‘or’’ after ‘‘prohibited rela-

tionship occurs;’’; and 
(II) by striking ‘‘act)’’ and inserting ‘‘act; or 

in cases under paragraph (9), $50,000 for each 
false statement or misrepresentation of a mate-
rial fact)’’; and 

(v) in the second sentence, by striking ‘‘pur-
pose)’’ and inserting ‘‘purpose; or in cases under 
paragraph (9), an assessment of not more than 
3 times the total amount claimed for each item 
or service for which payment was made based 
upon the application containing the false state-
ment or misrepresentation of a material fact)’’. 

(B) CLARIFICATION OF TREATMENT OF CERTAIN 
CHARITABLE AND OTHER INNOCUOUS PROGRAMS.— 
Section 1128A(i)(6) of the Social Security Act (42 
U.S.C. 1320a–7a(i)(6)) is amended— 

(i) in subparagraph (C), by striking ‘‘or’’ at 
the end; 

(ii) in subparagraph (D), as redesignated by 
section 4331(e) of the Balanced Budget Act of 
1997 (Public Law 105–33), by striking the period 
at the end and inserting a semicolon; 

(iii) by redesignating subparagraph (D), as 
added by section 4523(c) of such Act, as sub-
paragraph (E) and striking the period at the 
end and inserting ‘‘; or’’; and 

(iv) by adding at the end the following new 
subparagraphs: 

‘‘(F) any other remuneration which promotes 
access to care and poses a low risk of harm to 
patients and Federal health care programs (as 
defined in section 1128B(f) and designated by 
the Secretary under regulations); 

‘‘(G) the offer or transfer of items or services 
for free or less than fair market value by a per-
son, if— 

‘‘(i) the items or services consist of coupons, 
rebates, or other rewards from a retailer; 

‘‘(ii) the items or services are offered or trans-
ferred on equal terms available to the general 
public, regardless of health insurance status; 
and 

‘‘(iii) the offer or transfer of the items or serv-
ices is not tied to the provision of other items or 
services reimbursed in whole or in part by the 
program under title XVIII or a State health care 
program (as defined in section 1128(h)); 

‘‘(H) the offer or transfer of items or services 
for free or less than fair market value by a per-
son, if— 

‘‘(i) the items or services are not offered as 
part of any advertisement or solicitation; 

‘‘(ii) the items or services are not tied to the 
provision of other services reimbursed in whole 
or in part by the program under title XVIII or 
a State health care program (as so defined); 

‘‘(iii) there is a reasonable connection between 
the items or services and the medical care of the 
individual; and 

‘‘(iv) the person provides the items or services 
after determining in good faith that the indi-
vidual is in financial need; or 

‘‘(I) effective on a date specified by the Sec-
retary (but not earlier than January 1, 2011), 
the waiver by a PDP sponsor of a prescription 
drug plan under part D of title XVIII or an MA 
organization offering an MA–PD plan under 
part C of such title of any copayment for the 
first fill of a covered part D drug (as defined in 
section 1860D–2(e)) that is a generic drug for in-
dividuals enrolled in the prescription drug plan 
or MA–PD plan, respectively.’’. 

(e) TESTIMONIAL SUBPOENA AUTHORITY IN EX-
CLUSION-ONLY CASES.—Section 1128(f) of the So-
cial Security Act (42 U.S.C. 1320a–7(f)) is amend-
ed by adding at the end the following new para-
graph: 

‘‘(4) The provisions of subsections (d) and (e) 
of section 205 shall apply with respect to this 
section to the same extent as they are applicable 
with respect to title II. The Secretary may dele-
gate the authority granted by section 205(d) (as 
made applicable to this section) to the Inspector 
General of the Department of Health and 
Human Services for purposes of any investiga-
tion under this section.’’. 
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(f) HEALTH CARE FRAUD.— 
(1) KICKBACKS.—Section 1128B of the Social 

Security Act (42 U.S.C. 1320a–7b) is amended by 
adding at the end the following new subsection: 

‘‘(g) In addition to the penalties provided for 
in this section or section 1128A, a claim that in-
cludes items or services resulting from a viola-
tion of this section constitutes a false or fraudu-
lent claim for purposes of subchapter III of 
chapter 37 of title 31, United States Code.’’. 

(2) REVISING THE INTENT REQUIREMENT.—Sec-
tion 1128B of the Social Security Act (42 U.S.C. 
1320a–7b), as amended by paragraph (1), is 
amended by adding at the end the following 
new subsection: 

‘‘(h) With respect to violations of this section, 
a person need not have actual knowledge of this 
section or specific intent to commit a violation of 
this section.’’. 

(g) SURETY BOND REQUIREMENTS.— 
(1) DURABLE MEDICAL EQUIPMENT.—Section 

1834(a)(16)(B) of the Social Security Act (42 
U.S.C. 1395m(a)(16)(B)) is amended by inserting 
‘‘that the Secretary determines is commensurate 
with the volume of the billing of the supplier’’ 
before the period at the end. 

(2) HOME HEALTH AGENCIES.—Section 
1861(o)(7)(C) of the Social Security Act (42 
U.S.C. 1395x(o)(7)(C)) is amended by inserting 
‘‘that the Secretary determines is commensurate 
with the volume of the billing of the home 
health agency’’ before the semicolon at the end. 

(3) REQUIREMENTS FOR CERTAIN OTHER PRO-
VIDERS OF SERVICES AND SUPPLIERS.—Section 
1862 of the Social Security Act (42 U.S.C. 1395y) 
is amended by adding at the end the following 
new subsection: 

‘‘(n) REQUIREMENT OF A SURETY BOND FOR 
CERTAIN PROVIDERS OF SERVICES AND SUP-
PLIERS.— 

‘‘(1) IN GENERAL.—The Secretary may require 
a provider of services or supplier described in 
paragraph (2) to provide the Secretary on a con-
tinuing basis with a surety bond in a form speci-
fied by the Secretary in an amount (not less 
than $50,000) that the Secretary determines is 
commensurate with the volume of the billing of 
the provider of services or supplier. The Sec-
retary may waive the requirement of a bond 
under the preceding sentence in the case of a 
provider of services or supplier that provides a 
comparable surety bond under State law. 

‘‘(2) PROVIDER OF SERVICES OR SUPPLIER DE-
SCRIBED.—A provider of services or supplier de-
scribed in this paragraph is a provider of serv-
ices or supplier the Secretary determines appro-
priate based on the level of risk involved with 
respect to the provider of services or supplier, 
and consistent with the surety bond require-
ments under sections 1834(a)(16)(B) and 
1861(o)(7)(C).’’. 

(h) SUSPENSION OF MEDICARE AND MEDICAID 
PAYMENTS PENDING INVESTIGATION OF CREDIBLE 
ALLEGATIONS OF FRAUD.— 

(1) MEDICARE.—Section 1862 of the Social Se-
curity Act (42 U.S.C. 1395y), as amended by sub-
section (g)(3), is amended by adding at the end 
the following new subsection: 

‘‘(o) SUSPENSION OF PAYMENTS PENDING IN-
VESTIGATION OF CREDIBLE ALLEGATIONS OF 
FRAUD.— 

‘‘(1) IN GENERAL.—The Secretary may suspend 
payments to a provider of services or supplier 
under this title pending an investigation of a 
credible allegation of fraud against the provider 
of services or supplier, unless the Secretary de-
termines there is good cause not to suspend such 
payments. 

‘‘(2) CONSULTATION.—The Secretary shall con-
sult with the Inspector General of the Depart-
ment of Health and Human Services in deter-
mining whether there is a credible allegation of 
fraud against a provider of services or supplier. 

‘‘(3) PROMULGATION OF REGULATIONS.—The 
Secretary shall promulgate regulations to carry 
out this subsection and section 1903(i)(2)(C).’’. 

(2) MEDICAID.—Section 1903(i)(2) of such Act 
(42 U.S.C. 1396b(i)(2)) is amended— 

(A) in subparagraph (A), by striking ‘‘or’’ at 
the end; and 

(B) by inserting after subparagraph (B), the 
following: 

‘‘(C) by any individual or entity to whom the 
State has failed to suspend payments under the 
plan during any period when there is pending 
an investigation of a credible allegation of fraud 
against the individual or entity, as determined 
by the State in accordance with regulations pro-
mulgated by the Secretary for purposes of sec-
tion 1862(o) and this subparagraph, unless the 
State determines in accordance with such regu-
lations there is good cause not to suspend such 
payments; or’’. 

(i) INCREASED FUNDING TO FIGHT FRAUD AND 
ABUSE.— 

(1) IN GENERAL.—Section 1817(k) of the Social 
Security Act (42 U.S.C. 1395i(k)) is amended— 

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

‘‘(7) ADDITIONAL FUNDING.—In addition to the 
funds otherwise appropriated to the Account 
from the Trust Fund under paragraphs (3) and 
(4) and for purposes described in paragraphs 
(3)(C) and (4)(A), there are hereby appropriated 
an additional $10,000,000 to such Account from 
such Trust Fund for each of fiscal years 2011 
through 2020. The funds appropriated under 
this paragraph shall be allocated in the same 
proportion as the total funding appropriated 
with respect to paragraphs (3)(A) and (4)(A) 
was allocated with respect to fiscal year 2010, 
and shall be available without further appro-
priation until expended.’’; and 

(B) in paragraph (4)(A), by inserting ‘‘until 
expended’’ after ‘‘appropriation’’. 

(2) INDEXING OF AMOUNTS APPROPRIATED.— 
(A) DEPARTMENTS OF HEALTH AND HUMAN 

SERVICES AND JUSTICE.—Section 1817(k)(3)(A)(i) 
of the Social Security Act (42 U.S.C. 
1395i(k)(3)(A)(i)) is amended— 

(i) in subclause (III), by inserting ‘‘and’’ at 
the end; 

(ii) in subclause (IV)— 
(I) by striking ‘‘for each of fiscal years 2007, 

2008, 2009, and 2010’’ and inserting ‘‘for each 
fiscal year after fiscal year 2006’’; and 

(II) by striking ‘‘; and’’ and inserting a pe-
riod; and 

(iii) by striking subclause (V). 
(B) OFFICE OF THE INSPECTOR GENERAL OF THE 

DEPARTMENT OF HEALTH AND HUMAN SERVICES.— 
Section 1817(k)(3)(A)(ii) of such Act (42 U.S.C. 
1395i(k)(3)(A)(ii)) is amended— 

(i) in subclause (VIII), by inserting ‘‘and’’ at 
the end; 

(ii) in subclause (IX)— 
(I) by striking ‘‘for each of fiscal years 2008, 

2009, and 2010’’ and inserting ‘‘for each fiscal 
year after fiscal year 2007’’; and 

(II) by striking ‘‘; and’’ and inserting a pe-
riod; and 

(iii) by striking subclause (X). 
(C) FEDERAL BUREAU OF INVESTIGATION.—Sec-

tion 1817(k)(3)(B) of the Social Security Act (42 
U.S.C. 1395i(k)(3)(B)) is amended— 

(i) in clause (vii), by inserting ‘‘and’’ at the 
end; 

(ii) in clause (viii)— 
(I) by striking ‘‘for each of fiscal years 2007, 

2008, 2009, and 2010’’ and inserting ‘‘for each 
fiscal year after fiscal year 2006’’; and 

(II) by striking ‘‘; and’’ and inserting a pe-
riod; and 

(iii) by striking clause (ix). 
(D) MEDICARE INTEGRITY PROGRAM.—Section 

1817(k)(4)(C) of the Social Security Act (42 
U.S.C. 1395i(k)(4)(C)) is amended by adding at 
the end the following new clause: 

‘‘(ii) For each fiscal year after 2010, by the 
percentage increase in the consumer price index 
for all urban consumers (all items; United States 
city average) over the previous year.’’. 

(j) MEDICARE INTEGRITY PROGRAM AND MED-
ICAID INTEGRITY PROGRAM.— 

(1) MEDICARE INTEGRITY PROGRAM.— 
(A) REQUIREMENT TO PROVIDE PERFORMANCE 

STATISTICS.—Section 1893(c) of the Social Secu-
rity Act (42 U.S.C. 1395ddd(c)) is amended— 

(i) in paragraph (3), by striking ‘‘and’’ at the 
end; 

(ii) by redesignating paragraph (4) as para-
graph (5); and 

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

‘‘(4) the entity agrees to provide the Secretary 
and the Inspector General of the Department of 
Health and Human Services with such perform-
ance statistics (including the number and 
amount of overpayments recovered, the number 
of fraud referrals, and the return on investment 
of such activities by the entity) as the Secretary 
or the Inspector General may request; and’’. 

(B) EVALUATIONS AND ANNUAL REPORT.—Sec-
tion 1893 of the Social Security Act (42 U.S.C. 
1395ddd) is amended by adding at the end the 
following new subsection: 

‘‘(i) EVALUATIONS AND ANNUAL REPORT.— 
‘‘(1) EVALUATIONS.—The Secretary shall con-

duct evaluations of eligible entities which the 
Secretary contracts with under the Program not 
less frequently than every 3 years. 

‘‘(2) ANNUAL REPORT.—Not later than 180 days 
after the end of each fiscal year (beginning with 
fiscal year 2011), the Secretary shall submit a re-
port to Congress which identifies— 

‘‘(A) the use of funds, including funds trans-
ferred from the Federal Hospital Insurance 
Trust Fund under section 1817 and the Federal 
Supplementary Insurance Trust Fund under 
section 1841, to carry out this section; and 

‘‘(B) the effectiveness of the use of such 
funds.’’. 

(C) FLEXIBILITY IN PURSUING FRAUD AND 
ABUSE.—Section 1893(a) of the Social Security 
Act (42 U.S.C. 1395ddd(a)) is amended by insert-
ing ‘‘, or otherwise,’’ after ‘‘entities’’. 

(2) MEDICAID INTEGRITY PROGRAM.— 
(A) REQUIREMENT TO PROVIDE PERFORMANCE 

STATISTICS.—Section 1936(c)(2) of the Social Se-
curity Act (42 U.S.C. 1396u–6(c)(2)) is amended— 

(i) by redesignating subparagraph (D) as sub-
paragraph (E); and 

(ii) by inserting after subparagraph (C) the 
following new subparagraph: 

‘‘(D) The entity agrees to provide the Sec-
retary and the Inspector General of the Depart-
ment of Health and Human Services with such 
performance statistics (including the number 
and amount of overpayments recovered, the 
number of fraud referrals, and the return on in-
vestment of such activities by the entity) as the 
Secretary or the Inspector General may re-
quest.’’. 

(B) EVALUATIONS AND ANNUAL REPORT.—Sec-
tion 1936(e) of the Social Security Act (42 U.S.C. 
1396u–7(e)) is amended— 

(i) by redesignating paragraph (4) as para-
graph (5); and 

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

‘‘(4) EVALUATIONS.—The Secretary shall con-
duct evaluations of eligible entities which the 
Secretary contracts with under the Program not 
less frequently than every 3 years.’’. 

(k) EXPANDED APPLICATION OF HARDSHIP 
WAIVERS FOR EXCLUSIONS.—Section 
1128(c)(3)(B) of the Social Security Act (42 
U.S.C. 1320a–7(c)(3)(B)) is amended by striking 
‘‘individuals entitled to benefits under part A of 
title XVIII or enrolled under part B of such 
title, or both’’ and inserting ‘‘beneficiaries (as 
defined in section 1128A(i)(5)) of that program’’. 
SEC. 6403. ELIMINATION OF DUPLICATION BE-

TWEEN THE HEALTHCARE INTEG-
RITY AND PROTECTION DATA BANK 
AND THE NATIONAL PRACTITIONER 
DATA BANK. 

(a) INFORMATION REPORTED BY FEDERAL 
AGENCIES AND HEALTH PLANS.—Section 1128E of 
the Social Security Act (42 U.S.C. 1320a–7e) is 
amended— 

(1) by striking subsection (a) and inserting the 
following: 

‘‘(a) IN GENERAL.—The Secretary shall main-
tain a national health care fraud and abuse 
data collection program under this section for 
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the reporting of certain final adverse actions 
(not including settlements in which no findings 
of liability have been made) against health care 
providers, suppliers, or practitioners as required 
by subsection (b), with access as set forth in 
subsection (d), and shall furnish the informa-
tion collected under this section to the National 
Practitioner Data Bank established pursuant to 
the Health Care Quality Improvement Act of 
1986 (42 U.S.C. 11101 et seq.).’’; 

(2) by striking subsection (d) and inserting the 
following: 

‘‘(d) ACCESS TO REPORTED INFORMATION.— 
‘‘(1) AVAILABILITY.—The information collected 

under this section shall be available from the 
National Practitioner Data Bank to the agen-
cies, authorities, and officials which are pro-
vided under section 1921(b) information reported 
under section 1921(a). 

‘‘(2) FEES FOR DISCLOSURE.—The Secretary 
may establish or approve reasonable fees for the 
disclosure of information under this section. The 
amount of such a fee may not exceed the costs 
of processing the requests for disclosure and of 
providing such information. Such fees shall be 
available to the Secretary to cover such costs.’’; 

(3) by striking subsection (f) and inserting the 
following: 

‘‘(f) APPROPRIATE COORDINATION.—In imple-
menting this section, the Secretary shall provide 
for the maximum appropriate coordination with 
part B of the Health Care Quality Improvement 
Act of 1986 (42 U.S.C. 11131 et seq.) and section 
1921.’’; and 

(4) in subsection (g)— 
(A) in paragraph (1)(A)— 
(i) in clause (iii)— 
(I) by striking ‘‘or State’’ each place it ap-

pears; 
(II) by redesignating subclauses (II) and (III) 

as subclauses (III) and (IV), respectively; and 
(III) by inserting after subclause (I) the fol-

lowing new subclause: 
‘‘(II) any dismissal or closure of the pro-

ceedings by reason of the provider, supplier, or 
practitioner surrendering their license or leaving 
the State or jurisdiction’’; and 

(ii) by striking clause (iv) and inserting the 
following: 

‘‘(iv) Exclusion from participation in a Fed-
eral health care program (as defined in section 
1128B(f)).’’; 

(B) in paragraph (3)— 
(i) by striking subparagraphs (D) and (E); and 
(ii) by redesignating subparagraph (F) as sub-

paragraph (D); and 
(C) in subparagraph (D) (as so redesignated), 

by striking ‘‘or State’’. 
(b) INFORMATION REPORTED BY STATE LAW OR 

FRAUD ENFORCEMENT AGENCIES.—Section 1921 
of the Social Security Act (42 U.S.C. 1396r–2) is 
amended— 

(1) in subsection (a)— 
(A) in paragraph (1)— 
(i) by striking ‘‘SYSTEM.—The State’’ and all 

that follows through the semicolon and insert-
ing SYSTEM.— 

‘‘(A) LICENSING OR CERTIFICATION ACTIONS.— 
The State must have in effect a system of report-
ing the following information with respect to 
formal proceedings (as defined by the Secretary 
in regulations) concluded against a health care 
practitioner or entity by a State licensing or cer-
tification agency:’’; 

(ii) by redesignating subparagraphs (A) 
through (D) as clauses (i) through (iv), respec-
tively, and indenting appropriately; 

(iii) in subparagraph (A)(iii) (as so redesig-
nated)— 

(I) by striking ‘‘the license of’’ and inserting 
‘‘license or the right to apply for, or renew, a li-
cense by’’; and 

(II) by inserting ‘‘nonrenewability,’’ after 
‘‘voluntary surrender,’’; and 

(iv) by adding at the end the following new 
subparagraph: 

‘‘(B) OTHER FINAL ADVERSE ACTIONS.—The 
State must have in effect a system of reporting 

information with respect to any final adverse 
action (not including settlements in which no 
findings of liability have been made) taken 
against a health care provider, supplier, or 
practitioner by a State law or fraud enforcement 
agency.’’; and 

(B) in paragraph (2), by striking ‘‘the author-
ity described in paragraph (1)’’ and inserting ‘‘a 
State licensing or certification agency or State 
law or fraud enforcement agency’’; 

(2) in subsection (b)— 
(A) by striking paragraph (2) and inserting 

the following: 
‘‘(2) to State licensing or certification agencies 

and Federal agencies responsible for the licens-
ing and certification of health care providers, 
suppliers, and licensed health care practi-
tioners;’’; 

(B) in each of paragraphs (4) and (6), by in-
serting ‘‘, but only with respect to information 
provided pursuant to subsection (a)(1)(A)’’ be-
fore the comma at the end; 

(C) by striking paragraph (5) and inserting 
the following: 

‘‘(5) to State law or fraud enforcement agen-
cies,’’; 

(D) by redesignating paragraphs (7) and (8) as 
paragraphs (8) and (9), respectively; and 

(E) by inserting after paragraph (6) the fol-
lowing new paragraph: 

‘‘(7) to health plans (as defined in section 
1128C(c));’’; 

(3) by redesignating subsection (d) as sub-
section (h), and by inserting after subsection (c) 
the following new subsections: 

‘‘(d) DISCLOSURE AND CORRECTION OF INFOR-
MATION.— 

‘‘(1) DISCLOSURE.—With respect to informa-
tion reported pursuant to subsection (a)(1), the 
Secretary shall— 

‘‘(A) provide for disclosure of the information, 
upon request, to the health care practitioner 
who, or the entity that, is the subject of the in-
formation reported; and 

‘‘(B) establish procedures for the case where 
the health care practitioner or entity disputes 
the accuracy of the information reported. 

‘‘(2) CORRECTIONS.—Each State licensing or 
certification agency and State law or fraud en-
forcement agency shall report corrections of in-
formation already reported about any formal 
proceeding or final adverse action described in 
subsection (a), in such form and manner as the 
Secretary prescribes by regulation. 

‘‘(e) FEES FOR DISCLOSURE.—The Secretary 
may establish or approve reasonable fees for the 
disclosure of information under this section. The 
amount of such a fee may not exceed the costs 
of processing the requests for disclosure and of 
providing such information. Such fees shall be 
available to the Secretary to cover such costs. 

‘‘(f) PROTECTION FROM LIABILITY FOR RE-
PORTING.—No person or entity, including any 
agency designated by the Secretary in sub-
section (b), shall be held liable in any civil ac-
tion with respect to any reporting of informa-
tion as required under this section, without 
knowledge of the falsity of the information con-
tained in the report. 

‘‘(g) REFERENCES.—For purposes of this sec-
tion: 

‘‘(1) STATE LICENSING OR CERTIFICATION AGEN-
CY.—The term ‘State licensing or certification 
agency’ includes any authority of a State (or of 
a political subdivision thereof) responsible for 
the licensing of health care practitioners (or any 
peer review organization or private accredita-
tion entity reviewing the services provided by 
health care practitioners) or entities. 

‘‘(2) STATE LAW OR FRAUD ENFORCEMENT 
AGENCY.—The term ‘State law or fraud enforce-
ment agency’ includes— 

‘‘(A) a State law enforcement agency; and 
‘‘(B) a State medicaid fraud control unit (as 

defined in section 1903(q)). 
‘‘(3) FINAL ADVERSE ACTION.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), the term ‘final adverse action’ includes— 

‘‘(i) civil judgments against a health care pro-
vider, supplier, or practitioner in State court re-
lated to the delivery of a health care item or 
service; 

‘‘(ii) State criminal convictions related to the 
delivery of a health care item or service; 

‘‘(iii) exclusion from participation in State 
health care programs (as defined in section 
1128(h)); 

‘‘(iv) any licensing or certification action de-
scribed in subsection (a)(1)(A) taken against a 
supplier by a State licensing or certification 
agency; and 

‘‘(v) any other adjudicated actions or deci-
sions that the Secretary shall establish by regu-
lation. 

‘‘(B) EXCEPTION.—Such term does not include 
any action with respect to a malpractice 
claim.’’; and 

(4) in subsection (h), as so redesignated, by 
striking ‘‘The Secretary’’ and all that follows 
through the period at the end and inserting ‘‘In 
implementing this section, the Secretary shall 
provide for the maximum appropriate coordina-
tion with part B of the Health Care Quality Im-
provement Act of 1986 (42 U.S.C. 11131 et seq.) 
and section 1128E.’’. 

(c) CONFORMING AMENDMENT.—Section 
1128C(a)(1) of the Social Security Act (42 U.S.C. 
1320a–7c(a)(1)) is amended— 

(1) in subparagraph (C), by adding ‘‘and’’ 
after the comma at the end; 

(2) in subparagraph (D), by striking ‘‘, and’’ 
and inserting a period; and 

(3) by striking subparagraph (E). 
(d) TRANSITION PROCESS; EFFECTIVE DATE.— 
(1) IN GENERAL.—Effective on the date of en-

actment of this Act, the Secretary of Health and 
Human Services (in this section referred to as 
the ‘‘Secretary’’) shall implement a transition 
process under which, by not later than the end 
of the transition period described in paragraph 
(5), the Secretary shall cease operating the 
Healthcare Integrity and Protection Data Bank 
established under section 1128E of the Social Se-
curity Act (as in effect before the effective date 
specified in paragraph (6)) and shall transfer all 
data collected in the Healthcare Integrity and 
Protection Data Bank to the National Practi-
tioner Data Bank established pursuant to the 
Health Care Quality Improvement Act of 1986 
(42 U.S.C. 11101 et seq.). During such transition 
process, the Secretary shall have in effect ap-
propriate procedures to ensure that data collec-
tion and access to the Healthcare Integrity and 
Protection Data Bank and the National Practi-
tioner Data Bank are not disrupted. 

(2) REGULATIONS.—The Secretary shall pro-
mulgate regulations to carry out the amend-
ments made by subsections (a) and (b). 

(3) FUNDING.— 
(A) AVAILABILITY OF FEES.—Fees collected 

pursuant to section 1128E(d)(2) of the Social Se-
curity Act prior to the effective date specified in 
paragraph (6) for the disclosure of information 
in the Healthcare Integrity and Protection Data 
Bank shall be available to the Secretary, with-
out fiscal year limitation, for payment of costs 
related to the transition process described in 
paragraph (1). Any such fees remaining after 
the transition period is complete shall be avail-
able to the Secretary, without fiscal year limita-
tion, for payment of the costs of operating the 
National Practitioner Data Bank. 

(B) AVAILABILITY OF ADDITIONAL FUNDS.—In 
addition to the fees described in subparagraph 
(A), any funds available to the Secretary or to 
the Inspector General of the Department of 
Health and Human Services for a purpose re-
lated to combating health care fraud, waste, or 
abuse shall be available to the extent necessary 
for operating the Healthcare Integrity and Pro-
tection Data Bank during the transition period, 
including systems testing and other activities 
necessary to ensure that information formerly 
reported to the Healthcare Integrity and Protec-
tion Data Bank will be accessible through the 
National Practitioner Data Bank after the end 
of such transition period. 
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(4) SPECIAL PROVISION FOR ACCESS TO THE NA-

TIONAL PRACTITIONER DATA BANK BY THE DE-
PARTMENT OF VETERANS AFFAIRS.— 

(A) IN GENERAL.—Notwithstanding any other 
provision of law, during the 1-year period that 
begins on the effective date specified in para-
graph (6), the information described in subpara-
graph (B) shall be available from the National 
Practitioner Data Bank to the Secretary of Vet-
erans Affairs without charge. 

(B) INFORMATION DESCRIBED.—For purposes 
of subparagraph (A), the information described 
in this subparagraph is the information that 
would, but for the amendments made by this 
section, have been available to the Secretary of 
Veterans Affairs from the Healthcare Integrity 
and Protection Data Bank. 

(5) TRANSITION PERIOD DEFINED.—For pur-
poses of this subsection, the term ‘‘transition pe-
riod’’ means the period that begins on the date 
of enactment of this Act and ends on the later 
of— 

(A) the date that is 1 year after such date of 
enactment; or 

(B) the effective date of the regulations pro-
mulgated under paragraph (2). 

(6) EFFECTIVE DATE.—The amendments made 
by subsections (a), (b), and (c) shall take effect 
on the first day after the final day of the transi-
tion period. 
SEC. 6404. MAXIMUM PERIOD FOR SUBMISSION 

OF MEDICARE CLAIMS REDUCED TO 
NOT MORE THAN 12 MONTHS. 

(a) REDUCING MAXIMUM PERIOD FOR SUBMIS-
SION.— 

(1) PART A.—Section 1814(a) of the Social Se-
curity Act (42 U.S.C. 1395f(a)(1)) is amended— 

(A) in paragraph (1), by striking ‘‘period of 3 
calendar years’’ and all that follows through 
the semicolon and inserting ‘‘period ending 1 
calendar year after the date of service;’’; and 

(B) by adding at the end the following new 
sentence: ‘‘In applying paragraph (1), the Sec-
retary may specify exceptions to the 1 calendar 
year period specified in such paragraph.’’ 

(2) PART B.— 
(A) Section 1842(b)(3) of such Act (42 U.S.C. 

1395u(b)(3)(B)) is amended— 
(i) in subparagraph (B), in the flush language 

following clause (ii), by striking ‘‘close of the 
calendar year following the year in which such 
service is furnished (deeming any service fur-
nished in the last 3 months of any calendar year 
to have been furnished in the succeeding cal-
endar year)’’ and inserting ‘‘period ending 1 
calendar year after the date of service’’; and 

(ii) by adding at the end the following new 
sentence: ‘‘In applying subparagraph (B), the 
Secretary may specify exceptions to the 1 cal-
endar year period specified in such subpara-
graph.’’ 

(B) Section 1835(a) of such Act (42 U.S.C. 
1395n(a)) is amended— 

(i) in paragraph (1), by striking ‘‘period of 3 
calendar years’’ and all that follows through 
the semicolon and inserting ‘‘period ending 1 
calendar year after the date of service;’’; and 

(ii) by adding at the end the following new 
sentence: ‘‘In applying paragraph (1), the Sec-
retary may specify exceptions to the 1 calendar 
year period specified in such paragraph.’’ 

(b) EFFECTIVE DATE.— 
(1) IN GENERAL.—The amendments made by 

subsection (a) shall apply to services furnished 
on or after January 1, 2010. 

(2) SERVICES FURNISHED BEFORE 2010.—In the 
case of services furnished before January 1, 
2010, a bill or request for payment under section 
1814(a)(1), 1842(b)(3)(B), or 1835(a) shall be filed 
not later that December 31, 2010. 
SEC. 6405. PHYSICIANS WHO ORDER ITEMS OR 

SERVICES REQUIRED TO BE MEDI-
CARE ENROLLED PHYSICIANS OR EL-
IGIBLE PROFESSIONALS. 

(a) DME.—Section 1834(a)(11)(B) of the Social 
Security Act (42 U.S.C. 1395m(a)(11)(B)) is 
amended by striking ‘‘physician’’ and inserting 
‘‘physician enrolled under section 1866(j) or an 

eligible professional under section 1848(k)(3)(B) 
that is enrolled under section 1866(j)’’. 

(b) HOME HEALTH SERVICES.— 
(1) PART A.—Section 1814(a)(2) of such Act (42 

U.S.C. 1395(a)(2)) is amended in the matter pre-
ceding subparagraph (A) by inserting ‘‘in the 
case of services described in subparagraph (C), a 
physician enrolled under section 1866(j) or an el-
igible professional under section 1848(k)(3)(B),’’ 
before ‘‘or, in the case of services’’. 

(2) PART B.—Section 1835(a)(2) of such Act (42 
U.S.C. 1395n(a)(2)) is amended in the matter 
preceding subparagraph (A) by inserting ‘‘, or 
in the case of services described in subpara-
graph (A), a physician enrolled under section 
1866(j) or an eligible professional under section 
1848(k)(3)(B),’’ after ‘‘a physician’’. 

(c) APPLICATION TO OTHER ITEMS OR SERV-
ICES.—The Secretary may extend the require-
ment applied by the amendments made by sub-
sections (a) and (b) to durable medical equip-
ment and home health services (relating to re-
quiring certifications and written orders to be 
made by enrolled physicians and health profes-
sions) to all other categories of items or services 
under title XVIII of the Social Security Act (42 
U.S.C. 1395 et seq.), including covered part D 
drugs as defined in section 1860D–2(e) of such 
Act (42 U.S.C. 1395w–102), that are ordered, pre-
scribed, or referred by a physician enrolled 
under section 1866(j) of such Act (42 U.S.C. 
1395cc(j)) or an eligible professional under sec-
tion 1848(k)(3)(B) of such Act (42 U.S.C. 1395w– 
4(k)(3)(B)). 

(d) EFFECTIVE DATE.—The amendments made 
by this section shall apply to written orders and 
certifications made on or after July 1, 2010. 
SEC. 6406. REQUIREMENT FOR PHYSICIANS TO 

PROVIDE DOCUMENTATION ON RE-
FERRALS TO PROGRAMS AT HIGH 
RISK OF WASTE AND ABUSE. 

(a) PHYSICIANS AND OTHER SUPPLIERS.—Sec-
tion 1842(h) of the Social Security Act (42 U.S.C. 
1395u(h)) is amended by adding at the end the 
following new paragraph: 

‘‘(9) The Secretary may revoke enrollment, for 
a period of not more than one year for each act, 
for a physician or supplier under section 1866(j) 
if such physician or supplier fails to maintain 
and, upon request of the Secretary, provide ac-
cess to documentation relating to written orders 
or requests for payment for durable medical 
equipment, certifications for home health serv-
ices, or referrals for other items or services writ-
ten or ordered by such physician or supplier 
under this title, as specified by the Secretary.’’. 

(b) PROVIDERS OF SERVICES.—Section 
1866(a)(1) of such Act (42 U.S.C. 1395cc) is fur-
ther amended— 

(1) in subparagraph (U), by striking at the 
end ‘‘and’’; 

(2) in subparagraph (V), by striking the period 
at the end and adding ‘‘; and’’; and 

(3) by adding at the end the following new 
subparagraph: 

‘‘(W) maintain and, upon request of the Sec-
retary, provide access to documentation relating 
to written orders or requests for payment for du-
rable medical equipment, certifications for home 
health services, or referrals for other items or 
services written or ordered by the provider 
under this title, as specified by the Secretary.’’. 

(c) OIG PERMISSIVE EXCLUSION AUTHORITY.— 
Section 1128(b)(11) of the Social Security Act (42 
U.S.C. 1320a–7(b)(11)) is amended by inserting ‘‘, 
ordering, referring for furnishing, or certifying 
the need for’’ after ‘‘furnishing’’. 

(d) EFFECTIVE DATE.—The amendments made 
by this section shall apply to orders, certifi-
cations, and referrals made on or after January 
1, 2010. 
SEC. 6407. FACE TO FACE ENCOUNTER WITH PA-

TIENT REQUIRED BEFORE PHYSI-
CIANS MAY CERTIFY ELIGIBILITY 
FOR HOME HEALTH SERVICES OR 
DURABLE MEDICAL EQUIPMENT 
UNDER MEDICARE. 

(a) CONDITION OF PAYMENT FOR HOME 
HEALTH SERVICES.— 

(1) PART A.—Section 1814(a)(2)(C) of such Act 
is amended— 

(A) by striking ‘‘and such services’’ and in-
serting ‘‘such services’’; and 

(B) by inserting after ‘‘care of a physician’’ 
the following: ‘‘, and, in the case of a certifi-
cation made by a physician after January 1, 
2010, prior to making such certification the phy-
sician must document that the physician himself 
or herself has had a face-to-face encounter (in-
cluding through use of telehealth, subject to the 
requirements in section 1834(m), and other than 
with respect to encounters that are incident to 
services involved) with the individual within a 
reasonable timeframe as determined by the Sec-
retary’’. 

(2) PART B.—Section 1835(a)(2)(A) of the So-
cial Security Act is amended— 

(A) by striking ‘‘and’’ before ‘‘(iii)’’; and 
(B) by inserting after ‘‘care of a physician’’ 

the following: ‘‘, and (iv) in the case of a certifi-
cation after January 1, 2010, prior to making 
such certification the physician must document 
that the physician has had a face-to-face en-
counter (including through use of telehealth 
and other than with respect to encounters that 
are incident to services involved) with the indi-
vidual during the 6-month period preceding 
such certification, or other reasonable timeframe 
as determined by the Secretary’’. 

(b) CONDITION OF PAYMENT FOR DURABLE 
MEDICAL EQUIPMENT.—Section 1834(a)(11)(B) of 
the Social Security Act (42 U.S.C. 
1395m(a)(11)(B)) is amended— 

(1) by striking ‘‘ORDER.—The Secretary’’ and 
inserting ‘‘ORDER.— 

‘‘(i) IN GENERAL.—The Secretary’’; and 
(2) by adding at the end the following new 

clause: 
‘‘(ii) REQUIREMENT FOR FACE TO FACE ENCOUN-

TER.—The Secretary shall require that such an 
order be written pursuant to the physician doc-
umenting that a physician, a physician assist-
ant, a nurse practitioner, or a clinical nurse 
specialist (as those terms are defined in section 
1861(aa)(5)) has had a face-to-face encounter 
(including through use of telehealth under sub-
section (m) and other than with respect to en-
counters that are incident to services involved) 
with the individual involved during the 6-month 
period preceding such written order, or other 
reasonable timeframe as determined by the Sec-
retary.’’. 

(c) APPLICATION TO OTHER AREAS UNDER 
MEDICARE.—The Secretary may apply the face- 
to-face encounter requirement described in the 
amendments made by subsections (a) and (b) to 
other items and services for which payment is 
provided under title XVIII of the Social Security 
Act based upon a finding that such an decision 
would reduce the risk of waste, fraud, or abuse. 

(d) APPLICATION TO MEDICAID.—The require-
ments pursuant to the amendments made by 
subsections (a) and (b) shall apply in the case of 
physicians making certifications for home 
health services under title XIX of the Social Se-
curity Act in the same manner and to the same 
extent as such requirements apply in the case of 
physicians making such certifications under 
title XVIII of such Act. 
SEC. 6408. ENHANCED PENALTIES. 

(a) CIVIL MONETARY PENALTIES FOR FALSE 
STATEMENTS OR DELAYING INSPECTIONS.—Sec-
tion 1128A(a) of the Social Security Act (42 
U.S.C. 1320a–7a(a)), as amended by section 
5002(d)(2)(A), is amended— 

(1) in paragraph (6), by striking ‘‘or’’ at the 
end; and 

(2) by inserting after paragraph (7) the fol-
lowing new paragraphs: 

‘‘(8) knowingly makes, uses, or causes to be 
made or used, a false record or statement mate-
rial to a false or fraudulent claim for payment 
for items and services furnished under a Federal 
health care program; or 

‘‘(9) fails to grant timely access, upon reason-
able request (as defined by the Secretary in reg-
ulations), to the Inspector General of the De-
partment of Health and Human Services, for the 
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purpose of audits, investigations, evaluations, 
or other statutory functions of the Inspector 
General of the Department of Health and 
Human Services;’’; and 

(3) in the first sentence— 
(A) by striking ‘‘or in cases under paragraph 

(7)’’ and inserting ‘‘in cases under paragraph 
(7)’’; and 

(B) by striking ‘‘act)’’ and inserting ‘‘act, in 
cases under paragraph (8), $50,000 for each false 
record or statement, or in cases under para-
graph (9), $15,000 for each day of the failure de-
scribed in such paragraph)’’. 

(b) MEDICARE ADVANTAGE AND PART D 
PLANS.— 

(1) ENSURING TIMELY INSPECTIONS RELATING 
TO CONTRACTS WITH MA ORGANIZATIONS.—Sec-
tion 1857(d)(2) of such Act (42 U.S.C. 1395w– 
27(d)(2)) is amended— 

(A) in subparagraph (A), by inserting ‘‘time-
ly’’ before ‘‘inspect’’; and 

(B) in subparagraph (B), by inserting ‘‘time-
ly’’ before ‘‘audit and inspect’’. 

(2) MARKETING VIOLATIONS.—Section 
1857(g)(1) of the Social Security Act (42 U.S.C. 
1395w–27(g)(1)) is amended— 

(A) in subparagraph (F), by striking ‘‘or’’ at 
the end; 

(B) by inserting after subparagraph (G) the 
following new subparagraphs: 

‘‘(H) except as provided under subparagraph 
(C) or (D) of section 1860D–1(b)(1), enrolls an in-
dividual in any plan under this part without 
the prior consent of the individual or the des-
ignee of the individual; 

‘‘(I) transfers an individual enrolled under 
this part from one plan to another without the 
prior consent of the individual or the designee 
of the individual or solely for the purpose of 
earning a commission; 

‘‘(J) fails to comply with marketing restric-
tions described in subsections (h) and (j) of sec-
tion 1851 or applicable implementing regulations 
or guidance; or 

‘‘(K) employs or contracts with any individual 
or entity who engages in the conduct described 
in subparagraphs (A) through (J) of this para-
graph;’’; and 

(C) by adding at the end the following new 
sentence: ‘‘The Secretary may provide, in addi-
tion to any other remedies authorized by law, 
for any of the remedies described in paragraph 
(2), if the Secretary determines that any em-
ployee or agent of such organization, or any 
provider or supplier who contracts with such or-
ganization, has engaged in any conduct de-
scribed in subparagraphs (A) through (K) of this 
paragraph.’’. 

(3) PROVISION OF FALSE INFORMATION.—Sec-
tion 1857(g)(2)(A) of the Social Security Act (42 
U.S.C. 1395w–27(g)(2)(A)) is amended by insert-
ing ‘‘except with respect to a determination 
under subparagraph (E), an assessment of not 
more than the amount claimed by such plan or 
plan sponsor based upon the misrepresentation 
or falsified information involved,’’ after ‘‘for 
each such determination,’’. 

(c) OBSTRUCTION OF PROGRAM AUDITS.—Sec-
tion 1128(b)(2) of the Social Security Act (42 
U.S.C. 1320a–7(b)(2)) is amended— 

(1) in the heading, by inserting ‘‘OR AUDIT’’ 
after ‘‘INVESTIGATION’’; and 

(2) by striking ‘‘investigation into’’ and all 
that follows through the period and inserting 
‘‘investigation or audit related to—’’ 

‘‘(i) any offense described in paragraph (1) or 
in subsection (a); or 

‘‘(ii) the use of funds received, directly or in-
directly, from any Federal health care program 
(as defined in section 1128B(f)).’’. 

(d) EFFECTIVE DATE.— 
(1) IN GENERAL.—Except as provided in para-

graph (2), the amendments made by this section 
shall apply to acts committed on or after Janu-
ary 1, 2010. 

(2) EXCEPTION.—The amendments made by 
subsection (b)(1) take effect on the date of en-
actment of this Act. 

SEC. 6409. MEDICARE SELF-REFERRAL DISCLO-
SURE PROTOCOL. 

(a) DEVELOPMENT OF SELF-REFERRAL DISCLO-
SURE PROTOCOL.— 

(1) IN GENERAL.—The Secretary of Health and 
Human Services, in cooperation with the Inspec-
tor General of the Department of Health and 
Human Services, shall establish, not later than 
6 months after the date of the enactment of this 
Act, a protocol to enable health care providers 
of services and suppliers to disclose an actual or 
potential violation of section 1877 of the Social 
Security Act (42 U.S.C. 1395nn) pursuant to a 
self-referral disclosure protocol (in this section 
referred to as an ‘‘SRDP’’). The SRDP shall in-
clude direction to health care providers of serv-
ices and suppliers on— 

(A) a specific person, official, or office to 
whom such disclosures shall be made; and 

(B) instruction on the implication of the 
SRDP on corporate integrity agreements and 
corporate compliance agreements. 

(2) PUBLICATION ON INTERNET WEBSITE OF 
SRDP INFORMATION.—The Secretary of Health 
and Human Services shall post information on 
the public Internet website of the Centers for 
Medicare & Medicaid Services to inform relevant 
stakeholders of how to disclose actual or poten-
tial violations pursuant to an SRDP. 

(3) RELATION TO ADVISORY OPINIONS.—The 
SRDP shall be separate from the advisory opin-
ion process set forth in regulations implementing 
section 1877(g) of the Social Security Act. 

(b) REDUCTION IN AMOUNTS OWED.—The Sec-
retary of Health and Human Services is author-
ized to reduce the amount due and owing for all 
violations under section 1877 of the Social Secu-
rity Act to an amount less than that specified in 
subsection (g) of such section. In establishing 
such amount for a violation, the Secretary may 
consider the following factors: 

(1) The nature and extent of the improper or 
illegal practice. 

(2) The timeliness of such self-disclosure. 
(3) The cooperation in providing additional 

information related to the disclosure. 
(4) Such other factors as the Secretary con-

siders appropriate. 
(c) REPORT.—Not later than 18 months after 

the date on which the SRDP protocol is estab-
lished under subsection (a)(1), the Secretary 
shall submit to Congress a report on the imple-
mentation of this section. Such report shall in-
clude— 

(1) the number of health care providers of 
services and suppliers making disclosures pursu-
ant to the SRDP; 

(2) the amounts collected pursuant to the 
SRDP; 

(3) the types of violations reported under the 
SRDP; and 

(4) such other information as may be nec-
essary to evaluate the impact of this section. 
SEC. 6410. ADJUSTMENTS TO THE MEDICARE DU-

RABLE MEDICAL EQUIPMENT, PROS-
THETICS, ORTHOTICS, AND SUP-
PLIES COMPETITIVE ACQUISITION 
PROGRAM. 

(a) EXPANSION OF ROUND 2 OF THE DME COM-
PETITIVE BIDDING PROGRAM.—Section 1847(a)(1) 
of the Social Security Act (42 U.S.C. 1395w– 
3(a)(1)) is amended— 

(1) in subparagraph (B)(i)(II), by striking 
‘‘70’’ and inserting ‘‘91’’; and 

(2) in subparagraph (D)(ii)— 
(A) in subclause (I), by striking ‘‘and’’ at the 

end; 
(B) by redesignating subclause (II) as sub-

clause (III); and 
(C) by inserting after subclause (I) the fol-

lowing new subclause: 
‘‘(II) the Secretary shall include the next 21 

largest metropolitan statistical areas by total 
population (after those selected under subclause 
(I)) for such round; and’’. 

(b) REQUIREMENT TO EITHER COMPETITIVELY 
BID AREAS OR USE COMPETITIVE BID PRICES BY 
2016.—Section 1834(a)(1)(F) of the Social Secu-
rity Act (42 U.S.C. 1395m(a)(1)(F)) is amended— 

(1) in clause (i), by striking ‘‘and’’ at the end; 
(2) in clause (ii)— 
(A) by inserting ‘‘(and, in the case of covered 

items furnished on or after January 1, 2016, sub-
ject to clause (iii), shall)’’ after ‘‘may’’; and 

(B) by striking the period at the end and in-
serting ‘‘; and’’; and 

(3) by adding at the end the following new 
clause: 

‘‘(iii) in the case of covered items furnished on 
or after January 1, 2016, the Secretary shall con-
tinue to make such adjustments described in 
clause (ii) as, under such competitive acquisi-
tion programs, additional covered items are 
phased in or information is updated as contracts 
under section 1847 are recompeted in accordance 
with section 1847(b)(3)(B).’’. 
SEC. 6411. EXPANSION OF THE RECOVERY AUDIT 

CONTRACTOR (RAC) PROGRAM. 
(a) EXPANSION TO MEDICAID.— 
(1) STATE PLAN AMENDMENT.—Section 

1902(a)(42) of the Social Security Act (42 U.S.C. 
1396a(a)(42)) is amended— 

(A) by striking ‘‘that the records’’ and insert-
ing ‘‘that— 

‘‘(A) the records’’; 
(B) by inserting ‘‘and’’ after the semicolon; 

and 
(C) by adding at the end the following: 
‘‘(B) not later than December 31, 2010, the 

State shall— 
‘‘(i) establish a program under which the 

State contracts (consistent with State law and 
in the same manner as the Secretary enters into 
contracts with recovery audit contractors under 
section 1893(h), subject to such exceptions or re-
quirements as the Secretary may require for pur-
poses of this title or a particular State) with 1 
or more recovery audit contractors for the pur-
pose of identifying underpayments and overpay-
ments and recouping overpayments under the 
State plan and under any waiver of the State 
plan with respect to all services for which pay-
ment is made to any entity under such plan or 
waiver; and 

‘‘(ii) provide assurances satisfactory to the 
Secretary that— 

‘‘(I) under such contracts, payment shall be 
made to such a contractor only from amounts 
recovered; 

‘‘(II) from such amounts recovered, payment— 
‘‘(aa) shall be made on a contingent basis for 

collecting overpayments; and 
‘‘(bb) may be made in such amounts as the 

State may specify for identifying underpay-
ments; 

‘‘(III) the State has an adequate process for 
entities to appeal any adverse determination 
made by such contractors; and 

‘‘(IV) such program is carried out in accord-
ance with such requirements as the Secretary 
shall specify, including— 

‘‘(aa) for purposes of section 1903(a)(7), that 
amounts expended by the State to carry out the 
program shall be considered amounts expended 
as necessary for the proper and efficient admin-
istration of the State plan or a waiver of the 
plan; 

‘‘(bb) that section 1903(d) shall apply to 
amounts recovered under the program; and 

‘‘(cc) that the State and any such contractors 
under contract with the State shall coordinate 
such recovery audit efforts with other contrac-
tors or entities performing audits of entities re-
ceiving payments under the State plan or waiver 
in the State, including efforts with Federal and 
State law enforcement with respect to the De-
partment of Justice, including the Federal Bu-
reau of Investigations, the Inspector General of 
the Department of Health and Human Services, 
and the State medicaid fraud control unit; 
and’’. 

(2) COORDINATION; REGULATIONS.— 
(A) IN GENERAL.—The Secretary of Health and 

Human Services, acting through the Adminis-
trator of the Centers for Medicare & Medicaid 
Services, shall coordinate the expansion of the 
Recovery Audit Contractor program to Medicaid 
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with States, particularly with respect to each 
State that enters into a contract with a recovery 
audit contractor for purposes of the State’s 
Medicaid program prior to December 31, 2010. 

(B) REGULATIONS.—The Secretary of Health 
and Human Services shall promulgate regula-
tions to carry out this subsection and the 
amendments made by this subsection, including 
with respect to conditions of Federal financial 
participation, as specified by the Secretary. 

(b) EXPANSION TO MEDICARE PARTS C AND 
D.—Section 1893(h) of the Social Security Act 
(42 U.S.C. 1395ddd(h)) is amended— 

(1) in paragraph (1), in the matter preceding 
subparagraph (A), by striking ‘‘part A or B’’ 
and inserting ‘‘this title’’; 

(2) in paragraph (2), by striking ‘‘parts A and 
B’’ and inserting ‘‘this title’’; 

(3) in paragraph (3), by inserting ‘‘(not later 
than December 31, 2010, in the case of contracts 
relating to payments made under part C or D)’’ 
after ‘‘2010’’; 

(4) in paragraph (4), in the matter preceding 
subparagraph (A), by striking ‘‘part A or B’’ 
and inserting ‘‘this title’’; and 

(5) by adding at the end the following: 
‘‘(9) SPECIAL RULES RELATING TO PARTS C AND 

D.—The Secretary shall enter into contracts 
under paragraph (1) to require recovery audit 
contractors to— 

‘‘(A) ensure that each MA plan under part C 
has an anti-fraud plan in effect and to review 
the effectiveness of each such anti-fraud plan; 

‘‘(B) ensure that each prescription drug plan 
under part D has an anti-fraud plan in effect 
and to review the effectiveness of each such 
anti-fraud plan; 

‘‘(C) examine claims for reinsurance payments 
under section 1860D–15(b) to determine whether 
prescription drug plans submitting such claims 
incurred costs in excess of the allowable reinsur-
ance costs permitted under paragraph (2) of that 
section; and 

‘‘(D) review estimates submitted by prescrip-
tion drug plans by private plans with respect to 
the enrollment of high cost beneficiaries (as de-
fined by the Secretary) and to compare such es-
timates with the numbers of such beneficiaries 
actually enrolled by such plans.’’. 

(c) ANNUAL REPORT.—The Secretary of Health 
and Human Services, acting through the Admin-
istrator of the Centers for Medicare & Medicaid 
Services, shall submit an annual report to Con-
gress concerning the effectiveness of the Recov-
ery Audit Contractor program under Medicaid 
and Medicare and shall include such reports 
recommendations for expanding or improving 
the program. 

Subtitle F—Additional Medicaid Program 
Integrity Provisions 

SEC. 6501. TERMINATION OF PROVIDER PARTICI-
PATION UNDER MEDICAID IF TERMI-
NATED UNDER MEDICARE OR OTHER 
STATE PLAN. 

Section 1902(a)(39) of the Social Security Act 
(42 U.S.C. 42 U.S.C. 1396a(a)) is amended by in-
serting after ‘‘1128A,’’ the following: ‘‘terminate 
the participation of any individual or entity in 
such program if (subject to such exceptions as 
are permitted with respect to exclusion under 
sections 1128(c)(3)(B) and 1128(d)(3)(B)) partici-
pation of such individual or entity is terminated 
under title XVIII or any other State plan under 
this title,’’. 
SEC. 6502. MEDICAID EXCLUSION FROM PARTICI-

PATION RELATING TO CERTAIN 
OWNERSHIP, CONTROL, AND MAN-
AGEMENT AFFILIATIONS. 

Section 1902(a) of the Social Security Act (42 
U.S.C. 1396a(a)), as amended by section 6401(b), 
is amended by inserting after paragraph (77) the 
following: 

‘‘(78) provide that the State agency described 
in paragraph (9) exclude, with respect to a pe-
riod, any individual or entity from participation 
in the program under the State plan if such in-
dividual or entity owns, controls, or manages an 
entity that (or if such entity is owned, con-

trolled, or managed by an individual or entity 
that)— 

‘‘(A) has unpaid overpayments (as defined by 
the Secretary) under this title during such pe-
riod determined by the Secretary or the State 
agency to be delinquent; 

‘‘(B) is suspended or excluded from participa-
tion under or whose participation is terminated 
under this title during such period; or 

‘‘(C) is affiliated with an individual or entity 
that has been suspended or excluded from par-
ticipation under this title or whose participation 
is terminated under this title during such pe-
riod;’’. 
SEC. 6503. BILLING AGENTS, CLEARINGHOUSES, 

OR OTHER ALTERNATE PAYEES RE-
QUIRED TO REGISTER UNDER MED-
ICAID. 

(a) IN GENERAL.—Section 1902(a) of the Social 
Security Act (42 U.S.C. 42 U.S.C. 1396a(a)), as 
amended by section 6502(a), is amended by in-
serting after paragraph (78), the following: 

‘‘(79) provide that any agent, clearinghouse, 
or other alternate payee (as defined by the Sec-
retary) that submits claims on behalf of a health 
care provider must register with the State and 
the Secretary in a form and manner specified by 
the Secretary;’’. 
SEC. 6504. REQUIREMENT TO REPORT EXPANDED 

SET OF DATA ELEMENTS UNDER 
MMIS TO DETECT FRAUD AND 
ABUSE. 

(a) IN GENERAL.—Section 1903(r)(1)(F) of the 
Social Security Act (42 U.S.C. 1396b(r)(1)(F)) is 
amended by inserting after ‘‘necessary’’ the fol-
lowing: ‘‘and including, for data submitted to 
the Secretary on or after January 1, 2010, data 
elements from the automated data system that 
the Secretary determines to be necessary for pro-
gram integrity, program oversight, and adminis-
tration, at such frequency as the Secretary shall 
determine’’. 

(b) MANAGED CARE ORGANIZATIONS.— 
(1) IN GENERAL.—Section 1903(m)(2)(A)(xi) of 

the Social Security Act (42 U.S.C. 
1396b(m)(2)(A)(xi)) is amended by inserting ‘‘and 
for the provision of such data to the State at a 
frequency and level of detail to be specified by 
the Secretary’’ after ‘‘patients’’. 

(2) EFFECTIVE DATE.—The amendment made 
by paragraph (1) shall apply with respect to 
contract years beginning on or after January 1, 
2010. 
SEC. 6505. PROHIBITION ON PAYMENTS TO INSTI-

TUTIONS OR ENTITIES LOCATED 
OUTSIDE OF THE UNITED STATES. 

Section 1902(a) of the Social Security Act (42 
U.S.C. 1396b(a)), as amended by section 6503, is 
amended by inserting after paragraph (79) the 
following new paragraph: 

‘‘(80) provide that the State shall not provide 
any payments for items or services provided 
under the State plan or under a waiver to any 
financial institution or entity located outside of 
the United States;’’. 
SEC. 6506. OVERPAYMENTS. 

(a) EXTENSION OF PERIOD FOR COLLECTION OF 
OVERPAYMENTS DUE TO FRAUD.— 

(1) IN GENERAL.—Section 1903(d)(2) of the So-
cial Security Act (42 U.S.C. 1396b(d)(2)) is 
amended— 

(A) in subparagraph (C)— 
(i) in the first sentence, by striking ‘‘60 days’’ 

and inserting ‘‘1 year’’; and 
(ii) in the second sentence, by striking ‘‘60 

days’’ and inserting ‘‘1-year period’’; and 
(B) in subparagraph (D)— 
(i) in inserting ‘‘(i)’’ after ‘‘(D)’’; and 
(ii) by adding at the end the following: 
‘‘(ii) In any case where the State is unable to 

recover a debt which represents an overpayment 
(or any portion thereof) made to a person or 
other entity due to fraud within 1 year of dis-
covery because there is not a final determina-
tion of the amount of the overpayment under an 
administrative or judicial process (as applica-
ble), including as a result of a judgment being 
under appeal, no adjustment shall be made in 

the Federal payment to such State on account 
of such overpayment (or portion thereof) before 
the date that is 30 days after the date on which 
a final judgment (including, if applicable, a 
final determination on an appeal) is made.’’. 

(2) EFFECTIVE DATE.—The amendments made 
by this subsection take effect on the date of en-
actment of this Act and apply to overpayments 
discovered on or after that date. 

(b) CORRECTIVE ACTION.—The Secretary shall 
promulgate regulations that require States to 
correct Federally identified claims overpay-
ments, of an ongoing or recurring nature, with 
new Medicaid Management Information System 
(MMIS) edits, audits, or other appropriate cor-
rective action. 
SEC. 6507. MANDATORY STATE USE OF NATIONAL 

CORRECT CODING INITIATIVE. 
Section 1903(r) of the Social Security Act (42 

U.S.C. 1396b(r)) is amended— 
(1) in paragraph (1)(B)— 
(A) in clause (ii), by striking ‘‘and’’ at the 

end; 
(B) in clause (iii), by adding ‘‘and’’ after the 

semi-colon; and 
(C) by adding at the end the following new 

clause: 
‘‘(iv) effective for claims filed on or after Octo-

ber 1, 2010, incorporate compatible methodolo-
gies of the National Correct Coding Initiative 
administered by the Secretary (or any successor 
initiative to promote correct coding and to con-
trol improper coding leading to inappropriate 
payment) and such other methodologies of that 
Initiative (or such other national correct coding 
methodologies) as the Secretary identifies in ac-
cordance with paragraph (4);’’; and 

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

‘‘(4) For purposes of paragraph (1)(B)(iv), the 
Secretary shall do the following: 

‘‘(A) Not later than September 1, 2010: 
‘‘(i) Identify those methodologies of the Na-

tional Correct Coding Initiative administered by 
the Secretary (or any successor initiative to pro-
mote correct coding and to control improper cod-
ing leading to inappropriate payment) which 
are compatible to claims filed under this title. 

‘‘(ii) Identify those methodologies of such Ini-
tiative (or such other national correct coding 
methodologies) that should be incorporated into 
claims filed under this title with respect to items 
or services for which States provide medical as-
sistance under this title and no national correct 
coding methodologies have been established 
under such Initiative with respect to title XVIII. 

‘‘(iii) Notify States of— 
‘‘(I) the methodologies identified under sub-

paragraphs (A) and (B) (and of any other na-
tional correct coding methodologies identified 
under subparagraph (B)); and 

‘‘(II) how States are to incorporate such meth-
odologies into claims filed under this title. 

‘‘(B) Not later than March 1, 2011, submit a 
report to Congress that includes the notice to 
States under clause (iii) of subparagraph (A) 
and an analysis supporting the identification of 
the methodologies made under clauses (i) and 
(ii) of subparagraph (A).’’. 
SEC. 6508. GENERAL EFFECTIVE DATE. 

(a) IN GENERAL.—Except as otherwise pro-
vided in this subtitle, this subtitle and the 
amendments made by this subtitle take effect on 
January 1, 2011, without regard to whether final 
regulations to carry out such amendments and 
subtitle have been promulgated by that date. 

(b) DELAY IF STATE LEGISLATION REQUIRED.— 
In the case of a State plan for medical assist-
ance under title XIX of the Social Security Act 
or a child health plan under title XXI of such 
Act which the Secretary of Health and Human 
Services determines requires State legislation 
(other than legislation appropriating funds) in 
order for the plan to meet the additional re-
quirement imposed by the amendments made by 
this subtitle, the State plan or child health plan 
shall not be regarded as failing to comply with 
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the requirements of such title solely on the basis 
of its failure to meet this additional requirement 
before the first day of the first calendar quarter 
beginning after the close of the first regular ses-
sion of the State legislature that begins after the 
date of the enactment of this Act. For purposes 
of the previous sentence, in the case of a State 
that has a 2-year legislative session, each year 
of such session shall be deemed to be a separate 
regular session of the State legislature. 

Subtitle G—Additional Program Integrity 
Provisions 

SEC. 6601. PROHIBITION ON FALSE STATEMENTS 
AND REPRESENTATIONS. 

(a) PROHIBITION.—Part 5 of subtitle B of title 
I of the Employee Retirement Income Security 
Act of 1974 (29 U.S.C. 1131 et seq.) is amended by 
adding at the end the following: 
‘‘SEC. 519. PROHIBITION ON FALSE STATEMENTS 

AND REPRESENTATIONS. 
‘‘No person, in connection with a plan or 

other arrangement that is multiple employer 
welfare arrangement described in section 3(40), 
shall make a false statement or false representa-
tion of fact, knowing it to be false, in connec-
tion with the marketing or sale of such plan or 
arrangement, to any employee, any member of 
an employee organization, any beneficiary, any 
employer, any employee organization, the Sec-
retary, or any State, or the representative or 
agent of any such person, State, or the Sec-
retary, concerning— 

‘‘(1) the financial condition or solvency of 
such plan or arrangement; 

‘‘(2) the benefits provided by such plan or ar-
rangement; 

‘‘(3) the regulatory status of such plan or 
other arrangement under any Federal or State 
law governing collective bargaining, labor man-
agement relations, or intern union affairs; or 

‘‘(4) the regulatory status of such plan or 
other arrangement regarding exemption from 
state regulatory authority under this Act. 
This section shall not apply to any plan or ar-
rangement that does not fall within the meaning 
of the term ‘multiple employer welfare arrange-
ment’ under section 3(40)(A).’’. 

(b) CRIMINAL PENALTIES.—Section 501 of the 
Employee Retirement Income Security Act of 
1974 (29 U.S.C. 1131) is amended— 

(1) by inserting ‘‘(a)’’ before ‘‘Any person’’; 
and 

(2) by adding at the end the following: 
‘‘(b) Any person that violates section 519 shall 

upon conviction be imprisoned not more than 10 
years or fined under title 18, United States 
Code, or both.’’. 

(c) CONFORMING AMENDMENT.—The table of 
sections for part 5 of subtitle B of title I of the 
Employee Retirement Income Security Act of 
1974 is amended by adding at the end the fol-
lowing: 

‘‘Sec. 519. Prohibition on false statement and 
representations.’’. 

SEC. 6602. CLARIFYING DEFINITION. 
Section 24(a)(2) of title 18, United States Code, 

is amended by inserting ‘‘or section 411, 518, or 
511 of the Employee Retirement Income Security 
Act of 1974,’’ after ‘‘1954 of this title’’. 
SEC. 6603. DEVELOPMENT OF MODEL UNIFORM 

REPORT FORM. 
Part C of title XXVII of the Public Health 

Service Act (42 U.S.C. 300gg–91 et seq.) is amend-
ed by adding at the end the following: 
‘‘SEC. 2794. UNIFORM FRAUD AND ABUSE REFER-

RAL FORMAT. 
‘‘The Secretary shall request the National As-

sociation of Insurance Commissioners to develop 
a model uniform report form for private health 
insurance issuer seeking to refer suspected fraud 
and abuse to State insurance departments or 
other responsible State agencies for investiga-
tion. The Secretary shall request that the Na-
tional Association of Insurance Commissioners 
develop recommendations for uniform reporting 
standards for such referrals.’’. 

SEC. 6604. APPLICABILITY OF STATE LAW TO COM-
BAT FRAUD AND ABUSE. 

(a) IN GENERAL.—Part 5 of subtitle B of title 
I of the Employee Retirement Income Security 
Act of 1974 (29 U.S.C. 1131 et seq.), as amended 
by section 6601, is further amended by adding at 
the end the following: 
‘‘SEC. 520. APPLICABILITY OF STATE LAW TO COM-

BAT FRAUD AND ABUSE. 
‘‘The Secretary may, for the purpose of identi-

fying, preventing, or prosecuting fraud and 
abuse, adopt regulatory standards establishing, 
or issue an order relating to a specific person es-
tablishing, that a person engaged in the busi-
ness of providing insurance through a multiple 
employer welfare arrangement described in sec-
tion 3(40) is subject to the laws of the States in 
which such person operates which regulate in-
surance in such State, notwithstanding section 
514(b)(6) of this Act or the Liability Risk Reten-
tion Act of 1986, and regardless of whether the 
law of the State is otherwise preempted under 
any of such provisions. This section shall not 
apply to any plan or arrangement that does not 
fall within the meaning of the term ‘multiple 
employer welfare arrangement’ under section 
3(40)(A).’’. 

(b) CONFORMING AMENDMENT.—The table of 
sections for part 5 of subtitle B of title I of the 
Employee Retirement Income Security Act of 
1974, as amended by section 6601, is further 
amended by adding at the end the following: 

‘‘Sec. 520. Applicability of State law to combat 
fraud and abuse.’’. 

SEC. 6605. ENABLING THE DEPARTMENT OF 
LABOR TO ISSUE ADMINISTRATIVE 
SUMMARY CEASE AND DESIST OR-
DERS AND SUMMARY SEIZURES OR-
DERS AGAINST PLANS THAT ARE IN 
FINANCIALLY HAZARDOUS CONDI-
TION. 

(a) IN GENERAL.—Part 5 of subtitle B of title 
I of the Employee Retirement Income Security 
Act of 1974 (29 U.S.C. 1131 et seq.), as amended 
by section 6604, is further amended by adding at 
the end the following: 
‘‘SEC. 521. ADMINISTRATIVE SUMMARY CEASE 

AND DESIST ORDERS AND SUMMARY 
SEIZURE ORDERS AGAINST MUL-
TIPLE EMPLOYER WELFARE AR-
RANGEMENTS IN FINANCIALLY HAZ-
ARDOUS CONDITION. 

‘‘(a) IN GENERAL.—The Secretary may issue a 
cease and desist (ex parte) order under this title 
if it appears to the Secretary that the alleged 
conduct of a multiple employer welfare arrange-
ment described in section 3(40), other than a 
plan or arrangement described in subsection (g), 
is fraudulent, or creates an immediate danger to 
the public safety or welfare, or is causing or can 
be reasonably expected to cause significant, im-
minent, and irreparable public injury. 

‘‘(b) HEARING.—A person that is adversely af-
fected by the issuance of a cease and desist 
order under subsection (a) may request a hear-
ing by the Secretary regarding such order. The 
Secretary may require that a proceeding under 
this section, including all related information 
and evidence, be conducted in a confidential 
manner. 

‘‘(c) BURDEN OF PROOF.—The burden of proof 
in any hearing conducted under subsection (b) 
shall be on the party requesting the hearing to 
show cause why the cease and desist order 
should be set aside. 

‘‘(d) DETERMINATION.—Based upon the evi-
dence presented at a hearing under subsection 
(b), the cease and desist order involved may be 
affirmed, modified, or set aside by the Secretary 
in whole or in part. 

‘‘(e) SEIZURE.—The Secretary may issue a 
summary seizure order under this title if it ap-
pears that a multiple employer welfare arrange-
ment is in a financially hazardous condition. 

‘‘(f) REGULATIONS.—The Secretary may pro-
mulgate such regulations or other guidance as 
may be necessary or appropriate to carry out 
this section. 

‘‘(g) EXCEPTION.—This section shall not apply 
to any plan or arrangement that does not fall 
within the meaning of the term ‘multiple em-
ployer welfare arrangement’ under section 
3(40)(A).’’. 

(b) CONFORMING AMENDMENT.—The table of 
sections for part 5 of subtitle B of title I of the 
Employee Retirement Income Security Act of 
1974, as amended by section 6604, is further 
amended by adding at the end the following: 
‘‘Sec. 521. Administrative summary cease and 

desist orders and summary seizure 
orders against health plans in fi-
nancially hazardous condition.’’. 

SEC. 6606. MEWA PLAN REGISTRATION WITH DE-
PARTMENT OF LABOR. 

Section 101(g) of the Employee Retirement In-
come Security Act of 1974 (29 U.S.C. 1021(g)) is 
amended— 

(1) by striking ‘‘Secretary may’’ and inserting 
‘‘Secretary shall’’; and 

(2) by inserting ‘‘to register with the Secretary 
prior to operating in a State and may, by regu-
lation, require such multiple employer welfare 
arrangements’’ after ‘‘not group health plans’’. 
SEC. 6607. PERMITTING EVIDENTIARY PRIVILEGE 

AND CONFIDENTIAL COMMUNICA-
TIONS. 

Section 504 of the Employee Retirement In-
come Security Act of 1974 (29 U.S.C. 1134) is 
amended by adding at the end the following: 

‘‘(d) The Secretary may promulgate a regula-
tion that provides an evidentiary privilege for, 
and provides for the confidentiality of commu-
nications between or among, any of the fol-
lowing entities or their agents, consultants, or 
employees: 

‘‘(1) A State insurance department. 
‘‘(2) A State attorney general. 
‘‘(3) The National Association of Insurance 

Commissioners. 
‘‘(4) The Department of Labor. 
‘‘(5) The Department of the Treasury. 
‘‘(6) The Department of Justice. 
‘‘(7) The Department of Health and Human 

Services. 
‘‘(8) Any other Federal or State authority that 

the Secretary determines is appropriate for the 
purposes of enforcing the provisions of this title. 

‘‘(e) The privilege established under sub-
section (d) shall apply to communications re-
lated to any investigation, audit, examination, 
or inquiry conducted or coordinated by any of 
the agencies. A communication that is privileged 
under subsection (d) shall not waive any privi-
lege otherwise available to the communicating 
agency or to any person who provided the infor-
mation that is communicated.’’. 

Subtitle H—Elder Justice Act 
SEC. 6701. SHORT TITLE OF SUBTITLE. 

This subtitle may be cited as the ‘‘Elder Jus-
tice Act of 2009’’. 
SEC. 6702. DEFINITIONS. 

Except as otherwise specifically provided, any 
term that is defined in section 2011 of the Social 
Security Act (as added by section 6703(a)) and is 
used in this subtitle has the meaning given such 
term by such section. 
SEC. 6703. ELDER JUSTICE. 

(a) ELDER JUSTICE.— 
(1) IN GENERAL.—Title XX of the Social Secu-

rity Act (42 U.S.C. 1397 et seq.) is amended— 
(A) in the heading, by inserting ‘‘AND 

ELDER JUSTICE’’ after ‘‘SOCIAL SERV-
ICES’’; 

(B) by inserting before section 2001 the fol-
lowing: 
‘‘Subtitle A—Block Grants to States for Social 

Services’’; 
and 

(C) by adding at the end the following: 
‘‘Subtitle B—Elder Justice 

‘‘SEC. 2011. DEFINITIONS. 
‘‘In this subtitle: 
‘‘(1) ABUSE.—The term ‘abuse’ means the 

knowing infliction of physical or psychological 
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harm or the knowing deprivation of goods or 
services that are necessary to meet essential 
needs or to avoid physical or psychological 
harm. 

‘‘(2) ADULT PROTECTIVE SERVICES.—The term 
‘adult protective services’ means such services 
provided to adults as the Secretary may specify 
and includes services such as— 

‘‘(A) receiving reports of adult abuse, neglect, 
or exploitation; 

‘‘(B) investigating the reports described in 
subparagraph (A); 

‘‘(C) case planning, monitoring, evaluation, 
and other case work and services; and 

‘‘(D) providing, arranging for, or facilitating 
the provision of medical, social service, eco-
nomic, legal, housing, law enforcement, or other 
protective, emergency, or support services. 

‘‘(3) CAREGIVER.—The term ‘caregiver’ means 
an individual who has the responsibility for the 
care of an elder, either voluntarily, by contract, 
by receipt of payment for care, or as a result of 
the operation of law, and means a family mem-
ber or other individual who provides (on behalf 
of such individual or of a public or private 
agency, organization, or institution) com-
pensated or uncompensated care to an elder 
who needs supportive services in any setting. 

‘‘(4) DIRECT CARE.—The term ‘direct care’ 
means care by an employee or contractor who 
provides assistance or long-term care services to 
a recipient. 

‘‘(5) ELDER.—The term ‘elder’ means an indi-
vidual age 60 or older. 

‘‘(6) ELDER JUSTICE.—The term ‘elder justice’ 
means— 

‘‘(A) from a societal perspective, efforts to— 
‘‘(i) prevent, detect, treat, intervene in, and 

prosecute elder abuse, neglect, and exploitation; 
and 

‘‘(ii) protect elders with diminished capacity 
while maximizing their autonomy; and 

‘‘(B) from an individual perspective, the rec-
ognition of an elder’s rights, including the right 
to be free of abuse, neglect, and exploitation. 

‘‘(7) ELIGIBLE ENTITY.—The term ‘eligible enti-
ty’ means a State or local government agency, 
Indian tribe or tribal organization, or any other 
public or private entity that is engaged in and 
has expertise in issues relating to elder justice or 
in a field necessary to promote elder justice ef-
forts. 

‘‘(8) EXPLOITATION.—The term ‘exploitation’ 
means the fraudulent or otherwise illegal, unau-
thorized, or improper act or process of an indi-
vidual, including a caregiver or fiduciary, that 
uses the resources of an elder for monetary or 
personal benefit, profit, or gain, or that results 
in depriving an elder of rightful access to, or use 
of, benefits, resources, belongings, or assets. 

‘‘(9) FIDUCIARY.—The term ‘fiduciary’— 
‘‘(A) means a person or entity with the legal 

responsibility— 
‘‘(i) to make decisions on behalf of and for the 

benefit of another person; and 
‘‘(ii) to act in good faith and with fairness; 

and 
‘‘(B) includes a trustee, a guardian, a conser-

vator, an executor, an agent under a financial 
power of attorney or health care power of attor-
ney, or a representative payee. 

‘‘(10) GRANT.—The term ‘grant’ includes a 
contract, cooperative agreement, or other mech-
anism for providing financial assistance. 

‘‘(11) GUARDIANSHIP.—The term ‘guardian-
ship’ means— 

‘‘(A) the process by which a State court deter-
mines that an adult individual lacks capacity to 
make decisions about self-care or property, and 
appoints another individual or entity known as 
a guardian, as a conservator, or by a similar 
term, as a surrogate decisionmaker; 

‘‘(B) the manner in which the court-appointed 
surrogate decisionmaker carries out duties to the 
individual and the court; or 

‘‘(C) the manner in which the court exercises 
oversight of the surrogate decisionmaker. 

‘‘(12) INDIAN TRIBE.— 

‘‘(A) IN GENERAL.—The term ‘Indian tribe’ has 
the meaning given such term in section 4 of the 
Indian Self-Determination and Education As-
sistance Act (25 U.S.C. 450b). 

‘‘(B) INCLUSION OF PUEBLO AND RANCHERIA.— 
The term ‘Indian tribe’ includes any Pueblo or 
Rancheria. 

‘‘(13) LAW ENFORCEMENT.—The term ‘law en-
forcement’ means the full range of potential re-
sponders to elder abuse, neglect, and exploi-
tation including— 

‘‘(A) police, sheriffs, detectives, public safety 
officers, and corrections personnel; 

‘‘(B) prosecutors; 
‘‘(C) medical examiners; 
‘‘(D) investigators; and 
‘‘(E) coroners. 
‘‘(14) LONG-TERM CARE.— 
‘‘(A) IN GENERAL.—The term ‘long-term care’ 

means supportive and health services specified 
by the Secretary for individuals who need as-
sistance because the individuals have a loss of 
capacity for self-care due to illness, disability, 
or vulnerability. 

‘‘(B) LOSS OF CAPACITY FOR SELF-CARE.—For 
purposes of subparagraph (A), the term ‘loss of 
capacity for self-care’ means an inability to en-
gage in 1 or more activities of daily living, in-
cluding eating, dressing, bathing, management 
of one’s financial affairs, and other activities 
the Secretary determines appropriate. 

‘‘(15) LONG-TERM CARE FACILITY.—The term 
‘long-term care facility’ means a residential care 
provider that arranges for, or directly provides, 
long-term care. 

‘‘(16) NEGLECT.—The term ‘neglect’ means— 
‘‘(A) the failure of a caregiver or fiduciary to 

provide the goods or services that are necessary 
to maintain the health or safety of an elder; or 

‘‘(B) self-neglect. 
‘‘(17) NURSING FACILITY.— 
‘‘(A) IN GENERAL.—The term ‘nursing facility’ 

has the meaning given such term under section 
1919(a). 

‘‘(B) INCLUSION OF SKILLED NURSING FACIL-
ITY.—The term ‘nursing facility’ includes a 
skilled nursing facility (as defined in section 
1819(a)). 

‘‘(18) SELF-NEGLECT.—The term ‘self-neglect’ 
means an adult’s inability, due to physical or 
mental impairment or diminished capacity, to 
perform essential self-care tasks including— 

‘‘(A) obtaining essential food, clothing, shel-
ter, and medical care; 

‘‘(B) obtaining goods and services necessary to 
maintain physical health, mental health, or 
general safety; or 

‘‘(C) managing one’s own financial affairs. 
‘‘(19) SERIOUS BODILY INJURY.— 
‘‘(A) IN GENERAL.—The term ‘serious bodily 

injury’ means an injury— 
‘‘(i) involving extreme physical pain; 
‘‘(ii) involving substantial risk of death; 
‘‘(iii) involving protracted loss or impairment 

of the function of a bodily member, organ, or 
mental faculty; or 

‘‘(iv) requiring medical intervention such as 
surgery, hospitalization, or physical rehabilita-
tion. 

‘‘(B) CRIMINAL SEXUAL ABUSE.—Serious bodily 
injury shall be considered to have occurred if 
the conduct causing the injury is conduct de-
scribed in section 2241 (relating to aggravated 
sexual abuse) or 2242 (relating to sexual abuse) 
of title 18, United States Code, or any similar of-
fense under State law. 

‘‘(20) SOCIAL.—The term ‘social’, when used 
with respect to a service, includes adult protec-
tive services. 

‘‘(21) STATE LEGAL ASSISTANCE DEVELOPER.— 
The term ‘State legal assistance developer’ 
means an individual described in section 731 of 
the Older Americans Act of 1965. 

‘‘(22) STATE LONG-TERM CARE OMBUDSMAN.— 
The term ‘State Long-Term Care Ombudsman’ 
means the State Long-Term Care Ombudsman 
described in section 712(a)(2) of the Older Ameri-
cans Act of 1965. 

‘‘SEC. 2012. GENERAL PROVISIONS. 
‘‘(a) PROTECTION OF PRIVACY.—In pursuing 

activities under this subtitle, the Secretary shall 
ensure the protection of individual health pri-
vacy consistent with the regulations promul-
gated under section 264(c) of the Health Insur-
ance Portability and Accountability Act of 1996 
and applicable State and local privacy regula-
tions. 

‘‘(b) RULE OF CONSTRUCTION.—Nothing in this 
subtitle shall be construed to interfere with or 
abridge an elder’s right to practice his or her re-
ligion through reliance on prayer alone for 
healing when this choice— 

‘‘(1) is contemporaneously expressed, either 
orally or in writing, with respect to a specific ill-
ness or injury which the elder has at the time of 
the decision by an elder who is competent at the 
time of the decision; 

‘‘(2) is previously set forth in a living will, 
health care proxy, or other advance directive 
document that is validly executed and applied 
under State law; or 

‘‘(3) may be unambiguously deduced from the 
elder’s life history. 
‘‘PART I—NATIONAL COORDINATION OF 

ELDER JUSTICE ACTIVITIES AND RE-
SEARCH 

‘‘Subpart A—Elder Justice Coordinating 
Council and Advisory Board on Elder 
Abuse, Neglect, and Exploitation 

‘‘SEC. 2021. ELDER JUSTICE COORDINATING 
COUNCIL. 

‘‘(a) ESTABLISHMENT.—There is established 
within the Office of the Secretary an Elder Jus-
tice Coordinating Council (in this section re-
ferred to as the ‘Council’). 

‘‘(b) MEMBERSHIP.— 
‘‘(1) IN GENERAL.—The Council shall be com-

posed of the following members: 
‘‘(A) The Secretary (or the Secretary’s des-

ignee). 
‘‘(B) The Attorney General (or the Attorney 

General’s designee). 
‘‘(C) The head of each Federal department or 

agency or other governmental entity identified 
by the Chair referred to in subsection (d) as 
having responsibilities, or administering pro-
grams, relating to elder abuse, neglect, and ex-
ploitation. 

‘‘(2) REQUIREMENT.—Each member of the 
Council shall be an officer or employee of the 
Federal Government. 

‘‘(c) VACANCIES.—Any vacancy in the Council 
shall not affect its powers, but shall be filled in 
the same manner as the original appointment 
was made. 

‘‘(d) CHAIR.—The member described in sub-
section (b)(1)(A) shall be Chair of the Council. 

‘‘(e) MEETINGS.—The Council shall meet at 
least 2 times per year, as determined by the 
Chair. 

‘‘(f) DUTIES.— 
‘‘(1) IN GENERAL.—The Council shall make 

recommendations to the Secretary for the coordi-
nation of activities of the Department of Health 
and Human Services, the Department of Justice, 
and other relevant Federal, State, local, and 
private agencies and entities, relating to elder 
abuse, neglect, and exploitation and other 
crimes against elders. 

‘‘(2) REPORT.—Not later than the date that is 
2 years after the date of enactment of the Elder 
Justice Act of 2009 and every 2 years thereafter, 
the Council shall submit to the Committee on Fi-
nance of the Senate and the Committee on Ways 
and Means and the Committee on Energy and 
Commerce of the House of Representatives a re-
port that— 

‘‘(A) describes the activities and accomplish-
ments of, and challenges faced by— 

‘‘(i) the Council; and 
‘‘(ii) the entities represented on the Council; 

and 
‘‘(B) makes such recommendations for legisla-

tion, model laws, or other action as the Council 
determines to be appropriate. 
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‘‘(g) POWERS OF THE COUNCIL.— 
‘‘(1) INFORMATION FROM FEDERAL AGENCIES.— 

Subject to the requirements of section 2012(a), 
the Council may secure directly from any Fed-
eral department or agency such information as 
the Council considers necessary to carry out this 
section. Upon request of the Chair of the Coun-
cil, the head of such department or agency shall 
furnish such information to the Council. 

‘‘(2) POSTAL SERVICES.—The Council may use 
the United States mails in the same manner and 
under the same conditions as other departments 
and agencies of the Federal Government. 

‘‘(h) TRAVEL EXPENSES.—The members of the 
Council shall not receive compensation for the 
performance of services for the Council. The 
members shall be allowed travel expenses, in-
cluding per diem in lieu of subsistence, at rates 
authorized for employees of agencies under sub-
chapter I of chapter 57 of title 5, United States 
Code, while away from their homes or regular 
places of business in the performance of services 
for the Council. Notwithstanding section 1342 of 
title 31, United States Code, the Secretary may 
accept the voluntary and uncompensated serv-
ices of the members of the Council. 

‘‘(i) DETAIL OF GOVERNMENT EMPLOYEES.— 
Any Federal Government employee may be de-
tailed to the Council without reimbursement, 
and such detail shall be without interruption or 
loss of civil service status or privilege. 

‘‘(j) STATUS AS PERMANENT COUNCIL.—Section 
14 of the Federal Advisory Committee Act (5 
U.S.C. App.) shall not apply to the Council. 

‘‘(k) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated such 
sums as are necessary to carry out this section. 
‘‘SEC. 2022. ADVISORY BOARD ON ELDER ABUSE, 

NEGLECT, AND EXPLOITATION. 
‘‘(a) ESTABLISHMENT.—There is established a 

board to be known as the ‘Advisory Board on 
Elder Abuse, Neglect, and Exploitation’ (in this 
section referred to as the ‘Advisory Board’) to 
create short- and long-term multidisciplinary 
strategic plans for the development of the field 
of elder justice and to make recommendations to 
the Elder Justice Coordinating Council estab-
lished under section 2021. 

‘‘(b) COMPOSITION.—The Advisory Board shall 
be composed of 27 members appointed by the 
Secretary from among members of the general 
public who are individuals with experience and 
expertise in elder abuse, neglect, and exploi-
tation prevention, detection, treatment, inter-
vention, or prosecution. 

‘‘(c) SOLICITATION OF NOMINATIONS.—The Sec-
retary shall publish a notice in the Federal Reg-
ister soliciting nominations for the appointment 
of members of the Advisory Board under sub-
section (b). 

‘‘(d) TERMS.— 
‘‘(1) IN GENERAL.—Each member of the Advi-

sory Board shall be appointed for a term of 3 
years, except that, of the members first ap-
pointed— 

‘‘(A) 9 shall be appointed for a term of 3 
years; 

‘‘(B) 9 shall be appointed for a term of 2 
years; and 

‘‘(C) 9 shall be appointed for a term of 1 year. 
‘‘(2) VACANCIES.— 
‘‘(A) IN GENERAL.—Any vacancy on the Advi-

sory Board shall not affect its powers, but shall 
be filled in the same manner as the original ap-
pointment was made. 

‘‘(B) FILLING UNEXPIRED TERM.—An indi-
vidual chosen to fill a vacancy shall be ap-
pointed for the unexpired term of the member re-
placed. 

‘‘(3) EXPIRATION OF TERMS.—The term of any 
member shall not expire before the date on 
which the member’s successor takes office. 

‘‘(e) ELECTION OF OFFICERS.—The Advisory 
Board shall elect a Chair and Vice Chair from 
among its members. The Advisory Board shall 
elect its initial Chair and Vice Chair at its ini-
tial meeting. 

‘‘(f) DUTIES.— 

‘‘(1) ENHANCE COMMUNICATION ON PROMOTING 
QUALITY OF, AND PREVENTING ABUSE, NEGLECT, 
AND EXPLOITATION IN, LONG-TERM CARE.—The 
Advisory Board shall develop collaborative and 
innovative approaches to improve the quality of, 
including preventing abuse, neglect, and exploi-
tation in, long-term care. 

‘‘(2) COLLABORATIVE EFFORTS TO DEVELOP 
CONSENSUS AROUND THE MANAGEMENT OF CER-
TAIN QUALITY-RELATED FACTORS.— 

‘‘(A) IN GENERAL.—The Advisory Board shall 
establish multidisciplinary panels to address, 
and develop consensus on, subjects relating to 
improving the quality of long-term care. At least 
1 such panel shall address, and develop con-
sensus on, methods for managing resident-to- 
resident abuse in long-term care. 

‘‘(B) ACTIVITIES CONDUCTED.—The multidisci-
plinary panels established under subparagraph 
(A) shall examine relevant research and data, 
identify best practices with respect to the subject 
of the panel, determine the best way to carry 
out those best practices in a practical and fea-
sible manner, and determine an effective manner 
of distributing information on such subject. 

‘‘(3) REPORT.—Not later than the date that is 
18 months after the date of enactment of the 
Elder Justice Act of 2009, and annually there-
after, the Advisory Board shall prepare and 
submit to the Elder Justice Coordinating Coun-
cil, the Committee on Finance of the Senate, 
and the Committee on Ways and Means and the 
Committee on Energy and Commerce of the 
House of Representatives a report containing— 

‘‘(A) information on the status of Federal, 
State, and local public and private elder justice 
activities; 

‘‘(B) recommendations (including rec-
ommended priorities) regarding— 

‘‘(i) elder justice programs, research, training, 
services, practice, enforcement, and coordina-
tion; 

‘‘(ii) coordination between entities pursuing 
elder justice efforts and those involved in re-
lated areas that may inform or overlap with 
elder justice efforts, such as activities to combat 
violence against women and child abuse and ne-
glect; and 

‘‘(iii) activities relating to adult fiduciary sys-
tems, including guardianship and other fidu-
ciary arrangements; 

‘‘(C) recommendations for specific modifica-
tions needed in Federal and State laws (includ-
ing regulations) or for programs, research, and 
training to enhance prevention, detection, and 
treatment (including diagnosis) of, intervention 
in (including investigation of), and prosecution 
of elder abuse, neglect, and exploitation; 

‘‘(D) recommendations on methods for the 
most effective coordinated national data collec-
tion with respect to elder justice, and elder 
abuse, neglect, and exploitation; and 

‘‘(E) recommendations for a multidisciplinary 
strategic plan to guide the effective and efficient 
development of the field of elder justice. 

‘‘(g) POWERS OF THE ADVISORY BOARD.— 
‘‘(1) INFORMATION FROM FEDERAL AGENCIES.— 

Subject to the requirements of section 2012(a), 
the Advisory Board may secure directly from 
any Federal department or agency such infor-
mation as the Advisory Board considers nec-
essary to carry out this section. Upon request of 
the Chair of the Advisory Board, the head of 
such department or agency shall furnish such 
information to the Advisory Board. 

‘‘(2) SHARING OF DATA AND REPORTS.—The Ad-
visory Board may request from any entity pur-
suing elder justice activities under the Elder 
Justice Act of 2009 or an amendment made by 
that Act, any data, reports, or recommendations 
generated in connection with such activities. 

‘‘(3) POSTAL SERVICES.—The Advisory Board 
may use the United States mails in the same 
manner and under the same conditions as other 
departments and agencies of the Federal Gov-
ernment. 

‘‘(h) TRAVEL EXPENSES.—The members of the 
Advisory Board shall not receive compensation 

for the performance of services for the Advisory 
Board. The members shall be allowed travel ex-
penses for up to 4 meetings per year, including 
per diem in lieu of subsistence, at rates author-
ized for employees of agencies under subchapter 
I of chapter 57 of title 5, United States Code, 
while away from their homes or regular places 
of business in the performance of services for the 
Advisory Board. Notwithstanding section 1342 of 
title 31, United States Code, the Secretary may 
accept the voluntary and uncompensated serv-
ices of the members of the Advisory Board. 

‘‘(i) DETAIL OF GOVERNMENT EMPLOYEES.— 
Any Federal Government employee may be de-
tailed to the Advisory Board without reimburse-
ment, and such detail shall be without interrup-
tion or loss of civil service status or privilege. 

‘‘(j) STATUS AS PERMANENT ADVISORY COM-
MITTEE.—Section 14 of the Federal Advisory 
Committee Act (5 U.S.C. App.) shall not apply to 
the advisory board. 

‘‘(k) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated such 
sums as are necessary to carry out this section. 
‘‘SEC. 2023. RESEARCH PROTECTIONS. 

‘‘(a) GUIDELINES.—The Secretary shall pro-
mulgate guidelines to assist researchers working 
in the area of elder abuse, neglect, and exploi-
tation, with issues relating to human subject 
protections. 

‘‘(b) DEFINITION OF LEGALLY AUTHORIZED 
REPRESENTATIVE FOR APPLICATION OF REGULA-
TIONS.—For purposes of the application of sub-
part A of part 46 of title 45, Code of Federal 
Regulations, to research conducted under this 
subpart, the term ‘legally authorized representa-
tive’ means, unless otherwise provided by law, 
the individual or judicial or other body author-
ized under the applicable law to consent to med-
ical treatment on behalf of another person. 
‘‘SEC. 2024. AUTHORIZATION OF APPROPRIA-

TIONS. 
‘‘There are authorized to be appropriated to 

carry out this subpart— 
‘‘(1) for fiscal year 2011, $6,500,000; and 
‘‘(2) for each of fiscal years 2012 through 2014, 

$7,000,000. 
‘‘Subpart B—Elder Abuse, Neglect, and 

Exploitation Forensic Centers 
‘‘SEC. 2031. ESTABLISHMENT AND SUPPORT OF 

ELDER ABUSE, NEGLECT, AND EX-
PLOITATION FORENSIC CENTERS. 

‘‘(a) IN GENERAL.—The Secretary, in consulta-
tion with the Attorney General, shall make 
grants to eligible entities to establish and oper-
ate stationary and mobile forensic centers, to 
develop forensic expertise regarding, and pro-
vide services relating to, elder abuse, neglect, 
and exploitation. 

‘‘(b) STATIONARY FORENSIC CENTERS.—The 
Secretary shall make 4 of the grants described in 
subsection (a) to institutions of higher edu-
cation with demonstrated expertise in forensics 
or commitment to preventing or treating elder 
abuse, neglect, or exploitation, to establish and 
operate stationary forensic centers. 

‘‘(c) MOBILE CENTERS.—The Secretary shall 
make 6 of the grants described in subsection (a) 
to appropriate entities to establish and operate 
mobile forensic centers. 

‘‘(d) AUTHORIZED ACTIVITIES.— 
‘‘(1) DEVELOPMENT OF FORENSIC MARKERS AND 

METHODOLOGIES.—An eligible entity that re-
ceives a grant under this section shall use funds 
made available through the grant to assist in 
determining whether abuse, neglect, or exploi-
tation occurred and whether a crime was com-
mitted and to conduct research to describe and 
disseminate information on— 

‘‘(A) forensic markers that indicate a case in 
which elder abuse, neglect, or exploitation may 
have occurred; and 

‘‘(B) methodologies for determining, in such a 
case, when and how health care, emergency 
service, social and protective services, and legal 
service providers should intervene and when the 
providers should report the case to law enforce-
ment authorities. 
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‘‘(2) DEVELOPMENT OF FORENSIC EXPERTISE.— 

An eligible entity that receives a grant under 
this section shall use funds made available 
through the grant to develop forensic expertise 
regarding elder abuse, neglect, and exploitation 
in order to provide medical and forensic evalua-
tion, therapeutic intervention, victim support 
and advocacy, case review, and case tracking. 

‘‘(3) COLLECTION OF EVIDENCE.—The Sec-
retary, in coordination with the Attorney Gen-
eral, shall use data made available by grant re-
cipients under this section to develop the capac-
ity of geriatric health care professionals and 
law enforcement to collect forensic evidence, in-
cluding collecting forensic evidence relating to a 
potential determination of elder abuse, neglect, 
or exploitation. 

‘‘(e) APPLICATION.—To be eligible to receive a 
grant under this section, an entity shall submit 
an application to the Secretary at such time, in 
such manner, and containing such information 
as the Secretary may require. 

‘‘(f) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section— 

‘‘(1) for fiscal year 2011, $4,000,000; 
‘‘(2) for fiscal year 2012, $6,000,000; and 
‘‘(3) for each of fiscal years 2013 and 2014, 

$8,000,000. 
‘‘PART II—PROGRAMS TO PROMOTE 

ELDER JUSTICE 
‘‘SEC. 2041. ENHANCEMENT OF LONG-TERM CARE. 

‘‘(a) GRANTS AND INCENTIVES FOR LONG-TERM 
CARE STAFFING.— 

‘‘(1) IN GENERAL.—The Secretary shall carry 
out activities, including activities described in 
paragraphs (2) and (3), to provide incentives for 
individuals to train for, seek, and maintain em-
ployment providing direct care in long-term 
care. 

‘‘(2) SPECIFIC PROGRAMS TO ENHANCE TRAIN-
ING, RECRUITMENT, AND RETENTION OF STAFF.— 

‘‘(A) COORDINATION WITH SECRETARY OF 
LABOR TO RECRUIT AND TRAIN LONG-TERM CARE 
STAFF.—The Secretary shall coordinate activi-
ties under this subsection with the Secretary of 
Labor in order to provide incentives for individ-
uals to train for and seek employment providing 
direct care in long-term care. 

‘‘(B) CAREER LADDERS AND WAGE OR BENEFIT 
INCREASES TO INCREASE STAFFING IN LONG-TERM 
CARE.— 

‘‘(i) IN GENERAL.—The Secretary shall make 
grants to eligible entities to carry out programs 
through which the entities— 

‘‘(I) offer, to employees who provide direct 
care to residents of an eligible entity or individ-
uals receiving community-based long-term care 
from an eligible entity, continuing training and 
varying levels of certification, based on observed 
clinical care practices and the amount of time 
the employees spend providing direct care; and 

‘‘(II) provide, or make arrangements to pro-
vide, bonuses or other increased compensation 
or benefits to employees who achieve certifi-
cation under such a program. 

‘‘(ii) APPLICATION.—To be eligible to receive a 
grant under this subparagraph, an eligible enti-
ty shall submit an application to the Secretary 
at such time, in such manner, and containing 
such information as the Secretary may require 
(which may include evidence of consultation 
with the State in which the eligible entity is lo-
cated with respect to carrying out activities 
funded under the grant). 

‘‘(iii) AUTHORITY TO LIMIT NUMBER OF APPLI-
CANTS.—Nothing in this subparagraph shall be 
construed as prohibiting the Secretary from lim-
iting the number of applicants for a grant under 
this subparagraph. 

‘‘(3) SPECIFIC PROGRAMS TO IMPROVE MANAGE-
MENT PRACTICES.— 

‘‘(A) IN GENERAL.—The Secretary shall make 
grants to eligible entities to enable the entities to 
provide training and technical assistance. 

‘‘(B) AUTHORIZED ACTIVITIES.—An eligible en-
tity that receives a grant under subparagraph 

(A) shall use funds made available through the 
grant to provide training and technical assist-
ance regarding management practices using 
methods that are demonstrated to promote reten-
tion of individuals who provide direct care, such 
as— 

‘‘(i) the establishment of standard human re-
source policies that reward high performance, 
including policies that provide for improved 
wages and benefits on the basis of job reviews; 

‘‘(ii) the establishment of motivational and 
thoughtful work organization practices; 

‘‘(iii) the creation of a workplace culture that 
respects and values caregivers and their needs; 

‘‘(iv) the promotion of a workplace culture 
that respects the rights of residents of an eligible 
entity or individuals receiving community-based 
long-term care from an eligible entity and re-
sults in improved care for the residents or the 
individuals; and 

‘‘(v) the establishment of other programs that 
promote the provision of high quality care, such 
as a continuing education program that pro-
vides additional hours of training, including on- 
the-job training, for employees who are certified 
nurse aides. 

‘‘(C) APPLICATION.—To be eligible to receive a 
grant under this paragraph, an eligible entity 
shall submit an application to the Secretary at 
such time, in such manner, and containing such 
information as the Secretary may require (which 
may include evidence of consultation with the 
State in which the eligible entity is located with 
respect to carrying out activities funded under 
the grant). 

‘‘(D) AUTHORITY TO LIMIT NUMBER OF APPLI-
CANTS.—Nothing in this paragraph shall be con-
strued as prohibiting the Secretary from limiting 
the number of applicants for a grant under this 
paragraph. 

‘‘(4) ACCOUNTABILITY MEASURES.—The Sec-
retary shall develop accountability measures to 
ensure that the activities conducted using funds 
made available under this subsection benefit in-
dividuals who provide direct care and increase 
the stability of the long-term care workforce. 

‘‘(5) DEFINITIONS.—In this subsection: 
‘‘(A) COMMUNITY-BASED LONG-TERM CARE.— 

The term ‘community-based long-term care’ has 
the meaning given such term by the Secretary. 

‘‘(B) ELIGIBLE ENTITY.—The term ‘eligible en-
tity’ means the following: 

‘‘(i) A long-term care facility. 
‘‘(ii) A community-based long-term care entity 

(as defined by the Secretary). 
‘‘(b) CERTIFIED EHR TECHNOLOGY GRANT 

PROGRAM.— 
‘‘(1) GRANTS AUTHORIZED.—The Secretary is 

authorized to make grants to long-term care fa-
cilities for the purpose of assisting such entities 
in offsetting the costs related to purchasing, 
leasing, developing, and implementing certified 
EHR technology (as defined in section 
1848(o)(4)) designed to improve patient safety 
and reduce adverse events and health care com-
plications resulting from medication errors. 

‘‘(2) USE OF GRANT FUNDS.—Funds provided 
under grants under this subsection may be used 
for any of the following: 

‘‘(A) Purchasing, leasing, and installing com-
puter software and hardware, including 
handheld computer technologies. 

‘‘(B) Making improvements to existing com-
puter software and hardware. 

‘‘(C) Making upgrades and other improve-
ments to existing computer software and hard-
ware to enable e-prescribing. 

‘‘(D) Providing education and training to eli-
gible long-term care facility staff on the use of 
such technology to implement the electronic 
transmission of prescription and patient infor-
mation. 

‘‘(3) APPLICATION.— 
‘‘(A) IN GENERAL.—To be eligible to receive a 

grant under this subsection, a long-term care fa-
cility shall submit an application to the Sec-
retary at such time, in such manner, and con-
taining such information as the Secretary may 

require (which may include evidence of con-
sultation with the State in which the long-term 
care facility is located with respect to carrying 
out activities funded under the grant). 

‘‘(B) AUTHORITY TO LIMIT NUMBER OF APPLI-
CANTS.—Nothing in this subsection shall be con-
strued as prohibiting the Secretary from limiting 
the number of applicants for a grant under this 
subsection. 

‘‘(4) PARTICIPATION IN STATE HEALTH EX-
CHANGES.—A long-term care facility that re-
ceives a grant under this subsection shall, where 
available, participate in activities conducted by 
a State or a qualified State-designated entity (as 
defined in section 3013(f) of the Public Health 
Service Act) under a grant under section 3013 of 
the Public Health Service Act to coordinate care 
and for other purposes determined appropriate 
by the Secretary. 

‘‘(5) ACCOUNTABILITY MEASURES.—The Sec-
retary shall develop accountability measures to 
ensure that the activities conducted using funds 
made available under this subsection help im-
prove patient safety and reduce adverse events 
and health care complications resulting from 
medication errors. 

‘‘(c) ADOPTION OF STANDARDS FOR TRANS-
ACTIONS INVOLVING CLINICAL DATA BY LONG- 
TERM CARE FACILITIES.— 

‘‘(1) STANDARDS AND COMPATIBILITY.—The 
Secretary shall adopt electronic standards for 
the exchange of clinical data by long-term care 
facilities, including, where available, standards 
for messaging and nomenclature. Standards 
adopted by the Secretary under the preceding 
sentence shall be compatible with standards es-
tablished under part C of title XI, standards es-
tablished under subsections (b)(2)(B)(i) and 
(e)(4) of section 1860D–4, standards adopted 
under section 3004 of the Public Health Service 
Act, and general health information technology 
standards. 

‘‘(2) ELECTRONIC SUBMISSION OF DATA TO THE 
SECRETARY.— 

‘‘(A) IN GENERAL.—Not later than 10 years 
after the date of enactment of the Elder Justice 
Act of 2009, the Secretary shall have procedures 
in place to accept the optional electronic sub-
mission of clinical data by long-term care facili-
ties pursuant to the standards adopted under 
paragraph (1). 

‘‘(B) RULE OF CONSTRUCTION.—Nothing in this 
subsection shall be construed to require a long- 
term care facility to submit clinical data elec-
tronically to the Secretary. 

‘‘(3) REGULATIONS.—The Secretary shall pro-
mulgate regulations to carry out this subsection. 
Such regulations shall require a State, as a con-
dition of the receipt of funds under this part, to 
conduct such data collection and reporting as 
the Secretary determines are necessary to satisfy 
the requirements of this subsection. 

‘‘(d) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section— 

‘‘(1) for fiscal year 2011, $20,000,000; 
‘‘(2) for fiscal year 2012, $17,500,000; and 
‘‘(3) for each of fiscal years 2013 and 2014, 

$15,000,000. 
‘‘SEC. 2042. ADULT PROTECTIVE SERVICES FUNC-

TIONS AND GRANT PROGRAMS. 
‘‘(a) SECRETARIAL RESPONSIBILITIES.— 
‘‘(1) IN GENERAL.—The Secretary shall ensure 

that the Department of Health and Human 
Services— 

‘‘(A) provides funding authorized by this part 
to State and local adult protective services of-
fices that investigate reports of the abuse, ne-
glect, and exploitation of elders; 

‘‘(B) collects and disseminates data annually 
relating to the abuse, exploitation, and neglect 
of elders in coordination with the Department of 
Justice; 

‘‘(C) develops and disseminates information 
on best practices regarding, and provides train-
ing on, carrying out adult protective services; 

‘‘(D) conducts research related to the provi-
sion of adult protective services; and 
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‘‘(E) provides technical assistance to States 

and other entities that provide or fund the pro-
vision of adult protective services, including 
through grants made under subsections (b) and 
(c). 

‘‘(2) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this subsection, $3,000,000 for fiscal year 
2011 and $4,000,000 for each of fiscal years 2012 
through 2014. 

‘‘(b) GRANTS TO ENHANCE THE PROVISION OF 
ADULT PROTECTIVE SERVICES.— 

‘‘(1) ESTABLISHMENT.—There is established an 
adult protective services grant program under 
which the Secretary shall annually award 
grants to States in the amounts calculated 
under paragraph (2) for the purposes of enhanc-
ing adult protective services provided by States 
and local units of government. 

‘‘(2) AMOUNT OF PAYMENT.— 
‘‘(A) IN GENERAL.—Subject to the availability 

of appropriations and subparagraphs (B) and 
(C), the amount paid to a State for a fiscal year 
under the program under this subsection shall 
equal the amount appropriated for that year to 
carry out this subsection multiplied by the per-
centage of the total number of elders who reside 
in the United States who reside in that State. 

‘‘(B) GUARANTEED MINIMUM PAYMENT 
AMOUNT.— 

‘‘(i) 50 STATES.—Subject to clause (ii), if the 
amount determined under subparagraph (A) for 
a State for a fiscal year is less than 0.75 percent 
of the amount appropriated for such year, the 
Secretary shall increase such determined 
amount so that the total amount paid under this 
subsection to the State for the year is equal to 
0.75 percent of the amount so appropriated. 

‘‘(ii) TERRITORIES.—In the case of a State 
other than 1 of the 50 States, clause (i) shall be 
applied as if each reference to ‘0.75’ were a ref-
erence to ‘0.1’. 

‘‘(C) PRO RATA REDUCTIONS.—The Secretary 
shall make such pro rata reductions to the 
amounts described in subparagraph (A) as are 
necessary to comply with the requirements of 
subparagraph (B). 

‘‘(3) AUTHORIZED ACTIVITIES.— 
‘‘(A) ADULT PROTECTIVE SERVICES.—Funds 

made available pursuant to this subsection may 
only be used by States and local units of govern-
ment to provide adult protective services and 
may not be used for any other purpose. 

‘‘(B) USE BY AGENCY.—Each State receiving 
funds pursuant to this subsection shall provide 
such funds to the agency or unit of State gov-
ernment having legal responsibility for pro-
viding adult protective services within the State. 

‘‘(C) SUPPLEMENT NOT SUPPLANT.—Each State 
or local unit of government shall use funds 
made available pursuant to this subsection to 
supplement and not supplant other Federal, 
State, and local public funds expended to pro-
vide adult protective services in the State. 

‘‘(4) STATE REPORTS.—Each State receiving 
funds under this subsection shall submit to the 
Secretary, at such time and in such manner as 
the Secretary may require, a report on the num-
ber of elders served by the grants awarded 
under this subsection. 

‘‘(5) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this subsection, $100,000,000 for each of fis-
cal years 2011 through 2014. 

‘‘(c) STATE DEMONSTRATION PROGRAMS.— 
‘‘(1) ESTABLISHMENT.—The Secretary shall 

award grants to States for the purposes of con-
ducting demonstration programs in accordance 
with paragraph (2). 

‘‘(2) DEMONSTRATION PROGRAMS.—Funds 
made available pursuant to this subsection may 
be used by States and local units of government 
to conduct demonstration programs that test— 

‘‘(A) training modules developed for the pur-
pose of detecting or preventing elder abuse; 

‘‘(B) methods to detect or prevent financial 
exploitation of elders; 

‘‘(C) methods to detect elder abuse; 

‘‘(D) whether training on elder abuse 
forensics enhances the detection of elder abuse 
by employees of the State or local unit of gov-
ernment; or 

‘‘(E) other matters relating to the detection or 
prevention of elder abuse. 

‘‘(3) APPLICATION.—To be eligible to receive a 
grant under this subsection, a State shall submit 
an application to the Secretary at such time, in 
such manner, and containing such information 
as the Secretary may require. 

‘‘(4) STATE REPORTS.—Each State that receives 
funds under this subsection shall submit to the 
Secretary a report at such time, in such manner, 
and containing such information as the Sec-
retary may require on the results of the dem-
onstration program conducted by the State 
using funds made available under this sub-
section. 

‘‘(5) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this subsection, $25,000,000 for each of fiscal 
years 2011 through 2014. 
‘‘SEC. 2043. LONG-TERM CARE OMBUDSMAN PRO-

GRAM GRANTS AND TRAINING. 
‘‘(a) GRANTS TO SUPPORT THE LONG-TERM 

CARE OMBUDSMAN PROGRAM.— 
‘‘(1) IN GENERAL.—The Secretary shall make 

grants to eligible entities with relevant expertise 
and experience in abuse and neglect in long- 
term care facilities or long-term care ombudsman 
programs and responsibilities, for the purpose 
of— 

‘‘(A) improving the capacity of State long- 
term care ombudsman programs to respond to 
and resolve complaints about abuse and neglect; 

‘‘(B) conducting pilot programs with State 
long-term care ombudsman offices or local om-
budsman entities; and 

‘‘(C) providing support for such State long- 
term care ombudsman programs and such pilot 
programs (such as through the establishment of 
a national long-term care ombudsman resource 
center). 

‘‘(2) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this subsection— 

‘‘(A) for fiscal year 2011, $5,000,000; 
‘‘(B) for fiscal year 2012, $7,500,000; and 
‘‘(C) for each of fiscal years 2013 and 2014, 

$10,000,000. 
‘‘(b) OMBUDSMAN TRAINING PROGRAMS.— 
‘‘(1) IN GENERAL.—The Secretary shall estab-

lish programs to provide and improve ombuds-
man training with respect to elder abuse, ne-
glect, and exploitation for national organiza-
tions and State long-term care ombudsman pro-
grams. 

‘‘(2) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this subsection, for each of fiscal years 2011 
through 2014, $10,000,000. 
‘‘SEC. 2044. PROVISION OF INFORMATION RE-

GARDING, AND EVALUATIONS OF, 
ELDER JUSTICE PROGRAMS. 

‘‘(a) PROVISION OF INFORMATION.—To be eligi-
ble to receive a grant under this part, an appli-
cant shall agree— 

‘‘(1) except as provided in paragraph (2), to 
provide the eligible entity conducting an evalua-
tion under subsection (b) of the activities funded 
through the grant with such information as the 
eligible entity may require in order to conduct 
such evaluation; or 

‘‘(2) in the case of an applicant for a grant 
under section 2041(b), to provide the Secretary 
with such information as the Secretary may re-
quire to conduct an evaluation or audit under 
subsection (c). 

‘‘(b) USE OF ELIGIBLE ENTITIES TO CONDUCT 
EVALUATIONS.— 

‘‘(1) EVALUATIONS REQUIRED.—Except as pro-
vided in paragraph (2), the Secretary shall— 

‘‘(A) reserve a portion (not less than 2 per-
cent) of the funds appropriated with respect to 
each program carried out under this part; and 

‘‘(B) use the funds reserved under subpara-
graph (A) to provide assistance to eligible enti-

ties to conduct evaluations of the activities 
funded under each program carried out under 
this part. 

‘‘(2) CERTIFIED EHR TECHNOLOGY GRANT PRO-
GRAM NOT INCLUDED.—The provisions of this 
subsection shall not apply to the certified EHR 
technology grant program under section 2041(b). 

‘‘(3) AUTHORIZED ACTIVITIES.—A recipient of 
assistance described in paragraph (1)(B) shall 
use the funds made available through the assist-
ance to conduct a validated evaluation of the 
effectiveness of the activities funded under a 
program carried out under this part. 

‘‘(4) APPLICATIONS.—To be eligible to receive 
assistance under paragraph (1)(B), an entity 
shall submit an application to the Secretary at 
such time, in such manner, and containing such 
information as the Secretary may require, in-
cluding a proposal for the evaluation. 

‘‘(5) REPORTS.—Not later than a date specified 
by the Secretary, an eligible entity receiving as-
sistance under paragraph (1)(B) shall submit to 
the Secretary, the Committee on Ways and 
Means and the Committee on Energy and Com-
merce of the House of Representatives, and the 
Committee on Finance of the Senate a report 
containing the results of the evaluation con-
ducted using such assistance together with such 
recommendations as the entity determines to be 
appropriate. 

‘‘(c) EVALUATIONS AND AUDITS OF CERTIFIED 
EHR TECHNOLOGY GRANT PROGRAM BY THE SEC-
RETARY.— 

‘‘(1) EVALUATIONS.—The Secretary shall con-
duct an evaluation of the activities funded 
under the certified EHR technology grant pro-
gram under section 2041(b). Such evaluation 
shall include an evaluation of whether the 
funding provided under the grant is expended 
only for the purposes for which it is made. 

‘‘(2) AUDITS.—The Secretary shall conduct ap-
propriate audits of grants made under section 
2041(b). 
‘‘SEC. 2045. REPORT. 

‘‘Not later than October 1, 2014, the Secretary 
shall submit to the Elder Justice Coordinating 
Council established under section 2021, the Com-
mittee on Ways and Means and the Committee 
on Energy and Commerce of the House of Rep-
resentatives, and the Committee on Finance of 
the Senate a report— 

‘‘(1) compiling, summarizing, and analyzing 
the information contained in the State reports 
submitted under subsections (b)(4) and (c)(4) of 
section 2042; and 

‘‘(2) containing such recommendations for leg-
islative or administrative action as the Secretary 
determines to be appropriate. 
‘‘SEC. 2046. RULE OF CONSTRUCTION. 

‘‘Nothing in this subtitle shall be construed 
as— 

‘‘(1) limiting any cause of action or other re-
lief related to obligations under this subtitle 
that is available under the law of any State, or 
political subdivision thereof; or 

‘‘(2) creating a private cause of action for a 
violation of this subtitle.’’. 

(2) OPTION FOR STATE PLAN UNDER PROGRAM 
FOR TEMPORARY ASSISTANCE FOR NEEDY FAMI-
LIES.— 

(A) IN GENERAL.—Section 402(a)(1)(B) of the 
Social Security Act (42 U.S.C. 602(a)(1)(B)) is 
amended by adding at the end the following 
new clause: 

‘‘(v) The document shall indicate whether the 
State intends to assist individuals to train for, 
seek, and maintain employment— 

‘‘(I) providing direct care in a long-term care 
facility (as such terms are defined under section 
2011); or 

‘‘(II) in other occupations related to elder care 
determined appropriate by the State for which 
the State identifies an unmet need for service 
personnel, 
and, if so, shall include an overview of such as-
sistance.’’. 

(B) EFFECTIVE DATE.—The amendment made 
by subparagraph (A) shall take effect on Janu-
ary 1, 2011. 
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(b) PROTECTING RESIDENTS OF LONG-TERM 

CARE FACILITIES.— 
(1) NATIONAL TRAINING INSTITUTE FOR SUR-

VEYORS.— 
(A) IN GENERAL.—The Secretary of Health and 

Human Services shall enter into a contract with 
an entity for the purpose of establishing and op-
erating a National Training Institute for Fed-
eral and State surveyors. Such Institute shall 
provide and improve the training of surveyors 
with respect to investigating allegations of 
abuse, neglect, and misappropriation of prop-
erty in programs and long-term care facilities 
that receive payments under title XVIII or XIX 
of the Social Security Act. 

(B) ACTIVITIES CARRIED OUT BY THE INSTI-
TUTE.—The contract entered into under sub-
paragraph (A) shall require the Institute estab-
lished and operated under such contract to 
carry out the following activities: 

(i) Assess the extent to which State agencies 
use specialized surveyors for the investigation of 
reported allegations of abuse, neglect, and mis-
appropriation of property in such programs and 
long-term care facilities. 

(ii) Evaluate how the competencies of sur-
veyors may be improved to more effectively in-
vestigate reported allegations of such abuse, ne-
glect, and misappropriation of property, and 
provide feedback to Federal and State agencies 
on the evaluations conducted. 

(iii) Provide a national program of training, 
tools, and technical assistance to Federal and 
State surveyors on investigating reports of such 
abuse, neglect, and misappropriation of prop-
erty. 

(iv) Develop and disseminate information on 
best practices for the investigation of such 
abuse, neglect, and misappropriation of prop-
erty. 

(v) Assess the performance of State complaint 
intake systems, in order to ensure that the in-
take of complaints occurs 24 hours per day, 7 
days a week (including holidays). 

(vi) To the extent approved by the Secretary 
of Health and Human Services, provide a na-
tional 24 hours per day, 7 days a week (includ-
ing holidays), back-up system to State complaint 
intake systems in order to ensure optimum na-
tional responsiveness to complaints of such 
abuse, neglect, and misappropriation of prop-
erty. 

(vii) Analyze and report annually on the fol-
lowing: 

(I) The total number and sources of com-
plaints of such abuse, neglect, and misappro-
priation of property. 

(II) The extent to which such complaints are 
referred to law enforcement agencies. 

(III) General results of Federal and State in-
vestigations of such complaints. 

(viii) Conduct a national study of the cost to 
State agencies of conducting complaint inves-
tigations of skilled nursing facilities and nurs-
ing facilities under sections 1819 and 1919, re-
spectively, of the Social Security Act (42 U.S.C. 
1395i–3; 1396r), and making recommendations to 
the Secretary of Health and Human Services 
with respect to options to increase the efficiency 
and cost-effectiveness of such investigations. 

(C) AUTHORIZATION.—There are authorized to 
be appropriated to carry out this paragraph, for 
the period of fiscal years 2011 through 2014, 
$12,000,000. 

(2) GRANTS TO STATE SURVEY AGENCIES.— 
(A) IN GENERAL.—The Secretary of Health and 

Human Services shall make grants to State 
agencies that perform surveys of skilled nursing 
facilities or nursing facilities under sections 1819 
or 1919, respectively, of the Social Security Act 
(42 U.S.C. 1395i–3; 1395r). 

(B) USE OF FUNDS.—A grant awarded under 
subparagraph (A) shall be used for the purpose 
of designing and implementing complaint inves-
tigations systems that— 

(i) promptly prioritize complaints in order to 
ensure a rapid response to the most serious and 
urgent complaints; 

(ii) respond to complaints with optimum effec-
tiveness and timeliness; and 

(iii) optimize the collaboration between local 
authorities, consumers, and providers, includ-
ing— 

(I) such State agency; 
(II) the State Long-Term Care Ombudsman; 
(III) local law enforcement agencies; 
(IV) advocacy and consumer organizations; 
(V) State aging units; 
(VI) Area Agencies on Aging; and 
(VII) other appropriate entities. 
(C) AUTHORIZATION.—There are authorized to 

be appropriated to carry out this paragraph, for 
each of fiscal years 2011 through 2014, 
$5,000,000. 

(3) REPORTING OF CRIMES IN FEDERALLY FUND-
ED LONG-TERM CARE FACILITIES.—Part A of title 
XI of the Social Security Act (42 U.S.C. 1301 et 
seq.), as amended by section 6005, is amended by 
inserting after section 1150A the following new 
section: 
‘‘REPORTING TO LAW ENFORCEMENT OF CRIMES 

OCCURRING IN FEDERALLY FUNDED LONG-TERM 
CARE FACILITIES 
‘‘SEC. 1150B. (a) DETERMINATION AND NOTIFI-

CATION.— 
‘‘(1) DETERMINATION.—The owner or operator 

of each long-term care facility that receives Fed-
eral funds under this Act shall annually deter-
mine whether the facility received at least 
$10,000 in such Federal funds during the pre-
ceding year. 

‘‘(2) NOTIFICATION.—If the owner or operator 
determines under paragraph (1) that the facility 
received at least $10,000 in such Federal funds 
during the preceding year, such owner or oper-
ator shall annually notify each covered indi-
vidual (as defined in paragraph (3)) of that in-
dividual’s obligation to comply with the report-
ing requirements described in subsection (b). 

‘‘(3) COVERED INDIVIDUAL DEFINED.—In this 
section, the term ‘covered individual’ means 
each individual who is an owner, operator, em-
ployee, manager, agent, or contractor of a long- 
term care facility that is the subject of a deter-
mination described in paragraph (1). 

‘‘(b) REPORTING REQUIREMENTS.— 
‘‘(1) IN GENERAL.—Each covered individual 

shall report to the Secretary and 1 or more law 
enforcement entities for the political subdivision 
in which the facility is located any reasonable 
suspicion of a crime (as defined by the law of 
the applicable political subdivision) against any 
individual who is a resident of, or is receiving 
care from, the facility. 

‘‘(2) TIMING.—If the events that cause the sus-
picion— 

‘‘(A) result in serious bodily injury, the indi-
vidual shall report the suspicion immediately, 
but not later than 2 hours after forming the sus-
picion; and 

‘‘(B) do not result in serious bodily injury, the 
individual shall report the suspicion not later 
than 24 hours after forming the suspicion. 

‘‘(c) PENALTIES.— 
‘‘(1) IN GENERAL.—If a covered individual vio-

lates subsection (b)— 
‘‘(A) the covered individual shall be subject to 

a civil money penalty of not more than $200,000; 
and 

‘‘(B) the Secretary may make a determination 
in the same proceeding to exclude the covered 
individual from participation in any Federal 
health care program (as defined in section 
1128B(f)). 

‘‘(2) INCREASED HARM.—If a covered indi-
vidual violates subsection (b) and the violation 
exacerbates the harm to the victim of the crime 
or results in harm to another individual— 

‘‘(A) the covered individual shall be subject to 
a civil money penalty of not more than $300,000; 
and 

‘‘(B) the Secretary may make a determination 
in the same proceeding to exclude the covered 
individual from participation in any Federal 
health care program (as defined in section 
1128B(f)). 

‘‘(3) EXCLUDED INDIVIDUAL.—During any pe-
riod for which a covered individual is classified 
as an excluded individual under paragraph 
(1)(B) or (2)(B), a long-term care facility that 
employs such individual shall be ineligible to re-
ceive Federal funds under this Act. 

‘‘(4) EXTENUATING CIRCUMSTANCES.— 
‘‘(A) IN GENERAL.—The Secretary may take 

into account the financial burden on providers 
with underserved populations in determining 
any penalty to be imposed under this sub-
section. 

‘‘(B) UNDERSERVED POPULATION DEFINED.—In 
this paragraph, the term ‘underserved popu-
lation’ means the population of an area des-
ignated by the Secretary as an area with a 
shortage of elder justice programs or a popu-
lation group designated by the Secretary as hav-
ing a shortage of such programs. Such areas or 
groups designated by the Secretary may in-
clude— 

‘‘(i) areas or groups that are geographically 
isolated (such as isolated in a rural area); 

‘‘(ii) racial and ethnic minority populations; 
and 

‘‘(iii) populations underserved because of spe-
cial needs (such as language barriers, disabil-
ities, alien status, or age). 

‘‘(d) ADDITIONAL PENALTIES FOR RETALIA-
TION.— 

‘‘(1) IN GENERAL.—A long-term care facility 
may not— 

‘‘(A) discharge, demote, suspend, threaten, 
harass, or deny a promotion or other employ-
ment-related benefit to an employee, or in any 
other manner discriminate against an employee 
in the terms and conditions of employment be-
cause of lawful acts done by the employee; or 

‘‘(B) file a complaint or a report against a 
nurse or other employee with the appropriate 
State professional disciplinary agency because 
of lawful acts done by the nurse or employee, 
for making a report, causing a report to be 
made, or for taking steps in furtherance of mak-
ing a report pursuant to subsection (b)(1). 

‘‘(2) PENALTIES FOR RETALIATION.—If a long- 
term care facility violates subparagraph (A) or 
(B) of paragraph (1) the facility shall be subject 
to a civil money penalty of not more than 
$200,000 or the Secretary may classify the entity 
as an excluded entity for a period of 2 years 
pursuant to section 1128(b), or both. 

‘‘(3) REQUIREMENT TO POST NOTICE.—Each 
long-term care facility shall post conspicuously 
in an appropriate location a sign (in a form 
specified by the Secretary) specifying the rights 
of employees under this section. Such sign shall 
include a statement that an employee may file a 
complaint with the Secretary against a long- 
term care facility that violates the provisions of 
this subsection and information with respect to 
the manner of filing such a complaint. 

‘‘(e) PROCEDURE.—The provisions of section 
1128A (other than subsections (a) and (b) and 
the second sentence of subsection (f)) shall 
apply to a civil money penalty or exclusion 
under this section in the same manner as such 
provisions apply to a penalty or proceeding 
under section 1128A(a). 

‘‘(f) DEFINITIONS.—In this section, the terms 
‘elder justice’, ‘long-term care facility’, and ‘law 
enforcement’ have the meanings given those 
terms in section 2011.’’. 

(c) NATIONAL NURSE AIDE REGISTRY.— 
(1) DEFINITION OF NURSE AIDE.—In this sub-

section, the term ‘‘nurse aide’’ has the meaning 
given that term in sections 1819(b)(5)(F) and 
1919(b)(5)(F) of the Social Security Act (42 
U.S.C. 1395i–3(b)(5)(F); 1396r(b)(5)(F)). 

(2) STUDY AND REPORT.— 
(A) IN GENERAL.—The Secretary, in consulta-

tion with appropriate government agencies and 
private sector organizations, shall conduct a 
study on establishing a national nurse aide reg-
istry. 

(B) AREAS EVALUATED.—The study conducted 
under this subsection shall include an evalua-
tion of— 
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(i) who should be included in the registry; 
(ii) how such a registry would comply with 

Federal and State privacy laws and regulations; 
(iii) how data would be collected for the reg-

istry; 
(iv) what entities and individuals would have 

access to the data collected; 
(v) how the registry would provide appro-

priate information regarding violations of Fed-
eral and State law by individuals included in 
the registry; 

(vi) how the functions of a national nurse 
aide registry would be coordinated with the na-
tionwide program for national and State back-
ground checks on direct patient access employ-
ees of long-term care facilities and providers 
under section 4301; and 

(vii) how the information included in State 
nurse aide registries developed and maintained 
under sections 1819(e)(2) and 1919(e)(2) of the 
Social Security Act (42 U.S.C. 1395i–3(e)(2); 
1396r(e)(2)(2)) would be provided as part of a 
national nurse aide registry. 

(C) CONSIDERATIONS.—In conducting the 
study and preparing the report required under 
this subsection, the Secretary shall take into 
consideration the findings and conclusions of 
relevant reports and other relevant resources, 
including the following: 

(i) The Department of Health and Human 
Services Office of Inspector General Report, 
Nurse Aide Registries: State Compliance and 
Practices (February 2005). 

(ii) The General Accounting Office (now 
known as the Government Accountability Of-
fice) Report, Nursing Homes: More Can Be Done 
to Protect Residents from Abuse (March 2002). 

(iii) The Department of Health and Human 
Services Office of the Inspector General Report, 
Nurse Aide Registries: Long-Term Care Facility 
Compliance and Practices (July 2005). 

(iv) The Department of Health and Human 
Services Health Resources and Services Adminis-
tration Report, Nursing Aides, Home Health 
Aides, and Related Health Care Occupations— 
National and Local Workforce Shortages and 
Associated Data Needs (2004) (in particular with 
respect to chapter 7 and appendix F). 

(v) The 2001 Report to CMS from the School of 
Rural Public Health, Texas A&M University, 
Preventing Abuse and Neglect in Nursing 
Homes: The Role of Nurse Aide Registries. 

(vi) Information included in State nurse aide 
registries developed and maintained under sec-
tions 1819(e)(2) and 1919(e)(2) of the Social Secu-
rity Act (42 U.S.C. 1395i–3(e)(2); 1396r(e)(2)(2)). 

(D) REPORT.—Not later than 18 months after 
the date of enactment of this Act, the Secretary 
shall submit to the Elder Justice Coordinating 
Council established under section 2021 of the So-
cial Security Act, as added by section 1805(a), 
the Committee on Finance of the Senate, and 
the Committee on Ways and Means and the 
Committee on Energy and Commerce of the 
House of Representatives a report containing 
the findings and recommendations of the study 
conducted under this paragraph. 

(E) FUNDING LIMITATION.—Funding for the 
study conducted under this subsection shall not 
exceed $500,000. 

(3) CONGRESSIONAL ACTION.—After receiving 
the report submitted by the Secretary under 
paragraph (2)(D), the Committee on Finance of 
the Senate and the Committee on Ways and 
Means and the Committee on Energy and Com-
merce of the House of Representatives shall, as 
they deem appropriate, take action based on the 
recommendations contained in the report. 

(4) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated such 
sums as are necessary for the purpose of car-
rying out this subsection. 

(d) CONFORMING AMENDMENTS.— 
(1) TITLE XX.—Title XX of the Social Security 

Act (42 U.S.C. 1397 et seq.), as amended by sec-
tion 6703(a), is amended— 

(A) in the heading of section 2001, by striking 
‘‘TITLE’’ and inserting ‘‘SUBTITLE’’; and 

(B) in subtitle 1, by striking ‘‘this title’’ each 
place it appears and inserting ‘‘this subtitle’’. 

(2) TITLE IV.—Title IV of the Social Security 
Act (42 U.S.C. 601 et seq.) is amended— 

(A) in section 404(d)— 
(i) in paragraphs (1)(A), (2)(A), and (3)(B), by 

inserting ‘‘subtitle 1 of’’ before ‘‘title XX’’ each 
place it appears; 

(ii) in the heading of paragraph (2), by insert-
ing ‘‘SUBTITLE 1 OF’’ before ‘‘TITLE XX’’; and 

(iii) in the heading of paragraph (3)(B), by in-
serting ‘‘SUBTITLE 1 OF’’ before ‘‘TITLE XX’’; and 

(B) in sections 422(b), 471(a)(4), 472(h)(1), and 
473(b)(2), by inserting ‘‘subtitle 1 of’’ before 
‘‘title XX’’ each place it appears. 

(3) TITLE XI.—Title XI of the Social Security 
Act (42 U.S.C. 1301 et seq.) is amended— 

(A) in section 1128(h)(3)— 
(i) by inserting ‘‘subtitle 1 of’’ before ‘‘title 

XX’’; and 
(ii) by striking ‘‘such title’’ and inserting 

‘‘such subtitle’’; and 
(B) in section 1128A(i)(1), by inserting ‘‘sub-

title 1 of’’ before ‘‘title XX’’. 
Subtitle I—Sense of the Senate Regarding 

Medical Malpractice 
SEC. 6801. SENSE OF THE SENATE REGARDING 

MEDICAL MALPRACTICE. 
It is the sense of the Senate that— 
(1) health care reform presents an opportunity 

to address issues related to medical malpractice 
and medical liability insurance; 

(2) States should be encouraged to develop 
and test alternatives to the existing civil litiga-
tion system as a way of improving patient safe-
ty, reducing medical errors, encouraging the ef-
ficient resolution of disputes, increasing the 
availability of prompt and fair resolution of dis-
putes, and improving access to liability insur-
ance, while preserving an individual’s right to 
seek redress in court; and 

(3) Congress should consider establishing a 
State demonstration program to evaluate alter-
natives to the existing civil litigation system 
with respect to the resolution of medical mal-
practice claims. 

TITLE VII—IMPROVING ACCESS TO 
INNOVATIVE MEDICAL THERAPIES 

Subtitle A—Biologics Price Competition and 
Innovation 

SEC. 7001. SHORT TITLE. 
(a) IN GENERAL.—This subtitle may be cited as 

the ‘‘Biologics Price Competition and Innova-
tion Act of 2009’’. 

(b) SENSE OF THE SENATE.—It is the sense of 
the Senate that a biosimilars pathway balancing 
innovation and consumer interests should be es-
tablished. 
SEC. 7002. APPROVAL PATHWAY FOR BIOSIMILAR 

BIOLOGICAL PRODUCTS. 
(a) LICENSURE OF BIOLOGICAL PRODUCTS AS 

BIOSIMILAR OR INTERCHANGEABLE.—Section 351 
of the Public Health Service Act (42 U.S.C. 262) 
is amended— 

(1) in subsection (a)(1)(A), by inserting 
‘‘under this subsection or subsection (k)’’ after 
‘‘biologics license’’; and 

(2) by adding at the end the following: 
‘‘(k) LICENSURE OF BIOLOGICAL PRODUCTS AS 

BIOSIMILAR OR INTERCHANGEABLE.— 
‘‘(1) IN GENERAL.—Any person may submit an 

application for licensure of a biological product 
under this subsection. 

‘‘(2) CONTENT.— 
‘‘(A) IN GENERAL.— 
‘‘(i) REQUIRED INFORMATION.—An application 

submitted under this subsection shall include in-
formation demonstrating that— 

‘‘(I) the biological product is biosimilar to a 
reference product based upon data derived 
from— 

‘‘(aa) analytical studies that demonstrate that 
the biological product is highly similar to the 
reference product notwithstanding minor dif-
ferences in clinically inactive components; 

‘‘(bb) animal studies (including the assessment 
of toxicity); and 

‘‘(cc) a clinical study or studies (including the 
assessment of immunogenicity and pharmaco-
kinetics or pharmacodynamics) that are suffi-
cient to demonstrate safety, purity, and potency 
in 1 or more appropriate conditions of use for 
which the reference product is licensed and in-
tended to be used and for which licensure is 
sought for the biological product; 

‘‘(II) the biological product and reference 
product utilize the same mechanism or mecha-
nisms of action for the condition or conditions 
of use prescribed, recommended, or suggested in 
the proposed labeling, but only to the extent the 
mechanism or mechanisms of action are known 
for the reference product; 

‘‘(III) the condition or conditions of use pre-
scribed, recommended, or suggested in the label-
ing proposed for the biological product have 
been previously approved for the reference prod-
uct; 

‘‘(IV) the route of administration, the dosage 
form, and the strength of the biological product 
are the same as those of the reference product; 
and 

‘‘(V) the facility in which the biological prod-
uct is manufactured, processed, packed, or held 
meets standards designed to assure that the bio-
logical product continues to be safe, pure, and 
potent. 

‘‘(ii) DETERMINATION BY SECRETARY.—The 
Secretary may determine, in the Secretary’s dis-
cretion, that an element described in clause 
(i)(I) is unnecessary in an application submitted 
under this subsection. 

‘‘(iii) ADDITIONAL INFORMATION.—An applica-
tion submitted under this subsection— 

‘‘(I) shall include publicly-available informa-
tion regarding the Secretary’s previous deter-
mination that the reference product is safe, 
pure, and potent; and 

‘‘(II) may include any additional information 
in support of the application, including pub-
licly-available information with respect to the 
reference product or another biological product. 

‘‘(B) INTERCHANGEABILITY.—An application 
(or a supplement to an application) submitted 
under this subsection may include information 
demonstrating that the biological product meets 
the standards described in paragraph (4). 

‘‘(3) EVALUATION BY SECRETARY.—Upon re-
view of an application (or a supplement to an 
application) submitted under this subsection, 
the Secretary shall license the biological product 
under this subsection if— 

‘‘(A) the Secretary determines that the infor-
mation submitted in the application (or the sup-
plement) is sufficient to show that the biological 
product— 

‘‘(i) is biosimilar to the reference product; or 
‘‘(ii) meets the standards described in para-

graph (4), and therefore is interchangeable with 
the reference product; and 

‘‘(B) the applicant (or other appropriate per-
son) consents to the inspection of the facility 
that is the subject of the application, in accord-
ance with subsection (c). 

‘‘(4) SAFETY STANDARDS FOR DETERMINING 
INTERCHANGEABILITY.—Upon review of an appli-
cation submitted under this subsection or any 
supplement to such application, the Secretary 
shall determine the biological product to be 
interchangeable with the reference product if 
the Secretary determines that the information 
submitted in the application (or a supplement to 
such application) is sufficient to show that— 

‘‘(A) the biological product— 
‘‘(i) is biosimilar to the reference product; and 
‘‘(ii) can be expected to produce the same clin-

ical result as the reference product in any given 
patient; and 

‘‘(B) for a biological product that is adminis-
tered more than once to an individual, the risk 
in terms of safety or diminished efficacy of al-
ternating or switching between use of the bio-
logical product and the reference product is not 
greater than the risk of using the reference 
product without such alternation or switch. 

‘‘(5) GENERAL RULES.— 
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‘‘(A) ONE REFERENCE PRODUCT PER APPLICA-

TION.—A biological product, in an application 
submitted under this subsection, may not be 
evaluated against more than 1 reference prod-
uct. 

‘‘(B) REVIEW.—An application submitted 
under this subsection shall be reviewed by the 
division within the Food and Drug Administra-
tion that is responsible for the review and ap-
proval of the application under which the ref-
erence product is licensed. 

‘‘(C) RISK EVALUATION AND MITIGATION STRAT-
EGIES.—The authority of the Secretary with re-
spect to risk evaluation and mitigation strate-
gies under the Federal Food, Drug, and Cos-
metic Act shall apply to biological products li-
censed under this subsection in the same man-
ner as such authority applies to biological prod-
ucts licensed under subsection (a). 

‘‘(6) EXCLUSIVITY FOR FIRST INTERCHANGEABLE 
BIOLOGICAL PRODUCT.—Upon review of an ap-
plication submitted under this subsection rely-
ing on the same reference product for which a 
prior biological product has received a deter-
mination of interchangeability for any condition 
of use, the Secretary shall not make a deter-
mination under paragraph (4) that the second 
or subsequent biological product is interchange-
able for any condition of use until the earlier 
of— 

‘‘(A) 1 year after the first commercial mar-
keting of the first interchangeable biosimilar bi-
ological product to be approved as interchange-
able for that reference product; 

‘‘(B) 18 months after— 
‘‘(i) a final court decision on all patents in 

suit in an action instituted under subsection 
(l)(6) against the applicant that submitted the 
application for the first approved interchange-
able biosimilar biological product; or 

‘‘(ii) the dismissal with or without prejudice of 
an action instituted under subsection (l)(6) 
against the applicant that submitted the appli-
cation for the first approved interchangeable 
biosimilar biological product; or 

‘‘(C)(i) 42 months after approval of the first 
interchangeable biosimilar biological product if 
the applicant that submitted such application 
has been sued under subsection (l)(6) and such 
litigation is still ongoing within such 42-month 
period; or 

‘‘(ii) 18 months after approval of the first 
interchangeable biosimilar biological product if 
the applicant that submitted such application 
has not been sued under subsection (l)(6). 
For purposes of this paragraph, the term ‘final 
court decision’ means a final decision of a court 
from which no appeal (other than a petition to 
the United States Supreme Court for a writ of 
certiorari) has been or can be taken. 

‘‘(7) EXCLUSIVITY FOR REFERENCE PRODUCT.— 
‘‘(A) EFFECTIVE DATE OF BIOSIMILAR APPLICA-

TION APPROVAL.—Approval of an application 
under this subsection may not be made effective 
by the Secretary until the date that is 12 years 
after the date on which the reference product 
was first licensed under subsection (a). 

‘‘(B) FILING PERIOD.—An application under 
this subsection may not be submitted to the Sec-
retary until the date that is 4 years after the 
date on which the reference product was first li-
censed under subsection (a). 

‘‘(C) FIRST LICENSURE.—Subparagraphs (A) 
and (B) shall not apply to a license for or ap-
proval of— 

‘‘(i) a supplement for the biological product 
that is the reference product; or 

‘‘(ii) a subsequent application filed by the 
same sponsor or manufacturer of the biological 
product that is the reference product (or a licen-
sor, predecessor in interest, or other related enti-
ty) for— 

‘‘(I) a change (not including a modification to 
the structure of the biological product) that re-
sults in a new indication, route of administra-
tion, dosing schedule, dosage form, delivery sys-
tem, delivery device, or strength; or 

‘‘(II) a modification to the structure of the bi-
ological product that does not result in a change 
in safety, purity, or potency. 

‘‘(8) GUIDANCE DOCUMENTS.— 
‘‘(A) IN GENERAL.—The Secretary may, after 

opportunity for public comment, issue guidance 
in accordance, except as provided in subpara-
graph (B)(i), with section 701(h) of the Federal 
Food, Drug, and Cosmetic Act with respect to 
the licensure of a biological product under this 
subsection. Any such guidance may be general 
or specific. 

‘‘(B) PUBLIC COMMENT.— 
‘‘(i) IN GENERAL.—The Secretary shall provide 

the public an opportunity to comment on any 
proposed guidance issued under subparagraph 
(A) before issuing final guidance. 

‘‘(ii) INPUT REGARDING MOST VALUABLE GUID-
ANCE.—The Secretary shall establish a process 
through which the public may provide the Sec-
retary with input regarding priorities for issuing 
guidance. 

‘‘(C) NO REQUIREMENT FOR APPLICATION CON-
SIDERATION.—The issuance (or non-issuance) of 
guidance under subparagraph (A) shall not pre-
clude the review of, or action on, an application 
submitted under this subsection. 

‘‘(D) REQUIREMENT FOR PRODUCT CLASS-SPE-
CIFIC GUIDANCE.—If the Secretary issues product 
class-specific guidance under subparagraph (A), 
such guidance shall include a description of— 

‘‘(i) the criteria that the Secretary will use to 
determine whether a biological product is highly 
similar to a reference product in such product 
class; and 

‘‘(ii) the criteria, if available, that the Sec-
retary will use to determine whether a biological 
product meets the standards described in para-
graph (4). 

‘‘(E) CERTAIN PRODUCT CLASSES.— 
‘‘(i) GUIDANCE.—The Secretary may indicate 

in a guidance document that the science and ex-
perience, as of the date of such guidance, with 
respect to a product or product class (not in-
cluding any recombinant protein) does not allow 
approval of an application for a license as pro-
vided under this subsection for such product or 
product class. 

‘‘(ii) MODIFICATION OR REVERSAL.—The Sec-
retary may issue a subsequent guidance docu-
ment under subparagraph (A) to modify or re-
verse a guidance document under clause (i). 

‘‘(iii) NO EFFECT ON ABILITY TO DENY LI-
CENSE.—Clause (i) shall not be construed to re-
quire the Secretary to approve a product with 
respect to which the Secretary has not indicated 
in a guidance document that the science and ex-
perience, as described in clause (i), does not 
allow approval of such an application. 

‘‘(l) PATENTS.— 
‘‘(1) CONFIDENTIAL ACCESS TO SUBSECTION (k) 

APPLICATION.— 
‘‘(A) APPLICATION OF PARAGRAPH.—Unless 

otherwise agreed to by a person that submits an 
application under subsection (k) (referred to in 
this subsection as the ‘subsection (k) applicant’) 
and the sponsor of the application for the ref-
erence product (referred to in this subsection as 
the ‘reference product sponsor’), the provisions 
of this paragraph shall apply to the exchange of 
information described in this subsection. 

‘‘(B) IN GENERAL.— 
‘‘(i) PROVISION OF CONFIDENTIAL INFORMA-

TION.—When a subsection (k) applicant submits 
an application under subsection (k), such appli-
cant shall provide to the persons described in 
clause (ii), subject to the terms of this para-
graph, confidential access to the information re-
quired to be produced pursuant to paragraph (2) 
and any other information that the subsection 
(k) applicant determines, in its sole discretion, 
to be appropriate (referred to in this subsection 
as the ‘confidential information’). 

‘‘(ii) RECIPIENTS OF INFORMATION.—The per-
sons described in this clause are the following: 

‘‘(I) OUTSIDE COUNSEL.—One or more attor-
neys designated by the reference product spon-
sor who are employees of an entity other than 

the reference product sponsor (referred to in this 
paragraph as the ‘outside counsel’), provided 
that such attorneys do not engage, formally or 
informally, in patent prosecution relevant or re-
lated to the reference product. 

‘‘(II) IN-HOUSE COUNSEL.—One attorney that 
represents the reference product sponsor who is 
an employee of the reference product sponsor, 
provided that such attorney does not engage, 
formally or informally, in patent prosecution 
relevant or related to the reference product. 

‘‘(iii) PATENT OWNER ACCESS.—A representa-
tive of the owner of a patent exclusively licensed 
to a reference product sponsor with respect to 
the reference product and who has retained a 
right to assert the patent or participate in litiga-
tion concerning the patent may be provided the 
confidential information, provided that the rep-
resentative informs the reference product spon-
sor and the subsection (k) applicant of his or 
her agreement to be subject to the confiden-
tiality provisions set forth in this paragraph, in-
cluding those under clause (ii). 

‘‘(C) LIMITATION ON DISCLOSURE.—No person 
that receives confidential information pursuant 
to subparagraph (B) shall disclose any con-
fidential information to any other person or en-
tity, including the reference product sponsor 
employees, outside scientific consultants, or 
other outside counsel retained by the reference 
product sponsor, without the prior written con-
sent of the subsection (k) applicant, which shall 
not be unreasonably withheld. 

‘‘(D) USE OF CONFIDENTIAL INFORMATION.— 
Confidential information shall be used for the 
sole and exclusive purpose of determining, with 
respect to each patent assigned to or exclusively 
licensed by the reference product sponsor, 
whether a claim of patent infringement could 
reasonably be asserted if the subsection (k) ap-
plicant engaged in the manufacture, use, offer-
ing for sale, sale, or importation into the United 
States of the biological product that is the sub-
ject of the application under subsection (k). 

‘‘(E) OWNERSHIP OF CONFIDENTIAL INFORMA-
TION.—The confidential information disclosed 
under this paragraph is, and shall remain, the 
property of the subsection (k) applicant. By pro-
viding the confidential information pursuant to 
this paragraph, the subsection (k) applicant 
does not provide the reference product sponsor 
or the outside counsel any interest in or license 
to use the confidential information, for purposes 
other than those specified in subparagraph (D). 

‘‘(F) EFFECT OF INFRINGEMENT ACTION.—In 
the event that the reference product sponsor 
files a patent infringement suit, the use of con-
fidential information shall continue to be gov-
erned by the terms of this paragraph until such 
time as a court enters a protective order regard-
ing the information. Upon entry of such order, 
the subsection (k) applicant may redesignate 
confidential information in accordance with the 
terms of that order. No confidential information 
shall be included in any publicly-available com-
plaint or other pleading. In the event that the 
reference product sponsor does not file an in-
fringement action by the date specified in para-
graph (6), the reference product sponsor shall 
return or destroy all confidential information 
received under this paragraph, provided that if 
the reference product sponsor opts to destroy 
such information, it will confirm destruction in 
writing to the subsection (k) applicant. 

‘‘(G) RULE OF CONSTRUCTION.—Nothing in this 
paragraph shall be construed— 

‘‘(i) as an admission by the subsection (k) ap-
plicant regarding the validity, enforceability, or 
infringement of any patent; or 

‘‘(ii) as an agreement or admission by the sub-
section (k) applicant with respect to the com-
petency, relevance, or materiality of any con-
fidential information. 

‘‘(H) EFFECT OF VIOLATION.—The disclosure of 
any confidential information in violation of this 
paragraph shall be deemed to cause the sub-
section (k) applicant to suffer irreparable harm 
for which there is no adequate legal remedy and 

VerDate Nov 24 2008 01:35 Mar 26, 2010 Jkt 089060 PO 00000 Frm 00207 Fmt 4636 Sfmt 6333 E:\RECORD10\H21MR0.PT2 H21MR0m
m

ah
er

 o
n 

D
S

K
D

5P
82

C
1P

R
O

D
 w

ith
 C

O
N

G
-R

E
C

-O
N

LI
N

E



CONGRESSIONAL RECORD — HOUSEH2098 March 21, 2010 
the court shall consider immediate injunctive re-
lief to be an appropriate and necessary remedy 
for any violation or threatened violation of this 
paragraph. 

‘‘(2) SUBSECTION (k) APPLICATION INFORMA-
TION.—Not later than 20 days after the Sec-
retary notifies the subsection (k) applicant that 
the application has been accepted for review, 
the subsection (k) applicant— 

‘‘(A) shall provide to the reference product 
sponsor a copy of the application submitted to 
the Secretary under subsection (k), and such 
other information that describes the process or 
processes used to manufacture the biological 
product that is the subject of such application; 
and 

‘‘(B) may provide to the reference product 
sponsor additional information requested by or 
on behalf of the reference product sponsor. 

‘‘(3) LIST AND DESCRIPTION OF PATENTS.— 
‘‘(A) LIST BY REFERENCE PRODUCT SPONSOR.— 

Not later than 60 days after the receipt of the 
application and information under paragraph 
(2), the reference product sponsor shall provide 
to the subsection (k) applicant— 

‘‘(i) a list of patents for which the reference 
product sponsor believes a claim of patent in-
fringement could reasonably be asserted by the 
reference product sponsor, or by a patent owner 
that has granted an exclusive license to the ref-
erence product sponsor with respect to the ref-
erence product, if a person not licensed by the 
reference product sponsor engaged in the mak-
ing, using, offering to sell, selling, or importing 
into the United States of the biological product 
that is the subject of the subsection (k) applica-
tion; and 

‘‘(ii) an identification of the patents on such 
list that the reference product sponsor would be 
prepared to license to the subsection (k) appli-
cant. 

‘‘(B) LIST AND DESCRIPTION BY SUBSECTION (k) 
APPLICANT.—Not later than 60 days after receipt 
of the list under subparagraph (A), the sub-
section (k) applicant— 

‘‘(i) may provide to the reference product 
sponsor a list of patents to which the subsection 
(k) applicant believes a claim of patent infringe-
ment could reasonably be asserted by the ref-
erence product sponsor if a person not licensed 
by the reference product sponsor engaged in the 
making, using, offering to sell, selling, or im-
porting into the United States of the biological 
product that is the subject of the subsection (k) 
application; 

‘‘(ii) shall provide to the reference product 
sponsor, with respect to each patent listed by 
the reference product sponsor under subpara-
graph (A) or listed by the subsection (k) appli-
cant under clause (i)— 

‘‘(I) a detailed statement that describes, on a 
claim by claim basis, the factual and legal basis 
of the opinion of the subsection (k) applicant 
that such patent is invalid, unenforceable, or 
will not be infringed by the commercial mar-
keting of the biological product that is the sub-
ject of the subsection (k) application; or 

‘‘(II) a statement that the subsection (k) ap-
plicant does not intend to begin commercial 
marketing of the biological product before the 
date that such patent expires; and 

‘‘(iii) shall provide to the reference product 
sponsor a response regarding each patent identi-
fied by the reference product sponsor under sub-
paragraph (A)(ii). 

‘‘(C) DESCRIPTION BY REFERENCE PRODUCT 
SPONSOR.—Not later than 60 days after receipt 
of the list and statement under subparagraph 
(B), the reference product sponsor shall provide 
to the subsection (k) applicant a detailed state-
ment that describes, with respect to each patent 
described in subparagraph (B)(ii)(I), on a claim 
by claim basis, the factual and legal basis of the 
opinion of the reference product sponsor that 
such patent will be infringed by the commercial 
marketing of the biological product that is the 
subject of the subsection (k) application and a 
response to the statement concerning validity 

and enforceability provided under subparagraph 
(B)(ii)(I). 

‘‘(4) PATENT RESOLUTION NEGOTIATIONS.— 
‘‘(A) IN GENERAL.—After receipt by the sub-

section (k) applicant of the statement under 
paragraph (3)(C), the reference product sponsor 
and the subsection (k) applicant shall engage in 
good faith negotiations to agree on which, if 
any, patents listed under paragraph (3) by the 
subsection (k) applicant or the reference product 
sponsor shall be the subject of an action for pat-
ent infringement under paragraph (6). 

‘‘(B) FAILURE TO REACH AGREEMENT.—If, 
within 15 days of beginning negotiations under 
subparagraph (A), the subsection (k) applicant 
and the reference product sponsor fail to agree 
on a final and complete list of which, if any, 
patents listed under paragraph (3) by the sub-
section (k) applicant or the reference product 
sponsor shall be the subject of an action for pat-
ent infringement under paragraph (6), the pro-
visions of paragraph (5) shall apply to the par-
ties. 

‘‘(5) PATENT RESOLUTION IF NO AGREEMENT.— 
‘‘(A) NUMBER OF PATENTS.—The subsection 

(k) applicant shall notify the reference product 
sponsor of the number of patents that such ap-
plicant will provide to the reference product 
sponsor under subparagraph (B)(i)(I). 

‘‘(B) EXCHANGE OF PATENT LISTS.— 
‘‘(i) IN GENERAL.—On a date agreed to by the 

subsection (k) applicant and the reference prod-
uct sponsor, but in no case later than 5 days 
after the subsection (k) applicant notifies the 
reference product sponsor under subparagraph 
(A), the subsection (k) applicant and the ref-
erence product sponsor shall simultaneously ex-
change— 

‘‘(I) the list of patents that the subsection (k) 
applicant believes should be the subject of an 
action for patent infringement under paragraph 
(6); and 

‘‘(II) the list of patents, in accordance with 
clause (ii), that the reference product sponsor 
believes should be the subject of an action for 
patent infringement under paragraph (6). 

‘‘(ii) NUMBER OF PATENTS LISTED BY REF-
ERENCE PRODUCT SPONSOR.— 

‘‘(I) IN GENERAL.—Subject to subclause (II), 
the number of patents listed by the reference 
product sponsor under clause (i)(II) may not ex-
ceed the number of patents listed by the sub-
section (k) applicant under clause (i)(I). 

‘‘(II) EXCEPTION.—If a subsection (k) appli-
cant does not list any patent under clause (i)(I), 
the reference product sponsor may list 1 patent 
under clause (i)(II). 

‘‘(6) IMMEDIATE PATENT INFRINGEMENT AC-
TION.— 

‘‘(A) ACTION IF AGREEMENT ON PATENT LIST.— 
If the subsection (k) applicant and the reference 
product sponsor agree on patents as described in 
paragraph (4), not later than 30 days after such 
agreement, the reference product sponsor shall 
bring an action for patent infringement with re-
spect to each such patent. 

‘‘(B) ACTION IF NO AGREEMENT ON PATENT 
LIST.—If the provisions of paragraph (5) apply 
to the parties as described in paragraph (4)(B), 
not later than 30 days after the exchange of lists 
under paragraph (5)(B), the reference product 
sponsor shall bring an action for patent in-
fringement with respect to each patent that is 
included on such lists. 

‘‘(C) NOTIFICATION AND PUBLICATION OF COM-
PLAINT.— 

‘‘(i) NOTIFICATION TO SECRETARY.—Not later 
than 30 days after a complaint is served to a 
subsection (k) applicant in an action for patent 
infringement described under this paragraph, 
the subsection (k) applicant shall provide the 
Secretary with notice and a copy of such com-
plaint. 

‘‘(ii) PUBLICATION BY SECRETARY.—The Sec-
retary shall publish in the Federal Register no-
tice of a complaint received under clause (i). 

‘‘(7) NEWLY ISSUED OR LICENSED PATENTS.—In 
the case of a patent that— 

‘‘(A) is issued to, or exclusively licensed by, 
the reference product sponsor after the date that 
the reference product sponsor provided the list 
to the subsection (k) applicant under paragraph 
(3)(A); and 

‘‘(B) the reference product sponsor reasonably 
believes that, due to the issuance of such pat-
ent, a claim of patent infringement could rea-
sonably be asserted by the reference product 
sponsor if a person not licensed by the reference 
product sponsor engaged in the making, using, 
offering to sell, selling, or importing into the 
United States of the biological product that is 
the subject of the subsection (k) application, 
not later than 30 days after such issuance or li-
censing, the reference product sponsor shall pro-
vide to the subsection (k) applicant a supple-
ment to the list provided by the reference prod-
uct sponsor under paragraph (3)(A) that in-
cludes such patent, not later than 30 days after 
such supplement is provided, the subsection (k) 
applicant shall provide a statement to the ref-
erence product sponsor in accordance with 
paragraph (3)(B), and such patent shall be sub-
ject to paragraph (8). 

‘‘(8) NOTICE OF COMMERCIAL MARKETING AND 
PRELIMINARY INJUNCTION.— 

‘‘(A) NOTICE OF COMMERCIAL MARKETING.— 
The subsection (k) applicant shall provide no-
tice to the reference product sponsor not later 
than 180 days before the date of the first com-
mercial marketing of the biological product li-
censed under subsection (k). 

‘‘(B) PRELIMINARY INJUNCTION.—After receiv-
ing the notice under subparagraph (A) and be-
fore such date of the first commercial marketing 
of such biological product, the reference product 
sponsor may seek a preliminary injunction pro-
hibiting the subsection (k) applicant from en-
gaging in the commercial manufacture or sale of 
such biological product until the court decides 
the issue of patent validity, enforcement, and 
infringement with respect to any patent that 
is— 

‘‘(i) included in the list provided by the ref-
erence product sponsor under paragraph (3)(A) 
or in the list provided by the subsection (k) ap-
plicant under paragraph (3)(B); and 

‘‘(ii) not included, as applicable, on— 
‘‘(I) the list of patents described in paragraph 

(4); or 
‘‘(II) the lists of patents described in para-

graph (5)(B). 
‘‘(C) REASONABLE COOPERATION.—If the ref-

erence product sponsor has sought a prelimi-
nary injunction under subparagraph (B), the 
reference product sponsor and the subsection (k) 
applicant shall reasonably cooperate to expedite 
such further discovery as is needed in connec-
tion with the preliminary injunction motion. 

‘‘(9) LIMITATION ON DECLARATORY JUDGMENT 
ACTION.— 

‘‘(A) SUBSECTION (k) APPLICATION PRO-
VIDED.—If a subsection (k) applicant provides 
the application and information required under 
paragraph (2)(A), neither the reference product 
sponsor nor the subsection (k) applicant may, 
prior to the date notice is received under para-
graph (8)(A), bring any action under section 
2201 of title 28, United States Code, for a dec-
laration of infringement, validity, or enforce-
ability of any patent that is described in clauses 
(i) and (ii) of paragraph (8)(B). 

‘‘(B) SUBSEQUENT FAILURE TO ACT BY SUB-
SECTION (k) APPLICANT.—If a subsection (k) ap-
plicant fails to complete an action required of 
the subsection (k) applicant under paragraph 
(3)(B)(ii), paragraph (5), paragraph (6)(C)(i), 
paragraph (7), or paragraph (8)(A), the ref-
erence product sponsor, but not the subsection 
(k) applicant, may bring an action under sec-
tion 2201 of title 28, United States Code, for a 
declaration of infringement, validity, or enforce-
ability of any patent included in the list de-
scribed in paragraph (3)(A), including as pro-
vided under paragraph (7). 

‘‘(C) SUBSECTION (k) APPLICATION NOT PRO-
VIDED.—If a subsection (k) applicant fails to 
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provide the application and information re-
quired under paragraph (2)(A), the reference 
product sponsor, but not the subsection (k) ap-
plicant, may bring an action under section 2201 
of title 28, United States Code, for a declaration 
of infringement, validity, or enforceability of 
any patent that claims the biological product or 
a use of the biological product.’’. 

(b) DEFINITIONS.—Section 351(i) of the Public 
Health Service Act (42 U.S.C. 262(i)) is amend-
ed— 

(1) by striking ‘‘In this section, the term ‘bio-
logical product’ means’’ and inserting the fol-
lowing: ‘‘In this section: 

‘‘(1) The term ‘biological product’ means’’; 
(2) in paragraph (1), as so designated, by in-

serting ‘‘protein (except any chemically syn-
thesized polypeptide),’’ after ‘‘allergenic prod-
uct,’’; and 

(3) by adding at the end the following: 
‘‘(2) The term ‘biosimilar’ or ‘biosimilarity’, in 

reference to a biological product that is the sub-
ject of an application under subsection (k), 
means— 

‘‘(A) that the biological product is highly simi-
lar to the reference product notwithstanding 
minor differences in clinically inactive compo-
nents; and 

‘‘(B) there are no clinically meaningful dif-
ferences between the biological product and the 
reference product in terms of the safety, purity, 
and potency of the product. 

‘‘(3) The term ‘interchangeable’ or ‘inter-
changeability’, in reference to a biological prod-
uct that is shown to meet the standards de-
scribed in subsection (k)(4), means that the bio-
logical product may be substituted for the ref-
erence product without the intervention of the 
health care provider who prescribed the ref-
erence product. 

‘‘(4) The term ‘reference product’ means the 
single biological product licensed under sub-
section (a) against which a biological product is 
evaluated in an application submitted under 
subsection (k).’’. 

(c) CONFORMING AMENDMENTS RELATING TO 
PATENTS.— 

(1) PATENTS.—Section 271(e) of title 35, United 
States Code, is amended— 

(A) in paragraph (2)— 
(i) in subparagraph (A), by striking ‘‘or’’ at 

the end; 
(ii) in subparagraph (B), by adding ‘‘or’’ at 

the end; and 
(iii) by inserting after subparagraph (B) the 

following: 
‘‘(C)(i) with respect to a patent that is identi-

fied in the list of patents described in section 
351(l)(3) of the Public Health Service Act (in-
cluding as provided under section 351(l)(7) of 
such Act), an application seeking approval of a 
biological product, or 

‘‘(ii) if the applicant for the application fails 
to provide the application and information re-
quired under section 351(l)(2)(A) of such Act, an 
application seeking approval of a biological 
product for a patent that could be identified 
pursuant to section 351(l)(3)(A)(i) of such Act,’’; 
and 

(iv) in the matter following subparagraph (C) 
(as added by clause (iii)), by striking ‘‘or veteri-
nary biological product’’ and inserting ‘‘, veteri-
nary biological product, or biological product’’; 

(B) in paragraph (4)— 
(i) in subparagraph (B), by— 
(I) striking ‘‘or veterinary biological product’’ 

and inserting ‘‘, veterinary biological product, 
or biological product’’; and 

(II) striking ‘‘and’’ at the end; 
(ii) in subparagraph (C), by— 
(I) striking ‘‘or veterinary biological product’’ 

and inserting ‘‘, veterinary biological product, 
or biological product’’; and 

(II) striking the period and inserting ‘‘, and’’; 
(iii) by inserting after subparagraph (C) the 

following: 
‘‘(D) the court shall order a permanent in-

junction prohibiting any infringement of the 

patent by the biological product involved in the 
infringement until a date which is not earlier 
than the date of the expiration of the patent 
that has been infringed under paragraph (2)(C), 
provided the patent is the subject of a final 
court decision, as defined in section 351(k)(6) of 
the Public Health Service Act, in an action for 
infringement of the patent under section 
351(l)(6) of such Act, and the biological product 
has not yet been approved because of section 
351(k)(7) of such Act.’’; and 

(iv) in the matter following subparagraph (D) 
(as added by clause (iii)), by striking ‘‘and (C)’’ 
and inserting ‘‘(C), and (D)’’; and 

(C) by adding at the end the following: 
‘‘(6)(A) Subparagraph (B) applies, in lieu of 

paragraph (4), in the case of a patent— 
‘‘(i) that is identified, as applicable, in the list 

of patents described in section 351(l)(4) of the 
Public Health Service Act or the lists of patents 
described in section 351(l)(5)(B) of such Act with 
respect to a biological product; and 

‘‘(ii) for which an action for infringement of 
the patent with respect to the biological prod-
uct— 

‘‘(I) was brought after the expiration of the 
30-day period described in subparagraph (A) or 
(B), as applicable, of section 351(l)(6) of such 
Act; or 

‘‘(II) was brought before the expiration of the 
30-day period described in subclause (I), but 
which was dismissed without prejudice or was 
not prosecuted to judgment in good faith. 

‘‘(B) In an action for infringement of a patent 
described in subparagraph (A), the sole and ex-
clusive remedy that may be granted by a court, 
upon a finding that the making, using, offering 
to sell, selling, or importation into the United 
States of the biological product that is the sub-
ject of the action infringed the patent, shall be 
a reasonable royalty. 

‘‘(C) The owner of a patent that should have 
been included in the list described in section 
351(l)(3)(A) of the Public Health Service Act, in-
cluding as provided under section 351(l)(7) of 
such Act for a biological product, but was not 
timely included in such list, may not bring an 
action under this section for infringement of the 
patent with respect to the biological product.’’. 

(2) CONFORMING AMENDMENT UNDER TITLE 
28.—Section 2201(b) of title 28, United States 
Code, is amended by inserting before the period 
the following: ‘‘, or section 351 of the Public 
Health Service Act’’. 

(d) CONFORMING AMENDMENTS UNDER THE 
FEDERAL FOOD, DRUG, AND COSMETIC ACT.— 

(1) CONTENT AND REVIEW OF APPLICATIONS.— 
Section 505(b)(5)(B) of the Federal Food, Drug, 
and Cosmetic Act (21 U.S.C. 355(b)(5)(B)) is 
amended by inserting before the period at the 
end of the first sentence the following: ‘‘or, with 
respect to an applicant for approval of a biologi-
cal product under section 351(k) of the Public 
Health Service Act, any necessary clinical study 
or studies’’. 

(2) NEW ACTIVE INGREDIENT.—Section 505B of 
the Federal Food, Drug, and Cosmetic Act (21 
U.S.C. 355c) is amended by adding at the end 
the following: 

‘‘(n) NEW ACTIVE INGREDIENT.— 
‘‘(1) NON-INTERCHANGEABLE BIOSIMILAR BIO-

LOGICAL PRODUCT.—A biological product that is 
biosimilar to a reference product under section 
351 of the Public Health Service Act, and that 
the Secretary has not determined to meet the 
standards described in subsection (k)(4) of such 
section for interchangeability with the reference 
product, shall be considered to have a new ac-
tive ingredient under this section. 

‘‘(2) INTERCHANGEABLE BIOSIMILAR BIOLOGI-
CAL PRODUCT.—A biological product that is 
interchangeable with a reference product under 
section 351 of the Public Health Service Act 
shall not be considered to have a new active in-
gredient under this section.’’. 

(e) PRODUCTS PREVIOUSLY APPROVED UNDER 
SECTION 505.— 

(1) REQUIREMENT TO FOLLOW SECTION 351.— 
Except as provided in paragraph (2), an appli-

cation for a biological product shall be sub-
mitted under section 351 of the Public Health 
Service Act (42 U.S.C. 262) (as amended by this 
Act). 

(2) EXCEPTION.—An application for a biologi-
cal product may be submitted under section 505 
of the Federal Food, Drug, and Cosmetic Act (21 
U.S.C. 355) if— 

(A) such biological product is in a product 
class for which a biological product in such 
product class is the subject of an application ap-
proved under such section 505 not later than the 
date of enactment of this Act; and 

(B) such application— 
(i) has been submitted to the Secretary of 

Health and Human Services (referred to in this 
subtitle as the ‘‘Secretary’’) before the date of 
enactment of this Act; or 

(ii) is submitted to the Secretary not later 
than the date that is 10 years after the date of 
enactment of this Act. 

(3) LIMITATION.—Notwithstanding paragraph 
(2), an application for a biological product may 
not be submitted under section 505 of the Fed-
eral Food, Drug, and Cosmetic Act (21 U.S.C. 
355) if there is another biological product ap-
proved under subsection (a) of section 351 of the 
Public Health Service Act that could be a ref-
erence product with respect to such application 
(within the meaning of such section 351) if such 
application were submitted under subsection (k) 
of such section 351. 

(4) DEEMED APPROVED UNDER SECTION 351.— 
An approved application for a biological prod-
uct under section 505 of the Federal Food, Drug, 
and Cosmetic Act (21 U.S.C. 355) shall be deemed 
to be a license for the biological product under 
such section 351 on the date that is 10 years 
after the date of enactment of this Act. 

(5) DEFINITIONS.—For purposes of this sub-
section, the term ‘‘biological product’’ has the 
meaning given such term under section 351 of 
the Public Health Service Act (42 U.S.C. 262) (as 
amended by this Act). 

(f) FOLLOW-ON BIOLOGICS USER FEES.— 
(1) DEVELOPMENT OF USER FEES FOR BIO-

SIMILAR BIOLOGICAL PRODUCTS.— 
(A) IN GENERAL.—Beginning not later than 

October 1, 2010, the Secretary shall develop rec-
ommendations to present to Congress with re-
spect to the goals, and plans for meeting the 
goals, for the process for the review of biosimilar 
biological product applications submitted under 
section 351(k) of the Public Health Service Act 
(as added by this Act) for the first 5 fiscal years 
after fiscal year 2012. In developing such rec-
ommendations, the Secretary shall consult 
with— 

(i) the Committee on Health, Education, 
Labor, and Pensions of the Senate; 

(ii) the Committee on Energy and Commerce of 
the House of Representatives; 

(iii) scientific and academic experts; 
(iv) health care professionals; 
(v) representatives of patient and consumer 

advocacy groups; and 
(vi) the regulated industry. 
(B) PUBLIC REVIEW OF RECOMMENDATIONS.— 

After negotiations with the regulated industry, 
the Secretary shall— 

(i) present the recommendations developed 
under subparagraph (A) to the Congressional 
committees specified in such subparagraph; 

(ii) publish such recommendations in the Fed-
eral Register; 

(iii) provide for a period of 30 days for the 
public to provide written comments on such rec-
ommendations; 

(iv) hold a meeting at which the public may 
present its views on such recommendations; and 

(v) after consideration of such public views 
and comments, revise such recommendations as 
necessary. 

(C) TRANSMITTAL OF RECOMMENDATIONS.—Not 
later than January 15, 2012, the Secretary shall 
transmit to Congress the revised recommenda-
tions under subparagraph (B), a summary of the 
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views and comments received under such sub-
paragraph, and any changes made to the rec-
ommendations in response to such views and 
comments. 

(2) ESTABLISHMENT OF USER FEE PROGRAM.—It 
is the sense of the Senate that, based on the rec-
ommendations transmitted to Congress by the 
Secretary pursuant to paragraph (1)(C), Con-
gress should authorize a program, effective on 
October 1, 2012, for the collection of user fees re-
lating to the submission of biosimilar biological 
product applications under section 351(k) of the 
Public Health Service Act (as added by this 
Act). 

(3) TRANSITIONAL PROVISIONS FOR USER FEES 
FOR BIOSIMILAR BIOLOGICAL PRODUCTS.— 

(A) APPLICATION OF THE PRESCRIPTION DRUG 
USER FEE PROVISIONS.—Section 735(1)(B) of the 
Federal Food, Drug, and Cosmetic Act (21 
U.S.C. 379g(1)(B)) is amended by striking ‘‘sec-
tion 351’’ and inserting ‘‘subsection (a) or (k) of 
section 351’’. 

(B) EVALUATION OF COSTS OF REVIEWING BIO-
SIMILAR BIOLOGICAL PRODUCT APPLICATIONS.— 
During the period beginning on the date of en-
actment of this Act and ending on October 1, 
2010, the Secretary shall collect and evaluate 
data regarding the costs of reviewing applica-
tions for biological products submitted under 
section 351(k) of the Public Health Service Act 
(as added by this Act) during such period. 

(C) AUDIT.— 
(i) IN GENERAL.—On the date that is 2 years 

after first receiving a user fee applicable to an 
application for a biological product under sec-
tion 351(k) of the Public Health Service Act (as 
added by this Act), and on a biennial basis 
thereafter until October 1, 2013, the Secretary 
shall perform an audit of the costs of reviewing 
such applications under such section 351(k). 
Such an audit shall compare— 

(I) the costs of reviewing such applications 
under such section 351(k) to the amount of the 
user fee applicable to such applications; and 

(II)(aa) such ratio determined under sub-
clause (I); to 

(bb) the ratio of the costs of reviewing appli-
cations for biological products under section 
351(a) of such Act (as amended by this Act) to 
the amount of the user fee applicable to such 
applications under such section 351(a). 

(ii) ALTERATION OF USER FEE.—If the audit 
performed under clause (i) indicates that the ra-
tios compared under subclause (II) of such 
clause differ by more than 5 percent, then the 
Secretary shall alter the user fee applicable to 
applications submitted under such section 351(k) 
to more appropriately account for the costs of 
reviewing such applications. 

(iii) ACCOUNTING STANDARDS.—The Secretary 
shall perform an audit under clause (i) in con-
formance with the accounting principles, stand-
ards, and requirements prescribed by the Comp-
troller General of the United States under sec-
tion 3511 of title 31, United State Code, to ensure 
the validity of any potential variability. 

(4) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated to carry 
out this subsection such sums as may be nec-
essary for each of fiscal years 2010 through 2012. 

(g) PEDIATRIC STUDIES OF BIOLOGICAL PROD-
UCTS.— 

(1) IN GENERAL.—Section 351 of the Public 
Health Service Act (42 U.S.C. 262) is amended by 
adding at the end the following: 

‘‘(m) PEDIATRIC STUDIES.— 
‘‘(1) APPLICATION OF CERTAIN PROVISIONS.— 

The provisions of subsections (a), (d), (e), (f), 
(i), (j), (k), (l), (p), and (q) of section 505A of the 
Federal Food, Drug, and Cosmetic Act shall 
apply with respect to the extension of a period 
under paragraphs (2) and (3) to the same extent 
and in the same manner as such provisions 
apply with respect to the extension of a period 
under subsection (b) or (c) of section 505A of the 
Federal Food, Drug, and Cosmetic Act. 

‘‘(2) MARKET EXCLUSIVITY FOR NEW BIOLOGI-
CAL PRODUCTS.—If, prior to approval of an ap-

plication that is submitted under subsection (a), 
the Secretary determines that information relat-
ing to the use of a new biological product in the 
pediatric population may produce health bene-
fits in that population, the Secretary makes a 
written request for pediatric studies (which 
shall include a timeframe for completing such 
studies), the applicant agrees to the request, 
such studies are completed using appropriate 
formulations for each age group for which the 
study is requested within any such timeframe, 
and the reports thereof are submitted and ac-
cepted in accordance with section 505A(d)(3) of 
the Federal Food, Drug, and Cosmetic Act— 

‘‘(A) the periods for such biological product 
referred to in subsection (k)(7) are deemed to be 
4 years and 6 months rather than 4 years and 12 
years and 6 months rather than 12 years; and 

‘‘(B) if the biological product is designated 
under section 526 for a rare disease or condition, 
the period for such biological product referred to 
in section 527(a) is deemed to be 7 years and 6 
months rather than 7 years. 

‘‘(3) MARKET EXCLUSIVITY FOR ALREADY-MAR-
KETED BIOLOGICAL PRODUCTS.—If the Secretary 
determines that information relating to the use 
of a licensed biological product in the pediatric 
population may produce health benefits in that 
population and makes a written request to the 
holder of an approved application under sub-
section (a) for pediatric studies (which shall in-
clude a timeframe for completing such studies), 
the holder agrees to the request, such studies 
are completed using appropriate formulations 
for each age group for which the study is re-
quested within any such timeframe, and the re-
ports thereof are submitted and accepted in ac-
cordance with section 505A(d)(3) of the Federal 
Food, Drug, and Cosmetic Act— 

‘‘(A) the periods for such biological product 
referred to in subsection (k)(7) are deemed to be 
4 years and 6 months rather than 4 years and 12 
years and 6 months rather than 12 years; and 

‘‘(B) if the biological product is designated 
under section 526 for a rare disease or condition, 
the period for such biological product referred to 
in section 527(a) is deemed to be 7 years and 6 
months rather than 7 years. 

‘‘(4) EXCEPTION.—The Secretary shall not ex-
tend a period referred to in paragraph (2)(A), 
(2)(B), (3)(A), or (3)(B) if the determination 
under section 505A(d)(3) is made later than 9 
months prior to the expiration of such period.’’. 

(2) STUDIES REGARDING PEDIATRIC RESEARCH.— 
(A) PROGRAM FOR PEDIATRIC STUDY OF 

DRUGS.—Subsection (a)(1) of section 409I of the 
Public Health Service Act (42 U.S.C. 284m) is 
amended by inserting ‘‘, biological products,’’ 
after ‘‘including drugs’’. 

(B) INSTITUTE OF MEDICINE STUDY.—Section 
505A(p) of the Federal Food, Drug, and Cos-
metic Act (21 U.S.C. 355b(p)) is amended by 
striking paragraphs (4) and (5) and inserting 
the following: 

‘‘(4) review and assess the number and impor-
tance of biological products for children that are 
being tested as a result of the amendments made 
by the Biologics Price Competition and Innova-
tion Act of 2009 and the importance for children, 
health care providers, parents, and others of la-
beling changes made as a result of such testing; 

‘‘(5) review and assess the number, impor-
tance, and prioritization of any biological prod-
ucts that are not being tested for pediatric use; 
and 

‘‘(6) offer recommendations for ensuring pedi-
atric testing of biological products, including 
consideration of any incentives, such as those 
provided under this section or section 351(m) of 
the Public Health Service Act.’’. 

(h) ORPHAN PRODUCTS.—If a reference prod-
uct, as defined in section 351 of the Public 
Health Service Act (42 U.S.C. 262) (as amended 
by this Act) has been designated under section 
526 of the Federal Food, Drug, and Cosmetic Act 
(21 U.S.C. 360bb) for a rare disease or condition, 
a biological product seeking approval for such 
disease or condition under subsection (k) of 

such section 351 as biosimilar to, or interchange-
able with, such reference product may be li-
censed by the Secretary only after the expira-
tion for such reference product of the later of— 

(1) the 7-year period described in section 
527(a) of the Federal Food, Drug, and Cosmetic 
Act (21 U.S.C. 360cc(a)); and 

(2) the 12-year period described in subsection 
(k)(7) of such section 351. 
SEC. 7003. SAVINGS. 

(a) DETERMINATION.—The Secretary of the 
Treasury, in consultation with the Secretary of 
Health and Human Services, shall for each fis-
cal year determine the amount of savings to the 
Federal Government as a result of the enact-
ment of this subtitle. 

(b) USE.—Notwithstanding any other provi-
sion of this subtitle (or an amendment made by 
this subtitle), the savings to the Federal Govern-
ment generated as a result of the enactment of 
this subtitle shall be used for deficit reduction. 

Subtitle B—More Affordable Medicines for 
Children and Underserved Communities 

SEC. 7101. EXPANDED PARTICIPATION IN 340B 
PROGRAM. 

(a) EXPANSION OF COVERED ENTITIES RECEIV-
ING DISCOUNTED PRICES.—Section 340B(a)(4) of 
the Public Health Service Act (42 U.S.C. 
256b(a)(4)) is amended by adding at the end the 
following: 

‘‘(M) A children’s hospital excluded from the 
Medicare prospective payment system pursuant 
to section 1886(d)(1)(B)(iii) of the Social Security 
Act, or a free-standing cancer hospital excluded 
from the Medicare prospective payment system 
pursuant to section 1886(d)(1)(B)(v) of the Social 
Security Act, that would meet the requirements 
of subparagraph (L), including the dispropor-
tionate share adjustment percentage require-
ment under clause (ii) of such subparagraph, if 
the hospital were a subsection (d) hospital as 
defined by section 1886(d)(1)(B) of the Social Se-
curity Act. 

‘‘(N) An entity that is a critical access hos-
pital (as determined under section 1820(c)(2) of 
the Social Security Act), and that meets the re-
quirements of subparagraph (L)(i). 

‘‘(O) An entity that is a rural referral center, 
as defined by section 1886(d)(5)(C)(i) of the So-
cial Security Act, or a sole community hospital, 
as defined by section 1886(d)(5)(C)(iii) of such 
Act, and that both meets the requirements of 
subparagraph (L)(i) and has a disproportionate 
share adjustment percentage equal to or greater 
than 8 percent.’’. 

(b) EXTENSION OF DISCOUNT TO INPATIENT 
DRUGS.—Section 340B of the Public Health Serv-
ice Act (42 U.S.C. 256b) is amended— 

(1) in paragraphs (2), (5), (7), and (9) of sub-
section (a), by striking ‘‘outpatient’’ each place 
it appears; and 

(2) in subsection (b)— 
(A) by striking ‘‘OTHER DEFINITION’’ and all 

that follows through ‘‘In this section’’ and in-
serting the following: ‘‘OTHER DEFINITIONS.— 

‘‘(1) IN GENERAL.—In this section’’; and 
(B) by adding at the end the following new 

paragraph: 
‘‘(2) COVERED DRUG.—In this section, the term 

‘covered drug’— 
‘‘(A) means a covered outpatient drug (as de-

fined in section 1927(k)(2) of the Social Security 
Act); and 

‘‘(B) includes, notwithstanding paragraph 
(3)(A) of section 1927(k) of such Act, a drug used 
in connection with an inpatient or outpatient 
service provided by a hospital described in sub-
paragraph (L), (M), (N), or (O) of subsection 
(a)(4) that is enrolled to participate in the drug 
discount program under this section.’’. 

(c) PROHIBITION ON GROUP PURCHASING AR-
RANGEMENTS.—Section 340B(a) of the Public 
Health Service Act (42 U.S.C. 256b(a)) is amend-
ed— 

(1) in paragraph (4)(L)— 
(A) in clause (i), by adding ‘‘and’’ at the end; 
(B) in clause (ii), by striking ‘‘; and’’ and in-

serting a period; and 
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(C) by striking clause (iii); and 
(2) in paragraph (5), as amended by sub-

section (b)— 
(A) by redesignating subparagraphs (C) and 

(D) as subparagraphs (D) and (E); respectively; 
and 

(B) by inserting after subparagraph (B), the 
following: 

‘‘(C) PROHIBITION ON GROUP PURCHASING AR-
RANGEMENTS.— 

‘‘(i) IN GENERAL.—A hospital described in sub-
paragraph (L), (M), (N), or (O) of paragraph (4) 
shall not obtain covered outpatient drugs 
through a group purchasing organization or 
other group purchasing arrangement, except as 
permitted or provided for pursuant to clauses 
(ii) or (iii). 

‘‘(ii) INPATIENT DRUGS.—Clause (i) shall not 
apply to drugs purchased for inpatient use. 

‘‘(iii) EXCEPTIONS.—The Secretary shall estab-
lish reasonable exceptions to clause (i)— 

‘‘(I) with respect to a covered outpatient drug 
that is unavailable to be purchased through the 
program under this section due to a drug short-
age problem, manufacturer noncompliance, or 
any other circumstance beyond the hospital’s 
control; 

‘‘(II) to facilitate generic substitution when a 
generic covered outpatient drug is available at a 
lower price; or 

‘‘(III) to reduce in other ways the administra-
tive burdens of managing both inventories of 
drugs subject to this section and inventories of 
drugs that are not subject to this section, so 
long as the exceptions do not create a duplicate 
discount problem in violation of subparagraph 
(A) or a diversion problem in violation of sub-
paragraph (B). 

‘‘(iv) PURCHASING ARRANGEMENTS FOR INPA-
TIENT DRUGS.—The Secretary shall ensure that a 
hospital described in subparagraph (L), (M), 
(N), or (O) of subsection (a)(4) that is enrolled 
to participate in the drug discount program 
under this section shall have multiple options 
for purchasing covered drugs for inpatients, in-
cluding by utilizing a group purchasing organi-
zation or other group purchasing arrangement, 
establishing and utilizing its own group pur-
chasing program, purchasing directly from a 
manufacturer, and any other purchasing ar-
rangements that the Secretary determines is ap-
propriate to ensure access to drug discount pric-
ing under this section for inpatient drugs taking 
into account the particular needs of small and 
rural hospitals.’’. 

(d) MEDICAID CREDITS ON INPATIENT DRUGS.— 
Section 340B of the Public Health Service Act (42 
U.S.C. 256b) is amended by striking subsection 
(c) and inserting the following: 

‘‘(c) MEDICAID CREDIT.—Not later than 90 
days after the date of filing of the hospital’s 
most recently filed Medicare cost report, the 
hospital shall issue a credit as determined by the 
Secretary to the State Medicaid program for in-
patient covered drugs provided to Medicaid re-
cipients.’’. 

(e) EFFECTIVE DATES.— 
(1) IN GENERAL.—The amendments made by 

this section and section 7102 shall take effect on 
January 1, 2010, and shall apply to drugs pur-
chased on or after January 1, 2010. 

(2) EFFECTIVENESS.—The amendments made 
by this section and section 7102 shall be effective 
and shall be taken into account in determining 
whether a manufacturer is deemed to meet the 
requirements of section 340B(a) of the Public 
Health Service Act (42 U.S.C. 256b(a)), notwith-
standing any other provision of law. 
SEC. 7102. IMPROVEMENTS TO 340B PROGRAM IN-

TEGRITY. 
(a) INTEGRITY IMPROVEMENTS.—Subsection (d) 

of section 340B of the Public Health Service Act 
(42 U.S.C. 256b) is amended to read as follows: 

‘‘(d) IMPROVEMENTS IN PROGRAM INTEGRITY.— 
‘‘(1) MANUFACTURER COMPLIANCE.— 
‘‘(A) IN GENERAL.—From amounts appro-

priated under paragraph (4), the Secretary shall 
provide for improvements in compliance by man-

ufacturers with the requirements of this section 
in order to prevent overcharges and other viola-
tions of the discounted pricing requirements 
specified in this section. 

‘‘(B) IMPROVEMENTS.—The improvements de-
scribed in subparagraph (A) shall include the 
following: 

‘‘(i) The development of a system to enable the 
Secretary to verify the accuracy of ceiling prices 
calculated by manufacturers under subsection 
(a)(1) and charged to covered entities, which 
shall include the following: 

‘‘(I) Developing and publishing through an 
appropriate policy or regulatory issuance, pre-
cisely defined standards and methodology for 
the calculation of ceiling prices under such sub-
section. 

‘‘(II) Comparing regularly the ceiling prices 
calculated by the Secretary with the quarterly 
pricing data that is reported by manufacturers 
to the Secretary. 

‘‘(III) Performing spot checks of sales trans-
actions by covered entities. 

‘‘(IV) Inquiring into the cause of any pricing 
discrepancies that may be identified and either 
taking, or requiring manufacturers to take, such 
corrective action as is appropriate in response to 
such price discrepancies. 

‘‘(ii) The establishment of procedures for man-
ufacturers to issue refunds to covered entities in 
the event that there is an overcharge by the 
manufacturers, including the following: 

‘‘(I) Providing the Secretary with an expla-
nation of why and how the overcharge oc-
curred, how the refunds will be calculated, and 
to whom the refunds will be issued. 

‘‘(II) Oversight by the Secretary to ensure 
that the refunds are issued accurately and with-
in a reasonable period of time, both in routine 
instances of retroactive adjustment to relevant 
pricing data and exceptional circumstances such 
as erroneous or intentional overcharging for 
covered drugs. 

‘‘(iii) The provision of access through the 
Internet website of the Department of Health 
and Human Services to the applicable ceiling 
prices for covered drugs as calculated and 
verified by the Secretary in accordance with this 
section, in a manner (such as through the use of 
password protection) that limits such access to 
covered entities and adequately assures security 
and protection of privileged pricing data from 
unauthorized re-disclosure. 

‘‘(iv) The development of a mechanism by 
which— 

‘‘(I) rebates and other discounts provided by 
manufacturers to other purchasers subsequent 
to the sale of covered drugs to covered entities 
are reported to the Secretary; and 

‘‘(II) appropriate credits and refunds are 
issued to covered entities if such discounts or re-
bates have the effect of lowering the applicable 
ceiling price for the relevant quarter for the 
drugs involved. 

‘‘(v) Selective auditing of manufacturers and 
wholesalers to ensure the integrity of the drug 
discount program under this section. 

‘‘(vi) The imposition of sanctions in the form 
of civil monetary penalties, which— 

‘‘(I) shall be assessed according to standards 
established in regulations to be promulgated by 
the Secretary not later than 180 days after the 
date of enactment of the Patient Protection and 
Affordable Care Act; 

‘‘(II) shall not exceed $5,000 for each instance 
of overcharging a covered entity that may have 
occurred; and 

‘‘(III) shall apply to any manufacturer with 
an agreement under this section that knowingly 
and intentionally charges a covered entity a 
price for purchase of a drug that exceeds the 
maximum applicable price under subsection 
(a)(1). 

‘‘(2) COVERED ENTITY COMPLIANCE.— 
‘‘(A) IN GENERAL.—From amounts appro-

priated under paragraph (4), the Secretary shall 
provide for improvements in compliance by cov-
ered entities with the requirements of this sec-

tion in order to prevent diversion and violations 
of the duplicate discount provision and other re-
quirements specified under subsection (a)(5). 

‘‘(B) IMPROVEMENTS.—The improvements de-
scribed in subparagraph (A) shall include the 
following: 

‘‘(i) The development of procedures to enable 
and require covered entities to regularly update 
(at least annually) the information on the Inter-
net website of the Department of Health and 
Human Services relating to this section. 

‘‘(ii) The development of a system for the Sec-
retary to verify the accuracy of information re-
garding covered entities that is listed on the 
website described in clause (i). 

‘‘(iii) The development of more detailed guid-
ance describing methodologies and options 
available to covered entities for billing covered 
drugs to State Medicaid agencies in a manner 
that avoids duplicate discounts pursuant to sub-
section (a)(5)(A). 

‘‘(iv) The establishment of a single, universal, 
and standardized identification system by which 
each covered entity site can be identified by 
manufacturers, distributors, covered entities, 
and the Secretary for purposes of facilitating 
the ordering, purchasing, and delivery of cov-
ered drugs under this section, including the 
processing of chargebacks for such drugs. 

‘‘(v) The imposition of sanctions, in appro-
priate cases as determined by the Secretary, ad-
ditional to those to which covered entities are 
subject under subsection (a)(5)(E), through one 
or more of the following actions: 

‘‘(I) Where a covered entity knowingly and 
intentionally violates subsection (a)(5)(B), the 
covered entity shall be required to pay a mone-
tary penalty to a manufacturer or manufactur-
ers in the form of interest on sums for which the 
covered entity is found liable under subsection 
(a)(5)(E), such interest to be compounded 
monthly and equal to the current short term in-
terest rate as determined by the Federal Reserve 
for the time period for which the covered entity 
is liable. 

‘‘(II) Where the Secretary determines a viola-
tion of subsection (a)(5)(B) was systematic and 
egregious as well as knowing and intentional, 
removing the covered entity from the drug dis-
count program under this section and disquali-
fying the entity from re-entry into such program 
for a reasonable period of time to be determined 
by the Secretary. 

‘‘(III) Referring matters to appropriate Fed-
eral authorities within the Food and Drug Ad-
ministration, the Office of Inspector General of 
Department of Health and Human Services, or 
other Federal agencies for consideration of ap-
propriate action under other Federal statutes, 
such as the Prescription Drug Marketing Act (21 
U.S.C. 353). 

‘‘(3) ADMINISTRATIVE DISPUTE RESOLUTION 
PROCESS.— 

‘‘(A) IN GENERAL.—Not later than 180 days 
after the date of enactment of the Patient Pro-
tection and Affordable Care Act, the Secretary 
shall promulgate regulations to establish and 
implement an administrative process for the res-
olution of claims by covered entities that they 
have been overcharged for drugs purchased 
under this section, and claims by manufactur-
ers, after the conduct of audits as authorized by 
subsection (a)(5)(D), of violations of subsections 
(a)(5)(A) or (a)(5)(B), including appropriate pro-
cedures for the provision of remedies and en-
forcement of determinations made pursuant to 
such process through mechanisms and sanctions 
described in paragraphs (1)(B) and (2)(B). 

‘‘(B) DEADLINES AND PROCEDURES.—Regula-
tions promulgated by the Secretary under sub-
paragraph (A) shall— 

‘‘(i) designate or establish a decision-making 
official or decision-making body within the De-
partment of Health and Human Services to be 
responsible for reviewing and finally resolving 
claims by covered entities that they have been 
charged prices for covered drugs in excess of the 
ceiling price described in subsection (a)(1), and 
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claims by manufacturers that violations of sub-
section (a)(5)(A) or (a)(5)(B) have occurred; 

‘‘(ii) establish such deadlines and procedures 
as may be necessary to ensure that claims shall 
be resolved fairly, efficiently, and expeditiously; 

‘‘(iii) establish procedures by which a covered 
entity may discover and obtain such informa-
tion and documents from manufacturers and 
third parties as may be relevant to demonstrate 
the merits of a claim that charges for a manu-
facturer’s product have exceeded the applicable 
ceiling price under this section, and may submit 
such documents and information to the adminis-
trative official or body responsible for adjudi-
cating such claim; 

‘‘(iv) require that a manufacturer conduct an 
audit of a covered entity pursuant to subsection 
(a)(5)(D) as a prerequisite to initiating adminis-
trative dispute resolution proceedings against a 
covered entity; 

‘‘(v) permit the official or body designated 
under clause (i), at the request of a manufac-
turer or manufacturers, to consolidate claims 
brought by more than one manufacturer against 
the same covered entity where, in the judgment 
of such official or body, consolidation is appro-
priate and consistent with the goals of fairness 
and economy of resources; and 

‘‘(vi) include provisions and procedures to 
permit multiple covered entities to jointly assert 
claims of overcharges by the same manufacturer 
for the same drug or drugs in one administrative 
proceeding, and permit such claims to be as-
serted on behalf of covered entities by associa-
tions or organizations representing the interests 
of such covered entities and of which the cov-
ered entities are members. 

‘‘(C) FINALITY OF ADMINISTRATIVE RESOLU-
TION.—The administrative resolution of a claim 
or claims under the regulations promulgated 
under subparagraph (A) shall be a final agency 
decision and shall be binding upon the parties 
involved, unless invalidated by an order of a 
court of competent jurisdiction. 

‘‘(4) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this subsection, such sums as may be nec-
essary for fiscal year 2010 and each succeeding 
fiscal year.’’. 

(b) CONFORMING AMENDMENTS.—Section 
340B(a) of the Public Health Service Act (42 
U.S.C. 256b(a)) is amended— 

(1) in subsection (a)(1), by adding at the end 
the following: ‘‘Each such agreement shall re-
quire that the manufacturer furnish the Sec-
retary with reports, on a quarterly basis, of the 
price for each covered drug subject to the agree-
ment that, according to the manufacturer, rep-
resents the maximum price that covered entities 
may permissibly be required to pay for the drug 
(referred to in this section as the ‘ceiling price’), 
and shall require that the manufacturer offer 
each covered entity covered drugs for purchase 
at or below the applicable ceiling price if such 
drug is made available to any other purchaser 
at any price.’’; and 

(2) in the first sentence of subsection (a)(5)(E), 
as redesignated by section 7101(c), by inserting 
‘‘after audit as described in subparagraph (D) 
and’’ after ‘‘finds,’’. 
SEC. 7103. GAO STUDY TO MAKE RECOMMENDA-

TIONS ON IMPROVING THE 340B PRO-
GRAM. 

(a) REPORT.—Not later than 18 months after 
the date of enactment of this Act, the Comp-
troller General of the United States shall submit 
to Congress a report that examines whether 
those individuals served by the covered entities 
under the program under section 340B of the 
Public Health Service Act (42 U.S.C. 256b) (re-
ferred to in this section as the ‘‘340B program’’) 
are receiving optimal health care services. 

(b) RECOMMENDATIONS.—The report under 
subsection (a) shall include recommendations on 
the following: 

(1) Whether the 340B program should be ex-
panded since it is anticipated that the 47,000,000 
individuals who are uninsured as of the date of 

enactment of this Act will have health care cov-
erage once this Act is implemented. 

(2) Whether mandatory sales of certain prod-
ucts by the 340B program could hinder patients 
access to those therapies through any provider. 

(3) Whether income from the 340B program is 
being used by the covered entities under the pro-
gram to further the program objectives. 

TITLE VIII—CLASS ACT 
SEC. 8001. SHORT TITLE OF TITLE. 

This title may be cited as the ‘‘Community 
Living Assistance Services and Supports Act’’ or 
the ‘‘CLASS Act’’. 
SEC. 8002. ESTABLISHMENT OF NATIONAL VOL-

UNTARY INSURANCE PROGRAM FOR 
PURCHASING COMMUNITY LIVING 
ASSISTANCE SERVICES AND SUP-
PORT. 

(a) ESTABLISHMENT OF CLASS PROGRAM.— 
(1) IN GENERAL.—The Public Health Service 

Act (42 U.S.C. 201 et seq.), as amended by sec-
tion 4302(a), is amended by adding at the end 
the following: 

‘‘TITLE XXXII—COMMUNITY LIVING 
ASSISTANCE SERVICES AND SUPPORTS 

‘‘SEC. 3201. PURPOSE. 
‘‘The purpose of this title is to establish a na-

tional voluntary insurance program for pur-
chasing community living assistance services 
and supports in order to— 

‘‘(1) provide individuals with functional limi-
tations with tools that will allow them to main-
tain their personal and financial independence 
and live in the community through a new fi-
nancing strategy for community living assist-
ance services and supports; 

‘‘(2) establish an infrastructure that will help 
address the Nation’s community living assist-
ance services and supports needs; 

‘‘(3) alleviate burdens on family caregivers; 
and 

‘‘(4) address institutional bias by providing a 
financing mechanism that supports personal 
choice and independence to live in the commu-
nity. 
‘‘SEC. 3202. DEFINITIONS. 

‘‘In this title: 
‘‘(1) ACTIVE ENROLLEE.—The term ‘active en-

rollee’ means an individual who is enrolled in 
the CLASS program in accordance with section 
3204 and who has paid any premiums due to 
maintain such enrollment. 

‘‘(2) ACTIVELY EMPLOYED.—The term ‘actively 
employed’ means an individual who— 

‘‘(A) is reporting for work at the individual’s 
usual place of employment or at another loca-
tion to which the individual is required to travel 
because of the individual’s employment (or in 
the case of an individual who is a member of the 
uniformed services, is on active duty and is 
physically able to perform the duties of the indi-
vidual’s position); and 

‘‘(B) is able to perform all the usual and cus-
tomary duties of the individual’s employment on 
the individual’s regular work schedule. 

‘‘(3) ACTIVITIES OF DAILY LIVING.—The term 
‘activities of daily living’ means each of the fol-
lowing activities specified in section 
7702B(c)(2)(B) of the Internal Revenue Code of 
1986: 

‘‘(A) Eating. 
‘‘(B) Toileting. 
‘‘(C) Transferring. 
‘‘(D) Bathing. 
‘‘(E) Dressing. 
‘‘(F) Continence. 
‘‘(4) CLASS PROGRAM.—The term ‘CLASS pro-

gram’ means the program established under this 
title. 

‘‘(5) ELIGIBILITY ASSESSMENT SYSTEM.—The 
term ‘Eligibility Assessment System’ means the 
entity established by the Secretary under section 
3205(a)(2) to make functional eligibility deter-
minations for the CLASS program. 

‘‘(6) ELIGIBLE BENEFICIARY.— 
‘‘(A) IN GENERAL.—The term ‘eligible bene-

ficiary’ means any individual who is an active 

enrollee in the CLASS program and, as of the 
date described in subparagraph (B)— 

‘‘(i) has paid premiums for enrollment in such 
program for at least 60 months; 

‘‘(ii) has earned, with respect to at least 3 cal-
endar years that occur during the first 60 
months for which the individual has paid pre-
miums for enrollment in the program, at least an 
amount equal to the amount of wages and self- 
employment income which an individual must 
have in order to be credited with a quarter of 
coverage under section 213(d) of the Social Secu-
rity Act for the year; and 

‘‘(iii) has paid premiums for enrollment in 
such program for at least 24 consecutive months, 
if a lapse in premium payments of more than 3 
months has occurred during the period that be-
gins on the date of the individual’s enrollment 
and ends on the date of such determination. 

‘‘(B) DATE DESCRIBED.—For purposes of sub-
paragraph (A), the date described in this sub-
paragraph is the date on which the individual is 
determined to have a functional limitation de-
scribed in section 3203(a)(1)(C) that is expected 
to last for a continuous period of more than 90 
days. 

‘‘(C) REGULATIONS.—The Secretary shall pro-
mulgate regulations specifying exceptions to the 
minimum earnings requirements under subpara-
graph (A)(ii) for purposes of being considered an 
eligible beneficiary for certain populations. 

‘‘(7) HOSPITAL; NURSING FACILITY; INTER-
MEDIATE CARE FACILITY FOR THE MENTALLY RE-
TARDED; INSTITUTION FOR MENTAL DISEASES.— 
The terms ‘hospital’, ‘nursing facility’, ‘inter-
mediate care facility for the mentally retarded’, 
and ‘institution for mental diseases’ have the 
meanings given such terms for purposes of Med-
icaid. 

‘‘(8) CLASS INDEPENDENCE ADVISORY COUN-
CIL.—The term ‘CLASS Independence Advisory 
Council’ or ‘Council’ means the Advisory Coun-
cil established under section 3207 to advise the 
Secretary. 

‘‘(9) CLASS INDEPENDENCE BENEFIT PLAN.— 
The term ‘CLASS Independence Benefit Plan’ 
means the benefit plan developed and des-
ignated by the Secretary in accordance with sec-
tion 3203. 

‘‘(10) CLASS INDEPENDENCE FUND.—The term 
‘CLASS Independence Fund’ or ‘Fund’ means 
the fund established under section 3206. 

‘‘(11) MEDICAID.—The term ‘Medicaid’ means 
the program established under title XIX of the 
Social Security Act (42 U.S.C. 1396 et seq.). 

‘‘(12) POVERTY LINE.—The term ‘poverty line’ 
has the meaning given that term in section 
2110(c)(5) of the Social Security Act (42 U.S.C. 
1397jj(c)(5)). 

‘‘(13) PROTECTION AND ADVOCACY SYSTEM.— 
The term ‘Protection and Advocacy System’ 
means the system for each State established 
under section 143 of the Developmental Disabil-
ities Assistance and Bill of Rights Act of 2000 (42 
U.S.C. 15043). 
‘‘SEC. 3203. CLASS INDEPENDENCE BENEFIT 

PLAN. 
‘‘(a) PROCESS FOR DEVELOPMENT.— 
‘‘(1) IN GENERAL.—The Secretary, in consulta-

tion with appropriate actuaries and other ex-
perts, shall develop at least 3 actuarially sound 
benefit plans as alternatives for consideration 
for designation by the Secretary as the CLASS 
Independence Benefit Plan under which eligible 
beneficiaries shall receive benefits under this 
title. Each of the plan alternatives developed 
shall be designed to provide eligible beneficiaries 
with the benefits described in section 3205 con-
sistent with the following requirements: 

‘‘(A) PREMIUMS.— 
‘‘(i) IN GENERAL.—Beginning with the first 

year of the CLASS program, and for each year 
thereafter, subject to clauses (ii) and (iii), the 
Secretary shall establish all premiums to be paid 
by enrollees for the year based on an actuarial 
analysis of the 75-year costs of the program that 
ensures solvency throughout such 75-year pe-
riod. 
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‘‘(ii) NOMINAL PREMIUM FOR POOREST INDIVID-

UALS AND FULL-TIME STUDENTS.— 
‘‘(I) IN GENERAL.—The monthly premium for 

enrollment in the CLASS program shall not ex-
ceed the applicable dollar amount per month de-
termined under subclause (II) for— 

‘‘(aa) any individual whose income does not 
exceed the poverty line; and 

‘‘(bb) any individual who has not attained 
age 22, and is actively employed during any pe-
riod in which the individual is a full-time stu-
dent (as determined by the Secretary). 

‘‘(II) APPLICABLE DOLLAR AMOUNT.—The ap-
plicable dollar amount described in this sub-
clause is the amount equal to $5, increased by 
the percentage increase in the consumer price 
index for all urban consumers (U.S. city aver-
age) for each year occurring after 2009 and be-
fore such year. 

‘‘(iii) CLASS INDEPENDENCE FUND RESERVES.— 
At such time as the CLASS program has been in 
operation for 10 years, the Secretary shall estab-
lish all premiums to be paid by enrollees for the 
year based on an actuarial analysis that accu-
mulated reserves in the CLASS Independence 
Fund would not decrease in that year. At such 
time as the Secretary determines the CLASS pro-
gram demonstrates a sustained ability to finance 
expected yearly expenses with expected yearly 
premiums and interest credited to the CLASS 
Independence Fund, the Secretary may decrease 
the required amount of CLASS Independence 
Fund reserves. 

‘‘(B) VESTING PERIOD.—A 5-year vesting pe-
riod for eligibility for benefits. 

‘‘(C) BENEFIT TRIGGERS.—A benefit trigger for 
provision of benefits that requires a determina-
tion that an individual has a functional limita-
tion, as certified by a licensed health care prac-
titioner, described in any of the following 
clauses that is expected to last for a continuous 
period of more than 90 days: 

‘‘(i) The individual is determined to be unable 
to perform at least the minimum number (which 
may be 2 or 3) of activities of daily living as are 
required under the plan for the provision of ben-
efits without substantial assistance (as defined 
by the Secretary) from another individual. 

‘‘(ii) The individual requires substantial su-
pervision to protect the individual from threats 
to health and safety due to substantial cognitive 
impairment. 

‘‘(iii) The individual has a level of functional 
limitation similar (as determined under regula-
tions prescribed by the Secretary) to the level of 
functional limitation described in clause (i) or 
(ii). 

‘‘(D) CASH BENEFIT.—Payment of a cash ben-
efit that satisfies the following requirements: 

‘‘(i) MINIMUM REQUIRED AMOUNT.—The ben-
efit amount provides an eligible beneficiary with 
not less than an average of $50 per day (as de-
termined based on the reasonably expected dis-
tribution of beneficiaries receiving benefits at 
various benefit levels). 

‘‘(ii) AMOUNT SCALED TO FUNCTIONAL ABIL-
ITY.—The benefit amount is varied based on a 
scale of functional ability, with not less than 2, 
and not more than 6, benefit level amounts. 

‘‘(iii) DAILY OR WEEKLY.—The benefit is paid 
on a daily or weekly basis. 

‘‘(iv) NO LIFETIME OR AGGREGATE LIMIT.—The 
benefit is not subject to any lifetime or aggre-
gate limit. 

‘‘(E) COORDINATION WITH SUPPLEMENTAL COV-
ERAGE OBTAINED THROUGH THE EXCHANGE.—The 
benefits allow for coordination with any supple-
mental coverage purchased through an Ex-
change established under section 1311 of the Pa-
tient Protection and Affordable Care Act. 

‘‘(2) REVIEW AND RECOMMENDATION BY THE 
CLASS INDEPENDENCE ADVISORY COUNCIL.—The 
CLASS Independence Advisory Council shall— 

‘‘(A) evaluate the alternative benefit plans de-
veloped under paragraph (1); and 

‘‘(B) recommend for designation as the CLASS 
Independence Benefit Plan for offering to the 
public the plan that the Council determines best 

balances price and benefits to meet enrollees’ 
needs in an actuarially sound manner, while 
optimizing the probability of the long-term sus-
tainability of the CLASS program. 

‘‘(3) DESIGNATION BY THE SECRETARY.—Not 
later than October 1, 2012, the Secretary, taking 
into consideration the recommendation of the 
CLASS Independence Advisory Council under 
paragraph (2)(B), shall designate a benefit plan 
as the CLASS Independence Benefit Plan. The 
Secretary shall publish such designation, along 
with details of the plan and the reasons for the 
selection by the Secretary, in a final rule that 
allows for a period of public comment. 

‘‘(b) ADDITIONAL PREMIUM REQUIREMENTS.— 
‘‘(1) ADJUSTMENT OF PREMIUMS.— 
‘‘(A) IN GENERAL.—Except as provided in sub-

paragraphs (B), (C), (D), and (E), the amount of 
the monthly premium determined for an indi-
vidual upon such individual’s enrollment in the 
CLASS program shall remain the same for as 
long as the individual is an active enrollee in 
the program. 

‘‘(B) RECALCULATED PREMIUM IF REQUIRED 
FOR PROGRAM SOLVENCY.— 

‘‘(i) IN GENERAL.—Subject to clause (ii), if the 
Secretary determines, based on the most recent 
report of the Board of Trustees of the CLASS 
Independence Fund, the advice of the CLASS 
Independence Advisory Council, and the annual 
report of the Inspector General of the Depart-
ment of Health and Human Services, and waste, 
fraud, and abuse, or such other information as 
the Secretary determines appropriate, that the 
monthly premiums and income to the CLASS 
Independence Fund for a year are projected to 
be insufficient with respect to the 20-year period 
that begins with that year, the Secretary shall 
adjust the monthly premiums for individuals en-
rolled in the CLASS program as necessary (but 
maintaining a nominal premium for enrollees 
whose income is below the poverty line or who 
are full-time students actively employed). 

‘‘(ii) EXEMPTION FROM INCREASE.—Any in-
crease in a monthly premium imposed as result 
of a determination described in clause (i) shall 
not apply with respect to the monthly premium 
of any active enrollee who— 

‘‘(I) has attained age 65; 
‘‘(II) has paid premiums for enrollment in the 

program for at least 20 years; and 
‘‘(III) is not actively employed. 
‘‘(C) RECALCULATED PREMIUM IF REENROLL-

MENT AFTER MORE THAN A 3-MONTH LAPSE.— 
‘‘(i) IN GENERAL.—The reenrollment of an in-

dividual after a 90-day period during which the 
individual failed to pay the monthly premium 
required to maintain the individual’s enrollment 
in the CLASS program shall be treated as an 
initial enrollment for purposes of age-adjusting 
the premium for enrollment in the program. 

‘‘(ii) CREDIT FOR PRIOR MONTHS IF RE-
ENROLLED WITHIN 5 YEARS.—An individual who 
reenrolls in the CLASS program after such a 90- 
day period and before the end of the 5-year pe-
riod that begins with the first month for which 
the individual failed to pay the monthly pre-
mium required to maintain the individual’s en-
rollment in the program shall be— 

‘‘(I) credited with any months of paid pre-
miums that accrued prior to the individual’s 
lapse in enrollment; and 

‘‘(II) notwithstanding the total amount of any 
such credited months, required to satisfy section 
3202(6)(A)(ii) before being eligible to receive ben-
efits. 

‘‘(D) NO LONGER STATUS AS A FULL-TIME STU-
DENT.—An individual subject to a nominal pre-
mium on the basis of being described in sub-
section (a)(1)(A)(ii)(I)(bb) who ceases to be de-
scribed in that subsection, beginning with the 
first month following the month in which the 
individual ceases to be so described, shall be 
subject to the same monthly premium as the 
monthly premium that applies to an individual 
of the same age who first enrolls in the program 
under the most similar circumstances as the in-
dividual (such as the first year of eligibility for 

enrollment in the program or in a subsequent 
year). 

‘‘(E) PENALTY FOR REENOLLMENT AFTER 5- 
YEAR LAPSE.—In the case of an individual who 
reenrolls in the CLASS program after the end of 
the 5-year period described in subparagraph 
(C)(ii), the monthly premium required for the in-
dividual shall be the age-adjusted premium that 
would be applicable to an initially enrolling in-
dividual who is the same age as the reenrolling 
individual, increased by the greater of— 

‘‘(i) an amount that the Secretary determines 
is actuarially sound for each month that occurs 
during the period that begins with the first 
month for which the individual failed to pay the 
monthly premium required to maintain the indi-
vidual’s enrollment in the CLASS program and 
ends with the month preceding the month in 
which the reenollment is effective; or 

‘‘(ii) 1 percent of the applicable age-adjusted 
premium for each such month occurring in such 
period. 

‘‘(2) ADMINISTRATIVE EXPENSES.—In deter-
mining the monthly premiums for the CLASS 
program the Secretary may factor in costs for 
administering the program, not to exceed for 
any year in which the program is in effect 
under this title, an amount equal to 3 percent of 
all premiums paid during the year. 

‘‘(3) NO UNDERWRITING REQUIREMENTS.—No 
underwriting (other than on the basis of age in 
accordance with subparagraphs (D) and (E) of 
paragraph (1)) shall be used to— 

‘‘(A) determine the monthly premium for en-
rollment in the CLASS program; or 

‘‘(B) prevent an individual from enrolling in 
the program. 

‘‘(c) SELF-ATTESTATION AND VERIFICATION OF 
INCOME.—The Secretary shall establish proce-
dures to— 

‘‘(1) permit an individual who is eligible for 
the nominal premium required under subsection 
(a)(1)(A)(ii), as part of their automatic enroll-
ment in the CLASS program, to self-attest that 
their income does not exceed the poverty line or 
that their status as a full-time student who is 
actively employed; 

‘‘(2) verify, using procedures similar to the 
procedures used by the Commissioner of Social 
Security under section 1631(e)(1)(B)(ii) of the 
Social Security Act and consistent with the re-
quirements applicable to the conveyance of data 
and information under section 1942 of such Act, 
the validity of such self-attestation; and 

‘‘(3) require an individual to confirm, on at 
least an annual basis, that their income does 
not exceed the poverty line or that they con-
tinue to maintain such status. 
‘‘SEC. 3204. ENROLLMENT AND DISENROLLMENT 

REQUIREMENTS. 
‘‘(a) AUTOMATIC ENROLLMENT.— 
‘‘(1) IN GENERAL.—Subject to paragraph (2), 

the Secretary, in coordination with the Sec-
retary of the Treasury, shall establish proce-
dures under which each individual described in 
subsection (c) may be automatically enrolled in 
the CLASS program by an employer of such in-
dividual in the same manner as an employer 
may elect to automatically enroll employees in a 
plan under section 401(k), 403(b), or 457 of the 
Internal Revenue Code of 1986. 

‘‘(2) ALTERNATIVE ENROLLMENT PROCE-
DURES.—The procedures established under para-
graph (1) shall provide for an alternative enroll-
ment process for an individual described in sub-
section (c) in the case of such an individual— 

‘‘(A) who is self-employed; 
‘‘(B) who has more than 1 employer; or 
‘‘(C) whose employer does not elect to partici-

pate in the automatic enrollment process estab-
lished by the Secretary. 

‘‘(3) ADMINISTRATION.— 
‘‘(A) IN GENERAL.—The Secretary and the Sec-

retary of the Treasury shall, by regulation, es-
tablish procedures to ensure that an individual 
is not automatically enrolled in the CLASS pro-
gram by more than 1 employer. 
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‘‘(B) FORM.—Enrollment in the CLASS pro-

gram shall be made in such manner as the Sec-
retary may prescribe in order to ensure ease of 
administration. 

‘‘(b) ELECTION TO OPT-OUT.—An individual 
described in subsection (c) may elect to waive 
enrollment in the CLASS program at any time in 
such form and manner as the Secretary and the 
Secretary of the Treasury shall prescribe. 

‘‘(c) INDIVIDUAL DESCRIBED.—For purposes of 
enrolling in the CLASS program, an individual 
described in this paragraph is an individual— 

‘‘(1) who has attained age 18; 
‘‘(2) who— 
‘‘(A) receives wages on which there is imposed 

a tax under section 3201(a) of the Internal Rev-
enue Code of 1986; or 

‘‘(B) derives self-employment income on which 
there is imposed a tax under section 1401(a) of 
the Internal Revenue Code of 1986; 

‘‘(3) who is actively employed; and 
‘‘(4) who is not— 
‘‘(A) a patient in a hospital or nursing facil-

ity, an intermediate care facility for the men-
tally retarded, or an institution for mental dis-
eases and receiving medical assistance under 
Medicaid; or 

‘‘(B) confined in a jail, prison, other penal in-
stitution or correctional facility, or by court 
order pursuant to conviction of a criminal of-
fense or in connection with a verdict or finding 
described in section 202(x)(1)(A)(ii) of the Social 
Security Act (42 U.S.C. 402(x)(1)(A)(ii)). 

‘‘(d) RULE OF CONSTRUCTION.—Nothing in this 
title shall be construed as requiring an active 
enrollee to continue to satisfy subparagraph (B) 
or (C) of subsection (c)(1) in order to maintain 
enrollment in the CLASS program. 

‘‘(e) PAYMENT.— 
‘‘(1) PAYROLL DEDUCTION.—An amount equal 

to the monthly premium for the enrollment in 
the CLASS program of an individual shall be 
deducted from the wages or self-employment in-
come of such individual in accordance with 
such procedures as the Secretary, in coordina-
tion with the Secretary of the Treasury, shall 
establish for employers who elect to deduct and 
withhold such premiums on behalf of enrolled 
employees. 

‘‘(2) ALTERNATIVE PAYMENT MECHANISM.—The 
Secretary, in coordination with the Secretary of 
the Treasury, shall establish alternative proce-
dures for the payment of monthly premiums by 
an individual enrolled in the CLASS program— 

‘‘(A) who does not have an employer who 
elects to deduct and withhold premiums in ac-
cordance with subparagraph (A); or 

‘‘(B) who does not earn wages or derive self- 
employment income. 

‘‘(f) TRANSFER OF PREMIUMS COLLECTED.— 
‘‘(1) IN GENERAL.—During each calendar year 

the Secretary of the Treasury shall deposit into 
the CLASS Independence Fund a total amount 
equal, in the aggregate, to 100 percent of the 
premiums collected during that year. 

‘‘(2) TRANSFERS BASED ON ESTIMATES.—The 
amount deposited pursuant to paragraph (1) 
shall be transferred in at least monthly pay-
ments to the CLASS Independence Fund on the 
basis of estimates by the Secretary and certified 
to the Secretary of the Treasury of the amounts 
collected in accordance with subparagraphs (A) 
and (B) of paragraph (5). Proper adjustments 
shall be made in amounts subsequently trans-
ferred to the Fund to the extent prior estimates 
were in excess of, or were less than, actual 
amounts collected. 

‘‘(g) OTHER ENROLLMENT AND DISENROLLMENT 
OPPORTUNITIES.—The Secretary, in coordination 
with the Secretary of the Treasury, shall estab-
lish procedures under which— 

‘‘(1) an individual who, in the year of the in-
dividual’s initial eligibility to enroll in the 
CLASS program, has elected to waive enrollment 
in the program, is eligible to elect to enroll in 
the program, in such form and manner as the 
Secretaries shall establish, only during an open 
enrollment period established by the Secretaries 

that is specific to the individual and that may 
not occur more frequently than biennially after 
the date on which the individual first elected to 
waive enrollment in the program; and 

‘‘(2) an individual shall only be permitted to 
disenroll from the program (other than for non-
payment of premiums) during an annual 
disenrollment period established by the Secre-
taries and in such form and manner as the Sec-
retaries shall establish. 
‘‘SEC. 3205. BENEFITS. 

‘‘(a) DETERMINATION OF ELIGIBILITY.— 
‘‘(1) APPLICATION FOR RECEIPT OF BENEFITS.— 

The Secretary shall establish procedures under 
which an active enrollee shall apply for receipt 
of benefits under the CLASS Independence Ben-
efit Plan. 

‘‘(2) ELIGIBILITY ASSESSMENTS.— 
‘‘(A) IN GENERAL.—Not later than January 1, 

2012, the Secretary shall— 
‘‘(i) establish an Eligibility Assessment System 

(other than a service with which the Commis-
sioner of Social Security has entered into an 
agreement, with respect to any State, to make 
disability determinations for purposes of title II 
or XVI of the Social Security Act) to provide for 
eligibility assessments of active enrollees who 
apply for receipt of benefits; 

‘‘(ii) enter into an agreement with the Protec-
tion and Advocacy System for each State to pro-
vide advocacy services in accordance with sub-
section (d); and 

‘‘(iii) enter into an agreement with public and 
private entities to provide advice and assistance 
counseling in accordance with subsection (e). 

‘‘(B) REGULATIONS.—The Secretary shall pro-
mulgate regulations to develop an expedited na-
tionally equitable eligibility determination proc-
ess, as certified by a licensed health care practi-
tioner, an appeals process, and a redetermina-
tion process, as certified by a licensed health 
care practitioner, including whether an active 
enrollee is eligible for a cash benefit under the 
program and if so, the amount of the cash ben-
efit (in accordance the sliding scale established 
under the plan). 

‘‘(C) PRESUMPTIVE ELIGIBILITY FOR CERTAIN 
INSTITUTIONALIZED ENROLLEES PLANNING TO DIS-
CHARGE.—An active enrollee shall be deemed 
presumptively eligible if the enrollee— 

‘‘(i) has applied for, and attests is eligible for, 
the maximum cash benefit available under the 
sliding scale established under the CLASS Inde-
pendence Benefit Plan; 

‘‘(ii) is a patient in a hospital (but only if the 
hospitalization is for long-term care), nursing 
facility, intermediate care facility for the men-
tally retarded, or an institution for mental dis-
eases; and 

‘‘(iii) is in the process of, or about to begin the 
process of, planning to discharge from the hos-
pital, facility, or institution, or within 60 days 
from the date of discharge from the hospital, fa-
cility, or institution. 

‘‘(D) APPEALS.—The Secretary shall establish 
procedures under which an applicant for bene-
fits under the CLASS Independence Benefit 
Plan shall be guaranteed the right to appeal an 
adverse determination. 

‘‘(b) BENEFITS.—An eligible beneficiary shall 
receive the following benefits under the CLASS 
Independence Benefit Plan: 

‘‘(1) CASH BENEFIT.—A cash benefit estab-
lished by the Secretary in accordance with the 
requirements of section 3203(a)(1)(D) that— 

‘‘(A) the first year in which beneficiaries re-
ceive the benefits under the plan, is not less 
than the average dollar amount specified in 
clause (i) of such section; and 

‘‘(B) for any subsequent year, is not less than 
the average per day dollar limit applicable 
under this subparagraph for the preceding year, 
increased by the percentage increase in the con-
sumer price index for all urban consumers (U.S. 
city average) over the previous year. 

‘‘(2) ADVOCACY SERVICES.—Advocacy services 
in accordance with subsection (d). 

‘‘(3) ADVICE AND ASSISTANCE COUNSELING.— 
Advice and assistance counseling in accordance 
with subsection (e). 

‘‘(4) ADMINISTRATIVE EXPENSES.—Advocacy 
services and advise and assistance counseling 
services under paragraphs (2) and (3) of this 
subsection shall be included as administrative 
expenses under section 3203(b)(3). 

‘‘(c) PAYMENT OF BENEFITS.— 

‘‘(1) LIFE INDEPENDENCE ACCOUNT.— 

‘‘(A) IN GENERAL.—The Secretary shall estab-
lish procedures for administering the provision 
of benefits to eligible beneficiaries under the 
CLASS Independence Benefit Plan, including 
the payment of the cash benefit for the bene-
ficiary into a Life Independence Account estab-
lished by the Secretary on behalf of each eligible 
beneficiary. 

‘‘(B) USE OF CASH BENEFITS.—Cash benefits 
paid into a Life Independence Account of an eli-
gible beneficiary shall be used to purchase non-
medical services and supports that the bene-
ficiary needs to maintain his or her independ-
ence at home or in another residential setting of 
their choice in the community, including (but 
not limited to) home modifications, assistive 
technology, accessible transportation, home-
maker services, respite care, personal assistance 
services, home care aides, and nursing support. 
Nothing in the preceding sentence shall prevent 
an eligible beneficiary from using cash benefits 
paid into a Life Independence Account for ob-
taining assistance with decision making con-
cerning medical care, including the right to ac-
cept or refuse medical or surgical treatment and 
the right to formulate advance directives or 
other written instructions recognized under 
State law, such as a living will or durable power 
of attorney for health care, in the case that an 
injury or illness causes the individual to be un-
able to make health care decisions. 

‘‘(C) ELECTRONIC MANAGEMENT OF FUNDS.— 
The Secretary shall establish procedures for— 

‘‘(i) crediting an account established on be-
half of a beneficiary with the beneficiary’s cash 
daily benefit; 

‘‘(ii) allowing the beneficiary to access such 
account through debit cards; and 

‘‘(iii) accounting for withdrawals by the bene-
ficiary from such account. 

‘‘(D) PRIMARY PAYOR RULES FOR BENE-
FICIARIES WHO ARE ENROLLED IN MEDICAID.—In 
the case of an eligible beneficiary who is en-
rolled in Medicaid, the following payment rules 
shall apply: 

‘‘(i) INSTITUTIONALIZED BENEFICIARY.—If the 
beneficiary is a patient in a hospital, nursing 
facility, intermediate care facility for the men-
tally retarded, or an institution for mental dis-
eases, the beneficiary shall retain an amount 
equal to 5 percent of the beneficiary’s daily or 
weekly cash benefit (as applicable) (which shall 
be in addition to the amount of the beneficiary’s 
personal needs allowance provided under Med-
icaid), and the remainder of such benefit shall 
be applied toward the facility’s cost of providing 
the beneficiary’s care, and Medicaid shall pro-
vide secondary coverage for such care. 

‘‘(ii) BENEFICIARIES RECEIVING HOME AND COM-
MUNITY-BASED SERVICES.— 

‘‘(I) 50 PERCENT OF BENEFIT RETAINED BY BEN-
EFICIARY.—Subject to subclause (II), if a bene-
ficiary is receiving medical assistance under 
Medicaid for home and community based serv-
ices, the beneficiary shall retain an amount 
equal to 50 percent of the beneficiary’s daily or 
weekly cash benefit (as applicable), and the re-
mainder of the daily or weekly cash benefit 
shall be applied toward the cost to the State of 
providing such assistance (and shall not be used 
to claim Federal matching funds under Med-
icaid), and Medicaid shall provide secondary 
coverage for the remainder of any costs incurred 
in providing such assistance. 
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‘‘(II) REQUIREMENT FOR STATE OFFSET.—A 

State shall be paid the remainder of a bene-
ficiary’s daily or weekly cash benefit under sub-
clause (I) only if the State home and commu-
nity-based waiver under section 1115 of the So-
cial Security Act (42 U.S.C. 1315) or subsection 
(c) or (d) of section 1915 of such Act (42 U.S.C. 
1396n), or the State plan amendment under sub-
section (i) of such section does not include a 
waiver of the requirements of section 1902(a)(1) 
of the Social Security Act (relating to 
statewideness) or of section 1902(a)(10)(B) of 
such Act (relating to comparability) and the 
State offers at a minimum case management 
services, personal care services, habilitation 
services, and respite care under such a waiver or 
State plan amendment. 

‘‘(III) DEFINITION OF HOME AND COMMUNITY- 
BASED SERVICES.—In this clause, the term ‘home 
and community-based services’ means any serv-
ices which may be offered under a home and 
community-based waiver authorized for a State 
under section 1115 of the Social Security Act (42 
U.S.C. 1315) or subsection (c) or (d) of section 
1915 of such Act (42 U.S.C. 1396n) or under a 
State plan amendment under subsection (i) of 
such section. 

‘‘(iii) BENEFICIARIES ENROLLED IN PROGRAMS 
OF ALL-INCLUSIVE CARE FOR THE ELDERLY 
(PACE).— 

‘‘(I) IN GENERAL.—Subject to subclause (II), if 
a beneficiary is receiving medical assistance 
under Medicaid for PACE program services 
under section 1934 of the Social Security Act (42 
U.S.C. 1396u–4), the beneficiary shall retain an 
amount equal to 50 percent of the beneficiary’s 
daily or weekly cash benefit (as applicable), and 
the remainder of the daily or weekly cash ben-
efit shall be applied toward the cost to the State 
of providing such assistance (and shall not be 
used to claim Federal matching funds under 
Medicaid), and Medicaid shall provide sec-
ondary coverage for the remainder of any costs 
incurred in providing such assistance. 

‘‘(II) INSTITUTIONALIZED RECIPIENTS OF PACE 
PROGRAM SERVICES.—If a beneficiary receiving 
assistance under Medicaid for PACE program 
services is a patient in a hospital, nursing facil-
ity, intermediate care facility for the mentally 
retarded, or an institution for mental diseases, 
the beneficiary shall be treated as in institu-
tionalized beneficiary under clause (i). 

‘‘(2) AUTHORIZED REPRESENTATIVES.— 
‘‘(A) IN GENERAL.—The Secretary shall estab-

lish procedures to allow access to a beneficiary’s 
cash benefits by an authorized representative of 
the eligible beneficiary on whose behalf such 
benefits are paid. 

‘‘(B) QUALITY ASSURANCE AND PROTECTION 
AGAINST FRAUD AND ABUSE.—The procedures es-
tablished under subparagraph (A) shall ensure 
that authorized representatives of eligible bene-
ficiaries comply with standards of conduct es-
tablished by the Secretary, including standards 
requiring that such representatives provide 
quality services on behalf of such beneficiaries, 
do not have conflicts of interest, and do not mis-
use benefits paid on behalf of such beneficiaries 
or otherwise engage in fraud or abuse. 

‘‘(3) COMMENCEMENT OF BENEFITS.—Benefits 
shall be paid to, or on behalf of, an eligible ben-
eficiary beginning with the first month in which 
an application for such benefits is approved. 

‘‘(4) ROLLOVER OPTION FOR LUMP-SUM PAY-
MENT.—An eligible beneficiary may elect to— 

‘‘(A) defer payment of their daily or weekly 
benefit and to rollover any such deferred bene-
fits from month-to-month, but not from year-to- 
year; and 

‘‘(B) receive a lump-sum payment of such de-
ferred benefits in an amount that may not ex-
ceed the lesser of— 

‘‘(i) the total amount of the accrued deferred 
benefits; or 

‘‘(ii) the applicable annual benefit. 
‘‘(5) PERIOD FOR DETERMINATION OF ANNUAL 

BENEFITS.— 
‘‘(A) IN GENERAL.—The applicable period for 

determining with respect to an eligible bene-

ficiary the applicable annual benefit and the 
amount of any accrued deferred benefits is the 
12-month period that commences with the first 
month in which the beneficiary began to receive 
such benefits, and each 12-month period there-
after. 

‘‘(B) INCLUSION OF INCREASED BENEFITS.—The 
Secretary shall establish procedures under 
which cash benefits paid to an eligible bene-
ficiary that increase or decrease as a result of a 
change in the functional status of the bene-
ficiary before the end of a 12-month benefit pe-
riod shall be included in the determination of 
the applicable annual benefit paid to the eligible 
beneficiary. 

‘‘(C) RECOUPMENT OF UNPAID, ACCRUED BENE-
FITS.— 

‘‘(i) IN GENERAL.—The Secretary, in coordina-
tion with the Secretary of the Treasury, shall 
recoup any accrued benefits in the event of— 

‘‘(I) the death of a beneficiary; or 
‘‘(II) the failure of a beneficiary to elect under 

paragraph (4)(B) to receive such benefits as a 
lump-sum payment before the end of the 12- 
month period in which such benefits accrued. 

‘‘(ii) PAYMENT INTO CLASS INDEPENDENCE 
FUND.—Any benefits recouped in accordance 
with clause (i) shall be paid into the CLASS 
Independence Fund and used in accordance 
with section 3206. 

‘‘(6) REQUIREMENT TO RECERTIFY ELIGIBILITY 
FOR RECEIPT OF BENEFITS.—An eligible bene-
ficiary shall periodically, as determined by the 
Secretary— 

‘‘(A) recertify by submission of medical evi-
dence the beneficiary’s continued eligibility for 
receipt of benefits; and 

‘‘(B) submit records of expenditures attrib-
utable to the aggregate cash benefit received by 
the beneficiary during the preceding year. 

‘‘(7) SUPPLEMENT, NOT SUPPLANT OTHER 
HEALTH CARE BENEFITS.—Subject to the Med-
icaid payment rules under paragraph (1)(D), 
benefits received by an eligible beneficiary shall 
supplement, but not supplant, other health care 
benefits for which the beneficiary is eligible 
under Medicaid or any other Federally funded 
program that provides health care benefits or 
assistance. 

‘‘(d) ADVOCACY SERVICES.—An agreement en-
tered into under subsection (a)(2)(A)(ii) shall re-
quire the Protection and Advocacy System for 
the State to— 

‘‘(1) assign, as needed, an advocacy counselor 
to each eligible beneficiary that is covered by 
such agreement and who shall provide an eligi-
ble beneficiary with— 

‘‘(A) information regarding how to access the 
appeals process established for the program; 

‘‘(B) assistance with respect to the annual re-
certification and notification required under 
subsection (c)(6); and 

‘‘(C) such other assistance with obtaining 
services as the Secretary, by regulation, shall re-
quire; and 

‘‘(2) ensure that the System and such coun-
selors comply with the requirements of sub-
section (h). 

‘‘(e) ADVICE AND ASSISTANCE COUNSELING.— 
An agreement entered into under subsection 
(a)(2)(A)(iii) shall require the entity to assign, 
as requested by an eligible beneficiary that is 
covered by such agreement, an advice and as-
sistance counselor who shall provide an eligible 
beneficiary with information regarding— 

‘‘(1) accessing and coordinating long-term 
services and supports in the most integrated set-
ting; 

‘‘(2) possible eligibility for other benefits and 
services; 

‘‘(3) development of a service and support 
plan; 

‘‘(4) information about programs established 
under the Assistive Technology Act of 1998 and 
the services offered under such programs; 

‘‘(5) available assistance with decision making 
concerning medical care, including the right to 
accept or refuse medical or surgical treatment 

and the right to formulate advance directives or 
other written instructions recognized under 
State law, such as a living will or durable power 
of attorney for health care, in the case that an 
injury or illness causes the individual to be un-
able to make health care decisions; and 

‘‘(6) such other services as the Secretary, by 
regulation, may require. 

‘‘(f) NO EFFECT ON ELIGIBILITY FOR OTHER 
BENEFITS.—Benefits paid to an eligible bene-
ficiary under the CLASS program shall be dis-
regarded for purposes of determining or con-
tinuing the beneficiary’s eligibility for receipt of 
benefits under any other Federal, State, or lo-
cally funded assistance program, including ben-
efits paid under titles II, XVI, XVIII, XIX, or 
XXI of the Social Security Act (42 U.S.C. 401 et 
seq., 1381 et seq., 1395 et seq., 1396 et seq., 1397aa 
et seq.), under the laws administered by the Sec-
retary of Veterans Affairs, under low-income 
housing assistance programs, or under the sup-
plemental nutrition assistance program estab-
lished under the Food and Nutrition Act of 2008 
(7 U.S.C. 2011 et seq.). 

‘‘(g) RULE OF CONSTRUCTION.—Nothing in this 
title shall be construed as prohibiting benefits 
paid under the CLASS Independence Benefit 
Plan from being used to compensate a family 
caregiver for providing community living assist-
ance services and supports to an eligible bene-
ficiary. 

‘‘(h) PROTECTION AGAINST CONFLICT OF IN-
TERESTS.—The Secretary shall establish proce-
dures to ensure that the Eligibility Assessment 
System, the Protection and Advocacy System for 
a State, advocacy counselors for eligible bene-
ficiaries, and any other entities that provide 
services to active enrollees and eligible bene-
ficiaries under the CLASS program comply with 
the following: 

‘‘(1) If the entity provides counseling or plan-
ning services, such services are provided in a 
manner that fosters the best interests of the ac-
tive enrollee or beneficiary. 

‘‘(2) The entity has established operating pro-
cedures that are designed to avoid or minimize 
conflicts of interest between the entity and an 
active enrollee or beneficiary. 

‘‘(3) The entity provides information about all 
services and options available to the active en-
rollee or beneficiary, to the best of its knowl-
edge, including services available through other 
entities or providers. 

‘‘(4) The entity assists the active enrollee or 
beneficiary to access desired services, regardless 
of the provider. 

‘‘(5) The entity reports the number of active 
enrollees and beneficiaries provided with assist-
ance by age, disability, and whether such en-
rollees and beneficiaries received services from 
the entity or another entity. 

‘‘(6) If the entity provides counseling or plan-
ning services, the entity ensures that an active 
enrollee or beneficiary is informed of any finan-
cial interest that the entity has in a service pro-
vider. 

‘‘(7) The entity provides an active enrollee or 
beneficiary with a list of available service pro-
viders that can meet the needs of the active en-
rollee or beneficiary. 
‘‘SEC. 3206. CLASS INDEPENDENCE FUND. 

‘‘(a) ESTABLISHMENT OF CLASS INDEPEND-
ENCE FUND.—There is established in the Treas-
ury of the United States a trust fund to be 
known as the ‘CLASS Independence Fund’. The 
Secretary of the Treasury shall serve as Man-
aging Trustee of such Fund. The Fund shall 
consist of all amounts derived from payments 
into the Fund under sections 3204(f) and 
3205(c)(5)(C)(ii), and remaining after investment 
of such amounts under subsection (b), including 
additional amounts derived as income from such 
investments. The amounts held in the Fund are 
appropriated and shall remain available with-
out fiscal year limitation— 

‘‘(1) to be held for investment on behalf of in-
dividuals enrolled in the CLASS program; 
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‘‘(2) to pay the administrative expenses re-

lated to the Fund and to investment under sub-
section (b); and 

‘‘(3) to pay cash benefits to eligible bene-
ficiaries under the CLASS Independence Benefit 
Plan. 

‘‘(b) INVESTMENT OF FUND BALANCE.—The 
Secretary of the Treasury shall invest and man-
age the CLASS Independence Fund in the same 
manner, and to the same extent, as the Federal 
Supplementary Medical Insurance Trust Fund 
may be invested and managed under subsections 
(c), (d), and (e) of section 1841(d) of the Social 
Security Act (42 U.S.C. 1395t). 

‘‘(c) BOARD OF TRUSTEES.— 
‘‘(1) IN GENERAL.—With respect to the CLASS 

Independence Fund, there is hereby created a 
body to be known as the Board of Trustees of 
the CLASS Independence Fund (hereinafter in 
this section referred to as the ‘Board of Trust-
ees’) composed of the Secretary of the Treasury, 
the Secretary of Labor, and the Secretary of 
Health and Human Services, all ex officio, and 
of two members of the public (both of whom may 
not be from the same political party), who shall 
be nominated by the President for a term of 4 
years and subject to confirmation by the Senate. 
A member of the Board of Trustees serving as a 
member of the public and nominated and con-
firmed to fill a vacancy occurring during a term 
shall be nominated and confirmed only for the 
remainder of such term. An individual nomi-
nated and confirmed as a member of the public 
may serve in such position after the expiration 
of such member’s term until the earlier of the 
time at which the member’s successor takes of-
fice or the time at which a report of the Board 
is first issued under paragraph (2) after the ex-
piration of the member’s term. The Secretary of 
the Treasury shall be the Managing Trustee of 
the Board of Trustees. The Board of Trustees 
shall meet not less frequently than once each 
calendar year. A person serving on the Board of 
Trustees shall not be considered to be a fidu-
ciary and shall not be personally liable for ac-
tions taken in such capacity with respect to the 
Trust Fund. 

‘‘(2) DUTIES.— 
‘‘(A) IN GENERAL.—It shall be the duty of the 

Board of Trustees to do the following: 
‘‘(i) Hold the CLASS Independence Fund. 
‘‘(ii) Report to the Congress not later than the 

first day of April of each year on the operation 
and status of the CLASS Independence Fund 
during the preceding fiscal year and on its ex-
pected operation and status during the current 
fiscal year and the next 2 fiscal years. 

‘‘(iii) Report immediately to the Congress 
whenever the Board is of the opinion that the 
amount of the CLASS Independence Fund is not 
actuarially sound in regards to the projection 
under section 3203(b)(1)(B)(i). 

‘‘(iv) Review the general policies followed in 
managing the CLASS Independence Fund, and 
recommend changes in such policies, including 
necessary changes in the provisions of law 
which govern the way in which the CLASS 
Independence Fund is to be managed. 

‘‘(B) REPORT.—The report provided for in sub-
paragraph (A)(ii) shall— 

‘‘(i) include— 
‘‘(I) a statement of the assets of, and the dis-

bursements made from, the CLASS Independ-
ence Fund during the preceding fiscal year; 

‘‘(II) an estimate of the expected income to, 
and disbursements to be made from, the CLASS 
Independence Fund during the current fiscal 
year and each of the next 2 fiscal years; 

‘‘(III) a statement of the actuarial status of 
the CLASS Independence Fund for the current 
fiscal year, each of the next 2 fiscal years, and 
as projected over the 75-year period beginning 
with the current fiscal year; and 

‘‘(IV) an actuarial opinion by the Chief Actu-
ary of the Centers for Medicare & Medicaid 
Services certifying that the techniques and 
methodologies used are generally accepted with-
in the actuarial profession and that the assump-

tions and cost estimates used are reasonable; 
and 

‘‘(ii) be printed as a House document of the 
session of the Congress to which the report is 
made. 

‘‘(C) RECOMMENDATIONS.—If the Board of 
Trustees determines that enrollment trends and 
expected future benefit claims on the CLASS 
Independence Fund are not actuarially sound 
in regards to the projection under section 
3203(b)(1)(B)(i) and are unlikely to be resolved 
with reasonable premium increases or through 
other means, the Board of Trustees shall include 
in the report provided for in subparagraph 
(A)(ii) recommendations for such legislative ac-
tion as the Board of Trustees determine to be 
appropriate, including whether to adjust month-
ly premiums or impose a temporary moratorium 
on new enrollments. 
‘‘SEC. 3207. CLASS INDEPENDENCE ADVISORY 

COUNCIL. 
‘‘(a) ESTABLISHMENT.—There is hereby created 

an Advisory Committee to be known as the 
‘CLASS Independence Advisory Council’. 

‘‘(b) MEMBERSHIP.— 
‘‘(1) IN GENERAL.—The CLASS Independence 

Advisory Council shall be composed of not more 
than 15 individuals, not otherwise in the employ 
of the United States— 

‘‘(A) who shall be appointed by the President 
without regard to the civil service laws and reg-
ulations; and 

‘‘(B) a majority of whom shall be representa-
tives of individuals who participate or are likely 
to participate in the CLASS program, and shall 
include representatives of older and younger 
workers, individuals with disabilities, family 
caregivers of individuals who require services 
and supports to maintain their independence at 
home or in another residential setting of their 
choice in the community, individuals with ex-
pertise in long-term care or disability insurance, 
actuarial science, economics, and other relevant 
disciplines, as determined by the Secretary. 

‘‘(2) TERMS.— 
‘‘(A) IN GENERAL.—The members of the CLASS 

Independence Advisory Council shall serve over-
lapping terms of 3 years (unless appointed to fill 
a vacancy occurring prior to the expiration of a 
term, in which case the individual shall serve 
for the remainder of the term). 

‘‘(B) LIMITATION.—A member shall not be eli-
gible to serve for more than 2 consecutive terms. 

‘‘(3) CHAIR.—The President shall, from time to 
time, appoint one of the members of the CLASS 
Independence Advisory Council to serve as the 
Chair. 

‘‘(c) DUTIES.—The CLASS Independence Advi-
sory Council shall advise the Secretary on mat-
ters of general policy in the administration of 
the CLASS program established under this title 
and in the formulation of regulations under this 
title including with respect to— 

‘‘(1) the development of the CLASS Independ-
ence Benefit Plan under section 3203; 

‘‘(2) the determination of monthly premiums 
under such plan; and 

‘‘(3) the financial solvency of the program. 
‘‘(d) APPLICATION OF FACA.—The Federal 

Advisory Committee Act (5 U.S.C. App.), other 
than section 14 of that Act, shall apply to the 
CLASS Independence Advisory Council. 

‘‘(e) AUTHORIZATION OF APPROPRIATIONS.— 
‘‘(1) IN GENERAL.—There are authorized to be 

appropriated to the CLASS Independence Advi-
sory Council to carry out its duties under this 
section, such sums as may be necessary for fiscal 
year 2011 and for each fiscal year thereafter. 

‘‘(2) AVAILABILITY.—Any sums appropriated 
under the authorization contained in this sec-
tion shall remain available, without fiscal year 
limitation, until expended. 
‘‘SEC. 3208. SOLVENCY AND FISCAL INDEPEND-

ENCE; REGULATIONS; ANNUAL RE-
PORT. 

‘‘(a) SOLVENCY.—The Secretary shall regu-
larly consult with the Board of Trustees of the 
CLASS Independence Fund and the CLASS 

Independence Advisory Council, for purposes of 
ensuring that enrollees premiums are adequate 
to ensure the financial solvency of the CLASS 
program, both with respect to fiscal years occur-
ring in the near-term and fiscal years occurring 
over 20- and 75-year periods, taking into ac-
count the projections required for such periods 
under subsections (a)(1)(A)(i) and (b)(1)(B)(i) of 
section 3202. 

‘‘(b) NO TAXPAYER FUNDS USED TO PAY BENE-
FITS.—No taxpayer funds shall be used for pay-
ment of benefits under a CLASS Independent 
Benefit Plan. For purposes of this subsection, 
the term ‘taxpayer funds’ means any Federal 
funds from a source other than premiums depos-
ited by CLASS program participants in the 
CLASS Independence Fund and any associated 
interest earnings. 

‘‘(c) REGULATIONS.—The Secretary shall pro-
mulgate such regulations as are necessary to 
carry out the CLASS program in accordance 
with this title. Such regulations shall include 
provisions to prevent fraud and abuse under the 
program. 

‘‘(d) ANNUAL REPORT.—Beginning January 1, 
2014, the Secretary shall submit an annual re-
port to Congress on the CLASS program. Each 
report shall include the following: 

‘‘(1) The total number of enrollees in the pro-
gram. 

‘‘(2) The total number of eligible beneficiaries 
during the fiscal year. 

‘‘(3) The total amount of cash benefits pro-
vided during the fiscal year. 

‘‘(4) A description of instances of fraud or 
abuse identified during the fiscal year. 

‘‘(5) Recommendations for such administrative 
or legislative action as the Secretary determines 
is necessary to improve the program, ensure the 
solvency of the program, or to prevent the oc-
currence of fraud or abuse. 
‘‘SEC. 3209. INSPECTOR GENERAL’S REPORT. 

‘‘The Inspector General of the Department of 
Health and Human Services shall submit an an-
nual report to the Secretary and Congress relat-
ing to the overall progress of the CLASS pro-
gram and of the existence of waste, fraud, and 
abuse in the CLASS program. Each such report 
shall include findings in the following areas: 

‘‘(1) The eligibility determination process. 
‘‘(2) The provision of cash benefits. 
‘‘(3) Quality assurance and protection against 

waste, fraud, and abuse. 
‘‘(4) Recouping of unpaid and accrued bene-

fits. 
‘‘SEC. 3210. TAX TREATMENT OF PROGRAM. 

‘‘The CLASS program shall be treated for pur-
poses of the Internal Revenue Code of 1986 in 
the same manner as a qualified long-term care 
insurance contract for qualified long-term care 
services.’’. 

(2) CONFORMING AMENDMENTS TO MEDICAID.— 
Section 1902(a) of the Social Security Act (42 
U.S.C. 1396a(a)), as amended by section 6505, is 
amended by inserting after paragraph (80) the 
following: 

‘‘(81) provide that the State will comply with 
such regulations regarding the application of 
primary and secondary payor rules with respect 
to individuals who are eligible for medical as-
sistance under this title and are eligible bene-
ficiaries under the CLASS program established 
under title XXXII of the Public Health Service 
Act as the Secretary shall establish; and’’. 

(b) ASSURANCE OF ADEQUATE INFRASTRUCTURE 
FOR THE PROVISION OF PERSONAL CARE ATTEND-
ANT WORKERS.—Section 1902(a) of the Social Se-
curity Act (42 U.S.C. 1396a(a)), as amended by 
subsection (a)(2), is amended by inserting after 
paragraph (81) the following: 

‘‘(82) provide that, not later than 2 years after 
the date of enactment of the Community Living 
Assistance Services and Supports Act, each 
State shall— 

‘‘(A) assess the extent to which entities such 
as providers of home care, home health services, 
home and community service providers, public 
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authorities created to provide personal care 
services to individuals eligible for medical assist-
ance under the State plan, and nonprofit orga-
nizations, are serving or have the capacity to 
serve as fiscal agents for, employers of, and pro-
viders of employment-related benefits for, per-
sonal care attendant workers who provide per-
sonal care services to individuals receiving bene-
fits under the CLASS program established under 
title XXXII of the Public Health Service Act, in-
cluding in rural and underserved areas; 

‘‘(B) designate or create such entities to serve 
as fiscal agents for, employers of, and providers 
of employment-related benefits for, such workers 
to ensure an adequate supply of the workers for 
individuals receiving benefits under the CLASS 
program, including in rural and underserved 
areas; and 

‘‘(C) ensure that the designation or creation 
of such entities will not negatively alter or im-
pede existing programs, models, methods, or ad-
ministration of service delivery that provide for 
consumer controlled or self-directed home and 
community services and further ensure that 
such entities will not impede the ability of indi-
viduals to direct and control their home and 
community services, including the ability to se-
lect, manage, dismiss, co-employ, or employ such 
workers or inhibit such individuals from relying 
on family members for the provision of personal 
care services.’’. 

(c) PERSONAL CARE ATTENDANTS WORKFORCE 
ADVISORY PANEL.— 

(1) ESTABLISHMENT.—Not later than 90 days 
after the date of enactment of this Act, the Sec-
retary of Health and Human Services shall es-
tablish a Personal Care Attendants Workforce 
Advisory Panel for the purpose of examining 
and advising the Secretary and Congress on 
workforce issues related to personal care attend-
ant workers, including with respect to the ade-
quacy of the number of such workers, the sala-
ries, wages, and benefits of such workers, and 
access to the services provided by such workers. 

(2) MEMBERSHIP.—In appointing members to 
the Personal Care Attendants Workforce Advi-
sory Panel, the Secretary shall ensure that such 
members include the following: 

(A) Individuals with disabilities of all ages. 
(B) Senior individuals. 
(C) Representatives of individuals with dis-

abilities. 
(D) Representatives of senior individuals. 
(E) Representatives of workforce and labor or-

ganizations. 
(F) Representatives of home and community- 

based service providers. 
(G) Representatives of assisted living pro-

viders. 
(d) INCLUSION OF INFORMATION ON SUPPLE-

MENTAL COVERAGE IN THE NATIONAL CLEARING-
HOUSE FOR LONG-TERM CARE INFORMATION; EX-
TENSION OF FUNDING.—Section 6021(d) of the 
Deficit Reduction Act of 2005 (42 U.S.C. 1396p 
note) is amended— 

(1) in paragraph (2)(A)— 
(A) in clause (ii), by striking ‘‘and’’ at the 

end; 
(B) in clause (iii), by striking the period at the 

end and inserting ‘‘; and’’; and 
(C) by adding at the end the following: 
‘‘(iv) include information regarding the 

CLASS program established under title XXXII 
of the Public Health Service Act and coverage 
available for purchase through a Exchange es-
tablished under section 1311 of the Patient Pro-
tection and Affordable Care Act that is supple-
mental coverage to the benefits provided under 
a CLASS Independence Benefit Plan under that 
program, and information regarding how bene-
fits provided under a CLASS Independence Ben-
efit Plan differ from disability insurance bene-
fits.’’; and 

(2) in paragraph (3), by striking ‘‘2010’’ and 
inserting ‘‘2015’’. 

(e) EFFECTIVE DATE.—The amendments made 
by subsections (a), (b), and (d) take effect on 
January 1, 2011. 

(f) RULE OF CONSTRUCTION.—Nothing in this 
title or the amendments made by this title are 
intended to replace or displace public or private 
disability insurance benefits, including such 
benefits that are for income replacement. 

TITLE IX—REVENUE PROVISIONS 
Subtitle A—Revenue Offset Provisions 

SEC. 9001. EXCISE TAX ON HIGH COST EMPLOYER- 
SPONSORED HEALTH COVERAGE. 

(a) IN GENERAL.—Chapter 43 of the Internal 
Revenue Code of 1986, as amended by section 
1513, is amended by adding at the end the fol-
lowing: 
‘‘SEC. 4980I. EXCISE TAX ON HIGH COST EM-

PLOYER-SPONSORED HEALTH COV-
ERAGE. 

‘‘(a) IMPOSITION OF TAX.—If— 
‘‘(1) an employee is covered under any appli-

cable employer-sponsored coverage of an em-
ployer at any time during a taxable period, and 

‘‘(2) there is any excess benefit with respect to 
the coverage, 
there is hereby imposed a tax equal to 40 percent 
of the excess benefit. 

‘‘(b) EXCESS BENEFIT.—For purposes of this 
section— 

‘‘(1) IN GENERAL.—The term ‘excess benefit’ 
means, with respect to any applicable employer- 
sponsored coverage made available by an em-
ployer to an employee during any taxable pe-
riod, the sum of the excess amounts determined 
under paragraph (2) for months during the tax-
able period. 

‘‘(2) MONTHLY EXCESS AMOUNT.—The excess 
amount determined under this paragraph for 
any month is the excess (if any) of— 

‘‘(A) the aggregate cost of the applicable em-
ployer-sponsored coverage of the employee for 
the month, over 

‘‘(B) an amount equal to 1⁄12 of the annual 
limitation under paragraph (3) for the calendar 
year in which the month occurs. 

‘‘(3) ANNUAL LIMITATION.—For purposes of 
this subsection— 

‘‘(A) IN GENERAL.—The annual limitation 
under this paragraph for any calendar year is 
the dollar limit determined under subparagraph 
(C) for the calendar year. 

‘‘(B) APPLICABLE ANNUAL LIMITATION.—The 
annual limitation which applies for any month 
shall be determined on the basis of the type of 
coverage (as determined under subsection (f)(1)) 
provided to the employee by the employer as of 
the beginning of the month. 

‘‘(C) APPLICABLE DOLLAR LIMIT.—Except as 
provided in subparagraph (D)— 

‘‘(i) 2013.—In the case of 2013, the dollar limit 
under this subparagraph is— 

‘‘(I) in the case of an employee with self-only 
coverage, $8,500, and 

‘‘(II) in the case of an employee with coverage 
other than self-only coverage, $23,000. 

‘‘(ii) EXCEPTION FOR CERTAIN INDIVIDUALS.— 
In the case of an individual who is a qualified 
retiree or who participates in a plan sponsored 
by an employer the majority of whose employees 
are engaged in a high-risk profession or em-
ployed to repair or install electrical or tele-
communications lines— 

‘‘(I) the dollar amount in clause (i)(I) (deter-
mined after the application of subparagraph 
(D)) shall be increased by $1,350, and 

‘‘(II) the dollar amount in clause (i)(II) (deter-
mined after the application of subparagraph 
(D)) shall be increased by $3,000. 

‘‘(iii) SUBSEQUENT YEARS.—In the case of any 
calendar year after 2013, each of the dollar 
amounts under clauses (i) and (ii) shall be in-
creased to the amount equal to such amount as 
in effect for the calendar year preceding such 
year, increased by an amount equal to the prod-
uct of— 

‘‘(I) such amount as so in effect, multiplied by 
‘‘(II) the cost-of-living adjustment determined 

under section 1(f)(3) for such year (determined 
by substituting the calendar year that is 2 years 
before such year for ‘1992’ in subparagraph (B) 
thereof), increased by 1 percentage point. 

If any amount determined under this clause is 
not a multiple of $50, such amount shall be 
rounded to the nearest multiple of $50. 

‘‘(D) TRANSITION RULE FOR STATES WITH HIGH-
EST COVERAGE COSTS.— 

‘‘(i) IN GENERAL.—If an employee is a resident 
of a high cost State on the first day of any 
month beginning in 2013, 2014, or 2015, the an-
nual limitation under this paragraph for such 
month with respect to such employee shall be an 
amount equal to the applicable percentage of 
the annual limitation (determined without re-
gard to this subparagraph or subparagraph 
(C)(ii)). 

‘‘(ii) APPLICABLE PERCENTAGE.—The applica-
ble percentage is 120 percent for 2013, 110 per-
cent for 2014, and 105 percent for 2015. 

‘‘(iii) HIGH COST STATE.—The term ‘high cost 
State’ means each of the 17 States which the 
Secretary of Health and Human Services, in 
consultation with the Secretary, estimates had 
the highest average cost during 2012 for em-
ployer-sponsored coverage under health plans. 
The Secretary’s estimate shall be made on the 
basis of aggregate premiums paid in the State 
for such health plans, determined using the 
most recent data available as of August 31, 2012. 

‘‘(c) LIABILITY TO PAY TAX.— 
‘‘(1) IN GENERAL.—Each coverage provider 

shall pay the tax imposed by subsection (a) on 
its applicable share of the excess benefit with re-
spect to an employee for any taxable period. 

‘‘(2) COVERAGE PROVIDER.—For purposes of 
this subsection, the term ‘coverage provider’ 
means each of the following: 

‘‘(A) HEALTH INSURANCE COVERAGE.—If the 
applicable employer-sponsored coverage consists 
of coverage under a group health plan which 
provides health insurance coverage, the health 
insurance issuer. 

‘‘(B) HSA AND MSA CONTRIBUTIONS.—If the 
applicable employer-sponsored coverage consists 
of coverage under an arrangement under which 
the employer makes contributions described in 
subsection (b) or (d) of section 106, the employer. 

‘‘(C) OTHER COVERAGE.—In the case of any 
other applicable employer-sponsored coverage, 
the person that administers the plan benefits. 

‘‘(3) APPLICABLE SHARE.—For purposes of this 
subsection, a coverage provider’s applicable 
share of an excess benefit for any taxable period 
is the amount which bears the same ratio to the 
amount of such excess benefit as— 

‘‘(A) the cost of the applicable employer-spon-
sored coverage provided by the provider to the 
employee during such period, bears to 

‘‘(B) the aggregate cost of all applicable em-
ployer-sponsored coverage provided to the em-
ployee by all coverage providers during such pe-
riod. 

‘‘(4) RESPONSIBILITY TO CALCULATE TAX AND 
APPLICABLE SHARES.— 

‘‘(A) IN GENERAL.—Each employer shall— 
‘‘(i) calculate for each taxable period the 

amount of the excess benefit subject to the tax 
imposed by subsection (a) and the applicable 
share of such excess benefit for each coverage 
provider, and 

‘‘(ii) notify, at such time and in such manner 
as the Secretary may prescribe, the Secretary 
and each coverage provider of the amount so de-
termined for the provider. 

‘‘(B) SPECIAL RULE FOR MULTIEMPLOYER 
PLANS.—In the case of applicable employer- 
sponsored coverage made available to employees 
through a multiemployer plan (as defined in 
section 414(f)), the plan sponsor shall make the 
calculations, and provide the notice, required 
under subparagraph (A). 

‘‘(d) APPLICABLE EMPLOYER-SPONSORED COV-
ERAGE; COST.—For purposes of this section— 

‘‘(1) APPLICABLE EMPLOYER-SPONSORED COV-
ERAGE.— 

‘‘(A) IN GENERAL.—The term ‘applicable em-
ployer-sponsored coverage’ means, with respect 
to any employee, coverage under any group 
health plan made available to the employee by 
an employer which is excludable from the em-
ployee’s gross income under section 106, or 
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would be so excludable if it were employer-pro-
vided coverage (within the meaning of such sec-
tion 106). 

‘‘(B) EXCEPTIONS.—The term ‘applicable em-
ployer-sponsored coverage’ shall not include— 

‘‘(i) any coverage (whether through insurance 
or otherwise) described in section 9832(c)(1)(A) 
or for long-term care, or 

‘‘(ii) any coverage described in section 
9832(c)(3) the payment for which is not exclud-
able from gross income and for which a deduc-
tion under section 162(l) is not allowable. 

‘‘(C) COVERAGE INCLUDES EMPLOYEE PAID POR-
TION.—Coverage shall be treated as applicable 
employer-sponsored coverage without regard to 
whether the employer or employee pays for the 
coverage. 

‘‘(D) SELF-EMPLOYED INDIVIDUAL.—In the 
case of an individual who is an employee within 
the meaning of section 401(c)(1), coverage under 
any group health plan providing health insur-
ance coverage shall be treated as applicable em-
ployer-sponsored coverage if a deduction is al-
lowable under section 162(l) with respect to all 
or any portion of the cost of the coverage. 

‘‘(E) GOVERNMENTAL PLANS INCLUDED.—Appli-
cable employer-sponsored coverage shall include 
coverage under any group health plan estab-
lished and maintained primarily for its civilian 
employees by the Government of the United 
States, by the government of any State or polit-
ical subdivision thereof, or by any agency or in-
strumentality of any such government. 

‘‘(2) DETERMINATION OF COST.— 
‘‘(A) IN GENERAL.—The cost of applicable em-

ployer-sponsored coverage shall be determined 
under rules similar to the rules of section 
4980B(f)(4), except that in determining such 
cost, any portion of the cost of such coverage 
which is attributable to the tax imposed under 
this section shall not be taken into account and 
the amount of such cost shall be calculated sep-
arately for self-only coverage and other cov-
erage. In the case of applicable employer-spon-
sored coverage which provides coverage to re-
tired employees, the plan may elect to treat a re-
tired employee who has not attained the age of 
65 and a retired employee who has attained the 
age of 65 as similarly situated beneficiaries. 

‘‘(B) HEALTH FSAS.—In the case of applicable 
employer-sponsored coverage consisting of cov-
erage under a flexible spending arrangement (as 
defined in section 106(c)(2)), the cost of the cov-
erage shall be equal to the sum of— 

‘‘(i) the amount of employer contributions 
under any salary reduction election under the 
arrangement, plus 

‘‘(ii) the amount determined under subpara-
graph (A) with respect to any reimbursement 
under the arrangement in excess of the con-
tributions described in clause (i). 

‘‘(C) ARCHER MSAS AND HSAS.—In the case of 
applicable employer-sponsored coverage con-
sisting of coverage under an arrangement under 
which the employer makes contributions de-
scribed in subsection (b) or (d) of section 106, the 
cost of the coverage shall be equal to the 
amount of employer contributions under the ar-
rangement. 

‘‘(D) ALLOCATION ON A MONTHLY BASIS.—If 
cost is determined on other than a monthly 
basis, the cost shall be allocated to months in a 
taxable period on such basis as the Secretary 
may prescribe. 

‘‘(e) PENALTY FOR FAILURE TO PROPERLY 
CALCULATE EXCESS BENEFIT.— 

‘‘(1) IN GENERAL.—If, for any taxable period, 
the tax imposed by subsection (a) exceeds the 
tax determined under such subsection with re-
spect to the total excess benefit calculated by 
the employer or plan sponsor under subsection 
(c)(4)— 

‘‘(A) each coverage provider shall pay the tax 
on its applicable share (determined in the same 
manner as under subsection (c)(4)) of the excess, 
but no penalty shall be imposed on the provider 
with respect to such amount, and 

‘‘(B) the employer or plan sponsor shall, in 
addition to any tax imposed by subsection (a), 

pay a penalty in an amount equal to such ex-
cess, plus interest at the underpayment rate de-
termined under section 6621 for the period begin-
ning on the due date for the payment of tax im-
posed by subsection (a) to which the excess re-
lates and ending on the date of payment of the 
penalty. 

‘‘(2) LIMITATIONS ON PENALTY.— 
‘‘(A) PENALTY NOT TO APPLY WHERE FAILURE 

NOT DISCOVERED EXERCISING REASONABLE DILI-
GENCE.—No penalty shall be imposed by para-
graph (1)(B) on any failure to properly cal-
culate the excess benefit during any period for 
which it is established to the satisfaction of the 
Secretary that the employer or plan sponsor nei-
ther knew, nor exercising reasonable diligence 
would have known, that such failure existed. 

‘‘(B) PENALTY NOT TO APPLY TO FAILURES 
CORRECTED WITHIN 30 DAYS.—No penalty shall be 
imposed by paragraph (1)(B) on any such fail-
ure if— 

‘‘(i) such failure was due to reasonable cause 
and not to willful neglect, and 

‘‘(ii) such failure is corrected during the 30- 
day period beginning on the 1st date that the 
employer knew, or exercising reasonable dili-
gence would have known, that such failure ex-
isted. 

‘‘(C) WAIVER BY SECRETARY.—In the case of 
any such failure which is due to reasonable 
cause and not to willful neglect, the Secretary 
may waive part or all of the penalty imposed by 
paragraph (1), to the extent that the payment of 
such penalty would be excessive or otherwise in-
equitable relative to the failure involved. 

‘‘(f) OTHER DEFINITIONS AND SPECIAL 
RULES.—For purposes of this section— 

‘‘(1) COVERAGE DETERMINATIONS.— 
‘‘(A) IN GENERAL.—Except as provided in sub-

paragraph (B), an employee shall be treated as 
having self-only coverage with respect to any 
applicable employer-sponsored coverage of an 
employer. 

‘‘(B) MINIMUM ESSENTIAL COVERAGE.—An em-
ployee shall be treated as having coverage other 
than self-only coverage only if the employee is 
enrolled in coverage other than self-only cov-
erage in a group health plan which provides 
minimum essential coverage (as defined in sec-
tion 5000A(f)) to the employee and at least one 
other beneficiary, and the benefits provided 
under such minimum essential coverage do not 
vary based on whether any individual covered 
under such coverage is the employee or another 
beneficiary. 

‘‘(2) QUALIFIED RETIREE.—The term ‘qualified 
retiree’ means any individual who— 

‘‘(A) is receiving coverage by reason of being 
a retiree, 

‘‘(B) has attained age 55, and 
‘‘(C) is not entitled to benefits or eligible for 

enrollment under the Medicare program under 
title XVIII of the Social Security Act. 

‘‘(3) EMPLOYEES ENGAGED IN HIGH-RISK PRO-
FESSION.—The term ‘employees engaged in a 
high-risk profession’ means law enforcement of-
ficers (as such term is defined in section 1204 of 
the Omnibus Crime Control and Safe Streets Act 
of 1968), employees in fire protection activities 
(as such term is defined in section 3(y) of the 
Fair Labor Standards Act of 1938), individuals 
who provide out-of-hospital emergency medical 
care (including emergency medical technicians, 
paramedics, and first-responders), and individ-
uals engaged in the construction, mining, agri-
culture (not including food processing), forestry, 
and fishing industries. Such term includes an 
employee who is retired from a high-risk profes-
sion described in the preceding sentence, if such 
employee satisfied the requirements of such sen-
tence for a period of not less than 20 years dur-
ing the employee’s employment. 

‘‘(4) GROUP HEALTH PLAN.—The term ‘group 
health plan’ has the meaning given such term 
by section 5000(b)(1). 

‘‘(5) HEALTH INSURANCE COVERAGE; HEALTH IN-
SURANCE ISSUER.— 

‘‘(A) HEALTH INSURANCE COVERAGE.—The term 
‘health insurance coverage’ has the meaning 

given such term by section 9832(b)(1) (applied 
without regard to subparagraph (B) thereof, ex-
cept as provided by the Secretary in regula-
tions). 

‘‘(B) HEALTH INSURANCE ISSUER.—The term 
‘health insurance issuer’ has the meaning given 
such term by section 9832(b)(2). 

‘‘(6) PERSON THAT ADMINISTERS THE PLAN BEN-
EFITS.—The term ‘person that administers the 
plan benefits’ shall include the plan sponsor if 
the plan sponsor administers benefits under the 
plan. 

‘‘(7) PLAN SPONSOR.—The term ‘plan sponsor’ 
has the meaning given such term in section 
3(16)(B) of the Employee Retirement Income Se-
curity Act of 1974. 

‘‘(8) TAXABLE PERIOD.—The term ‘taxable pe-
riod’ means the calendar year or such shorter 
period as the Secretary may prescribe. The Sec-
retary may have different taxable periods for 
employers of varying sizes. 

‘‘(9) AGGREGATION RULES.—All employers 
treated as a single employer under subsection 
(b), (c), (m), or (o) of section 414 shall be treated 
as a single employer. 

‘‘(10) DENIAL OF DEDUCTION.—For denial of a 
deduction for the tax imposed by this section, 
see section 275(a)(6). 

‘‘(g) REGULATIONS.—The Secretary shall pre-
scribe such regulations as may be necessary to 
carry out this section.’’. 

(b) CLERICAL AMENDMENT.—The table of sec-
tions for chapter 43 of such Code, as amended 
by section 1513, is amended by adding at the end 
the following new item: 

‘‘Sec. 4980I. Excise tax on high cost employer- 
sponsored health coverage.’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply to taxable years be-
ginning after December 31, 2012. 
SEC. 9002. INCLUSION OF COST OF EMPLOYER- 

SPONSORED HEALTH COVERAGE ON 
W–2. 

(a) IN GENERAL.—Section 6051(a) of the Inter-
nal Revenue Code of 1986 (relating to receipts 
for employees) is amended by striking ‘‘and’’ at 
the end of paragraph (12), by striking the period 
at the end of paragraph (13) and inserting ‘‘, 
and’’, and by adding after paragraph (13) the 
following new paragraph: 

‘‘(14) the aggregate cost (determined under 
rules similar to the rules of section 4980B(f)(4)) 
of applicable employer-sponsored coverage (as 
defined in section 4980I(d)(1)), except that this 
paragraph shall not apply to— 

‘‘(A) coverage to which paragraphs (11) and 
(12) apply, or 

‘‘(B) the amount of any salary reduction con-
tributions to a flexible spending arrangement 
(within the meaning of section 125).’’. 

(b) EFFECTIVE DATE.—The amendments made 
by this section shall apply to taxable years be-
ginning after December 31, 2010. 
SEC. 9003. DISTRIBUTIONS FOR MEDICINE QUALI-

FIED ONLY IF FOR PRESCRIBED 
DRUG OR INSULIN. 

(a) HSAS.—Subparagraph (A) of section 
223(d)(2) of the Internal Revenue Code of 1986 is 
amended by adding at the end the following: 
‘‘Such term shall include an amount paid for 
medicine or a drug only if such medicine or drug 
is a prescribed drug (determined without regard 
to whether such drug is available without a pre-
scription) or is insulin.’’. 

(b) ARCHER MSAS.—Subparagraph (A) of sec-
tion 220(d)(2) of the Internal Revenue Code of 
1986 is amended by adding at the end the fol-
lowing: ‘‘Such term shall include an amount 
paid for medicine or a drug only if such medi-
cine or drug is a prescribed drug (determined 
without regard to whether such drug is avail-
able without a prescription) or is insulin.’’. 

(c) HEALTH FLEXIBLE SPENDING ARRANGE-
MENTS AND HEALTH REIMBURSEMENT ARRANGE-
MENTS.—Section 106 of the Internal Revenue 
Code of 1986 is amended by adding at the end 
the following new subsection: 
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‘‘(f) REIMBURSEMENTS FOR MEDICINE RE-

STRICTED TO PRESCRIBED DRUGS AND INSULIN.— 
For purposes of this section and section 105, re-
imbursement for expenses incurred for a medi-
cine or a drug shall be treated as a reimburse-
ment for medical expenses only if such medicine 
or drug is a prescribed drug (determined without 
regard to whether such drug is available with-
out a prescription) or is insulin.’’. 

(d) EFFECTIVE DATES.— 
(1) DISTRIBUTIONS FROM SAVINGS ACCOUNTS.— 

The amendments made by subsections (a) and 
(b) shall apply to amounts paid with respect to 
taxable years beginning after December 31, 2010. 

(2) REIMBURSEMENTS.—The amendment made 
by subsection (c) shall apply to expenses in-
curred with respect to taxable years beginning 
after December 31, 2010. 
SEC. 9004. INCREASE IN ADDITIONAL TAX ON DIS-

TRIBUTIONS FROM HSAS AND AR-
CHER MSAS NOT USED FOR QUALI-
FIED MEDICAL EXPENSES. 

(a) HSAS.—Section 223(f)(4)(A) of the Internal 
Revenue Code of 1986 is amended by striking ‘‘10 
percent’’ and inserting ‘‘20 percent’’. 

(b) ARCHER MSAS.—Section 220(f)(4)(A) of the 
Internal Revenue Code of 1986 is amended by 
striking ‘‘15 percent’’ and inserting ‘‘20 per-
cent’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply to distributions made 
after December 31, 2010. 
SEC. 9005. LIMITATION ON HEALTH FLEXIBLE 

SPENDING ARRANGEMENTS UNDER 
CAFETERIA PLANS. 

(a) IN GENERAL.—Section 125 of the Internal 
Revenue Code of 1986 is amended— 

(1) by redesignating subsections (i) and (j) as 
subsections (j) and (k), respectively, and 

(2) by inserting after subsection (h) the fol-
lowing new subsection: 

‘‘(i) LIMITATION ON HEALTH FLEXIBLE SPEND-
ING ARRANGEMENTS.—For purposes of this sec-
tion, if a benefit is provided under a cafeteria 
plan through employer contributions to a health 
flexible spending arrangement, such benefit 
shall not be treated as a qualified benefit unless 
the cafeteria plan provides that an employee 
may not elect for any taxable year to have sal-
ary reduction contributions in excess of $2,500 
made to such arrangement.’’. 

(b) EFFECTIVE DATE.—The amendments made 
by this section shall apply to taxable years be-
ginning after December 31, 2010. 
SEC. 9006. EXPANSION OF INFORMATION REPORT-

ING REQUIREMENTS. 
(a) IN GENERAL.—Section 6041 of the Internal 

Revenue Code of 1986 is amended by adding at 
the end the following new subsections: 

‘‘(h) APPLICATION TO CORPORATIONS.—Not-
withstanding any regulation prescribed by the 
Secretary before the date of the enactment of 
this subsection, for purposes of this section the 
term ‘person’ includes any corporation that is 
not an organization exempt from tax under sec-
tion 501(a). 

‘‘(i) REGULATIONS.—The Secretary may pre-
scribe such regulations and other guidance as 
may be appropriate or necessary to carry out 
the purposes of this section, including rules to 
prevent duplicative reporting of transactions.’’. 

(b) PAYMENTS FOR PROPERTY AND OTHER 
GROSS PROCEEDS.—Subsection (a) of section 6041 
of the Internal Revenue Code of 1986 is amend-
ed— 

(1) by inserting ‘‘amounts in consideration for 
property,’’ after ‘‘wages,’’, 

(2) by inserting ‘‘gross proceeds,’’ after 
‘‘emoluments, or other’’, and 

(3) by inserting ‘‘gross proceeds,’’ after ‘‘set-
ting forth the amount of such’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply to payments made 
after December 31, 2011. 
SEC. 9007. ADDITIONAL REQUIREMENTS FOR 

CHARITABLE HOSPITALS. 
(a) REQUIREMENTS TO QUALIFY AS SECTION 

501(C)(3) CHARITABLE HOSPITAL ORGANIZA-

TION.—Section 501 of the Internal Revenue Code 
of 1986 (relating to exemption from tax on cor-
porations, certain trusts, etc.) is amended by re-
designating subsection (r) as subsection (s) and 
by inserting after subsection (q) the following 
new subsection: 

‘‘(r) ADDITIONAL REQUIREMENTS FOR CERTAIN 
HOSPITALS.— 

‘‘(1) IN GENERAL.—A hospital organization to 
which this subsection applies shall not be treat-
ed as described in subsection (c)(3) unless the 
organization— 

‘‘(A) meets the community health needs as-
sessment requirements described in paragraph 
(3), 

‘‘(B) meets the financial assistance policy re-
quirements described in paragraph (4), 

‘‘(C) meets the requirements on charges de-
scribed in paragraph (5), and 

‘‘(D) meets the billing and collection require-
ment described in paragraph (6). 

‘‘(2) HOSPITAL ORGANIZATIONS TO WHICH SUB-
SECTION APPLIES.— 

‘‘(A) IN GENERAL.—This subsection shall apply 
to— 

‘‘(i) an organization which operates a facility 
which is required by a State to be licensed, reg-
istered, or similarly recognized as a hospital, 
and 

‘‘(ii) any other organization which the Sec-
retary determines has the provision of hospital 
care as its principal function or purpose consti-
tuting the basis for its exemption under sub-
section (c)(3) (determined without regard to this 
subsection). 

‘‘(B) ORGANIZATIONS WITH MORE THAN 1 HOS-
PITAL FACILITY.—If a hospital organization op-
erates more than 1 hospital facility— 

‘‘(i) the organization shall meet the require-
ments of this subsection separately with respect 
to each such facility, and 

‘‘(ii) the organization shall not be treated as 
described in subsection (c)(3) with respect to any 
such facility for which such requirements are 
not separately met. 

‘‘(3) COMMUNITY HEALTH NEEDS ASSESS-
MENTS.— 

‘‘(A) IN GENERAL.—An organization meets the 
requirements of this paragraph with respect to 
any taxable year only if the organization— 

‘‘(i) has conducted a community health needs 
assessment which meets the requirements of sub-
paragraph (B) in such taxable year or in either 
of the 2 taxable years immediately preceding 
such taxable year, and 

‘‘(ii) has adopted an implementation strategy 
to meet the community health needs identified 
through such assessment. 

‘‘(B) COMMUNITY HEALTH NEEDS ASSESS-
MENT.—A community health needs assessment 
meets the requirements of this paragraph if such 
community health needs assessment— 

‘‘(i) takes into account input from persons 
who represent the broad interests of the commu-
nity served by the hospital facility, including 
those with special knowledge of or expertise in 
public health, and 

‘‘(ii) is made widely available to the public. 
‘‘(4) FINANCIAL ASSISTANCE POLICY.—An orga-

nization meets the requirements of this para-
graph if the organization establishes the fol-
lowing policies: 

‘‘(A) FINANCIAL ASSISTANCE POLICY.—A writ-
ten financial assistance policy which includes— 

‘‘(i) eligibility criteria for financial assistance, 
and whether such assistance includes free or 
discounted care, 

‘‘(ii) the basis for calculating amounts 
charged to patients, 

‘‘(iii) the method for applying for financial as-
sistance, 

‘‘(iv) in the case of an organization which 
does not have a separate billing and collections 
policy, the actions the organization may take in 
the event of non-payment, including collections 
action and reporting to credit agencies, and 

‘‘(v) measures to widely publicize the policy 
within the community to be served by the orga-
nization. 

‘‘(B) POLICY RELATING TO EMERGENCY MED-
ICAL CARE.—A written policy requiring the orga-
nization to provide, without discrimination, care 
for emergency medical conditions (within the 
meaning of section 1867 of the Social Security 
Act (42 U.S.C. 1395dd)) to individuals regardless 
of their eligibility under the financial assistance 
policy described in subparagraph (A). 

‘‘(5) LIMITATION ON CHARGES.—An organiza-
tion meets the requirements of this paragraph if 
the organization— 

‘‘(A) limits amounts charged for emergency or 
other medically necessary care provided to indi-
viduals eligible for assistance under the finan-
cial assistance policy described in paragraph 
(4)(A) to not more than the lowest amounts 
charged to individuals who have insurance cov-
ering such care, and 

‘‘(B) prohibits the use of gross charges. 
‘‘(6) BILLING AND COLLECTION REQUIRE-

MENTS.—An organization meets the requirement 
of this paragraph only if the organization does 
not engage in extraordinary collection actions 
before the organization has made reasonable ef-
forts to determine whether the individual is eli-
gible for assistance under the financial assist-
ance policy described in paragraph (4)(A). 

‘‘(7) REGULATORY AUTHORITY.—The Secretary 
shall issue such regulations and guidance as 
may be necessary to carry out the provisions of 
this subsection, including guidance relating to 
what constitutes reasonable efforts to determine 
the eligibility of a patient under a financial as-
sistance policy for purposes of paragraph (6).’’. 

(b) EXCISE TAX FOR FAILURES TO MEET HOS-
PITAL EXEMPTION REQUIREMENTS.— 

(1) IN GENERAL.—Subchapter D of chapter 42 
of the Internal Revenue Code of 1986 (relating to 
failure by certain charitable organizations to 
meet certain qualification requirements) is 
amended by adding at the end the following 
new section: 
‘‘SEC. 4959. TAXES ON FAILURES BY HOSPITAL OR-

GANIZATIONS. 
‘‘If a hospital organization to which section 

501(r) applies fails to meet the requirement of 
section 501(r)(3) for any taxable year, there is 
imposed on the organization a tax equal to 
$50,000.’’. 

(2) CONFORMING AMENDMENT.—The table of 
sections for subchapter D of chapter 42 of such 
Code is amended by adding at the end the fol-
lowing new item: 
‘‘Sec. 4959. Taxes on failures by hospital orga-

nizations.’’. 
(c) MANDATORY REVIEW OF TAX EXEMPTION 

FOR HOSPITALS.—The Secretary of the Treasury 
or the Secretary’s delegate shall review at least 
once every 3 years the community benefit activi-
ties of each hospital organization to which sec-
tion 501(r) of the Internal Revenue Code of 1986 
(as added by this section) applies. 

(d) ADDITIONAL REPORTING REQUIREMENTS.— 
(1) COMMUNITY HEALTH NEEDS ASSESSMENTS 

AND AUDITED FINANCIAL STATEMENTS.—Section 
6033(b) of the Internal Revenue Code of 1986 (re-
lating to certain organizations described in sec-
tion 501(c)(3)) is amended by striking ‘‘and’’ at 
the end of paragraph (14), by redesignating 
paragraph (15) as paragraph (16), and by insert-
ing after paragraph (14) the following new 
paragraph: 

‘‘(15) in the case of an organization to which 
the requirements of section 501(r) apply for the 
taxable year— 

‘‘(A) a description of how the organization is 
addressing the needs identified in each commu-
nity health needs assessment conducted under 
section 501(r)(3) and a description of any such 
needs that are not being addressed together with 
the reasons why such needs are not being ad-
dressed, and 

‘‘(B) the audited financial statements of such 
organization (or, in the case of an organization 
the financial statements of which are included 
in a consolidated financial statement with other 
organizations, such consolidated financial state-
ment).’’. 
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(2) TAXES.—Section 6033(b)(10) of such Code is 

amended by striking ‘‘and’’ at the end of sub-
paragraph (B), by inserting ‘‘and’’ at the end of 
subparagraph (C), and by adding at the end the 
following new subparagraph: 

‘‘(D) section 4959 (relating to taxes on failures 
by hospital organizations),’’. 

(e) REPORTS.— 
(1) REPORT ON LEVELS OF CHARITY CARE.—The 

Secretary of the Treasury, in consultation with 
the Secretary of Health and Human Services, 
shall submit to the Committees on Ways and 
Means, Education and Labor, and Energy and 
Commerce of the House of Representatives and 
to the Committees on Finance and Health, Edu-
cation, Labor, and Pensions of the Senate an 
annual report on the following: 

(A) Information with respect to private tax-ex-
empt, taxable, and government-owned hospitals 
regarding— 

(i) levels of charity care provided, 
(ii) bad debt expenses, 
(iii) unreimbursed costs for services provided 

with respect to means-tested government pro-
grams, and 

(iv) unreimbursed costs for services provided 
with respect to non-means tested government 
programs. 

(B) Information with respect to private tax-ex-
empt hospitals regarding costs incurred for com-
munity benefit activities. 

(2) REPORT ON TRENDS.— 
(A) STUDY.—The Secretary of the Treasury, in 

consultation with the Secretary of Health and 

Human Services, shall conduct a study on 
trends in the information required to be reported 
under paragraph (1). 

(B) REPORT.—Not later than 5 years after the 
date of the enactment of this Act, the Secretary 
of the Treasury, in consultation with the Sec-
retary of Health and Human Services, shall sub-
mit a report on the study conducted under sub-
paragraph (A) to the Committees on Ways and 
Means, Education and Labor, and Energy and 
Commerce of the House of Representatives and 
to the Committees on Finance and Health, Edu-
cation, Labor, and Pensions of the Senate. 

(f) EFFECTIVE DATES.— 
(1) IN GENERAL.—Except as provided in para-

graphs (2) and (3), the amendments made by 
this section shall apply to taxable years begin-
ning after the date of the enactment of this Act. 

(2) COMMUNITY HEALTH NEEDS ASSESSMENT.— 
The requirements of section 501(r)(3) of the In-
ternal Revenue Code of 1986, as added by sub-
section (a), shall apply to taxable years begin-
ning after the date which is 2 years after the 
date of the enactment of this Act. 

(3) EXCISE TAX.—The amendments made by 
subsection (b) shall apply to failures occurring 
after the date of the enactment of this Act. 
SEC. 9008. IMPOSITION OF ANNUAL FEE ON 

BRANDED PRESCRIPTION PHARMA-
CEUTICAL MANUFACTURERS AND IM-
PORTERS. 

(a) IMPOSITION OF FEE.— 

(1) IN GENERAL.—Each covered entity engaged 
in the business of manufacturing or importing 
branded prescription drugs shall pay to the Sec-
retary of the Treasury not later than the an-
nual payment date of each calendar year begin-
ning after 2009 a fee in an amount determined 
under subsection (b). 

(2) ANNUAL PAYMENT DATE.—For purposes of 
this section, the term ‘‘annual payment date’’ 
means with respect to any calendar year the 
date determined by the Secretary, but in no 
event later than September 30 of such calendar 
year. 

(b) DETERMINATION OF FEE AMOUNT.— 

(1) IN GENERAL.—With respect to each covered 
entity, the fee under this section for any cal-
endar year shall be equal to an amount that 
bears the same ratio to $2,300,000,000 as— 

(A) the covered entity’s branded prescription 
drug sales taken into account during the pre-
ceding calendar year, bear to 

(B) the aggregate branded prescription drug 
sales of all covered entities taken into account 
during such preceding calendar year. 

(2) SALES TAKEN INTO ACCOUNT.—For purposes 
of paragraph (1), the branded prescription drug 
sales taken into account during any calendar 
year with respect to any covered entity shall be 
determined in accordance with the following 
table: 

With respect to a covered entity’s aggregate branded prescription drug sales during the calendar year that are: The percentage of such 
sales taken into account is: 

Not more than $5,000,000 ........................................................................................................................................ 0 percent 
More than $5,000,000 but not more than $125,000,000 ................................................................................................ 10 percent 
More than $125,000,000 but not more than $225,000,000 ............................................................................................. 40 percent 
More than $225,000,000 but not more than $400,000,000 ............................................................................................. 75 percent 
More than $400,000,000 ........................................................................................................................................... 100 percent. 

(3) SECRETARIAL DETERMINATION.—The Sec-
retary of the Treasury shall calculate the 
amount of each covered entity’s fee for any cal-
endar year under paragraph (1). In calculating 
such amount, the Secretary of the Treasury 
shall determine such covered entity’s branded 
prescription drug sales on the basis of reports 
submitted under subsection (g) and through the 
use of any other source of information available 
to the Secretary of the Treasury. 

(c) TRANSFER OF FEES TO MEDICARE PART B 
TRUST FUND.—There is hereby appropriated to 
the Federal Supplementary Medical Insurance 
Trust Fund established under section 1841 of the 
Social Security Act an amount equal to the fees 
received by the Secretary of the Treasury under 
subsection (a). 

(d) COVERED ENTITY.— 
(1) IN GENERAL.—For purposes of this section, 

the term ‘‘covered entity’’ means any manufac-
turer or importer with gross receipts from brand-
ed prescription drug sales. 

(2) CONTROLLED GROUPS.— 
(A) IN GENERAL.—For purposes of this sub-

section, all persons treated as a single employer 
under subsection (a) or (b) of section 52 of the 
Internal Revenue Code of 1986 or subsection (m) 
or (o) of section 414 of such Code shall be treat-
ed as a single covered entity. 

(B) INCLUSION OF FOREIGN CORPORATIONS.— 
For purposes of subparagraph (A), in applying 
subsections (a) and (b) of section 52 of such 
Code to this section, section 1563 of such Code 
shall be applied without regard to subsection 
(b)(2)(C) thereof. 

(e) BRANDED PRESCRIPTION DRUG SALES.—For 
purposes of this section— 

(1) IN GENERAL.—The term ‘‘branded prescrip-
tion drug sales’’ means sales of branded pre-
scription drugs to any specified government pro-
gram or pursuant to coverage under any such 
program. 

(2) BRANDED PRESCRIPTION DRUGS.— 
(A) IN GENERAL.—The term ‘‘branded prescrip-

tion drug’’ means— 

(i) any prescription drug the application for 
which was submitted under section 505(b) of the 
Federal Food, Drug, and Cosmetic Act (21 
U.S.C. 355(b)), or 

(ii) any biological product the license for 
which was submitted under section 351(a) of the 
Public Health Service Act (42 U.S.C. 262(a)). 

(B) PRESCRIPTION DRUG.—For purposes of 
subparagraph (A)(i), the term ‘‘prescription 
drug’’ means any drug which is subject to sec-
tion 503(b) of the Federal Food, Drug, and Cos-
metic Act (21 U.S.C. 353(b)). 

(3) EXCLUSION OF ORPHAN DRUG SALES.—The 
term ‘‘branded prescription drug sales’’ shall 
not include sales of any drug or biological prod-
uct with respect to which a credit was allowed 
for any taxable year under section 45C of the 
Internal Revenue Code of 1986. The preceding 
sentence shall not apply with respect to any 
such drug or biological product after the date on 
which such drug or biological product is ap-
proved by the Food and Drug Administration 
for marketing for any indication other than the 
treatment of the rare disease or condition with 
respect to which such credit was allowed. 

(4) SPECIFIED GOVERNMENT PROGRAM.—The 
term ‘‘specified government program’’ means— 

(A) the Medicare Part D program under part 
D of title XVIII of the Social Security Act, 

(B) the Medicare Part B program under part 
B of title XVIII of the Social Security Act, 

(C) the Medicaid program under title XIX of 
the Social Security Act, 

(D) any program under which branded pre-
scription drugs are procured by the Department 
of Veterans Affairs, 

(E) any program under which branded pre-
scription drugs are procured by the Department 
of Defense, or 

(F) the TRICARE retail pharmacy program 
under section 1074g of title 10, United States 
Code. 

(f) TAX TREATMENT OF FEES.—The fees im-
posed by this section— 

(1) for purposes of subtitle F of the Internal 
Revenue Code of 1986, shall be treated as excise 

taxes with respect to which only civil actions for 
refund under procedures of such subtitle shall 
apply, and 

(2) for purposes of section 275 of such Code, 
shall be considered to be a tax described in sec-
tion 275(a)(6). 

(g) REPORTING REQUIREMENT.—Not later than 
the date determined by the Secretary of the 
Treasury following the end of any calendar 
year, the Secretary of Health and Human Serv-
ices, the Secretary of Veterans Affairs, and the 
Secretary of Defense shall report to the Sec-
retary of the Treasury, in such manner as the 
Secretary of the Treasury prescribes, the total 
branded prescription drug sales for each covered 
entity with respect to each specified government 
program under such Secretary’s jurisdiction 
using the following methodology: 

(1) MEDICARE PART D PROGRAM.—The Sec-
retary of Health and Human Services shall re-
port, for each covered entity and for each 
branded prescription drug of the covered entity 
covered by the Medicare Part D program, the 
product of— 

(A) the per-unit ingredient cost, as reported to 
the Secretary of Health and Human Services by 
prescription drug plans and Medicare Advan-
tage prescription drug plans, minus any per- 
unit rebate, discount, or other price concession 
provided by the covered entity, as reported to 
the Secretary of Health and Human Services by 
the prescription drug plans and Medicare Ad-
vantage prescription drug plans, and 

(B) the number of units of the branded pre-
scription drug paid for under the Medicare Part 
D program. 

(2) MEDICARE PART B PROGRAM.—The Sec-
retary of Health and Human Services shall re-
port, for each covered entity and for each 
branded prescription drug of the covered entity 
covered by the Medicare Part B program under 
section 1862(a) of the Social Security Act, the 
product of— 

(A) the per-unit average sales price (as de-
fined in section 1847A(c) of the Social Security 
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Act) or the per-unit Part B payment rate for a 
separately paid branded prescription drug with-
out a reported average sales price, and 

(B) the number of units of the branded pre-
scription drug paid for under the Medicare Part 
B program. 
The Centers for Medicare and Medicaid Services 
shall establish a process for determining the 
units and the allocated price for purposes of this 
section for those branded prescription drugs 
that are not separately payable or for which 
National Drug Codes are not reported. 

(3) MEDICAID PROGRAM.—The Secretary of 
Health and Human Services shall report, for 
each covered entity and for each branded pre-
scription drug of the covered entity covered 
under the Medicaid program, the product of— 

(A) the per-unit ingredient cost paid to phar-
macies by States for the branded prescription 
drug dispensed to Medicaid beneficiaries, minus 
any per-unit rebate paid by the covered entity 
under section 1927 of the Social Security Act 
and any State supplemental rebate, and 

(B) the number of units of the branded pre-
scription drug paid for under the Medicaid pro-
gram. 

(4) DEPARTMENT OF VETERANS AFFAIRS PRO-
GRAMS.—The Secretary of Veterans Affairs shall 
report, for each covered entity and for each 
branded prescription drug of the covered entity 
the total amount paid for each such branded 
prescription drug procured by the Department of 
Veterans Affairs for its beneficiaries. 

(5) DEPARTMENT OF DEFENSE PROGRAMS AND 
TRICARE.—The Secretary of Defense shall report, 
for each covered entity and for each branded 
prescription drug of the covered entity, the sum 
of— 

(A) the total amount paid for each such 
branded prescription drug procured by the De-
partment of Defense for its beneficiaries, and 

(B) for each such branded prescription drug 
dispensed under the TRICARE retail pharmacy 
program, the product of— 

(i) the per-unit ingredient cost, minus any 
per-unit rebate paid by the covered entity, and 

(ii) the number of units of the branded pre-
scription drug dispensed under such program. 

(h) SECRETARY.—For purposes of this section, 
the term ‘‘Secretary’’ includes the Secretary’s 
delegate. 

(i) GUIDANCE.—The Secretary of the Treasury 
shall publish guidance necessary to carry out 
the purposes of this section. 

(j) APPLICATION OF SECTION.—This section 
shall apply to any branded prescription drug 
sales after December 31, 2008. 

(k) CONFORMING AMENDMENT.—Section 
1841(a) of the Social Security Act is amended by 
inserting ‘‘or section 9008(c) of the Patient Pro-
tection and Affordable Care Act of 2009’’ after 
‘‘this part’’. 
SEC. 9009. IMPOSITION OF ANNUAL FEE ON MED-

ICAL DEVICE MANUFACTURERS AND 
IMPORTERS. 

(a) IMPOSITION OF FEE.— 

(1) IN GENERAL.—Each covered entity engaged 
in the business of manufacturing or importing 
medical devices shall pay to the Secretary not 
later than the annual payment date of each cal-
endar year beginning after 2009 a fee in an 
amount determined under subsection (b). 

(2) ANNUAL PAYMENT DATE.—For purposes of 
this section, the term ‘‘annual payment date’’ 
means with respect to any calendar year the 
date determined by the Secretary, but in no 
event later than September 30 of such calendar 
year. 

(b) DETERMINATION OF FEE AMOUNT.— 

(1) IN GENERAL.—With respect to each covered 
entity, the fee under this section for any cal-
endar year shall be equal to an amount that 
bears the same ratio to $2,000,000,000 as— 

(A) the covered entity’s gross receipts from 
medical device sales taken into account during 
the preceding calendar year, bear to 

(B) the aggregate gross receipts of all covered 
entities from medical device sales taken into ac-
count during such preceding calendar year. 

(2) GROSS RECEIPTS FROM SALES TAKEN INTO 
ACCOUNT.—For purposes of paragraph (1), the 
gross receipts from medical device sales taken 
into account during any calendar year with re-
spect to any covered entity shall be determined 
in accordance with the following table: 

With respect to a covered entity’s aggregate gross receipts from medical device sales during the calendar year that are: 
The percentage of gross re-
ceipts taken into account 

is: 

Not more than $5,000,000 ........................................................................................................................................ 0 percent 
More than $5,000,000 but not more than $25,000,000 ................................................................................................. 50 percent 
More than $25,000,000 ............................................................................................................................................ 100 percent. 

(3) SECRETARIAL DETERMINATION.—The Sec-
retary shall calculate the amount of each cov-
ered entity’s fee for any calendar year under 
paragraph (1). In calculating such amount, the 
Secretary shall determine such covered entity’s 
gross receipts from medical device sales on the 
basis of reports submitted by the covered entity 
under subsection (f) and through the use of any 
other source of information available to the Sec-
retary. 

(c) COVERED ENTITY.— 
(1) IN GENERAL.—For purposes of this section, 

the term ‘‘covered entity’’ means any manufac-
turer or importer with gross receipts from med-
ical device sales. 

(2) CONTROLLED GROUPS.— 
(A) IN GENERAL.—For purposes of this sub-

section, all persons treated as a single employer 
under subsection (a) or (b) of section 52 of the 
Internal Revenue Code of 1986 or subsection (m) 
or (o) of section 414 of such Code shall be treat-
ed as a single covered entity. 

(B) INCLUSION OF FOREIGN CORPORATIONS.— 
For purposes of subparagraph (A), in applying 
subsections (a) and (b) of section 52 of such 
Code to this section, section 1563 of such Code 
shall be applied without regard to subsection 
(b)(2)(C) thereof. 

(d) MEDICAL DEVICE SALES.—For purposes of 
this section— 

(1) IN GENERAL.—The term ‘‘medical device 
sales’’ means sales for use in the United States 
of any medical device, other than the sales of a 
medical device that— 

(A) has been classified in class II under sec-
tion 513 of the Federal Food, Drug, and Cos-
metic Act (21 U.S.C. 360c) and is primarily sold 
to consumers at retail for not more than $100 per 
unit, or 

(B) has been classified in class I under such 
section. 

(2) UNITED STATES.—For purposes of para-
graph (1), the term ‘‘United States’’ means the 
several States, the District of Columbia, the 
Commonwealth of Puerto Rico, and the posses-
sions of the United States. 

(3) MEDICAL DEVICE.—For purposes of para-
graph (1), the term ‘‘medical device’’ means any 
device (as defined in section 201(h) of the Fed-
eral Food, Drug, and Cosmetic Act (21 U.S.C. 
321(h))) intended for humans. 

(e) TAX TREATMENT OF FEES.—The fees im-
posed by this section— 

(1) for purposes of subtitle F of the Internal 
Revenue Code of 1986, shall be treated as excise 
taxes with respect to which only civil actions for 
refund under procedures of such subtitle shall 
apply, and 

(2) for purposes of section 275 of such Code, 
shall be considered to be a tax described in sec-
tion 275(a)(6). 

(f) REPORTING REQUIREMENT.— 
(1) IN GENERAL.—Not later than the date de-

termined by the Secretary following the end of 
any calendar year, each covered entity shall re-
port to the Secretary, in such manner as the 
Secretary prescribes, the gross receipts from 
medical device sales of such covered entity dur-
ing such calendar year. 

(2) PENALTY FOR FAILURE TO REPORT.— 
(A) IN GENERAL.—In the case of any failure to 

make a report containing the information re-
quired by paragraph (1) on the date prescribed 
therefor (determined with regard to any exten-
sion of time for filing), unless it is shown that 
such failure is due to reasonable cause, there 
shall be paid by the covered entity failing to file 
such report, an amount equal to— 

(i) $10,000, plus 
(ii) the lesser of— 
(I) an amount equal to $1,000, multiplied by 

the number of days during which such failure 
continues, or 

(II) the amount of the fee imposed by this sec-
tion for which such report was required. 

(B) TREATMENT OF PENALTY.—The penalty im-
posed under subparagraph (A)— 

(i) shall be treated as a penalty for purposes 
of subtitle F of the Internal Revenue Code of 
1986, 

(ii) shall be paid on notice and demand by the 
Secretary and in the same manner as tax under 
such Code, and 

(iii) with respect to which only civil actions 
for refund under procedures of such subtitle F 
shall apply. 

(g) SECRETARY.—For purposes of this section, 
the term ‘‘Secretary’’ means the Secretary of the 
Treasury or the Secretary’s delegate. 

(h) GUIDANCE.—The Secretary shall publish 
guidance necessary to carry out the purposes of 
this section, including identification of medical 
devices described in subsection (d)(1)(A) and 
with respect to the treatment of gross receipts 
from sales of medical devices to another covered 
entity or to another entity by reason of the ap-
plication of subsection (c)(2). 

(i) APPLICATION OF SECTION.—This section 
shall apply to any medical device sales after De-
cember 31, 2008. 
SEC. 9010. IMPOSITION OF ANNUAL FEE ON 

HEALTH INSURANCE PROVIDERS. 
(a) IMPOSITION OF FEE.— 
(1) IN GENERAL.—Each covered entity engaged 

in the business of providing health insurance 
shall pay to the Secretary not later than the an-
nual payment date of each calendar year begin-
ning after 2009 a fee in an amount determined 
under subsection (b). 

(2) ANNUAL PAYMENT DATE.—For purposes of 
this section, the term ‘‘annual payment date’’ 
means with respect to any calendar year the 
date determined by the Secretary, but in no 
event later than September 30 of such calendar 
year. 

(b) DETERMINATION OF FEE AMOUNT.— 
(1) IN GENERAL.—With respect to each covered 

entity, the fee under this section for any cal-
endar year shall be equal to an amount that 
bears the same ratio to $6,700,000,000 as— 

(A) the sum of— 
(i) the covered entity’s net premiums written 

with respect to health insurance for any United 
States health risk that are taken into account 
during the preceding calendar year, plus 

(ii) 200 percent of the covered entity’s third 
party administration agreement fees that are 
taken into account during the preceding cal-
endar year, bears to 

(B) the sum of— 
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(i) the aggregate net premiums written with 

respect to such health insurance of all covered 
entities that are taken into account during such 
preceding calendar year, plus 

(ii) 200 percent of the aggregate third party 
administration agreement fees of all covered en-

tities that are taken into account during such 
preceding calendar year. 

(2) AMOUNTS TAKEN INTO ACCOUNT.—For pur-
poses of paragraph (1)— 

(A) NET PREMIUMS WRITTEN.—The net pre-
miums written with respect to health insurance 

for any United States health risk that are taken 
into account during any calendar year with re-
spect to any covered entity shall be determined 
in accordance with the following table: 

With respect to a covered entity’s net premiums written during the calendar year that are: 
The percentage of net pre-

miums written that are 
taken into account is: 

Not more than $25,000,000 ...................................................................................................................................... 0 percent 
More than $25,000,000 but not more than $50,000,000 ................................................................................................ 50 percent 
More than $50,000,000 ............................................................................................................................................ 100 percent. 

(B) THIRD PARTY ADMINISTRATION AGREEMENT 
FEES.—The third party administration agree-

ment fees that are taken into account during 
any calendar year with respect to any covered 

entity shall be determined in accordance with 
the following table: 

With respect to a covered entity’s third party administration agreement fees during the calendar year that are: 

The percentage of third 
party administration 

agreement fees that are 
taken into account is: 

Not more than $5,000,000 ........................................................................................................................................ 0 percent 
More than $5,000,000 but not more than $10,000,000 ................................................................................................. 50 percent 
More than $10,000,000 ............................................................................................................................................ 100 percent. 

(3) SECRETARIAL DETERMINATION.—The Sec-
retary shall calculate the amount of each cov-
ered entity’s fee for any calendar year under 
paragraph (1). In calculating such amount, the 
Secretary shall determine such covered entity’s 
net premiums written with respect to any United 
States health risk and third party administra-
tion agreement fees on the basis of reports sub-
mitted by the covered entity under subsection 
(g) and through the use of any other source of 
information available to the Secretary. 

(c) COVERED ENTITY.— 
(1) IN GENERAL.—For purposes of this section, 

the term ‘‘covered entity’’ means any entity 
which provides health insurance for any United 
States health risk. 

(2) EXCLUSION.—Such term does not include— 
(A) any employer to the extent that such em-

ployer self-insures its employees’ health risks, or 
(B) any governmental entity (except to the ex-

tent such an entity provides health insurance 
coverage through the community health insur-
ance option under section 1323). 

(3) CONTROLLED GROUPS.— 
(A) IN GENERAL.—For purposes of this sub-

section, all persons treated as a single employer 
under subsection (a) or (b) of section 52 of the 
Internal Revenue Code of 1986 or subsection (m) 
or (o) of section 414 of such Code shall be treat-
ed as a single covered entity (or employer for 
purposes of paragraph (2)). 

(B) INCLUSION OF FOREIGN CORPORATIONS.— 
For purposes of subparagraph (A), in applying 
subsections (a) and (b) of section 52 of such 
Code to this section, section 1563 of such Code 
shall be applied without regard to subsection 
(b)(2)(C) thereof. 

(d) UNITED STATES HEALTH RISK.—For pur-
poses of this section, the term ‘‘United States 
health risk’’ means the health risk of any indi-
vidual who is— 

(1) a United States citizen, 
(2) a resident of the United States (within the 

meaning of section 7701(b)(1)(A) of the Internal 
Revenue Code of 1986), or 

(3) located in the United States, with respect 
to the period such individual is so located. 

(e) THIRD PARTY ADMINISTRATION AGREEMENT 
FEES.—For purposes of this section, the term 
‘‘third party administration agreement fees’’ 
means, with respect to any covered entity, 
amounts received from an employer which are in 
excess of payments made by such covered entity 
for health benefits under an arrangement under 
which such employer self-insures the United 
States health risk of its employees. 

(f) TAX TREATMENT OF FEES.—The fees im-
posed by this section— 

(1) for purposes of subtitle F of the Internal 
Revenue Code of 1986, shall be treated as excise 
taxes with respect to which only civil actions for 

refund under procedures of such subtitle shall 
apply, and 

(2) for purposes of section 275 of such Code 
shall be considered to be a tax described in sec-
tion 275(a)(6). 

(g) REPORTING REQUIREMENT.— 
(1) IN GENERAL.—Not later than the date de-

termined by the Secretary following the end of 
any calendar year, each covered entity shall re-
port to the Secretary, in such manner as the 
Secretary prescribes, the covered entity’s net 
premiums written with respect to health insur-
ance for any United States health risk and third 
party administration agreement fees for such 
calendar year. 

(2) PENALTY FOR FAILURE TO REPORT.— 
(A) IN GENERAL.—In the case of any failure to 

make a report containing the information re-
quired by paragraph (1) on the date prescribed 
therefor (determined with regard to any exten-
sion of time for filing), unless it is shown that 
such failure is due to reasonable cause, there 
shall be paid by the covered entity failing to file 
such report, an amount equal to— 

(i) $10,000, plus 
(ii) the lesser of— 
(I) an amount equal to $1,000, multiplied by 

the number of days during which such failure 
continues, or 

(II) the amount of the fee imposed by this sec-
tion for which such report was required. 

(B) TREATMENT OF PENALTY.—The penalty im-
posed under subparagraph (A)— 

(i) shall be treated as a penalty for purposes 
of subtitle F of the Internal Revenue Code of 
1986, 

(ii) shall be paid on notice and demand by the 
Secretary and in the same manner as tax under 
such Code, and 

(iii) with respect to which only civil actions 
for refund under procedures of such subtitle F 
shall apply. 

(h) ADDITIONAL DEFINITIONS.—For purposes 
of this section— 

(1) SECRETARY.—The term ‘‘Secretary’’ means 
the Secretary of the Treasury or the Secretary’s 
delegate. 

(2) UNITED STATES.—The term ‘‘United States’’ 
means the several States, the District of Colum-
bia, the Commonwealth of Puerto Rico, and the 
possessions of the United States. 

(3) HEALTH INSURANCE.—The term ‘‘health in-
surance’’ shall not include insurance for long- 
term care or disability. 

(i) GUIDANCE.—The Secretary shall publish 
guidance necessary to carry out the purposes of 
this section. 

(j) APPLICATION OF SECTION.—This section 
shall apply to any net premiums written after 
December 31, 2008, with respect to health insur-
ance for any United States health risk, and any 

third party administration agreement fees re-
ceived after such date. 
SEC. 9011. STUDY AND REPORT OF EFFECT ON 

VETERANS HEALTH CARE. 
(a) IN GENERAL.—The Secretary of Veterans 

Affairs shall conduct a study on the effect (if 
any) of the provisions of sections 9008, 9009, and 
9010 on— 

(1) the cost of medical care provided to vet-
erans, and 

(2) veterans’ access to medical devices and 
branded prescription drugs. 

(b) REPORT.—The Secretary of Veterans Af-
fairs shall report the results of the study under 
subsection (a) to the Committee on Ways and 
Means of the House of Representatives and to 
the Committee on Finance of the Senate not 
later than December 31, 2012. 
SEC. 9012. ELIMINATION OF DEDUCTION FOR EX-

PENSES ALLOCABLE TO MEDICARE 
PART D SUBSIDY. 

(a) IN GENERAL.—Section 139A of the Internal 
Revenue Code of 1986 is amended by striking the 
second sentence. 

(b) EFFECTIVE DATE.—The amendment made 
by this section shall apply to taxable years be-
ginning after December 31, 2010. 
SEC. 9013. MODIFICATION OF ITEMIZED DEDUC-

TION FOR MEDICAL EXPENSES. 
(a) IN GENERAL.—Subsection (a) of section 213 

of the Internal Revenue Code of 1986 is amended 
by striking ‘‘7.5 percent’’ and inserting ‘‘10 per-
cent’’. 

(b) TEMPORARY WAIVER OF INCREASE FOR 
CERTAIN SENIORS.—Section 213 of the Internal 
Revenue Code of 1986 is amended by adding at 
the end the following new subsection: 

‘‘(f) SPECIAL RULE FOR 2013, 2014, 2015, AND 
2016.—In the case of any taxable year beginning 
after December 31, 2012, and ending before Jan-
uary 1, 2017, subsection (a) shall be applied with 
respect to a taxpayer by substituting ‘7.5 per-
cent’ for ‘10 percent’ if such taxpayer or such 
taxpayer’s spouse has attained age 65 before the 
close of such taxable year.’’. 

(c) CONFORMING AMENDMENT.—Section 
56(b)(1)(B) of the Internal Revenue Code of 1986 
is amended by striking ‘‘by substituting ‘10 per-
cent’ for ‘7.5 percent’ ’’ and inserting ‘‘without 
regard to subsection (f) of such section’’. 

(d) EFFECTIVE DATE.—The amendments made 
by this section shall apply to taxable years be-
ginning after December 31, 2012. 
SEC. 9014. LIMITATION ON EXCESSIVE REMU-

NERATION PAID BY CERTAIN 
HEALTH INSURANCE PROVIDERS. 

(a) IN GENERAL.—Section 162(m) of the Inter-
nal Revenue Code of 1986 is amended by adding 
at the end the following new subparagraph: 

‘‘(6) SPECIAL RULE FOR APPLICATION TO CER-
TAIN HEALTH INSURANCE PROVIDERS.— 
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‘‘(A) IN GENERAL.—No deduction shall be al-

lowed under this chapter— 
‘‘(i) in the case of applicable individual remu-

neration which is for any disqualified taxable 
year beginning after December 31, 2012, and 
which is attributable to services performed by an 
applicable individual during such taxable year, 
to the extent that the amount of such remunera-
tion exceeds $500,000, or 

‘‘(ii) in the case of deferred deduction remu-
neration for any taxable year beginning after 
December 31, 2012, which is attributable to serv-
ices performed by an applicable individual dur-
ing any disqualified taxable year beginning 
after December 31, 2009, to the extent that the 
amount of such remuneration exceeds $500,000 
reduced (but not below zero) by the sum of— 

‘‘(I) the applicable individual remuneration 
for such disqualified taxable year, plus 

‘‘(II) the portion of the deferred deduction re-
muneration for such services which was taken 
into account under this clause in a preceding 
taxable year (or which would have been taken 
into account under this clause in a preceding 
taxable year if this clause were applied by sub-
stituting ‘December 31, 2009’ for ‘December 31, 
2012’ in the matter preceding subclause (I)). 

‘‘(B) DISQUALIFIED TAXABLE YEAR.—For pur-
poses of this paragraph, the term ‘disqualified 
taxable year’ means, with respect to any em-
ployer, any taxable year for which such em-
ployer is a covered health insurance provider. 

‘‘(C) COVERED HEALTH INSURANCE PROVIDER.— 
For purposes of this paragraph— 

‘‘(i) IN GENERAL.—The term ‘covered health 
insurance provider’ means— 

‘‘(I) with respect to taxable years beginning 
after December 31, 2009, and before January 1, 
2013, any employer which is a health insurance 
issuer (as defined in section 9832(b)(2)) and 
which receives premiums from providing health 
insurance coverage (as defined in section 
9832(b)(1)), and 

‘‘(II) with respect to taxable years beginning 
after December 31, 2012, any employer which is 
a health insurance issuer (as defined in section 
9832(b)(2)) and with respect to which not less 
than 25 percent of the gross premiums received 
from providing health insurance coverage (as 
defined in section 9832(b)(1)) is from minimum 
essential coverage (as defined in section 
5000A(f)). 

‘‘(ii) AGGREGATION RULES.—Two or more per-
sons who are treated as a single employer under 
subsection (b), (c), (m), or (o) of section 414 shall 
be treated as a single employer, except that in 
applying section 1563(a) for purposes of any 
such subsection, paragraphs (2) and (3) thereof 
shall be disregarded. 

‘‘(D) APPLICABLE INDIVIDUAL REMUNERA-
TION.—For purposes of this paragraph, the term 
‘applicable individual remuneration’ means, 
with respect to any applicable individual for 
any disqualified taxable year, the aggregate 
amount allowable as a deduction under this 
chapter for such taxable year (determined with-
out regard to this subsection) for remuneration 
(as defined in paragraph (4) without regard to 
subparagraphs (B), (C), and (D) thereof) for 
services performed by such individual (whether 
or not during the taxable year). Such term shall 
not include any deferred deduction remunera-
tion with respect to services performed during 
the disqualified taxable year. 

‘‘(E) DEFERRED DEDUCTION REMUNERATION.— 
For purposes of this paragraph, the term ‘de-
ferred deduction remuneration’ means remu-
neration which would be applicable individual 
remuneration for services performed in a dis-
qualified taxable year but for the fact that the 
deduction under this chapter (determined with-
out regard to this paragraph) for such remu-
neration is allowable in a subsequent taxable 
year. 

‘‘(F) APPLICABLE INDIVIDUAL.—For purposes 
of this paragraph, the term ‘applicable indi-
vidual’ means, with respect to any covered 
health insurance provider for any disqualified 
taxable year, any individual— 

‘‘(i) who is an officer, director, or employee in 
such taxable year, or 

‘‘(ii) who provides services for or on behalf of 
such covered health insurance provider during 
such taxable year. 

‘‘(G) COORDINATION.—Rules similar to the 
rules of subparagraphs (F) and (G) of para-
graph (4) shall apply for purposes of this para-
graph. 

‘‘(H) REGULATORY AUTHORITY.—The Secretary 
may prescribe such guidance, rules, or regula-
tions as are necessary to carry out the purposes 
of this paragraph.’’. 

(b) EFFECTIVE DATE.—The amendment made 
by this section shall apply to taxable years be-
ginning after December 31, 2009, with respect to 
services performed after such date. 
SEC. 9015. ADDITIONAL HOSPITAL INSURANCE 

TAX ON HIGH-INCOME TAXPAYERS. 
(a) FICA.— 
(1) IN GENERAL.—Section 3101(b) of the Inter-

nal Revenue Code of 1986 is amended— 
(A) by striking ‘‘In addition’’ and inserting 

the following: 
‘‘(1) IN GENERAL.—In addition’’, 
(B) by striking ‘‘the following percentages of 

the’’ and inserting ‘‘1.45 percent of the’’, 
(C) by striking ‘‘(as defined in section 

3121(b))—’’ and all that follows and inserting 
‘‘(as defined in section 3121(b)).’’, and 

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

‘‘(2) ADDITIONAL TAX.—In addition to the tax 
imposed by paragraph (1) and the preceding 
subsection, there is hereby imposed on every 
taxpayer (other than a corporation, estate, or 
trust) a tax equal to 0.5 percent of wages which 
are received with respect to employment (as de-
fined in section 3121(b)) during any taxable year 
beginning after December 31, 2012, and which 
are in excess of— 

‘‘(A) in the case of a joint return, $250,000, 
and 

‘‘(B) in any other case, $200,000.’’. 
(2) COLLECTION OF TAX.—Section 3102 of the 

Internal Revenue Code of 1986 is amended by 
adding at the end the following new subsection: 

‘‘(f) SPECIAL RULES FOR ADDITIONAL TAX.— 
‘‘(1) IN GENERAL.—In the case of any tax im-

posed by section 3101(b)(2), subsection (a) shall 
only apply to the extent to which the taxpayer 
receives wages from the employer in excess of 
$200,000, and the employer may disregard the 
amount of wages received by such taxpayer’s 
spouse. 

‘‘(2) COLLECTION OF AMOUNTS NOT WITH-
HELD.—To the extent that the amount of any 
tax imposed by section 3101(b)(2) is not collected 
by the employer, such tax shall be paid by the 
employee. 

‘‘(3) TAX PAID BY RECIPIENT.—If an employer, 
in violation of this chapter, fails to deduct and 
withhold the tax imposed by section 3101(b)(2) 
and thereafter the tax is paid by the employee, 
the tax so required to be deducted and withheld 
shall not be collected from the employer, but this 
paragraph shall in no case relieve the employer 
from liability for any penalties or additions to 
tax otherwise applicable in respect of such fail-
ure to deduct and withhold.’’. 

(b) SECA.— 
(1) IN GENERAL.—Section 1401(b) of the Inter-

nal Revenue Code of 1986 is amended— 
(A) by striking ‘‘In addition’’ and inserting 

the following: 
‘‘(1) IN GENERAL.—In addition’’, and 
(B) by adding at the end the following new 

paragraph: 
‘‘(2) ADDITIONAL TAX.— 
‘‘(A) IN GENERAL.—In addition to the tax im-

posed by paragraph (1) and the preceding sub-
section, there is hereby imposed on every tax-
payer (other than a corporation, estate, or 
trust) for each taxable year beginning after De-
cember 31, 2012, a tax equal to 0.5 percent of the 
self-employment income for such taxable year 
which is in excess of— 

‘‘(i) in the case of a joint return, $250,000, and 

‘‘(ii) in any other case, $200,000. 
‘‘(B) COORDINATION WITH FICA.—The amounts 

under clauses (i) and (ii) of subparagraph (A) 
shall be reduced (but not below zero) by the 
amount of wages taken into account in deter-
mining the tax imposed under section 3121(b)(2) 
with respect to the taxpayer.’’. 

(2) NO DEDUCTION FOR ADDITIONAL TAX.— 
(A) IN GENERAL.—Section 164(f) of such Code 

is amended by inserting ‘‘(other than the taxes 
imposed by section 1401(b)(2))’’ after ‘‘section 
1401)’’. 

(B) DEDUCTION FOR NET EARNINGS FROM SELF- 
EMPLOYMENT.—Subparagraph (B) of section 
1402(a)(12) is amended by inserting ‘‘(determined 
without regard to the rate imposed under para-
graph (2) of section 1401(b))’’ after ‘‘for such 
year’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply with respect to remu-
neration received, and taxable years beginning, 
after December 31, 2012. 
SEC. 9016. MODIFICATION OF SECTION 833 TREAT-

MENT OF CERTAIN HEALTH ORGANI-
ZATIONS. 

(a) IN GENERAL.—Subsection (c) of section 833 
of the Internal Revenue Code of 1986 is amended 
by adding at the end the following new para-
graph: 

‘‘(5) NONAPPLICATION OF SECTION IN CASE OF 
LOW MEDICAL LOSS RATIO.—Notwithstanding the 
preceding paragraphs, this section shall not 
apply to any organization unless such organiza-
tion’s percentage of total premium revenue ex-
pended on reimbursement for clinical services 
provided to enrollees under its policies during 
such taxable year (as reported under section 
2718 of the Public Health Service Act) is not less 
than 85 percent.’’. 

(b) EFFECTIVE DATE.—The amendment made 
by this section shall apply to taxable years be-
ginning after December 31, 2009. 
SEC. 9017. EXCISE TAX ON ELECTIVE COSMETIC 

MEDICAL PROCEDURES. 
(a) IN GENERAL.—Subtitle D of the Internal 

Revenue Code of 1986, as amended by this Act, 
is amended by adding at the end the following 
new chapter: 

‘‘CHAPTER 49—ELECTIVE COSMETIC 
MEDICAL PROCEDURES 

‘‘Sec. 5000B. Imposition of tax on elective cos-
metic medical procedures. 

‘‘SEC. 5000B. IMPOSITION OF TAX ON ELECTIVE 
COSMETIC MEDICAL PROCEDURES. 

‘‘(a) IN GENERAL.—There is hereby imposed on 
any cosmetic surgery and medical procedure a 
tax equal to 5 percent of the amount paid for 
such procedure (determined without regard to 
this section), whether paid by insurance or oth-
erwise. 

‘‘(b) COSMETIC SURGERY AND MEDICAL PROCE-
DURE.—For purposes of this section, the term 
‘cosmetic surgery and medical procedure’ means 
any cosmetic surgery (as defined in section 
213(d)(9)(B)) or other similar procedure which— 

‘‘(1) is performed by a licensed medical profes-
sional, and 

‘‘(2) is not necessary to ameliorate a deformity 
arising from, or directly related to, a congenital 
abnormality, a personal injury resulting from 
an accident or trauma, or disfiguring disease. 

‘‘(c) PAYMENT OF TAX.— 
‘‘(1) IN GENERAL.—The tax imposed by this 

section shall be paid by the individual on whom 
the procedure is performed. 

‘‘(2) COLLECTION.—Every person receiving a 
payment for procedures on which a tax is im-
posed under subsection (a) shall collect the 
amount of the tax from the individual on whom 
the procedure is performed and remit such tax 
quarterly to the Secretary at such time and in 
such manner as provided by the Secretary. 

‘‘(3) SECONDARY LIABILITY.—Where any tax 
imposed by subsection (a) is not paid at the time 
payments for cosmetic surgery and medical pro-
cedures are made, then to the extent that such 
tax is not collected, such tax shall be paid by 
the person who performs the procedure.’’. 
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(b) CLERICAL AMENDMENT.—The table of 

chapters for subtitle D of the Internal Revenue 
Code of 1986, as amended by this Act, is amend-
ed by inserting after the item relating to chapter 
48 the following new item: 

‘‘CHAPTER 49—ELECTIVE COSMETIC MEDICAL 
PROCEDURES’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply to procedures per-
formed on or after January 1, 2010. 

Subtitle B—Other Provisions 
SEC. 9021. EXCLUSION OF HEALTH BENEFITS 

PROVIDED BY INDIAN TRIBAL GOV-
ERNMENTS. 

(a) IN GENERAL.—Part III of subchapter B of 
chapter 1 of the Internal Revenue Code of 1986 
is amended by inserting after section 139C the 
following new section: 
‘‘SEC. 139D. INDIAN HEALTH CARE BENEFITS. 

‘‘(a) GENERAL RULE.—Except as otherwise 
provided in this section, gross income does not 
include the value of any qualified Indian health 
care benefit. 

‘‘(b) QUALIFIED INDIAN HEALTH CARE BEN-
EFIT.—For purposes of this section, the term 
‘qualified Indian health care benefit’ means— 

‘‘(1) any health service or benefit provided or 
purchased, directly or indirectly, by the Indian 
Health Service through a grant to or a contract 
or compact with an Indian tribe or tribal orga-
nization, or through a third-party program 
funded by the Indian Health Service, 

‘‘(2) medical care provided or purchased by, or 
amounts to reimburse for such medical care pro-
vided by, an Indian tribe or tribal organization 
for, or to, a member of an Indian tribe, includ-
ing a spouse or dependent of such a member, 

‘‘(3) coverage under accident or health insur-
ance (or an arrangement having the effect of ac-
cident or health insurance), or an accident or 
health plan, provided by an Indian tribe or trib-
al organization for medical care to a member of 
an Indian tribe, include a spouse or dependent 
of such a member, and 

‘‘(4) any other medical care provided by an 
Indian tribe or tribal organization that supple-
ments, replaces, or substitutes for a program or 
service relating to medical care provided by the 
Federal government to Indian tribes or members 
of such a tribe. 

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

‘‘(1) INDIAN TRIBE.—The term ‘Indian tribe’ 
has the meaning given such term by section 
45A(c)(6). 

‘‘(2) TRIBAL ORGANIZATION.—The term ‘tribal 
organization’ has the meaning given such term 
by section 4(l) of the Indian Self-Determination 
and Education Assistance Act. 

‘‘(3) MEDICAL CARE.—The term ‘medical care’ 
has the same meaning as when used in section 
213. 

‘‘(4) ACCIDENT OR HEALTH INSURANCE; ACCI-
DENT OR HEALTH PLAN.—The terms ‘accident or 
health insurance’ and ‘accident or health plan’ 
have the same meaning as when used in section 
105. 

‘‘(5) DEPENDENT.—The term ‘dependent’ has 
the meaning given such term by section 152, de-
termined without regard to subsections (b)(1), 
(b)(2), and (d)(1)(B) thereof. 

‘‘(d) DENIAL OF DOUBLE BENEFIT.—Subsection 
(a) shall not apply to the amount of any quali-
fied Indian health care benefit which is not in-
cludible in gross income of the beneficiary of 
such benefit under any other provision of this 
chapter, or to the amount of any such benefit 
for which a deduction is allowed to such bene-
ficiary under any other provision of this chap-
ter.’’. 

(b) CLERICAL AMENDMENT.—The table of sec-
tions for part III of subchapter B of chapter 1 
of the Internal Revenue Code of 1986 is amended 
by inserting after the item relating to section 
139C the following new item: 
‘‘Sec. 139D. Indian health care benefits.’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply to benefits and cov-
erage provided after the date of the enactment 
of this Act. 

(d) NO INFERENCE.—Nothing in the amend-
ments made by this section shall be construed to 
create an inference with respect to the exclusion 
from gross income of— 

(1) benefits provided by an Indian tribe or 
tribal organization that are not within the scope 
of this section, and 

(2) benefits provided prior to the date of the 
enactment of this Act. 
SEC. 9022. ESTABLISHMENT OF SIMPLE CAFE-

TERIA PLANS FOR SMALL BUSI-
NESSES. 

(a) IN GENERAL.—Section 125 of the Internal 
Revenue Code of 1986 (relating to cafeteria 
plans), as amended by this Act, is amended by 
redesignating subsections (j) and (k) as sub-
sections (k) and (l), respectively, and by insert-
ing after subsection (i) the following new sub-
section: 

‘‘(j) SIMPLE CAFETERIA PLANS FOR SMALL 
BUSINESSES.— 

‘‘(1) IN GENERAL.—An eligible employer main-
taining a simple cafeteria plan with respect to 
which the requirements of this subsection are 
met for any year shall be treated as meeting any 
applicable nondiscrimination requirement dur-
ing such year. 

‘‘(2) SIMPLE CAFETERIA PLAN.—For purposes 
of this subsection, the term ‘simple cafeteria 
plan’ means a cafeteria plan— 

‘‘(A) which is established and maintained by 
an eligible employer, and 

‘‘(B) with respect to which the contribution 
requirements of paragraph (3), and the eligi-
bility and participation requirements of para-
graph (4), are met. 

‘‘(3) CONTRIBUTION REQUIREMENTS.— 
‘‘(A) IN GENERAL.—The requirements of this 

paragraph are met if, under the plan the em-
ployer is required, without regard to whether a 
qualified employee makes any salary reduction 
contribution, to make a contribution to provide 
qualified benefits under the plan on behalf of 
each qualified employee in an amount equal 
to— 

‘‘(i) a uniform percentage (not less than 2 per-
cent) of the employee’s compensation for the 
plan year, or 

‘‘(ii) an amount which is not less than the 
lesser of— 

‘‘(I) 6 percent of the employee’s compensation 
for the plan year, or 

‘‘(II) twice the amount of the salary reduction 
contributions of each qualified employee. 

‘‘(B) MATCHING CONTRIBUTIONS ON BEHALF OF 
HIGHLY COMPENSATED AND KEY EMPLOYEES.— 
The requirements of subparagraph (A)(ii) shall 
not be treated as met if, under the plan, the rate 
of contributions with respect to any salary re-
duction contribution of a highly compensated or 
key employee at any rate of contribution is 
greater than that with respect to an employee 
who is not a highly compensated or key em-
ployee. 

‘‘(C) ADDITIONAL CONTRIBUTIONS.—Subject to 
subparagraph (B), nothing in this paragraph 
shall be treated as prohibiting an employer from 
making contributions to provide qualified bene-
fits under the plan in addition to contributions 
required under subparagraph (A). 

‘‘(D) DEFINITIONS.—For purposes of this para-
graph— 

‘‘(i) SALARY REDUCTION CONTRIBUTION.—The 
term ‘salary reduction contribution’ means, with 
respect to a cafeteria plan, any amount which is 
contributed to the plan at the election of the em-
ployee and which is not includible in gross in-
come by reason of this section. 

‘‘(ii) QUALIFIED EMPLOYEE.—The term ‘quali-
fied employee’ means, with respect to a cafeteria 
plan, any employee who is not a highly com-
pensated or key employee and who is eligible to 
participate in the plan. 

‘‘(iii) HIGHLY COMPENSATED EMPLOYEE.—The 
term ‘highly compensated employee’ has the 
meaning given such term by section 414(q). 

‘‘(iv) KEY EMPLOYEE.—The term ‘key em-
ployee’ has the meaning given such term by sec-
tion 416(i). 

‘‘(4) MINIMUM ELIGIBILITY AND PARTICIPATION 
REQUIREMENTS.— 

‘‘(A) IN GENERAL.—The requirements of this 
paragraph shall be treated as met with respect 
to any year if, under the plan— 

‘‘(i) all employees who had at least 1,000 hours 
of service for the preceding plan year are eligi-
ble to participate, and 

‘‘(ii) each employee eligible to participate in 
the plan may, subject to terms and conditions 
applicable to all participants, elect any benefit 
available under the plan. 

‘‘(B) CERTAIN EMPLOYEES MAY BE EX-
CLUDED.—For purposes of subparagraph (A)(i), 
an employer may elect to exclude under the plan 
employees— 

‘‘(i) who have not attained the age of 21 be-
fore the close of a plan year, 

‘‘(ii) who have less than 1 year of service with 
the employer as of any day during the plan 
year, 

‘‘(iii) who are covered under an agreement 
which the Secretary of Labor finds to be a col-
lective bargaining agreement if there is evidence 
that the benefits covered under the cafeteria 
plan were the subject of good faith bargaining 
between employee representatives and the em-
ployer, or 

‘‘(iv) who are described in section 410(b)(3)(C) 
(relating to nonresident aliens working outside 
the United States). 

A plan may provide a shorter period of service 
or younger age for purposes of clause (i) or (ii). 

‘‘(5) ELIGIBLE EMPLOYER.—For purposes of 
this subsection— 

‘‘(A) IN GENERAL.—The term ‘eligible em-
ployer’ means, with respect to any year, any 
employer if such employer employed an average 
of 100 or fewer employees on business days dur-
ing either of the 2 preceding years. For purposes 
of this subparagraph, a year may only be taken 
into account if the employer was in existence 
throughout the year. 

‘‘(B) EMPLOYERS NOT IN EXISTENCE DURING 
PRECEDING YEAR.—If an employer was not in ex-
istence throughout the preceding year, the de-
termination under subparagraph (A) shall be 
based on the average number of employees that 
it is reasonably expected such employer will em-
ploy on business days in the current year. 

‘‘(C) GROWING EMPLOYERS RETAIN TREATMENT 
AS SMALL EMPLOYER.— 

‘‘(i) IN GENERAL.—If— 
‘‘(I) an employer was an eligible employer for 

any year (a ‘qualified year’), and 
‘‘(II) such employer establishes a simple cafe-

teria plan for its employees for such year, 

then, notwithstanding the fact the employer 
fails to meet the requirements of subparagraph 
(A) for any subsequent year, such employer 
shall be treated as an eligible employer for such 
subsequent year with respect to employees 
(whether or not employees during a qualified 
year) of any trade or business which was cov-
ered by the plan during any qualified year. 

‘‘(ii) EXCEPTION.—This subparagraph shall 
cease to apply if the employer employs an aver-
age of 200 or more employees on business days 
during any year preceding any such subsequent 
year. 

‘‘(D) SPECIAL RULES.— 
‘‘(i) PREDECESSORS.—Any reference in this 

paragraph to an employer shall include a ref-
erence to any predecessor of such employer. 

‘‘(ii) AGGREGATION RULES.—All persons treat-
ed as a single employer under subsection (a) or 
(b) of section 52, or subsection (n) or (o) of sec-
tion 414, shall be treated as one person. 

‘‘(6) APPLICABLE NONDISCRIMINATION REQUIRE-
MENT.—For purposes of this subsection, the term 
‘applicable nondiscrimination requirement’ 
means any requirement under subsection (b) of 
this section, section 79(d), section 105(h), or 
paragraph (2), (3), (4), or (8) of section 129(d). 
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‘‘(7) COMPENSATION.—The term ‘compensa-

tion’ has the meaning given such term by sec-
tion 414(s).’’. 

(b) EFFECTIVE DATE.—The amendments made 
by this section shall apply to years beginning 
after December 31, 2010. 
SEC. 9023. QUALIFYING THERAPEUTIC DIS-

COVERY PROJECT CREDIT. 
(a) IN GENERAL.—Subpart E of part IV of sub-

chapter A of chapter 1 of the Internal Revenue 
Code of 1986 is amended by inserting after sec-
tion 48C the following new section: 
‘‘SEC. 48D. QUALIFYING THERAPEUTIC DIS-

COVERY PROJECT CREDIT. 
‘‘(a) IN GENERAL.—For purposes of section 46, 

the qualifying therapeutic discovery project 
credit for any taxable year is an amount equal 
to 50 percent of the qualified investment for 
such taxable year with respect to any qualifying 
therapeutic discovery project of an eligible tax-
payer. 

‘‘(b) QUALIFIED INVESTMENT.— 
‘‘(1) IN GENERAL.—For purposes of subsection 

(a), the qualified investment for any taxable 
year is the aggregate amount of the costs paid 
or incurred in such taxable year for expenses 
necessary for and directly related to the conduct 
of a qualifying therapeutic discovery project. 

‘‘(2) LIMITATION.—The amount which is treat-
ed as qualified investment for all taxable years 
with respect to any qualifying therapeutic dis-
covery project shall not exceed the amount cer-
tified by the Secretary as eligible for the credit 
under this section. 

‘‘(3) EXCLUSIONS.—The qualified investment 
for any taxable year with respect to any quali-
fying therapeutic discovery project shall not 
take into account any cost— 

‘‘(A) for remuneration for an employee de-
scribed in section 162(m)(3), 

‘‘(B) for interest expenses, 
‘‘(C) for facility maintenance expenses, 
‘‘(D) which is identified as a service cost 

under section 1.263A–1(e)(4) of title 26, Code of 
Federal Regulations, or 

‘‘(E) for any other expense as determined by 
the Secretary as appropriate to carry out the 
purposes of this section. 

‘‘(4) CERTAIN PROGRESS EXPENDITURE RULES 
MADE APPLICABLE.—In the case of costs de-
scribed in paragraph (1) that are paid for prop-
erty of a character subject to an allowance for 
depreciation, rules similar to the rules of sub-
sections (c)(4) and (d) of section 46 (as in effect 
on the day before the date of the enactment of 
the Revenue Reconciliation Act of 1990) shall 
apply for purposes of this section. 

‘‘(5) APPLICATION OF SUBSECTION.—An invest-
ment shall be considered a qualified investment 
under this subsection only if such investment is 
made in a taxable year beginning in 2009 or 
2010. 

‘‘(c) DEFINITIONS.— 
‘‘(1) QUALIFYING THERAPEUTIC DISCOVERY 

PROJECT.—The term ‘qualifying therapeutic dis-
covery project’ means a project which is de-
signed— 

‘‘(A) to treat or prevent diseases or conditions 
by conducting pre-clinical activities, clinical 
trials, and clinical studies, or carrying out re-
search protocols, for the purpose of securing ap-
proval of a product under section 505(b) of the 
Federal Food, Drug, and Cosmetic Act or section 
351(a) of the Public Health Service Act, 

‘‘(B) to diagnose diseases or conditions or to 
determine molecular factors related to diseases 
or conditions by developing molecular 
diagnostics to guide therapeutic decisions, or 

‘‘(C) to develop a product, process, or tech-
nology to further the delivery or administration 
of therapeutics. 

‘‘(2) ELIGIBLE TAXPAYER.— 
‘‘(A) IN GENERAL.—The term ‘eligible tax-

payer’ means a taxpayer which employs not 
more than 250 employees in all businesses of the 
taxpayer at the time of the submission of the ap-
plication under subsection (d)(2). 

‘‘(B) AGGREGATION RULES.—All persons treat-
ed as a single employer under subsection (a) or 
(b) of section 52, or subsection (m) or (o) of sec-
tion 414, shall be so treated for purposes of this 
paragraph. 

‘‘(3) FACILITY MAINTENANCE EXPENSES.—The 
term ‘facility maintenance expenses’ means costs 
paid or incurred to maintain a facility, includ-
ing— 

‘‘(A) mortgage or rent payments, 
‘‘(B) insurance payments, 
‘‘(C) utility and maintenance costs, and 
‘‘(D) costs of employment of maintenance per-

sonnel. 
‘‘(d) QUALIFYING THERAPEUTIC DISCOVERY 

PROJECT PROGRAM.— 
‘‘(1) ESTABLISHMENT.— 
‘‘(A) IN GENERAL.—Not later than 60 days 

after the date of the enactment of this section, 
the Secretary, in consultation with the Sec-
retary of Health and Human Services, shall es-
tablish a qualifying therapeutic discovery 
project program to consider and award certifi-
cations for qualified investments eligible for 
credits under this section to qualifying thera-
peutic discovery project sponsors. 

‘‘(B) LIMITATION.—The total amount of cred-
its that may be allocated under the program 
shall not exceed $1,000,000,000 for the 2-year pe-
riod beginning with 2009. 

‘‘(2) CERTIFICATION.— 
‘‘(A) APPLICATION PERIOD.—Each applicant 

for certification under this paragraph shall sub-
mit an application containing such information 
as the Secretary may require during the period 
beginning on the date the Secretary establishes 
the program under paragraph (1). 

‘‘(B) TIME FOR REVIEW OF APPLICATIONS.—The 
Secretary shall take action to approve or deny 
any application under subparagraph (A) within 
30 days of the submission of such application. 

‘‘(C) MULTI-YEAR APPLICATIONS.—An applica-
tion for certification under subparagraph (A) 
may include a request for an allocation of cred-
its for more than 1 of the years described in 
paragraph (1)(B). 

‘‘(3) SELECTION CRITERIA.—In determining the 
qualifying therapeutic discovery projects with 
respect to which qualified investments may be 
certified under this section, the Secretary— 

‘‘(A) shall take into consideration only those 
projects that show reasonable potential— 

‘‘(i) to result in new therapies— 
‘‘(I) to treat areas of unmet medical need, or 
‘‘(II) to prevent, detect, or treat chronic or 

acute diseases and conditions, 
‘‘(ii) to reduce long-term health care costs in 

the United States, or 
‘‘(iii) to significantly advance the goal of cur-

ing cancer within the 30-year period beginning 
on the date the Secretary establishes the pro-
gram under paragraph (1), and 

‘‘(B) shall take into consideration which 
projects have the greatest potential— 

‘‘(i) to create and sustain (directly or indi-
rectly) high quality, high-paying jobs in the 
United States, and 

‘‘(ii) to advance United States competitiveness 
in the fields of life, biological, and medical 
sciences. 

‘‘(4) DISCLOSURE OF ALLOCATIONS.—The Sec-
retary shall, upon making a certification under 
this subsection, publicly disclose the identity of 
the applicant and the amount of the credit with 
respect to such applicant. 

‘‘(e) SPECIAL RULES.— 
‘‘(1) BASIS ADJUSTMENT.—For purposes of this 

subtitle, if a credit is allowed under this section 
for an expenditure related to property of a char-
acter subject to an allowance for depreciation, 
the basis of such property shall be reduced by 
the amount of such credit. 

‘‘(2) DENIAL OF DOUBLE BENEFIT.— 
‘‘(A) BONUS DEPRECIATION.—A credit shall not 

be allowed under this section for any investment 
for which bonus depreciation is allowed under 
section 168(k), 1400L(b)(1), or 1400N(d)(1). 

‘‘(B) DEDUCTIONS.—No deduction under this 
subtitle shall be allowed for the portion of the 

expenses otherwise allowable as a deduction 
taken into account in determining the credit 
under this section for the taxable year which is 
equal to the amount of the credit determined for 
such taxable year under subsection (a) attrib-
utable to such portion. This subparagraph shall 
not apply to expenses related to property of a 
character subject to an allowance for deprecia-
tion the basis of which is reduced under para-
graph (1), or which are described in section 
280C(g). 

‘‘(C) CREDIT FOR RESEARCH ACTIVITIES.— 
‘‘(i) IN GENERAL.—Except as provided in 

clause (ii), any expenses taken into account 
under this section for a taxable year shall not be 
taken into account for purposes of determining 
the credit allowable under section 41 or 45C for 
such taxable year. 

‘‘(ii) EXPENSES INCLUDED IN DETERMINING BASE 
PERIOD RESEARCH EXPENSES.—Any expenses for 
any taxable year which are qualified research 
expenses (within the meaning of section 41(b)) 
shall be taken into account in determining base 
period research expenses for purposes of apply-
ing section 41 to subsequent taxable years. 

‘‘(f) COORDINATION WITH DEPARTMENT OF 
TREASURY GRANTS.—In the case of any invest-
ment with respect to which the Secretary makes 
a grant under section 9023(e) of the Patient Pro-
tection and Affordable Care Act of 2009— 

‘‘(1) DENIAL OF CREDIT.—No credit shall be de-
termined under this section with respect to such 
investment for the taxable year in which such 
grant is made or any subsequent taxable year. 

‘‘(2) RECAPTURE OF CREDITS FOR PROGRESS EX-
PENDITURES MADE BEFORE GRANT.—If a credit 
was determined under this section with respect 
to such investment for any taxable year ending 
before such grant is made— 

‘‘(A) the tax imposed under subtitle A on the 
taxpayer for the taxable year in which such 
grant is made shall be increased by so much of 
such credit as was allowed under section 38, 

‘‘(B) the general business carryforwards 
under section 39 shall be adjusted so as to re-
capture the portion of such credit which was 
not so allowed, and 

‘‘(C) the amount of such grant shall be deter-
mined without regard to any reduction in the 
basis of any property of a character subject to 
an allowance for depreciation by reason of such 
credit. 

‘‘(3) TREATMENT OF GRANTS.—Any such grant 
shall not be includible in the gross income of the 
taxpayer.’’. 

(b) INCLUSION AS PART OF INVESTMENT CRED-
IT.—Section 46 of the Internal Revenue Code of 
1986 is amended— 

(1) by adding a comma at the end of para-
graph (2), 

(2) by striking the period at the end of para-
graph (5) and inserting ‘‘, and’’, and 

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

‘‘(6) the qualifying therapeutic discovery 
project credit.’’. 

(c) CONFORMING AMENDMENTS.— 
(1) Section 49(a)(1)(C) of the Internal Revenue 

Code of 1986 is amended— 
(A) by striking ‘‘and’’ at the end of clause 

(iv), 
(B) by striking the period at the end of clause 

(v) and inserting ‘‘, and’’, and 
(C) by adding at the end the following new 

clause: 
‘‘(vi) the basis of any property to which para-

graph (1) of section 48D(e) applies which is part 
of a qualifying therapeutic discovery project 
under such section 48D.’’. 

(2) Section 280C of such Code is amended by 
adding at the end the following new subsection: 

‘‘(g) QUALIFYING THERAPEUTIC DISCOVERY 
PROJECT CREDIT.— 

‘‘(1) IN GENERAL.—No deduction shall be al-
lowed for that portion of the qualified invest-
ment (as defined in section 48D(b)) otherwise al-
lowable as a deduction for the taxable year 
which— 
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‘‘(A) would be qualified research expenses (as 

defined in section 41(b)), basic research expenses 
(as defined in section 41(e)(2)), or qualified clin-
ical testing expenses (as defined in section 
45C(b)) if the credit under section 41 or section 
45C were allowed with respect to such expenses 
for such taxable year, and 

‘‘(B) is equal to the amount of the credit de-
termined for such taxable year under section 
48D(a), reduced by— 

‘‘(i) the amount disallowed as a deduction by 
reason of section 48D(e)(2)(B), and 

‘‘(ii) the amount of any basis reduction under 
section 48D(e)(1). 

‘‘(2) SIMILAR RULE WHERE TAXPAYER CAPITAL-
IZES RATHER THAN DEDUCTS EXPENSES.—In the 
case of expenses described in paragraph (1)(A) 
taken into account in determining the credit 
under section 48D for the taxable year, if— 

‘‘(A) the amount of the portion of the credit 
determined under such section with respect to 
such expenses, exceeds 

‘‘(B) the amount allowable as a deduction for 
such taxable year for such expenses (determined 
without regard to paragraph (1)), 
the amount chargeable to capital account for 
the taxable year for such expenses shall be re-
duced by the amount of such excess. 

‘‘(3) CONTROLLED GROUPS.—Paragraph (3) of 
subsection (b) shall apply for purposes of this 
subsection.’’. 

(d) CLERICAL AMENDMENT.—The table of sec-
tions for subpart E of part IV of subchapter A 
of chapter 1 of the Internal Revenue Code of 
1986 is amended by inserting after the item relat-
ing to section 48C the following new item: 
‘‘Sec. 48D. Qualifying therapeutic discovery 

project credit.’’. 
(e) GRANTS FOR QUALIFIED INVESTMENTS IN 

THERAPEUTIC DISCOVERY PROJECTS IN LIEU OF 
TAX CREDITS.— 

(1) IN GENERAL.—Upon application, the Sec-
retary of the Treasury shall, subject to the re-
quirements of this subsection, provide a grant to 
each person who makes a qualified investment 
in a qualifying therapeutic discovery project in 
the amount of 50 percent of such investment. No 
grant shall be made under this subsection with 
respect to any investment unless such invest-
ment is made during a taxable year beginning in 
2009 or 2010. 

(2) APPLICATION.— 
(A) IN GENERAL.—At the stated election of the 

applicant, an application for certification under 
section 48D(d)(2) of the Internal Revenue Code 
of 1986 for a credit under such section for the 
taxable year of the applicant which begins in 
2009 shall be considered to be an application for 
a grant under paragraph (1) for such taxable 
year. 

(B) TAXABLE YEARS BEGINNING IN 2010.—An ap-
plication for a grant under paragraph (1) for a 
taxable year beginning in 2010 shall be sub-
mitted— 

(i) not earlier than the day after the last day 
of such taxable year, and 

(ii) not later than the due date (including ex-
tensions) for filing the return of tax for such 
taxable year. 

(C) INFORMATION TO BE SUBMITTED.—An ap-
plication for a grant under paragraph (1) shall 
include such information and be in such form as 
the Secretary may require to state the amount of 
the credit allowable (but for the receipt of a 
grant under this subsection) under section 48D 
for the taxable year for the qualified investment 
with respect to which such application is made. 

(3) TIME FOR PAYMENT OF GRANT.— 
(A) IN GENERAL.—The Secretary of the Treas-

ury shall make payment of the amount of any 
grant under paragraph (1) during the 30-day pe-
riod beginning on the later of— 

(i) the date of the application for such grant, 
or 

(ii) the date the qualified investment for 
which the grant is being made is made. 

(B) REGULATIONS.—In the case of investments 
of an ongoing nature, the Secretary shall issue 

regulations to determine the date on which a 
qualified investment shall be deemed to have 
been made for purposes of this paragraph. 

(4) QUALIFIED INVESTMENT.—For purposes of 
this subsection, the term ‘‘qualified investment’’ 
means a qualified investment that is certified 
under section 48D(d) of the Internal Revenue 
Code of 1986 for purposes of the credit under 
such section 48D. 

(5) APPLICATION OF CERTAIN RULES.— 
(A) IN GENERAL.—In making grants under this 

subsection, the Secretary of the Treasury shall 
apply rules similar to the rules of section 50 of 
the Internal Revenue Code of 1986. In applying 
such rules, any increase in tax under chapter 1 
of such Code by reason of an investment ceasing 
to be a qualified investment shall be imposed on 
the person to whom the grant was made. 

(B) SPECIAL RULES.— 
(i) RECAPTURE OF EXCESSIVE GRANT 

AMOUNTS.—If the amount of a grant made under 
this subsection exceeds the amount allowable as 
a grant under this subsection, such excess shall 
be recaptured under subparagraph (A) as if the 
investment to which such excess portion of the 
grant relates had ceased to be a qualified invest-
ment immediately after such grant was made. 

(ii) GRANT INFORMATION NOT TREATED AS RE-
TURN INFORMATION.—In no event shall the 
amount of a grant made under paragraph (1), 
the identity of the person to whom such grant 
was made, or a description of the investment 
with respect to which such grant was made be 
treated as return information for purposes of 
section 6103 of the Internal Revenue Code of 
1986. 

(6) EXCEPTION FOR CERTAIN NON-TAXPAYERS.— 
The Secretary of the Treasury shall not make 
any grant under this subsection to— 

(A) any Federal, State, or local government 
(or any political subdivision, agency, or instru-
mentality thereof), 

(B) any organization described in section 
501(c) of the Internal Revenue Code of 1986 and 
exempt from tax under section 501(a) of such 
Code, 

(C) any entity referred to in paragraph (4) of 
section 54(j) of such Code, or 

(D) any partnership or other pass-thru entity 
any partner (or other holder of an equity or 
profits interest) of which is described in sub-
paragraph (A), (B) or (C). 

In the case of a partnership or other pass-thru 
entity described in subparagraph (D), partners 
and other holders of any equity or profits inter-
est shall provide to such partnership or entity 
such information as the Secretary of the Treas-
ury may require to carry out the purposes of 
this paragraph. 

(7) SECRETARY.—Any reference in this sub-
section to the Secretary of the Treasury shall be 
treated as including the Secretary’s delegate. 

(8) OTHER TERMS.—Any term used in this sub-
section which is also used in section 48D of the 
Internal Revenue Code of 1986 shall have the 
same meaning for purposes of this subsection as 
when used in such section. 

(9) DENIAL OF DOUBLE BENEFIT.—No credit 
shall be allowed under section 46(6) of the Inter-
nal Revenue Code of 1986 by reason of section 
48D of such Code for any investment for which 
a grant is awarded under this subsection. 

(10) APPROPRIATIONS.—There is hereby appro-
priated to the Secretary of the Treasury such 
sums as may be necessary to carry out this sub-
section. 

(11) TERMINATION.—The Secretary of the 
Treasury shall not make any grant to any per-
son under this subsection unless the application 
of such person for such grant is received before 
January 1, 2013. 

(12) PROTECTING MIDDLE CLASS FAMILIES FROM 
TAX INCREASES.—It is the sense of the Senate 
that the Senate should reject any procedural 
maneuver that would raise taxes on middle class 
families, such as a motion to commit the pending 
legislation to the Committee on Finance, which 

is designed to kill legislation that provides tax 
cuts for American workers and families, includ-
ing the affordability tax credit and the small 
business tax credit. 

(f) EFFECTIVE DATE.—The amendments made 
by subsections (a) through (d) of this section 
shall apply to amounts paid or incurred after 
December 31, 2008, in taxable years beginning 
after such date. 

TITLE X—STRENGTHENING QUALITY, AF-
FORDABLE HEALTH CARE FOR ALL 
AMERICANS 
Subtitle A—Provisions Relating to Title I 

SEC. 10101. AMENDMENTS TO SUBTITLE A. 
(a) Section 2711 of the Public Health Service 

Act, as added by section 1001(5) of this Act, is 
amended to read as follows: 
‘‘SEC. 2711. NO LIFETIME OR ANNUAL LIMITS. 

‘‘(a) PROHIBITION.— 
‘‘(1) IN GENERAL.—A group health plan and a 

health insurance issuer offering group or indi-
vidual health insurance coverage may not estab-
lish— 

‘‘(A) lifetime limits on the dollar value of ben-
efits for any participant or beneficiary; or 

‘‘(B) except as provided in paragraph (2), an-
nual limits on the dollar value of benefits for 
any participant or beneficiary. 

‘‘(2) ANNUAL LIMITS PRIOR TO 2014.—With re-
spect to plan years beginning prior to January 
1, 2014, a group health plan and a health insur-
ance issuer offering group or individual health 
insurance coverage may only establish a re-
stricted annual limit on the dollar value of ben-
efits for any participant or beneficiary with re-
spect to the scope of benefits that are essential 
health benefits under section 1302(b) of the Pa-
tient Protection and Affordable Care Act, as de-
termined by the Secretary. In defining the term 
‘restricted annual limit’ for purposes of the pre-
ceding sentence, the Secretary shall ensure that 
access to needed services is made available with 
a minimal impact on premiums. 

‘‘(b) PER BENEFICIARY LIMITS.—Subsection (a) 
shall not be construed to prevent a group health 
plan or health insurance coverage from placing 
annual or lifetime per beneficiary limits on spe-
cific covered benefits that are not essential 
health benefits under section 1302(b) of the Pa-
tient Protection and Affordable Care Act, to the 
extent that such limits are otherwise permitted 
under Federal or State law.’’. 

(b) Section 2715(a) of the Public Health Serv-
ice Act, as added by section 1001(5) of this Act, 
is amended by striking ‘‘and providing to enroll-
ees’’ and inserting ‘‘and providing to appli-
cants, enrollees, and policyholders or certificate 
holders’’. 

(c) Subpart II of part A of title XXVII of the 
Public Health Service Act, as added by section 
1001(5), is amended by inserting after section 
2715, the following: 
‘‘SEC. 2715A. PROVISION OF ADDITIONAL INFOR-

MATION. 
‘‘A group health plan and a health insurance 

issuer offering group or individual health insur-
ance coverage shall comply with the provisions 
of section 1311(e)(3) of the Patient Protection 
and Affordable Care Act, except that a plan or 
coverage that is not offered through an Ex-
change shall only be required to submit the in-
formation required to the Secretary and the 
State insurance commissioner, and make such 
information available to the public.’’. 

(d) Section 2716 of the Public Health Service 
Act, as added by section 1001(5) of this Act, is 
amended to read as follows: 
‘‘SEC. 2716. PROHIBITION ON DISCRIMINATION IN 

FAVOR OF HIGHLY COMPENSATED 
INDIVIDUALS. 

‘‘(a) IN GENERAL.—A group health plan (other 
than a self-insured plan) shall satisfy the re-
quirements of section 105(h)(2) of the Internal 
Revenue Code of 1986 (relating to prohibition on 
discrimination in favor of highly compensated 
individuals). 
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‘‘(b) RULES AND DEFINITIONS.—For purposes 

of this section— 
‘‘(1) CERTAIN RULES TO APPLY.—Rules similar 

to the rules contained in paragraphs (3), (4), 
and (8) of section 105(h) of such Code shall 
apply. 

‘‘(2) HIGHLY COMPENSATED INDIVIDUAL.—The 
term ‘highly compensated individual’ has the 
meaning given such term by section 105(h)(5) of 
such Code.’’. 

(e) Section 2717 of the Public Health Service 
Act, as added by section 1001(5) of this Act, is 
amended— 

(1) by redesignating subsections (c) and (d) as 
subsections (d) and (e), respectively; and 

(2) by inserting after subsection (b), the fol-
lowing: 

‘‘(c) PROTECTION OF SECOND AMENDMENT GUN 
RIGHTS.— 

‘‘(1) WELLNESS AND PREVENTION PROGRAMS.— 
A wellness and health promotion activity imple-
mented under subsection (a)(1)(D) may not re-
quire the disclosure or collection of any infor-
mation relating to— 

‘‘(A) the presence or storage of a lawfully-pos-
sessed firearm or ammunition in the residence or 
on the property of an individual; or 

‘‘(B) the lawful use, possession, or storage of 
a firearm or ammunition by an individual. 

‘‘(2) LIMITATION ON DATA COLLECTION.—None 
of the authorities provided to the Secretary 
under the Patient Protection and Affordable 
Care Act or an amendment made by that Act 
shall be construed to authorize or may be used 
for the collection of any information relating 
to— 

‘‘(A) the lawful ownership or possession of a 
firearm or ammunition; 

‘‘(B) the lawful use of a firearm or ammuni-
tion; or 

‘‘(C) the lawful storage of a firearm or ammu-
nition. 

‘‘(3) LIMITATION ON DATABASES OR DATA 
BANKS.—None of the authorities provided to the 
Secretary under the Patient Protection and Af-
fordable Care Act or an amendment made by 
that Act shall be construed to authorize or may 
be used to maintain records of individual owner-
ship or possession of a firearm or ammunition. 

‘‘(4) LIMITATION ON DETERMINATION OF PRE-
MIUM RATES OR ELIGIBILITY FOR HEALTH INSUR-
ANCE.—A premium rate may not be increased, 
health insurance coverage may not be denied, 
and a discount, rebate, or reward offered for 
participation in a wellness program may not be 
reduced or withheld under any health benefit 
plan issued pursuant to or in accordance with 
the Patient Protection and Affordable Care Act 
or an amendment made by that Act on the basis 
of, or on reliance upon— 

‘‘(A) the lawful ownership or possession of a 
firearm or ammunition; or 

‘‘(B) the lawful use or storage of a firearm or 
ammunition. 

‘‘(5) LIMITATION ON DATA COLLECTION RE-
QUIREMENTS FOR INDIVIDUALS.—No individual 
shall be required to disclose any information 
under any data collection activity authorized 
under the Patient Protection and Affordable 
Care Act or an amendment made by that Act re-
lating to— 

‘‘(A) the lawful ownership or possession of a 
firearm or ammunition; or 

‘‘(B) the lawful use, possession, or storage of 
a firearm or ammunition.’’. 

(f) Section 2718 of the Public Health Service 
Act, as added by section 1001(5), is amended to 
read as follows: 
‘‘SEC. 2718. BRINGING DOWN THE COST OF 

HEALTH CARE COVERAGE. 
‘‘(a) CLEAR ACCOUNTING FOR COSTS.—A 

health insurance issuer offering group or indi-
vidual health insurance coverage (including a 
grandfathered health plan) shall, with respect 
to each plan year, submit to the Secretary a re-
port concerning the ratio of the incurred loss (or 
incurred claims) plus the loss adjustment ex-
pense (or change in contract reserves) to earned 

premiums. Such report shall include the percent-
age of total premium revenue, after accounting 
for collections or receipts for risk adjustment 
and risk corridors and payments of reinsurance, 
that such coverage expends— 

‘‘(1) on reimbursement for clinical services 
provided to enrollees under such coverage; 

‘‘(2) for activities that improve health care 
quality; and 

‘‘(3) on all other non-claims costs, including 
an explanation of the nature of such costs, and 
excluding Federal and State taxes and licensing 
or regulatory fees. 
The Secretary shall make reports received under 
this section available to the public on the Inter-
net website of the Department of Health and 
Human Services. 

‘‘(b) ENSURING THAT CONSUMERS RECEIVE 
VALUE FOR THEIR PREMIUM PAYMENTS.— 

‘‘(1) REQUIREMENT TO PROVIDE VALUE FOR 
PREMIUM PAYMENTS.— 

‘‘(A) REQUIREMENT.—Beginning not later 
than January 1, 2011, a health insurance issuer 
offering group or individual health insurance 
coverage (including a grandfathered health 
plan) shall, with respect to each plan year, pro-
vide an annual rebate to each enrollee under 
such coverage, on a pro rata basis, if the ratio 
of the amount of premium revenue expended by 
the issuer on costs described in paragraphs (1) 
and (2) of subsection (a) to the total amount of 
premium revenue (excluding Federal and State 
taxes and licensing or regulatory fees and after 
accounting for payments or receipts for risk ad-
justment, risk corridors, and reinsurance under 
sections 1341, 1342, and 1343 of the Patient Pro-
tection and Affordable Care Act) for the plan 
year (except as provided in subparagraph 
(B)(ii)), is less than— 

‘‘(i) with respect to a health insurance issuer 
offering coverage in the large group market, 85 
percent, or such higher percentage as a State 
may by regulation determine; or 

‘‘(ii) with respect to a health insurance issuer 
offering coverage in the small group market or 
in the individual market, 80 percent, or such 
higher percentage as a State may by regulation 
determine, except that the Secretary may adjust 
such percentage with respect to a State if the 
Secretary determines that the application of 
such 80 percent may destabilize the individual 
market in such State. 

‘‘(B) REBATE AMOUNT.— 
‘‘(i) CALCULATION OF AMOUNT.—The total 

amount of an annual rebate required under this 
paragraph shall be in an amount equal to the 
product of— 

‘‘(I) the amount by which the percentage de-
scribed in clause (i) or (ii) of subparagraph (A) 
exceeds the ratio described in such subpara-
graph; and 

‘‘(II) the total amount of premium revenue 
(excluding Federal and State taxes and licens-
ing or regulatory fees and after accounting for 
payments or receipts for risk adjustment, risk 
corridors, and reinsurance under sections 1341, 
1342, and 1343 of the Patient Protection and Af-
fordable Care Act) for such plan year. 

‘‘(ii) CALCULATION BASED ON AVERAGE 
RATIO.—Beginning on January 1, 2014, the de-
termination made under subparagraph (A) for 
the year involved shall be based on the averages 
of the premiums expended on the costs described 
in such subparagraph and total premium rev-
enue for each of the previous 3 years for the 
plan. 

‘‘(2) CONSIDERATION IN SETTING PERCENT-
AGES.—In determining the percentages under 
paragraph (1), a State shall seek to ensure ade-
quate participation by health insurance issuers, 
competition in the health insurance market in 
the State, and value for consumers so that pre-
miums are used for clinical services and quality 
improvements. 

‘‘(3) ENFORCEMENT.—The Secretary shall pro-
mulgate regulations for enforcing the provisions 
of this section and may provide for appropriate 
penalties. 

‘‘(c) DEFINITIONS.—Not later than December 
31, 2010, and subject to the certification of the 
Secretary, the National Association of Insur-
ance Commissioners shall establish uniform defi-
nitions of the activities reported under sub-
section (a) and standardized methodologies for 
calculating measures of such activities, includ-
ing definitions of which activities, and in what 
regard such activities, constitute activities de-
scribed in subsection (a)(2). Such methodologies 
shall be designed to take into account the spe-
cial circumstances of smaller plans, different 
types of plans, and newer plans. 

‘‘(d) ADJUSTMENTS.—The Secretary may ad-
just the rates described in subsection (b) if the 
Secretary determines appropriate on account of 
the volatility of the individual market due to the 
establishment of State Exchanges. 

‘‘(e) STANDARD HOSPITAL CHARGES.—Each 
hospital operating within the United States 
shall for each year establish (and update) and 
make public (in accordance with guidelines de-
veloped by the Secretary) a list of the hospital’s 
standard charges for items and services provided 
by the hospital, including for diagnosis-related 
groups established under section 1886(d)(4) of 
the Social Security Act.’’. 

(g) Section 2719 of the Public Health Service 
Act, as added by section 1001(4) of this Act, is 
amended to read as follows: 
‘‘SEC. 2719. APPEALS PROCESS. 

‘‘(a) INTERNAL CLAIMS APPEALS.— 
‘‘(1) IN GENERAL.—A group health plan and a 

health insurance issuer offering group or indi-
vidual health insurance coverage shall imple-
ment an effective appeals process for appeals of 
coverage determinations and claims, under 
which the plan or issuer shall, at a minimum— 

‘‘(A) have in effect an internal claims appeal 
process; 

‘‘(B) provide notice to enrollees, in a cul-
turally and linguistically appropriate manner, 
of available internal and external appeals proc-
esses, and the availability of any applicable of-
fice of health insurance consumer assistance or 
ombudsman established under section 2793 to as-
sist such enrollees with the appeals processes; 
and 

‘‘(C) allow an enrollee to review their file, to 
present evidence and testimony as part of the 
appeals process, and to receive continued cov-
erage pending the outcome of the appeals proc-
ess. 

‘‘(2) ESTABLISHED PROCESSES.—To comply 
with paragraph (1)— 

‘‘(A) a group health plan and a health insur-
ance issuer offering group health coverage shall 
provide an internal claims and appeals process 
that initially incorporates the claims and ap-
peals procedures (including urgent claims) set 
forth at section 2560.503–1 of title 29, Code of 
Federal Regulations, as published on November 
21, 2000 (65 Fed. Reg. 70256), and shall update 
such process in accordance with any standards 
established by the Secretary of Labor for such 
plans and issuers; and 

‘‘(B) a health insurance issuer offering indi-
vidual health coverage, and any other issuer 
not subject to subparagraph (A), shall provide 
an internal claims and appeals process that ini-
tially incorporates the claims and appeals proce-
dures set forth under applicable law (as in exist-
ence on the date of enactment of this section), 
and shall update such process in accordance 
with any standards established by the Secretary 
of Health and Human Services for such issuers. 

‘‘(b) EXTERNAL REVIEW.—A group health plan 
and a health insurance issuer offering group or 
individual health insurance coverage— 

‘‘(1) shall comply with the applicable State ex-
ternal review process for such plans and issuers 
that, at a minimum, includes the consumer pro-
tections set forth in the Uniform External Re-
view Model Act promulgated by the National 
Association of Insurance Commissioners and is 
binding on such plans; or 

‘‘(2) shall implement an effective external re-
view process that meets minimum standards es-
tablished by the Secretary through guidance 
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and that is similar to the process described 
under paragraph (1)— 

‘‘(A) if the applicable State has not estab-
lished an external review process that meets the 
requirements of paragraph (1); or 

‘‘(B) if the plan is a self-insured plan that is 
not subject to State insurance regulation (in-
cluding a State law that establishes an external 
review process described in paragraph (1)). 

‘‘(c) SECRETARY AUTHORITY.—The Secretary 
may deem the external review process of a group 
health plan or health insurance issuer, in oper-
ation as of the date of enactment of this section, 
to be in compliance with the applicable process 
established under subsection (b), as determined 
appropriate by the Secretary.’’. 

(h) Subpart II of part A of title XVIII of the 
Public Health Service Act, as added by section 
1001(5) of this Act, is amended by inserting after 
section 2719 the following: 
‘‘SEC. 2719A. PATIENT PROTECTIONS. 

‘‘(a) CHOICE OF HEALTH CARE PROFES-
SIONAL.—If a group health plan, or a health in-
surance issuer offering group or individual 
health insurance coverage, requires or provides 
for designation by a participant, beneficiary, or 
enrollee of a participating primary care pro-
vider, then the plan or issuer shall permit each 
participant, beneficiary, and enrollee to des-
ignate any participating primary care provider 
who is available to accept such individual. 

‘‘(b) COVERAGE OF EMERGENCY SERVICES.— 
‘‘(1) IN GENERAL.—If a group health plan, or 

a health insurance issuer offering group or indi-
vidual health insurance issuer, provides or cov-
ers any benefits with respect to services in an 
emergency department of a hospital, the plan or 
issuer shall cover emergency services (as defined 
in paragraph (2)(B))— 

‘‘(A) without the need for any prior author-
ization determination; 

‘‘(B) whether the health care provider fur-
nishing such services is a participating provider 
with respect to such services; 

‘‘(C) in a manner so that, if such services are 
provided to a participant, beneficiary, or en-
rollee— 

‘‘(i) by a nonparticipating health care pro-
vider with or without prior authorization; or 

‘‘(ii)(I) such services will be provided without 
imposing any requirement under the plan for 
prior authorization of services or any limitation 
on coverage where the provider of services does 
not have a contractual relationship with the 
plan for the providing of services that is more 
restrictive than the requirements or limitations 
that apply to emergency department services re-
ceived from providers who do have such a con-
tractual relationship with the plan; and 

‘‘(II) if such services are provided out-of-net-
work, the cost-sharing requirement (expressed as 
a copayment amount or coinsurance rate) is the 
same requirement that would apply if such serv-
ices were provided in-network; 

‘‘(D) without regard to any other term or con-
dition of such coverage (other than exclusion or 
coordination of benefits, or an affiliation or 
waiting period, permitted under section 2701 of 
this Act, section 701 of the Employee Retirement 
Income Security Act of 1974, or section 9801 of 
the Internal Revenue Code of 1986, and other 
than applicable cost-sharing). 

‘‘(2) DEFINITIONS.—In this subsection: 
‘‘(A) EMERGENCY MEDICAL CONDITION.—The 

term ‘emergency medical condition’ means a 
medical condition manifesting itself by acute 
symptoms of sufficient severity (including severe 
pain) such that a prudent layperson, who pos-
sesses an average knowledge of health and med-
icine, could reasonably expect the absence of im-
mediate medical attention to result in a condi-
tion described in clause (i), (ii), or (iii) of section 
1867(e)(1)(A) of the Social Security Act. 

‘‘(B) EMERGENCY SERVICES.—The term ‘emer-
gency services’ means, with respect to an emer-
gency medical condition— 

‘‘(i) a medical screening examination (as re-
quired under section 1867 of the Social Security 

Act) that is within the capability of the emer-
gency department of a hospital, including ancil-
lary services routinely available to the emer-
gency department to evaluate such emergency 
medical condition, and 

‘‘(ii) within the capabilities of the staff and 
facilities available at the hospital, such further 
medical examination and treatment as are re-
quired under section 1867 of such Act to stabilize 
the patient. 

‘‘(C) STABILIZE.—The term ‘to stabilize’, with 
respect to an emergency medical condition (as 
defined in subparagraph (A)), has the meaning 
give in section 1867(e)(3) of the Social Security 
Act (42 U.S.C. 1395dd(e)(3)). 

‘‘(c) ACCESS TO PEDIATRIC CARE.— 
‘‘(1) PEDIATRIC CARE.—In the case of a person 

who has a child who is a participant, bene-
ficiary, or enrollee under a group health plan, 
or health insurance coverage offered by a health 
insurance issuer in the group or individual mar-
ket, if the plan or issuer requires or provides for 
the designation of a participating primary care 
provider for the child, the plan or issuer shall 
permit such person to designate a physician 
(allopathic or osteopathic) who specializes in 
pediatrics as the child’s primary care provider if 
such provider participates in the network of the 
plan or issuer. 

‘‘(2) CONSTRUCTION.—Nothing in paragraph 
(1) shall be construed to waive any exclusions of 
coverage under the terms and conditions of the 
plan or health insurance coverage with respect 
to coverage of pediatric care. 

‘‘(d) PATIENT ACCESS TO OBSTETRICAL AND 
GYNECOLOGICAL CARE.— 

‘‘(1) GENERAL RIGHTS.— 
‘‘(A) DIRECT ACCESS.—A group health plan, or 

health insurance issuer offering group or indi-
vidual health insurance coverage, described in 
paragraph (2) may not require authorization or 
referral by the plan, issuer, or any person (in-
cluding a primary care provider described in 
paragraph (2)(B)) in the case of a female partic-
ipant, beneficiary, or enrollee who seeks cov-
erage for obstetrical or gynecological care pro-
vided by a participating health care professional 
who specializes in obstetrics or gynecology. 
Such professional shall agree to otherwise ad-
here to such plan’s or issuer’s policies and pro-
cedures, including procedures regarding refer-
rals and obtaining prior authorization and pro-
viding services pursuant to a treatment plan (if 
any) approved by the plan or issuer. 

‘‘(B) OBSTETRICAL AND GYNECOLOGICAL 
CARE.—A group health plan or health insurance 
issuer described in paragraph (2) shall treat the 
provision of obstetrical and gynecological care, 
and the ordering of related obstetrical and gyne-
cological items and services, pursuant to the di-
rect access described under subparagraph (A), 
by a participating health care professional who 
specializes in obstetrics or gynecology as the au-
thorization of the primary care provider. 

‘‘(2) APPLICATION OF PARAGRAPH.—A group 
health plan, or health insurance issuer offering 
group or individual health insurance coverage, 
described in this paragraph is a group health 
plan or coverage that— 

‘‘(A) provides coverage for obstetric or 
gynecologic care; and 

‘‘(B) requires the designation by a partici-
pant, beneficiary, or enrollee of a participating 
primary care provider. 

‘‘(3) CONSTRUCTION.—Nothing in paragraph 
(1) shall be construed to— 

‘‘(A) waive any exclusions of coverage under 
the terms and conditions of the plan or health 
insurance coverage with respect to coverage of 
obstetrical or gynecological care; or 

‘‘(B) preclude the group health plan or health 
insurance issuer involved from requiring that 
the obstetrical or gynecological provider notify 
the primary care health care professional or the 
plan or issuer of treatment decisions.’’. 

(i) Section 2794 of the Public Health Service 
Act, as added by section 1003 of this Act, is 
amended— 

(1) in subsection (c)(1)— 
(A) in subparagraph (A), by striking ‘‘and’’ at 

the end; 
(B) in subparagraph (B), by striking the pe-

riod and inserting ‘‘; and’’; and 
(C) by adding at the end the following: 
‘‘(C) in establishing centers (consistent with 

subsection (d)) at academic or other nonprofit 
institutions to collect medical reimbursement in-
formation from health insurance issuers, to ana-
lyze and organize such information, and to 
make such information available to such issuers, 
health care providers, health researchers, health 
care policy makers, and the general public.’’; 
and 

(2) by adding at the end the following: 
‘‘(d) MEDICAL REIMBURSEMENT DATA CEN-

TERS.— 
‘‘(1) FUNCTIONS.—A center established under 

subsection (c)(1)(C) shall— 
‘‘(A) develop fee schedules and other database 

tools that fairly and accurately reflect market 
rates for medical services and the geographic 
differences in those rates; 

‘‘(B) use the best available statistical methods 
and data processing technology to develop such 
fee schedules and other database tools; 

‘‘(C) regularly update such fee schedules and 
other database tools to reflect changes in 
charges for medical services; 

‘‘(D) make health care cost information read-
ily available to the public through an Internet 
website that allows consumers to understand the 
amounts that health care providers in their area 
charge for particular medical services; and 

‘‘(E) regularly publish information concerning 
the statistical methodologies used by the center 
to analyze health charge data and make such 
data available to researchers and policy makers. 

‘‘(2) CONFLICTS OF INTEREST.—A center estab-
lished under subsection (c)(1)(C) shall adopt by- 
laws that ensures that the center (and all mem-
bers of the governing board of the center) is 
independent and free from all conflicts of inter-
est. Such by-laws shall ensure that the center is 
not controlled or influenced by, and does not 
have any corporate relation to, any individual 
or entity that may make or receive payments for 
health care services based on the center’s anal-
ysis of health care costs. 

‘‘(3) RULE OF CONSTRUCTION.—Nothing in this 
subsection shall be construed to permit a center 
established under subsection (c)(1)(C) to compel 
health insurance issuers to provide data to the 
center.’’. 
SEC. 10102. AMENDMENTS TO SUBTITLE B. 

(a) Section 1102(a)(2)(B) of this Act is amend-
ed— 

(1) in the matter preceding clause (i), by strik-
ing ‘‘group health benefits plan’’ and inserting 
‘‘group benefits plan providing health benefits’’; 
and 

(2) in clause (i)(I), by inserting ‘‘or any agen-
cy or instrumentality of any of the foregoing’’ 
before the closed parenthetical. 

(b) Section 1103(a) of this Act is amended— 
(1) in paragraph (1), by inserting ‘‘, or small 

business in,’’ after ‘‘residents of any’’; and 
(2) by striking paragraph (2) and inserting the 

following: 
‘‘(2) CONNECTING TO AFFORDABLE COVERAGE.— 

An Internet website established under para-
graph (1) shall, to the extent practicable, pro-
vide ways for residents of, and small businesses 
in, any State to receive information on at least 
the following coverage options: 

‘‘(A) Health insurance coverage offered by 
health insurance issuers, other than coverage 
that provides reimbursement only for the treat-
ment or mitigation of— 

‘‘(i) a single disease or condition; or 
‘‘(ii) an unreasonably limited set of diseases or 

conditions (as determined by the Secretary). 
‘‘(B) Medicaid coverage under title XIX of the 

Social Security Act. 
‘‘(C) Coverage under title XXI of the Social 

Security Act. 
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‘‘(D) A State health benefits high risk pool, to 

the extent that such high risk pool is offered in 
such State; and 

‘‘(E) Coverage under a high risk pool under 
section 1101. 

‘‘(F) Coverage within the small group market 
for small businesses and their employees, includ-
ing reinsurance for early retirees under section 
1102, tax credits available under section 45R of 
the Internal Revenue Code of 1986 (as added by 
section 1421), and other information specifically 
for small businesses regarding affordable health 
care options.’’. 
SEC. 10103. AMENDMENTS TO SUBTITLE C. 

(a) Section 2701(a)(5) of the Public Health 
Service Act, as added by section 1201(4) of this 
Act, is amended by inserting ‘‘(other than self- 
insured group health plans offered in such mar-
ket)’’ after ‘‘such market’’. 

(b) Section 2708 of the Public Health Service 
Act, as added by section 1201(4) of this Act, is 
amended by striking ‘‘or individual’’. 

(c) Subpart I of part A of title XXVII of the 
Public Health Service Act, as added by section 
1201(4) of this Act, is amended by inserting after 
section 2708, the following: 
‘‘SEC. 2709. COVERAGE FOR INDIVIDUALS PAR-

TICIPATING IN APPROVED CLINICAL 
TRIALS. 

‘‘(a) COVERAGE.— 
‘‘(1) IN GENERAL.—If a group health plan or a 

health insurance issuer offering group or indi-
vidual health insurance coverage provides cov-
erage to a qualified individual, then such plan 
or issuer— 

‘‘(A) may not deny the individual participa-
tion in the clinical trial referred to in subsection 
(b)(2); 

‘‘(B) subject to subsection (c), may not deny 
(or limit or impose additional conditions on) the 
coverage of routine patient costs for items and 
services furnished in connection with participa-
tion in the trial; and 

‘‘(C) may not discriminate against the indi-
vidual on the basis of the individual’s participa-
tion in such trial. 

‘‘(2) ROUTINE PATIENT COSTS.— 
‘‘(A) INCLUSION.—For purposes of paragraph 

(1)(B), subject to subparagraph (B), routine pa-
tient costs include all items and services con-
sistent with the coverage provided in the plan 
(or coverage) that is typically covered for a 
qualified individual who is not enrolled in a 
clinical trial. 

‘‘(B) EXCLUSION.—For purposes of paragraph 
(1)(B), routine patient costs does not include— 

‘‘(i) the investigational item, device, or serv-
ice, itself; 

‘‘(ii) items and services that are provided sole-
ly to satisfy data collection and analysis needs 
and that are not used in the direct clinical man-
agement of the patient; or 

‘‘(iii) a service that is clearly inconsistent with 
widely accepted and established standards of 
care for a particular diagnosis. 

‘‘(3) USE OF IN-NETWORK PROVIDERS.—If one 
or more participating providers is participating 
in a clinical trial, nothing in paragraph (1) 
shall be construed as preventing a plan or issuer 
from requiring that a qualified individual par-
ticipate in the trial through such a participating 
provider if the provider will accept the indi-
vidual as a participant in the trial. 

‘‘(4) USE OF OUT-OF-NETWORK.—Notwith-
standing paragraph (3), paragraph (1) shall 
apply to a qualified individual participating in 
an approved clinical trial that is conducted out-
side the State in which the qualified individual 
resides. 

‘‘(b) QUALIFIED INDIVIDUAL DEFINED.—For 
purposes of subsection (a), the term ‘qualified 
individual’ means an individual who is a partic-
ipant or beneficiary in a health plan or with 
coverage described in subsection (a)(1) and who 
meets the following conditions: 

‘‘(1) The individual is eligible to participate in 
an approved clinical trial according to the trial 

protocol with respect to treatment of cancer or 
other life-threatening disease or condition. 

‘‘(2) Either— 
‘‘(A) the referring health care professional is 

a participating health care provider and has 
concluded that the individual’s participation in 
such trial would be appropriate based upon the 
individual meeting the conditions described in 
paragraph (1); or 

‘‘(B) the participant or beneficiary provides 
medical and scientific information establishing 
that the individual’s participation in such trial 
would be appropriate based upon the individual 
meeting the conditions described in paragraph 
(1). 

‘‘(c) LIMITATIONS ON COVERAGE.—This section 
shall not be construed to require a group health 
plan, or a health insurance issuer offering 
group or individual health insurance coverage, 
to provide benefits for routine patient care serv-
ices provided outside of the plan’s (or cov-
erage’s) health care provider network unless 
out-of-network benefits are otherwise provided 
under the plan (or coverage). 

‘‘(d) APPROVED CLINICAL TRIAL DEFINED.— 
‘‘(1) IN GENERAL.—In this section, the term 

‘approved clinical trial’ means a phase I, phase 
II, phase III, or phase IV clinical trial that is 
conducted in relation to the prevention, detec-
tion, or treatment of cancer or other life-threat-
ening disease or condition and is described in 
any of the following subparagraphs: 

‘‘(A) FEDERALLY FUNDED TRIALS.—The study 
or investigation is approved or funded (which 
may include funding through in-kind contribu-
tions) by one or more of the following: 

‘‘(i) The National Institutes of Health. 
‘‘(ii) The Centers for Disease Control and Pre-

vention. 
‘‘(iii) The Agency for Health Care Research 

and Quality. 
‘‘(iv) The Centers for Medicare & Medicaid 

Services. 
‘‘(v) cooperative group or center of any of the 

entities described in clauses (i) through (iv) or 
the Department of Defense or the Department of 
Veterans Affairs. 

‘‘(vi) A qualified non-governmental research 
entity identified in the guidelines issued by the 
National Institutes of Health for center support 
grants. 

‘‘(vii) Any of the following if the conditions 
described in paragraph (2) are met: 

‘‘(I) The Department of Veterans Affairs. 
‘‘(II) The Department of Defense. 
‘‘(III) The Department of Energy. 
‘‘(B) The study or investigation is conducted 

under an investigational new drug application 
reviewed by the Food and Drug Administration. 

‘‘(C) The study or investigation is a drug trial 
that is exempt from having such an investiga-
tional new drug application. 

‘‘(2) CONDITIONS FOR DEPARTMENTS.—The 
conditions described in this paragraph, for a 
study or investigation conducted by a Depart-
ment, are that the study or investigation has 
been reviewed and approved through a system 
of peer review that the Secretary determines— 

‘‘(A) to be comparable to the system of peer re-
view of studies and investigations used by the 
National Institutes of Health, and 

‘‘(B) assures unbiased review of the highest 
scientific standards by qualified individuals 
who have no interest in the outcome of the re-
view. 

‘‘(e) LIFE-THREATENING CONDITION DEFINED.— 
In this section, the term ‘life-threatening condi-
tion’ means any disease or condition from which 
the likelihood of death is probable unless the 
course of the disease or condition is interrupted. 

‘‘(f) CONSTRUCTION.—Nothing in this section 
shall be construed to limit a plan’s or issuer’s 
coverage with respect to clinical trials. 

‘‘(g) APPLICATION TO FEHBP.—Notwith-
standing any provision of chapter 89 of title 5, 
United States Code, this section shall apply to 
health plans offered under the program under 
such chapter. 

‘‘(h) PREEMPTION.—Notwithstanding any 
other provision of this Act, nothing in this sec-
tion shall preempt State laws that require a 
clinical trials policy for State regulated health 
insurance plans that is in addition to the policy 
required under this section.’’. 

(d) Section 1251(a) of this Act is amended— 
(1) in paragraph (2), by striking ‘‘With’’ and 

inserting ‘‘Except as provided in paragraph (3), 
with’’; and 

(2) by adding at the end the following: 
‘‘(3) APPLICATION OF CERTAIN PROVISIONS.— 

The provisions of sections 2715 and 2718 of the 
Public Health Service Act (as added by subtitle 
A) shall apply to grandfathered health plans for 
plan years beginning on or after the date of en-
actment of this Act.’’. 

(e) Section 1253 of this Act is amended insert 
before the period the following: ‘‘, except that— 

‘‘(1) section 1251 shall take effect on the date 
of enactment of this Act; and 

‘‘(2) the provisions of section 2704 of the Pub-
lic Health Service Act (as amended by section 
1201), as they apply to enrollees who are under 
19 years of age, shall become effective for plan 
years beginning on or after the date that is 6 
months after the date of enactment of this 
Act.’’. 

(f) Subtitle C of title I of this Act is amended— 
(1) by redesignating section 1253 as section 

1255; and 
(2) by inserting after section 1252, the fol-

lowing: 
‘‘SEC. 1253. ANNUAL REPORT ON SELF-INSURED 

PLANS. 
‘‘Not later than 1 year after the date of enact-

ment of this Act, and annually thereafter, the 
Secretary of Labor shall prepare an aggregate 
annual report, using data collected from the An-
nual Return/Report of Employee Benefit Plan 
(Department of Labor Form 5500), that shall in-
clude general information on self-insured group 
health plans (including plan type, number of 
participants, benefits offered, funding arrange-
ments, and benefit arrangements) as well as 
data from the financial filings of self-insured 
employers (including information on assets, li-
abilities, contributions, investments, and ex-
penses). The Secretary shall submit such reports 
to the appropriate committees of Congress. 
‘‘SEC. 1254. STUDY OF LARGE GROUP MARKET. 

‘‘(a) IN GENERAL.—The Secretary of Health 
and Human Services shall conduct a study of 
the fully-insured and self-insured group health 
plan markets to— 

‘‘(1) compare the characteristics of employers 
(including industry, size, and other characteris-
tics as determined appropriate by the Secretary), 
health plan benefits, financial solvency, capital 
reserve levels, and the risks of becoming insol-
vent; and 

‘‘(2) determine the extent to which new insur-
ance market reforms are likely to cause adverse 
selection in the large group market or to encour-
age small and midsize employers to self-insure. 

‘‘(b) COLLECTION OF INFORMATION.—In con-
ducting the study under subsection (a), the Sec-
retary, in coordination with the Secretary of 
Labor, shall collect information and analyze— 

‘‘(1) the extent to which self-insured group 
health plans can offer less costly coverage and, 
if so, whether lower costs are due to more effi-
cient plan administration and lower overhead or 
to the denial of claims and the offering very lim-
ited benefit packages; 

‘‘(2) claim denial rates, plan benefit fluctua-
tions (to evaluate the extent that plans scale 
back health benefits during economic 
downturns), and the impact of the limited re-
course options on consumers; and 

‘‘(3) any potential conflict of interest as it re-
lates to the health care needs of self-insured en-
rollees and self-insured employer’s financial 
contribution or profit margin, and the impact of 
such conflict on administration of the health 
plan. 

‘‘(c) REPORT.—Not later than 1 year after the 
date of enactment of this Act, the Secretary 
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shall submit to the appropriate committees of 
Congress a report concerning the results of the 
study conducted under subsection (a).’’. 
SEC. 10104. AMENDMENTS TO SUBTITLE D. 

(a) Section 1301(a) of this Act is amended by 
striking paragraph (2) and inserting the fol-
lowing: 

‘‘(2) INCLUSION OF CO–OP PLANS AND MULTI- 
STATE QUALIFIED HEALTH PLANS.—Any reference 
in this title to a qualified health plan shall be 
deemed to include a qualified health plan of-
fered through the CO–OP program under section 
1322, and a multi-State plan under section 1334, 
unless specifically provided for otherwise. 

‘‘(3) TREATMENT OF QUALIFIED DIRECT PRI-
MARY CARE MEDICAL HOME PLANS.—The Sec-
retary of Health and Human Services shall per-
mit a qualified health plan to provide coverage 
through a qualified direct primary care medical 
home plan that meets criteria established by the 
Secretary, so long as the qualified health plan 
meets all requirements that are otherwise appli-
cable and the services covered by the medical 
home plan are coordinated with the entity offer-
ing the qualified health plan. 

‘‘(4) VARIATION BASED ON RATING AREA.—A 
qualified health plan, including a multi-State 
qualified health plan, may as appropriate vary 
premiums by rating area (as defined in section 
2701(a)(2) of the Public Health Service Act).’’. 

(b) Section 1302 of this Act is amended— 
(1) in subsection (d)(2)(B), by striking ‘‘may 

issue’’ and inserting ‘‘shall issue’’; and 
(2) by adding at the end the following: 
‘‘(g) PAYMENTS TO FEDERALLY-QUALIFIED 

HEALTH CENTERS.—If any item or service cov-
ered by a qualified health plan is provided by a 
Federally-qualified health center (as defined in 
section 1905(l)(2)(B) of the Social Security Act 
(42 U.S.C. 1396d(l)(2)(B)) to an enrollee of the 
plan, the offeror of the plan shall pay to the 
center for the item or service an amount that is 
not less than the amount of payment that would 
have been paid to the center under section 
1902(bb) of such Act (42 U.S.C. 1396a(bb)) for 
such item or service.’’. 

(c) Section 1303 of this Act is amended to read 
as follows: 
‘‘SEC. 1303. SPECIAL RULES. 

‘‘(a) STATE OPT-OUT OF ABORTION COV-
ERAGE.— 

‘‘(1) IN GENERAL.—A State may elect to pro-
hibit abortion coverage in qualified health plans 
offered through an Exchange in such State if 
such State enacts a law to provide for such pro-
hibition. 

‘‘(2) TERMINATION OF OPT OUT.—A State may 
repeal a law described in paragraph (1) and pro-
vide for the offering of such services through the 
Exchange. 

‘‘(b) SPECIAL RULES RELATING TO COVERAGE 
OF ABORTION SERVICES.— 

‘‘(1) VOLUNTARY CHOICE OF COVERAGE OF 
ABORTION SERVICES.— 

‘‘(A) IN GENERAL.—Notwithstanding any other 
provision of this title (or any amendment made 
by this title)— 

‘‘(i) nothing in this title (or any amendment 
made by this title), shall be construed to require 
a qualified health plan to provide coverage of 
services described in subparagraph (B)(i) or 
(B)(ii) as part of its essential health benefits for 
any plan year; and 

‘‘(ii) subject to subsection (a), the issuer of a 
qualified health plan shall determine whether or 
not the plan provides coverage of services de-
scribed in subparagraph (B)(i) or (B)(ii) as part 
of such benefits for the plan year. 

‘‘(B) ABORTION SERVICES.— 
‘‘(i) ABORTIONS FOR WHICH PUBLIC FUNDING IS 

PROHIBITED.—The services described in this 
clause are abortions for which the expenditure 
of Federal funds appropriated for the Depart-
ment of Health and Human Services is not per-
mitted, based on the law as in effect as of the 
date that is 6 months before the beginning of the 
plan year involved. 

‘‘(ii) ABORTIONS FOR WHICH PUBLIC FUNDING IS 
ALLOWED.—The services described in this clause 
are abortions for which the expenditure of Fed-
eral funds appropriated for the Department of 
Health and Human Services is permitted, based 
on the law as in effect as of the date that is 6 
months before the beginning of the plan year in-
volved. 

‘‘(2) PROHIBITION ON THE USE OF FEDERAL 
FUNDS.— 

‘‘(A) IN GENERAL.—If a qualified health plan 
provides coverage of services described in para-
graph (1)(B)(i), the issuer of the plan shall not 
use any amount attributable to any of the fol-
lowing for purposes of paying for such services: 

‘‘(i) The credit under section 36B of the Inter-
nal Revenue Code of 1986 (and the amount (if 
any) of the advance payment of the credit under 
section 1412 of the Patient Protection and Af-
fordable Care Act). 

‘‘(ii) Any cost-sharing reduction under section 
1402 of the Patient Protection and Affordable 
Care Act (and the amount (if any) of the ad-
vance payment of the reduction under section 
1412 of the Patient Protection and Affordable 
Care Act). 

‘‘(B) ESTABLISHMENT OF ALLOCATION AC-
COUNTS.—In the case of a plan to which sub-
paragraph (A) applies, the issuer of the plan 
shall— 

‘‘(i) collect from each enrollee in the plan 
(without regard to the enrollee’s age, sex, or 
family status) a separate payment for each of 
the following: 

‘‘(I) an amount equal to the portion of the 
premium to be paid directly by the enrollee for 
coverage under the plan of services other than 
services described in paragraph (1)(B)(i) (after 
reduction for credits and cost-sharing reduc-
tions described in subparagraph (A)); and 

‘‘(II) an amount equal to the actuarial value 
of the coverage of services described in para-
graph (1)(B)(i), and 

‘‘(ii) shall deposit all such separate payments 
into separate allocation accounts as provided in 
subparagraph (C). 
In the case of an enrollee whose premium for 
coverage under the plan is paid through em-
ployee payroll deposit, the separate payments 
required under this subparagraph shall each be 
paid by a separate deposit. 

‘‘(C) SEGREGATION OF FUNDS.— 
‘‘(i) IN GENERAL.—The issuer of a plan to 

which subparagraph (A) applies shall establish 
allocation accounts described in clause (ii) for 
enrollees receiving amounts described in sub-
paragraph (A). 

‘‘(ii) ALLOCATION ACCOUNTS.—The issuer of a 
plan to which subparagraph (A) applies shall 
deposit— 

‘‘(I) all payments described in subparagraph 
(B)(i)(I) into a separate account that consists 
solely of such payments and that is used exclu-
sively to pay for services other than services de-
scribed in paragraph (1)(B)(i); and 

‘‘(II) all payments described in subparagraph 
(B)(i)(II) into a separate account that consists 
solely of such payments and that is used exclu-
sively to pay for services described in paragraph 
(1)(B)(i). 

‘‘(D) ACTUARIAL VALUE.— 
‘‘(i) IN GENERAL.—The issuer of a qualified 

health plan shall estimate the basic per enrollee, 
per month cost, determined on an average actu-
arial basis, for including coverage under the 
qualified health plan of the services described in 
paragraph (1)(B)(i). 

‘‘(ii) CONSIDERATIONS.—In making such esti-
mate, the issuer— 

‘‘(I) may take into account the impact on 
overall costs of the inclusion of such coverage, 
but may not take into account any cost reduc-
tion estimated to result from such services, in-
cluding prenatal care, delivery, or postnatal 
care; 

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

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

‘‘(E) ENSURING COMPLIANCE WITH SEGREGA-
TION REQUIREMENTS.— 

‘‘(i) IN GENERAL.—Subject to clause (ii), State 
health insurance commissioners shall ensure 
that health plans comply with the segregation 
requirements in this subsection through the seg-
regation of plan funds in accordance with ap-
plicable provisions of generally accepted ac-
counting requirements, circulars on funds man-
agement of the Office of Management and 
Budget, and guidance on accounting of the 
Government Accountability Office. 

‘‘(ii) CLARIFICATION.—Nothing in clause (i) 
shall prohibit the right of an individual or 
health plan to appeal such action in courts of 
competent jurisdiction. 

‘‘(3) RULES RELATING TO NOTICE.— 
‘‘(A) NOTICE.—A qualified health plan that 

provides for coverage of the services described in 
paragraph (1)(B)(i) shall provide a notice to en-
rollees, only as part of the summary of benefits 
and coverage explanation, at the time of enroll-
ment, of such coverage. 

‘‘(B) RULES RELATING TO PAYMENTS.—The no-
tice described in subparagraph (A), any adver-
tising used by the issuer with respect to the 
plan, any information provided by the Ex-
change, and any other information specified by 
the Secretary shall provide information only 
with respect to the total amount of the combined 
payments for services described in paragraph 
(1)(B)(i) and other services covered by the plan. 

‘‘(4) NO DISCRIMINATION ON BASIS OF PROVI-
SION OF ABORTION.—No qualified health plan of-
fered through an Exchange may discriminate 
against any individual health care provider or 
health care facility because of its unwillingness 
to provide, pay for, provide coverage of, or refer 
for abortions. 

‘‘(c) APPLICATION OF STATE AND FEDERAL 
LAWS REGARDING ABORTION.— 

‘‘(1) NO PREEMPTION OF STATE LAWS REGARD-
ING ABORTION.—Nothing in this Act shall be 
construed to preempt or otherwise have any ef-
fect on State laws regarding the prohibition of 
(or requirement of) coverage, funding, or proce-
dural requirements on abortions, including pa-
rental notification or consent for the perform-
ance of an abortion on a minor. 

‘‘(2) NO EFFECT ON FEDERAL LAWS REGARDING 
ABORTION.— 

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

‘‘(i) conscience protection; 
‘‘(ii) willingness or refusal to provide abor-

tion; and 
‘‘(iii) discrimination on the basis of the will-

ingness or refusal to provide, pay for, cover, or 
refer for abortion or to provide or participate in 
training to provide abortion. 

‘‘(3) NO EFFECT ON FEDERAL CIVIL RIGHTS 
LAW.—Nothing in this subsection shall alter the 
rights and obligations of employees and employ-
ers under title VII of the Civil Rights Act of 
1964. 

‘‘(d) APPLICATION OF EMERGENCY SERVICES 
LAWS.—Nothing in this Act shall be construed to 
relieve any health care provider from providing 
emergency services as required by State or Fed-
eral law, including section 1867 of the Social Se-
curity Act (popularly known as ‘EMTALA’).’’. 

(d) Section 1304 of this Act is amended by add-
ing at the end the following: 

‘‘(e) EDUCATED HEALTH CARE CONSUMERS.— 
The term ‘educated health care consumer’ 
means an individual who is knowledgeable 
about the health care system, and has back-
ground or experience in making informed deci-
sions regarding health, medical, and scientific 
matters.’’. 

(e) Section 1311(d) of this Act is amended— 
(1) in paragraph (3)(B), by striking clause (ii) 

and inserting the following: 
‘‘(ii) STATE MUST ASSUME COST.—A State shall 

make payments— 
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‘‘(I) to an individual enrolled in a qualified 

health plan offered in such State; or 
‘‘(II) on behalf of an individual described in 

subclause (I) directly to the qualified health 
plan in which such individual is enrolled; 
to defray the cost of any additional benefits de-
scribed in clause (i).’’; and 

(2) in paragraph (6)(A), by inserting ‘‘edu-
cated’’ before ‘‘health care’’. 

(f) Section 1311(e) of this Act is amended— 
(1) in paragraph (2), by striking ‘‘may’’ in the 

second sentence and inserting ‘‘shall’’; and 
(2) by adding at the end the following: 
‘‘(3) TRANSPARENCY IN COVERAGE.— 
‘‘(A) IN GENERAL.—The Exchange shall re-

quire health plans seeking certification as quali-
fied health plans to submit to the Exchange, the 
Secretary, the State insurance commissioner, 
and make available to the public, accurate and 
timely disclosure of the following information: 

‘‘(i) Claims payment policies and practices. 
‘‘(ii) Periodic financial disclosures. 
‘‘(iii) Data on enrollment. 
‘‘(iv) Data on disenrollment. 
‘‘(v) Data on the number of claims that are 

denied. 
‘‘(vi) Data on rating practices. 
‘‘(vii) Information on cost-sharing and pay-

ments with respect to any out-of-network cov-
erage. 

‘‘(viii) Information on enrollee and partici-
pant rights under this title. 

‘‘(ix) Other information as determined appro-
priate by the Secretary. 

‘‘(B) USE OF PLAIN LANGUAGE.—The informa-
tion required to be submitted under subpara-
graph (A) shall be provided in plain language. 
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. The Sec-
retary and the Secretary of Labor shall jointly 
develop and issue guidance on best practices of 
plain language writing. 

‘‘(C) COST SHARING TRANSPARENCY.—The Ex-
change shall require health plans seeking cer-
tification as qualified health plans to permit in-
dividuals to learn the amount of cost-sharing 
(including deductibles, copayments, and coin-
surance) under the individual’s plan or cov-
erage that the individual would be responsible 
for paying with respect to the furnishing of a 
specific item or service by a participating pro-
vider in a timely manner upon the request of the 
individual. At a minimum, such information 
shall be made available to such individual 
through an Internet website and such other 
means for individuals without access to the 
Internet. 

‘‘(D) GROUP HEALTH PLANS.—The Secretary of 
Labor shall update and harmonize the Sec-
retary’s rules concerning the accurate and time-
ly disclosure to participants by group health 
plans of plan disclosure, plan terms and condi-
tions, and periodic financial disclosure with the 
standards established by the Secretary under 
subparagraph (A).’’. 

(g) Section 1311(g)(1) of this Act is amended— 
(1) in subparagraph (C), by striking ‘‘; and’’ 

and inserting a semicolon; 
(2) in subparagraph (D), by striking the pe-

riod and inserting ‘‘; and’’; and 
(3) by adding at the end the following: 
‘‘(E) the implementation of activities to reduce 

health and health care disparities, including 
through the use of language services, commu-
nity outreach, and cultural competency 
trainings.’’. 

(h) Section 1311(i)(2)((B) of this Act is amend-
ed by striking ‘‘small business development cen-
ters’’ and inserting ‘‘resource partners of the 
Small Business Administration’’. 

(i) Section 1312 of this Act is amended— 
(1) in subsection (a)(1), by inserting ‘‘and for 

which such individual is eligible’’ before the pe-
riod; 

(2) in subsection (e)— 
(A) in paragraph (1), by inserting ‘‘and em-

ployers’’ after ‘‘enroll individuals’’; and 
(B) by striking the flush sentence at the end; 

and 
(3) in subsection (f)(1)(A)(ii), by striking the 

parenthetical. 
(j)(1) Subparagraph (B) of section 1313(a)(6) 

of this Act is hereby deemed null, void, and of 
no effect. 

(2) Section 3730(e) of title 31, United States 
Code, is amended by striking paragraph (4) and 
inserting the following: 

‘‘(4)(A) The court shall dismiss an action or 
claim under this section, unless opposed by the 
Government, if substantially the same allega-
tions or transactions as alleged in the action or 
claim were publicly disclosed— 

‘‘(i) in a Federal criminal, civil, or administra-
tive hearing in which the Government or its 
agent is a party; 

‘‘(ii) in a congressional, Government Account-
ability Office, or other Federal report, hearing, 
audit, or investigation; or 

‘‘(iii) from the news media, 
unless the action is brought by the Attorney 
General or the person bringing the action is an 
original source of the information. 

‘‘(B) For purposes of this paragraph, ‘‘origi-
nal source’’ means an individual who either (i) 
prior to a public disclosure under subsection 
(e)(4)(a), has voluntarily disclosed to the Gov-
ernment the information on which allegations or 
transactions in a claim are based, or (2) who 
has knowledge that is independent of and mate-
rially adds to the publicly disclosed allegations 
or transactions, and who has voluntarily pro-
vided the information to the Government before 
filing an action under this section.’’. 

(k) Section 1313(b) of this Act is amended— 
(1) in paragraph (3), by striking ‘‘and’’ at the 

end; 
(2) by redesignating paragraph (4) as para-

graph (5); and 
(3) by inserting after paragraph (3) the fol-

lowing: 
‘‘(4) a survey of the cost and affordability of 

health care insurance provided under the Ex-
changes for owners and employees of small busi-
ness concerns (as defined under section 3 of the 
Small Business Act (15 U.S.C. 632)), including 
data on enrollees in Exchanges and individuals 
purchasing health insurance coverage outside of 
Exchanges; and’’. 

(l) Section 1322(b) of this Act is amended— 
(1) by redesignating paragraph (3) as para-

graph (4); and 
(2) by inserting after paragraph (2), the fol-

lowing: 
‘‘(3) REPAYMENT OF LOANS AND GRANTS.—Not 

later than July 1, 2013, and prior to awarding 
loans and grants under the CO–OP program, 
the Secretary shall promulgate regulations with 
respect to the repayment of such loans and 
grants in a manner that is consistent with State 
solvency regulations and other similar State 
laws that may apply. In promulgating such reg-
ulations, the Secretary shall provide that such 
loans shall be repaid within 5 years and such 
grants shall be repaid within 15 years, taking 
into consideration any appropriate State reserve 
requirements, solvency regulations, and req-
uisite surplus note arrangements that must be 
constructed in a State to provide for such repay-
ment prior to awarding such loans and 
grants.’’. 

(m) Part III of subtitle D of title I of this Act 
is amended by striking section 1323. 

(n) Section 1324(a) of this Act is amended by 
striking ‘‘, a community health’’ and all that 
follows through ‘‘1333(b)’’ and inserting ‘‘, or a 
multi-State qualified health plan under section 
1334’’. 

(o) Section 1331 of this Act is amended— 
(1) in subsection (d)(3)(A)(i), by striking ‘‘85’’ 

and inserting ‘‘95’’; and 
(2) in subsection (e)(1)(B), by inserting before 

the semicolon the following: ‘‘, or, in the case of 

an alien lawfully present in the United States, 
whose income is not greater than 133 percent of 
the poverty line for the size of the family in-
volved but who is not eligible for the Medicaid 
program under title XIX of the Social Security 
Act by reason of such alien status’’. 

(p) Section 1333 of this Act is amended by 
striking subsection (b). 

(q) Part IV of subtitle D of title I of this Act 
is amended by adding at the end the following: 
‘‘SEC. 1334. MULTI-STATE PLANS. 

‘‘(a) OVERSIGHT BY THE OFFICE OF PERSONNEL 
MANAGEMENT.— 

‘‘(1) IN GENERAL.—The Director of the Office 
of Personnel Management (referred to in this 
section as the ‘Director’) shall enter into con-
tracts with health insurance issuers (which may 
include a group of health insurance issuers af-
filiated either by common ownership and control 
or by the common use of a nationally licensed 
service mark), without regard to section 5 of title 
41, United States Code, or other statutes requir-
ing competitive bidding, to offer at least 2 multi- 
State qualified health plans through each Ex-
change in each State. Such plans shall provide 
individual, or in the case of small employers, 
group coverage. 

‘‘(2) TERMS.—Each contract entered into 
under paragraph (1) shall be for a uniform term 
of at least 1 year, but may be made automati-
cally renewable from term to term in the absence 
of notice of termination by either party. In en-
tering into such contracts, the Director shall en-
sure that health benefits coverage is provided in 
accordance with the types of coverage provided 
for under section 2701(a)(1)(A)(i) of the Public 
Health Service Act. 

‘‘(3) NON-PROFIT ENTITIES.—In entering into 
contracts under paragraph (1), the Director 
shall ensure that at least one contract is entered 
into with a non-profit entity. 

‘‘(4) ADMINISTRATION.—The Director shall im-
plement this subsection in a manner similar to 
the manner in which the Director implements 
the contracting provisions with respect to car-
riers under the Federal employees health benefit 
program under chapter 89 of title 5, United 
States Code, including (through negotiating 
with each multi-state plan)— 

‘‘(A) a medical loss ratio; 
‘‘(B) a profit margin; 
‘‘(C) the premiums to be charged; and 
‘‘(D) such other terms and conditions of cov-

erage as are in the interests of enrollees in such 
plans. 

‘‘(5) AUTHORITY TO PROTECT CONSUMERS.— 
The Director may prohibit the offering of any 
multi-State health plan that does not meet the 
terms and conditions defined by the Director 
with respect to the elements described in sub-
paragraphs (A) through (D) of paragraph (4). 

‘‘(6) ASSURED AVAILABILITY OF VARIED COV-
ERAGE.—In entering into contracts under this 
subsection, the Director shall ensure that with 
respect to multi-State qualified health plans of-
fered in an Exchange, there is at least one such 
plan that does not provide coverage of services 
described in section 1303(b)(1)(B)(i). 

‘‘(7) WITHDRAWAL.—Approval of a contract 
under this subsection may be withdrawn by the 
Director only after notice and opportunity for 
hearing to the issuer concerned without regard 
to subchapter II of chapter 5 and chapter 7 of 
title 5, United States Code. 

‘‘(b) ELIGIBILITY.—A health insurance issuer 
shall be eligible to enter into a contract under 
subsection (a)(1) if such issuer— 

‘‘(1) agrees to offer a multi-State qualified 
health plan that meets the requirements of sub-
section (c) in each Exchange in each State; 

‘‘(2) is licensed in each State and is subject to 
all requirements of State law not inconsistent 
with this section, including the standards and 
requirements that a State imposes that do not 
prevent the application of a requirement of part 
A of title XXVII of the Public Health Service 
Act or a requirement of this title; 

VerDate Nov 24 2008 01:35 Mar 26, 2010 Jkt 089060 PO 00000 Frm 00231 Fmt 4636 Sfmt 6333 E:\RECORD10\H21MR0.PT2 H21MR0m
m

ah
er

 o
n 

D
S

K
D

5P
82

C
1P

R
O

D
 w

ith
 C

O
N

G
-R

E
C

-O
N

LI
N

E



CONGRESSIONAL RECORD — HOUSEH2122 March 21, 2010 
‘‘(3) otherwise complies with the minimum 

standards prescribed for carriers offering health 
benefits plans under section 8902(e) of title 5, 
United States Code, to the extent that such 
standards do not conflict with a provision of 
this title; and 

‘‘(4) meets such other requirements as deter-
mined appropriate by the Director, in consulta-
tion with the Secretary. 

‘‘(c) REQUIREMENTS FOR MULTI-STATE QUALI-
FIED HEALTH PLAN.— 

‘‘(1) IN GENERAL.—A multi-State qualified 
health plan meets the requirements of this sub-
section if, in the determination of the Director— 

‘‘(A) the plan offers a benefits package that is 
uniform in each State and consists of the essen-
tial benefits described in section 1302; 

‘‘(B) the plan meets all requirements of this 
title with respect to a qualified health plan, in-
cluding requirements relating to the offering of 
the bronze, silver, and gold levels of coverage 
and catastrophic coverage in each State Ex-
change; 

‘‘(C) except as provided in paragraph (5), the 
issuer provides for determinations of premiums 
for coverage under the plan on the basis of the 
rating requirements of part A of title XXVII of 
the Public Health Service Act; and 

‘‘(D) the issuer offers the plan in all geo-
graphic regions, and in all States that have 
adopted adjusted community rating before the 
date of enactment of this Act. 

‘‘(2) STATES MAY OFFER ADDITIONAL BENE-
FITS.—Nothing in paragraph (1)(A) shall pre-
clude a State from requiring that benefits in ad-
dition to the essential health benefits required 
under such paragraph be provided to enrollees 
of a multi-State qualified health plan offered in 
such State. 

‘‘(3) CREDITS.— 
‘‘(A) IN GENERAL.—An individual enrolled in a 

multi-State qualified health plan under this sec-
tion shall be eligible for credits under section 
36B of the Internal Revenue Code of 1986 and 
cost sharing assistance under section 1402 in the 
same manner as an individual who is enrolled in 
a qualified health plan. 

‘‘(B) NO ADDITIONAL FEDERAL COST.—A re-
quirement by a State under paragraph (2) that 
benefits in addition to the essential health bene-
fits required under paragraph (1)(A) be provided 
to enrollees of a multi-State qualified health 
plan shall not affect the amount of a premium 
tax credit provided under section 36B of the In-
ternal Revenue Code of 1986 with respect to such 
plan. 

‘‘(4) STATE MUST ASSUME COST.—A State shall 
make payments— 

‘‘(A) to an individual enrolled in a multi-State 
qualified health plan offered in such State; or 

‘‘(B) on behalf of an individual described in 
subparagraph (A) directly to the multi-State 
qualified health plan in which such individual 
is enrolled; 
to defray the cost of any additional benefits de-
scribed in paragraph (2). 

‘‘(5) APPLICATION OF CERTAIN STATE RATING 
REQUIREMENTS.—With respect to a multi-State 
qualified health plan that is offered in a State 
with age rating requirements that are lower 
than 3:1, the State may require that Exchanges 
operating in such State only permit the offering 
of such multi-State qualified health plans if 
such plans comply with the State’s more protec-
tive age rating requirements. 

‘‘(d) PLANS DEEMED TO BE CERTIFIED.—A 
multi-State qualified health plan that is offered 
under a contract under subsection (a) shall be 
deemed to be certified by an Exchange for pur-
poses of section 1311(d)(4)(A). 

‘‘(e) PHASE-IN.—Notwithstanding paragraphs 
(1) and (2) of subsection (b), the Director shall 
enter into a contract with a health insurance 
issuer for the offering of a multi-State qualified 
health plan under subsection (a) if— 

‘‘(1) with respect to the first year for which 
the issuer offers such plan, such issuer offers 
the plan in at least 60 percent of the States; 

‘‘(2) with respect to the second such year, 
such issuer offers the plan in at least 70 percent 
of the States; 

‘‘(3) with respect to the third such year, such 
issuer offers the plan in at least 85 percent of 
the States; and 

‘‘(4) with respect to each subsequent year, 
such issuer offers the plan in all States. 

‘‘(f) APPLICABILITY.—The requirements under 
chapter 89 of title 5, United States Code, appli-
cable to health benefits plans under such chap-
ter shall apply to multi-State qualified health 
plans provided for under this section to the ex-
tent that such requirements do not conflict with 
a provision of this title. 

‘‘(g) CONTINUED SUPPORT FOR FEHBP.— 
‘‘(1) MAINTENANCE OF EFFORT.—Nothing in 

this section shall be construed to permit the Di-
rector to allocate fewer financial or personnel 
resources to the functions of the Office of Per-
sonnel Management related to the administra-
tion of the Federal Employees Health Benefit 
Program under chapter 89 of title 5, United 
States Code. 

‘‘(2) SEPARATE RISK POOL.—Enrollees in multi- 
State qualified health plans under this section 
shall be treated as a separate risk pool apart 
from enrollees in the Federal Employees Health 
Benefit Program under chapter 89 of title 5, 
United States Code. 

‘‘(3) AUTHORITY TO ESTABLISH SEPARATE ENTI-
TIES.—The Director may establish such separate 
units or offices within the Office of Personnel 
Management as the Director determines to be 
appropriate to ensure that the administration of 
multi-State qualified health plans under this 
section does not interfere with the effective ad-
ministration of the Federal Employees Health 
Benefit Program under chapter 89 of title 5, 
United States Code. 

‘‘(4) EFFECTIVE OVERSIGHT.—The Director 
may appoint such additional personnel as may 
be necessary to enable the Director to carry out 
activities under this section. 

‘‘(5) ASSURANCE OF SEPARATE PROGRAM.—In 
carrying out this section, the Director shall en-
sure that the program under this section is sepa-
rate from the Federal Employees Health Benefit 
Program under chapter 89 of title 5, United 
States Code. Premiums paid for coverage under 
a multi-State qualified health plan under this 
section shall not be considered to be Federal 
funds for any purposes. 

‘‘(6) FEHBP PLANS NOT REQUIRED TO PARTICI-
PATE.—Nothing in this section shall require that 
a carrier offering coverage under the Federal 
Employees Health Benefit Program under chap-
ter 89 of title 5, United States Code, also offer a 
multi-State qualified health plan under this sec-
tion. 

‘‘(h) ADVISORY BOARD.—The Director shall es-
tablish an advisory board to provide rec-
ommendations on the activities described in this 
section. A significant percentage of the members 
of such board shall be comprised of enrollees in 
a multi-State qualified health plan, or rep-
resentatives of such enrollees. 

‘‘(i) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated, such 
sums as may be necessary to carry out this sec-
tion.’’. 

(r) Section 1341 of this Act is amended— 
(1) in the section heading, by striking ‘‘AND 

SMALL GROUP MARKETS’’ and inserting 
‘‘MARKET’’; 

(2) in subsection (b)(2)(B), by striking ‘‘para-
graph (1)(A)’’ and inserting ‘‘paragraph 
(1)(B)’’; and 

(3) in subsection (c)(1)(A), by striking ‘‘and 
small group markets’’ and inserting ‘‘market’’. 
SEC. 10105. AMENDMENTS TO SUBTITLE E. 

(a) Section 36B(b)(3)(A)(ii) of the Internal 
Revenue Code of 1986, as added by section 
1401(a) of this Act, is amended by striking ‘‘is in 
excess of’’ and inserting ‘‘equals or exceeds’’. 

(b) Section 36B(c)(1)(A) of the Internal Rev-
enue Code of 1986, as added by section 1401(a) of 

this Act, is amended by inserting ‘‘equals or’’ 
before ‘‘exceeds’’. 

(c) Section 36B(c)(2)(C)(iv) of the Internal 
Revenue Code of 1986, as added by section 
1401(a) of this Act, is amended by striking ‘‘sub-
section (b)(3)(A)(ii)’’ and inserting ‘‘subsection 
(b)(3)(A)(iii)’’. 

(d) Section 1401(d) of this Act is amended by 
adding at the end the following: 

‘‘(3) Section 6211(b)(4)(A) of the Internal Rev-
enue Code of 1986 is amended by inserting ‘36B,’ 
after ‘36A,’.’’. 

(e)(1) Subparagraph (B) of section 45R(d)(3) of 
the Internal Revenue Code of 1986, as added by 
section 1421(a) of this Act, is amended to read as 
follows: 

‘‘(B) DOLLAR AMOUNT.—For purposes of para-
graph (1)(B) and subsection (c)(2)— 

‘‘(i) 2010, 2011, 2012, AND 2013.—The dollar 
amount in effect under this paragraph for tax-
able years beginning in 2010, 2011, 2012, or 2013 
is $25,000. 

‘‘(ii) SUBSEQUENT YEARS.—In the case of a 
taxable year beginning in a calendar year after 
2013, the dollar amount in effect under this 
paragraph shall be equal to $25,000, multiplied 
by the cost-of-living adjustment under section 
1(f)(3) for the calendar year, determined by sub-
stituting ‘calendar year 2012’ for ‘calendar year 
1992’ in subparagraph (B) thereof.’’. 

(2) Subsection (g) of section 45R of the Inter-
nal Revenue Code of 1986, as added by section 
1421(a) of this Act, is amended by striking 
‘‘2011’’ both places it appears and inserting 
‘‘2010, 2011’’. 

(3) Section 280C(h) of the Internal Revenue 
Code of 1986, as added by section 1421(d)(1) of 
this Act, is amended by striking ‘‘2011’’ and in-
serting ‘‘2010, 2011’’. 

(4) Section 1421(f) of this Act is amended by 
striking ‘‘2010’’ both places it appears and in-
serting ‘‘2009’’. 

(5) The amendments made by this subsection 
shall take effect as if included in the enactment 
of section 1421 of this Act. 

(f) Part I of subtitle E of title I of this Act is 
amended by adding at the end of subpart B, the 
following: 
‘‘SEC. 1416. STUDY OF GEOGRAPHIC VARIATION 

IN APPLICATION OF FPL. 
‘‘(a) IN GENERAL.—The Secretary shall con-

duct a study to examine the feasibility and im-
plication of adjusting the application of the 
Federal poverty level under this subtitle (and 
the amendments made by this subtitle) for dif-
ferent geographic areas so as to reflect the vari-
ations in cost-of-living among different areas 
within the United States. If the Secretary deter-
mines that an adjustment is feasible, the study 
should include a methodology to make such an 
adjustment. Not later than January 1, 2013, the 
Secretary shall submit to Congress a report on 
such study and shall include such recommenda-
tions as the Secretary determines appropriate. 

‘‘(b) INCLUSION OF TERRITORIES.— 
‘‘(1) IN GENERAL.—The Secretary shall ensure 

that the study under subsection (a) covers the 
territories of the United States and that special 
attention is paid to the disparity that exists 
among poverty levels and the cost of living in 
such territories and to the impact of such dis-
parity on efforts to expand health coverage and 
ensure health care. 

‘‘(2) TERRITORIES DEFINED.—In this sub-
section, the term ‘territories of the United 
States’ includes the Commonwealth of Puerto 
Rico, the United States Virgin Islands, Guam, 
the Northern Mariana Islands, and any other 
territory or possession of the United States.’’. 
SEC. 10106. AMENDMENTS TO SUBTITLE F. 

(a) Section 1501(a)(2) of this Act is amended to 
read as follows: 

‘‘(2) EFFECTS ON THE NATIONAL ECONOMY AND 
INTERSTATE COMMERCE.—The effects described 
in this paragraph are the following: 

‘‘(A) The requirement regulates activity that 
is commercial and economic in nature: economic 
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and financial decisions about how and when 
health care is paid for, and when health insur-
ance is purchased. In the absence of the require-
ment, some individuals would make an economic 
and financial decision to forego health insur-
ance coverage and attempt to self-insure, which 
increases financial risks to households and med-
ical providers. 

‘‘(B) Health insurance and health care serv-
ices are a significant part of the national econ-
omy. National health spending is projected to 
increase from $2,500,000,000,000, or 17.6 percent 
of the economy, in 2009 to $4,700,000,000,000 in 
2019. Private health insurance spending is pro-
jected to be $854,000,000,000 in 2009, and pays for 
medical supplies, drugs, and equipment that are 
shipped in interstate commerce. Since most 
health insurance is sold by national or regional 
health insurance companies, health insurance is 
sold in interstate commerce and claims payments 
flow through interstate commerce. 

‘‘(C) The requirement, together with the other 
provisions of this Act, will add millions of new 
consumers to the health insurance market, in-
creasing the supply of, and demand for, health 
care services, and will increase the number and 
share of Americans who are insured. 

‘‘(D) The requirement achieves near-universal 
coverage by building upon and strengthening 
the private employer-based health insurance 
system, which covers 176,000,000 Americans na-
tionwide. In Massachusetts, a similar require-
ment has strengthened private employer-based 
coverage: despite the economic downturn, the 
number of workers offered employer-based cov-
erage has actually increased. 

‘‘(E) The economy loses up to $207,000,000,000 
a year because of the poorer health and shorter 
lifespan of the uninsured. By significantly re-
ducing the number of the uninsured, the re-
quirement, together with the other provisions of 
this Act, will significantly reduce this economic 
cost. 

‘‘(F) The cost of providing uncompensated 
care to the uninsured was $43,000,000,000 in 
2008. To pay for this cost, health care providers 
pass on the cost to private insurers, which pass 
on the cost to families. This cost-shifting in-
creases family premiums by on average over 
$1,000 a year. By significantly reducing the 
number of the uninsured, the requirement, to-
gether with the other provisions of this Act, will 
lower health insurance premiums. 

‘‘(G) 62 percent of all personal bankruptcies 
are caused in part by medical expenses. By sig-
nificantly increasing health insurance coverage, 
the requirement, together with the other provi-
sions of this Act, will improve financial security 
for families. 

‘‘(H) Under the Employee Retirement Income 
Security Act of 1974 (29 U.S.C. 1001 et seq.), the 
Public Health Service Act (42 U.S.C. 201 et seq.), 
and this Act, the Federal Government has a sig-
nificant role in regulating health insurance. 
The requirement is an essential part of this larg-
er regulation of economic activity, and the ab-
sence of the requirement would undercut Fed-
eral regulation of the health insurance market. 

‘‘(I) Under sections 2704 and 2705 of the Public 
Health Service Act (as added by section 1201 of 
this Act), if there were no requirement, many in-
dividuals would wait to purchase health insur-
ance until they needed care. By significantly in-
creasing health insurance coverage, the require-
ment, together with the other provisions of this 
Act, will minimize this adverse selection and 
broaden the health insurance risk pool to in-
clude healthy individuals, which will lower 
health insurance premiums. The requirement is 
essential to creating effective health insurance 
markets in which improved health insurance 
products that are guaranteed issue and do not 
exclude coverage of pre-existing conditions can 
be sold. 

‘‘(J) Administrative costs for private health in-
surance, which were $90,000,000,000 in 2006, are 
26 to 30 percent of premiums in the current indi-
vidual and small group markets. By signifi-

cantly increasing health insurance coverage 
and the size of purchasing pools, which will in-
crease economies of scale, the requirement, to-
gether with the other provisions of this Act, will 
significantly reduce administrative costs and 
lower health insurance premiums. The require-
ment is essential to creating effective health in-
surance markets that do not require under-
writing and eliminate its associated administra-
tive costs.’’. 

(b)(1) Section 5000A(b)(1) of the Internal Rev-
enue Code of 1986, as added by section 1501(b) of 
this Act, is amended to read as follows: 

‘‘(1) IN GENERAL.—If a taxpayer who is an ap-
plicable individual, or an applicable individual 
for whom the taxpayer is liable under para-
graph (3), fails to meet the requirement of sub-
section (a) for 1 or more months, then, except as 
provided in subsection (e), there is hereby im-
posed on the taxpayer a penalty with respect to 
such failures in the amount determined under 
subsection (c).’’. 

(2) Paragraphs (1) and (2) of section 5000A(c) 
of the Internal Revenue Code of 1986, as so 
added, are amended to read as follows: 

‘‘(1) IN GENERAL.—The amount of the penalty 
imposed by this section on any taxpayer for any 
taxable year with respect to failures described in 
subsection (b)(1) shall be equal to the lesser of— 

‘‘(A) the sum of the monthly penalty amounts 
determined under paragraph (2) for months in 
the taxable year during which 1 or more such 
failures occurred, or 

‘‘(B) an amount equal to the national average 
premium for qualified health plans which have 
a bronze level of coverage, provide coverage for 
the applicable family size involved, and are of-
fered through Exchanges for plan years begin-
ning in the calendar year with or within which 
the taxable year ends. 

‘‘(2) MONTHLY PENALTY AMOUNTS.—For pur-
poses of paragraph (1)(A), the monthly penalty 
amount with respect to any taxpayer for any 
month during which any failure described in 
subsection (b)(1) occurred is an amount equal to 
1⁄12 of the greater of the following amounts: 

‘‘(A) FLAT DOLLAR AMOUNT.—An amount 
equal to the lesser of— 

‘‘(i) the sum of the applicable dollar amounts 
for all individuals with respect to whom such 
failure occurred during such month, or 

‘‘(ii) 300 percent of the applicable dollar 
amount (determined without regard to para-
graph (3)(C)) for the calendar year with or 
within which the taxable year ends. 

‘‘(B) PERCENTAGE OF INCOME.—An amount 
equal to the following percentage of the tax-
payer’s household income for the taxable year: 

‘‘(i) 0.5 percent for taxable years beginning in 
2014. 

‘‘(ii) 1.0 percent for taxable years beginning in 
2015. 

‘‘(iii) 2.0 percent for taxable years beginning 
after 2015.’’. 

(3) Section 5000A(c)(3) of the Internal Revenue 
Code of 1986, as added by section 1501(b) of this 
Act, is amended by striking ‘‘$350’’ and inserting 
‘‘$495’’. 

(c) Section 5000A(d)(2)(A) of the Internal Rev-
enue Code of 1986, as added by section 1501(b) of 
this Act, is amended to read as follows: 

‘‘(A) RELIGIOUS CONSCIENCE EXEMPTION.— 
Such term shall not include any individual for 
any month if such individual has in effect an 
exemption under section 1311(d)(4)(H) of the Pa-
tient Protection and Affordable Care Act which 
certifies that such individual is— 

‘‘(i) a member of a recognized religious sect or 
division thereof which is described in section 
1402(g)(1), and 

‘‘(ii) an adherent of established tenets or 
teachings of such sect or division as described in 
such section.’’. 

(d) Section 5000A(e)(1)(C) of the Internal Rev-
enue Code of 1986, as added by section 1501(b) of 
this Act, is amended to read as follows: 

‘‘(C) SPECIAL RULES FOR INDIVIDUALS RELATED 
TO EMPLOYEES.—For purposes of subparagraph 

(B)(i), if an applicable individual is eligible for 
minimum essential coverage through an em-
ployer by reason of a relationship to an em-
ployee, the determination under subparagraph 
(A) shall be made by reference to required con-
tribution of the employee.’’. 

(e) Section 4980H(b) of the Internal Revenue 
Code of 1986, as added by section 1513(a) of this 
Act, is amended to read as follows: 

‘‘(b) LARGE EMPLOYERS WITH WAITING PERI-
ODS EXCEEDING 60 DAYS.— 

‘‘(1) IN GENERAL.—In the case of any applica-
ble large employer which requires an extended 
waiting period to enroll in any minimum essen-
tial coverage under an employer-sponsored plan 
(as defined in section 5000A(f)(2)), there is here-
by imposed on the employer an assessable pay-
ment of $600 for each full-time employee of the 
employer to whom the extended waiting period 
applies. 

‘‘(2) EXTENDED WAITING PERIOD.—The term 
‘extended waiting period’ means any waiting 
period (as defined in section 2701(b)(4) of the 
Public Health Service Act) which exceeds 60 
days.’’. 

(f)(1) Subparagraph (A) of section 4980H(d)(4) 
of the Internal Revenue Code of 1986, as added 
by section 1513(a) of this Act, is amended by in-
serting ‘‘, with respect to any month,’’ after 
‘‘means’’. 

(2) Section 4980H(d)(2) of the Internal Rev-
enue Code of 1986, as added by section 1513(a) of 
this Act, is amended by adding at the end the 
following: 

‘‘(D) APPLICATION TO CONSTRUCTION INDUSTRY 
EMPLOYERS.—In the case of any employer the 
substantial annual gross receipts of which are 
attributable to the construction industry— 

‘‘(i) subparagraph (A) shall be applied by sub-
stituting ‘who employed an average of at least 5 
full-time employees on business days during the 
preceding calendar year and whose annual pay-
roll expenses exceed $250,000 for such preceding 
calendar year’ for ‘who employed an average of 
at least 50 full-time employees on business days 
during the preceding calendar year’, and 

‘‘(ii) subparagraph (B) shall be applied by 
substituting ‘5’ for ‘50’.’’. 

(3) The amendment made by paragraph (2) 
shall apply to months beginning after December 
31, 2013. 

(g) Section 6056(b) of the Internal Revenue 
Code of 1986, as added by section 1514(a) of the 
Act, is amended by adding at the end the fol-
lowing new flush sentence: 
‘‘The Secretary shall have the authority to re-
view the accuracy of the information provided 
under this subsection, including the applicable 
large employer’s share under paragraph 
(2)(C)(iv).’’. 
SEC. 10107. AMENDMENTS TO SUBTITLE G. 

(a) Section 1562 of this Act is amended, in the 
amendment made by subsection (a)(2)(B)(iii), by 
striking ‘‘subpart 1’’ and inserting ‘‘subparts I 
and II’’; and 

(b) Subtitle G of title I of this Act is amend-
ed— 

(1) by redesignating section 1562 (as amended) 
as section 1563; and 

(2) by inserting after section 1561 the fol-
lowing: 
‘‘SEC. 1562. GAO STUDY REGARDING THE RATE OF 

DENIAL OF COVERAGE AND ENROLL-
MENT BY HEALTH INSURANCE 
ISSUERS AND GROUP HEALTH 
PLANS. 

‘‘(a) IN GENERAL.—The Comptroller General of 
the United States (referred to in this section as 
the ‘Comptroller General’) shall conduct a study 
of the incidence of denials of coverage for med-
ical services and denials of applications to en-
roll in health insurance plans, as described in 
subsection (b), by group health plans and 
health insurance issuers. 

‘‘(b) DATA.— 
‘‘(1) IN GENERAL.—In conducting the study de-

scribed in subsection (a), the Comptroller Gen-
eral shall consider samples of data concerning 
the following: 
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‘‘(A)(i) denials of coverage for medical services 

to a plan enrollees, by the types of services for 
which such coverage was denied; and 

‘‘(ii) the reasons such coverage was denied; 
and 

‘‘(B)(i) incidents in which group health plans 
and health insurance issuers deny the applica-
tion of an individual to enroll in a health insur-
ance plan offered by such group health plan or 
issuer; and 

‘‘(ii) the reasons such applications are denied. 
‘‘(2) SCOPE OF DATA.— 
‘‘(A) FAVORABLY RESOLVED DISPUTES.—The 

data that the Comptroller General considers 
under paragraph (1) shall include data con-
cerning denials of coverage for medical services 
and denials of applications for enrollment in a 
plan by a group health plan or health insurance 
issuer, where such group health plan or health 
insurance issuer later approves such coverage or 
application. 

‘‘(B) ALL HEALTH PLANS.—The study under 
this section shall consider data from varied 
group health plans and health insurance plans 
offered by health insurance issuers, including 
qualified health plans and health plans that are 
not qualified health plans. 

‘‘(c) REPORT.—Not later than one year after 
the date of enactment of this Act, the Comp-
troller General shall submit to the Secretaries of 
Health and Human Services and Labor a report 
describing the results of the study conducted 
under this section. 

‘‘(d) PUBLICATION OF REPORT.—The Secre-
taries of Health and Human Services and Labor 
shall make the report described in subsection (c) 
available to the public on an Internet website. 
‘‘SEC. 1563. SMALL BUSINESS PROCUREMENT. 

‘‘Part 19 of the Federal Acquisition Regula-
tion, section 15 of the Small Business Act (15 
U.S.C. 644), and any other applicable laws or 
regulations establishing procurement require-
ments relating to small business concerns (as de-
fined in section 3 of the Small Business Act (15 
U.S.C. 632)) may not be waived with respect to 
any contract awarded under any program or 
other authority under this Act or an amendment 
made by this Act.’’. 
SEC. 10108. FREE CHOICE VOUCHERS. 

(a) IN GENERAL.—An offering employer shall 
provide free choice vouchers to each qualified 
employee of such employer. 

(b) OFFERING EMPLOYER.—For purposes of 
this section, the term ‘‘offering employer’’ means 
any employer who— 

(1) offers minimum essential coverage to its 
employees consisting of coverage through an eli-
gible employer-sponsored plan; and 

(2) pays any portion of the costs of such plan. 
(c) QUALIFIED EMPLOYEE.—For purposes of 

this section— 
(1) IN GENERAL.—The term ‘‘qualified em-

ployee’’ means, with respect to any plan year of 
an offering employer, any employee— 

(A) whose required contribution (as deter-
mined under section 5000A(e)(1)(B)) for min-
imum essential coverage through an eligible em-
ployer-sponsored plan— 

(i) exceeds 8 percent of such employee’s house-
hold income for the taxable year described in 
section 1412(b)(1)(B) which ends with or within 
in the plan year; and 

(ii) does not exceed 9.8 percent of such em-
ployee’s household income for such taxable 
year; 

(B) whose household income for such taxable 
year is not greater than 400 percent of the pov-
erty line for a family of the size involved; and 

(C) who does not participate in a health plan 
offered by the offering employer. 

(2) INDEXING.—In the case of any calendar 
year beginning after 2014, the Secretary shall 
adjust the 8 percent under paragraph (1)(A)(i) 
and 9.8 percent under paragraph (1)(A)(ii) for 
the calendar year to reflect the rate of premium 
growth between the preceding calendar year 
and 2013 over the rate of income growth for such 
period. 

(d) FREE CHOICE VOUCHER.— 
(1) AMOUNT.— 
(A) IN GENERAL.—The amount of any free 

choice voucher provided under subsection (a) 
shall be equal to the monthly portion of the cost 
of the eligible employer-sponsored plan which 
would have been paid by the employer if the em-
ployee were covered under the plan with respect 
to which the employer pays the largest portion 
of the cost of the plan. Such amount shall be 
equal to the amount the employer would pay for 
an employee with self-only coverage unless such 
employee elects family coverage (in which case 
such amount shall be the amount the employer 
would pay for family coverage). 

(B) DETERMINATION OF COST.—The cost of any 
health plan shall be determined under the rules 
similar to the rules of section 2204 of the Public 
Health Service Act, except that such amount 
shall be adjusted for age and category of enroll-
ment in accordance with regulations established 
by the Secretary. 

(2) USE OF VOUCHERS.—An Exchange shall 
credit the amount of any free choice voucher 
provided under subsection (a) to the monthly 
premium of any qualified health plan in the Ex-
change in which the qualified employee is en-
rolled and the offering employer shall pay any 
amounts so credited to the Exchange. 

(3) PAYMENT OF EXCESS AMOUNTS.—If the 
amount of the free choice voucher exceeds the 
amount of the premium of the qualified health 
plan in which the qualified employee is enrolled 
for such month, such excess shall be paid to the 
employee. 

(e) OTHER DEFINITIONS.—Any term used in 
this section which is also used in section 5000A 
of the Internal Revenue Code of 1986 shall have 
the meaning given such term under such section 
5000A. 

(f) EXCLUSION FROM INCOME FOR EM-
PLOYEE.— 

(1) IN GENERAL.—Part III of subchapter B of 
chapter 1 of the Internal Revenue Code of 1986 
is amended by inserting after section 139C the 
following new section: 
‘‘SEC. 139D. FREE CHOICE VOUCHERS. 

‘‘Gross income shall not include the amount of 
any free choice voucher provided by an em-
ployer under section 10108 of the Patient Protec-
tion and Affordable Care Act to the extent that 
the amount of such voucher does not exceed the 
amount paid for a qualified health plan (as de-
fined in section 1301 of such Act) by the tax-
payer.’’. 

(2) CLERICAL AMENDMENT.—The table of sec-
tions for part III of subchapter B of chapter 1 
of such Code is amended by inserting after the 
item relating to section 139C the following new 
item: 
‘‘Sec. 139D. Free choice vouchers.’’. 

(3) EFFECTIVE DATE.—The amendments made 
by this subsection shall apply to vouchers pro-
vided after December 31, 2013. 

(g) DEDUCTION ALLOWED TO EMPLOYER.— 
(1) IN GENERAL.—Section 162(a) of the Internal 

Revenue Code of 1986 is amended by adding at 
the end the following new sentence: ‘‘For pur-
poses of paragraph (1), the amount of a free 
choice voucher provided under section 10108 of 
the Patient Protection and Affordable Care Act 
shall be treated as an amount for compensation 
for personal services actually rendered.’’. 

(2) EFFECTIVE DATE.—The amendments made 
by this subsection shall apply to vouchers pro-
vided after December 31, 2013. 

(h) VOUCHER TAKEN INTO ACCOUNT IN DETER-
MINING PREMIUM CREDIT.— 

(1) IN GENERAL.—Subsection (c)(2) of section 
36B of the Internal Revenue Code of 1986, as 
added by section 1401, is amended by adding at 
the end the following new subparagraph: 

‘‘(D) EXCEPTION FOR INDIVIDUAL RECEIVING 
FREE CHOICE VOUCHERS.—The term ‘coverage 
month’ shall not include any month in which 
such individual has a free choice voucher pro-
vided under section 10108 of the Patient Protec-
tion and Affordable Care Act.’’. 

(2) EFFECTIVE DATE.—The amendment made 
by this subsection shall apply to taxable years 
beginning after December 31, 2013. 

(i) COORDINATION WITH EMPLOYER RESPON-
SIBILITIES.— 

(1) SHARED RESPONSIBILITY PENALTY.— 
(A) IN GENERAL.—Subsection (c) of section 

4980H of the Internal Revenue Code of 1986, as 
added by section 1513, is amended by adding at 
the end the following new paragraph: 

‘‘(3) SPECIAL RULES FOR EMPLOYERS PRO-
VIDING FREE CHOICE VOUCHERS.—No assessable 
payment shall be imposed under paragraph (1) 
for any month with respect to any employee to 
whom the employer provides a free choice 
voucher under section 10108 of the Patient Pro-
tection and Affordable Care Act for such 
month.’’. 

(B) EFFECTIVE DATE.—The amendment made 
by this paragraph shall apply to months begin-
ning after December 31, 2013. 

(2) NOTIFICATION REQUIREMENT.—Section 
18B(a)(3) of the Fair Labor Standards Act of 
1938, as added by section 1512, is amended— 

(A) by inserting ‘‘and the employer does not 
offer a free choice voucher’’ after ‘‘Exchange’’; 
and 

(B) by striking ‘‘will lose’’ and inserting ‘‘may 
lose’’. 

(j) EMPLOYER REPORTING.— 
(1) IN GENERAL.—Subsection (a) of section 6056 

of the Internal Revenue Code of 1986, as added 
by section 1514, is amended by inserting ‘‘and 
every offering employer’’ before ‘‘shall’’. 

(2) OFFERING EMPLOYERS.—Subsection (f) of 
section 6056 of such Code, as added by section 
1514, is amended to read as follows: 

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

‘‘(1) OFFERING EMPLOYER.— 
‘‘(A) IN GENERAL.—The term ‘offering em-

ployer’ means any offering employer (as defined 
in section 10108(b) of the Patient Protection and 
Affordable Care Act) if the required contribution 
(within the meaning of section 5000A(e)(1)(B)(i)) 
of any employee exceeds 8 percent of the wages 
(as defined in section 3121(a)) paid to such em-
ployee by such employer. 

‘‘(B) INDEXING.—In the case of any calendar 
year beginning after 2014, the 8 percent under 
subparagraph (A) shall be adjusted for the cal-
endar year to reflect the rate of premium growth 
between the preceding calendar year and 2013 
over the rate of income growth for such period. 

‘‘(2) OTHER DEFINITIONS.—Any term used in 
this section which is also used in section 4980H 
shall have the meaning given such term by sec-
tion 4980H.’’. 

(3) CONFORMING AMENDMENTS.— 
(A) The heading of section 6056 of such Code, 

as added by section 1514, is amended by striking 
‘‘LARGE’’ and inserting ‘‘CERTAIN’’. 

(B) Section 6056(b)(2)(C) of such Code is 
amended— 

(i) by inserting ‘‘in the case of an applicable 
large employer,’’ before ‘‘the length’’ in clause 
(i); 

(ii) by striking ‘‘and’’ at the end of clause 
(iii); 

(iii) by striking ‘‘applicable large employer’’ in 
clause (iv) and inserting ‘‘employer’’; 

(iv) by inserting ‘‘and’’ at the end of clause 
(iv); and 

(v) by inserting at the end the following new 
clause: 

‘‘(v) in the case of an offering employer, the 
option for which the employer pays the largest 
portion of the cost of the plan and the portion 
of the cost paid by the employer in each of the 
enrollment categories under such option,’’. 

(C) Section 6056(d)(2) of such Code is amended 
by inserting ‘‘or offering employer’’ after ‘‘ap-
plicable large employer’’. 

(D) Section 6056(e) of such Code is amended 
by inserting ‘‘or offering employer’’ after ‘‘ap-
plicable large employer’’. 

(E) Section 6724(d)(1)(B)(xxv) of such Code, as 
added by section 1514, is amended by striking 
‘‘large’’ and inserting ‘‘certain’’. 
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(F) Section 6724(d)(2)(HH) of such Code, as 

added by section 1514, is amended by striking 
‘‘large’’ and inserting ‘‘certain’’. 

(G) The table of sections for subpart D of part 
III of subchapter A of chapter 1 of such Code, 
as amended by section 1514, is amended by strik-
ing ‘‘Large employers’’ in the item relating to 
section 6056 and inserting ‘‘Certain employers’’. 

(4) EFFECTIVE DATE.—The amendments made 
by this subsection shall apply to periods begin-
ning after December 31, 2013. 
SEC. 10109. DEVELOPMENT OF STANDARDS FOR 

FINANCIAL AND ADMINISTRATIVE 
TRANSACTIONS. 

(a) ADDITIONAL TRANSACTION STANDARDS AND 
OPERATING RULES.— 

(1) DEVELOPMENT OF ADDITIONAL TRANS-
ACTION STANDARDS AND OPERATING RULES.—Sec-
tion 1173(a) of the Social Security Act (42 U.S.C. 
1320d–2(a)), as amended by section 1104(b)(2), is 
amended— 

(A) in paragraph (1)(B), by inserting before 
the period the following: ‘‘, and subject to the 
requirements under paragraph (5)’’; and 

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

‘‘(5) CONSIDERATION OF STANDARDIZATION OF 
ACTIVITIES AND ITEMS.— 

‘‘(A) IN GENERAL.—For purposes of carrying 
out paragraph (1)(B), the Secretary shall solicit, 
not later than January 1, 2012, and not less 
than every 3 years thereafter, input from enti-
ties described in subparagraph (B) on— 

‘‘(i) whether there could be greater uniformity 
in financial and administrative activities and 
items, as determined appropriate by the Sec-
retary; and 

‘‘(ii) whether such activities should be consid-
ered financial and administrative transactions 
(as described in paragraph (1)(B)) for which the 
adoption of standards and operating rules 
would improve the operation of the health care 
system and reduce administrative costs. 

‘‘(B) SOLICITATION OF INPUT.—For purposes of 
subparagraph (A), the Secretary shall seek 
input from— 

‘‘(i) the National Committee on Vital and 
Health Statistics, the Health Information Tech-
nology Policy Committee, and the Health Infor-
mation Technology Standards Committee; and 

‘‘(ii) standard setting organizations and 
stakeholders, as determined appropriate by the 
Secretary.’’. 

(b) ACTIVITIES AND ITEMS FOR INITIAL CONSID-
ERATION.—For purposes of section 1173(a)(5) of 
the Social Security Act, as added by subsection 
(a), the Secretary of Health and Human Services 
(in this section referred to as the ‘‘Secretary’’) 
shall, not later than January 1, 2012, seek input 
on activities and items relating to the following 
areas: 

(1) Whether the application process, including 
the use of a uniform application form, for en-
rollment of health care providers by health 
plans could be made electronic and standard-
ized. 

(2) Whether standards and operating rules de-
scribed in section 1173 of the Social Security Act 
should apply to the health care transactions of 
automobile insurance, worker’s compensation, 
and other programs or persons not described in 
section 1172(a) of such Act (42 U.S.C. 1320d– 
1(a)). 

(3) Whether standardized forms could apply to 
financial audits required by health plans, Fed-
eral and State agencies (including State audi-
tors, the Office of the Inspector General of the 
Department of Health and Human Services, and 
the Centers for Medicare & Medicaid Services), 
and other relevant entities as determined appro-
priate by the Secretary. 

(4) Whether there could be greater trans-
parency and consistency of methodologies and 
processes used to establish claim edits used by 
health plans (as described in section 1171(5) of 
the Social Security Act (42 U.S.C. 1320d(5))). 

(5) Whether health plans should be required 
to publish their timeliness of payment rules. 

(c) ICD CODING CROSSWALKS.— 
(1) ICD–9 TO ICD–10 CROSSWALK.—The Sec-

retary shall task the ICD–9–CM Coordination 
and Maintenance Committee to convene a meet-
ing, not later than January 1, 2011, to receive 
input from appropriate stakeholders (including 
health plans, health care providers, and clini-
cians) regarding the crosswalk between the 
Ninth and Tenth Revisions of the International 
Classification of Diseases (ICD–9 and ICD–10, 
respectively) that is posted on the website of the 
Centers for Medicare & Medicaid Services, and 
make recommendations about appropriate revi-
sions to such crosswalk. 

(2) REVISION OF CROSSWALK.—For purposes of 
the crosswalk described in paragraph (1), the 
Secretary shall make appropriate revisions and 
post any such revised crosswalk on the website 
of the Centers for Medicare & Medicaid Serv-
ices. 

(3) USE OF REVISED CROSSWALK.—For purposes 
of paragraph (2), any revised crosswalk shall be 
treated as a code set for which a standard has 
been adopted by the Secretary for purposes of 
section 1173(c)(1)(B) of the Social Security Act 
(42 U.S.C. 1320d–2(c)(1)(B)). 

(4) SUBSEQUENT CROSSWALKS.—For subsequent 
revisions of the International Classification of 
Diseases that are adopted by the Secretary as a 
standard code set under section 1173(c) of the 
Social Security Act (42 U.S.C. 1320d–2(c)), the 
Secretary shall, after consultation with the ap-
propriate stakeholders, post on the website of 
the Centers for Medicare & Medicaid Services a 
crosswalk between the previous and subsequent 
version of the International Classification of 
Diseases not later than the date of implementa-
tion of such subsequent revision. 

Subtitle B—Provisions Relating to Title II 
PART I—MEDICAID AND CHIP 

SEC. 10201. AMENDMENTS TO THE SOCIAL SECU-
RITY ACT AND TITLE II OF THIS ACT. 

(a)(1) Section 1902(a)(10)(A)(i)(IX) of the So-
cial Security Act (42 U.S.C. 
1396a(a)(10)(A)(i)(IX)), as added by section 
2004(a), is amended to read as follows: 

‘‘(IX) who— 
‘‘(aa) are under 26 years of age; 
‘‘(bb) are not described in or enrolled under 

any of subclauses (I) through (VII) of this 
clause or are described in any of such sub-
clauses but have income that exceeds the level of 
income applicable under the State plan for eligi-
bility to enroll for medical assistance under such 
subclause; 

‘‘(cc) were in foster care under the responsi-
bility of the State on the date of attaining 18 
years of age or such higher age as the State has 
elected under section 475(8)(B)(iii); and 

‘‘(dd) were enrolled in the State plan under 
this title or under a waiver of the plan while in 
such foster care;’’. 

(2) Section 1902(a)(10) of the Social Security 
Act (42 U.S.C. 1396a(a)(10), as amended by sec-
tion 2001(a)(5)(A), is amended in the matter fol-
lowing subparagraph (G), by striking ‘‘and 
(XV)’’ and inserting ‘‘(XV)’’, and by inserting 
‘‘and (XVI) if an individual is described in sub-
clause (IX) of subparagraph (A)(i) and is also 
described in subclause (VIII) of that subpara-
graph, the medical assistance shall be made 
available to the individual through subclause 
(IX) instead of through subclause (VIII)’’ before 
the semicolon. 

(3) Section 2004(d) of this Act is amended by 
striking ‘‘2019’’ and inserting ‘‘2014’’. 

(b) Section 1902(k)(2) of the Social Security 
Act (42 U.S.C. 1396a(k)(2)), as added by section 
2001(a)(4)(A), is amended by striking ‘‘January 
1, 2011’’ and inserting ‘‘April 1, 2010’’. 

(c) Section 1905 of the Social Security Act (42 
U.S.C. 1396d), as amended by sections 2001(a)(3), 
2001(a)(5)(C), 2006, and 4107(a)(2), is amended— 

(1) in subsection (a), in the matter preceding 
paragraph (1), by inserting in clause (xiv), ‘‘or 
1902(a)(10)(A)(i)(IX)’’ before the comma; 

(2) in subsection (b), in the first sentence, by 
inserting ‘‘, (z),’’ before ‘‘and (aa)’’; 

(3) in subsection (y)— 
(A) in paragraph (1)(B)(ii)(II), in the first 

sentence, by inserting ‘‘includes inpatient hos-
pital services,’’ after ‘‘100 percent of the poverty 
line, that’’; and 

(B) in paragraph (2)(A), by striking ‘‘on the 
date of enactment of the Patient Protection and 
Affordable Care Act’’ and inserting ‘‘as of De-
cember 1, 2009’’; 

(4) by inserting after subsection (y) the fol-
lowing: 

‘‘(z) EQUITABLE SUPPORT FOR CERTAIN 
STATES.— 

‘‘(1)(A) During the period that begins on Jan-
uary 1, 2014, and ends on September 30, 2019, 
notwithstanding subsection (b), the Federal 
medical assistance percentage otherwise deter-
mined under subsection (b) with respect to a fis-
cal year occurring during that period shall be 
increased by 2.2 percentage points for any State 
described in subparagraph (B) for amounts ex-
pended for medical assistance for individuals 
who are not newly eligible (as defined in sub-
section (y)(2)) individuals described in subclause 
(VIII) of section 1902(a)(10)(A)(i). 

‘‘(B) For purposes of subparagraph (A), a 
State described in this subparagraph is a State 
that— 

‘‘(i) is an expansion State described in sub-
section (y)(1)(B)(ii)(II); 

‘‘(ii) the Secretary determines will not receive 
any payments under this title on the basis of an 
increased Federal medical assistance percentage 
under subsection (y) for expenditures for med-
ical assistance for newly eligible individuals (as 
so defined); and 

‘‘(iii) has not been approved by the Secretary 
to divert a portion of the DSH allotment for a 
State to the costs of providing medical assist-
ance or other health benefits coverage under a 
waiver that is in effect on July 2009. 

‘‘(2)(A) During the period that begins on Jan-
uary 1, 2014, and ends on December 31, 2016, 
notwithstanding subsection (b), the Federal 
medical assistance percentage otherwise deter-
mined under subsection (b) with respect to all or 
any portion of a fiscal year occurring during 
that period shall be increased by .5 percentage 
point for a State described in subparagraph (B) 
for amounts expended for medical assistance 
under the State plan under this title or under a 
waiver of that plan during that period. 

‘‘(B) For purposes of subparagraph (A), a 
State described in this subparagraph is a State 
that— 

‘‘(i) is described in clauses (i) and (ii) of para-
graph (1)(B); and 

‘‘(ii) is the State with the highest percentage 
of its population insured during 2008, based on 
the Current Population Survey. 

‘‘(3) Notwithstanding subsection (b) and para-
graphs (1) and (2) of this subsection, the Federal 
medical assistance percentage otherwise deter-
mined under subsection (b) with respect to all or 
any portion of a fiscal year that begins on or 
after January 1, 2017, for the State of Nebraska, 
with respect to amounts expended for newly eli-
gible individuals described in subclause (VIII) of 
section 1902(a)(10)(A)(i), shall be determined as 
provided for under subsection (y)(1)(A) (not-
withstanding the period provided for in such 
paragraph). 

‘‘(4) The increase in the Federal medical as-
sistance percentage for a State under para-
graphs (1), (2), or (3) shall apply only for pur-
poses of this title and shall not apply with re-
spect to— 

‘‘(A) disproportionate share hospital pay-
ments described in section 1923; 

‘‘(B) payments under title IV; 
‘‘(C) payments under title XXI; and 
‘‘(D) payments under this title that are based 

on the enhanced FMAP described in section 
2105(b).’’; 

(5) in subsection (aa), is amended by striking 
‘‘without regard to this subsection and sub-
section (y)’’ and inserting ‘‘without regard to 
this subsection, subsection (y), subsection (z), 
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and section 10202 of the Patient Protection and 
Affordable Care Act’’ each place it appears; 

(6) by adding after subsection (bb), the fol-
lowing: 

‘‘(cc) REQUIREMENT FOR CERTAIN STATES.— 
Notwithstanding subsections (y), (z), and (aa), 
in the case of a State that requires political sub-
divisions within the State to contribute toward 
the non-Federal share of expenditures required 
under the State plan under section 1902(a)(2), 
the State shall not be eligible for an increase in 
its Federal medical assistance percentage under 
such subsections if it requires that political sub-
divisions pay a greater percentage of the non- 
Federal share of such expenditures, or a greater 
percentage of the non-Federal share of pay-
ments under section 1923, than the respective 
percentages that would have been required by 
the State under the State plan under this title, 
State law, or both, as in effect on December 31, 
2009, and without regard to any such increase. 
Voluntary contributions by a political subdivi-
sion to the non-Federal share of expenditures 
under the State plan under this title or to the 
non-Federal share of payments under section 
1923, shall not be considered to be required con-
tributions for purposes of this subsection. The 
treatment of voluntary contributions, and the 
treatment of contributions required by a State 
under the State plan under this title, or State 
law, as provided by this subsection, shall also 
apply to the increases in the Federal medical as-
sistance percentage under section 5001 of the 
American Recovery and Reinvestment Act of 
2009.’’. 

(d) Section 1108(g)(4)(B) of the Social Security 
Act (42 U.S.C. 1308(g)(4)(B)), as added by sec-
tion 2005(b), is amended by striking ‘‘income eli-
gibility level in effect for that population under 
title XIX or under a waiver’’ and inserting ‘‘the 
highest income eligibility level in effect for par-
ents under the commonwealth’s or territory’s 
State plan under title XIX or under a waiver of 
the plan’’. 

(e)(1) Section 1923(f) of the Social Security Act 
(42 U.S.C. 1396r–4(f)), as amended by section 
2551, is amended— 

(A) in paragraph (6)— 
(i) by striking the paragraph heading and in-

serting the following: ‘‘ALLOTMENT ADJUST-
MENTS’’; and 

(ii) in subparagraph (B), by adding at the end 
the following: 

‘‘(iii) ALLOTMENT FOR 2D, 3RD, AND 4TH QUAR-
TER OF FISCAL YEAR 2012, FISCAL YEAR 2013, AND 
SUCCEEDING FISCAL YEARS.—Notwithstanding 
the table set forth in paragraph (2) or para-
graph (7): 

‘‘(I) 2D, 3RD, AND 4TH QUARTER OF FISCAL YEAR 
2012.—The DSH allotment for Hawaii for the 2d, 
3rd, and 4th quarters of fiscal year 2012 shall be 
$7,500,000. 

‘‘(II) TREATMENT AS A LOW-DSH STATE FOR FIS-
CAL YEAR 2013 AND SUCCEEDING FISCAL YEARS.— 
With respect to fiscal year 2013, and each fiscal 
year thereafter, the DSH allotment for Hawaii 
shall be increased in the same manner as allot-
ments for low DSH States are increased for such 
fiscal year under clause (iii) of paragraph 
(5)(B). 

‘‘(III) CERTAIN HOSPITAL PAYMENTS.—The Sec-
retary may not impose a limitation on the total 
amount of payments made to hospitals under 
the QUEST section 1115 Demonstration Project 
except to the extent that such limitation is nec-
essary to ensure that a hospital does not receive 
payments in excess of the amounts described in 
subsection (g), or as necessary to ensure that 
such payments under the waiver and such pay-
ments pursuant to the allotment provided in this 
clause do not, in the aggregate in any year, ex-
ceed the amount that the Secretary determines 
is equal to the Federal medical assistance per-
centage component attributable to dispropor-
tionate share hospital payment adjustments for 
such year that is reflected in the budget neu-
trality provision of the QUEST Demonstration 
Project.’’; and 

(B) in paragraph (7)— 
(i) in subparagraph (A), in the matter pre-

ceding clause (i), by striking ‘‘subparagraph 
(E)’’ and inserting ‘‘subparagraphs (E) and 
(G)’’; 

(ii) in subparagraph (B)— 
(I) in clause (i), by striking subclauses (I) and 

(II), and inserting the following: 
‘‘(I) if the State is a low DSH State described 

in paragraph (5)(B) and has spent not more 
than 99.90 percent of the DSH allotments for the 
State on average for the period of fiscal years 
2004 through 2008, as of September 30, 2009, the 
applicable percentage is equal to 25 percent; 

‘‘(II) if the State is a low DSH State described 
in paragraph (5)(B) and has spent more than 
99.90 percent of the DSH allotments for the State 
on average for the period of fiscal years 2004 
through 2008, as of September 30, 2009, the ap-
plicable percentage is equal to 17.5 percent; 

‘‘(III) if the State is not a low DSH State de-
scribed in paragraph (5)(B) and has spent not 
more than 99.90 percent of the DSH allotments 
for the State on average for the period of fiscal 
years 2004 through 2008, as of September 30, 
2009, the applicable percentage is equal to 50 
percent; and 

‘‘(IV) if the State is not a low DSH State de-
scribed in paragraph (5)(B) and has spent more 
than 99.90 percent of the DSH allotments for the 
State on average for the period of fiscal years 
2004 through 2008, as of September 30, 2009, the 
applicable percentage is equal to 35 percent.’’; 

(II) in clause (ii), by striking subclauses (I) 
and (II), and inserting the following: 

‘‘(I) if the State is a low DSH State described 
in paragraph (5)(B) and has spent not more 
than 99.90 percent of the DSH allotments for the 
State on average for the period of fiscal years 
2004 through 2008, as of September 30, 2009, the 
applicable percentage is equal to the product of 
the percentage reduction in uncovered individ-
uals for the fiscal year from the preceding fiscal 
year and 27.5 percent; 

‘‘(II) if the State is a low DSH State described 
in paragraph (5)(B) and has spent more than 
99.90 percent of the DSH allotments for the State 
on average for the period of fiscal years 2004 
through 2008, as of September 30, 2009, the ap-
plicable percentage is equal to the product of 
the percentage reduction in uncovered individ-
uals for the fiscal year from the preceding fiscal 
year and 20 percent; 

‘‘(III) if the State is not a low DSH State de-
scribed in paragraph (5)(B) and has spent not 
more than 99.90 percent of the DSH allotments 
for the State on average for the period of fiscal 
years 2004 through 2008, as of September 30, 
2009, the applicable percentage is equal to the 
product of the percentage reduction in uncov-
ered individuals for the fiscal year from the pre-
ceding fiscal year and 55 percent; and 

‘‘(IV) if the State is not a low DSH State de-
scribed in paragraph (5)(B) and has spent more 
than 99.90 percent of the DSH allotments for the 
State on average for the period of fiscal years 
2004 through 2008, as of September 30, 2009, the 
applicable percentage is equal to the product of 
the percentage reduction in uncovered individ-
uals for the fiscal year from the preceding fiscal 
year and 40 percent.’’; 

(III) in subparagraph (E), by striking ‘‘35 per-
cent’’ and inserting ‘‘50 percent’’; and 

(IV) by adding at the end the following: 
‘‘(G) NONAPPLICATION.—The preceding provi-

sions of this paragraph shall not apply to the 
DSH allotment determined for the State of Ha-
waii for a fiscal year under paragraph (6).’’. 

(f) Section 2551 of this Act is amended by 
striking subsection (b). 

(g) Section 2105(d)(3)(B) of the Social Security 
Act (42 U.S.C. 1397ee(d)(3)(B)), as added by sec-
tion 2101(b)(1), is amended by adding at the end 
the following: ‘‘For purposes of eligibility for 
premium assistance for the purchase of a quali-
fied health plan under section 36B of the Inter-
nal Revenue Code of 1986 and reduced cost- 
sharing under section 1402 of the Patient Pro-

tection and Affordable Care Act, children de-
scribed in the preceding sentence shall be 
deemed to be ineligible for coverage under the 
State child health plan.’’. 

(h) Clause (i) of subparagraph (C) of section 
513(b)(2) of the Social Security Act, as added by 
section 2953 of this Act, is amended to read as 
follows: 

‘‘(i) Healthy relationships, including marriage 
and family interactions.’’. 

(i) Section 1115 of the Social Security Act (42 
U.S.C. 1315) is amended by inserting after sub-
section (c) the following: 

‘‘(d)(1) An application or renewal of any ex-
perimental, pilot, or demonstration project un-
dertaken under subsection (a) to promote the ob-
jectives of title XIX or XXI in a State that 
would result in an impact on eligibility, enroll-
ment, benefits, cost-sharing, or financing with 
respect to a State program under title XIX or 
XXI (in this subsection referred to as a ‘dem-
onstration project’) shall be considered by the 
Secretary in accordance with the regulations re-
quired to be promulgated under paragraph (2). 

‘‘(2) Not later than 180 days after the date of 
enactment of this subsection, the Secretary shall 
promulgate regulations relating to applications 
for, and renewals of, a demonstration project 
that provide for— 

‘‘(A) a process for public notice and comment 
at the State level, including public hearings, 
sufficient to ensure a meaningful level of public 
input; 

‘‘(B) requirements relating to— 
‘‘(i) the goals of the program to be imple-

mented or renewed under the demonstration 
project; 

‘‘(ii) the expected State and Federal costs and 
coverage projections of the demonstration 
project; and 

‘‘(iii) the specific plans of the State to ensure 
that the demonstration project will be in compli-
ance with title XIX or XXI; 

‘‘(C) a process for providing public notice and 
comment after the application is received by the 
Secretary, that is sufficient to ensure a mean-
ingful level of public input; 

‘‘(D) a process for the submission to the Sec-
retary of periodic reports by the State con-
cerning the implementation of the demonstra-
tion project; and 

‘‘(E) a process for the periodic evaluation by 
the Secretary of the demonstration project. 

‘‘(3) The Secretary shall annually report to 
Congress concerning actions taken by the Sec-
retary with respect to applications for dem-
onstration projects under this section.’’. 

(j) Subtitle F of title III of this Act is amended 
by adding at the end the following: 
‘‘SEC. 3512. GAO STUDY AND REPORT ON CAUSES 

OF ACTION. 
‘‘(a) STUDY.— 
‘‘(1) IN GENERAL.—The Comptroller General of 

the United States shall conduct a study of 
whether the development, recognition, or imple-
mentation of any guideline or other standards 
under a provision described in paragraph (2) 
would result in the establishment of a new cause 
of action or claim. 

‘‘(2) PROVISIONS DESCRIBED.—The provisions 
described in this paragraph include the fol-
lowing: 

‘‘(A) Section 2701 (adult health quality meas-
ures). 

‘‘(B) Section 2702 (payment adjustments for 
health care acquired conditions). 

‘‘(C) Section 3001 (Hospital Value-Based Pur-
chase Program). 

‘‘(D) Section 3002 (improvements to the Physi-
cian Quality Reporting Initiative). 

‘‘(E) Section 3003 (improvements to the Physi-
cian Feedback Program). 

‘‘(F) Section 3007 (value based payment modi-
fier under physician fee schedule). 

‘‘(G) Section 3008 (payment adjustment for 
conditions acquired in hospitals). 

‘‘(H) Section 3013 (quality measure develop-
ment). 
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‘‘(I) Section 3014 (quality measurement). 
‘‘(J) Section 3021 (Establishment of Center for 

Medicare and Medicaid Innovation). 
‘‘(K) Section 3025 (hospital readmission reduc-

tion program). 
‘‘(L) Section 3501 (health care delivery system 

research, quality improvement). 
‘‘(M) Section 4003 (Task Force on Clinical and 

Preventive Services). 
‘‘(N) Section 4301 (research to optimize deliver 

of public health services). 
‘‘(b) REPORT.—Not later than 2 years after the 

date of enactment of this Act, the Comptroller 
General of the United States shall submit to the 
appropriate committees of Congress, a report 
containing the findings made by the Comptroller 
General under the study under subsection (a).’’. 
SEC. 10202. INCENTIVES FOR STATES TO OFFER 

HOME AND COMMUNITY-BASED 
SERVICES AS A LONG-TERM CARE AL-
TERNATIVE TO NURSING HOMES. 

(a) STATE BALANCING INCENTIVE PAYMENTS 
PROGRAM.—Notwithstanding section 1905(b) of 
the Social Security Act (42 U.S.C. 1396d(b)), in 
the case of a balancing incentive payment State, 
as defined in subsection (b), that meets the con-
ditions described in subsection (c), during the 
balancing incentive period, the Federal medical 
assistance percentage determined for the State 
under section 1905(b) of such Act and, if appli-
cable, increased under subsection (z) or (aa) 
shall be increased by the applicable percentage 
points determined under subsection (d) with re-
spect to eligible medical assistance expenditures 
described in subsection (e). 

(b) BALANCING INCENTIVE PAYMENT STATE.—A 
balancing incentive payment State is a State— 

(1) in which less than 50 percent of the total 
expenditures for medical assistance under the 
State Medicaid program for a fiscal year for 
long-term services and supports (as defined by 
the Secretary under subsection (f))(1)) are for 
non-institutionally-based long-term services and 
supports described in subsection (f)(1)(B); 

(2) that submits an application and meets the 
conditions described in subsection (c); and 

(3) that is selected by the Secretary to partici-
pate in the State balancing incentive payment 
program established under this section. 

(c) CONDITIONS.—The conditions described in 
this subsection are the following: 

(1) APPLICATION.—The State submits an appli-
cation to the Secretary that includes, in addi-
tion to such other information as the Secretary 
shall require— 

(A) a proposed budget that details the State’s 
plan to expand and diversify medical assistance 
for non-institutionally-based long-term services 
and supports described in subsection (f)(1)(B) 
under the State Medicaid program during the 
balancing incentive period and achieve the tar-
get spending percentage applicable to the State 
under paragraph (2), including through struc-
tural changes to how the State furnishes such 
assistance, such as through the establishment of 
a ‘‘no wrong door—single entry point system’’, 
optional presumptive eligibility, case manage-
ment services, and the use of core standardized 
assessment instruments, and that includes a de-
scription of the new or expanded offerings of 
such services that the State will provide and the 
projected costs of such services; and 

(B) in the case of a State that proposes to ex-
pand the provision of home and community- 
based services under its State Medicaid program 
through a State plan amendment under section 
1915(i) of the Social Security Act, at the option 
of the State, an election to increase the income 
eligibility for such services from 150 percent of 
the poverty line to such higher percentage as 
the State may establish for such purpose, not to 
exceed 300 percent of the supplemental security 
income benefit rate established by section 
1611(b)(1) of the Social Security Act (42 U.S.C. 
1382(b)(1)). 

(2) TARGET SPENDING PERCENTAGES.— 
(A) In the case of a balancing incentive pay-

ment State in which less than 25 percent of the 

total expenditures for long-term services and 
supports under the State Medicaid program for 
fiscal year 2009 are for home and community- 
based services, the target spending percentage 
for the State to achieve by not later than Octo-
ber 1, 2015, is that 25 percent of the total ex-
penditures for long-term services and supports 
under the State Medicaid program are for home 
and community-based services. 

(B) In the case of any other balancing incen-
tive payment State, the target spending percent-
age for the State to achieve by not later than 
October 1, 2015, is that 50 percent of the total 
expenditures for long-term services and supports 
under the State Medicaid program are for home 
and community-based services. 

(3) MAINTENANCE OF ELIGIBILITY REQUIRE-
MENTS.—The State does not apply eligibility 
standards, methodologies, or procedures for de-
termining eligibility for medical assistance for 
non-institutionally-based long-term services and 
supports described in subsection (f)(1)(B) under 
the State Medicaid program that are more re-
strictive than the eligibility standards, meth-
odologies, or procedures in effect for such pur-
poses on December 31, 2010. 

(4) USE OF ADDITIONAL FUNDS.—The State 
agrees to use the additional Federal funds paid 
to the State as a result of this section only for 
purposes of providing new or expanded offerings 
of non-institutionally-based long-term services 
and supports described in subsection (f)(1)(B) 
under the State Medicaid program. 

(5) STRUCTURAL CHANGES.—The State agrees 
to make, not later than the end of the 6-month 
period that begins on the date the State submits 
an application under this section, the following 
changes: 

(A) ‘‘NO WRONG DOOR—SINGLE ENTRY POINT 
SYSTEM’’.—Development of a statewide system to 
enable consumers to access all long-term services 
and supports through an agency, organization, 
coordinated network, or portal, in accordance 
with such standards as the State shall establish 
and that shall provide information regarding 
the availability of such services, how to apply 
for such services, referral services for services 
and supports otherwise available in the commu-
nity, and determinations of financial and func-
tional eligibility for such services and supports, 
or assistance with assessment processes for fi-
nancial and functional eligibility. 

(B) CONFLICT-FREE CASE MANAGEMENT SERV-
ICES.—Conflict-free case management services to 
develop a service plan, arrange for services and 
supports, support the beneficiary (and, if appro-
priate, the beneficiary’s caregivers) in directing 
the provision of services and supports for the 
beneficiary, and conduct ongoing monitoring to 
assure that services and supports are delivered 
to meet the beneficiary’s needs and achieve in-
tended outcomes. 

(C) CORE STANDARDIZED ASSESSMENT INSTRU-
MENTS.—Development of core standardized as-
sessment instruments for determining eligibility 
for non-institutionally-based long-term services 
and supports described in subsection (f)(1)(B), 
which shall be used in a uniform manner 
throughout the State, to determine a bene-
ficiary’s needs for training, support services, 
medical care, transportation, and other services, 
and develop an individual service plan to ad-
dress such needs. 

(6) DATA COLLECTION.—The State agrees to 
collect from providers of services and through 
such other means as the State determines appro-
priate the following data: 

(A) SERVICES DATA.—Services data from pro-
viders of non-institutionally-based long-term 
services and supports described in subsection 
(f)(1)(B) on a per-beneficiary basis and in ac-
cordance with such standardized coding proce-
dures as the State shall establish in consultation 
with the Secretary. 

(B) QUALITY DATA.—Quality data on a se-
lected set of core quality measures agreed upon 
by the Secretary and the State that are linked 
to population-specific outcomes measures and 
accessible to providers. 

(C) OUTCOMES MEASURES.—Outcomes meas-
ures data on a selected set of core population- 
specific outcomes measures agreed upon by the 
Secretary and the State that are accessible to 
providers and include— 

(i) measures of beneficiary and family care-
giver experience with providers; 

(ii) measures of beneficiary and family care-
giver satisfaction with services; and 

(iii) measures for achieving desired outcomes 
appropriate to a specific beneficiary, including 
employment, participation in community life, 
health stability, and prevention of loss in func-
tion. 

(d) APPLICABLE PERCENTAGE POINTS INCREASE 
IN FMAP.—The applicable percentage points in-
crease is— 

(1) in the case of a balancing incentive pay-
ment State subject to the target spending per-
centage described in subsection (c)(2)(A), 5 per-
centage points; and 

(2) in the case of any other balancing incen-
tive payment State, 2 percentage points. 

(e) ELIGIBLE MEDICAL ASSISTANCE EXPENDI-
TURES.— 

(1) IN GENERAL.—Subject to paragraph (2), 
medical assistance described in this subsection is 
medical assistance for non-institutionally-based 
long-term services and supports described in 
subsection (f)(1)(B) that is provided by a bal-
ancing incentive payment State under its State 
Medicaid program during the balancing incen-
tive payment period. 

(2) LIMITATION ON PAYMENTS.—In no case may 
the aggregate amount of payments made by the 
Secretary to balancing incentive payment States 
under this section during the balancing incen-
tive period exceed $3,000,000,000. 

(f) DEFINITIONS.—In this section: 
(1) LONG-TERM SERVICES AND SUPPORTS DE-

FINED.—The term ‘‘long-term services and sup-
ports’’ has the meaning given that term by Sec-
retary and may include any of the following (as 
defined for purposes of State Medicaid pro-
grams): 

(A) INSTITUTIONALLY-BASED LONG-TERM SERV-
ICES AND SUPPORTS.—Services provided in an in-
stitution, including the following: 

(i) Nursing facility services. 
(ii) Services in an intermediate care facility 

for the mentally retarded described in subsection 
(a)(15) of section 1905 of such Act. 

(B) NON-INSTITUTIONALLY-BASED LONG-TERM 
SERVICES AND SUPPORTS.—Services not provided 
in an institution, including the following: 

(i) Home and community-based services pro-
vided under subsection (c), (d), or (i) of section 
1915 of such Act or under a waiver under section 
1115 of such Act. 

(ii) Home health care services. 
(iii) Personal care services. 
(iv) Services described in subsection (a)(26) of 

section 1905 of such Act (relating to PACE pro-
gram services). 

(v) Self-directed personal assistance services 
described in section 1915(j) of such Act. 

(2) BALANCING INCENTIVE PERIOD.—The term 
‘‘balancing incentive period’’ means the period 
that begins on October 1, 2011, and ends on Sep-
tember 30, 2015. 

(3) POVERTY LINE.—The term ‘‘poverty line’’ 
has the meaning given that term in section 
2110(c)(5) of the Social Security Act (42 U.S.C. 
1397jj(c)(5)). 

(4) STATE MEDICAID PROGRAM.—The term 
‘‘State Medicaid program’’ means the State pro-
gram for medical assistance provided under a 
State plan under title XIX of the Social Security 
Act and under any waiver approved with re-
spect to such State plan. 
SEC. 10203. EXTENSION OF FUNDING FOR CHIP 

THROUGH FISCAL YEAR 2015 AND 
OTHER CHIP-RELATED PROVISIONS. 

(a) Section 1311(c)(1) of this Act is amended by 
striking ‘‘and’’ at the end of subparagraph (G), 
by striking the period at the end of subpara-
graph (H) and inserting ‘‘; and’’, and by adding 
at the end the following: 
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‘‘(I) report to the Secretary at least annually 

and in such manner as the Secretary shall re-
quire, pediatric quality reporting measures con-
sistent with the pediatric quality reporting 
measures established under section 1139A of the 
Social Security Act.’’. 

(b) Effective as if included in the enactment of 
the Children’s Health Insurance Program Reau-
thorization Act of 2009 (Public Law 111–3): 

(1) Section 1906(e)(2) of the Social Security Act 
(42 U.S.C. 1396e(e)(2)) is amended by striking 
‘‘means’’ and all that follows through the pe-
riod and inserting ‘‘has the meaning given that 
term in section 2105(c)(3)(A).’’. 

(2)(A) Section 1906A(a) of the Social Security 
Act (42 U.S.C. 1396e–1(a)), is amended by insert-
ing before the period the following: ‘‘and the of-
fering of such a subsidy is cost-effective, as de-
fined for purposes of section 2105(c)(3)(A)’’. 

(B) This Act shall be applied without regard 
to subparagraph (A) of section 2003(a)(1) of this 
Act and that subparagraph and the amendment 
made by that subparagraph are hereby deemed 
null, void, and of no effect. 

(3) Section 2105(c)(10) of the Social Security 
Act (42 U.S.C. 1397ee(c)(10)) is amended— 

(A) in subparagraph (A), in the first sentence, 
by inserting before the period the following: ‘‘if 
the offering of such a subsidy is cost-effective, 
as defined for purposes of paragraph (3)(A)’’; 

(B) by striking subparagraph (M); and 
(C) by redesignating subparagraph (N) as sub-

paragraph (M). 
(4) Section 2105(c)(3)(A) of the Social Security 

Act (42 U.S.C. 1397ee(c)(3)(A)) is amended— 
(A) in the matter preceding clause (i), by 

striking ‘‘to’’ and inserting ‘‘to—’’; and 
(B) in clause (ii), by striking the period and 

inserting a semicolon. 
(c) Section 2105 of the Social Security Act (42 

U.S.C. 1397ee), as amended by section 2101, is 
amended— 

(1) in subsection (b), in the second sentence, 
by striking ‘‘2013’’ and inserting ‘‘2015’’; and 

(2) in subsection (d)(3)— 
(A) in subparagraph (A)— 
(i) in the first sentence, by inserting ‘‘as a 

condition of receiving payments under section 
1903(a),’’ after ‘‘2019,’’; 

(ii) in clause (i), by striking ‘‘or’’ at the end; 
(iii) by redesignating clause (ii) as clause (iii); 

and 
(iv) by inserting after clause (i), the following: 
‘‘(ii) after September 30, 2015, enrolling chil-

dren eligible to be targeted low-income children 
under the State child health plan in a qualified 
health plan that has been certified by the Sec-
retary under subparagraph (C); or’’; 

(B) in subparagraph (B), by striking ‘‘pro-
vided coverage’’ and inserting ‘‘screened for eli-
gibility for medical assistance under the State 
plan under title XIX or a waiver of that plan 
and, if found eligible, enrolled in such plan or 
a waiver. In the case of such children who, as 
a result of such screening, are determined to not 
be eligible for medical assistance under the State 
plan or a waiver under title XIX, the State shall 
establish procedures to ensure that the children 
are enrolled in a qualified health plan that has 
been certified by the Secretary under subpara-
graph (C) and is offered’’; and 

(C) by adding at the end the following: 
‘‘(C) CERTIFICATION OF COMPARABILITY OF PE-

DIATRIC COVERAGE OFFERED BY QUALIFIED 
HEALTH PLANS.—With respect to each State, the 
Secretary, not later than April 1, 2015, shall re-
view the benefits offered for children and the 
cost-sharing imposed with respect to such bene-
fits by qualified health plans offered through an 
Exchange established by the State under section 
1311 of the Patient Protection and Affordable 
Care Act and shall certify those plans that offer 
benefits for children and impose cost-sharing 
with respect to such benefits that the Secretary 
determines are at least comparable to the bene-
fits offered and cost-sharing protections pro-
vided under the State child health plan.’’. 

(d)(1) Section 2104(a) of such Act (42 U.S.C. 
1397dd(a)) is amended— 

(A) in paragraph (15), by striking ‘‘and’’ at 
the end; and 

(B) by striking paragraph (16) and inserting 
the following: 

‘‘(16) for fiscal year 2013, $17,406,000,000; 
‘‘(17) for fiscal year 2014, $19,147,000,000; and 
‘‘(18) for fiscal year 2015, for purposes of mak-

ing 2 semi-annual allotments— 
‘‘(A) $2,850,000,000 for the period beginning on 

October 1, 2014, and ending on March 31, 2015, 
and 

‘‘(B) $2,850,000,000 for the period beginning on 
April 1, 2015, and ending on September 30, 
2015.’’. 

(2)(A) Section 2104(m) of such Act (42 U.S.C. 
1397dd(m)), as amended by section 2102(a)(1), is 
amended— 

(i) in the subsection heading, by striking 
‘‘2013’’ and inserting ‘‘2015’’; 

(ii) in paragraph (2)— 
(I) in the paragraph heading, by striking 

‘‘2012’’ and inserting ‘‘2014’’; and 
(II) by adding at the end the following: 
‘‘(B) FISCAL YEARS 2013 AND 2014.—Subject to 

paragraphs (4) and (6), from the amount made 
available under paragraphs (16) and (17) of sub-
section (a) for fiscal years 2013 and 2014, respec-
tively, the Secretary shall compute a State allot-
ment for each State (including the District of 
Columbia and each commonwealth and terri-
tory) for each such fiscal year as follows: 

‘‘(i) REBASING IN FISCAL YEAR 2013.—For fiscal 
year 2013, the allotment of the State is equal to 
the Federal payments to the State that are at-
tributable to (and countable towards) the total 
amount of allotments available under this sec-
tion to the State in fiscal year 2012 (including 
payments made to the State under subsection 
(n) for fiscal year 2012 as well as amounts redis-
tributed to the State in fiscal year 2012), multi-
plied by the allotment increase factor under 
paragraph (5) for fiscal year 2013. 

‘‘(ii) GROWTH FACTOR UPDATE FOR FISCAL 
YEAR 2014.—For fiscal year 2014, the allotment of 
the State is equal to the sum of— 

‘‘(I) the amount of the State allotment under 
clause (i) for fiscal year 2013; and 

‘‘(II) the amount of any payments made to the 
State under subsection (n) for fiscal year 2013, 
multiplied by the allotment increase factor 
under paragraph (5) for fiscal year 2014.’’; 

(iii) in paragraph (3)— 
(I) in the paragraph heading, by striking 

‘‘2013’’ and inserting ‘‘2015’’; 
(II) in subparagraphs (A) and (B), by striking 

‘‘paragraph (16)’’ each place it appears and in-
serting ‘‘paragraph (18)’’; 

(III) in subparagraph (C)— 
(aa) by striking ‘‘2012’’ each place it appears 

and inserting ‘‘2014’’; and 
(bb) by striking ‘‘2013’’ and inserting ‘‘2015’’; 

and 
(IV) in subparagraph (D)— 
(aa) in clause (i)(I), by striking ‘‘subsection 

(a)(16)(A)’’ and inserting ‘‘subsection 
(a)(18)(A)’’; and 

(bb) in clause (ii)(II), by striking ‘‘subsection 
(a)(16)(B)’’ and inserting ‘‘subsection 
(a)(18)(B)’’; 

(iv) in paragraph (4), by striking ‘‘2013’’ and 
inserting ‘‘2015’’; 

(v) in paragraph (6)— 
(I) in subparagraph (A), by striking ‘‘2013’’ 

and inserting ‘‘2015’’; and 
(II) in the flush language after and below 

subparagraph (B)(ii), by striking ‘‘or fiscal year 
2012’’ and inserting ‘‘, fiscal year 2012, or fiscal 
year 2014’’; and 

(vi) in paragraph (8)— 
(I) in the paragraph heading, by striking 

‘‘2013’’ and inserting ‘‘2015’’; and 
(II) by striking ‘‘2013’’ and inserting ‘‘2015’’. 
(B) Section 2104(n) of such Act (42 U.S.C. 

1397dd(n)) is amended— 
(i) in paragraph (2)— 
(I) in subparagraph (A)(ii)— 
(aa) by striking ‘‘2012’’ and inserting ‘‘2014’’; 

and 

(bb) by striking ‘‘2013’’ and inserting ‘‘2015’’; 
(II) in subparagraph (B)— 
(aa) by striking ‘‘2012’’ and inserting ‘‘2014’’; 

and 
(bb) by striking ‘‘2013’’ and inserting ‘‘2015’’; 

and 
(ii) in paragraph (3)(A), by striking ‘‘or a 

semi-annual allotment period for fiscal year 
2013’’ and inserting ‘‘fiscal year 2013, fiscal year 
2014, or a semi-annual allotment period for fis-
cal year 2015’’. 

(C) Section 2105(g)(4) of such Act (42 U.S.C. 
1397ee(g)(4)) is amended— 

(i) in the paragraph heading, by striking 
‘‘2013’’ and inserting ‘‘2015’’; and 

(ii) in subparagraph (A), by striking ‘‘2013’’ 
and inserting ‘‘2015’’. 

(D) Section 2110(b) of such Act (42 U.S.C. 
1397jj(b)) is amended— 

(i) in paragraph (2)(B), by inserting ‘‘except 
as provided in paragraph (6),’’ before ‘‘a child’’; 
and 

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

‘‘(6) EXCEPTIONS TO EXCLUSION OF CHILDREN 
OF EMPLOYEES OF A PUBLIC AGENCY IN THE 
STATE.— 

‘‘(A) IN GENERAL.—A child shall not be con-
sidered to be described in paragraph (2)(B) if— 

‘‘(i) the public agency that employs a member 
of the child’s family to which such paragraph 
applies satisfies subparagraph (B); or 

‘‘(ii) subparagraph (C) applies to such child. 
‘‘(B) MAINTENANCE OF EFFORT WITH RESPECT 

TO PER PERSON AGENCY CONTRIBUTION FOR FAM-
ILY COVERAGE.—For purposes of subparagraph 
(A)(i), a public agency satisfies this subpara-
graph if the amount of annual agency expendi-
tures made on behalf of each employee enrolled 
in health coverage paid for by the agency that 
includes dependent coverage for the most recent 
State fiscal year is not less than the amount of 
such expenditures made by the agency for the 
1997 State fiscal year, increased by the percent-
age increase in the medical care expenditure 
category of the Consumer Price Index for All- 
Urban Consumers (all items: U.S. City Average) 
for such preceding fiscal year. 

‘‘(C) HARDSHIP EXCEPTION.—For purposes of 
subparagraph (A)(ii), this subparagraph applies 
to a child if the State determines, on a case-by- 
case basis, that the annual aggregate amount of 
premiums and cost-sharing imposed for coverage 
of the family of the child would exceed 5 percent 
of such family’s income for the year involved.’’. 

(E) Section 2113 of such Act (42 U.S.C. 
1397mm) is amended— 

(i) in subsection (a)(1), by striking ‘‘2013’’ and 
inserting ‘‘2015’’; and 

(ii) in subsection (g), by striking ‘‘$100,000,000 
for the period of fiscal years 2009 through 2013’’ 
and inserting ‘‘$140,000,000 for the period of fis-
cal years 2009 through 2015’’. 

(F) Section 108 of Public Law 111–3 is amend-
ed by striking ‘‘$11,706,000,000’’ and all that fol-
lows through the second sentence and inserting 
‘‘$15,361,000,000 to accompany the allotment 
made for the period beginning on October 1, 
2014, and ending on March 31, 2015, under sec-
tion 2104(a)(18)(A) of the Social Security Act (42 
U.S.C. 1397dd(a)(18)(A)), to remain available 
until expended. Such amount shall be used to 
provide allotments to States under paragraph (3) 
of section 2104(m) of the Social Security Act (42 
U.S.C. 1397dd(m)) for the first 6 months of fiscal 
year 2015 in the same manner as allotments are 
provided under subsection (a)(18)(A) of such 
section 2104 and subject to the same terms and 
conditions as apply to the allotments provided 
from such subsection (a)(18)(A).’’. 

PART II—SUPPORT FOR PREGNANT AND 
PARENTING TEENS AND WOMEN 

SEC. 10211. DEFINITIONS. 
In this part: 
(1) ACCOMPANIMENT.—The term ‘‘accompani-

ment’’ means assisting, representing, and ac-
companying a woman in seeking judicial relief 
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for child support, child custody, restraining or-
ders, and restitution for harm to persons and 
property, and in filing criminal charges, and 
may include the payment of court costs and rea-
sonable attorney and witness fees associated 
therewith. 

(2) ELIGIBLE INSTITUTION OF HIGHER EDU-
CATION.—The term ‘‘eligible institution of higher 
education’’ means an institution of higher edu-
cation (as such term is defined in section 101 of 
the Higher Education Act of 1965 (20 U.S.C. 
1001)) that has established and operates, or 
agrees to establish and operate upon the receipt 
of a grant under this part, a pregnant and par-
enting student services office. 

(3) COMMUNITY SERVICE CENTER.—The term 
‘‘community service center’’ means a non-profit 
organization that provides social services to resi-
dents of a specific geographical area via direct 
service or by contract with a local governmental 
agency. 

(4) HIGH SCHOOL.—The term ‘‘high school’’ 
means any public or private school that operates 
grades 10 through 12, inclusive, grades 9 
through 12, inclusive or grades 7 through 12, in-
clusive. 

(5) INTERVENTION SERVICES.—The term ‘‘inter-
vention services’’ means, with respect to domes-
tic violence, sexual violence, sexual assault, or 
stalking, 24-hour telephone hotline services for 
police protection and referral to shelters. 

(6) SECRETARY.—The term ‘‘Secretary’’ means 
the Secretary of Health and Human Services. 

(7) STATE.—The term ‘‘State’’ includes the 
District of Columbia, any commonwealth, pos-
session, or other territory of the United States, 
and any Indian tribe or reservation. 

(8) SUPPORTIVE SOCIAL SERVICES.—The term 
‘‘supportive social services’’ means transitional 
and permanent housing, vocational counseling, 
and individual and group counseling aimed at 
preventing domestic violence, sexual violence, 
sexual assault, or stalking. 

(9) VIOLENCE.—The term ‘‘violence’’ means ac-
tual violence and the risk or threat of violence. 
SEC. 10212. ESTABLISHMENT OF PREGNANCY AS-

SISTANCE FUND. 
(a) IN GENERAL.—The Secretary, in collabora-

tion and coordination with the Secretary of 
Education (as appropriate), shall establish a 
Pregnancy Assistance Fund to be administered 
by the Secretary, for the purpose of awarding 
competitive grants to States to assist pregnant 
and parenting teens and women. 

(b) USE OF FUND.—A State may apply for a 
grant under subsection (a) to carry out any ac-
tivities provided for in section 10213. 

(c) APPLICATIONS.—To be eligible to receive a 
grant under subsection (a), a State shall submit 
to the Secretary an application at such time, in 
such manner, and containing such information 
as the Secretary may require, including a de-
scription of the purposes for which the grant is 
being requested and the designation of a State 
agency for receipt and administration of fund-
ing received under this part. 
SEC. 10213. PERMISSIBLE USES OF FUND. 

(a) IN GENERAL.—A State shall use amounts 
received under a grant under section 10212 for 
the purposes described in this section to assist 
pregnant and parenting teens and women. 

(b) INSTITUTIONS OF HIGHER EDUCATION.— 
(1) IN GENERAL.—A State may use amounts re-

ceived under a grant under section 10212 to 
make funding available to eligible institutions of 
higher education to enable the eligible institu-
tions to establish, maintain, or operate pregnant 
and parenting student services. Such funding 
shall be used to supplement, not supplant, exist-
ing funding for such services. 

(2) APPLICATION.—An eligible institution of 
higher education that desires to receive funding 
under this subsection shall submit an applica-
tion to the designated State agency at such 
time, in such manner, and containing such in-
formation as the State agency may require. 

(3) MATCHING REQUIREMENT.—An eligible in-
stitution of higher education that receives fund-

ing under this subsection shall contribute to the 
conduct of the pregnant and parenting student 
services office supported by the funding an 
amount from non-Federal funds equal to 25 per-
cent of the amount of the funding provided. The 
non-Federal share may be in cash or in-kind, 
fairly evaluated, including services, facilities, 
supplies, or equipment. 

(4) USE OF FUNDS FOR ASSISTING PREGNANT 
AND PARENTING COLLEGE STUDENTS.—An eligible 
institution of higher education that receives 
funding under this subsection shall use such 
funds to establish, maintain or operate pregnant 
and parenting student services and may use 
such funding for the following programs and ac-
tivities: 

(A) Conduct a needs assessment on campus 
and within the local community— 

(i) to assess pregnancy and parenting re-
sources, located on the campus or within the 
local community, that are available to meet the 
needs described in subparagraph (B); and 

(ii) to set goals for— 
(I) improving such resources for pregnant, 

parenting, and prospective parenting students; 
and 

(II) improving access to such resources. 
(B) Annually assess the performance of the el-

igible institution in meeting the following needs 
of students enrolled in the eligible institution 
who are pregnant or are parents: 

(i) The inclusion of maternity coverage and 
the availability of riders for additional family 
members in student health care. 

(ii) Family housing. 
(iii) Child care. 
(iv) Flexible or alternative academic sched-

uling, such as telecommuting programs, to en-
able pregnant or parenting students to continue 
their education or stay in school. 

(v) Education to improve parenting skills for 
mothers and fathers and to strengthen mar-
riages. 

(vi) Maternity and baby clothing, baby food 
(including formula), baby furniture, and similar 
items to assist parents and prospective parents 
in meeting the material needs of their children. 

(vii) Post-partum counseling. 
(C) Identify public and private service pro-

viders, located on the campus of the eligible in-
stitution or within the local community, that 
are qualified to meet the needs described in sub-
paragraph (B), and establishes programs with 
qualified providers to meet such needs. 

(D) Assist pregnant and parenting students, 
fathers or spouses in locating and obtaining 
services that meet the needs described in sub-
paragraph (B). 

(E) If appropriate, provide referrals for pre-
natal care and delivery, infant or foster care, or 
adoption, to a student who requests such infor-
mation. An office shall make such referrals only 
to service providers that serve the following 
types of individuals: 

(i) Parents. 
(ii) Prospective parents awaiting adoption. 
(iii) Women who are pregnant and plan on 

parenting or placing the child for adoption. 
(iv) Parenting or prospective parenting cou-

ples. 
(5) REPORTING.— 
(A) ANNUAL REPORT BY INSTITUTIONS.— 
(i) IN GENERAL.—For each fiscal year that an 

eligible institution of higher education receives 
funds under this subsection, the eligible institu-
tion shall prepare and submit to the State, by 
the date determined by the State, a report that— 

(I) itemizes the pregnant and parenting stu-
dent services office’s expenditures for the fiscal 
year; 

(II) contains a review and evaluation of the 
performance of the office in fulfilling the re-
quirements of this section, using the specific 
performance criteria or standards established 
under subparagraph (B)(i); and 

(III) describes the achievement of the office in 
meeting the needs listed in paragraph (4)(B) of 
the students served by the eligible institution, 

and the frequency of use of the office by such 
students. 

(ii) PERFORMANCE CRITERIA.—Not later than 
180 days before the date the annual report de-
scribed in clause (i) is submitted, the State— 

(I) shall identify the specific performance cri-
teria or standards that shall be used to prepare 
the report; and 

(II) may establish the form or format of the re-
port. 

(B) REPORT BY STATE.—The State shall annu-
ally prepare and submit a report on the findings 
under this subsection, including the number of 
eligible institutions of higher education that 
were awarded funds and the number of students 
served by each pregnant and parenting student 
services office receiving funds under this sec-
tion, to the Secretary. 

(c) SUPPORT FOR PREGNANT AND PARENTING 
TEENS.—A State may use amounts received 
under a grant under section 10212 to make fund-
ing available to eligible high schools and com-
munity service centers to establish, maintain or 
operate pregnant and parenting services in the 
same general manner and in accordance with all 
conditions and requirements described in sub-
section (b), except that paragraph (3) of such 
subsection shall not apply for purposes of this 
subsection. 

(d) IMPROVING SERVICES FOR PREGNANT 
WOMEN WHO ARE VICTIMS OF DOMESTIC VIO-
LENCE, SEXUAL VIOLENCE, SEXUAL ASSAULT, AND 
STALKING.— 

(1) IN GENERAL.—A State may use amounts re-
ceived under a grant under section 10212 to 
make funding available tp its State Attorney 
General to assist Statewide offices in pro-
viding— 

(A) intervention services, accompaniment, and 
supportive social services for eligible pregnant 
women who are victims of domestic violence, 
sexual violence, sexual assault, or stalking. 

(B) technical assistance and training (as de-
scribed in subsection (c)) relating to violence 
against eligible pregnant women to be made 
available to the following: 

(i) Federal, State, tribal, territorial, and local 
governments, law enforcement agencies, and 
courts. 

(ii) Professionals working in legal, social serv-
ice, and health care settings. 

(iii) Nonprofit organizations. 
(iv) Faith-based organizations. 
(2) ELIGIBILITY.—To be eligible for a grant 

under paragraph (1), a State Attorney General 
shall submit an application to the designated 
State agency at such time, in such manner, and 
containing such information, as specified by the 
State. 

(3) TECHNICAL ASSISTANCE AND TRAINING DE-
SCRIBED.—For purposes of paragraph (1)(B), 
technical assistance and training is— 

(A) the identification of eligible pregnant 
women experiencing domestic violence, sexual 
violence, sexual assault, or stalking; 

(B) the assessment of the immediate and 
short-term safety of such a pregnant woman, 
the evaluation of the impact of the violence or 
stalking on the pregnant woman’s health, and 
the assistance of the pregnant woman in devel-
oping a plan aimed at preventing further domes-
tic violence, sexual violence, sexual assault, or 
stalking, as appropriate; 

(C) the maintenance of complete medical or fo-
rensic records that include the documentation of 
any examination, treatment given, and referrals 
made, recording the location and nature of the 
pregnant woman’s injuries, and the establish-
ment of mechanisms to ensure the privacy and 
confidentiality of those medical records; and 

(D) the identification and referral of the preg-
nant woman to appropriate public and private 
nonprofit entities that provide intervention serv-
ices, accompaniment, and supportive social serv-
ices. 

(4) ELIGIBLE PREGNANT WOMAN.—In this sub-
section, the term ‘‘eligible pregnant woman’’ 
means any woman who is pregnant on the date 
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on which such woman becomes a victim of do-
mestic violence, sexual violence, sexual assault, 
or stalking or who was pregnant during the 
one-year period before such date. 

(e) PUBLIC AWARENESS AND EDUCATION.—A 
State may use amounts received under a grant 
under section 10212 to make funding available to 
increase public awareness and education con-
cerning any services available to pregnant and 
parenting teens and women under this part, or 
any other resources available to pregnant and 
parenting women in keeping with the intent and 
purposes of this part. The State shall be respon-
sible for setting guidelines or limits as to how 
much of funding may be utilized for public 
awareness and education in any funding 
award. 
SEC. 10214. APPROPRIATIONS. 

There is authorized to be appropriated, and 
there are appropriated, $25,000,000 for each of 
fiscal years 2010 through 2019, to carry out this 
part. 

PART III—INDIAN HEALTH CARE 
IMPROVEMENT 

SEC. 10221. INDIAN HEALTH CARE IMPROVEMENT. 

(a) IN GENERAL.—Except as provided in sub-
section (b), S. 1790 entitled ‘‘A bill to amend the 
Indian Health Care Improvement Act to revise 
and extend that Act, and for other purposes.’’, 
as reported by the Committee on Indian Affairs 
of the Senate in December 2009, is enacted into 
law. 

(b) AMENDMENTS.— 
(1) Section 119 of the Indian Health Care Im-

provement Act (as amended by section 111 of the 
bill referred to in subsection (a)) is amended— 

(A) in subsection (d)— 
(i) in paragraph (2), by striking ‘‘In estab-

lishing’’ and inserting ‘‘Subject to paragraphs 
(3) and (4), in establishing’’; and 

(ii) by adding at the end the following: 
‘‘(3) ELECTION OF INDIAN TRIBE OR TRIBAL OR-

GANIZATION.— 
‘‘(A) IN GENERAL.—Subparagraph (B) of para-

graph (2) shall not apply in the case of an elec-
tion made by an Indian tribe or tribal organiza-
tion located in a State (other than Alaska) in 
which the use of dental health aide therapist 
services or midlevel dental health provider serv-
ices is authorized under State law to supply 
such services in accordance with State law. 

‘‘(B) ACTION BY SECRETARY.—On an election 
by an Indian tribe or tribal organization under 
subparagraph (A), the Secretary, acting through 
the Service, shall facilitate implementation of 
the services elected. 

‘‘(4) VACANCIES.—The Secretary shall not fill 
any vacancy for a certified dentist in a program 
operated by the Service with a dental health 
aide therapist.’’; and 

(B) by adding at the end the following: 
‘‘(e) EFFECT OF SECTION.—Nothing in this sec-

tion shall restrict the ability of the Service, an 
Indian tribe, or a tribal organization to partici-
pate in any program or to provide any service 
authorized by any other Federal law.’’. 

(2) The Indian Health Care Improvement Act 
(as amended by section 134(b) of the bill referred 
to in subsection (a)) is amended by striking sec-
tion 125 (relating to treatment of scholarships 
for certain purposes). 

(3) Section 806 of the Indian Health Care Im-
provement Act (25 U.S.C. 1676) is amended— 

(A) by striking ‘‘Any limitation’’ and inserting 
the following: 

‘‘(a) HHS APPROPRIATIONS.—Any limitation’’; 
and 

(B) by adding at the end the following: 
‘‘(b) LIMITATIONS PURSUANT TO OTHER FED-

ERAL LAW.—Any limitation pursuant to other 
Federal laws on the use of Federal funds appro-
priated to the Service shall apply with respect to 
the performance or coverage of abortions.’’. 

(4) The bill referred to in subsection (a) is 
amended by striking section 201. 

Subtitle C—Provisions Relating to Title III 
SEC. 10301. PLANS FOR A VALUE-BASED PUR-

CHASING PROGRAM FOR AMBULA-
TORY SURGICAL CENTERS. 

(a) IN GENERAL.—Section 3006 is amended by 
adding at the end the following new subsection: 

‘‘(f) AMBULATORY SURGICAL CENTERS.— 
‘‘(1) IN GENERAL.—The Secretary shall develop 

a plan to implement a value-based purchasing 
program for payments under the Medicare pro-
gram under title XVIII of the Social Security 
Act for ambulatory surgical centers (as de-
scribed in section 1833(i) of the Social Security 
Act (42 U.S.C. 1395l(i))). 

‘‘(2) DETAILS.—In developing the plan under 
paragraph (1), the Secretary shall consider the 
following issues: 

‘‘(A) The ongoing development, selection, and 
modification process for measures (including 
under section 1890 of the Social Security Act (42 
U.S.C. 1395aaa) and section 1890A of such Act, 
as added by section 3014), to the extent feasible 
and practicable, of all dimensions of quality and 
efficiency in ambulatory surgical centers. 

‘‘(B) The reporting, collection, and validation 
of quality data. 

‘‘(C) The structure of value-based payment 
adjustments, including the determination of 
thresholds or improvements in quality that 
would substantiate a payment adjustment, the 
size of such payments, and the sources of fund-
ing for the value-based bonus payments. 

‘‘(D) Methods for the public disclosure of in-
formation on the performance of ambulatory 
surgical centers. 

‘‘(E) Any other issues determined appropriate 
by the Secretary. 

‘‘(3) CONSULTATION.—In developing the plan 
under paragraph (1), the Secretary shall— 

‘‘(A) consult with relevant affected parties; 
and 

‘‘(B) consider experience with such dem-
onstrations that the Secretary determines are 
relevant to the value-based purchasing program 
described in paragraph (1). 

‘‘(4) REPORT TO CONGRESS.—Not later than 
January 1, 2011, the Secretary shall submit to 
Congress a report containing the plan developed 
under paragraph (1).’’. 

(b) TECHNICAL.—Section 3006(a)(2)(A) is 
amended by striking clauses (i) and (ii). 
SEC. 10302. REVISION TO NATIONAL STRATEGY 

FOR QUALITY IMPROVEMENT IN 
HEALTH CARE. 

Section 399HH(a)(2)(B)(iii) of the Public 
Health Service Act, as added by section 3011, is 
amended by inserting ‘‘(taking into consider-
ation the limitations set forth in subsections (c) 
and (d) of section 1182 of the Social Security 
Act)’’ after ‘‘information’’. 
SEC. 10303. DEVELOPMENT OF OUTCOME MEAS-

URES. 
(a) DEVELOPMENT.—Section 931 of the Public 

Health Service Act, as added by section 3013(a), 
is amended by adding at the end the following 
new subsection: 

‘‘(f) DEVELOPMENT OF OUTCOME MEASURES.— 
‘‘(1) IN GENERAL.—The Secretary shall de-

velop, and periodically update (not less than 
every 3 years), provider-level outcome measures 
for hospitals and physicians, as well as other 
providers as determined appropriate by the Sec-
retary. 

‘‘(2) CATEGORIES OF MEASURES.—The measures 
developed under this subsection shall include, to 
the extent determined appropriate by the Sec-
retary— 

‘‘(A) outcome measurement for acute and 
chronic diseases, including, to the extent fea-
sible, the 5 most prevalent and resource-inten-
sive acute and chronic medical conditions; and 

‘‘(B) outcome measurement for primary and 
preventative care, including, to the extent fea-
sible, measurements that cover provision of such 
care for distinct patient populations (such as 
healthy children, chronically ill adults, or in-
firm elderly individuals). 

‘‘(3) GOALS.—In developing such measures, 
the Secretary shall seek to— 

‘‘(A) address issues regarding risk adjustment, 
accountability, and sample size; 

‘‘(B) include the full scope of services that 
comprise a cycle of care; and 

‘‘(C) include multiple dimensions. 
‘‘(4) TIMEFRAME.— 
‘‘(A) ACUTE AND CHRONIC DISEASES.—Not later 

than 24 months after the date of enactment of 
this Act, the Secretary shall develop not less 
than 10 measures described in paragraph (2)(A). 

‘‘(B) PRIMARY AND PREVENTIVE CARE.—Not 
later than 36 months after the date of enactment 
of this Act, the Secretary shall develop not less 
than 10 measures described in paragraph 
(2)(B).’’. 

(b) HOSPITAL-ACQUIRED CONDITIONS.—Section 
1890A of the Social Security Act, as amended by 
section 3013(b), is amended by adding at the end 
the following new subsection: 

‘‘(f) HOSPITAL ACQUIRED CONDITIONS.—The 
Secretary shall, to the extent practicable, pub-
licly report on measures for hospital-acquired 
conditions that are currently utilized by the 
Centers for Medicare & Medicaid Services for 
the adjustment of the amount of payment to 
hospitals based on rates of hospital-acquired in-
fections.’’. 

(c) CLINICAL PRACTICE GUIDELINES.—Section 
304(b) of the Medicare Improvements for Pa-
tients and Providers Act of 2008 (Public Law 
110–275) is amended by adding at the end the 
following new paragraph: 

‘‘(4) IDENTIFICATION.— 
‘‘(A) IN GENERAL.—Following receipt of the re-

port submitted under paragraph (2), and not 
less than every 3 years thereafter, the Secretary 
shall contract with the Institute to employ the 
results of the study performed under paragraph 
(1) and the best methods identified by the Insti-
tute for the purpose of identifying existing and 
new clinical practice guidelines that were devel-
oped using such best methods, including guide-
lines listed in the National Guideline Clearing-
house. 

‘‘(B) CONSULTATION.—In carrying out the 
identification process under subparagraph (A), 
the Secretary shall allow for consultation with 
professional societies, voluntary health care or-
ganizations, and expert panels.’’. 
SEC. 10304. SELECTION OF EFFICIENCY MEAS-

URES. 
Sections 1890(b)(7) and 1890A of the Social Se-

curity Act, as added by section 3014, are amend-
ed by striking ‘‘quality’’ each place it appears 
and inserting ‘‘quality and efficiency’’. 
SEC. 10305. DATA COLLECTION; PUBLIC REPORT-

ING. 
Section 399II(a) of the Public Health Service 

Act, as added by section 3015, is amended to 
read as follows: 

‘‘(a) IN GENERAL.— 
‘‘(1) ESTABLISHMENT OF STRATEGIC FRAME-

WORK.—The Secretary shall establish and imple-
ment an overall strategic framework to carry out 
the public reporting of performance information, 
as described in section 399JJ. Such strategic 
framework may include methods and related 
timelines for implementing nationally consistent 
data collection, data aggregation, and analysis 
methods. 

‘‘(2) COLLECTION AND AGGREGATION OF 
DATA.—The Secretary shall collect and aggre-
gate consistent data on quality and resource use 
measures from information systems used to sup-
port health care delivery, and may award 
grants or contracts for this purpose. The Sec-
retary shall align such collection and aggrega-
tion efforts with the requirements and assist-
ance regarding the expansion of health informa-
tion technology systems, the interoperability of 
such technology systems, and related standards 
that are in effect on the date of enactment of 
the Patient Protection and Affordable Care Act. 

‘‘(3) SCOPE.—The Secretary shall ensure that 
the data collection, data aggregation, and anal-
ysis systems described in paragraph (1) involve 
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an increasingly broad range of patient popu-
lations, providers, and geographic areas over 
time.’’. 
SEC. 10306. IMPROVEMENTS UNDER THE CENTER 

FOR MEDICARE AND MEDICAID IN-
NOVATION. 

Section 1115A of the Social Security Act, as 
added by section 3021, is amended— 

(1) in subsection (a), by inserting at the end 
the following new paragraph: 

‘‘(5) TESTING WITHIN CERTAIN GEOGRAPHIC 
AREAS.—For purposes of testing payment and 
service delivery models under this section, the 
Secretary may elect to limit testing of a model to 
certain geographic areas.’’; 

(2) in subsection (b)(2)— 
(A) in subparagraph (A)— 
(i) in the second sentence, by striking ‘‘the 

preceding sentence may include’’ and inserting 
‘‘this subparagraph may include, but are not 
limited to,’’; and 

(ii) by inserting after the first sentence the fol-
lowing new sentence: ‘‘The Secretary shall focus 
on models expected to reduce program costs 
under the applicable title while preserving or 
enhancing the quality of care received by indi-
viduals receiving benefits under such title.’’; 

(B) in subparagraph (B), by adding at the end 
the following new clauses: 

‘‘(xix) Utilizing, in particular in entities lo-
cated in medically underserved areas and facili-
ties of the Indian Health Service (whether oper-
ated by such Service or by an Indian tribe or 
tribal organization (as those terms are defined 
in section 4 of the Indian Health Care Improve-
ment Act)), telehealth services— 

‘‘(I) in treating behavioral health issues (such 
as post-traumatic stress disorder) and stroke; 
and 

‘‘(II) to improve the capacity of non-medical 
providers and non-specialized medical providers 
to provide health services for patients with 
chronic complex conditions. 

‘‘(xx) Utilizing a diverse network of providers 
of services and suppliers to improve care coordi-
nation for applicable individuals described in 
subsection (a)(4)(A)(i) with 2 or more chronic 
conditions and a history of prior-year hos-
pitalization through interventions developed 
under the Medicare Coordinated Care Dem-
onstration Project under section 4016 of the Bal-
anced Budget Act of 1997 (42 U.S.C. 1395b–1 
note).’’; and 

(C) in subparagraph (C), by adding at the end 
the following new clause: 

‘‘(viii) Whether the model demonstrates effec-
tive linkage with other public sector or private 
sector payers.’’; 

(3) in subsection (b)(4), by adding at the end 
the following new subparagraph: 

‘‘(C) MEASURE SELECTION.—To the extent fea-
sible, the Secretary shall select measures under 
this paragraph that reflect national priorities 
for quality improvement and patient-centered 
care consistent with the measures described in 
1890(b)(7)(B).’’; and 

(4) in subsection (c)— 
(A) in paragraph (1)(B), by striking ‘‘care and 

reduce spending; and’’ and inserting ‘‘patient 
care without increasing spending;’’; 

(B) in paragraph (2), by striking ‘‘reduce pro-
gram spending under applicable titles.’’ and in-
serting ‘‘reduce (or would not result in any in-
crease in) net program spending under applica-
ble titles; and’’; and 

(C) by adding at the end the following: 
‘‘(3) the Secretary determines that such ex-

pansion would not deny or limit the coverage or 
provision of benefits under the applicable title 
for applicable individuals. 
In determining which models or demonstration 
projects to expand under the preceding sen-
tence, the Secretary shall focus on models and 
demonstration projects that improve the quality 
of patient care and reduce spending.’’. 
SEC. 10307. IMPROVEMENTS TO THE MEDICARE 

SHARED SAVINGS PROGRAM. 
Section 1899 of the Social Security Act, as 

added by section 3022, is amended by adding at 
the end the following new subsections: 

‘‘(i) OPTION TO USE OTHER PAYMENT MOD-
ELS.— 

‘‘(1) IN GENERAL.—If the Secretary determines 
appropriate, the Secretary may use any of the 
payment models described in paragraph (2) or 
(3) for making payments under the program 
rather than the payment model described in sub-
section (d). 

‘‘(2) PARTIAL CAPITATION MODEL.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), a model described in this paragraph is a 
partial capitation model in which an ACO is at 
financial risk for some, but not all, of the items 
and services covered under parts A and B, such 
as at risk for some or all physicians’ services or 
all items and services under part B. The Sec-
retary may limit a partial capitation model to 
ACOs that are highly integrated systems of care 
and to ACOs capable of bearing risk, as deter-
mined to be appropriate by the Secretary. 

‘‘(B) NO ADDITIONAL PROGRAM EXPENDI-
TURES.—Payments to an ACO for items and 
services under this title for beneficiaries for a 
year under the partial capitation model shall be 
established in a manner that does not result in 
spending more for such ACO for such bene-
ficiaries than would otherwise be expended for 
such ACO for such beneficiaries for such year if 
the model were not implemented, as estimated by 
the Secretary. 

‘‘(3) OTHER PAYMENT MODELS.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), a model described in this paragraph is any 
payment model that the Secretary determines 
will improve the quality and efficiency of items 
and services furnished under this title. 

‘‘(B) NO ADDITIONAL PROGRAM EXPENDI-
TURES.—Subparagraph (B) of paragraph (2) 
shall apply to a payment model under subpara-
graph (A) in a similar manner as such subpara-
graph (B) applies to the payment model under 
paragraph (2). 

‘‘(j) INVOLVEMENT IN PRIVATE PAYER AND 
OTHER THIRD PARTY ARRANGEMENTS.—The Sec-
retary may give preference to ACOs who are 
participating in similar arrangements with other 
payers. 

‘‘(k) TREATMENT OF PHYSICIAN GROUP PRAC-
TICE DEMONSTRATION.—During the period begin-
ning on the date of the enactment of this section 
and ending on the date the program is estab-
lished, the Secretary may enter into an agree-
ment with an ACO under the demonstration 
under section 1866A, subject to rebasing and 
other modifications deemed appropriate by the 
Secretary.’’. 
SEC. 10308. REVISIONS TO NATIONAL PILOT PRO-

GRAM ON PAYMENT BUNDLING. 
(a) IN GENERAL.—Section 1866D of the Social 

Security Act, as added by section 3023, is 
amended— 

(1) in paragraph (a)(2)(B), in the matter pre-
ceding clause (i), by striking ‘‘8 conditions’’ and 
inserting ‘‘10 conditions’’; 

(2) by striking subsection (c)(1)(B) and insert-
ing the following: 

‘‘(B) EXPANSION.—The Secretary may, at any 
point after January 1, 2016, expand the duration 
and scope of the pilot program, to the extent de-
termined appropriate by the Secretary, if— 

‘‘(i) the Secretary determines that such expan-
sion is expected to— 

‘‘(I) reduce spending under title XVIII of the 
Social Security Act without reducing the quality 
of care; or 

‘‘(II) improve the quality of care and reduce 
spending; 

‘‘(ii) the Chief Actuary of the Centers for 
Medicare & Medicaid Services certifies that such 
expansion would reduce program spending 
under such title XVIII; and 

‘‘(iii) the Secretary determines that such ex-
pansion would not deny or limit the coverage or 
provision of benefits under this title for individ-
uals.’’; and 

(3) by striking subsection (g) and inserting the 
following new subsection: 

‘‘(g) APPLICATION OF PILOT PROGRAM TO CON-
TINUING CARE HOSPITALS.— 

‘‘(1) IN GENERAL.—In conducting the pilot pro-
gram, the Secretary shall apply the provisions of 
the program so as to separately pilot test the 
continuing care hospital model. 

‘‘(2) SPECIAL RULES.—In pilot testing the con-
tinuing care hospital model under paragraph 
(1), the following rules shall apply: 

‘‘(A) Such model shall be tested without the 
limitation to the conditions selected under sub-
section (a)(2)(B). 

‘‘(B) Notwithstanding subsection (a)(2)(D), an 
episode of care shall be defined as the full pe-
riod that a patient stays in the continuing care 
hospital plus the first 30 days following dis-
charge from such hospital. 

‘‘(3) CONTINUING CARE HOSPITAL DEFINED.—In 
this subsection, the term ‘continuing care hos-
pital’ means an entity that has demonstrated 
the ability to meet patient care and patient safe-
ty standards and that provides under common 
management the medical and rehabilitation 
services provided in inpatient rehabilitation hos-
pitals and units (as defined in section 
1886(d)(1)(B)(ii)), long term care hospitals (as 
defined in section 1886(d)(1)(B)(iv)(I)), and 
skilled nursing facilities (as defined in section 
1819(a)) that are located in a hospital described 
in section 1886(d).’’. 

(b) TECHNICAL AMENDMENTS.— 
(1) Section 3023 is amended by striking 

‘‘1886C’’ and inserting ‘‘1866C’’. 
(2) Title XVIII of the Social Security Act is 

amended by redesignating section 1866D, as 
added by section 3024, as section 1866E. 

SEC. 10309. REVISIONS TO HOSPITAL READMIS-
SIONS REDUCTION PROGRAM. 

Section 1886(q)(1) of the Social Security Act, 
as added by section 3025, in the matter pre-
ceding subparagraph (A), is amended by strik-
ing ‘‘the Secretary shall reduce the payments’’ 
and all that follows through ‘‘the product of’’ 
and inserting ‘‘the Secretary shall make pay-
ments (in addition to the payments described in 
paragraph (2)(A)(ii)) for such a discharge to 
such hospital under subsection (d) (or section 
1814(b)(3), as the case may be) in an amount 
equal to the product of’’. 

SEC. 10310. REPEAL OF PHYSICIAN PAYMENT UP-
DATE. 

The provisions of, and the amendment made 
by, section 3101 are repealed. 

SEC. 10311. REVISIONS TO EXTENSION OF AMBU-
LANCE ADD-ONS. 

(a) GROUND AMBULANCE.—Section 
1834(l)(13)(A) of the Social Security Act (42 
U.S.C. 1395m(l)(13)(A)), as amended by section 
3105(a), is further amended— 

(1) in the matter preceding clause (i)— 
(A) by striking ‘‘2007, for’’ and inserting 

‘‘2007, and for’’; and 
(B) by striking ‘‘2010, and for such services 

furnished on or after April 1, 2010, and before 
January 1, 2011’’ and inserting ‘‘2011’’; and 

(2) in each of clauses (i) and (ii)— 
(A) by striking ‘‘, and on or after April 1, 2010, 

and before January 1, 2011’’ each place it ap-
pears; and 

(B) by striking ‘‘January 1, 2010’’ and insert-
ing ‘‘January 1, 2011’’ each place it appears. 

(b) AIR AMBULANCE.—Section 146(b)(1) of the 
Medicare Improvements for Patients and Pro-
viders Act of 2008 (Public Law 110–275), as 
amended by section 3105(b), is further amended 
by striking ‘‘December 31, 2009, and during the 
period beginning on April 1, 2010, and ending on 
January 1, 2011’’ and inserting ‘‘December 31, 
2010’’. 

(c) SUPER RURAL AMBULANCE.—Section 
1834(l)(12)(A) of the Social Security Act (42 
U.S.C. 1395m(l)(12)(A)), as amended by section 
3105(c), is further amended by striking ‘‘2010, 
and on or after April 1, 2010, and before Janu-
ary 1, 2011’’ and inserting ‘‘2011’’. 
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SEC. 10312. CERTAIN PAYMENT RULES FOR LONG- 

TERM CARE HOSPITAL SERVICES 
AND MORATORIUM ON THE ESTAB-
LISHMENT OF CERTAIN HOSPITALS 
AND FACILITIES. 

(a) CERTAIN PAYMENT RULES.—Section 114(c) 
of the Medicare, Medicaid, and SCHIP Exten-
sion Act of 2007 (42 U.S.C. 1395ww note), as 
amended by section 4302(a) of the American Re-
covery and Reinvestment Act (Public Law 111– 
5) and section 3106(a) of this Act, is further 
amended by striking ‘‘4-year period’’ each place 
it appears and inserting ‘‘5-year period’’. 

(b) MORATORIUM.—Section 114(d) of such Act 
(42 U.S.C. 1395ww note), as amended by section 
3106(b) of this Act, in the matter preceding sub-
paragraph (A), is amended by striking ‘‘4-year 
period’’ and inserting ‘‘5-year period’’. 
SEC. 10313. REVISIONS TO THE EXTENSION FOR 

THE RURAL COMMUNITY HOSPITAL 
DEMONSTRATION PROGRAM. 

(a) IN GENERAL.—Subsection (g) of section 
410A of the Medicare Prescription Drug, Im-
provement, and Modernization Act of 2003 (Pub-
lic Law 108–173; 117 Stat. 2272), as added by sec-
tion 3123(a) of this Act, is amended to read as 
follows: 

‘‘(g) FIVE-YEAR EXTENSION OF DEMONSTRA-
TION PROGRAM.— 

‘‘(1) IN GENERAL.—Subject to the succeeding 
provisions of this subsection, the Secretary shall 
conduct the demonstration program under this 
section for an additional 5-year period (in this 
section referred to as the ‘5-year extension pe-
riod’) that begins on the date immediately fol-
lowing the last day of the initial 5-year period 
under subsection (a)(5). 

‘‘(2) EXPANSION OF DEMONSTRATION STATES.— 
Notwithstanding subsection (a)(2), during the 5- 
year extension period, the Secretary shall ex-
pand the number of States with low population 
densities determined by the Secretary under 
such subsection to 20. In determining which 
States to include in such expansion, the Sec-
retary shall use the same criteria and data that 
the Secretary used to determine the States under 
such subsection for purposes of the initial 5-year 
period. 

‘‘(3) INCREASE IN MAXIMUM NUMBER OF HOS-
PITALS PARTICIPATING IN THE DEMONSTRATION 
PROGRAM.—Notwithstanding subsection (a)(4), 
during the 5-year extension period, not more 
than 30 rural community hospitals may partici-
pate in the demonstration program under this 
section. 

‘‘(4) HOSPITALS IN DEMONSTRATION PROGRAM 
ON DATE OF ENACTMENT.—In the case of a rural 
community hospital that is participating in the 
demonstration program under this section as of 
the last day of the initial 5-year period, the Sec-
retary— 

‘‘(A) shall provide for the continued participa-
tion of such rural community hospital in the 
demonstration program during the 5-year exten-
sion period unless the rural community hospital 
makes an election, in such form and manner as 
the Secretary may specify, to discontinue such 
participation; and 

‘‘(B) in calculating the amount of payment 
under subsection (b) to the rural community 
hospital for covered inpatient hospital services 
furnished by the hospital during such 5-year ex-
tension period, shall substitute, under para-
graph (1)(A) of such subsection— 

‘‘(i) the reasonable costs of providing such 
services for discharges occurring in the first cost 
reporting period beginning on or after the first 
day of the 5-year extension period, for 

‘‘(ii) the reasonable costs of providing such 
services for discharges occurring in the first cost 
reporting period beginning on or after the imple-
mentation of the demonstration program.’’. 

(b) CONFORMING AMENDMENTS.—Subsection 
(a)(5) of section 410A of the Medicare Prescrip-
tion Drug, Improvement, and Modernization Act 
of 2003 (Public Law 108–173; 117 Stat. 2272), as 
amended by section 3123(b) of this Act, is 
amended by striking ‘‘1-year extension’’ and in-
serting ‘‘5-year extension’’. 

SEC. 10314. ADJUSTMENT TO LOW-VOLUME HOS-
PITAL PROVISION. 

Section 1886(d)(12) of the Social Security Act 
(42 U.S.C. 1395ww(d)(12), as amended by section 
3125, is amended— 

(1) in subparagraph (C)(i), by striking ‘‘1,500 
discharges’’ and inserting ‘‘1,600 discharges’’; 
and 

(2) in subparagraph (D), by striking ‘‘1,500 
discharges’’ and inserting ‘‘1,600 discharges’’. 
SEC. 10315. REVISIONS TO HOME HEALTH CARE 

PROVISIONS. 
(a) REBASING.—Section 1895(b)(3)(A)(iii) of the 

Social Security Act, as added by section 3131, is 
amended— 

(1) in the clause heading, by striking ‘‘2013’’ 
and inserting ‘‘2014’’; 

(2) in subclause (I), by striking ‘‘2013’’ and in-
serting ‘‘2014’’; and 

(3) in subclause (II), by striking ‘‘2016’’ and 
inserting ‘‘2017’’. 

(b) REVISION OF HOME HEALTH STUDY AND RE-
PORT.—Section 3131(d) is amended to read as 
follows: 

‘‘(d) STUDY AND REPORT ON THE DEVELOP-
MENT OF HOME HEALTH PAYMENT REVISIONS IN 
ORDER TO ENSURE ACCESS TO CARE AND PAY-
MENT FOR SEVERITY OF ILLNESS.— 

‘‘(1) IN GENERAL.—The Secretary of Health 
and Human Services (in this section referred to 
as the ‘Secretary’) shall conduct a study on 
home health agency costs involved with pro-
viding ongoing access to care to low-income 
Medicare beneficiaries or beneficiaries in medi-
cally underserved areas, and in treating bene-
ficiaries with varying levels of severity of ill-
ness. In conducting the study, the Secretary 
may analyze items such as the following: 

‘‘(A) Methods to potentially revise the home 
health prospective payment system under sec-
tion 1895 of the Social Security Act (42 U.S.C. 
1395fff) to account for costs related to patient 
severity of illness or to improving beneficiary ac-
cess to care, such as— 

‘‘(i) payment adjustments for services that 
may involve additional or fewer resources; 

‘‘(ii) changes to reflect resources involved with 
providing home health services to low-income 
Medicare beneficiaries or Medicare beneficiaries 
residing in medically underserved areas; 

‘‘(iii) ways outlier payments might be revised 
to reflect costs of treating Medicare beneficiaries 
with high levels of severity of illness; and 

‘‘(iv) other issues determined appropriate by 
the Secretary. 

‘‘(B) Operational issues involved with poten-
tial implementation of potential revisions to the 
home health payment system, including impacts 
for both home health agencies and administra-
tive and systems issues for the Centers for Medi-
care & Medicaid Services, and any possible pay-
ment vulnerabilities associated with imple-
menting potential revisions. 

‘‘(C) Whether additional research might be 
needed. 

‘‘(D) Other items determined appropriate by 
the Secretary. 

‘‘(2) CONSIDERATIONS.—In conducting the 
study under paragraph (1), the Secretary may 
consider whether patient severity of illness and 
access to care could be measured by factors, 
such as— 

‘‘(A) population density and relative patient 
access to care; 

‘‘(B) variations in service costs for providing 
care to individuals who are dually eligible under 
the Medicare and Medicaid programs; 

‘‘(C) the presence of severe or chronic dis-
eases, which might be measured by multiple, dis-
continuous home health episodes; 

‘‘(D) poverty status, such as evidenced by the 
receipt of Supplemental Security Income under 
title XVI of the Social Security Act; and 

‘‘(E) other factors determined appropriate by 
the Secretary. 

‘‘(3) REPORT.—Not later than March 1, 2014, 
the Secretary shall submit to Congress a report 
on the study conducted under paragraph (1), to-

gether with recommendations for such legisla-
tion and administrative action as the Secretary 
determines appropriate. 

‘‘(4) CONSULTATIONS.—In conducting the 
study under paragraph (1), the Secretary shall 
consult with appropriate stakeholders, such as 
groups representing home health agencies and 
groups representing Medicare beneficiaries. 

‘‘(5) MEDICARE DEMONSTRATION PROJECT 
BASED ON THE RESULTS OF THE STUDY.— 

‘‘(A) IN GENERAL.—Subject to subparagraph 
(D), taking into account the results of the study 
conducted under paragraph (1), the Secretary 
may, as determined appropriate, provide for a 
demonstration project to test whether making 
payment adjustments for home health services 
under the Medicare program would substan-
tially improve access to care for patients with 
high severity levels of illness or for low-income 
or underserved Medicare beneficiaries. 

‘‘(B) WAIVING BUDGET NEUTRALITY.—The Sec-
retary shall not reduce the standard prospective 
payment amount (or amounts) under section 
1895 of the Social Security Act (42 U.S.C. 
1395fff) applicable to home health services fur-
nished during a period to offset any increase in 
payments during such period resulting from the 
application of the payment adjustments under 
subparagraph (A). 

‘‘(C) NO EFFECT ON SUBSEQUENT PERIODS.—A 
payment adjustment resulting from the applica-
tion of subparagraph (A) for a period— 

‘‘(i) shall not apply to payments for home 
health services under title XVIII after such pe-
riod; and 

‘‘(ii) shall not be taken into account in calcu-
lating the payment amounts applicable for such 
services after such period. 

‘‘(D) DURATION.—If the Secretary determines 
it appropriate to conduct the demonstration 
project under this subsection, the Secretary 
shall conduct the project for a four year period 
beginning not later than January 1, 2015. 

‘‘(E) FUNDING.—The Secretary shall provide 
for the transfer from the Federal Hospital Insur-
ance Trust Fund under section 1817 of the So-
cial Security Act (42 U.S.C. 1395i) and the Fed-
eral Supplementary Medical Insurance Trust 
Fund established under section 1841 of such Act 
(42 U.S.C. 1395t), in such proportion as the Sec-
retary determines appropriate, of $500,000,000 
for the period of fiscal years 2015 through 2018. 
Such funds shall be made available for the 
study described in paragraph (1) and the design, 
implementation and evaluation of the dem-
onstration described in this paragraph. Amounts 
available under this subparagraph shall be 
available until expended. 

‘‘(F) EVALUATION AND REPORT.—If the Sec-
retary determines it appropriate to conduct the 
demonstration project under this subsection, the 
Secretary shall— 

‘‘(i) provide for an evaluation of the project; 
and 

‘‘(ii) submit to Congress, by a date specified by 
the Secretary, a report on the project. 

‘‘(G) ADMINISTRATION.—Chapter 35 of title 44, 
United States Code, shall not apply with respect 
to this subsection.’’. 
SEC. 10316. MEDICARE DSH. 

Section 1886(r)(2)(B) of the Social Security 
Act, as added by section 3133, is amended— 

(1) in clause (i)— 
(A) in the matter preceding subclause (I), by 

striking ‘‘(divided by 100)’’; 
(B) in subclause (I), by striking ‘‘2012’’ and 

inserting ‘‘2013’’; 
(C) in subclause (II), by striking the period at 

the end and inserting a comma; and 
(D) by adding at the end the following flush 

matter: 
‘‘minus 1.5 percentage points.’’. 

(2) in clause (ii)— 
(A) in the matter preceding subclause (I), by 

striking ‘‘(divided by 100)’’; 
(B) in subclause (I), by striking ‘‘2012’’ and 

inserting ‘‘2013’’; 
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(C) in subclause (II), by striking the period at 

the end and inserting a comma; and 
(D) by adding at the end the following flush 

matter: 
‘‘and, for each of 2018 and 2019, minus 1.5 per-
centage points.’’. 
SEC. 10317. REVISIONS TO EXTENSION OF SEC-

TION 508 HOSPITAL PROVISIONS. 
Section 3137(a) is amended to read as follows: 
‘‘(a) EXTENSION.— 
‘‘(1) IN GENERAL.—Subsection (a) of section 

106 of division B of the Tax Relief and Health 
Care Act of 2006 (42 U.S.C. 1395 note), as amend-
ed by section 117 of the Medicare, Medicaid, and 
SCHIP Extension Act of 2007 (Public Law 110– 
173) and section 124 of the Medicare Improve-
ments for Patients and Providers Act of 2008 
(Public Law 110–275), is amended by striking 
‘September 30, 2009’ and inserting ‘September 30, 
2010’. 

‘‘(2) SPECIAL RULE FOR FISCAL YEAR 2010.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), for purposes of implementation of the 
amendment made by paragraph (1), including 
(notwithstanding paragraph (3) of section 117(a) 
of the Medicare, Medicaid and SCHIP Extension 
Act of 2007 (Public Law 110–173), as amended by 
section 124(b) of the Medicare Improvements for 
Patients and Providers Act of 2008 (Public Law 
110–275)) for purposes of the implementation of 
paragraph (2) of such section 117(a), during fis-
cal year 2010, the Secretary of Health and 
Human Services (in this subsection referred to 
as the ‘Secretary’) shall use the hospital wage 
index that was promulgated by the Secretary in 
the Federal Register on August 27, 2009 (74 Fed. 
Reg. 43754), and any subsequent corrections. 

‘‘(B) EXCEPTION.—Beginning on April 1, 2010, 
in determining the wage index applicable to hos-
pitals that qualify for wage index reclassifica-
tion, the Secretary shall include the average 
hourly wage data of hospitals whose reclassi-
fication was extended pursuant to the amend-
ment made by paragraph (1) only if including 
such data results in a higher applicable reclassi-
fied wage index. 

‘‘(3) ADJUSTMENT FOR CERTAIN HOSPITALS IN 
FISCAL YEAR 2010.— 

‘‘(A) IN GENERAL.—In the case of a subsection 
(d) hospital (as defined in subsection (d)(1)(B) 
of section 1886 of the Social Security Act (42 
U.S.C. 1395ww)) with respect to which— 

‘‘(i) a reclassification of its wage index for 
purposes of such section was extended pursuant 
to the amendment made by paragraph (1); and 

‘‘(ii) the wage index applicable for such hos-
pital for the period beginning on October 1, 
2009, and ending on March 31, 2010, was lower 
than for the period beginning on April 1, 2010, 
and ending on September 30, 2010, by reason of 
the application of paragraph (2)(B); 

the Secretary shall pay such hospital an addi-
tional payment that reflects the difference be-
tween the wage index for such periods. 

‘‘(B) TIMEFRAME FOR PAYMENTS.—The Sec-
retary shall make payments required under sub-
paragraph by not later than December 31, 
2010.’’. 
SEC. 10318. REVISIONS TO TRANSITIONAL EXTRA 

BENEFITS UNDER MEDICARE ADVAN-
TAGE. 

Section 1853(p)(3)(A) of the Social Security 
Act, as added by section 3201(h), is amended by 
inserting ‘‘in 2009’’ before the period at the end. 
SEC. 10319. REVISIONS TO MARKET BASKET AD-

JUSTMENTS. 
(a) INPATIENT ACUTE HOSPITALS.—Section 

1886(b)(3)(B)(xii) of the Social Security Act, as 
added by section 3401(a), is amended— 

(1) in subclause (I), by striking ‘‘and’’ at the 
end; 

(2) by redesignating subclause (II) as sub-
clause (III); 

(3) by inserting after subclause (II) the fol-
lowing new subclause: 

‘‘(II) for each of fiscal years 2012 and 2013, by 
0.1 percentage point; and’’; and 

(4) in subclause (III), as redesignated by para-
graph (2), by striking ‘‘2012’’ and inserting 
‘‘2014’’. 

(b) LONG-TERM CARE HOSPITALS.—Section 
1886(m)(4) of the Social Security Act, as added 
by section 3401(c), is amended— 

(1) in subparagraph (A)— 
(A) in clause (i)— 
(i) by striking ‘‘each of rate years 2010 and 

2011’’ and inserting ‘‘rate year 2010’’; and 
(ii) by striking ‘‘and’’ at the end; 
(B) by redesignating clause (ii) as clause (iv); 
(C) by inserting after clause (i) the following 

new clauses: 
‘‘(ii) for rate year 2011, 0.50 percentage point; 
‘‘(iii) for each of the rate years beginning in 

2012 and 2013, 0.1 percentage point; and’’; and 
(D) in clause (iv), as redesignated by subpara-

graph (B), by striking ‘‘2012’’ and inserting 
‘‘2014’’; and 

(2) in subparagraph (B), by striking ‘‘(A)(ii)’’ 
and inserting ‘‘(A)(iv)’’. 

(c) INPATIENT REHABILITATION FACILITIES.— 
Section 1886(j)(3)(D)(i) of the Social Security 
Act, as added by section 3401(d), is amended— 

(1) in subclause (I), by striking ‘‘and’’ at the 
end; 

(2) by redesignating subclause (II) as sub-
clause (III); 

(3) by inserting after subclause (II) the fol-
lowing new subclause: 

‘‘(II) for each of fiscal years 2012 and 2013, 0.1 
percentage point; and’’; and 

(4) in subclause (III), as redesignated by para-
graph (2), by striking ‘‘2012’’ and inserting 
‘‘2014’’. 

(d) HOME HEALTH AGENCIES.—Section 
1895(b)(3)(B)(vi)(II) of such Act, as added by 
section 3401(e), is amended by striking ‘‘and 
2012’’ and inserting ‘‘, 2012, and 2013’’. 

(e) PSYCHIATRIC HOSPITALS.—Section 
1886(s)(3)(A) of the Social Security Act, as added 
by section 3401(f), is amended— 

(1) in clause (i), by striking ‘‘and’’ at the end; 
(2) by redesignating clause (ii) as clause (iii); 
(3) by inserting after clause (ii) the following 

new clause: 
‘‘(ii) for each of the rate years beginning in 

2012 and 2013, 0.1 percentage point; and’’; and 
(4) in clause (iii), as redesignated by para-

graph (2), by striking ‘‘2012’’ and inserting 
‘‘2014’’. 

(f) HOSPICE CARE.—Section 1814(i)(1)(C) of the 
Social Security Act (42 U.S.C. 1395f(i)(1)(C)), as 
amended by section 3401(g), is amended— 

(1) in clause (iv)(II), by striking ‘‘0.5’’ and in-
serting ‘‘0.3’’; and 

(2) in clause (v), in the matter preceding sub-
clause (I), by striking ‘‘0.5’’ and inserting ‘‘0.3’’. 

(g) OUTPATIENT HOSPITALS.—Section 
1833(t)(3)(G)(i) of the Social Security Act, as 
added by section 3401(i), is amended— 

(1) in subclause (I), by striking ‘‘and’’ at the 
end; 

(2) by redesignating subclause (II) as sub-
clause (III); 

(3) by inserting after subclause (II) the fol-
lowing new subclause: 

‘‘(II) for each of 2012 and 2013, 0.1 percentage 
point; and’’; and 

(4) in subclause (III), as redesignated by para-
graph (2), by striking ‘‘2012’’ and inserting 
‘‘2014’’. 
SEC. 10320. EXPANSION OF THE SCOPE OF, AND 

ADDITIONAL IMPROVEMENTS TO, 
THE INDEPENDENT MEDICARE ADVI-
SORY BOARD. 

(a) IN GENERAL.—Section 1899A of the Social 
Security Act, as added by section 3403, is 
amended— 

(1) in subsection (c)— 
(A) in paragraph (1)(B), by adding at the end 

the following new sentence: ‘‘In any year (be-
ginning with 2014) that the Board is not re-
quired to submit a proposal under this section, 
the Board shall submit to Congress an advisory 
report on matters related to the Medicare pro-
gram.’’; 

(B) in paragraph (2)(A)— 
(i) in clause (iv), by inserting ‘‘or the full pre-

mium subsidy under section 1860D–14(a)’’ before 
the period at the end of the last sentence; and 

(ii) by adding at the end the following new 
clause: 

‘‘(vii) If the Chief Actuary of the Centers for 
Medicare & Medicaid Services has made a deter-
mination described in subsection (e)(3)(B)(i)(II) 
in the determination year, the proposal shall be 
designed to help reduce the growth rate de-
scribed in paragraph (8) while maintaining or 
enhancing beneficiary access to quality care 
under this title.’’; 

(C) in paragraph (2)(B)— 
(i) in clause (v), by striking ‘‘and’’ at the end; 
(ii) in clause (vi), by striking the period at the 

end and inserting ‘‘; and’’; and 
(iii) by adding at the end the following new 

clause: 
‘‘(vii) take into account the data and findings 

contained in the annual reports under sub-
section (n) in order to develop proposals that 
can most effectively promote the delivery of effi-
cient, high quality care to Medicare bene-
ficiaries.’’; 

(D) in paragraph (3)— 
(i) in the heading, by striking ‘‘TRANSMISSION 

OF BOARD PROPOSAL TO PRESIDENT’’ and insert-
ing ‘‘SUBMISSION OF BOARD PROPOSAL TO CON-
GRESS AND THE PRESIDENT’’; 

(ii) in subparagraph (A)(i), by striking ‘‘trans-
mit a proposal under this section to the Presi-
dent’’ and insert ‘‘submit a proposal under this 
section to Congress and the President’’; and 

(iii) in subparagraph (A)(ii)— 
(I) in subclause (I), by inserting ‘‘or’’ at the 

end; 
(II) in subclause (II), by striking ‘‘; or’’ and 

inserting a period; and 
(III) by striking subclause (III); 
(E) in paragraph (4)— 
(i) by striking ‘‘the Board under paragraph 

(3)(A)(i) or’’; and 
(ii) by striking ‘‘immediately’’ and inserting 

‘‘within 2 days’’; 
(F) in paragraph (5)— 
(i) by striking ‘‘to but’’ and inserting ‘‘but’’; 

and 
(ii) by inserting ‘‘Congress and’’ after ‘‘submit 

a proposal to’’; and 
(G) in paragraph (6)(B)(i), by striking ‘‘per 

unduplicated enrollee’’ and inserting ‘‘(cal-
culated as the sum of per capita spending under 
each of parts A, B, and D)’’; 

(2) in subsection (d)— 
(A) in paragraph (1)(A)— 
(i) by inserting ‘‘the Board or’’ after ‘‘a pro-

posal is submitted by’’; and 
(ii) by inserting ‘‘subsection (c)(3)(A)(i) or’’ 

after ‘‘the Senate under’’; and 
(B) in paragraph (2)(A), by inserting ‘‘the 

Board or’’ after ‘‘a proposal is submitted by’’; 
(3) in subsection (e)— 
(A) in paragraph (1), by inserting ‘‘the Board 

or’’ after ‘‘a proposal submitted by’’; and 
(B) in paragraph (3)— 
(i) by striking ‘‘EXCEPTION.—The Secretary 

shall not be required to implement the rec-
ommendations contained in a proposal sub-
mitted in a proposal year by’’ and inserting 
‘‘EXCEPTIONS.— 

‘‘(A) IN GENERAL.—The Secretary shall not im-
plement the recommendations contained in a 
proposal submitted in a proposal year by the 
Board or’’; 

(ii) by redesignating subparagraphs (A) and 
(B) as clauses (i) and (ii), respectively, and in-
denting appropriately; and 

(iii) by adding at the end the following new 
subparagraph: 

‘‘(B) LIMITED ADDITIONAL EXCEPTION.— 
‘‘(i) IN GENERAL.—Subject to clause (ii), the 

Secretary shall not implement the recommenda-
tions contained in a proposal submitted by the 
Board or the President to Congress pursuant to 
this section in a proposal year (beginning with 
proposal year 2019) if— 
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‘‘(I) the Board was required to submit a pro-

posal to Congress under this section in the year 
preceding the proposal year; and 

‘‘(II) the Chief Actuary of the Centers for 
Medicare & Medicaid Services makes a deter-
mination in the determination year that the 
growth rate described in subsection (c)(8) ex-
ceeds the growth rate described in subsection 
(c)(6)(A)(i). 

‘‘(ii) LIMITED ADDITIONAL EXCEPTION MAY NOT 
BE APPLIED IN TWO CONSECUTIVE YEARS.—This 
subparagraph shall not apply if the rec-
ommendations contained in a proposal sub-
mitted by the Board or the President to Congress 
pursuant to this section in the year preceding 
the proposal year were not required to be imple-
mented by reason of this subparagraph. 

‘‘(iii) NO AFFECT ON REQUIREMENT TO SUBMIT 
PROPOSALS OR FOR CONGRESSIONAL CONSIDER-
ATION OF PROPOSALS.—Clause (i) and (ii) shall 
not affect— 

‘‘(I) the requirement of the Board or the Presi-
dent to submit a proposal to Congress in a pro-
posal year in accordance with the provisions of 
this section; or 

‘‘(II) Congressional consideration of a legisla-
tive proposal (described in subsection 
(c)(3)(B)(iv)) contained such a proposal in ac-
cordance with subsection (d).’’; 

(4) in subsection (f)(3)(B)— 
(A) by striking ‘‘or advisory reports to Con-

gress’’ and inserting ‘‘, advisory reports, or ad-
visory recommendations’’; and 

(B) by inserting ‘‘or produce the public report 
under subsection (n)’’ after ‘‘this section’’; and 

(5) by adding at the end the following new 
subsections: 

‘‘(n) ANNUAL PUBLIC REPORT.— 
‘‘(1) IN GENERAL.—Not later than July 1, 2014, 

and annually thereafter, the Board shall 
produce a public report containing standardized 
information on system-wide health care costs, 
patient access to care, utilization, and quality- 
of-care that allows for comparison by region, 
types of services, types of providers, and both 
private payers and the program under this title. 

‘‘(2) REQUIREMENTS.—Each report produced 
pursuant to paragraph (1) shall include infor-
mation with respect to the following areas: 

‘‘(A) The quality and costs of care for the 
population at the most local level determined 
practical by the Board (with quality and costs 
compared to national benchmarks and reflecting 
rates of change, taking into account quality 
measures described in section 1890(b)(7)(B)). 

‘‘(B) Beneficiary and consumer access to care, 
patient and caregiver experience of care, and 
the cost-sharing or out-of-pocket burden on pa-
tients. 

‘‘(C) Epidemiological shifts and demographic 
changes. 

‘‘(D) The proliferation, effectiveness, and uti-
lization of health care technologies, including 
variation in provider practice patterns and 
costs. 

‘‘(E) Any other areas that the Board deter-
mines affect overall spending and quality of 
care in the private sector. 

‘‘(o) ADVISORY RECOMMENDATIONS FOR NON- 
FEDERAL HEALTH CARE PROGRAMS.— 

‘‘(1) IN GENERAL.—Not later than January 15, 
2015, and at least once every two years there-
after, the Board shall submit to Congress and 
the President recommendations to slow the 
growth in national health expenditures (exclud-
ing expenditures under this title and in other 
Federal health care programs) while preserving 
or enhancing quality of care, such as rec-
ommendations— 

‘‘(A) that the Secretary or other Federal agen-
cies can implement administratively; 

‘‘(B) that may require legislation to be en-
acted by Congress in order to be implemented; 

‘‘(C) that may require legislation to be enacted 
by State or local governments in order to be im-
plemented; 

‘‘(D) that private sector entities can volun-
tarily implement; and 

‘‘(E) with respect to other areas determined 
appropriate by the Board. 

‘‘(2) COORDINATION.—In making recommenda-
tions under paragraph (1), the Board shall co-
ordinate such recommendations with rec-
ommendations contained in proposals and advi-
sory reports produced by the Board under sub-
section (c). 

‘‘(3) AVAILABLE TO PUBLIC.—The Board shall 
make recommendations submitted to Congress 
and the President under this subsection avail-
able to the public.’’. 

(b) NAME CHANGE.—Any reference in the pro-
visions of, or amendments made by, section 3403 
to the ‘‘Independent Medicare Advisory Board’’ 
shall be deemed to be a reference to the ‘‘Inde-
pendent Payment Advisory Board’’. 

(c) RULE OF CONSTRUCTION.—Nothing in the 
amendments made by this section shall preclude 
the Independent Medicare Advisory Board, as 
established under section 1899A of the Social Se-
curity Act (as added by section 3403), from sole-
ly using data from public or private sources to 
carry out the amendments made by subsection 
(a)(4). 
SEC. 10321. REVISION TO COMMUNITY HEALTH 

TEAMS. 
Section 3502(c)(2)(A) is amended by inserting 

‘‘or other primary care providers’’ after ‘‘physi-
cians’’. 
SEC. 10322. QUALITY REPORTING FOR PSY-

CHIATRIC HOSPITALS. 
(a) IN GENERAL.—Section 1886(s) of the Social 

Security Act, as added by section 3401(f), is 
amended by adding at the end the following 
new paragraph: 

‘‘(4) QUALITY REPORTING.— 
‘‘(A) REDUCTION IN UPDATE FOR FAILURE TO 

REPORT.— 
‘‘(i) IN GENERAL.—Under the system described 

in paragraph (1), for rate year 2014 and each 
subsequent rate year, in the case of a psy-
chiatric hospital or psychiatric unit that does 
not submit data to the Secretary in accordance 
with subparagraph (C) with respect to such a 
rate year, any annual update to a standard 
Federal rate for discharges for the hospital dur-
ing the rate year, and after application of para-
graph (2), shall be reduced by 2 percentage 
points. 

‘‘(ii) SPECIAL RULE.—The application of this 
subparagraph may result in such annual update 
being less than 0.0 for a rate year, and may re-
sult in payment rates under the system de-
scribed in paragraph (1) for a rate year being 
less than such payment rates for the preceding 
rate year. 

‘‘(B) NONCUMULATIVE APPLICATION.—Any re-
duction under subparagraph (A) shall apply 
only with respect to the rate year involved and 
the Secretary shall not take into account such 
reduction in computing the payment amount 
under the system described in paragraph (1) for 
a subsequent rate year. 

‘‘(C) SUBMISSION OF QUALITY DATA.—For rate 
year 2014 and each subsequent rate year, each 
psychiatric hospital and psychiatric unit shall 
submit to the Secretary data on quality meas-
ures specified under subparagraph (D). Such 
data shall be submitted in a form and manner, 
and at a time, specified by the Secretary for 
purposes of this subparagraph. 

‘‘(D) QUALITY MEASURES.— 
‘‘(i) IN GENERAL.—Subject to clause (ii), any 

measure specified by the Secretary under this 
subparagraph must have been endorsed by the 
entity with a contract under section 1890(a). 

‘‘(ii) EXCEPTION.—In the case of a specified 
area or medical topic determined appropriate by 
the Secretary for which a feasible and practical 
measure has not been endorsed by the entity 
with a contract under section 1890(a), the Sec-
retary may specify a measure that is not so en-
dorsed as long as due consideration is given to 
measures that have been endorsed or adopted by 
a consensus organization identified by the Sec-
retary. 

‘‘(iii) TIME FRAME.—Not later than October 1, 
2012, the Secretary shall publish the measures 
selected under this subparagraph that will be 
applicable with respect to rate year 2014. 

‘‘(E) PUBLIC AVAILABILITY OF DATA SUB-
MITTED.—The Secretary shall establish proce-
dures for making data submitted under subpara-
graph (C) available to the public. Such proce-
dures shall ensure that a psychiatric hospital 
and a psychiatric unit has the opportunity to 
review the data that is to be made public with 
respect to the hospital or unit prior to such data 
being made public. The Secretary shall report 
quality measures that relate to services fur-
nished in inpatient settings in psychiatric hos-
pitals and psychiatric units on the Internet 
website of the Centers for Medicare & Medicaid 
Services.’’. 

(b) CONFORMING AMENDMENT.—Section 
1890(b)(7)(B)(i)(I) of the Social Security Act, as 
added by section 3014, is amended by inserting 
‘‘1886(s)(4)(D),’’ after ‘‘1886(o)(2),’’. 
SEC. 10323. MEDICARE COVERAGE FOR INDIVID-

UALS EXPOSED TO ENVIRONMENTAL 
HEALTH HAZARDS. 

(a) IN GENERAL.—Title XVIII of the Social Se-
curity Act (42 U.S.C. 1395 et seq.) is amended by 
inserting after section 1881 the following new 
section: 
‘‘SEC. 1881A. MEDICARE COVERAGE FOR INDIVID-

UALS EXPOSED TO ENVIRONMENTAL 
HEALTH HAZARDS. 

‘‘(a) DEEMING OF INDIVIDUALS AS ELIGIBLE 
FOR MEDICARE BENEFITS.— 

‘‘(1) IN GENERAL.—For purposes of eligibility 
for benefits under this title, an individual deter-
mined under subsection (c) to be an environ-
mental exposure affected individual described in 
subsection (e)(2) shall be deemed to meet the 
conditions specified in section 226(a). 

‘‘(2) DISCRETIONARY DEEMING.—For purposes 
of eligibility for benefits under this title, the 
Secretary may deem an individual determined 
under subsection (c) to be an environmental ex-
posure affected individual described in sub-
section (e)(3) to meet the conditions specified in 
section 226(a). 

‘‘(3) EFFECTIVE DATE OF COVERAGE.—An Indi-
vidual who is deemed eligible for benefits under 
this title under paragraph (1) or (2) shall be— 

‘‘(A) entitled to benefits under the program 
under Part A as of the date of such deeming; 
and 

‘‘(B) eligible to enroll in the program under 
Part B beginning with the month in which such 
deeming occurs. 

‘‘(b) PILOT PROGRAM FOR CARE OF CERTAIN 
INDIVIDUALS RESIDING IN EMERGENCY DECLARA-
TION AREAS.— 

‘‘(1) PROGRAM; PURPOSE.— 
‘‘(A) PRIMARY PILOT PROGRAM.—The Sec-

retary shall establish a pilot program in accord-
ance with this subsection to provide innovative 
approaches to furnishing comprehensive, coordi-
nated, and cost-effective care under this title to 
individuals described in paragraph (2)(A). 

‘‘(B) OPTIONAL PILOT PROGRAMS.—The Sec-
retary may establish a separate pilot program, 
in accordance with this subsection, with respect 
to each geographic area subject to an emergency 
declaration (other than the declaration of June 
17, 2009), in order to furnish such comprehen-
sive, coordinated and cost-effective care to indi-
viduals described in subparagraph (2)(B) who 
reside in each such area. 

‘‘(2) INDIVIDUAL DESCRIBED.—For purposes of 
paragraph (1), an individual described in this 
paragraph is an individual who enrolls in part 
B, submits to the Secretary an application to 
participate in the applicable pilot program 
under this subsection, and— 

‘‘(A) is an environmental exposure affected in-
dividual described in subsection (e)(2) who re-
sides in or around the geographic area subject 
to an emergency declaration made as of June 17, 
2009; or 

‘‘(B) is an environmental exposure affected in-
dividual described in subsection (e)(3) who— 
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‘‘(i) is deemed under subsection (a)(2); and 
‘‘(ii) meets such other criteria or conditions 

for participation in a pilot program under para-
graph (1)(B) as the Secretary specifies. 

‘‘(3) FLEXIBLE BENEFITS AND SERVICES.—A 
pilot program under this subsection may provide 
for the furnishing of benefits, items, or services 
not otherwise covered or authorized under this 
title, if the Secretary determines that furnishing 
such benefits, items, or services will further the 
purposes of such pilot program (as described in 
paragraph (1)). 

‘‘(4) INNOVATIVE REIMBURSEMENT METHODOLO-
GIES.—For purposes of the pilot program under 
this subsection, the Secretary— 

‘‘(A) shall develop and implement appropriate 
methodologies to reimburse providers for fur-
nishing benefits, items, or services for which 
payment is not otherwise covered or authorized 
under this title, if such benefits, items, or serv-
ices are furnished pursuant to paragraph (3); 
and 

‘‘(B) may develop and implement innovative 
approaches to reimbursing providers for any 
benefits, items, or services furnished under this 
subsection. 

‘‘(5) LIMITATION.—Consistent with section 
1862(b), no payment shall be made under the 
pilot program under this subsection with respect 
to benefits, items, or services furnished to an en-
vironmental exposure affected individual (as de-
fined in subsection (e)) to the extent that such 
individual is eligible to receive such benefits, 
items, or services through any other public or 
private benefits plan or legal agreement. 

‘‘(6) WAIVER AUTHORITY.—The Secretary may 
waive such provisions of this title and title XI 
as are necessary to carry out pilot programs 
under this subsection. 

‘‘(7) FUNDING.—For purposes of carrying out 
pilot programs under this subsection, the Sec-
retary shall provide for the transfer, from the 
Federal Hospital Insurance Trust Fund under 
section 1817 and the Federal Supplementary 
Medical Insurance Trust Fund under section 
1841, in such proportion as the Secretary deter-
mines appropriate, of such sums as the Sec-
retary determines necessary, to the Centers for 
Medicare & Medicaid Services Program Manage-
ment Account. 

‘‘(8) WAIVER OF BUDGET NEUTRALITY.—The 
Secretary shall not require that pilot programs 
under this subsection be budget neutral with re-
spect to expenditures under this title. 

‘‘(c) DETERMINATIONS.— 
‘‘(1) BY THE COMMISSIONER OF SOCIAL SECU-

RITY.—For purposes of this section, the Commis-
sioner of Social Security, in consultation with 
the Secretary, and using the cost allocation 
method prescribed in section 201(g), shall deter-
mine whether individuals are environmental ex-
posure affected individuals. 

‘‘(2) BY THE SECRETARY.—The Secretary shall 
determine eligibility for pilot programs under 
subsection (b). 

‘‘(d) EMERGENCY DECLARATION DEFINED.—For 
purposes of this section, the term ‘emergency 
declaration’ means a declaration of a public 
health emergency under section 104(a) of the 
Comprehensive Environmental Response, Com-
pensation, and Liability Act of 1980. 

‘‘(e) ENVIRONMENTAL EXPOSURE AFFECTED IN-
DIVIDUAL DEFINED.— 

‘‘(1) IN GENERAL.—For purposes of this sec-
tion, the term ‘environmental exposure affected 
individual’ means— 

‘‘(A) an individual described in paragraph (2); 
and 

‘‘(B) an individual described in paragraph (3). 
‘‘(2) INDIVIDUAL DESCRIBED.— 
‘‘(A) IN GENERAL.—An individual described in 

this paragraph is any individual who— 
‘‘(i) is diagnosed with 1 or more conditions de-

scribed in subparagraph (B); 
‘‘(ii) as demonstrated in such manner as the 

Secretary determines appropriate, has been 
present for an aggregate total of 6 months in the 
geographic area subject to an emergency dec-

laration specified in subsection (b)(2)(A), during 
a period ending— 

‘‘(I) not less than 10 years prior to such diag-
nosis; and 

‘‘(II) prior to the implementation of all the re-
medial and removal actions specified in the 
Record of Decision for Operating Unit 4 and the 
Record of Decision for Operating Unit 7; 

‘‘(iii) files an application for benefits under 
this title (or has an application filed on behalf 
of the individual), including pursuant to this 
section; and 

‘‘(iv) is determined under this section to meet 
the criteria in this subparagraph. 

‘‘(B) CONDITIONS DESCRIBED.—For purposes of 
subparagraph (A), the following conditions are 
described in this subparagraph: 

‘‘(i) Asbestosis, pleural thickening, or pleural 
plaques as established by— 

‘‘(I) interpretation by a ‘B Reader’ qualified 
physician of a plain chest x-ray or interpreta-
tion of a computed tomographic radiograph of 
the chest by a qualified physician, as deter-
mined by the Secretary; or 

‘‘(II) such other diagnostic standards as the 
Secretary specifies, 
except that this clause shall not apply to pleural 
thickening or pleural plaques unless there are 
symptoms or conditions requiring medical treat-
ment as a result of these diagnoses. 

‘‘(ii) Mesothelioma, or malignancies of the 
lung, colon, rectum, larynx, stomach, esoph-
agus, pharynx, or ovary, as established by— 

‘‘(I) pathologic examination of biopsy tissue; 
‘‘(II) cytology from bronchioalveolar lavage; 

or 
‘‘(III) such other diagnostic standards as the 

Secretary specifies. 
‘‘(iii) Any other diagnosis which the Sec-

retary, in consultation with the Commissioner of 
Social Security, determines is an asbestos-re-
lated medical condition, as established by such 
diagnostic standards as the Secretary specifies. 

‘‘(3) OTHER INDIVIDUAL DESCRIBED.—An indi-
vidual described in this paragraph is any indi-
vidual who— 

‘‘(A) is not an individual described in para-
graph (2); 

‘‘(B) is diagnosed with a medical condition 
caused by the exposure of the individual to a 
public health hazard to which an emergency 
declaration applies, based on such medical con-
ditions, diagnostic standards, and other criteria 
as the Secretary specifies; 

‘‘(C) as demonstrated in such manner as the 
Secretary determines appropriate, has been 
present for an aggregate total of 6 months in the 
geographic area subject to the emergency dec-
laration involved, during a period determined 
appropriate by the Secretary; 

‘‘(D) files an application for benefits under 
this title (or has an application filed on behalf 
of the individual), including pursuant to this 
section; and 

‘‘(E) is determined under this section to meet 
the criteria in this paragraph.’’. 

(b) PROGRAM FOR EARLY DETECTION OF CER-
TAIN MEDICAL CONDITIONS RELATED TO ENVI-
RONMENTAL HEALTH HAZARDS.—Title XX of the 
Social Security Act (42 U.S.C. 1397 et seq.), as 
amended by section 5507, is amended by adding 
at the end the following: 
‘‘SEC. 2009. PROGRAM FOR EARLY DETECTION OF 

CERTAIN MEDICAL CONDITIONS RE-
LATED TO ENVIRONMENTAL HEALTH 
HAZARDS. 

‘‘(a) PROGRAM ESTABLISHMENT.—The Sec-
retary shall establish a program in accordance 
with this section to make competitive grants to 
eligible entities specified in subsection (b) for the 
purpose of— 

‘‘(1) screening at-risk individuals (as defined 
in subsection (c)(1)) for environmental health 
conditions (as defined in subsection (c)(3)); and 

‘‘(2) developing and disseminating public in-
formation and education concerning— 

‘‘(A) the availability of screening under the 
program under this section; 

‘‘(B) the detection, prevention, and treatment 
of environmental health conditions; and 

‘‘(C) the availability of Medicare benefits for 
certain individuals diagnosed with environ-
mental health conditions under section 1881A. 

‘‘(b) ELIGIBLE ENTITIES.— 
‘‘(1) IN GENERAL.—For purposes of this sec-

tion, an eligible entity is an entity described in 
paragraph (2) which submits an application to 
the Secretary in such form and manner, and 
containing such information and assurances, as 
the Secretary determines appropriate. 

‘‘(2) TYPES OF ELIGIBLE ENTITIES.—The enti-
ties described in this paragraph are the fol-
lowing: 

‘‘(A) A hospital or community health center. 
‘‘(B) A Federally qualified health center. 
‘‘(C) A facility of the Indian Health Service. 
‘‘(D) A National Cancer Institute-designated 

cancer center. 
‘‘(E) An agency of any State or local govern-

ment. 
‘‘(F) A nonprofit organization. 
‘‘(G) Any other entity the Secretary deter-

mines appropriate. 
‘‘(c) DEFINITIONS.—In this section: 
‘‘(1) AT-RISK INDIVIDUAL.—The term ‘at-risk 

individual’ means an individual who— 
‘‘(A)(i) as demonstrated in such manner as the 

Secretary determines appropriate, has been 
present for an aggregate total of 6 months in the 
geographic area subject to an emergency dec-
laration specified under paragraph (2), during a 
period ending— 

‘‘(I) not less than 10 years prior to the date of 
such individual’s application under subpara-
graph (B); and 

‘‘(II) prior to the implementation of all the re-
medial and removal actions specified in the 
Record of Decision for Operating Unit 4 and the 
Record of Decision for Operating Unit 7; or 

‘‘(ii) meets such other criteria as the Secretary 
determines appropriate considering the type of 
environmental health condition at issue; and 

‘‘(B) has submitted an application (or has an 
application submitted on the individual’s be-
half), to an eligible entity receiving a grant 
under this section, for screening under the pro-
gram under this section. 

‘‘(2) EMERGENCY DECLARATION.—The term 
‘emergency declaration’ means a declaration of 
a public health emergency under section 104(a) 
of the Comprehensive Environmental Response, 
Compensation, and Liability Act of 1980. 

‘‘(3) ENVIRONMENTAL HEALTH CONDITION.— 
The term ‘environmental health condition’ 
means— 

‘‘(A) asbestosis, pleural thickening, or pleural 
plaques, as established by— 

‘‘(i) interpretation by a ‘B Reader’ qualified 
physician of a plain chest x-ray or interpreta-
tion of a computed tomographic radiograph of 
the chest by a qualified physician, as deter-
mined by the Secretary; or 

‘‘(ii) such other diagnostic standards as the 
Secretary specifies; 

‘‘(B) mesothelioma, or malignancies of the 
lung, colon, rectum, larynx, stomach, esoph-
agus, pharynx, or ovary, as established by— 

‘‘(i) pathologic examination of biopsy tissue; 
‘‘(ii) cytology from bronchioalveolar lavage; or 
‘‘(iii) such other diagnostic standards as the 

Secretary specifies; and 
‘‘(C) any other medical condition which the 

Secretary determines is caused by exposure to a 
hazardous substance or pollutant or contami-
nant at a Superfund site to which an emergency 
declaration applies, based on such criteria and 
as established by such diagnostic standards as 
the Secretary specifies. 

‘‘(4) HAZARDOUS SUBSTANCE; POLLUTANT; CON-
TAMINANT.—The terms ‘hazardous substance’, 
‘pollutant’, and ‘contaminant’ have the mean-
ings given those terms in section 101 of the Com-
prehensive Environmental Response, Compensa-
tion, and Liability Act of 1980 (42 U.S.C. 9601). 
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‘‘(5) SUPERFUND SITE.—The term ‘Superfund 

site’ means a site included on the National Pri-
orities List developed by the President in ac-
cordance with section 105(a)(8)(B) of the Com-
prehensive Environmental Response, Compensa-
tion, and Liability Act of 1980 (42 U.S.C. 
9605(a)(8)(B)). 

‘‘(d) HEALTH COVERAGE UNAFFECTED.—Noth-
ing in this section shall be construed to affect 
any coverage obligation of a governmental or 
private health plan or program relating to an 
at-risk individual. 

‘‘(e) FUNDING.— 
‘‘(1) IN GENERAL.—Out of any funds in the 

Treasury not otherwise appropriated, there are 
appropriated to the Secretary, to carry out the 
program under this section— 

‘‘(A) $23,000,000 for the period of fiscal years 
2010 through 2014; and 

‘‘(B) $20,000,000 for each 5-fiscal year period 
thereafter. 

‘‘(2) AVAILABILITY.—Funds appropriated 
under paragraph (1) shall remain available 
until expended. 

‘‘(f) NONAPPLICATION.— 
‘‘(1) IN GENERAL.—Except as provided in para-

graph (2), the preceding sections of this title 
shall not apply to grants awarded under this 
section. 

‘‘(2) LIMITATIONS ON USE OF GRANTS.—Section 
2005(a) shall apply to a grant awarded under 
this section to the same extent and in the same 
manner as such section applies to payments to 
States under this title, except that paragraph (4) 
of such section shall not be construed to pro-
hibit grantees from conducting screening for en-
vironmental health conditions as authorized 
under this section.’’. 
SEC. 10324. PROTECTIONS FOR FRONTIER 

STATES. 
(a) FLOOR ON AREA WAGE INDEX FOR HOS-

PITALS IN FRONTIER STATES.— 
(1) IN GENERAL.—Section 1886(d)(3)(E) of the 

Social Security Act (42 U.S.C. 1395ww(d)(3)(E)) 
is amended— 

(A) in clause (i), by striking ‘‘clause (ii)’’ and 
inserting ‘‘clause (ii) or (iii)’’; and 

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

‘‘(iii) FLOOR ON AREA WAGE INDEX FOR HOS-
PITALS IN FRONTIER STATES.— 

‘‘(I) IN GENERAL.—Subject to subclause (IV), 
for discharges occurring on or after October 1, 
2010, the area wage index applicable under this 
subparagraph to any hospital which is located 
in a frontier State (as defined in subclause (II)) 
may not be less than 1.00. 

‘‘(II) FRONTIER STATE DEFINED.—In this 
clause, the term ‘frontier State’ means a State in 
which at least 50 percent of the counties in the 
State are frontier counties. 

‘‘(III) FRONTIER COUNTY DEFINED.—In this 
clause, the term ‘frontier county’ means a coun-
ty in which the population per square mile is 
less than 6. 

‘‘(IV) LIMITATION.—This clause shall not 
apply to any hospital located in a State that re-
ceives a non-labor related share adjustment 
under paragraph (5)(H).’’. 

(2) WAIVING BUDGET NEUTRALITY.—Section 
1886(d)(3)(E) of the Social Security Act (42 
U.S.C. 1395ww(d)(3)(E)), as amended by sub-
section (a), is amended in the third sentence by 
inserting ‘‘and the amendments made by section 
10324(a)(1) of the Patient Protection and Afford-
able Care Act’’ after ‘‘2003’’. 

(b) FLOOR ON AREA WAGE ADJUSTMENT FAC-
TOR FOR HOSPITAL OUTPATIENT DEPARTMENT 
SERVICES IN FRONTIER STATES.—Section 1833(t) 
of the Social Security Act (42 U.S.C. 1395l(t)), as 
amended by section 3138, is amended— 

(1) in paragraph (2)(D), by striking ‘‘the Sec-
retary’’ and inserting ‘‘subject to paragraph 
(19), the Secretary’’; and 

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

‘‘(19) FLOOR ON AREA WAGE ADJUSTMENT FAC-
TOR FOR HOSPITAL OUTPATIENT DEPARTMENT 
SERVICES IN FRONTIER STATES.— 

‘‘(A) IN GENERAL.—Subject to subparagraph 
(B), with respect to covered OPD services fur-
nished on or after January 1, 2011, the area 
wage adjustment factor applicable under the 
payment system established under this sub-
section to any hospital outpatient department 
which is located in a frontier State (as defined 
in section 1886(d)(3)(E)(iii)(II)) may not be less 
than 1.00. The preceding sentence shall not be 
applied in a budget neutral manner. 

‘‘(B) LIMITATION.—This paragraph shall not 
apply to any hospital outpatient department lo-
cated in a State that receives a non-labor re-
lated share adjustment under section 
1886(d)(5)(H).’’. 

(c) FLOOR FOR PRACTICE EXPENSE INDEX FOR 
PHYSICIANS’ SERVICES FURNISHED IN FRONTIER 
STATES.—Section 1848(e)(1) of the Social Secu-
rity Act (42 U.S.C. 1395w–4(e)(1)), as amended 
by section 3102, is amended— 

(1) in subparagraph (A), by striking ‘‘and 
(H)’’ and inserting ‘‘(H), and (I)’’; and 

(2) by adding at the end the following new 
subparagraph: 

‘‘(I) FLOOR FOR PRACTICE EXPENSE INDEX FOR 
SERVICES FURNISHED IN FRONTIER STATES.— 

‘‘(i) IN GENERAL.—Subject to clause (ii), for 
purposes of payment for services furnished in a 
frontier State (as defined in section 
1886(d)(3)(E)(iii)(II)) on or after January 1, 2011, 
after calculating the practice expense index in 
subparagraph (A)(i), the Secretary shall in-
crease any such index to 1.00 if such index 
would otherwise be less that 1.00. The preceding 
sentence shall not be applied in a budget neu-
tral manner. 

‘‘(ii) LIMITATION.—This subparagraph shall 
not apply to services furnished in a State that 
receives a non-labor related share adjustment 
under section 1886(d)(5)(H).’’. 
SEC. 10325. REVISION TO SKILLED NURSING FA-

CILITY PROSPECTIVE PAYMENT SYS-
TEM. 

(a) TEMPORARY DELAY OF RUG–IV.—Notwith-
standing any other provision of law, the Sec-
retary of Health and Human Services shall not, 
prior to October 1, 2011, implement Version 4 of 
the Resource Utilization Groups (in this sub-
section refereed to as ‘‘RUG–IV’’) published in 
the Federal Register on August 11, 2009, entitled 
‘‘Prospective Payment System and Consolidated 
Billing for Skilled Nursing Facilities for FY 
2010; Minimum Data Set, Version 3.0 for Skilled 
Nursing Facilities and Medicaid Nursing Facili-
ties’’ (74 Fed. Reg. 40288). Beginning on October 
1, 2010, the Secretary of Health and Human 
Services shall implement the change specific to 
therapy furnished on a concurrent basis that is 
a component of RUG–IV and changes to the 
lookback period to ensure that only those serv-
ices furnished after admission to a skilled nurs-
ing facility are used as factors in determining a 
case mix classification under the skilled nursing 
facility prospective payment system under sec-
tion 1888(e) of the Social Security Act (42 U.S.C. 
1395yy(e)). 

(b) CONSTRUCTION.—Nothing in this section 
shall be interpreted as delaying the implementa-
tion of Version 3.0 of the Minimum Data Sets 
(MDS 3.0) beyond the planned implementation 
date of October 1, 2010. 
SEC. 10326. PILOT TESTING PAY-FOR-PERFORM-

ANCE PROGRAMS FOR CERTAIN 
MEDICARE PROVIDERS. 

(a) IN GENERAL.—Not later than January 1, 
2016, the Secretary of Health and Human Serv-
ices (in this section referred to as the ‘‘Sec-
retary’’) shall, for each provider described in 
subsection (b), conduct a separate pilot program 
under title XVIII of the Social Security Act to 
test the implementation of a value-based pur-
chasing program for payments under such title 
for the provider. 

(b) PROVIDERS DESCRIBED.—The providers de-
scribed in this paragraph are the following: 

(1) Psychiatric hospitals (as described in 
clause (i) of section 1886(d)(1)(B) of such Act (42 
U.S.C. 1395ww(d)(1)(B))) and psychiatric units 

(as described in the matter following clause (v) 
of such section). 

(2) Long-term care hospitals (as described in 
clause (iv) of such section). 

(3) Rehabilitation hospitals (as described in 
clause (ii) of such section). 

(4) PPS-exempt cancer hospitals (as described 
in clause (v) of such section). 

(5) Hospice programs (as defined in section 
1861(dd)(2) of such Act (42 U.S.C. 1395x(dd)(2))). 

(c) WAIVER AUTHORITY.—The Secretary may 
waive such requirements of titles XI and XVIII 
of the Social Security Act as may be necessary 
solely for purposes of carrying out the pilot pro-
grams under this section. 

(d) NO ADDITIONAL PROGRAM EXPENDI-
TURES.—Payments under this section under the 
separate pilot program for value based pur-
chasing (as described in subsection (a)) for each 
provider type described in paragraphs (1) 
through (5) of subsection (b) for applicable items 
and services under title XVIII of the Social Se-
curity Act for a year shall be established in a 
manner that does not result in spending more 
under each such value based purchasing pro-
gram for such year than would otherwise be ex-
pended for such provider type for such year if 
the pilot program were not implemented, as esti-
mated by the Secretary. 

(e) EXPANSION OF PILOT PROGRAM.—The Sec-
retary may, at any point after January 1, 2018, 
expand the duration and scope of a pilot pro-
gram conducted under this subsection, to the ex-
tent determined appropriate by the Secretary, 
if— 

(1) the Secretary determines that such expan-
sion is expected to— 

(A) reduce spending under title XVIII of the 
Social Security Act without reducing the quality 
of care; or 

(B) improve the quality of care and reduce 
spending; 

(2) the Chief Actuary of the Centers for Medi-
care & Medicaid Services certifies that such ex-
pansion would reduce program spending under 
such title XVIII; and 

(3) the Secretary determines that such expan-
sion would not deny or limit the coverage or 
provision of benefits under such title XIII for 
Medicare beneficiaries. 
SEC. 10327. IMPROVEMENTS TO THE PHYSICIAN 

QUALITY REPORTING SYSTEM. 
(a) IN GENERAL.—Section 1848(m) of the Social 

Security Act (42 U.S.C. 1395w–4(m)) is amended 
by adding at the end the following new para-
graph: 

‘‘(7) ADDITIONAL INCENTIVE PAYMENT.— 
‘‘(A) IN GENERAL.—For 2011 through 2014, if 

an eligible professional meets the requirements 
described in subparagraph (B), the applicable 
quality percent for such year, as described in 
clauses (iii) and (iv) of paragraph (1)(B), shall 
be increased by 0.5 percentage points. 

‘‘(B) REQUIREMENTS DESCRIBED.—In order to 
qualify for the additional incentive payment de-
scribed in subparagraph (A), an eligible profes-
sional shall meet the following requirements: 

‘‘(i) The eligible professional shall— 
‘‘(I) satisfactorily submit data on quality 

measures for purposes of paragraph (1) for a 
year; and 

‘‘(II) have such data submitted on their behalf 
through a Maintenance of Certification Pro-
gram (as defined in subparagraph (C)(i)) that 
meets— 

‘‘(aa) the criteria for a registry (as described 
in subsection (k)(4)); or 

‘‘(bb) an alternative form and manner deter-
mined appropriate by the Secretary. 

‘‘(ii) The eligible professional, more frequently 
than is required to qualify for or maintain board 
certification status— 

‘‘(I) participates in such a Maintenance of 
Certification program for a year; and 

‘‘(II) successfully completes a qualified Main-
tenance of Certification Program practice as-
sessment (as defined in subparagraph (C)(ii)) for 
such year. 
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‘‘(iii) A Maintenance of Certification program 

submits to the Secretary, on behalf of the eligi-
ble professional, information— 

‘‘(I) in a form and manner specified by the 
Secretary, that the eligible professional has suc-
cessfully met the requirements of clause (ii) 
(which may be in the form of a structural meas-
ure); 

‘‘(II) if requested by the Secretary, on the sur-
vey of patient experience with care (as described 
in subparagraph (C)(ii)(II)); and 

‘‘(III) as the Secretary may require, on the 
methods, measures, and data used under the 
Maintenance of Certification Program and the 
qualified Maintenance of Certification Program 
practice assessment. 

‘‘(C) DEFINITIONS.—For purposes of this para-
graph: 

‘‘(i) The term ‘Maintenance of Certification 
Program’ means a continuous assessment pro-
gram, such as qualified American Board of Med-
ical Specialties Maintenance of Certification 
program or an equivalent program (as deter-
mined by the Secretary), that advances quality 
and the lifelong learning and self-assessment of 
board certified specialty physicians by focusing 
on the competencies of patient care, medical 
knowledge, practice-based learning, inter-
personal and communication skills and profes-
sionalism. Such a program shall include the fol-
lowing: 

‘‘(I) The program requires the physician to 
maintain a valid, unrestricted medical license in 
the United States. 

‘‘(II) The program requires a physician to par-
ticipate in educational and self-assessment pro-
grams that require an assessment of what was 
learned. 

‘‘(III) The program requires a physician to 
demonstrate, through a formalized, secure exam-
ination, that the physician has the fundamental 
diagnostic skills, medical knowledge, and clin-
ical judgment to provide quality care in their re-
spective specialty. 

‘‘(IV) The program requires successful comple-
tion of a qualified Maintenance of Certification 
Program practice assessment as described in 
clause (ii). 

‘‘(ii) The term ‘qualified Maintenance of Cer-
tification Program practice assessment’ means 
an assessment of a physician’s practice that— 

‘‘(I) includes an initial assessment of an eligi-
ble professional’s practice that is designed to 
demonstrate the physician’s use of evidence- 
based medicine; 

‘‘(II) includes a survey of patient experience 
with care; and 

‘‘(III) requires a physician to implement a 
quality improvement intervention to address a 
practice weakness identified in the initial as-
sessment under subclause (I) and then to re-
measure to assess performance improvement 
after such intervention.’’. 

(b) AUTHORITY.—Section 3002(c) of this Act is 
amended by adding at the end the following 
new paragraph: 

‘‘(3) AUTHORITY.—For years after 2014, if the 
Secretary of Health and Human Services deter-
mines it to be appropriate, the Secretary may in-
corporate participation in a Maintenance of 
Certification Program and successful completion 
of a qualified Maintenance of Certification Pro-
gram practice assessment into the composite of 
measures of quality of care furnished pursuant 
to the physician fee schedule payment modifier, 
as described in section 1848(p)(2) of the Social 
Security Act (42 U.S.C. 1395w–4(p)(2)).’’. 

(c) ELIMINATION OF MA REGIONAL PLAN STA-
BILIZATION FUND.— 

(1) IN GENERAL.—Section 1858 of the Social Se-
curity Act (42 U.S.C. 1395w–27a) is amended by 
striking subsection (e). 

(2) TRANSITION.—Any amount contained in 
the MA Regional Plan Stabilization Fund as of 
the date of the enactment of this Act shall be 
transferred to the Federal Supplementary Med-
ical Insurance Trust Fund. 

SEC. 10328. IMPROVEMENT IN PART D MEDICA-
TION THERAPY MANAGEMENT (MTM) 
PROGRAMS. 

(a) IN GENERAL.—Section 1860D–4(c)(2) of the 
Social Security Act (42 U.S.C. 1395w–104(c)(2)) is 
amended— 

(1) by redesignating subparagraphs (C), (D), 
and (E) as subparagraphs (E), (F), and (G), re-
spectively; and 

(2) by inserting after subparagraph (B) the 
following new subparagraphs: 

‘‘(C) REQUIRED INTERVENTIONS.—For plan 
years beginning on or after the date that is 2 
years after the date of the enactment of the Pa-
tient Protection and Affordable Care Act, pre-
scription drug plan sponsors shall offer medica-
tion therapy management services to targeted 
beneficiaries described in subparagraph (A)(ii) 
that include, at a minimum, the following to in-
crease adherence to prescription medications or 
other goals deemed necessary by the Secretary: 

‘‘(i) An annual comprehensive medication re-
view furnished person-to-person or using tele-
health technologies (as defined by the Sec-
retary) by a licensed pharmacist or other quali-
fied provider. The comprehensive medication re-
view— 

‘‘(I) shall include a review of the individual’s 
medications and may result in the creation of a 
recommended medication action plan or other 
actions in consultation with the individual and 
with input from the prescriber to the extent nec-
essary and practicable; and 

‘‘(II) shall include providing the individual 
with a written or printed summary of the results 
of the review. 
The Secretary, in consultation with relevant 
stakeholders, shall develop a standardized for-
mat for the action plan under subclause (I) and 
the summary under subclause (II). 

‘‘(ii) Follow-up interventions as warranted 
based on the findings of the annual medication 
review or the targeted medication enrollment 
and which may be provided person-to-person or 
using telehealth technologies (as defined by the 
Secretary). 

‘‘(D) ASSESSMENT.—The prescription drug 
plan sponsor shall have in place a process to as-
sess, at least on a quarterly basis, the medica-
tion use of individuals who are at risk but not 
enrolled in the medication therapy management 
program, including individuals who have expe-
rienced a transition in care, if the prescription 
drug plan sponsor has access to that informa-
tion. 

‘‘(E) AUTOMATIC ENROLLMENT WITH ABILITY 
TO OPT-OUT.—The prescription drug plan spon-
sor shall have in place a process to— 

‘‘(i) subject to clause (ii), automatically enroll 
targeted beneficiaries described in subparagraph 
(A)(ii), including beneficiaries identified under 
subparagraph (D), in the medication therapy 
management program required under this sub-
section; and 

‘‘(ii) permit such beneficiaries to opt-out of 
enrollment in such program.’’. 

(b) RULE OF CONSTRUCTION.—Nothing in this 
section shall limit the authority of the Secretary 
of Health and Human Services to modify or 
broaden requirements for a medication therapy 
management program under part D of title 
XVIII of the Social Security Act or to study new 
models for medication therapy management 
through the Center for Medicare and Medicaid 
Innovation under section 1115A of such Act, as 
added by section 3021. 
SEC. 10329. DEVELOPING METHODOLOGY TO AS-

SESS HEALTH PLAN VALUE. 
(a) DEVELOPMENT.—The Secretary of Health 

and Human Services (referred to in this section 
as the ‘‘Secretary’’), in consultation with rel-
evant stakeholders including health insurance 
issuers, health care consumers, employers, 
health care providers, and other entities deter-
mined appropriate by the Secretary, shall de-
velop a methodology to measure health plan 
value. Such methodology shall take into consid-
eration, where applicable— 

(1) the overall cost to enrollees under the 
plan; 

(2) the quality of the care provided for under 
the plan; 

(3) the efficiency of the plan in providing 
care; 

(4) the relative risk of the plan’s enrollees as 
compared to other plans; 

(5) the actuarial value or other comparative 
measure of the benefits covered under the plan; 
and 

(6) other factors determined relevant by the 
Secretary. 

(b) REPORT.—Not later than 18 months after 
the date of enactment of this Act, the Secretary 
shall submit to Congress a report concerning the 
methodology developed under subsection (a). 
SEC. 10330. MODERNIZING COMPUTER AND DATA 

SYSTEMS OF THE CENTERS FOR 
MEDICARE & MEDICAID SERVICES 
TO SUPPORT IMPROVEMENTS IN 
CARE DELIVERY. 

(a) IN GENERAL.—The Secretary of Health and 
Human Services (in this section referred to as 
the ‘‘Secretary’’) shall develop a plan (and de-
tailed budget for the resources needed to imple-
ment such plan) to modernize the computer and 
data systems of the Centers for Medicare & 
Medicaid Services (in this section referred to as 
‘‘CMS’’). 

(b) CONSIDERATIONS.—In developing the plan, 
the Secretary shall consider how such modern-
ized computer system could— 

(1) in accordance with the regulations promul-
gated under section 264(c) of the Health Insur-
ance Portability and Accountability Act of 1996, 
make available data in a reliable and timely 
manner to providers of services and suppliers to 
support their efforts to better manage and co-
ordinate care furnished to beneficiaries of CMS 
programs; and 

(2) support consistent evaluations of payment 
and delivery system reforms under CMS pro-
grams. 

(c) POSTING OF PLAN.—By not later than 9 
months after the date of the enactment of this 
Act, the Secretary shall post on the website of 
the Centers for Medicare & Medicaid Services 
the plan described in subsection (a). 
SEC. 10331. PUBLIC REPORTING OF PERFORM-

ANCE INFORMATION. 
(a) IN GENERAL.— 
(1) DEVELOPMENT.—Not later than January 1, 

2011, the Secretary shall develop a Physician 
Compare Internet website with information on 
physicians enrolled in the Medicare program 
under section 1866(j) of the Social Security Act 
(42 U.S.C. 1395cc(j)) and other eligible profes-
sionals who participate in the Physician Qual-
ity Reporting Initiative under section 1848 of 
such Act (42 U.S.C. 1395w–4). 

(2) PLAN.—Not later than January 1, 2013, 
and with respect to reporting periods that begin 
no earlier than January 1, 2012, the Secretary 
shall also implement a plan for making publicly 
available through Physician Compare, con-
sistent with subsection (c), information on phy-
sician performance that provides comparable in-
formation for the public on quality and patient 
experience measures with respect to physicians 
enrolled in the Medicare program under such 
section 1866(j). To the extent scientifically sound 
measures that are developed consistent with the 
requirements of this section are available, such 
information, to the extent practicable, shall in-
clude— 

(A) measures collected under the Physician 
Quality Reporting Initiative; 

(B) an assessment of patient health outcomes 
and the functional status of patients; 

(C) an assessment of the continuity and co-
ordination of care and care transitions, includ-
ing episodes of care and risk-adjusted resource 
use; 

(D) an assessment of efficiency; 
(E) an assessment of patient experience and 

patient, caregiver, and family engagement; 
(F) an assessment of the safety, effectiveness, 

and timeliness of care; and 
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(G) other information as determined appro-

priate by the Secretary. 
(b) OTHER REQUIRED CONSIDERATIONS.—In de-

veloping and implementing the plan described in 
subsection (a)(2), the Secretary shall, to the ex-
tent practicable, include— 

(1) processes to assure that data made public, 
either by the Centers for Medicare & Medicaid 
Services or by other entities, is statistically valid 
and reliable, including risk adjustment mecha-
nisms used by the Secretary; 

(2) processes by which a physician or other el-
igible professional whose performance on meas-
ures is being publicly reported has a reasonable 
opportunity, as determined by the Secretary, to 
review his or her individual results before they 
are made public; 

(3) processes by the Secretary to assure that 
the implementation of the plan and the data 
made available on Physician Compare provide a 
robust and accurate portrayal of a physician’s 
performance; 

(4) data that reflects the care provided to all 
patients seen by physicians, under both the 
Medicare program and, to the extent prac-
ticable, other payers, to the extent such infor-
mation would provide a more accurate portrayal 
of physician performance; 

(5) processes to ensure appropriate attribution 
of care when multiple physicians and other pro-
viders are involved in the care of a patient; 

(6) processes to ensure timely statistical per-
formance feedback is provided to physicians 
concerning the data reported under any pro-
gram subject to public reporting under this sec-
tion; and 

(7) implementation of computer and data sys-
tems of the Centers for Medicare & Medicaid 
Services that support valid, reliable, and accu-
rate public reporting activities authorized under 
this section. 

(c) ENSURING PATIENT PRIVACY.—The Sec-
retary shall ensure that information on physi-
cian performance and patient experience is not 
disclosed under this section in a manner that 
violates sections 552 or 552a of title 5, United 
States Code, with regard to the privacy of indi-
vidually identifiable health information. 

(d) FEEDBACK FROM MULTI-STAKEHOLDER 
GROUPS.—The Secretary shall take into consid-
eration input provided by multi-stakeholder 
groups, consistent with sections 1890(b)(7) and 
1890A of the Social Security Act, as added by 
section 3014 of this Act, in selecting quality 
measures for use under this section. 

(e) CONSIDERATION OF TRANSITION TO VALUE- 
BASED PURCHASING.—In developing the plan 
under this subsection (a)(2), the Secretary shall, 
as the Secretary determines appropriate, con-
sider the plan to transition to a value-based 
purchasing program for physicians and other 
practitioners developed under section 131 of the 
Medicare Improvements for Patients and Pro-
viders Act of 2008 (Public Law 110–275). 

(f) REPORT TO CONGRESS.—Not later than Jan-
uary 1, 2015, the Secretary shall submit to Con-
gress a report on the Physician Compare Inter-
net website developed under subsection (a)(1). 
Such report shall include information on the ef-
forts of and plans made by the Secretary to col-
lect and publish data on physician quality and 
efficiency and on patient experience of care in 
support of value-based purchasing and con-
sumer choice, together with recommendations 
for such legislation and administrative action as 
the Secretary determines appropriate. 

(g) EXPANSION.—At any time before the date 
on which the report is submitted under sub-
section (f), the Secretary may expand (including 
expansion to other providers of services and 
suppliers under title XVIII of the Social Secu-
rity Act) the information made available on 
such website. 

(h) FINANCIAL INCENTIVES TO ENCOURAGE 
CONSUMERS TO CHOOSE HIGH QUALITY PRO-
VIDERS.—The Secretary may establish a dem-
onstration program, not later than January 1, 
2019, to provide financial incentives to Medicare 

beneficiaries who are furnished services by high 
quality physicians, as determined by the Sec-
retary based on factors in subparagraphs (A) 
through (G) of subsection (a)(2). In no case may 
Medicare beneficiaries be required to pay in-
creased premiums or cost sharing or be subject 
to a reduction in benefits under title XVIII of 
the Social Security Act as a result of such dem-
onstration program. The Secretary shall ensure 
that any such demonstration program does not 
disadvantage those beneficiaries without rea-
sonable access to high performing physicians or 
create financial inequities under such title. 

(i) DEFINITIONS.—In this section: 
(1) ELIGIBLE PROFESSIONAL.—The term ‘‘eligi-

ble professional’’ has the meaning given that 
term for purposes of the Physician Quality Re-
porting Initiative under section 1848 of the So-
cial Security Act (42 U.S.C. 1395w–4). 

(2) PHYSICIAN.—The term ‘‘physician’’ has the 
meaning given that term in section 1861(r) of 
such Act (42 U.S.C. 1395x(r)). 

(3) PHYSICIAN COMPARE.—The term ‘‘Physi-
cian Compare’’ means the Internet website de-
veloped under subsection (a)(1). 

(4) SECRETARY.—The term ‘‘Secretary’’ means 
the Secretary of Health and Human Services. 
SEC. 10332. AVAILABILITY OF MEDICARE DATA 

FOR PERFORMANCE MEASUREMENT. 
(a) IN GENERAL.—Section 1874 of the Social 

Security Act (42 U.S.C. 1395kk) is amended by 
adding at the end the following new subsection: 

‘‘(e) AVAILABILITY OF MEDICARE DATA.— 
‘‘(1) IN GENERAL.—Subject to paragraph (4), 

the Secretary shall make available to qualified 
entities (as defined in paragraph (2)) data de-
scribed in paragraph (3) for the evaluation of 
the performance of providers of services and 
suppliers. 

‘‘(2) QUALIFIED ENTITIES.—For purposes of 
this subsection, the term ‘qualified entity’ means 
a public or private entity that— 

‘‘(A) is qualified (as determined by the Sec-
retary) to use claims data to evaluate the per-
formance of providers of services and suppliers 
on measures of quality, efficiency, effectiveness, 
and resource use; and 

‘‘(B) agrees to meet the requirements described 
in paragraph (4) and meets such other require-
ments as the Secretary may specify, such as en-
suring security of data. 

‘‘(3) DATA DESCRIBED.—The data described in 
this paragraph are standardized extracts (as de-
termined by the Secretary) of claims data under 
parts A, B, and D for items and services fur-
nished under such parts for one or more speci-
fied geographic areas and time periods requested 
by a qualified entity. The Secretary shall take 
such actions as the Secretary deems necessary to 
protect the identity of individuals entitled to or 
enrolled for benefits under such parts. 

‘‘(4) REQUIREMENTS.— 
‘‘(A) FEE.—Data described in paragraph (3) 

shall be made available to a qualified entity 
under this subsection at a fee equal to the cost 
of making such data available. Any fee collected 
pursuant to the preceding sentence shall be de-
posited into the Federal Supplementary Medical 
Insurance Trust Fund under section 1841. 

‘‘(B) SPECIFICATION OF USES AND METHODOLO-
GIES.—A qualified entity requesting data under 
this subsection shall— 

‘‘(i) submit to the Secretary a description of 
the methodologies that such qualified entity will 
use to evaluate the performance of providers of 
services and suppliers using such data; 

‘‘(ii)(I) except as provided in subclause (II), if 
available, use standard measures, such as meas-
ures endorsed by the entity with a contract 
under section 1890(a) and measures developed 
pursuant to section 931 of the Public Health 
Service Act; or 

‘‘(II) use alternative measures if the Sec-
retary, in consultation with appropriate stake-
holders, determines that use of such alternative 
measures would be more valid, reliable, respon-
sive to consumer preferences, cost-effective, or 
relevant to dimensions of quality and resource 
use not addressed by such standard measures; 

‘‘(iii) include data made available under this 
subsection with claims data from sources other 
than claims data under this title in the evalua-
tion of performance of providers of services and 
suppliers; 

‘‘(iv) only include information on the evalua-
tion of performance of providers and suppliers 
in reports described in subparagraph (C); 

‘‘(v) make available to providers of services 
and suppliers, upon their request, data made 
available under this subsection; and 

‘‘(vi) prior to their release, submit to the Sec-
retary the format of reports under subparagraph 
(C). 

‘‘(C) REPORTS.—Any report by a qualified en-
tity evaluating the performance of providers of 
services and suppliers using data made available 
under this subsection shall— 

‘‘(i) include an understandable description of 
the measures, which shall include quality meas-
ures and the rationale for use of other measures 
described in subparagraph (B)(ii)(II), risk ad-
justment methods, physician attribution meth-
ods, other applicable methods, data specifica-
tions and limitations, and the sponsors, so that 
consumers, providers of services and suppliers, 
health plans, researchers, and other stake-
holders can assess such reports; 

‘‘(ii) be made available confidentially, to any 
provider of services or supplier to be identified 
in such report, prior to the public release of 
such report, and provide an opportunity to ap-
peal and correct errors; 

‘‘(iii) only include information on a provider 
of services or supplier in an aggregate form as 
determined appropriate by the Secretary; and 

‘‘(iv) except as described in clause (ii), be 
made available to the public. 

‘‘(D) APPROVAL AND LIMITATION OF USES.— 
The Secretary shall not make data described in 
paragraph (3) available to a qualified entity un-
less the qualified entity agrees to release the in-
formation on the evaluation of performance of 
providers of services and suppliers. Such entity 
shall only use such data, and information de-
rived from such evaluation, for the reports 
under subparagraph (C). Data released to a 
qualified entity under this subsection shall not 
be subject to discovery or admission as evidence 
in judicial or administrative proceedings with-
out consent of the applicable provider of services 
or supplier.’’. 

(b) EFFECTIVE DATE.—The amendment made 
by subsection (a) shall take effect on January 1, 
2012. 
SEC. 10333. COMMUNITY-BASED COLLABORATIVE 

CARE NETWORKS. 
Part D of title III of the Public Health Service 

Act (42 U.S.C. 254b et seq.) is amended by add-
ing at the end the following new subpart: 
‘‘Subpart XI—Community-Based Collaborative 

Care Network Program 
‘‘SEC. 340H. COMMUNITY-BASED COLLABORATIVE 

CARE NETWORK PROGRAM. 
‘‘(a) IN GENERAL.—The Secretary may award 

grants to eligible entities to support community- 
based collaborative care networks that meet the 
requirements of subsection (b). 

‘‘(b) COMMUNITY-BASED COLLABORATIVE CARE 
NETWORKS.— 

‘‘(1) DESCRIPTION.—A community-based col-
laborative care network (referred to in this sec-
tion as a ‘network’) shall be a consortium of 
health care providers with a joint governance 
structure (including providers within a single 
entity) that provides comprehensive coordinated 
and integrated health care services (as defined 
by the Secretary) for low-income populations. 

‘‘(2) REQUIRED INCLUSION.—A network shall 
include the following providers (unless such 
provider does not exist within the community, 
declines or refuses to participate, or places un-
reasonable conditions on their participation): 

‘‘(A) A hospital that meets the criteria in sec-
tion 1923(b)(1) of the Social Security Act; and 

‘‘(B) All Federally qualified health centers (as 
defined in section 1861(aa) of the Social Security 
Act located in the community. 
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‘‘(3) PRIORITY.—In awarding grants, the Sec-

retary shall give priority to networks that in-
clude— 

‘‘(A) the capability to provide the broadest 
range of services to low-income individuals; 

‘‘(B) the broadest range of providers that cur-
rently serve a high volume of low-income indi-
viduals; and 

‘‘(C) a county or municipal department of 
health. 

‘‘(c) APPLICATION.— 
‘‘(1) APPLICATION.—A network described in 

subsection (b) shall submit an application to the 
Secretary. 

‘‘(2) RENEWAL.—In subsequent years, based on 
the performance of grantees, the Secretary may 
provide renewal grants to prior year grant re-
cipients. 

‘‘(d) USE OF FUNDS.— 
‘‘(1) USE BY GRANTEES.—Grant funds may be 

used for the following activities: 
‘‘(A) Assist low-income individuals to— 
‘‘(i) access and appropriately use health serv-

ices; 
‘‘(ii) enroll in health coverage programs; and 
‘‘(iii) obtain a regular primary care provider 

or a medical home. 
‘‘(B) Provide case management and care man-

agement. 
‘‘(C) Perform health outreach using neighbor-

hood health workers or through other means. 
‘‘(D) Provide transportation. 
‘‘(E) Expand capacity, including through tele-

health, after-hours services or urgent care. 
‘‘(F) Provide direct patient care services. 
‘‘(2) GRANT FUNDS TO HRSA GRANTEES.—The 

Secretary may limit the percent of grant funding 
that may be spent on direct care services pro-
vided by grantees of programs administered by 
the Health Resources and Services Administra-
tion or impose other requirements on such 
grantees deemed necessary. 

‘‘(e) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section such sums as may be necessary 
for each of fiscal years 2011 through 2015.’’. 
SEC. 10334. MINORITY HEALTH. 

(a) OFFICE OF MINORITY HEALTH.— 
(1) IN GENERAL.—Section 1707 of the Public 

Health Service Act (42 U.S.C. 300u–6) is amend-
ed— 

(A) in subsection (a), by striking ‘‘within the 
Office of Public Health and Science’’ and all 
that follows through the end and inserting ‘‘. 
The Office of Minority Health as existing on the 
date of enactment of the Patient Protection and 
Affordable Care Act shall be transferred to the 
Office of the Secretary in such manner that 
there is established in the Office of the Sec-
retary, the Office of Minority Health, which 
shall be headed by the Deputy Assistant Sec-
retary for Minority Health who shall report di-
rectly to the Secretary, and shall retain and 
strengthen authorities (as in existence on such 
date of enactment) for the purpose of improving 
minority health and the quality of health care 
minorities receive, and eliminating racial and 
ethnic disparities. In carrying out this sub-
section, the Secretary, acting through the Dep-
uty Assistant Secretary, shall award grants, 
contracts, enter into memoranda of under-
standing, cooperative, interagency, intra-agency 
and other agreements with public and nonprofit 
private entities, agencies, as well as Depart-
mental and Cabinet agencies and organizations, 
and with organizations that are indigenous 
human resource providers in communities of 
color to assure improved health status of racial 
and ethnic minorities, and shall develop meas-
ures to evaluate the effectiveness of activities 
aimed at reducing health disparities and sup-
porting the local community. Such measures 
shall evaluate community outreach activities, 
language services, workforce cultural com-
petence, and other areas as determined by the 
Secretary.’’; and 

(B) by striking subsection (h) and inserting 
the following: 

‘‘(h) AUTHORIZATION OF APPROPRIATIONS.— 
For the purpose of carrying out this section, 
there are authorized to be appropriated such 
sums as may be necessary for each of fiscal 
years 2011 through 2016.’’. 

(2) TRANSFER OF FUNCTIONS.—There are trans-
ferred to the Office of Minority Health in the of-
fice of the Secretary of Health and Human Serv-
ices, all duties, responsibilities, authorities, ac-
countabilities, functions, staff, funds, award 
mechanisms, and other entities under the au-
thority of the Office of Minority Health of the 
Public Health Service as in effect on the date 
before the date of enactment of this Act, which 
shall continue in effect according to the terms in 
effect on the date before such date of enactment, 
until modified, terminated, superseded, set 
aside, or revoked in accordance with law by the 
President, the Secretary, a court of competent 
jurisdiction, or by operation of law. 

(3) REPORTS.—Not later than 1 year after the 
date of enactment of this section, and biennially 
thereafter, the Secretary of Health and Human 
Services shall prepare and submit to the appro-
priate committees of Congress a report describ-
ing the activities carried out under section 1707 
of the Public Health Service Act (as amended by 
this subsection) during the period for which the 
report is being prepared. Not later than 1 year 
after the date of enactment of this section, and 
biennially thereafter, the heads of each of the 
agencies of the Department of Health and 
Human Services shall submit to the Deputy As-
sistant Secretary for Minority Health a report 
summarizing the minority health activities of 
each of the respective agencies. 

(b) ESTABLISHMENT OF INDIVIDUAL OFFICES OF 
MINORITY HEALTH WITHIN THE DEPARTMENT OF 
HEALTH AND HUMAN SERVICES.— 

(1) IN GENERAL.—Title XVII of the Public 
Health Service Act (42 U.S.C. 300u et seq.) is 
amended by inserting after section 1707 the fol-
lowing section: 
‘‘SEC. 1707A. INDIVIDUAL OFFICES OF MINORITY 

HEALTH WITHIN THE DEPARTMENT. 
‘‘(a) IN GENERAL.—The head of each agency 

specified in subsection (b)(1) shall establish 
within the agency an office to be known as the 
Office of Minority Health. The head of each 
such Office shall be appointed by the head of 
the agency within which the Office is estab-
lished, and shall report directly to the head of 
the agency. The head of such agency shall carry 
out this section (as this section relates to the 
agency) acting through such Director. 

‘‘(b) SPECIFIED AGENCIES.—The agencies re-
ferred to in subsection (a) are the Centers for 
Disease Control and Prevention, the Health Re-
sources and Services Administration, the Sub-
stance Abuse and Mental Health Services Ad-
ministration, the Agency for Healthcare Re-
search and Quality, the Food and Drug Admin-
istration, and the Centers for Medicare & Med-
icaid Services. 

‘‘(c) DIRECTOR; APPOINTMENT.—Each Office of 
Minority Health established in an agency listed 
in subsection (a) shall be headed by a director, 
with documented experience and expertise in mi-
nority health services research and health dis-
parities elimination. 

‘‘(d) REFERENCES.—Except as otherwise speci-
fied, any reference in Federal law to an Office 
of Minority Health (in the Department of 
Health and Human Services) is deemed to be a 
reference to the Office of Minority Health in the 
Office of the Secretary. 

‘‘(e) FUNDING.— 
‘‘(1) ALLOCATIONS.—Of the amounts appro-

priated for a specified agency for a fiscal year, 
the Secretary must designate an appropriate 
amount of funds for the purpose of carrying out 
activities under this section through the minor-
ity health office of the agency. In reserving an 
amount under the preceding sentence for a mi-
nority health office for a fiscal year, the Sec-
retary shall reduce, by substantially the same 
percentage, the amount that otherwise would be 
available for each of the programs of the des-
ignated agency involved. 

‘‘(2) AVAILABILITY OF FUNDS FOR STAFFING.— 
The purposes for which amounts made available 
under paragraph may be expended by a minor-
ity health office include the costs of employing 
staff for such office.’’. 

(2) NO NEW REGULATORY AUTHORITY.—Nothing 
in this subsection and the amendments made by 
this subsection may be construed as establishing 
regulatory authority or modifying any existing 
regulatory authority. 

(3) LIMITATION ON TERMINATION.—Notwith-
standing any other provision of law, a Federal 
office of minority health or Federal appointive 
position with primary responsibility over minor-
ity health issues that is in existence in an office 
of agency of the Department of Health and 
Human Services on the date of enactment of this 
section shall not be terminated, reorganized, or 
have any of its power or duties transferred un-
less such termination, reorganization, or trans-
fer is approved by an Act of Congress. 

(c) REDESIGNATION OF NATIONAL CENTER ON 
MINORITY HEALTH AND HEALTH DISPARITIES.— 

(1) REDESIGNATION.—Title IV of the Public 
Health Service Act (42 U.S.C. 281 et seq.) is 
amended— 

(A) by redesignating subpart 6 of part E as 
subpart 20; 

(B) by transferring subpart 20, as so redesig-
nated, to part C of such title IV; 

(C) by inserting subpart 20, as so redesig-
nated, after subpart 19 of such part C; and 

(D) in subpart 20, as so redesignated— 
(i) by redesignating sections 485E through 

485H as sections 464z–3 through 464z–6, respec-
tively; 

(ii) by striking ‘‘National Center on Minority 
Health and Health Disparities’’ each place such 
term appears and inserting ‘‘National Institute 
on Minority Health and Health Disparities’’; 
and 

(iii) by striking ‘‘Center’’ each place such term 
appears and inserting ‘‘Institute’’. 

(2) PURPOSE OF INSTITUTE; DUTIES.—Section 
464z–3 of the Public Health Service Act, as so re-
designated, is amended— 

(A) in subsection (h)(1), by striking ‘‘research 
endowments at centers of excellence under sec-
tion 736.’’ and inserting the following: ‘‘research 
endowments— 

‘‘(1) at centers of excellence under section 736; 
and 

‘‘(2) at centers of excellence under section 
464z–4.’’; 

(B) in subsection (h)(2)(A), by striking ‘‘aver-
age’’ and inserting ‘‘median’’; and 

(C) by adding at the end the following: 
‘‘(h) INTERAGENCY COORDINATION.—The Di-

rector of the Institute, as the primary Federal 
officials with responsibility for coordinating all 
research and activities conducted or supported 
by the National Institutes of Health on minority 
health and health disparities, shall plan, co-
ordinate, review and evaluate research and 
other activities conducted or supported by the 
Institutes and Centers of the National Institutes 
of Health.’’. 

(3) TECHNICAL AND CONFORMING AMEND-
MENTS.— 

(A) Section 401(b)(24) of the Public Health 
Service Act (42 U.S.C. 281(b)(24)) is amended by 
striking ‘‘Center’’ and inserting ‘‘Institute’’. 

(B) Subsection (d)(1) of section 903 of the Pub-
lic Health Service Act (42 U.S.C. 299a–1(d)(1)) is 
amended by striking ‘‘section 485E’’ and insert-
ing ‘‘section 464z–3’’. 
SEC. 10335. TECHNICAL CORRECTION TO THE 

HOSPITAL VALUE-BASED PUR-
CHASING PROGRAM. 

Section 1886(o)(2)A) of the Social Security Act, 
as added by section 3001, is amended, in the first 
sentence, by inserting ‘‘, other than measures of 
readmissions,’’ after ‘‘shall select measures’’. 
SEC. 10336. GAO STUDY AND REPORT ON MEDI-

CARE BENEFICIARY ACCESS TO 
HIGH-QUALITY DIALYSIS SERVICES. 

(a) STUDY.— 
(1) IN GENERAL.—The Comptroller General of 

the United States shall conduct a study on the 
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impact on Medicare beneficiary access to high- 
quality dialysis services of including specified 
oral drugs that are furnished to such bene-
ficiaries for the treatment of end stage renal dis-
ease in the bundled prospective payment system 
under section 1881(b)(14) of the Social Security 
Act (42 U.S.C. 1395rr(b)(14)) (pursuant to the 
proposed rule published by the Secretary of 
Health and Human Services in the Federal Reg-
ister on September 29, 2009 (74 Fed. Reg. 49922 et 
seq.)). Such study shall include an analysis of— 

(A) the ability of providers of services and 
renal dialysis facilities to furnish specified oral 
drugs or arrange for the provision of such 
drugs; 

(B) the ability of providers of services and 
renal dialysis facilities to comply, if necessary, 
with applicable State laws (such as State phar-
macy licensure requirements) in order to furnish 
specified oral drugs; 

(C) whether appropriate quality measures 
exist to safeguard care for Medicare bene-
ficiaries being furnished specified oral drugs by 
providers of services and renal dialysis facilities; 
and 

(D) other areas determined appropriate by the 
Comptroller General. 

(2) SPECIFIED ORAL DRUG DEFINED.—For pur-
poses of paragraph (1), the term ‘‘specified oral 
drug’’ means a drug or biological for which 
there is no injectable equivalent (or other non- 
oral form of administration). 

(b) REPORT.—Not later than 1 year after the 
date of the enactment of this Act, the Comp-
troller General of the United States shall submit 
to Congress a report containing the results of 
the study conducted under subsection (a), to-
gether with recommendations for such legisla-
tion and administrative action as the Comp-
troller General determines appropriate. 

Subtitle D—Provisions Relating to Title IV 
SEC. 10401. AMENDMENTS TO SUBTITLE A. 

(a) Section 4001(h)(4) and (5) of this Act is 
amended by striking ‘‘2010’’ each place such ap-
pears and inserting ‘‘2020’’. 

(b) Section 4002(c) of this Act is amended— 
(1) by striking ‘‘research and health 

screenings’’ and inserting ‘‘research, health 
screenings, and initiatives’’; and 

(2) by striking ‘‘for Preventive’’ and inserting 
‘‘Regarding Preventive’’. 

(c) Section 4004(a)(4) of this Act is amended by 
striking ‘‘a Gateway’’ and inserting ‘‘an Ex-
change’’. 
SEC. 10402. AMENDMENTS TO SUBTITLE B. 

(a) Section 399Z–1(a)(1(A) of the Public 
Health Service Act, as added by section 4101(b) 
of this Act, is amended by inserting ‘‘and vi-
sion’’ after ‘‘oral’’. 

(b) Section 1861(hhh)(4)(G) of the Social Secu-
rity Act, as added by section 4103(b), is amended 
to read as follows: 

‘‘(G) A beneficiary shall be eligible to receive 
only an initial preventive physical examination 
(as defined under subsection (ww)(1)) during 
the 12-month period after the date that the 
beneficiary’s coverage begins under part B and 
shall be eligible to receive personalized preven-
tion plan services under this subsection each 
year thereafter provided that the beneficiary 
has not received either an initial preventive 
physical examination or personalized prevention 
plan services within the preceding 12-month pe-
riod.’’. 
SEC. 10403. AMENDMENTS TO SUBTITLE C. 

Section 4201 of this Act is amended— 
(1) in subsection (a), by adding before the pe-

riod the following: ‘‘, with not less than 20 per-
cent of such grants being awarded to rural and 
frontier areas’’; 

(2) in subsection (c)(2)(B)(vii), by striking 
‘‘both urban and rural areas’’ and inserting 
‘‘urban, rural, and frontier areas’’; and 

(3) in subsection (f), by striking ‘‘each fiscal 
years’’ and inserting ‘‘each of fiscal year’’. 
SEC. 10404. AMENDMENTS TO SUBTITLE D. 

Section 399MM(2) of the Public Health Service 
Act, as added by section 4303 of this Act, is 

amended by striking ‘‘by ensuring’’ and insert-
ing ‘‘and ensuring’’. 
SEC. 10405. AMENDMENTS TO SUBTITLE E. 

Subtitle E of title IV of this Act is amended by 
striking section 4401. 
SEC. 10406. AMENDMENT RELATING TO WAIVING 

COINSURANCE FOR PREVENTIVE 
SERVICES. 

Section 4104(b) of this Act is amended to read 
as follows: 

‘‘(b) PAYMENT AND ELIMINATION OF COINSUR-
ANCE IN ALL SETTINGS.—Section 1833(a)(1) of the 
Social Security Act (42 U.S.C. 1395l(a)(1)), as 
amended by section 4103(c)(1), is amended— 

‘‘(1) in subparagraph (T), by inserting ‘(or 100 
percent if such services are recommended with a 
grade of A or B by the United States Preventive 
Services Task Force for any indication or popu-
lation and are appropriate for the individual)’ 
after ‘80 percent’; 

‘‘(2) in subparagraph (W)— 
‘‘(A) in clause (i), by inserting ‘(if such sub-

paragraph were applied, by substituting ‘‘100 
percent’’ for ‘‘80 percent’’)’ after ‘subparagraph 
(D)’; and 

‘‘(B) in clause (ii), by striking ‘80 percent’ and 
inserting ‘100 percent’; 

‘‘(3) by striking ‘and’ before ‘(X)’; and 
‘‘(4) by inserting before the semicolon at the 

end the following: ‘, and (Y) with respect to pre-
ventive services described in subparagraphs (A) 
and (B) of section 1861(ddd)(3) that are appro-
priate for the individual and, in the case of such 
services described in subparagraph (A), are rec-
ommended with a grade of A or B by the United 
States Preventive Services Task Force for any 
indication or population, the amount paid shall 
be 100 percent of (i) except as provided in clause 
(ii), the lesser of the actual charge for the serv-
ices or the amount determined under the fee 
schedule that applies to such services under this 
part, and (ii) in the case of such services that 
are covered OPD services (as defined in sub-
section (t)(1)(B)), the amount determined under 
subsection (t)’.’’. 
SEC. 10407. BETTER DIABETES CARE. 

(a) SHORT TITLE.—This section may be cited 
as the ‘‘Catalyst to Better Diabetes Care Act of 
2009’’. 

(b) NATIONAL DIABETES REPORT CARD.— 
(1) IN GENERAL.—The Secretary, in collabora-

tion with the Director of the Centers for Disease 
Control and Prevention (referred to in this sec-
tion as the ‘‘Director’’), shall prepare on a bien-
nial basis a national diabetes report card (re-
ferred to in this section as a ‘‘Report Card’’) 
and, to the extent possible, for each State. 

(2) CONTENTS.— 
(A) IN GENERAL.—Each Report Card shall in-

clude aggregate health outcomes related to indi-
viduals diagnosed with diabetes and prediabetes 
including— 

(i) preventative care practices and quality of 
care; 

(ii) risk factors; and 
(iii) outcomes. 
(B) UPDATED REPORTS.—Each Report Card 

that is prepared after the initial Report Card 
shall include trend analysis for the Nation and, 
to the extent possible, for each State, for the 
purpose of— 

(i) tracking progress in meeting established 
national goals and objectives for improving dia-
betes care, costs, and prevalence (including 
Healthy People 2010); and 

(ii) informing policy and program develop-
ment. 

(3) AVAILABILITY.—The Secretary, in collabo-
ration with the Director, shall make each Re-
port Card publicly available, including by post-
ing the Report Card on the Internet. 

(c) IMPROVEMENT OF VITAL STATISTICS COL-
LECTION.— 

(1) IN GENERAL.—The Secretary, acting 
through the Director of the Centers for Disease 
Control and Prevention and in collaboration 
with appropriate agencies and States, shall— 

(A) promote the education and training of 
physicians on the importance of birth and death 
certificate data and how to properly complete 
these documents, including the collection of 
such data for diabetes and other chronic dis-
eases; 

(B) encourage State adoption of the latest 
standard revisions of birth and death certifi-
cates; and 

(C) work with States to re-engineer their vital 
statistics systems in order to provide cost-effec-
tive, timely, and accurate vital systems data. 

(2) DEATH CERTIFICATE ADDITIONAL LAN-
GUAGE.—In carrying out this subsection, the 
Secretary may promote improvements to the col-
lection of diabetes mortality data, including the 
addition of a question for the individual certi-
fying the cause of death regarding whether the 
deceased had diabetes. 

(d) STUDY ON APPROPRIATE LEVEL OF DIABE-
TES MEDICAL EDUCATION.— 

(1) IN GENERAL.—The Secretary shall, in col-
laboration with the Institute of Medicine and 
appropriate associations and councils, conduct 
a study of the impact of diabetes on the practice 
of medicine in the United States and the appro-
priateness of the level of diabetes medical edu-
cation that should be required prior to licensure, 
board certification, and board recertification. 

(2) REPORT.—Not later than 2 years after the 
date of the enactment of this Act, the Secretary 
shall submit a report on the study under para-
graph (1) to the Committees on Ways and Means 
and Energy and Commerce of the House of Rep-
resentatives and the Committees on Finance and 
Health, Education, Labor, and Pensions of the 
Senate. 

(e) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section such sums as may be necessary. 
SEC. 10408. GRANTS FOR SMALL BUSINESSES TO 

PROVIDE COMPREHENSIVE WORK-
PLACE WELLNESS PROGRAMS. 

(a) ESTABLISHMENT.—The Secretary shall 
award grants to eligible employers to provide 
their employees with access to comprehensive 
workplace wellness programs (as described 
under subsection (c)). 

(b) SCOPE.— 
(1) DURATION.—The grant program established 

under this section shall be conducted for a 5- 
year period. 

(2) ELIGIBLE EMPLOYER.—The term ‘‘eligible 
employer’’ means an employer (including a non- 
profit employer) that— 

(A) employs less than 100 employees who work 
25 hours or greater per week; and 

(B) does not provide a workplace wellness pro-
gram as of the date of enactment of this Act. 

(c) COMPREHENSIVE WORKPLACE WELLNESS 
PROGRAMS.— 

(1) CRITERIA.—The Secretary shall develop 
program criteria for comprehensive workplace 
wellness programs under this section that are 
based on and consistent with evidence-based re-
search and best practices, including research 
and practices as provided in the Guide to Com-
munity Preventive Services, the Guide to Clin-
ical Preventive Services, and the National Reg-
istry for Effective Programs. 

(2) REQUIREMENTS.—A comprehensive work-
place wellness program shall be made available 
by an eligible employer to all employees and in-
clude the following components: 

(A) Health awareness initiatives (including 
health education, preventive screenings, and 
health risk assessments). 

(B) Efforts to maximize employee engagement 
(including mechanisms to encourage employee 
participation). 

(C) Initiatives to change unhealthy behaviors 
and lifestyle choices (including counseling, sem-
inars, online programs, and self-help materials). 

(D) Supportive environment efforts (including 
workplace policies to encourage healthy life-
styles, healthy eating, increased physical activ-
ity, and improved mental health). 

(d) APPLICATION.—An eligible employer desir-
ing to participate in the grant program under 
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this section shall submit an application to the 
Secretary, in such manner and containing such 
information as the Secretary may require, which 
shall include a proposal for a comprehensive 
workplace wellness program that meet the cri-
teria and requirements described under sub-
section (c). 

(e) AUTHORIZATION OF APPROPRIATION.—For 
purposes of carrying out the grant program 
under this section, there is authorized to be ap-
propriated $200,000,000 for the period of fiscal 
years 2011 through 2015. Amounts appropriated 
pursuant to this subsection shall remain avail-
able until expended. 
SEC. 10409. CURES ACCELERATION NETWORK. 

(a) SHORT TITLE.—This section may be cited 
as the ‘‘Cures Acceleration Network Act of 
2009’’. 

(b) REQUIREMENT FOR THE DIRECTOR OF NIH 
TO ESTABLISH A CURES ACCELERATION NET-
WORK.—Section 402(b) of the Public Health Serv-
ice Act (42 U.S.C. 282(b)) is amended— 

(1) in paragraph (22), by striking ‘‘and’’ at 
the end; 

(2) in paragraph (23), by striking the period 
and inserting ‘‘; and’’; and 

(3) by inserting after paragraph (23), the fol-
lowing: 

‘‘(24) implement the Cures Acceleration Net-
work described in section 402C.’’. 

(c) ACCEPTING GIFTS TO SUPPORT THE CURES 
ACCELERATION NETWORK.—Section 499(c)(1) of 
the Public Health Service Act (42 U.S.C. 
290b(c)(1)) is amended by adding at the end the 
following: 

‘‘(E) The Cures Acceleration Network de-
scribed in section 402C.’’. 

(d) ESTABLISHMENT OF THE CURES ACCELERA-
TION NETWORK.—Part A of title IV of the Public 
Health Service Act is amended by inserting after 
section 402B (42 U.S.C. 282b) the following: 
‘‘SEC. 402C. CURES ACCELERATION NETWORK. 

‘‘(a) DEFINITIONS.—In this section: 
‘‘(1) BIOLOGICAL PRODUCT.—The term ‘biologi-

cal product’ has the meaning given such term in 
section 351 of the Public Health Service Act. 

‘‘(2) DRUG; DEVICE.—The terms ‘drug’ and ‘de-
vice’ have the meanings given such terms in sec-
tion 201 of the Federal Food, Drug, and Cos-
metic Act. 

‘‘(3) HIGH NEED CURE.—The term ‘high need 
cure’ means a drug (as that term is defined by 
section 201(g)(1) of the Federal Food, Drug, and 
Cosmetic Act, biological product (as that term is 
defined by section 262(i)), or device (as that term 
is defined by section 201(h) of the Federal Food, 
Drug, and Cosmetic Act) that, in the determina-
tion of the Director of NIH— 

‘‘(A) is a priority to diagnose, mitigate, pre-
vent, or treat harm from any disease or condi-
tion; and 

‘‘(B) for which the incentives of the commer-
cial market are unlikely to result in its adequate 
or timely development. 

‘‘(4) MEDICAL PRODUCT.—The term ‘medical 
product’ means a drug, device, biological prod-
uct, or product that is a combination of drugs, 
devices, and biological products. 

‘‘(b) ESTABLISHMENT OF THE CURES ACCELERA-
TION NETWORK.—Subject to the appropriation of 
funds as described in subsection (g), there is es-
tablished within the Office of the Director of 
NIH a program to be known as the Cures Accel-
eration Network (referred to in this section as 
‘CAN’), which shall— 

‘‘(1) be under the direction of the Director of 
NIH, taking into account the recommendations 
of a CAN Review Board (referred to in this sec-
tion as the ‘Board’), described in subsection (d); 
and 

‘‘(2) award grants and contracts to eligible en-
tities, as described in subsection (e), to accel-
erate the development of high need cures, in-
cluding through the development of medical 
products and behavioral therapies. 

‘‘(c) FUNCTIONS.—The functions of the CAN 
are to— 

‘‘(1) conduct and support revolutionary ad-
vances in basic research, translating scientific 
discoveries from bench to bedside; 

‘‘(2) award grants and contracts to eligible en-
tities to accelerate the development of high need 
cures; 

‘‘(3) provide the resources necessary for gov-
ernment agencies, independent investigators, re-
search organizations, biotechnology companies, 
academic research institutions, and other enti-
ties to develop high need cures; 

‘‘(4) reduce the barriers between laboratory 
discoveries and clinical trials for new therapies; 
and 

‘‘(5) facilitate review in the Food and Drug 
Administration for the high need cures funded 
by the CAN, through activities that may in-
clude— 

‘‘(A) the facilitation of regular and ongoing 
communication with the Food and Drug Admin-
istration regarding the status of activities con-
ducted under this section; 

‘‘(B) ensuring that such activities are coordi-
nated with the approval requirements of the 
Food and Drug Administration, with the goal of 
expediting the development and approval of 
countermeasures and products; and 

‘‘(C) connecting interested persons with addi-
tional technical assistance made available under 
section 565 of the Federal Food, Drug, and Cos-
metic Act. 

‘‘(d) CAN BOARD.— 
‘‘(1) ESTABLISHMENT.—There is established a 

Cures Acceleration Network Review Board (re-
ferred to in this section as the ‘Board’), which 
shall advise the Director of NIH on the conduct 
of the activities of the Cures Acceleration Net-
work. 

‘‘(2) MEMBERSHIP.— 
‘‘(A) IN GENERAL.— 
‘‘(i) APPOINTMENT.—The Board shall be com-

prised of 24 members who are appointed by the 
Secretary and who serve at the pleasure of the 
Secretary. 

‘‘(ii) CHAIRPERSON AND VICE CHAIRPERSON.— 
The Secretary shall designate, from among the 
24 members appointed under clause (i), one 
Chairperson of the Board (referred to in this 
section as the ‘Chairperson’) and one Vice 
Chairperson. 

‘‘(B) TERMS.— 
‘‘(i) IN GENERAL.—Each member shall be ap-

pointed to serve a 4-year term, except that any 
member appointed to fill a vacancy occurring 
prior to the expiration of the term for which the 
member’s predecessor was appointed shall be ap-
pointed for the remainder of such term. 

‘‘(ii) CONSECUTIVE APPOINTMENTS; MAXIMUM 
TERMS.—A member may be appointed to serve 
not more than 3 terms on the Board, and may 
not serve more than 2 such terms consecutively. 

‘‘(C) QUALIFICATIONS.— 
‘‘(i) IN GENERAL.—The Secretary shall appoint 

individuals to the Board based solely upon the 
individual’s established record of distinguished 
service in one of the areas of expertise described 
in clause (ii). Each individual appointed to the 
Board shall be of distinguished achievement and 
have a broad range of disciplinary interests. 

‘‘(ii) EXPERTISE.—The Secretary shall select 
individuals based upon the following require-
ments: 

‘‘(I) For each of the fields of— 
‘‘(aa) basic research; 
‘‘(bb) medicine; 
‘‘(cc) biopharmaceuticals; 
‘‘(dd) discovery and delivery of medical prod-

ucts; 
‘‘(ee) bioinformatics and gene therapy; 
‘‘(ff) medical instrumentation; and 
‘‘(gg) regulatory review and approval of med-

ical products, 
the Secretary shall select at least 1 individual 
who is eminent in such fields. 

‘‘(II) At least 4 individuals shall be recognized 
leaders in professional venture capital or private 
equity organizations and have demonstrated ex-
perience in private equity investing. 

‘‘(III) At least 8 individuals shall represent 
disease advocacy organizations. 

‘‘(3) EX-OFFICIO MEMBERS.— 
‘‘(A) APPOINTMENT.—In addition to the 24 

Board members described in paragraph (2), the 
Secretary shall appoint as ex-officio members of 
the Board— 

‘‘(i) a representative of the National Institutes 
of Health, recommended by the Secretary of the 
Department of Health and Human Services; 

‘‘(ii) a representative of the Office of the As-
sistant Secretary of Defense for Health Affairs, 
recommended by the Secretary of Defense; 

‘‘(iii) a representative of the Office of the 
Under Secretary for Health for the Veterans 
Health Administration, recommended by the 
Secretary of Veterans Affairs; 

‘‘(iv) a representative of the National Science 
Foundation, recommended by the Chair of the 
National Science Board; and 

‘‘(v) a representative of the Food and Drug 
Administration, recommended by the Commis-
sioner of Food and Drugs. 

‘‘(B) TERMS.—Each ex-officio member shall 
serve a 3-year term on the Board, except that 
the Chairperson may adjust the terms of the ini-
tial ex-officio members in order to provide for a 
staggered term of appointment for all such mem-
bers. 

‘‘(4) RESPONSIBILITIES OF THE BOARD AND THE 
DIRECTOR OF NIH.— 

‘‘(A) RESPONSIBILITIES OF THE BOARD.— 
‘‘(i) IN GENERAL.—The Board shall advise, 

and provide recommendations to, the Director of 
NIH with respect to— 

‘‘(I) policies, programs, and procedures for 
carrying out the duties of the Director of NIH 
under this section; and 

‘‘(II) significant barriers to successful trans-
lation of basic science into clinical application 
(including issues under the purview of other 
agencies and departments). 

‘‘(ii) REPORT.—In the case that the Board 
identifies a significant barrier, as described in 
clause (i)(II), the Board shall submit to the Sec-
retary a report regarding such barrier. 

‘‘(B) RESPONSIBILITIES OF THE DIRECTOR OF 
NIH.—With respect to each recommendation pro-
vided by the Board under subparagraph (A)(i), 
the Director of NIH shall respond in writing to 
the Board, indicating whether such Director 
will implement such recommendation. In the 
case that the Director of NIH indicates a rec-
ommendation of the Board will not be imple-
mented, such Director shall provide an expla-
nation of the reasons for not implementing such 
recommendation. 

‘‘(5) MEETINGS.— 
‘‘(A) IN GENERAL.—The Board shall meet 4 

times per calendar year, at the call of the Chair-
person. 

‘‘(B) QUORUM; REQUIREMENTS; LIMITATIONS.— 
‘‘(i) QUORUM.—A quorum shall consist of a 

total of 13 members of the Board, excluding ex- 
officio members, with diverse representation as 
described in clause (iii). 

‘‘(ii) CHAIRPERSON OR VICE CHAIRPERSON.— 
Each meeting of the Board shall be attended by 
either the Chairperson or the Vice Chairperson. 

‘‘(iii) DIVERSE REPRESENTATION.—At each 
meeting of the Board, there shall be not less 
than one scientist, one representative of a dis-
ease advocacy organization, and one represent-
ative of a professional venture capital or private 
equity organization. 

‘‘(6) COMPENSATION AND TRAVEL EXPENSES.— 
‘‘(A) COMPENSATION.—Members shall receive 

compensation at a rate to be fixed by the Chair-
person but not to exceed a rate equal to the 
daily equivalent of the annual rate of basic pay 
prescribed for level IV of the Executive Schedule 
under section 5315 of title 5, United States Code, 
for each day (including travel time) during 
which the member is engaged in the performance 
of the duties of the Board. All members of the 
Board who are officers or employees of the 
United States shall serve without compensation 
in addition to that received for their services as 
officers or employees of the United States. 
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‘‘(B) TRAVEL EXPENSES.—Members of the 

Board shall be allowed travel expenses, includ-
ing per diem in lieu of subsistence, at rates au-
thorized for persons employed intermittently by 
the Federal Government under section 5703(b) of 
title 5, United States Code, while away from 
their homes or regular places of business in the 
performance of services for the Board. 

‘‘(e) GRANT PROGRAM.— 
‘‘(1) SUPPORTING INNOVATION.—To carry out 

the purposes described in this section, the Direc-
tor of NIH shall award contracts, grants, or co-
operative agreements to the entities described in 
paragraph (2), to— 

‘‘(A) promote innovation in technologies sup-
porting the advanced research and development 
and production of high need cures, including 
through the development of medical products 
and behavioral therapies. 

‘‘(B) accelerate the development of high need 
cures, including through the development of 
medical products, behavioral therapies, and bio-
markers that demonstrate the safety or effective-
ness of medical products; or 

‘‘(C) help the award recipient establish proto-
cols that comply with Food and Drug Adminis-
tration standards and otherwise permit the re-
cipient to meet regulatory requirements at all 
stages of development, manufacturing, review, 
approval, and safety surveillance of a medical 
product. 

‘‘(2) ELIGIBLE ENTITIES.—To receive assistance 
under paragraph (1), an entity shall— 

‘‘(A) be a public or private entity, which may 
include a private or public research institution, 
an institution of higher education, a medical 
center, a biotechnology company, a pharma-
ceutical company, a disease advocacy organiza-
tion, a patient advocacy organization, or an 
academic research institution; 

‘‘(B) submit an application containing— 
‘‘(i) a detailed description of the project for 

which the entity seeks such grant or contract; 
‘‘(ii) a timetable for such project; 
‘‘(iii) an assurance that the entity will sub-

mit— 
‘‘(I) interim reports describing the entity’s— 
‘‘(aa) progress in carrying out the project; and 
‘‘(bb) compliance with all provisions of this 

section and conditions of receipt of such grant 
or contract; and 

‘‘(II) a final report at the conclusion of the 
grant period, describing the outcomes of the 
project; and 

‘‘(iv) a description of the protocols the entity 
will follow to comply with Food and Drug Ad-
ministration standards and regulatory require-
ments at all stages of development, manufac-
turing, review, approval, and safety surveil-
lance of a medical product; and 

‘‘(C) provide such additional information as 
the Director of NIH may require. 

‘‘(3) AWARDS.— 
‘‘(A) THE CURES ACCELERATION PARTNERSHIP 

AWARDS.— 
‘‘(i) INITIAL AWARD AMOUNT.—Each award 

under this subparagraph shall be not more than 
$15,000,000 per project for the first fiscal year for 
which the project is funded, which shall be pay-
able in one payment. 

‘‘(ii) FUNDING IN SUBSEQUENT FISCAL YEARS.— 
An eligible entity receiving an award under 
clause (i) may apply for additional funding for 
such project by submitting to the Director of 
NIH the information required under subpara-
graphs (B) and (C) of paragraph (2). The Direc-
tor may fund a project of such eligible entity in 
an amount not to exceed $15,000,000 for a fiscal 
year subsequent to the initial award under 
clause (i). 

‘‘(iii) MATCHING FUNDS.—As a condition for 
receiving an award under this subsection, an el-
igible entity shall contribute to the project non- 
Federal funds in the amount of $1 for every $3 
awarded under clauses (i) and (ii), except that 
the Director of NIH may waive or modify such 
matching requirement in any case where the Di-
rector determines that the goals and objectives 

of this section cannot adequately be carried out 
unless such requirement is waived. 

‘‘(B) THE CURES ACCELERATION GRANT 
AWARDS.— 

‘‘(i) INITIAL AWARD AMOUNT.—Each award 
under this subparagraph shall be not more than 
$15,000,000 per project for the first fiscal year for 
which the project is funded, which shall be pay-
able in one payment. 

‘‘(ii) FUNDING IN SUBSEQUENT FISCAL YEARS.— 
An eligible entity receiving an award under 
clause (i) may apply for additional funding for 
such project by submitting to the Board the in-
formation required under subparagraphs (B) 
and (C) of paragraph (2). The Director of NIH 
may fund a project of such eligible entity in an 
amount not to exceed $15,000,000 for a fiscal 
year subsequent to the initial award under 
clause (i). 

‘‘(C) THE CURES ACCELERATION FLEXIBLE RE-
SEARCH AWARDS.—If the Director of NIH deter-
mines that the goals and objectives of this sec-
tion cannot adequately be carried out through a 
contract, grant, or cooperative agreement, the 
Director of NIH shall have flexible research au-
thority to use other transactions to fund 
projects in accordance with the terms and con-
ditions of this section. Awards made under such 
flexible research authority for a fiscal year shall 
not exceed 20 percent of the total funds appro-
priated under subsection (g)(1) for such fiscal 
year. 

‘‘(4) SUSPENSION OF AWARDS FOR DEFAULTS, 
NONCOMPLIANCE WITH PROVISIONS AND PLANS, 
AND DIVERSION OF FUNDS; REPAYMENT OF 
FUNDS.—The Director of NIH may suspend the 
award to any entity upon noncompliance by 
such entity with provisions and plans under 
this section or diversion of funds. 

‘‘(5) AUDITS.—The Director of NIH may enter 
into agreements with other entities to conduct 
periodic audits of the projects funded by grants 
or contracts awarded under this subsection. 

‘‘(6) CLOSEOUT PROCEDURES.—At the end of a 
grant or contract period, a recipient shall follow 
the closeout procedures under section 74.71 of 
title 45, Code of Federal Regulations (or any 
successor regulation). 

‘‘(7) REVIEW.—A determination by the Direc-
tor of NIH as to whether a drug, device, or bio-
logical product is a high need cure (for purposes 
of subsection (a)(3)) shall not be subject to judi-
cial review. 

‘‘(f) COMPETITIVE BASIS OF AWARDS.—Any 
grant, cooperative agreement, or contract 
awarded under this section shall be awarded on 
a competitive basis. 

‘‘(g) AUTHORIZATION OF APPROPRIATIONS.— 
‘‘(1) IN GENERAL.—For purposes of carrying 

out this section, there are authorized to be ap-
propriated $500,000,000 for fiscal year 2010, and 
such sums as may be necessary for subsequent 
fiscal years. Funds appropriated under this sec-
tion shall be available until expended. 

‘‘(2) LIMITATION ON USE OF FUNDS OTHERWISE 
APPROPRIATED.—No funds appropriated under 
this Act, other than funds appropriated under 
paragraph (1), may be allocated to the Cures 
Acceleration Network.’’. 
SEC. 10410. CENTERS OF EXCELLENCE FOR DE-

PRESSION. 
(a) SHORT TITLE.—This section may be cited 

as the ‘‘Establishing a Network of Health-Ad-
vancing National Centers of Excellence for De-
pression Act of 2009’’ or the ‘‘ENHANCED Act 
of 2009’’. 

(b) CENTERS OF EXCELLENCE FOR DEPRES-
SION.—Subpart 3 of part B of title V of the Pub-
lic Health Service Act (42 U.S.C. 290bb et seq.) is 
amended by inserting after section 520A the fol-
lowing: 
‘‘SEC. 520B. NATIONAL CENTERS OF EXCELLENCE 

FOR DEPRESSION. 
‘‘(a) DEPRESSIVE DISORDER DEFINED.—In this 

section, the term ‘depressive disorder’ means a 
mental or brain disorder relating to depression, 
including major depression, bipolar disorder, 
and related mood disorders. 

‘‘(b) GRANT PROGRAM.— 
‘‘(1) IN GENERAL.—The Secretary, acting 

through the Administrator, shall award grants 
on a competitive basis to eligible entities to es-
tablish national centers of excellence for depres-
sion (referred to in this section as ‘Centers’), 
which shall engage in activities related to the 
treatment of depressive disorders. 

‘‘(2) ALLOCATION OF AWARDS.—If the funds 
authorized under subsection (f) are appro-
priated in the amounts provided for under such 
subsection, the Secretary shall allocate such 
amounts so that— 

‘‘(A) not later than 1 year after the date of 
enactment of the ENHANCED Act of 2009, not 
more than 20 Centers may be established; and 

‘‘(B) not later than September 30, 2016, not 
more than 30 Centers may be established. 

‘‘(3) GRANT PERIOD.— 
‘‘(A) IN GENERAL.—A grant awarded under 

this section shall be for a period of 5 years. 
‘‘(B) RENEWAL.—A grant awarded under sub-

paragraph (A) may be renewed, on a competitive 
basis, for 1 additional 5-year period, at the dis-
cretion of the Secretary. In determining whether 
to renew a grant, the Secretary shall consider 
the report cards issued under subsection (e)(2). 

‘‘(4) USE OF FUNDS.—Grant funds awarded 
under this subsection shall be used for the es-
tablishment and ongoing activities of the recipi-
ent of such funds. 

‘‘(5) ELIGIBLE ENTITIES.— 
‘‘(A) REQUIREMENTS.—To be eligible to receive 

a grant under this section, an entity shall— 
‘‘(i) be an institution of higher education or a 

public or private nonprofit research institution; 
and 

‘‘(ii) submit an application to the Secretary at 
such time and in such manner as the Secretary 
may require, as described in subparagraph (B). 

‘‘(B) APPLICATION.—An application described 
in subparagraph (A)(ii) shall include— 

‘‘(i) evidence that such entity— 
‘‘(I) provides, or is capable of coordinating 

with other entities to provide, comprehensive 
health services with a focus on mental health 
services and subspecialty expertise for depressive 
disorders; 

‘‘(II) collaborates with other mental health 
providers, as necessary, to address co-occurring 
mental illnesses; 

‘‘(III) is capable of training health profes-
sionals about mental health; and 

‘‘(ii) such other information, as the Secretary 
may require. 

‘‘(C) PRIORITIES.—In awarding grants under 
this section, the Secretary shall give priority to 
eligible entities that meet 1 or more of the fol-
lowing criteria: 

‘‘(i) Demonstrated capacity and expertise to 
serve the targeted population. 

‘‘(ii) Existing infrastructure or expertise to 
provide appropriate, evidence-based and cul-
turally and linguistically competent services. 

‘‘(iii) A location in a geographic area with 
disproportionate numbers of underserved and 
at-risk populations in medically underserved 
areas and health professional shortage areas. 

‘‘(iv) Proposed innovative approaches for out-
reach to initiate or expand services. 

‘‘(v) Use of the most up-to-date science, prac-
tices, and interventions available. 

‘‘(vi) Demonstrated capacity to establish coop-
erative and collaborative agreements with com-
munity mental health centers and other commu-
nity entities to provide mental health, social, 
and human services to individuals with depres-
sive disorders. 

‘‘(6) NATIONAL COORDINATING CENTER.— 
‘‘(A) IN GENERAL.—The Secretary, acting 

through the Administrator, shall designate 1 re-
cipient of a grant under this section to be the 
coordinating center of excellence for depression 
(referred to in this section as the ‘coordinating 
center’). The Secretary shall select such coordi-
nating center on a competitive basis, based upon 
the demonstrated capacity of such center to per-
form the duties described in subparagraph (C). 
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‘‘(B) APPLICATION.—A Center that has been 

awarded a grant under paragraph (1) may 
apply for designation as the coordinating center 
by submitting an application to the Secretary at 
such time, in such manner, and containing such 
information as the Secretary may require. 

‘‘(C) DUTIES.—The coordinating center shall— 
‘‘(i) develop, administer, and coordinate the 

network of Centers under this section; 
‘‘(ii) oversee and coordinate the national 

database described in subsection (d); 
‘‘(iii) lead a strategy to disseminate the find-

ings and activities of the Centers through such 
database; and 

‘‘(iv) serve as a liaison with the Administra-
tion, the National Registry of Evidence-based 
Programs and Practices of the Administration, 
and any Federal interagency or interagency 
forum on mental health. 

‘‘(7) MATCHING FUNDS.—The Secretary may 
not award a grant or contract under this section 
to an entity unless the entity agrees that it will 
make available (directly or through contribu-
tions from other public or private entities) non- 
Federal contributions toward the activities to be 
carried out under the grant or contract in an 
amount equal to $1 for each $5 of Federal funds 
provided under the grant or contract. Such non- 
Federal matching funds may be provided di-
rectly or through donations from public or pri-
vate entities and may be in cash or in-kind, 
fairly evaluated, including plant, equipment, or 
services. 

‘‘(c) ACTIVITIES OF THE CENTERS.—Each Cen-
ter shall carry out the following activities: 

‘‘(1) GENERAL ACTIVITIES.—Each Center 
shall— 

‘‘(A) integrate basic, clinical, or health serv-
ices interdisciplinary research and practice in 
the development, implementation, and dissemi-
nation of evidence-based interventions; 

‘‘(B) involve a broad cross-section of stake-
holders, such as researchers, clinicians, con-
sumers, families of consumers, and voluntary 
health organizations, to develop a research 
agenda and disseminate findings, and to provide 
support in the implementation of evidence-based 
practices; 

‘‘(C) provide training and technical assistance 
to mental health professionals, and engage in 
and disseminate translational research with a 
focus on meeting the needs of individuals with 
depressive disorders; and 

‘‘(D) educate policy makers, employers, com-
munity leaders, and the public about depressive 
disorders to reduce stigma and raise awareness 
of treatments. 

‘‘(2) IMPROVED TREATMENT STANDARDS, CLIN-
ICAL GUIDELINES, DIAGNOSTIC PROTOCOLS, AND 
CARE COORDINATION PRACTICE.—Each Center 
shall collaborate with other Centers in the net-
work to— 

‘‘(A) develop and implement treatment stand-
ards, clinical guidelines, and protocols that em-
phasize primary prevention, early intervention, 
treatment for, and recovery from, depressive dis-
orders; 

‘‘(B) foster communication with other pro-
viders attending to co-occurring physical health 
conditions such as cardiovascular, diabetes, 
cancer, and substance abuse disorders; 

‘‘(C) leverage available community resources, 
develop and implement improved self-manage-
ment programs, and, when appropriate, involve 
family and other providers of social support in 
the development and implementation of care 
plans; and 

‘‘(D) use electronic health records and tele-
health technology to better coordinate and man-
age, and improve access to, care, as determined 
by the coordinating center. 

‘‘(3) TRANSLATIONAL RESEARCH THROUGH COL-
LABORATION OF CENTERS AND COMMUNITY-BASED 
ORGANIZATIONS.—Each Center shall— 

‘‘(A) demonstrate effective use of a public-pri-
vate partnership to foster collaborations among 
members of the network and community-based 
organizations such as community mental health 

centers and other social and human services 
providers; 

‘‘(B) expand interdisciplinary, translational, 
and patient-oriented research and treatment; 
and 

‘‘(C) coordinate with accredited academic pro-
grams to provide ongoing opportunities for the 
professional and continuing education of mental 
health providers. 

‘‘(d) NATIONAL DATABASE.— 
‘‘(1) IN GENERAL.—The coordinating center 

shall establish and maintain a national, pub-
licly available database to improve prevention 
programs, evidence-based interventions, and dis-
ease management programs for depressive dis-
orders, using data collected from the Centers, as 
described in paragraph (2). 

‘‘(2) DATA COLLECTION.—Each Center shall 
submit data gathered at such center, as appro-
priate, to the coordinating center regarding— 

‘‘(A) the prevalence and incidence of depres-
sive disorders; 

‘‘(B) the health and social outcomes of indi-
viduals with depressive disorders; 

‘‘(C) the effectiveness of interventions de-
signed, tested, and evaluated; 

‘‘(D) other information, as the Secretary may 
require. 

‘‘(3) SUBMISSION OF DATA TO THE ADMINIS-
TRATOR.—The coordinating center shall submit 
to the Administrator the data and financial in-
formation gathered under paragraph (2). 

‘‘(4) PUBLICATION USING DATA FROM THE DATA-
BASE.—A Center, or an individual affiliated 
with a Center, may publish findings using the 
data described in paragraph (2) only if such 
center submits such data to the coordinating 
center, as required under such paragraph. 

‘‘(e) ESTABLISHMENT OF STANDARDS; REPORT 
CARDS AND RECOMMENDATIONS; THIRD PARTY 
REVIEW.— 

‘‘(1) ESTABLISHMENT OF STANDARDS.—The Sec-
retary, acting through the Administrator, shall 
establish performance standards for— 

‘‘(A) each Center; and 
‘‘(B) the network of Centers as a whole. 
‘‘(2) REPORT CARDS.—The Secretary, acting 

through the Administrator, shall— 
‘‘(A) for each Center, not later than 3 years 

after the date on which such center of excel-
lence is established and annually thereafter, 
issue a report card to the coordinating center to 
rate the performance of such Center; and 

‘‘(B) not later than 3 years after the date on 
which the first grant is awarded under sub-
section (b)(1) and annually thereafter, issue a 
report card to Congress to rate the performance 
of the network of centers of excellence as a 
whole. 

‘‘(3) RECOMMENDATIONS.—Based upon the re-
port cards described in paragraph (2), the Sec-
retary shall, not later than September 30, 2015— 

‘‘(A) make recommendations to the Centers re-
garding improvements such centers shall make; 
and 

‘‘(B) make recommendations to Congress for 
expanding the Centers to serve individuals with 
other types of mental disorders. 

‘‘(4) THIRD PARTY REVIEW.—Not later than 3 
years after the date on which the first grant is 
awarded under subsection (b)(1) and annually 
thereafter, the Secretary shall arrange for an 
independent third party to conduct an evalua-
tion of the network of Centers to ensure that 
such centers are meeting the goals of this sec-
tion. 

‘‘(f) AUTHORIZATION OF APPROPRIATIONS.— 
‘‘(1) IN GENERAL.—To carry out this section, 

there are authorized to be appropriated— 
‘‘(A) $100,000,000 for each of the fiscal years 

2011 through 2015; and 
‘‘(B) $150,000,000 for each of the fiscal years 

2016 through 2020. 
‘‘(2) ALLOCATION OF FUNDS AUTHORIZED.—Of 

the amount appropriated under paragraph (1) 
for a fiscal year, the Secretary shall determine 
the allocation of each Center receiving a grant 
under this section, but in no case may the allo-

cation be more than $5,000,000, except that the 
Secretary may allocate not more than $10,000,000 
to the coordinating center.’’. 
SEC. 10411. PROGRAMS RELATING TO CON-

GENITAL HEART DISEASE. 
(a) SHORT TITLE.—This subtitle may be cited 

as the ‘‘Congenital Heart Futures Act’’. 
(b) PROGRAMS RELATING TO CONGENITAL 

HEART DISEASE.— 
(1) NATIONAL CONGENITAL HEART DISEASE SUR-

VEILLANCE SYSTEM.—Part P of title III of the 
Public Health Service Act (42 U.S.C. 280g et 
seq.), as amended by section 5405, is further 
amended by adding at the end the following: 
‘‘SEC. 399V–2. NATIONAL CONGENITAL HEART DIS-

EASE SURVEILLANCE SYSTEM. 
‘‘(a) IN GENERAL.—The Secretary, acting 

through the Director of the Centers for Disease 
Control and Prevention, may— 

‘‘(1) enhance and expand infrastructure to 
track the epidemiology of congenital heart dis-
ease and to organize such information into a 
nationally-representative, population-based sur-
veillance system that compiles data concerning 
actual occurrences of congenital heart disease, 
to be known as the ‘National Congenital Heart 
Disease Surveillance System’; or 

‘‘(2) award a grant to one eligible entity to 
undertake the activities described in paragraph 
(1). 

‘‘(b) PURPOSE.—The purpose of the Congenital 
Heart Disease Surveillance System shall be to 
facilitate further research into the types of 
health services patients use and to identify pos-
sible areas for educational outreach and preven-
tion in accordance with standard practices of 
the Centers for Disease Control and Prevention. 

‘‘(c) CONTENT.—The Congenital Heart Disease 
Surveillance System— 

‘‘(1) may include information concerning the 
incidence and prevalence of congenital heart 
disease in the United States; 

‘‘(2) may be used to collect and store data on 
congenital heart disease, including data con-
cerning— 

‘‘(A) demographic factors associated with con-
genital heart disease, such as age, race, eth-
nicity, sex, and family history of individuals 
who are diagnosed with the disease; 

‘‘(B) risk factors associated with the disease; 
‘‘(C) causation of the disease; 
‘‘(D) treatment approaches; and 
‘‘(E) outcome measures, such that analysis of 

the outcome measures will allow derivation of 
evidence-based best practices and guidelines for 
congenital heart disease patients; and 

‘‘(3) may ensure the collection and analysis of 
longitudinal data related to individuals of all 
ages with congenital heart disease, including in-
fants, young children, adolescents, and adults 
of all ages. 

‘‘(d) PUBLIC ACCESS.—The Congenital Heart 
Disease Surveillance System shall be made avail-
able to the public, as appropriate, including 
congenital heart disease researchers. 

‘‘(e) PATIENT PRIVACY.—The Secretary shall 
ensure that the Congenital Heart Disease Sur-
veillance System is maintained in a manner that 
complies with the regulations promulgated 
under section 264 of the Health Insurance Port-
ability and Accountability Act of 1996. 

‘‘(f) ELIGIBILITY FOR GRANT.—To be eligible to 
receive a grant under subsection (a)(2), an enti-
ty shall— 

‘‘(1) be a public or private nonprofit entity 
with specialized experience in congenital heart 
disease; and 

‘‘(2) submit to the Secretary an application at 
such time, in such manner, and containing such 
information as the Secretary may require.’’. 

(2) CONGENITAL HEART DISEASE RESEARCH.— 
Subpart 2 of part C of title IV of the Public 
Health Service Act (42 U.S.C. 285b et seq.) is 
amended by adding at the end the following: 
‘‘SEC. 425. CONGENITAL HEART DISEASE. 

‘‘(a) IN GENERAL.—The Director of the Insti-
tute may expand, intensify, and coordinate re-
search and related activities of the Institute 
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with respect to congenital heart disease, which 
may include congenital heart disease research 
with respect to— 

‘‘(1) causation of congenital heart disease, in-
cluding genetic causes; 

‘‘(2) long-term outcomes in individuals with 
congenital heart disease, including infants, chil-
dren, teenagers, adults, and elderly individuals; 

‘‘(3) diagnosis, treatment, and prevention; 
‘‘(4) studies using longitudinal data and retro-

spective analysis to identify effective treatments 
and outcomes for individuals with congenital 
heart disease; and 

‘‘(5) identifying barriers to life-long care for 
individuals with congenital heart disease. 

‘‘(b) COORDINATION OF RESEARCH ACTIVI-
TIES.—The Director of the Institute may coordi-
nate research efforts related to congenital heart 
disease among multiple research institutions 
and may develop research networks. 

‘‘(c) MINORITY AND MEDICALLY UNDERSERVED 
COMMUNITIES.—In carrying out the activities 
described in this section, the Director of the In-
stitute shall consider the application of such re-
search and other activities to minority and 
medically underserved communities.’’. 

(c) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out the amendments made by this section such 
sums as may be necessary for each of fiscal 
years 2011 through 2015. 
SEC. 10412. AUTOMATED DEFIBRILLATION IN 

ADAM’S MEMORY ACT. 
Section 312 of the Public Health Service Act 

(42 U.S.C. 244) is amended— 
(1) in subsection (c)(6), after ‘‘clearinghouse’’ 

insert ‘‘, that shall be administered by an orga-
nization that has substantial expertise in pedi-
atric education, pediatric medicine, and 
electrophysiology and sudden death,’’; and 

(2) in the first sentence of subsection (e), by 
striking ‘‘fiscal year 2003’’ and all that follows 
through ‘‘2006’’ and inserting ‘‘for each of fiscal 
years 2003 through 2014’’. 
SEC. 10413. YOUNG WOMEN’S BREAST HEALTH 

AWARENESS AND SUPPORT OF 
YOUNG WOMEN DIAGNOSED WITH 
BREAST CANCER. 

(a) SHORT TITLE.—This section may be cited 
as the ‘‘Young Women’s Breast Health Edu-
cation and Awareness Requires Learning Young 
Act of 2009’’ or the ‘‘EARLY Act’’. 

(b) AMENDMENT.—Title III of the Public 
Health Service Act (42 U.S.C. 241 et seq.), as 
amended by this Act, is further amended by 
adding at the end the following: 

‘‘PART V—PROGRAMS RELATING TO 
BREAST HEALTH AND CANCER 

‘‘SEC. 399NN. YOUNG WOMEN’S BREAST HEALTH 
AWARENESS AND SUPPORT OF 
YOUNG WOMEN DIAGNOSED WITH 
BREAST CANCER. 

‘‘(a) PUBLIC EDUCATION CAMPAIGN.— 
‘‘(1) IN GENERAL.—The Secretary, acting 

through the Director of the Centers for Disease 
Control and Prevention, shall conduct a na-
tional evidence-based education campaign to in-
crease awareness of young women’s knowledge 
regarding— 

‘‘(A) breast health in young women of all ra-
cial, ethnic, and cultural backgrounds; 

‘‘(B) breast awareness and good breast health 
habits; 

‘‘(C) the occurrence of breast cancer and the 
general and specific risk factors in women who 
may be at high risk for breast cancer based on 
familial, racial, ethnic, and cultural back-
grounds such as Ashkenazi Jewish populations; 

‘‘(D) evidence-based information that would 
encourage young women and their health care 
professional to increase early detection of breast 
cancers; and 

‘‘(E) the availability of health information 
and other resources for young women diagnosed 
with breast cancer. 

‘‘(2) EVIDENCE-BASED, AGE APPROPRIATE MES-
SAGES.—The campaign shall provide evidence- 

based, age-appropriate messages and materials 
as developed by the Centers for Disease Control 
and Prevention and the Advisory Committee es-
tablished under paragraph (4). 

‘‘(3) MEDIA CAMPAIGN.—In conducting the 
education campaign under paragraph (1), the 
Secretary shall award grants to entities to estab-
lish national multimedia campaigns oriented to 
young women that may include advertising 
through television, radio, print media, bill-
boards, posters, all forms of existing and espe-
cially emerging social networking media, other 
Internet media, and any other medium deter-
mined appropriate by the Secretary. 

‘‘(4) ADVISORY COMMITTEE.— 
‘‘(A) ESTABLISHMENT.—Not later than 60 days 

after the date of the enactment of this section, 
the Secretary, acting through the Director of the 
Centers for Disease Control and Prevention, 
shall establish an advisory committee to assist in 
creating and conducting the education cam-
paigns under paragraph (1) and subsection 
(b)(1). 

‘‘(B) MEMBERSHIP.—The Secretary, acting 
through the Director of the Centers for Disease 
Control and Prevention, shall appoint to the ad-
visory committee under subparagraph (A) such 
members as deemed necessary to properly advise 
the Secretary, and shall include organizations 
and individuals with expertise in breast cancer, 
disease prevention, early detection, diagnosis, 
public health, social marketing, genetic screen-
ing and counseling, treatment, rehabilitation, 
palliative care, and survivorship in young 
women. 

‘‘(b) HEALTH CARE PROFESSIONAL EDUCATION 
CAMPAIGN.—The Secretary, acting through the 
Director of the Centers for Disease Control and 
Prevention, and in consultation with the Ad-
ministrator of the Health Resources and Services 
Administration, shall conduct an education 
campaign among physicians and other health 
care professionals to increase awareness— 

‘‘(1) of breast health, symptoms, and early di-
agnosis and treatment of breast cancer in young 
women, including specific risk factors such as 
family history of cancer and women that may be 
at high risk for breast cancer, such as Ash-
kenazi Jewish population; 

‘‘(2) on how to provide counseling to young 
women about their breast health, including 
knowledge of their family cancer history and 
importance of providing regular clinical breast 
examinations; 

‘‘(3) concerning the importance of discussing 
healthy behaviors, and increasing awareness of 
services and programs available to address over-
all health and wellness, and making patient re-
ferrals to address tobacco cessation, good nutri-
tion, and physical activity; 

‘‘(4) on when to refer patients to a health care 
provider with genetics expertise; 

‘‘(5) on how to provide counseling that ad-
dresses long-term survivorship and health con-
cerns of young women diagnosed with breast 
cancer; and 

‘‘(6) on when to provide referrals to organiza-
tions and institutions that provide credible 
health information and substantive assistance 
and support to young women diagnosed with 
breast cancer. 

‘‘(c) PREVENTION RESEARCH ACTIVITIES.—The 
Secretary, acting through— 

‘‘(1) the Director of the Centers for Disease 
Control and Prevention, shall conduct preven-
tion research on breast cancer in younger 
women, including— 

‘‘(A) behavioral, survivorship studies, and 
other research on the impact of breast cancer di-
agnosis on young women; 

‘‘(B) formative research to assist with the de-
velopment of educational messages and informa-
tion for the public, targeted populations, and 
their families about breast health, breast cancer, 
and healthy lifestyles; 

‘‘(C) testing and evaluating existing and new 
social marketing strategies targeted at young 
women; and 

‘‘(D) surveys of health care providers and the 
public regarding knowledge, attitudes, and 
practices related to breast health and breast 
cancer prevention and control in high-risk pop-
ulations; and 

‘‘(2) the Director of the National Institutes of 
Health, shall conduct research to develop and 
validate new screening tests and methods for 
prevention and early detection of breast cancer 
in young women. 

‘‘(d) SUPPORT FOR YOUNG WOMEN DIAGNOSED 
WITH BREAST CANCER.— 

‘‘(1) IN GENERAL.—The Secretary shall award 
grants to organizations and institutions to pro-
vide health information from credible sources 
and substantive assistance directed to young 
women diagnosed with breast cancer and pre- 
neoplastic breast diseases. 

‘‘(2) PRIORITY.—In making grants under para-
graph (1), the Secretary shall give priority to 
applicants that deal specifically with young 
women diagnosed with breast cancer and pre- 
neoplastic breast disease. 

‘‘(e) NO DUPLICATION OF EFFORT.—In con-
ducting an education campaign or other pro-
gram under subsections (a), (b), (c), or (d), the 
Secretary shall avoid duplicating other existing 
Federal breast cancer education efforts. 

‘‘(f) MEASUREMENT; REPORTING.—The Sec-
retary, acting through the Director of the Cen-
ters for Disease Control and Prevention, shall— 

‘‘(1) measure— 
‘‘(A) young women’s awareness regarding 

breast health, including knowledge of family 
cancer history, specific risk factors and early 
warning signs, and young women’s proactive ef-
forts at early detection; 

‘‘(B) the number or percentage of young 
women utilizing information regarding lifestyle 
interventions that foster healthy behaviors; 

‘‘(C) the number or percentage of young 
women receiving regular clinical breast exams; 
and 

‘‘(D) the number or percentage of young 
women who perform breast self exams, and the 
frequency of such exams, before the implementa-
tion of this section; 

‘‘(2) not less than every 3 years, measure the 
impact of such activities; and 

‘‘(3) submit reports to the Congress on the re-
sults of such measurements. 

‘‘(g) DEFINITION.—In this section, the term 
‘young women’ means women 15 to 44 years of 
age. 

‘‘(h) AUTHORIZATION OF APPROPRIATIONS.—To 
carry out subsections (a), (b), (c)(1), and (d), 
there are authorized to be appropriated 
$9,000,000 for each of the fiscal years 2010 
through 2014.’’. 

Subtitle E—Provisions Relating to Title V 

SEC. 10501. AMENDMENTS TO THE PUBLIC 
HEALTH SERVICE ACT, THE SOCIAL 
SECURITY ACT, AND TITLE V OF THIS 
ACT. 

(a) Section 5101 of this Act is amended— 
(1) in subsection (c)(2)(B)(i)(II), by inserting 

‘‘, including representatives of small business 
and self-employed individuals’’ after ‘‘employ-
ers’’; 

(2) in subsection (d)(4)(A)— 
(A) by redesignating clause (iv) as clause (v); 

and 
(B) by inserting after clause (iii) the fol-

lowing: 
‘‘(iv) An analysis of, and recommendations 

for, eliminating the barriers to entering and 
staying in primary care, including provider com-
pensation.’’; and 

(3) in subsection (i)(2)(B), by inserting ‘‘op-
tometrists, ophthalmologists,’’ after ‘‘occupa-
tional therapists,’’. 

(b) Subtitle B of title V of this Act is amended 
by adding at the end the following: 
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‘‘SEC. 5104. INTERAGENCY TASK FORCE TO AS-

SESS AND IMPROVE ACCESS TO 
HEALTH CARE IN THE STATE OF 
ALASKA. 

‘‘(a) ESTABLISHMENT.—There is established a 
task force to be known as the ‘Interagency Ac-
cess to Health Care in Alaska Task Force’ (re-
ferred to in this section as the ‘Task Force’). 

‘‘(b) DUTIES.—The Task Force shall— 
‘‘(1) assess access to health care for bene-

ficiaries of Federal health care systems in Alas-
ka; and 

‘‘(2) develop a strategy for the Federal Gov-
ernment to improve delivery of health care to 
Federal beneficiaries in the State of Alaska. 

‘‘(c) MEMBERSHIP.—The Task Force shall be 
comprised of Federal members who shall be ap-
pointed, not later than 45 days after the date of 
enactment of this Act, as follows: 

‘‘(1) The Secretary of Health and Human 
Services shall appoint one representative of each 
of the following: 

‘‘(A) The Department of Health and Human 
Services. 

‘‘(B) The Centers for Medicare and Medicaid 
Services. 

‘‘(C) The Indian Health Service. 
‘‘(2) The Secretary of Defense shall appoint 

one representative of the TRICARE Manage-
ment Activity. 

‘‘(3) The Secretary of the Army shall appoint 
one representative of the Army Medical Depart-
ment. 

‘‘(4) The Secretary of the Air Force shall ap-
point one representative of the Air Force, from 
among officers at the Air Force performing med-
ical service functions. 

‘‘(5) The Secretary of Veterans Affairs shall 
appoint one representative of each of the fol-
lowing: 

‘‘(A) The Department of Veterans Affairs. 
‘‘(B) The Veterans Health Administration. 
‘‘(6) The Secretary of Homeland Security shall 

appoint one representative of the United States 
Coast Guard. 

‘‘(d) CHAIRPERSON.—One chairperson of the 
Task Force shall be appointed by the Secretary 
at the time of appointment of members under 
subsection (c), selected from among the members 
appointed under paragraph (1). 

‘‘(e) MEETINGS.—The Task Force shall meet at 
the call of the chairperson. 

‘‘(f) REPORT.—Not later than 180 days after 
the date of enactment of this Act, the Task 
Force shall submit to Congress a report detailing 
the activities of the Task Force and containing 
the findings, strategies, recommendations, poli-
cies, and initiatives developed pursuant to the 
duty described in subsection (b)(2). In preparing 
such report, the Task Force shall consider com-
pleted and ongoing efforts by Federal agencies 
to improve access to health care in the State of 
Alaska. 

‘‘(g) TERMINATION.—The Task Force shall be 
terminated on the date of submission of the re-
port described in subsection (f).’’. 

(c) Section 399V of the Public Health Service 
Act, as added by section 5313, is amended— 

(1) in subsection (b)(4), by striking ‘‘identify, 
educate, refer, and enroll’’ and inserting ‘‘iden-
tify and refer’’; and 

(2) in subsection (k)(1), by striking ‘‘, as de-
fined by the Department of Labor as Standard 
Occupational Classification [21–1094]’’. 

(d) Section 738(a)(3) of the Public Health Serv-
ice Act (42 U.S.C. 293b(a)(3)) is amended by in-
serting ‘‘schools offering physician assistant 
education programs,’’ after ‘‘public health,’’. 

(e) Subtitle D of title V of this Act is amended 
by adding at the end the following: 
‘‘SEC. 5316. DEMONSTRATION GRANTS FOR FAM-

ILY NURSE PRACTITIONER TRAINING 
PROGRAMS. 

‘‘(a) ESTABLISHMENT OF PROGRAM.—The Sec-
retary of Health and Human Services (referred 
to in this section as the ‘Secretary’) shall estab-
lish a training demonstration program for fam-
ily nurse practitioners (referred to in this sec-

tion as the ‘program’) to employ and provide 1- 
year training for nurse practitioners who have 
graduated from a nurse practitioner program for 
careers as primary care providers in Federally 
qualified health centers (referred to in this sec-
tion as ‘FQHCs’) and nurse-managed health 
clinics (referred to in this section as ‘NMHCs’). 

‘‘(b) PURPOSE.—The purpose of the program is 
to enable each grant recipient to— 

‘‘(1) provide new nurse practitioners with 
clinical training to enable them to serve as pri-
mary care providers in FQHCs and NMHCs; 

‘‘(2) train new nurse practitioners to work 
under a model of primary care that is consistent 
with the principles set forth by the Institute of 
Medicine and the needs of vulnerable popu-
lations; and 

‘‘(3) create a model of FQHC and NMHC 
training for nurse practitioners that may be rep-
licated nationwide. 

‘‘(c) GRANTS.—The Secretary shall award 3- 
year grants to eligible entities that meet the re-
quirements established by the Secretary, for the 
purpose of operating the nurse practitioner pri-
mary care programs described in subsection (a) 
in such entities. 

‘‘(d) ELIGIBLE ENTITIES.—To be eligible to re-
ceive a grant under this section, an entity 
shall— 

‘‘(1)(A) be a FQHC as defined in section 
1861(aa) of the Social Security Act (42 U.S.C. 
1395x(aa)); or 

‘‘(B) be a nurse-managed health clinic, as de-
fined in section 330A–1 of the Public Health 
Service Act (as added by section 5208 of this 
Act); and 

‘‘(2) submit to the Secretary an application at 
such time, in such manner, and containing such 
information as the Secretary may require. 

‘‘(e) PRIORITY IN AWARDING GRANTS.—In 
awarding grants under this section, the Sec-
retary shall give priority to eligible entities 
that— 

‘‘(1) demonstrate sufficient infrastructure in 
size, scope, and capacity to undertake the req-
uisite training of a minimum of 3 nurse practi-
tioners per year, and to provide to each awardee 
12 full months of full-time, paid employment and 
benefits consistent with the benefits offered to 
other full-time employees of such entity; 

‘‘(2) will assign not less than 1 staff nurse 
practitioner or physician to each of 4 precepted 
clinics; 

‘‘(3) will provide to each awardee specialty ro-
tations, including specialty training in prenatal 
care and women’s health, adult and child psy-
chiatry, orthopedics, geriatrics, and at least 3 
other high-volume, high-burden specialty areas; 

‘‘(4) provide sessions on high-volume, high- 
risk health problems and have a record of train-
ing health care professionals in the care of chil-
dren, older adults, and underserved popu-
lations; and 

‘‘(5) collaborate with other safety net pro-
viders, schools, colleges, and universities that 
provide health professions training. 

‘‘(f) ELIGIBILITY OF NURSE PRACTITIONERS.— 
‘‘(1) IN GENERAL.—To be eligible for accept-

ance to a program funded through a grant 
awarded under this section, an individual 
shall— 

‘‘(A) be licensed or eligible for licensure in the 
State in which the program is located as an ad-
vanced practice registered nurse or advanced 
practice nurse and be eligible or board-certified 
as a family nurse practitioner; and 

‘‘(B) demonstrate commitment to a career as a 
primary care provider in a FQHC or in a 
NMHC. 

‘‘(2) PREFERENCE.—In selecting awardees 
under the program, each grant recipient shall 
give preference to bilingual candidates that meet 
the requirements described in paragraph (1). 

‘‘(3) DEFERRAL OF CERTAIN SERVICE.—The 
starting date of required service of individuals 
in the National Health Service Corps Service 
program under title II of the Public Health Serv-
ice Act (42 U.S.C. 202 et seq.) who receive train-

ing under this section shall be deferred until the 
date that is 22 days after the date of completion 
of the program. 

‘‘(g) GRANT AMOUNT.—Each grant awarded 
under this section shall be in an amount not to 
exceed $600,000 per year. A grant recipient may 
carry over funds from 1 fiscal year to another 
without obtaining approval from the Secretary. 

‘‘(h) TECHNICAL ASSISTANCE GRANTS.—The 
Secretary may award technical assistance 
grants to 1 or more FQHCs or NMHCs that have 
demonstrated expertise in establishing a nurse 
practitioner residency training program. Such 
technical assistance grants shall be for the pur-
pose of providing technical assistance to other 
recipients of grants under subsection (c). 

‘‘(i) AUTHORIZATION OF APPROPRIATIONS.—To 
carry out this section, there is authorized to be 
appropriated such sums as may be necessary for 
each of fiscal years 2011 through 2014.’’. 

(f)(1) Section 399W of the Public Health Serv-
ice Act, as added by section 5405, is redesignated 
as section 399V–1. 

(2) Section 399V–1 of the Public Health Service 
Act, as so redesignated, is amended in sub-
section (b)(2)(A) by striking ‘‘and the depart-
ments of 1 or more health professions schools in 
the State that train providers in primary care’’ 
and inserting ‘‘and the departments that train 
providers in primary care in 1 or more health 
professions schools in the State’’. 

(3) Section 934 of the Public Health Service 
Act, as added by section 3501, is amended by 
striking ‘‘399W’’ each place such term appears 
and inserting ‘‘399V–1’’. 

(4) Section 935(b) of the Public Health Service 
Act, as added by section 3503, is amended by 
striking ‘‘399W’’ and inserting ‘‘399V–1’’. 

(g) Part P of title III of the Public Health 
Service Act 42 U.S.C. 280g et seq.), as amended 
by section 10411, is amended by adding at the 
end the following: 
‘‘SEC. 399V–3. NATIONAL DIABETES PREVENTION 

PROGRAM. 
‘‘(a) IN GENERAL.—The Secretary, acting 

through the Director of the Centers for Disease 
Control and Prevention, shall establish a na-
tional diabetes prevention program (referred to 
in this section as the ‘program’) targeted at 
adults at high risk for diabetes in order to elimi-
nate the preventable burden of diabetes. 

‘‘(b) PROGRAM ACTIVITIES.—The program de-
scribed in subsection (a) shall include— 

‘‘(1) a grant program for community-based di-
abetes prevention program model sites; 

‘‘(2) a program within the Centers for Disease 
Control and Prevention to determine eligibility 
of entities to deliver community-based diabetes 
prevention services; 

‘‘(3) a training and outreach program for life-
style intervention instructors; and 

‘‘(4) evaluation, monitoring and technical as-
sistance, and applied research carried out by 
the Centers for Disease Control and Prevention. 

‘‘(c) ELIGIBLE ENTITIES.—To be eligible for a 
grant under subsection (b)(1), an entity shall be 
a State or local health department, a tribal or-
ganization, a national network of community- 
based non-profits focused on health and 
wellbeing, an academic institution, or other en-
tity, as the Secretary determines. 

‘‘(d) AUTHORIZATION OF APPROPRIATIONS.— 
For the purpose of carrying out this section, 
there are authorized to be appropriated such 
sums as may be necessary for each of fiscal 
years 2010 through 2014.’’. 

(h) The provisions of, and amendment made 
by, section 5501(c) of this Act are repealed. 

(i)(1) The provisions of, and amendments 
made by, section 5502 of this Act are repealed. 

(2)(A) Section 1861(aa)(3)(A) of the Social Se-
curity Act (42 U.S.C. 1395w(aa)(3)(A)) is amend-
ed to read as follows: 

‘‘(A) services of the type described in subpara-
graphs (A) through (C) of paragraph (1) and 
preventive services (as defined in section 
1861(ddd)(3)); and’’. 

(B) The amendment made by subparagraph 
(A) shall apply to services furnished on or after 
January 1, 2011. 
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(3)(A) Section 1834 of the Social Security Act 

(42 U.S.C. 1395m), as amended by section 4105, is 
amended by adding at the end the following 
new subsection: 

‘‘(o) DEVELOPMENT AND IMPLEMENTATION OF 
PROSPECTIVE PAYMENT SYSTEM.— 

‘‘(1) DEVELOPMENT.— 
‘‘(A) IN GENERAL.—The Secretary shall de-

velop a prospective payment system for payment 
for Federally qualified health center services 
furnished by Federally qualified health centers 
under this title. Such system shall include a 
process for appropriately describing the services 
furnished by Federally qualified health centers 
and shall establish payment rates for specific 
payment codes based on such appropriate de-
scriptions of services. Such system shall be es-
tablished to take into account the type, inten-
sity, and duration of services furnished by Fed-
erally qualified health centers. Such system may 
include adjustments, including geographic ad-
justments, determined appropriate by the Sec-
retary. 

‘‘(B) COLLECTION OF DATA AND EVALUATION.— 
By not later than January 1, 2011, the Secretary 
shall require Federally qualified health centers 
to submit to the Secretary such information as 
the Secretary may require in order to develop 
and implement the prospective payment system 
under this subsection, including the reporting of 
services using HCPCS codes. 

‘‘(2) IMPLEMENTATION.— 
‘‘(A) IN GENERAL.—Notwithstanding section 

1833(a)(3)(A), the Secretary shall provide, for 
cost reporting periods beginning on or after Oc-
tober 1, 2014, for payments of prospective pay-
ment rates for Federally qualified health center 
services furnished by Federally qualified health 
centers under this title in accordance with the 
prospective payment system developed by the 
Secretary under paragraph (1). 

‘‘(B) PAYMENTS.— 
‘‘(i) INITIAL PAYMENTS.—The Secretary shall 

implement such prospective payment system so 
that the estimated aggregate amount of prospec-
tive payment rates (determined prior to the ap-
plication of section 1833(a)(1)(Z)) under this title 
for Federally qualified health center services in 
the first year that such system is implemented is 
equal to 100 percent of the estimated amount of 
reasonable costs (determined without the appli-
cation of a per visit payment limit or produc-
tivity screen and prior to the application of sec-
tion 1866(a)(2)(A)(ii)) that would have occurred 
for such services under this title in such year if 
the system had not been implemented. 

‘‘(ii) PAYMENTS IN SUBSEQUENT YEARS.—Pay-
ment rates in years after the year of implemen-
tation of such system shall be the payment rates 
in the previous year increased— 

‘‘(I) in the first year after implementation of 
such system, by the percentage increase in the 
MEI (as defined in section 1842(i)(3)) for the 
year involved; and 

‘‘(II) in subsequent years, by the percentage 
increase in a market basket of Federally quali-
fied health center goods and services as promul-
gated through regulations, or if such an index is 
not available, by the percentage increase in the 
MEI (as defined in section 1842(i)(3)) for the 
year involved. 

‘‘(C) PREPARATION FOR PPS IMPLEMENTA-
TION.—Notwithstanding any other provision of 
law, the Secretary may establish and implement 
by program instruction or otherwise the pay-
ment codes to be used under the prospective 
payment system under this section.’’. 

(B) Section 1833(a)(1) of the Social Security 
Act (42 U.S.C. 1395l(a)(1)), as amended by sec-
tion 4104, is amended— 

(i) by striking ‘‘and’’ before ‘‘(Y)’’; and 
(ii) by inserting before the semicolon at the 

end the following: ‘‘, and (Z) with respect to 
Federally qualified health center services for 
which payment is made under section 1834(o), 
the amounts paid shall be 80 percent of the less-
er of the actual charge or the amount deter-
mined under such section’’. 

(C) Section 1833(a) of the Social Security Act 
(42 U.S.C. 1395l(a)) is amended— 

(i) in paragraph (3)(B)(i)— 
(I) by inserting ‘‘(I)’’ after ‘‘otherwise been 

provided’’; and 
(II) by inserting ‘‘, or (II) in the case of such 

services furnished on or after the implementa-
tion date of the prospective payment system 
under section 1834(o), under such section (cal-
culated as if ‘100 percent’ were substituted for 
‘80 percent’ in such section) for such services if 
the individual had not been so enrolled’’ after 
‘‘been so enrolled’’; and 

(ii) by adding at the end the following flush 
sentence: 
‘‘Paragraph (3)(A) shall not apply to Federally 
qualified health center services furnished on or 
after the implementation date of the prospective 
payment system under section 1834(0).’’. 

(j) Section 5505 is amended by adding at the 
end the following new subsection: 

‘‘(d) APPLICATION.—The amendments made by 
this section shall not be applied in a manner 
that requires reopening of any settled cost re-
ports as to which there is not a jurisdictionally 
proper appeal pending as of the date of the en-
actment of this Act on the issue of payment for 
indirect costs of medical education under section 
1886(d)(5)(B) of the Social Security Act (42 
U.S.C. 1395ww(d)(5)(B)) or for direct graduate 
medical education costs under section 1886(h) of 
such Act (42 U.S.C. 1395ww(h)).’’. 

(k) Subtitle G of title V of this Act is amended 
by adding at the end the following: 
‘‘SEC. 5606. STATE GRANTS TO HEALTH CARE 

PROVIDERS WHO PROVIDE SERVICES 
TO A HIGH PERCENTAGE OF MEDI-
CALLY UNDERSERVED POPULATIONS 
OR OTHER SPECIAL POPULATIONS. 

‘‘(a) IN GENERAL.—A State may award grants 
to health care providers who treat a high per-
centage, as determined by such State, of medi-
cally underserved populations or other special 
populations in such State. 

‘‘(b) SOURCE OF FUNDS.—A grant program es-
tablished by a State under subsection (a) may 
not be established within a department, agency, 
or other entity of such State that administers 
the Medicaid program under title XIX of the So-
cial Security Act (42 U.S.C. 1396 et seq.), and no 
Federal or State funds allocated to such Med-
icaid program, the Medicare program under title 
XVIII of the Social Security Act (42 U.S.C. 1395 
et seq.), or the TRICARE program under chap-
ter 55 of title 10, United States Code, may be 
used to award grants or to pay administrative 
costs associated with a grant program estab-
lished under subsection (a).’’. 

(l) Part C of title VII of the Public Health 
Service Act (42 U.S.C. 293k et seq.) is amended— 

(1) after the part heading, by inserting the fol-
lowing: 

‘‘Subpart I—Medical Training Generally’’; 
and 

(2) by inserting at the end the following: 
‘‘Subpart II—Training in Underserved 

Communities 
‘‘SEC. 749B. RURAL PHYSICIAN TRAINING 

GRANTS. 
‘‘(a) IN GENERAL.—The Secretary, acting 

through the Administrator of the Health Re-
sources and Services Administration, shall es-
tablish a grant program for the purposes of as-
sisting eligible entities in recruiting students 
most likely to practice medicine in underserved 
rural communities, providing rural-focused 
training and experience, and increasing the 
number of recent allopathic and osteopathic 
medical school graduates who practice in under-
served rural communities. 

‘‘(b) ELIGIBLE ENTITIES.—In order to be eligi-
ble to receive a grant under this section, an en-
tity shall— 

‘‘(1) be a school of allopathic or osteopathic 
medicine accredited by a nationally recognized 
accrediting agency or association approved by 
the Secretary for this purpose, or any combina-
tion or consortium of such schools; and 

‘‘(2) submit an application to the Secretary 
that includes a certification that such entity 
will use amounts provided to the institution as 
described in subsection (d)(1). 

‘‘(c) PRIORITY.—In awarding grant funds 
under this section, the Secretary shall give pri-
ority to eligible entities that— 

‘‘(1) demonstrate a record of successfully 
training students, as determined by the Sec-
retary, who practice medicine in underserved 
rural communities; 

‘‘(2) demonstrate that an existing academic 
program of the eligible entity produces a high 
percentage, as determined by the Secretary, of 
graduates from such program who practice med-
icine in underserved rural communities; 

‘‘(3) demonstrate rural community institu-
tional partnerships, through such mechanisms 
as matching or contributory funding, docu-
mented in-kind services for implementation, or 
existence of training partners with interprofes-
sional expertise in community health center 
training locations or other similar facilities; or 

‘‘(4) submit, as part of the application of the 
entity under subsection (b), a plan for the long- 
term tracking of where the graduates of such 
entity practice medicine. 

‘‘(d) USE OF FUNDS.— 
‘‘(1) ESTABLISHMENT.—An eligible entity re-

ceiving a grant under this section shall use the 
funds made available under such grant to estab-
lish, improve, or expand a rural-focused train-
ing program (referred to in this section as the 
‘Program’) meeting the requirements described 
in this subsection and to carry out such pro-
gram. 

‘‘(2) STRUCTURE OF PROGRAM.—An eligible en-
tity shall— 

‘‘(A) enroll no fewer than 10 students per class 
year into the Program; and 

‘‘(B) develop criteria for admission to the Pro-
gram that gives priority to students— 

‘‘(i) who have originated from or lived for a 
period of 2 or more years in an underserved 
rural community; and 

‘‘(ii) who express a commitment to practice 
medicine in an underserved rural community. 

‘‘(3) CURRICULA.—The Program shall require 
students to enroll in didactic coursework and 
clinical experience particularly applicable to 
medical practice in underserved rural commu-
nities, including— 

‘‘(A) clinical rotations in underserved rural 
communities, and in applicable specialties, or 
other coursework or clinical experience deemed 
appropriate by the Secretary; and 

‘‘(B) in addition to core school curricula, ad-
ditional coursework or training experiences fo-
cused on medical issues prevalent in under-
served rural communities. 

‘‘(4) RESIDENCY PLACEMENT ASSISTANCE.— 
Where available, the Program shall assist all 
students of the Program in obtaining clinical 
training experiences in locations with post-
graduate programs offering residency training 
opportunities in underserved rural communities, 
or in local residency training programs that 
support and train physicians to practice in un-
derserved rural communities. 

‘‘(5) PROGRAM STUDENT COHORT SUPPORT.— 
The Program shall provide and require all stu-
dents of the Program to participate in group ac-
tivities designed to further develop, maintain, 
and reinforce the original commitment of such 
students to practice in an underserved rural 
community. 

‘‘(e) ANNUAL REPORTING.—An eligible entity 
receiving a grant under this section shall submit 
an annual report to the Secretary on the success 
of the Program, based on criteria the Secretary 
determines appropriate, including the residency 
program selection of graduating students who 
participated in the Program. 

‘‘(f) REGULATIONS.—Not later than 60 days 
after the date of enactment of this section, the 
Secretary shall by regulation define ‘under-
served rural community’ for purposes of this sec-
tion. 
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‘‘(g) SUPPLEMENT NOT SUPPLANT.—Any eligi-

ble entity receiving funds under this section 
shall use such funds to supplement, not sup-
plant, any other Federal, State, and local funds 
that would otherwise be expended by such enti-
ty to carry out the activities described in this 
section. 

‘‘(h) MAINTENANCE OF EFFORT.—With respect 
to activities for which funds awarded under this 
section are to be expended, the entity shall 
agree to maintain expenditures of non-Federal 
amounts for such activities at a level that is not 
less than the level of such expenditures main-
tained by the entity for the fiscal year preceding 
the fiscal year for which the entity receives a 
grant under this section. 

‘‘(i) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated 
$4,000,000 for each of the fiscal years 2010 
through 2013.’’. 

(m)(1) Section 768 of the Public Health Service 
Act (42 U.S.C. 295c) is amended to read as fol-
lows: 
‘‘SEC. 768. PREVENTIVE MEDICINE AND PUBLIC 

HEALTH TRAINING GRANT PRO-
GRAM. 

‘‘(a) GRANTS.—The Secretary, acting through 
the Administrator of the Health Resources and 
Services Administration and in consultation 
with the Director of the Centers for Disease 
Control and Prevention, shall award grants to, 
or enter into contracts with, eligible entities to 
provide training to graduate medical residents 
in preventive medicine specialties. 

‘‘(b) ELIGIBILITY.—To be eligible for a grant or 
contract under subsection (a), an entity shall 
be— 

‘‘(1) an accredited school of public health or 
school of medicine or osteopathic medicine; 

‘‘(2) an accredited public or private nonprofit 
hospital; 

‘‘(3) a State, local, or tribal health depart-
ment; or 

‘‘(4) a consortium of 2 or more entities de-
scribed in paragraphs (1) through (3). 

‘‘(c) USE OF FUNDS.—Amounts received under 
a grant or contract under this section shall be 
used to— 

‘‘(1) plan, develop (including the development 
of curricula), operate, or participate in an ac-
credited residency or internship program in pre-
ventive medicine or public health; 

‘‘(2) defray the costs of practicum experiences, 
as required in such a program; and 

‘‘(3) establish, maintain, or improve— 
‘‘(A) academic administrative units (including 

departments, divisions, or other appropriate 
units) in preventive medicine and public health; 
or 

‘‘(B) programs that improve clinical teaching 
in preventive medicine and public health. 

‘‘(d) REPORT.—The Secretary shall submit to 
the Congress an annual report on the program 
carried out under this section.’’. 

(2) Section 770(a) of the Public Health Service 
Act (42 U.S.C. 295e(a)) is amended to read as 
follows: 

‘‘(a) IN GENERAL.—For the purpose of car-
rying out this subpart, there is authorized to be 
appropriated $43,000,000 for fiscal year 2011, and 
such sums as may be necessary for each of the 
fiscal years 2012 through 2015.’’. 

(n)(1) Subsection (i) of section 331 of the Pub-
lic Health Service Act (42 U.S.C. 254d) of the 
Public Health Service Act is amended— 

(A) in paragraph (1), by striking ‘‘In carrying 
out subpart III’’ and all that follows through 
the period and inserting ‘‘In carrying out sub-
part III, the Secretary may, in accordance with 
this subsection, issue waivers to individuals who 
have entered into a contract for obligated serv-
ice under the Scholarship Program or the Loan 
Repayment Program under which the individ-
uals are authorized to satisfy the requirement of 
obligated service through providing clinical 
practice that is half time.’’; 

(B) in paragraph (2)— 
(i) in subparagraphs (A)(ii) and (B), by strik-

ing ‘‘less than full time’’ each place it appears 
and inserting ‘‘half time’’; 

(ii) in subparagraphs (C) and (F), by striking 
‘‘less than full-time service’’ each place it ap-
pears and inserting ‘‘half-time service’’; and 

(iii) by amending subparagraphs (D) and (E) 
to read as follows: 

‘‘(D) the entity and the Corps member agree in 
writing that the Corps member will perform 
half-time clinical practice; 

‘‘(E) the Corps member agrees in writing to 
fulfill all of the service obligations under section 
338C through half-time clinical practice and ei-
ther— 

‘‘(i) double the period of obligated service that 
would otherwise be required; or 

‘‘(ii) in the case of contracts entered into 
under section 338B, accept a minimum service 
obligation of 2 years with an award amount 
equal to 50 percent of the amount that would 
otherwise be payable for full-time service; and’’; 
and 

(C) in paragraph (3), by striking ‘‘In evalu-
ating a demonstration project described in para-
graph (1)’’ and inserting ‘‘In evaluating waivers 
issued under paragraph (1)’’. 

(2) Subsection (j) of section 331 of the Public 
Health Service Act (42 U.S.C. 254d) is amended 
by adding at the end the following: 

‘‘(5) The terms ‘full time’ and ‘full-time’ mean 
a minimum of 40 hours per week in a clinical 
practice, for a minimum of 45 weeks per year. 

‘‘(6) The terms ‘half time’ and ‘half-time’ 
mean a minimum of 20 hours per week (not to 
exceed 39 hours per week) in a clinical practice, 
for a minimum of 45 weeks per year.’’. 

(3) Section 337(b)(1) of the Public Health Serv-
ice Act (42 U.S.C. 254j(b)(1)) is amended by 
striking ‘‘Members may not be reappointed to 
the Council.’’. 

(4) Section 338B(g)(2)(A) of the Public Health 
Service Act (42 U.S.C. 254l–1(g)(2)(A)) is amend-
ed by striking ‘‘$35,000’’ and inserting ‘‘$50,000, 
plus, beginning with fiscal year 2012, an amount 
determined by the Secretary on an annual basis 
to reflect inflation,’’. 

(5) Subsection (a) of section 338C of the Public 
Health Service Act (42 U.S.C. 254m), as amended 
by section 5508, is amended— 

(A) by striking the second sentence and insert-
ing the following: ‘‘The Secretary may treat 
teaching as clinical practice for up to 20 percent 
of such period of obligated service.’’; and 

(B) by adding at the end the following: ‘‘Not-
withstanding the preceding sentence, with re-
spect to a member of the Corps participating in 
the teaching health centers graduate medical 
education program under section 340H, for the 
purpose of calculating time spent in full-time 
clinical practice under this section, up to 50 per-
cent of time spent teaching by such member may 
be counted toward his or her service obliga-
tion.’’. 
SEC. 10502. INFRASTRUCTURE TO EXPAND AC-

CESS TO CARE. 
(a) APPROPRIATION.—There are authorized to 

be appropriated, and there are appropriated to 
the Department of Health and Human Services, 
$100,000,000 for fiscal year 2010, to remain avail-
able for obligation until September 30, 2011, to 
be used for debt service on, or direct construc-
tion or renovation of, a health care facility that 
provides research, inpatient tertiary care, or 
outpatient clinical services. Such facility shall 
be affiliated with an academic health center at 
a public research university in the United States 
that contains a State’s sole public academic 
medical and dental school. 

(b) REQUIREMENT.—Amount appropriated 
under subsection (a) may only be made avail-
able by the Secretary of Health and Human 
Services upon the receipt of an application from 
the Governor of a State that certifies that— 

(1) the new health care facility is critical for 
the provision of greater access to health care 
within the State; 

(2) such facility is essential for the continued 
financial viability of the State’s sole public med-
ical and dental school and its academic health 
center; 

(3) the request for Federal support represents 
not more than 40 percent of the total cost of the 
proposed new facility; and 

(4) the State has established a dedicated fund-
ing mechanism to provide all remaining funds 
necessary to complete the construction or ren-
ovation of the proposed facility. 

SEC. 10503. COMMUNITY HEALTH CENTERS AND 
THE NATIONAL HEALTH SERVICE 
CORPS FUND. 

(a) PURPOSE.—It is the purpose of this section 
to establish a Community Health Center Fund 
(referred to in this section as the ‘‘CHC Fund’’), 
to be administered through the Office of the Sec-
retary of the Department of Health and Human 
Services to provide for expanded and sustained 
national investment in community health cen-
ters under section 330 of the Public Health Serv-
ice Act and the National Health Service Corps. 

(b) FUNDING.—There is authorized to be ap-
propriated, and there is appropriated, out of 
any monies in the Treasury not otherwise ap-
propriated, to the CHC Fund— 

(1) to be transferred to the Secretary of Health 
and Human Services to provide enhanced fund-
ing for the community health center program 
under section 330 of the Public Health Service 
Act— 

(A) $700,000,000 for fiscal year 2011; 
(B) $800,000,000 for fiscal year 2012; 
(C) $1,000,000,000 for fiscal year 2013; 
(D) $1,600,000,000 for fiscal year 2014; and 
(E) $2,900,000,000 for fiscal year 2015; and 
(2) to be transferred to the Secretary of Health 

and Human Services to provide enhanced fund-
ing for the National Health Service Corps— 

(A) $290,000,000 for fiscal year 2011; 
(B) $295,000,000 for fiscal year 2012; 
(C) $300,000,000 for fiscal year 2013; 
(D) $305,000,000 for fiscal year 2014; and 
(E) $310,000,000 for fiscal year 2015. 
(c) CONSTRUCTION.—There is authorized to be 

appropriated, and there is appropriated, out of 
any monies in the Treasury not otherwise ap-
propriated, $1,500,000,000 to be available for fis-
cal years 2011 through 2015 to be used by the 
Secretary of Health and Human Services for the 
construction and renovation of community 
health centers. 

(d) USE OF FUND.—The Secretary of Health 
and Human Services shall transfer amounts in 
the CHC Fund to accounts within the Depart-
ment of Health and Human Services to increase 
funding, over the fiscal year 2008 level, for com-
munity health centers and the National Health 
Service Corps. 

(e) AVAILABILITY.—Amounts appropriated 
under subsections (b) and (c) shall remain avail-
able until expended. 

SEC. 10504. DEMONSTRATION PROJECT TO PRO-
VIDE ACCESS TO AFFORDABLE CARE. 

(a) IN GENERAL.—Not later than 6 months 
after the date of enactment of this Act, the Sec-
retary of Health and Human Services (referred 
to in this section as the ‘‘Secretary’’), acting 
through the Health Resources and Services Ad-
ministration, shall establish a 3 year demonstra-
tion project in up to 10 States to provide access 
to comprehensive health care services to the un-
insured at reduced fees. The Secretary shall 
evaluate the feasibility of expanding the project 
to additional States. 

(b) ELIGIBILITY.—To be eligible to participate 
in the demonstration project, an entity shall be 
a State-based, nonprofit, public-private partner-
ship that provides access to comprehensive 
health care services to the uninsured at reduced 
fees. Each State in which a participant selected 
by the Secretary is located shall receive not 
more than $2,000,000 to establish and carry out 
the project for the 3-year demonstration period. 

(c) AUTHORIZATION.—There is authorized to be 
appropriated such sums as may be necessary to 
carry out this section. 

VerDate Nov 24 2008 01:35 Mar 26, 2010 Jkt 089060 PO 00000 Frm 00257 Fmt 4636 Sfmt 6333 E:\RECORD10\H21MR0.PT2 H21MR0m
m

ah
er

 o
n 

D
S

K
D

5P
82

C
1P

R
O

D
 w

ith
 C

O
N

G
-R

E
C

-O
N

LI
N

E



CONGRESSIONAL RECORD — HOUSEH2148 March 21, 2010 
Subtitle F—Provisions Relating to Title VI 

SEC. 10601. REVISIONS TO LIMITATION ON MEDI-
CARE EXCEPTION TO THE PROHIBI-
TION ON CERTAIN PHYSICIAN RE-
FERRALS FOR HOSPITALS. 

(a) IN GENERAL.—Section 1877(i) of the Social 
Security Act, as added by section 6001(a), is 
amended— 

(1) in paragraph (1)(A)(i), by striking ‘‘Feb-
ruary 1, 2010’’ and inserting ‘‘August 1, 2010’’; 
and 

(2) in paragraph (3)(A)— 
(A) in clause (iii), by striking ‘‘August 1, 

2011’’ and inserting ‘‘February 1, 2012’’; and 
(B) in clause (iv), by striking ‘‘July 1, 2011’’ 

and inserting ‘‘January 1, 2012’’. 
(b) CONFORMING AMENDMENT.—Section 

6001(b)(2) of this Act is amended by striking 
‘‘November 1, 2011’’ and inserting ‘‘May 1, 
2012’’. 
SEC. 10602. CLARIFICATIONS TO PATIENT-CEN-

TERED OUTCOMES RESEARCH. 
Section 1181 of the Social Security Act (as 

added by section 6301) is amended— 
(1) in subsection (d)(2)(B)— 
(A) in clause (ii)(IV)— 
(i) by inserting ‘‘, as described in subpara-

graph (A)(ii),’’ after ‘‘original research’’; and 
(ii) by inserting ‘‘, as long as the researcher 

enters into a data use agreement with the Insti-
tute for use of the data from the original re-
search, as appropriate’’ after ‘‘publication’’; 
and 

(B) by amending clause (iv) to read as follows: 
‘‘(iv) SUBSEQUENT USE OF THE DATA.—The In-

stitute shall not allow the subsequent use of 
data from original research in work-for-hire 
contracts with individuals, entities, or instru-
mentalities that have a financial interest in the 
results, unless approved under a data use agree-
ment with the Institute.’’; 

(2) in subsection (d)(8)(A)(iv), by striking ‘‘not 
be construed as mandates for’’ and inserting 
‘‘do not include’’; and 

(3) in subsection (f)(1)(C), by amending clause 
(ii) to read as follows: 

‘‘(ii) 7 members representing physicians and 
providers, including 4 members representing 
physicians (at least 1 of whom is a surgeon), 1 
nurse, 1 State-licensed integrative health care 
practitioner, and 1 representative of a hos-
pital.’’. 
SEC. 10603. STRIKING PROVISIONS RELATING TO 

INDIVIDUAL PROVIDER APPLICA-
TION FEES. 

(a) IN GENERAL.—Section 1866(j)(2)(C) of the 
Social Security Act, as added by section 6401(a), 
is amended— 

(1) by striking clause (i); 
(2) by redesignating clauses (ii) through (iv), 

respectively, as clauses (i) through (iii); and 
(3) in clause (i), as redesignated by paragraph 

(2), by striking ‘‘clause (iii)’’ and inserting 
‘‘clause (ii)’’. 

(b) TECHNICAL CORRECTION.—Section 
6401(a)(2) of this Act is amended to read as fol-
lows: 

‘‘(2) by redesignating paragraph (2) as para-
graph (8); and’’. 
SEC. 10604. TECHNICAL CORRECTION TO SECTION 

6405. 
Paragraphs (1) and (2) of section 6405(b) are 

amended to read as follows: 
‘‘(1) PART A.—Section 1814(a)(2) of the Social 

Security Act (42 U.S.C. 1395(a)(2)) is amended in 
the matter preceding subparagraph (A) by in-
serting ‘, or, in the case of services described in 
subparagraph (C), a physician enrolled under 
section 1866(j),’ after ‘in collaboration with a 
physician,’. 

‘‘(2) PART B.—Section 1835(a)(2) of the Social 
Security Act (42 U.S.C. 1395n(a)(2)) is amended 
in the matter preceding subparagraph (A) by in-
serting ‘, or, in the case of services described in 
subparagraph (A), a physician enrolled under 
section 1866(j),’ after ‘a physician’.’’. 

SEC. 10605. CERTAIN OTHER PROVIDERS PER-
MITTED TO CONDUCT FACE TO FACE 
ENCOUNTER FOR HOME HEALTH 
SERVICES. 

(a) PART A.—Section 1814(a)(2)(C) of the So-
cial Security Act (42 U.S.C. 1395f(a)(2)(C)), as 
amended by section 6407(a)(1), is amended by in-
serting ‘‘, or a nurse practitioner or clinical 
nurse specialist (as those terms are defined in 
section 1861(aa)(5)) who is working in collabora-
tion with the physician in accordance with 
State law, or a certified nurse-midwife (as de-
fined in section 1861(gg)) as authorized by State 
law, or a physician assistant (as defined in sec-
tion 1861(aa)(5)) under the supervision of the 
physician,’’ after ‘‘himself or herself’’. 

(b) PART B.—Section 1835(a)(2)(A)(iv) of the 
Social Security Act, as added by section 
6407(a)(2), is amended by inserting ‘‘, or a nurse 
practitioner or clinical nurse specialist (as those 
terms are defined in section 1861(aa)(5)) who is 
working in collaboration with the physician in 
accordance with State law, or a certified nurse- 
midwife (as defined in section 1861(gg)) as au-
thorized by State law, or a physician assistant 
(as defined in section 1861(aa)(5)) under the su-
pervision of the physician,’’ after ‘‘must docu-
ment that the physician’’. 
SEC. 10606. HEALTH CARE FRAUD ENFORCEMENT. 

(a) FRAUD SENTENCING GUIDELINES.— 
(1) DEFINITION.—In this subsection, the term 

‘‘Federal health care offense’’ has the meaning 
given that term in section 24 of title 18, United 
States Code, as amended by this Act. 

(2) REVIEW AND AMENDMENTS.—Pursuant to 
the authority under section 994 of title 28, 
United States Code, and in accordance with this 
subsection, the United States Sentencing Com-
mission shall— 

(A) review the Federal Sentencing Guidelines 
and policy statements applicable to persons con-
victed of Federal health care offenses; 

(B) amend the Federal Sentencing Guidelines 
and policy statements applicable to persons con-
victed of Federal health care offenses involving 
Government health care programs to provide 
that the aggregate dollar amount of fraudulent 
bills submitted to the Government health care 
program shall constitute prima facie evidence of 
the amount of the intended loss by the defend-
ant; and 

(C) amend the Federal Sentencing Guidelines 
to provide— 

(i) a 2-level increase in the offense level for 
any defendant convicted of a Federal health 
care offense relating to a Government health 
care program which involves a loss of not less 
than $1,000,000 and less than $7,000,000; 

(ii) a 3-level increase in the offense level for 
any defendant convicted of a Federal health 
care offense relating to a Government health 
care program which involves a loss of not less 
than $7,000,000 and less than $20,000,000; 

(iii) a 4-level increase in the offense level for 
any defendant convicted of a Federal health 
care offense relating to a Government health 
care program which involves a loss of not less 
than $20,000,000; and 

(iv) if appropriate, otherwise amend the Fed-
eral Sentencing Guidelines and policy state-
ments applicable to persons convicted of Federal 
health care offenses involving Government 
health care programs. 

(3) REQUIREMENTS.—In carrying this sub-
section, the United States Sentencing Commis-
sion shall— 

(A) ensure that the Federal Sentencing Guide-
lines and policy statements— 

(i) reflect the serious harms associated with 
health care fraud and the need for aggressive 
and appropriate law enforcement action to pre-
vent such fraud; and 

(ii) provide increased penalties for persons 
convicted of health care fraud offenses in ap-
propriate circumstances; 

(B) consult with individuals or groups rep-
resenting health care fraud victims, law enforce-
ment officials, the health care industry, and the 

Federal judiciary as part of the review described 
in paragraph (2); 

(C) ensure reasonable consistency with other 
relevant directives and with other guidelines 
under the Federal Sentencing Guidelines; 

(D) account for any aggravating or mitigating 
circumstances that might justify exceptions, in-
cluding circumstances for which the Federal 
Sentencing Guidelines, as in effect on the date 
of enactment of this Act, provide sentencing en-
hancements; 

(E) make any necessary conforming changes 
to the Federal Sentencing Guidelines; and 

(F) ensure that the Federal Sentencing Guide-
lines adequately meet the purposes of sen-
tencing. 

(b) INTENT REQUIREMENT FOR HEALTH CARE 
FRAUD.—Section 1347 of title 18, United States 
Code, is amended— 

(1) by inserting ‘‘(a)’’ before ‘‘Whoever know-
ingly’’; and 

(2) by adding at the end the following: 
‘‘(b) With respect to violations of this section, 

a person need not have actual knowledge of this 
section or specific intent to commit a violation of 
this section.’’. 

(c) HEALTH CARE FRAUD OFFENSE.—Section 
24(a) of title 18, United States Code, is amend-
ed— 

(1) in paragraph (1), by striking the semicolon 
and inserting ‘‘or section 1128B of the Social Se-
curity Act (42 U.S.C. 1320a–7b); or’’; and 

(2) in paragraph (2)— 
(A) by inserting ‘‘1349,’’ after ‘‘1343,’’; and 
(B) by inserting ‘‘section 301 of the Federal 

Food, Drug, and Cosmetic Act (21 U.S.C. 331), or 
section 501 of the Employee Retirement Income 
Security Act of 1974 (29 U.S.C. 1131),’’ after 
‘‘title,’’. 

(d) SUBPOENA AUTHORITY RELATING TO 
HEALTH CARE.— 

(1) SUBPOENAS UNDER THE HEALTH INSURANCE 
PORTABILITY AND ACCOUNTABILITY ACT OF 1996.— 
Section 1510(b) of title 18, United States Code, is 
amended— 

(A) in paragraph (1), by striking ‘‘to the 
grand jury’’; and 

(B) in paragraph (2)— 
(i) in subparagraph (A), by striking ‘‘grand 

jury subpoena’’ and inserting ‘‘subpoena for 
records’’; and 

(ii) in the matter following subparagraph (B), 
by striking ‘‘to the grand jury’’. 

(2) SUBPOENAS UNDER THE CIVIL RIGHTS OF IN-
STITUTIONALIZED PERSONS ACT.—The Civil 
Rights of Institutionalized Persons Act (42 
U.S.C. 1997 et seq.) is amended by inserting after 
section 3 the following: 
‘‘SEC. 3A. SUBPOENA AUTHORITY. 

‘‘(a) AUTHORITY.—The Attorney General, or 
at the direction of the Attorney General, any 
officer or employee of the Department of 
Justice may require by subpoena access to 
any institution that is the subject of an in-
vestigation under this Act and to any docu-
ment, record, material, file, report, memo-
randum, policy, procedure, investigation, 
video or audio recording, or quality assur-
ance report relating to any institution that 
is the subject of an investigation under this 
Act to determine whether there are condi-
tions which deprive persons residing in or 
confined to the institution of any rights, 
privileges, or immunities secured or pro-
tected by the Constitution or laws of the 
United States. 

‘‘(b) ISSUANCE AND ENFORCEMENT OF SUB-
POENAS.— 

‘‘(1) ISSUANCE.—Subpoenas issued under 
this section— 

‘‘(A) shall bear the signature of the Attor-
ney General or any officer or employee of the 
Department of Justice as designated by the 
Attorney General; and 

‘‘(B) shall be served by any person or class 
of persons designated by the Attorney Gen-
eral or a designated officer or employee for 
that purpose. 
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‘‘(2) ENFORCEMENT.—In the case of contu-

macy or failure to obey a subpoena issued 
under this section, the United States district 
court for the judicial district in which the 
institution is located may issue an order re-
quiring compliance. Any failure to obey the 
order of the court may be punished by the 
court as a contempt that court. 

‘‘(c) PROTECTION OF SUBPOENAED RECORDS 
AND INFORMATION.—Any document, record, ma-
terial, file, report, memorandum, policy, proce-
dure, investigation, video or audio recording, or 
quality assurance report or other information 
obtained under a subpoena issued under this 
section— 

‘‘(1) may not be used for any purpose other 
than to protect the rights, privileges, or immuni-
ties secured or protected by the Constitution or 
laws of the United States of persons who reside, 
have resided, or will reside in an institution; 

‘‘(2) may not be transmitted by or within the 
Department of Justice for any purpose other 
than to protect the rights, privileges, or immuni-
ties secured or protected by the Constitution or 
laws of the United States of persons who reside, 
have resided, or will reside in an institution; 
and 

‘‘(3) shall be redacted, obscured, or otherwise 
altered if used in any publicly available manner 
so as to prevent the disclosure of any personally 
identifiable information.’’. 
SEC. 10607. STATE DEMONSTRATION PROGRAMS 

TO EVALUATE ALTERNATIVES TO 
CURRENT MEDICAL TORT LITIGA-
TION. 

Part P of title III of the Public Health Service 
Act (42 U.S.C. 280g et seq.), as amended by this 
Act, is further amended by adding at the end 
the following: 
‘‘SEC. 399V–4. STATE DEMONSTRATION PRO-

GRAMS TO EVALUATE ALTER-
NATIVES TO CURRENT MEDICAL 
TORT LITIGATION. 

‘‘(a) IN GENERAL.—The Secretary is author-
ized to award demonstration grants to States for 
the development, implementation, and evalua-
tion of alternatives to current tort litigation for 
resolving disputes over injuries allegedly caused 
by health care providers or health care organi-
zations. In awarding such grants, the Secretary 
shall ensure the diversity of the alternatives so 
funded. 

‘‘(b) DURATION.—The Secretary may award 
grants under subsection (a) for a period not to 
exceed 5 years. 

‘‘(c) CONDITIONS FOR DEMONSTRATION 
GRANTS.— 

‘‘(1) REQUIREMENTS.—Each State desiring a 
grant under subsection (a) shall develop an al-
ternative to current tort litigation that— 

‘‘(A) allows for the resolution of disputes over 
injuries allegedly caused by health care pro-
viders or health care organizations; and 

‘‘(B) promotes a reduction of health care er-
rors by encouraging the collection and analysis 
of patient safety data related to disputes re-
solved under subparagraph (A) by organizations 
that engage in efforts to improve patient safety 
and the quality of health care. 

‘‘(2) ALTERNATIVE TO CURRENT TORT LITIGA-
TION.—Each State desiring a grant under sub-
section (a) shall demonstrate how the proposed 
alternative described in paragraph (1)(A)— 

‘‘(A) makes the medical liability system more 
reliable by increasing the availability of prompt 
and fair resolution of disputes; 

‘‘(B) encourages the efficient resolution of dis-
putes; 

‘‘(C) encourages the disclosure of health care 
errors; 

‘‘(D) enhances patient safety by detecting, 
analyzing, and helping to reduce medical errors 
and adverse events; 

‘‘(E) improves access to liability insurance; 
‘‘(F) fully informs patients about the dif-

ferences in the alternative and current tort liti-
gation; 

‘‘(G) provides patients the ability to opt out of 
or voluntarily withdraw from participating in 

the alternative at any time and to pursue other 
options, including litigation, outside the alter-
native; 

‘‘(H) would not conflict with State law at the 
time of the application in a way that would pro-
hibit the adoption of an alternative to current 
tort litigation; and 

‘‘(I) would not limit or curtail a patient’s ex-
isting legal rights, ability to file a claim in or ac-
cess a State’s legal system, or otherwise abrogate 
a patient’s ability to file a medical malpractice 
claim. 

‘‘(3) SOURCES OF COMPENSATION.—Each State 
desiring a grant under subsection (a) shall iden-
tify the sources from and methods by which 
compensation would be paid for claims resolved 
under the proposed alternative to current tort 
litigation, which may include public or private 
funding sources, or a combination of such 
sources. Funding methods shall to the extent 
practicable provide financial incentives for ac-
tivities that improve patient safety. 

‘‘(4) SCOPE.— 
‘‘(A) IN GENERAL.—Each State desiring a 

grant under subsection (a) shall establish a 
scope of jurisdiction (such as Statewide, des-
ignated geographic region, a designated area of 
health care practice, or a designated group of 
health care providers or health care organiza-
tions) for the proposed alternative to current 
tort litigation that is sufficient to evaluate the 
effects of the alternative. No scope of jurisdic-
tion shall be established under this paragraph 
that is based on a health care payer or patient 
population. 

‘‘(B) NOTIFICATION OF PATIENTS.—A State 
shall demonstrate how patients would be noti-
fied that they are receiving health care services 
that fall within such scope, and the process by 
which they may opt out of or voluntarily with-
draw from participating in the alternative. The 
decision of the patient whether to participate or 
continue participating in the alternative process 
shall be made at any time and shall not be lim-
ited in any way. 

‘‘(5) PREFERENCE IN AWARDING DEMONSTRA-
TION GRANTS.—In awarding grants under sub-
section (a), the Secretary shall give preference 
to States— 

‘‘(A) that have developed the proposed alter-
native through substantive consultation with 
relevant stakeholders, including patient advo-
cates, health care providers and health care or-
ganizations, attorneys with expertise in rep-
resenting patients and health care providers, 
medical malpractice insurers, and patient safety 
experts; 

‘‘(B) that make proposals that are likely to 
enhance patient safety by detecting, analyzing, 
and helping to reduce medical errors and ad-
verse events; and 

‘‘(C) that make proposals that are likely to im-
prove access to liability insurance. 

‘‘(d) APPLICATION.— 
‘‘(1) IN GENERAL.—Each State desiring a grant 

under subsection (a) shall submit to the Sec-
retary an application, at such time, in such 
manner, and containing such information as the 
Secretary may require. 

‘‘(2) REVIEW PANEL.— 
‘‘(A) IN GENERAL.—In reviewing applications 

under paragraph (1), the Secretary shall consult 
with a review panel composed of relevant ex-
perts appointed by the Comptroller General. 

‘‘(B) COMPOSITION.— 
‘‘(i) NOMINATIONS.—The Comptroller General 

shall solicit nominations from the public for in-
dividuals to serve on the review panel. 

‘‘(ii) APPOINTMENT.—The Comptroller General 
shall appoint, at least 9 but not more than 13, 
highly qualified and knowledgeable individuals 
to serve on the review panel and shall ensure 
that the following entities receive fair represen-
tation on such panel: 

‘‘(I) Patient advocates. 
‘‘(II) Health care providers and health care 

organizations. 
‘‘(III) Attorneys with expertise in representing 

patients and health care providers. 

‘‘(IV) Medical malpractice insurers. 
‘‘(V) State officials. 
‘‘(VI) Patient safety experts. 
‘‘(C) CHAIRPERSON.—The Comptroller General, 

or an individual within the Government Ac-
countability Office designated by the Comp-
troller General, shall be the chairperson of the 
review panel. 

‘‘(D) AVAILABILITY OF INFORMATION.—The 
Comptroller General shall make available to the 
review panel such information, personnel, and 
administrative services and assistance as the re-
view panel may reasonably require to carry out 
its duties. 

‘‘(E) INFORMATION FROM AGENCIES.—The re-
view panel may request directly from any de-
partment or agency of the United States any in-
formation that such panel considers necessary 
to carry out its duties. To the extent consistent 
with applicable laws and regulations, the head 
of such department or agency shall furnish the 
requested information to the review panel. 

‘‘(e) REPORTS.— 
‘‘(1) BY STATE.—Each State receiving a grant 

under subsection (a) shall submit to the Sec-
retary an annual report evaluating the effec-
tiveness of activities funded with grants award-
ed under such subsection. Such report shall, at 
a minimum, include the impact of the activities 
funded on patient safety and on the availability 
and price of medical liability insurance. 

‘‘(2) BY SECRETARY.—The Secretary shall sub-
mit to Congress an annual compendium of the 
reports submitted under paragraph (1) and an 
analysis of the activities funded under sub-
section (a) that examines any differences that 
result from such activities in terms of the qual-
ity of care, number and nature of medical er-
rors, medical resources used, length of time for 
dispute resolution, and the availability and 
price of liability insurance. 

‘‘(f) TECHNICAL ASSISTANCE.— 
‘‘(1) IN GENERAL.—The Secretary shall provide 

technical assistance to the States applying for 
or awarded grants under subsection (a). 

‘‘(2) REQUIREMENTS.—Technical assistance 
under paragraph (1) shall include— 

‘‘(A) guidance on non-economic damages, in-
cluding the consideration of individual facts 
and circumstances in determining appropriate 
payment, guidance on identifying avoidable in-
juries, and guidance on disclosure to patients of 
health care errors and adverse events; and 

‘‘(B) the development, in consultation with 
States, of common definitions, formats, and data 
collection infrastructure for States receiving 
grants under this section to use in reporting to 
facilitate aggregation and analysis of data both 
within and between States. 

‘‘(3) USE OF COMMON DEFINITIONS, FORMATS, 
AND DATA COLLECTION INFRASTRUCTURE.—States 
not receiving grants under this section may also 
use the common definitions, formats, and data 
collection infrastructure developed under para-
graph (2)(B). 

‘‘(g) EVALUATION.— 
‘‘(1) IN GENERAL.—The Secretary, in consulta-

tion with the review panel established under 
subsection (d)(2), shall enter into a contract 
with an appropriate research organization to 
conduct an overall evaluation of the effective-
ness of grants awarded under subsection (a) and 
to annually prepare and submit a report to Con-
gress. Such an evaluation shall begin not later 
than 18 months following the date of implemen-
tation of the first program funded by a grant 
under subsection (a). 

‘‘(2) CONTENTS.—The evaluation under para-
graph (1) shall include— 

‘‘(A) an analysis of the effects of the grants 
awarded under subsection (a) with regard to the 
measures described in paragraph (3); 

‘‘(B) for each State, an analysis of the extent 
to which the alternative developed under sub-
section (c)(1) is effective in meeting the elements 
described in subsection (c)(2); 

‘‘(C) a comparison among the States receiving 
grants under subsection (a) of the effectiveness 
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of the various alternatives developed by such 
States under subsection (c)(1); 

‘‘(D) a comparison, considering the measures 
described in paragraph (3), of States receiving 
grants approved under subsection (a) and simi-
lar States not receiving such grants; and 

‘‘(E) a comparison, with regard to the meas-
ures described in paragraph (3), of— 

‘‘(i) States receiving grants under subsection 
(a); 

‘‘(ii) States that enacted, prior to the date of 
enactment of the Patient Protection and Afford-
able Care Act, any cap on non-economic dam-
ages; and 

‘‘(iii) States that have enacted, prior to the 
date of enactment of the Patient Protection and 
Affordable Care Act, a requirement that the 
complainant obtain an opinion regarding the 
merit of the claim, although the substance of 
such opinion may have no bearing on whether 
the complainant may proceed with a case. 

‘‘(3) MEASURES.—The evaluations under para-
graph (2) shall analyze and make comparisons 
on the basis of— 

‘‘(A) the nature and number of disputes over 
injuries allegedly caused by health care pro-
viders or health care organizations; 

‘‘(B) the nature and number of claims in 
which tort litigation was pursued despite the ex-
istence of an alternative under subsection (a); 

‘‘(C) the disposition of disputes and claims, 
including the length of time and estimated costs 
to all parties; 

‘‘(D) the medical liability environment; 
‘‘(E) health care quality; 
‘‘(F) patient safety in terms of detecting, ana-

lyzing, and helping to reduce medical errors and 
adverse events; 

‘‘(G) patient and health care provider and or-
ganization satisfaction with the alternative 
under subsection (a) and with the medical liabil-
ity environment; and 

‘‘(H) impact on utilization of medical services, 
appropriately adjusted for risk. 

‘‘(4) FUNDING.—The Secretary shall reserve 5 
percent of the amount appropriated in each fis-
cal year under subsection (k) to carry out this 
subsection. 

‘‘(h) MEDPAC AND MACPAC REPORTS.— 
‘‘(1) MEDPAC.—The Medicare Payment Advi-

sory Commission shall conduct an independent 
review of the alternatives to current tort litiga-
tion that are implemented under grants under 
subsection (a) to determine the impact of such 
alternatives on the Medicare program under 
title XVIII of the Social Security Act, and its 
beneficiaries. 

‘‘(2) MACPAC.—The Medicaid and CHIP 
Payment and Access Commission shall conduct 
an independent review of the alternatives to 
current tort litigation that are implemented 
under grants under subsection (a) to determine 
the impact of such alternatives on the Medicaid 
or CHIP programs under titles XIX and XXI of 
the Social Security Act, and their beneficiaries. 

‘‘(3) REPORTS.—Not later than December 31, 
2016, the Medicare Payment Advisory Commis-
sion and the Medicaid and CHIP Payment and 
Access Commission shall each submit to Con-
gress a report that includes the findings and 
recommendations of each respective Commission 
based on independent reviews conducted under 
paragraphs (1) and (2), including an analysis of 
the impact of the alternatives reviewed on the 
efficiency and effectiveness of the respective 
programs. 

‘‘(i) OPTION TO PROVIDE FOR INITIAL PLAN-
NING GRANTS.—Of the funds appropriated pur-
suant to subsection (k), the Secretary may use a 
portion not to exceed $500,000 per State to pro-
vide planning grants to such States for the de-
velopment of demonstration project applications 
meeting the criteria described in subsection (c). 
In selecting States to receive such planning 
grants, the Secretary shall give preference to 
those States in which State law at the time of 
the application would not prohibit the adoption 
of an alternative to current tort litigation. 

‘‘(j) DEFINITIONS.—In this section: 
‘‘(1) HEALTH CARE SERVICES.—The term 

‘health care services’ means any services pro-
vided by a health care provider, or by any indi-
vidual working under the supervision of a 
health care provider, that relate to— 

‘‘(A) the diagnosis, prevention, or treatment of 
any human disease or impairment; or 

‘‘(B) the assessment of the health of human 
beings. 

‘‘(2) HEALTH CARE ORGANIZATION.—The term 
‘health care organization’ means any individual 
or entity which is obligated to provide, pay for, 
or administer health benefits under any health 
plan. 

‘‘(3) HEALTH CARE PROVIDER.—The term 
‘health care provider’ means any individual or 
entity— 

‘‘(A) licensed, registered, or certified under 
Federal or State laws or regulations to provide 
health care services; or 

‘‘(B) required to be so licensed, registered, or 
certified but that is exempted by other statute or 
regulation. 

‘‘(k) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to carry 
out this section, $50,000,000 for the 5-fiscal year 
period beginning with fiscal year 2011. 

‘‘(l) CURRENT STATE EFFORTS TO ESTABLISH 
ALTERNATIVE TO TORT LITIGATION.—Nothing in 
this section shall be construed to limit any prior, 
current, or future efforts of any State to estab-
lish any alternative to tort litigation. 

‘‘(m) RULE OF CONSTRUCTION.—Nothing in 
this section shall be construed as limiting states’ 
authority over or responsibility for their state 
justice systems.’’. 
SEC. 10608. EXTENSION OF MEDICAL MAL-

PRACTICE COVERAGE TO FREE CLIN-
ICS. 

(a) IN GENERAL.—Section 224(o)(1) of the Pub-
lic Health Service Act (42 U.S.C. 233(o)(1)) is 
amended by inserting after ‘‘to an individual’’ 
the following: ‘‘, or an officer, governing board 
member, employee, or contractor of a free clinic 
shall in providing services for the free clinic,’’. 

(b) EFFECTIVE DATE.—The amendment made 
by this section shall take effect on the date of 
enactment of this Act and apply to any act or 
omission which occurs on or after that date. 
SEC. 10609. LABELING CHANGES. 

Section 505(j) of the Federal Food, Drug, and 
Cosmetic Act (21 U.S.C. 355(j)) is amended by 
adding at the end the following: 

‘‘(10)(A) If the proposed labeling of a drug 
that is the subject of an application under this 
subsection differs from the listed drug due to a 
labeling revision described under clause (i), the 
drug that is the subject of such application 
shall, notwithstanding any other provision of 
this Act, be eligible for approval and shall not 
be considered misbranded under section 502 if— 

‘‘(i) the application is otherwise eligible for 
approval under this subsection but for expira-
tion of patent, an exclusivity period, or of a 
delay in approval described in paragraph 
(5)(B)(iii), and a revision to the labeling of the 
listed drug has been approved by the Secretary 
within 60 days of such expiration; 

‘‘(ii) the labeling revision described under 
clause (i) does not include a change to the 
‘Warnings’ section of the labeling; 

‘‘(iii) the sponsor of the application under this 
subsection agrees to submit revised labeling of 
the drug that is the subject of such application 
not later than 60 days after the notification of 
any changes to such labeling required by the 
Secretary; and 

‘‘(iv) such application otherwise meets the ap-
plicable requirements for approval under this 
subsection. 

‘‘(B) If, after a labeling revision described in 
subparagraph (A)(i), the Secretary determines 
that the continued presence in interstate com-
merce of the labeling of the listed drug (as in ef-
fect before the revision described in subpara-
graph (A)(i)) adversely impacts the safe use of 

the drug, no application under this subsection 
shall be eligible for approval with such label-
ing.’’. 
Subtitle G—Provisions Relating to Title VIII 

SEC. 10801. PROVISIONS RELATING TO TITLE VIII. 
(a) Title XXXII of the Public Health Service 

Act, as added by section 8002(a)(1), is amend-
ed— 

(1) in section 3203— 
(A) in subsection (a)(1), by striking subpara-

graph (E); 
(B) in subsection (b)(1)(C)(i), by striking ‘‘for 

enrollment’’ and inserting ‘‘for reenrollment’’; 
and 

(C) in subsection (c)(1), by striking ‘‘, as part 
of their automatic enrollment in the CLASS pro-
gram,’’; and 

(2) in section 3204— 
(A) in subsection (c)(2), by striking subpara-

graph (A) and inserting the following: 
‘‘(A) receives wages or income on which there 

is imposed a tax under section 3101(a) or 3201(a) 
of the Internal Revenue Code of 1986; or’’; 

(B) in subsection (d), by striking ‘‘subpara-
graph (B) or (C) of subsection (c)(1)’’ and in-
serting ‘‘subparagraph (A) or (B) of subsection 
(c)(2)’’; 

(C) in subsection (e)(2)(A), by striking ‘‘sub-
paragraph (A)’’ and inserting ‘‘paragraph (1)’’; 
and 

(D) in subsection (g)(1), by striking ‘‘has elect-
ed to waive enrollment’’ and inserting ‘‘has not 
enrolled’’. 

(b) Section 8002 of this Act is amended in the 
heading for subsection (d), by striking ‘‘INFOR-
MATION ON SUPPLEMENTAL COVERAGE’’ and in-
serting ‘‘CLASS PROGRAM INFORMATION’’. 

(c) Section 6021(d)(2)(A)(iv) of the Deficit Re-
duction Act of 2005, as added by section 8002(d) 
of this Act, is amended by striking ‘‘and cov-
erage available’’ and all that follows through 
‘‘that program,’’. 

Subtitle H—Provisions Relating to Title IX 
SEC. 10901. MODIFICATIONS TO EXCISE TAX ON 

HIGH COST EMPLOYER-SPONSORED 
HEALTH COVERAGE. 

(a) LONGSHORE WORKERS TREATED AS EM-
PLOYEES ENGAGED IN HIGH-RISK PROFESSIONS.— 
Paragraph (3) of section 4980I(f) of the Internal 
Revenue Code of 1986, as added by section 9001 
of this Act, is amended by inserting ‘‘individuals 
whose primary work is longshore work (as de-
fined in section 258(b) of the Immigration and 
Nationality Act (8 U.S.C. 1288(b)), determined 
without regard to paragraph (2) thereof),’’ be-
fore ‘‘and individuals engaged in the construc-
tion, mining’’. 

(b) EXEMPTION FROM HIGH-COST INSURANCE 
TAX INCLUDES CERTAIN ADDITIONAL EXCEPTED 
BENEFITS.—Clause (i) of section 4980I(d)(1)(B) 
of the Internal Revenue Code of 1986, as added 
by section 9001 of this Act, is amended by strik-
ing ‘‘section 9832(c)(1)(A)’’ and inserting ‘‘sec-
tion 9832(c)(1) (other than subparagraph (G) 
thereof)’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply to taxable years be-
ginning after December 31, 2012. 
SEC. 10902. INFLATION ADJUSTMENT OF LIMITA-

TION ON HEALTH FLEXIBLE SPEND-
ING ARRANGEMENTS UNDER CAFE-
TERIA PLANS. 

(a) IN GENERAL.—Subsection (i) of section 125 
of the Internal Revenue Code of 1986, as added 
by section 9005 of this Act, is amended to read 
as follows: 

‘‘(i) LIMITATION ON HEALTH FLEXIBLE SPEND-
ING ARRANGEMENTS.— 

‘‘(1) IN GENERAL.—For purposes of this sec-
tion, if a benefit is provided under a cafeteria 
plan through employer contributions to a health 
flexible spending arrangement, such benefit 
shall not be treated as a qualified benefit unless 
the cafeteria plan provides that an employee 
may not elect for any taxable year to have sal-
ary reduction contributions in excess of $2,500 
made to such arrangement. 
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‘‘(2) ADJUSTMENT FOR INFLATION.—In the case 

of any taxable year beginning after December 
31, 2011, the dollar amount in paragraph (1) 
shall be increased by an amount equal to— 

‘‘(A) such amount, multiplied by 
‘‘(B) the cost-of-living adjustment determined 

under section 1(f)(3) for the calendar year in 
which such taxable year begins by substituting 
‘calendar year 2010’ for ‘calendar year 1992’ in 
subparagraph (B) thereof. 
If any increase determined under this para-
graph is not a multiple of $50, such increase 
shall be rounded to the next lowest multiple of 
$50.’’. 

(b) EFFECTIVE DATE.—The amendment made 
by this section shall apply to taxable years be-
ginning after December 31, 2010. 

SEC. 10903. MODIFICATION OF LIMITATION ON 
CHARGES BY CHARITABLE HOS-
PITALS. 

(a) IN GENERAL.—Subparagraph (A) of section 
501(r)(5) of the Internal Revenue Code of 1986, 
as added by section 9007 of this Act, is amended 

by striking ‘‘the lowest amounts charged’’ and 
inserting ‘‘the amounts generally billed’’. 

(b) EFFECTIVE DATE.—The amendment made 
by this section shall apply to taxable years be-
ginning after the date of the enactment of this 
Act. 
SEC. 10904. MODIFICATION OF ANNUAL FEE ON 

MEDICAL DEVICE MANUFACTURERS 
AND IMPORTERS. 

(a) IN GENERAL.—Section 9009 of this Act is 
amended— 

(1) by striking ‘‘2009’’ in subsection (a)(1) and 
inserting ‘‘2010’’, 

(2) by inserting ‘‘($3,000,000,000 after 2017)’’ 
after ‘‘$2,000,000,000’’, and 

(3) by striking ‘‘2008’’ in subsection (i) and in-
serting ‘‘2009’’. 

(b) EFFECTIVE DATE.—The amendments made 
by this section shall take effect as if included in 
the enactment of section 9009. 
SEC. 10905. MODIFICATION OF ANNUAL FEE ON 

HEALTH INSURANCE PROVIDERS. 
(a) DETERMINATION OF FEE AMOUNT.—Sub-

section (b) of section 9010 of this Act is amended 
to read as follows: 

‘‘(b) DETERMINATION OF FEE AMOUNT.— 

‘‘(1) IN GENERAL.—With respect to each cov-
ered entity, the fee under this section for any 
calendar year shall be equal to an amount that 
bears the same ratio to the applicable amount 
as— 

‘‘(A) the covered entity’s net premiums written 
with respect to health insurance for any United 
States health risk that are taken into account 
during the preceding calendar year, bears to 

‘‘(B) the aggregate net premiums written with 
respect to such health insurance of all covered 
entities that are taken into account during such 
preceding calendar year. 

‘‘(2) AMOUNTS TAKEN INTO ACCOUNT.—For 
purposes of paragraph (1), the net premiums 
written with respect to health insurance for any 
United States health risk that are taken into ac-
count during any calendar year with respect to 
any covered entity shall be determined in ac-
cordance with the following table: 

‘‘With respect to a covered entity’s net premiums written during the calendar year that are: 
The percentage of net pre-

miums written that are 
taken into account is: 

Not more than $25,000,000 ...................................................................................................................................... 0 percent 
More than $25,000,000 but not more than $50,000,000 ................................................................................................ 50 percent 
More than $50,000,000 ............................................................................................................................................ 100 percent. 

‘‘(3) SECRETARIAL DETERMINATION.—The Sec-
retary shall calculate the amount of each cov-
ered entity’s fee for any calendar year under 
paragraph (1). In calculating such amount, the 
Secretary shall determine such covered entity’s 
net premiums written with respect to any United 
States health risk on the basis of reports sub-
mitted by the covered entity under subsection 
(g) and through the use of any other source of 
information available to the Secretary.’’. 

(b) APPLICABLE AMOUNT.—Subsection (e) of 
section 9010 of this Act is amended to read as 
follows: 

‘‘(e) APPLICABLE AMOUNT.—For purposes of 
subsection (b)(1), the applicable amount shall be 
determined in accordance with the following 
table: 

‘‘Calendar year Applicable amount 
2011 ........................ $2,000,000,000 
2012 ........................ $4,000,000,000 
2013 ........................ $7,000,000,000 
2014, 2015 and 2016 .. $9,000,000,000 
2017 and thereafter .. $10,000,000,000.’’. 

(c) EXEMPTION FROM ANNUAL FEE ON HEALTH 
INSURANCE FOR CERTAIN NONPROFIT ENTITIES.— 
Section 9010(c)(2) of this Act is amended by 
striking ‘‘or’’ at the end of subparagraph (A), 
by striking the period at the end of subpara-
graph (B) and inserting a comma, and by add-
ing at the end the following new subpara-
graphs: 

‘‘(C) any entity— 
‘‘(i)(I) which is incorporated as, is a wholly 

owned subsidiary of, or is a wholly owned affil-
iate of, a nonprofit corporation under a State 
law, or 

‘‘(II) which is described in section 501(c)(4) of 
the Internal Revenue Code of 1986 and the ac-
tivities of which consist of providing commer-
cial-type insurance (within the meaning of sec-
tion 501(m) of such Code), 

‘‘(ii) the premium rate increases of which are 
regulated by a State authority, 

‘‘(iii) which, as of the date of the enactment 
of this section, acts as the insurer of last resort 
in the State and is subject to State guarantee 
issue requirements, and 

‘‘(iv) for which the medical loss ratio (deter-
mined in a manner consistent with the deter-
mination of such ratio under section 
2718(b)(1)(A) of the Public Health Service Act) 

with respect to the individual insurance market 
for such entity for the calendar year is not less 
than 100 percent, 

‘‘(D) any entity— 
‘‘(i)(I) which is incorporated as a nonprofit 

corporation under a State law, or 
‘‘(II) which is described in section 501(c)(4) of 

the Internal Revenue Code of 1986 and the ac-
tivities of which consist of providing commer-
cial-type insurance (within the meaning of sec-
tion 501(m) of such Code), and 

‘‘(ii) for which the medical loss ratio (as so de-
termined)— 

‘‘(I) with respect to each of the individual, 
small group, and large group insurance markets 
for such entity for the calendar year is not less 
than 90 percent, and 

‘‘(II) with respect to all such markets for such 
entity for the calendar year is not less than 92 
percent, or 

‘‘(E) any entity— 
‘‘(i) which is a mutual insurance company, 
‘‘(ii) which for the period reported on the 2008 

Accident and Health Policy Experience Exhibit 
of the National Association of Insurance Com-
missioners had— 

‘‘(I) a market share of the insured population 
of a State of at least 40 but not more than 60 
percent, and 

‘‘(II) with respect to all markets described in 
subparagraph (D)(ii)(I), a medical loss ratio of 
not less than 90 percent, and 

‘‘(iii) with respect to annual payment dates in 
calendar years after 2011, for which the medical 
loss ratio (determined in a manner consistent 
with the determination of such ratio under sec-
tion 2718(b)(1)(A) of the Public Health Service 
Act) with respect to all such markets for such 
entity for the preceding calendar year is not less 
than 89 percent (except that with respect to 
such annual payment date for 2012, the calcula-
tion under 2718(b)(1)(B)(ii) of such Act is deter-
mined by reference to the previous year, and 
with respect to such annual payment date for 
2013, such calculation is determined by reference 
to the average for the previous 2 years).’’. 

(d) CERTAIN INSURANCE EXEMPTED FROM 
FEE.—Paragraph (3) of section 9010(h) of this 
Act is amended to read as follows: 

‘‘(3) HEALTH INSURANCE.—The term ‘health in-
surance’ shall not include— 

‘‘(A) any insurance coverage described in 
paragraph (1)(A) or (3) of section 9832(c) of the 
Internal Revenue Code of 1986, 

‘‘(B) any insurance for long-term care, or 

‘‘(C) any medicare supplemental health insur-
ance (as defined in section 1882(g)(1) of the So-
cial Security Act).’’. 

(e) ANTI-AVOIDANCE GUIDANCE.—Subsection (i) 
of section 9010 of this Act is amended by insert-
ing ‘‘and shall prescribe such regulations as are 
necessary or appropriate to prevent avoidance 
of the purposes of this section, including inap-
propriate actions taken to qualify as an exempt 
entity under subsection (c)(2)’’ after ‘‘section’’. 

(f) CONFORMING AMENDMENTS.— 
(1) Section 9010(a)(1) of this Act is amended by 

striking ‘‘2009’’ and inserting ‘‘2010’’. 
(2) Section 9010(c)(2)(B) of this Act is amended 

by striking ‘‘(except’’ and all that follows 
through ‘‘1323)’’. 

(3) Section 9010(c)(3) of this Act is amended by 
adding at the end the following new sentence: 
‘‘If any entity described in subparagraph 
(C)(i)(I), (D)(i)(I), or (E)(i) of paragraph (2) is 
treated as a covered entity by reason of the ap-
plication of the preceding sentence, the net pre-
miums written with respect to health insurance 
for any United States health risk of such entity 
shall not be taken into account for purposes of 
this section.’’. 

(4) Section 9010(g)(1) of this Act is amended by 
striking ‘‘and third party administration agree-
ment fees’’. 

(5) Section 9010(j) of this Act is amended— 
(A) by striking ‘‘2008’’ and inserting ‘‘2009’’, 

and 
(B) by striking ‘‘, and any third party admin-

istration agreement fees received after such 
date’’. 

(g) EFFECTIVE DATE.—The amendments made 
by this section shall take effect as if included in 
the enactment of section 9010. 
SEC. 10906. MODIFICATIONS TO ADDITIONAL HOS-

PITAL INSURANCE TAX ON HIGH-IN-
COME TAXPAYERS. 

(a) FICA.—Section 3101(b)(2) of the Internal 
Revenue Code of 1986, as added by section 
9015(a)(1) of this Act, is amended by striking 
‘‘0.5 percent’’ and inserting ‘‘0.9 percent’’. 

(b) SECA.—Section 1401(b)(2)(A) of the Inter-
nal Revenue Code of 1986, as added by section 
9015(b)(1) of this Act, is amended by striking 
‘‘0.5 percent’’ and inserting ‘‘0.9 percent’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply with respect to remu-
neration received, and taxable years beginning, 
after December 31, 2012. 

VerDate Nov 24 2008 01:35 Mar 26, 2010 Jkt 089060 PO 00000 Frm 00261 Fmt 4636 Sfmt 6333 E:\RECORD10\H21MR0.PT2 H21MR0m
m

ah
er

 o
n 

D
S

K
D

5P
82

C
1P

R
O

D
 w

ith
 C

O
N

G
-R

E
C

-O
N

LI
N

E



CONGRESSIONAL RECORD — HOUSEH2152 March 21, 2010 
SEC. 10907. EXCISE TAX ON INDOOR TANNING 

SERVICES IN LIEU OF ELECTIVE COS-
METIC MEDICAL PROCEDURES. 

(a) IN GENERAL.—The provisions of, and 
amendments made by, section 9017 of this Act 
are hereby deemed null, void, and of no effect. 

(b) EXCISE TAX ON INDOOR TANNING SERV-
ICES.—Subtitle D of the Internal Revenue Code 
of 1986, as amended by this Act, is amended by 
adding at the end the following new chapter: 

‘‘CHAPTER 49—COSMETIC SERVICES 
‘‘Sec. 5000B. Imposition of tax on indoor tan-

ning services. 
‘‘SEC. 5000B. IMPOSITION OF TAX ON INDOOR 

TANNING SERVICES. 
‘‘(a) IN GENERAL.—There is hereby imposed on 

any indoor tanning service a tax equal to 10 
percent of the amount paid for such service (de-
termined without regard to this section), wheth-
er paid by insurance or otherwise. 

‘‘(b) INDOOR TANNING SERVICE.—For purposes 
of this section— 

‘‘(1) IN GENERAL.—The term ‘indoor tanning 
service’ means a service employing any elec-
tronic product designed to incorporate 1 or more 
ultraviolet lamps and intended for the irradia-
tion of an individual by ultraviolet radiation, 
with wavelengths in air between 200 and 400 
nanometers, to induce skin tanning. 

‘‘(2) EXCLUSION OF PHOTOTHERAPY SERV-
ICES.—Such term does not include any 
phototherapy service performed by a licensed 
medical professional. 

‘‘(c) PAYMENT OF TAX.— 
‘‘(1) IN GENERAL.—The tax imposed by this 

section shall be paid by the individual on whom 
the service is performed. 

‘‘(2) COLLECTION.—Every person receiving a 
payment for services on which a tax is imposed 
under subsection (a) shall collect the amount of 
the tax from the individual on whom the service 
is performed and remit such tax quarterly to the 
Secretary at such time and in such manner as 
provided by the Secretary. 

‘‘(3) SECONDARY LIABILITY.—Where any tax 
imposed by subsection (a) is not paid at the time 
payments for indoor tanning services are made, 
then to the extent that such tax is not collected, 
such tax shall be paid by the person who per-
forms the service.’’. 

(c) CLERICAL AMENDMENT.—The table of 
chapter for subtitle D of the Internal Revenue 
Code of 1986, as amended by this Act, is amend-
ed by inserting after the item relating to chapter 
48 the following new item: 

‘‘CHAPTER 49—COSMETIC SERVICES’’. 
(d) EFFECTIVE DATE.—The amendments made 

by this section shall apply to services performed 
on or after July 1, 2010. 
SEC. 10908. EXCLUSION FOR ASSISTANCE PRO-

VIDED TO PARTICIPANTS IN STATE 
STUDENT LOAN REPAYMENT PRO-
GRAMS FOR CERTAIN HEALTH PRO-
FESSIONALS. 

(a) IN GENERAL.—Paragraph (4) of section 
108(f) of the Internal Revenue Code of 1986 is 
amended to read as follows: 

‘‘(4) PAYMENTS UNDER NATIONAL HEALTH SERV-
ICE CORPS LOAN REPAYMENT PROGRAM AND CER-
TAIN STATE LOAN REPAYMENT PROGRAMS.—In the 
case of an individual, gross income shall not in-
clude any amount received under section 
338B(g) of the Public Health Service Act, under 
a State program described in section 338I of such 
Act, or under any other State loan repayment or 
loan forgiveness program that is intended to 
provide for the increased availability of health 
care services in underserved or health profes-
sional shortage areas (as determined by such 
State).’’. 

(b) EFFECTIVE DATE.—The amendment made 
by this section shall apply to amounts received 
by an individual in taxable years beginning 
after December 31, 2008. 
SEC. 10909. EXPANSION OF ADOPTION CREDIT 

AND ADOPTION ASSISTANCE PRO-
GRAMS. 

(a) INCREASE IN DOLLAR LIMITATION.— 

(1) ADOPTION CREDIT.— 
(A) IN GENERAL.—Paragraph (1) of section 

23(b) of the Internal Revenue Code of 1986 (re-
lating to dollar limitation) is amended by strik-
ing ‘‘$10,000’’ and inserting ‘‘$13,170’’. 

(B) CHILD WITH SPECIAL NEEDS.—Paragraph 
(3) of section 23(a) of such Code (relating to 
$10,000 credit for adoption of child with special 
needs regardless of expenses) is amended— 

(i) in the text by striking ‘‘$10,000’’ and insert-
ing ‘‘$13,170’’, and 

(ii) in the heading by striking ‘‘$10,000’’ and in-
serting ‘‘$13,170’’. 

(C) CONFORMING AMENDMENT TO INFLATION 
ADJUSTMENT.—Subsection (h) of section 23 of 
such Code (relating to adjustments for inflation) 
is amended to read as follows: 

‘‘(h) ADJUSTMENTS FOR INFLATION.— 
‘‘(1) DOLLAR LIMITATIONS.—In the case of a 

taxable year beginning after December 31, 2010, 
each of the dollar amounts in subsections (a)(3) 
and (b)(1) shall be increased by an amount 
equal to— 

‘‘(A) such dollar amount, multiplied by 
‘‘(B) the cost-of-living adjustment determined 

under section 1(f)(3) for the calendar year in 
which the taxable year begins, determined by 
substituting ‘calendar year 2009’ for ‘calendar 
year 1992’ in subparagraph (B) thereof. 
If any amount as increased under the preceding 
sentence is not a multiple of $10, such amount 
shall be rounded to the nearest multiple of $10. 

‘‘(2) INCOME LIMITATION.—In the case of a 
taxable year beginning after December 31, 2002, 
the dollar amount in subsection (b)(2)(A)(i) shall 
be increased by an amount equal to— 

‘‘(A) such dollar amount, multiplied by 
‘‘(B) the cost-of-living adjustment determined 

under section 1(f)(3) for the calendar year in 
which the taxable year begins, determined by 
substituting ‘calendar year 2001’ for ‘calendar 
year 1992’ in subparagraph (B) thereof. 
If any amount as increased under the preceding 
sentence is not a multiple of $10, such amount 
shall be rounded to the nearest multiple of 
$10.’’. 

(2) ADOPTION ASSISTANCE PROGRAMS.— 
(A) IN GENERAL.—Paragraph (1) of section 

137(b) of the Internal Revenue Code of 1986 (re-
lating to dollar limitation) is amended by strik-
ing ‘‘$10,000’’ and inserting ‘‘$13,170’’. 

(B) CHILD WITH SPECIAL NEEDS.—Paragraph 
(2) of section 137(a) of such Code (relating to 
$10,000 exclusion for adoption of child with spe-
cial needs regardless of expenses) is amended— 

(i) in the text by striking ‘‘$10,000’’ and insert-
ing ‘‘$13,170’’, and 

(ii) in the heading by striking ‘‘$10,000’’ and in-
serting ‘‘$13,170’’. 

(C) CONFORMING AMENDMENT TO INFLATION 
ADJUSTMENT.—Subsection (f) of section 137 of 
such Code (relating to adjustments for inflation) 
is amended to read as follows: 

‘‘(f) ADJUSTMENTS FOR INFLATION.— 
‘‘(1) DOLLAR LIMITATIONS.—In the case of a 

taxable year beginning after December 31, 2010, 
each of the dollar amounts in subsections (a)(2) 
and (b)(1) shall be increased by an amount 
equal to— 

‘‘(A) such dollar amount, multiplied by 
‘‘(B) the cost-of-living adjustment determined 

under section 1(f)(3) for the calendar year in 
which the taxable year begins, determined by 
substituting ‘calendar year 2009’ for ‘calendar 
year 1992’ in subparagraph (B) thereof. 
If any amount as increased under the preceding 
sentence is not a multiple of $10, such amount 
shall be rounded to the nearest multiple of $10. 

‘‘(2) INCOME LIMITATION.—In the case of a 
taxable year beginning after December 31, 2002, 
the dollar amount in subsection (b)(2)(A) shall 
be increased by an amount equal to— 

‘‘(A) such dollar amount, multiplied by 
‘‘(B) the cost-of-living adjustment determined 

under section 1(f)(3) for the calendar year in 
which the taxable year begins, determined by 
substituting ‘calendar year 2001’ for ‘calendar 
year 1992’ in subparagraph thereof. 

If any amount as increased under the preceding 
sentence is not a multiple of $10, such amount 
shall be rounded to the nearest multiple of 
$10.’’. 

(b) CREDIT MADE REFUNDABLE.— 
(1) CREDIT MOVED TO SUBPART RELATING TO 

REFUNDABLE CREDITS.—The Internal Revenue 
Code of 1986 is amended— 

(A) by redesignating section 23, as amended 
by subsection (a), as section 36C, and 

(B) by moving section 36C (as so redesignated) 
from subpart A of part IV of subchapter A of 
chapter 1 to the location immediately before sec-
tion 37 in subpart C of part IV of subchapter A 
of chapter 1. 

(2) CONFORMING AMENDMENTS.— 
(A) Section 24(b)(3)(B) of such Code is amend-

ed by striking ‘‘23,’’. 
(B) Section 25(e)(1)(C) of such Code is amend-

ed by striking ‘‘23,’’ both places it appears. 
(C) Section 25A(i)(5)(B) of such Code is 

amended by striking ‘‘23, 25D,’’ and inserting 
‘‘25D’’. 

(D) Section 25B(g)(2) of such Code is amended 
by striking ‘‘23,’’. 

(E) Section 26(a)(1) of such Code is amended 
by striking ‘‘23,’’. 

(F) Section 30(c)(2)(B)(ii) of such Code is 
amended by striking ‘‘23, 25D,’’ and inserting 
‘‘25D’’. 

(G) Section 30B(g)(2)(B)(ii) of such Code is 
amended by striking ‘‘23,’’. 

(H) Section 30D(c)(2)(B)(ii) of such Code is 
amended by striking ‘‘sections 23 and’’ and in-
serting ‘‘section’’. 

(I) Section 36C of such Code, as so redesig-
nated, is amended— 

(i) by striking paragraph (4) of subsection (b), 
and 

(ii) by striking subsection (c). 
(J) Section 137 of such Code is amended— 
(i) by striking ‘‘section 23(d)’’ in subsection 

(d) and inserting ‘‘section 36C(d)’’, and 
(ii) by striking ‘‘section 23’’ in subsection (e) 

and inserting ‘‘section 36C’’. 
(K) Section 904(i) of such Code is amended by 

striking ‘‘23,’’. 
(L) Section 1016(a)(26) is amended by striking 

‘‘23(g)’’ and inserting ‘‘36C(g)’’. 
(M) Section 1400C(d) of such Code is amended 

by striking ‘‘23,’’. 
(N) Section 6211(b)(4)(A) of such Code is 

amended by inserting ‘‘36C,’’ before ‘‘53(e)’’. 
(O) The table of sections for subpart A of part 

IV of subchapter A of chapter 1 of such Code of 
1986 is amended by striking the item relating to 
section 23. 

(P) Paragraph (2) of section 1324(b) of title 31, 
United States Code, as amended by this Act, is 
amended by inserting ‘‘36C,’’ after ‘‘36B,’’. 

(Q) The table of sections for subpart C of part 
IV of subchapter A of chapter 1 of the Internal 
Revenue Code of 1986, as amended by this Act, 
is amended by inserting after the item relating 
to section 36B the following new item: 

‘‘Sec. 36C. Adoption expenses.’’. 
(c) APPLICATION AND EXTENSION OF EGTRRA 

SUNSET.—Notwithstanding section 901 of the 
Economic Growth and Tax Relief Reconciliation 
Act of 2001, such section shall apply to the 
amendments made by this section and the 
amendments made by section 202 of such Act by 
substituting ‘‘December 31, 2011’’ for ‘‘December 
31, 2010’’ in subsection (a)(1) thereof. 

(d) EFFECTIVE DATE.—The amendments made 
by this section shall apply to taxable years be-
ginning after December 31, 2009. 

Amend the title so as to read: ‘‘An Act en-
titled The Patient Protection and Affordable 
Care Act.’’. 

MOTION TO CONCUR 

The SPEAKER pro tempore. The 
Clerk will designate the motion. 

The text of the motion is as follows: 
Mr. Spratt moves that the House concur in 

the Senate amendments to H.R. 3590. 
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The SPEAKER pro tempore. Pursu-

ant to section 2 of House Resolution 
1203, the previous question is ordered 
on the motion. 

The question is on the motion. 
The question was taken; and the 

Speaker pro tempore announced that 
the ayes appeared to have it. 

RECORDED VOTE 

Mr. BOEHNER. Mr. Speaker, on that 
I request a recorded vote and request 
that the Speaker exercise your discre-
tion to conduct this vote by a rollcall 
under clause 2 of House rule XX. 

The SPEAKER pro tempore. A re-
corded vote is requested. Those favor-
ing a recorded vote will rise. A suffi-
cient number having risen, a recorded 
vote is ordered. Members will record 
their vote by electronic device. 

The vote was taken by electronic de-
vice, and there were—ayes 219, noes 212, 
not voting 0, as follows: 

[Roll No. 165] 

AYES—219 

Ackerman 
Andrews 
Baca 
Baird 
Baldwin 
Bean 
Becerra 
Berkley 
Berman 
Bishop (GA) 
Bishop (NY) 
Blumenauer 
Boccieri 
Boswell 
Boyd 
Brady (PA) 
Braley (IA) 
Brown, Corrine 
Butterfield 
Capps 
Capuano 
Cardoza 
Carnahan 
Carney 
Carson (IN) 
Castor (FL) 
Chu 
Clarke 
Clay 
Cleaver 
Clyburn 
Cohen 
Connolly (VA) 
Conyers 
Cooper 
Costa 
Costello 
Courtney 
Crowley 
Cuellar 
Cummings 
Dahlkemper 
Davis (CA) 
Davis (IL) 
DeFazio 
DeGette 
Delahunt 
DeLauro 
Dicks 
Dingell 
Doggett 
Donnelly (IN) 
Doyle 
Driehaus 
Edwards (MD) 
Ellison 
Ellsworth 
Engel 
Eshoo 
Etheridge 
Farr 
Fattah 
Filner 
Foster 
Frank (MA) 
Fudge 

Garamendi 
Giffords 
Gonzalez 
Gordon (TN) 
Grayson 
Green, Al 
Green, Gene 
Grijalva 
Gutierrez 
Hall (NY) 
Halvorson 
Hare 
Harman 
Hastings (FL) 
Heinrich 
Higgins 
Hill 
Himes 
Hinchey 
Hinojosa 
Hirono 
Hodes 
Holt 
Honda 
Hoyer 
Inslee 
Israel 
Jackson (IL) 
Jackson Lee 

(TX) 
Johnson (GA) 
Johnson, E. B. 
Kagen 
Kanjorski 
Kaptur 
Kennedy 
Kildee 
Kilpatrick (MI) 
Kilroy 
Kind 
Kirkpatrick (AZ) 
Klein (FL) 
Kosmas 
Kucinich 
Langevin 
Larsen (WA) 
Larson (CT) 
Lee (CA) 
Levin 
Lewis (GA) 
Loebsack 
Lofgren, Zoe 
Lowey 
Luján 
Maffei 
Maloney 
Markey (CO) 
Markey (MA) 
Matsui 
McCarthy (NY) 
McCollum 
McDermott 
McGovern 
McNerney 
Meek (FL) 
Meeks (NY) 

Michaud 
Miller (NC) 
Miller, George 
Mitchell 
Mollohan 
Moore (KS) 
Moore (WI) 
Moran (VA) 
Murphy (CT) 
Murphy (NY) 
Murphy, Patrick 
Nadler (NY) 
Napolitano 
Neal (MA) 
Oberstar 
Obey 
Olver 
Ortiz 
Owens 
Pallone 
Pascrell 
Pastor (AZ) 
Payne 
Pelosi 
Perlmutter 
Perriello 
Peters 
Pingree (ME) 
Polis (CO) 
Pomeroy 
Price (NC) 
Quigley 
Rahall 
Rangel 
Reyes 
Richardson 
Rodriguez 
Rothman (NJ) 
Roybal-Allard 
Ruppersberger 
Rush 
Ryan (OH) 
Salazar 
Sánchez, Linda 

T. 
Sanchez, Loretta 
Sarbanes 
Schakowsky 
Schauer 
Schiff 
Schrader 
Schwartz 
Scott (GA) 
Scott (VA) 
Serrano 
Sestak 
Shea-Porter 
Sherman 
Sires 
Slaughter 
Smith (WA) 
Snyder 
Speier 
Spratt 
Stark 
Stupak 

Sutton 
Thompson (CA) 
Thompson (MS) 
Tierney 
Titus 
Tonko 
Towns 
Tsongas 

Van Hollen 
Velázquez 
Visclosky 
Walz 
Wasserman 

Schultz 
Waters 
Watson 

Watt 
Waxman 
Weiner 
Welch 
Wilson (OH) 
Woolsey 
Wu 
Yarmuth 

NOES—212 

Aderholt 
Adler (NJ) 
Akin 
Alexander 
Altmire 
Arcuri 
Austria 
Bachmann 
Bachus 
Barrett (SC) 
Barrow 
Bartlett 
Barton (TX) 
Berry 
Biggert 
Bilbray 
Bilirakis 
Bishop (UT) 
Blackburn 
Blunt 
Boehner 
Bonner 
Bono Mack 
Boozman 
Boren 
Boucher 
Boustany 
Brady (TX) 
Bright 
Broun (GA) 
Brown (SC) 
Brown-Waite, 

Ginny 
Buchanan 
Burgess 
Burton (IN) 
Buyer 
Calvert 
Camp 
Campbell 
Cantor 
Cao 
Capito 
Carter 
Cassidy 
Castle 
Chaffetz 
Chandler 
Childers 
Coble 
Coffman (CO) 
Cole 
Conaway 
Crenshaw 
Culberson 
Davis (AL) 
Davis (KY) 
Davis (TN) 
Deal (GA) 
Dent 
Diaz-Balart, L. 
Diaz-Balart, M. 
Dreier 
Duncan 
Edwards (TX) 
Ehlers 
Emerson 
Fallin 
Flake 
Fleming 
Forbes 
Fortenberry 

Foxx 
Franks (AZ) 
Frelinghuysen 
Gallegly 
Garrett (NJ) 
Gerlach 
Gingrey (GA) 
Gohmert 
Goodlatte 
Granger 
Graves 
Griffith 
Guthrie 
Hall (TX) 
Harper 
Hastings (WA) 
Heller 
Hensarling 
Herger 
Herseth Sandlin 
Hoekstra 
Holden 
Hunter 
Inglis 
Issa 
Jenkins 
Johnson (IL) 
Johnson, Sam 
Jones 
Jordan (OH) 
King (IA) 
King (NY) 
Kingston 
Kirk 
Kissell 
Kline (MN) 
Kratovil 
Lamborn 
Lance 
Latham 
LaTourette 
Latta 
Lee (NY) 
Lewis (CA) 
Linder 
Lipinski 
LoBiondo 
Lucas 
Luetkemeyer 
Lummis 
Lungren, Daniel 

E. 
Lynch 
Mack 
Manzullo 
Marchant 
Marshall 
Matheson 
McCarthy (CA) 
McCaul 
McClintock 
McCotter 
McHenry 
McIntyre 
McKeon 
McMahon 
McMorris 

Rodgers 
Melancon 
Mica 
Miller (FL) 
Miller (MI) 

Miller, Gary 
Minnick 
Moran (KS) 
Murphy, Tim 
Myrick 
Neugebauer 
Nunes 
Nye 
Olson 
Paul 
Paulsen 
Pence 
Peterson 
Petri 
Pitts 
Platts 
Poe (TX) 
Posey 
Price (GA) 
Putnam 
Radanovich 
Rehberg 
Reichert 
Roe (TN) 
Rogers (AL) 
Rogers (KY) 
Rogers (MI) 
Rohrabacher 
Rooney 
Ros-Lehtinen 
Roskam 
Ross 
Royce 
Ryan (WI) 
Scalise 
Schmidt 
Schock 
Sensenbrenner 
Sessions 
Shadegg 
Shimkus 
Shuler 
Shuster 
Simpson 
Skelton 
Smith (NE) 
Smith (NJ) 
Smith (TX) 
Souder 
Space 
Stearns 
Sullivan 
Tanner 
Taylor 
Teague 
Terry 
Thompson (PA) 
Thornberry 
Tiahrt 
Tiberi 
Turner 
Upton 
Walden 
Wamp 
Westmoreland 
Whitfield 
Wilson (SC) 
Wittman 
Wolf 
Young (AK) 
Young (FL) 
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So the motion to concur was agreed 
to. 

The result of the vote was announced 
as above recorded. 

A motion to reconsider was laid on 
the table. 

Mr. HOYER. Mr. Speaker, pursuant 
to House Resolution 1203, I call up the 
bill (H.R. 4872) to provide for reconcili-
ation pursuant to section 202 of the 
concurrent resolution on the budget for 

fiscal year 2010, and ask for its imme-
diate consideration. 

The Clerk read the title of the bill. 
The SPEAKER pro tempore. Pursu-

ant to section 3 of House Resolution 
1203, the amendment in the nature of a 
substitute printed in part A of House 
Report 111–448, modified by the amend-
ment 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. 4872 
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 CONTENTS. 

(a) SHORT TITLE.—This Act may be cited as 
the ‘‘Health Care and Education Reconciliation 
Act of 2010’’. 

(b) TABLE OF CONTENTS.—The table of con-
tents of this Act is as follows: 
Sec. 1. Short title; table of contents. 

TITLE I—COVERAGE, MEDICARE, 
MEDICAID, AND REVENUES 

Subtitle A—Coverage 
Sec. 1001. Affordability. 
Sec. 1002. Individual responsibility. 
Sec. 1003. Employer responsibility. 
Sec. 1004. Income definitions. 
Sec. 1005. Implementation funding. 

Subtitle B—Medicare 
Sec. 1101. Closing the medicare prescription 

drug ‘‘donut hole’’. 
Sec. 1102. Medicare Advantage payments. 
Sec. 1103. Savings from limits on MA plan ad-

ministrative costs. 
Sec. 1104. Disproportionate share hospital 

(DSH) payments. 
Sec. 1105. Market basket updates. 
Sec. 1106. Physician ownership-referral. 
Sec. 1107. Payment for imaging services. 

Subtitle C—Medicaid 
Sec. 1201. Federal funding for States. 
Sec. 1202. Payments to primary care physicians. 
Sec. 1203. Disproportionate share hospital pay-

ments. 
Sec. 1204. Funding for the territories. 
Sec. 1205. Delay in Community First Choice op-

tion. 
Sec. 1206. Drug rebates for new formulations of 

existing drugs. 
Subtitle D—Reducing Fraud, Waste, and Abuse 
Sec. 1301. Community mental health centers. 
Sec. 1302. Medicare prepayment medical review 

limitations. 
Sec. 1303. CMS–IRS data match to identify 

fraudulent providers. 
Sec. 1304. Funding to fight fraud, waste, and 

abuse. 
Sec. 1305. 90-day period of enhanced oversight 

for initial claims of DME sup-
pliers. 

Subtitle E—Provisions Relating to Revenue 
Sec. 1401. High-cost plan excise tax. 
Sec. 1402. Medicare tax. 
Sec. 1403. Delay of limitation on health flexible 

spending arrangements under caf-
eteria plans. 

Sec. 1404. Brand name pharmaceuticals. 
Sec. 1405. Excise tax on medical device manu-

facturers. 
Sec. 1406. Health insurance providers. 
Sec. 1407. Delay of elimination of deduction for 

expenses allocable to medicare 
part D subsidy. 

Sec. 1408. Elimination of unintended applica-
tion of cellulosic biofuel producer 
credit. 

Sec. 1409. Codification of economic substance 
doctrine and penalties. 

Sec. 1410. Time for payment of corporate esti-
mated taxes. 

Sec. 1411. No impact on Social Security trust 
funds. 
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Subtitle F—Other Provisions 

Sec. 1501. Community college and career train-
ing grant program. 

TITLE II—EDUCATION AND HEALTH 

Subtitle A—Education 

Sec. 2001. Short title; references. 

PART I—INVESTING IN STUDENTS AND FAMILIES 

Sec. 2101. Federal Pell Grants. 
Sec. 2102. Student financial assistance. 
Sec. 2103. College access challenge grant pro-

gram. 
Sec. 2104. Investment in historically black col-

leges and universities and minor-
ity-serving institutions. 

PART II—STUDENT LOAN REFORM 

Sec. 2201. Termination of Federal Family Edu-
cation Loan appropriations. 

Sec. 2202. Termination of Federal loan insur-
ance program. 

Sec. 2203. Termination of applicable interest 
rates. 

Sec. 2204. Termination of Federal payments to 
reduce student interest costs. 

Sec. 2205. Termination of FFEL PLUS Loans. 
Sec. 2206. Federal Consolidation Loans. 
Sec. 2207. Termination of Unsubsidized Stafford 

Loans for middle-income bor-
rowers. 

Sec. 2208. Termination of special allowances. 
Sec. 2209. Origination of Direct Loans at insti-

tutions outside the United States. 
Sec. 2210. Conforming amendments. 
Sec. 2211. Terms and conditions of loans. 
Sec. 2212. Contracts; mandatory funds. 
Sec. 2213. Agreements with State-owned banks. 
Sec. 2214. Income-based repayment. 

Subtitle B—Health 

Sec. 2301. Insurance reforms. 
Sec. 2302. Drugs purchased by covered entities. 
Sec. 2303. Community health centers. 

TITLE I—COVERAGE, MEDICARE, 
MEDICAID, AND REVENUES 

Subtitle A—Coverage 

SEC. 1001. TAX CREDITS. 

(a) PREMIUM TAX CREDITS.—Section 36B of 
the Internal Revenue Code of 1986, as added by 
section 1401 of the Patient Protection and Af-
fordable Care Act and amended by section 10105 
of such Act, is amended— 

(1) in subsection (b)(3)(A)— 
(A) in clause (i), by striking ‘‘with respect to 

any taxpayer’’ and all that follows up to the 
end period and inserting ‘‘for any taxable year 
shall be the percentage such that the applicable 
percentage for any taxpayer whose household 
income is within an income tier specified in the 
following table shall increase, on a sliding scale 
in a linear manner, from the initial premium 
percentage to the final premium percentage 
specified in such table for such income tier: 

‘‘In the case of household income (expressed as a percent of poverty line) 
within the following income tier: The initial premium percentage is— The final premium percentage is— 

Up to 133% 2.0% 2.0% 
133% up to 150% 3.0% 4.0% 
150% up to 200% 4.0% 6.3% 
200% up to 250% 6.3% 8.05% 
250% up to 300% 8.05% 9.5% 
300% up to 400% 9.5% 9.5%’’; and 

(B) by striking clauses (ii) and (iii), and in-
serting the following: 

‘‘(ii) INDEXING.— 
‘‘(I) IN GENERAL.—Subject to subclause (II), in 

the case of taxable years beginning in any cal-
endar year after 2014, the initial and final ap-
plicable percentages under clause (i) (as in ef-
fect for the preceding calendar year after appli-
cation of this clause) shall be adjusted to reflect 
the excess of the rate of premium growth for the 
preceding calendar year over the rate of income 
growth for the preceding calendar year. 

‘‘(II) ADDITIONAL ADJUSTMENT.—Except as 
provided in subclause (III), in the case of any 
calendar year after 2018, the percentages de-
scribed in subclause (I) shall, in addition to the 
adjustment under subclause (I), be adjusted to 
reflect the excess (if any) of the rate of premium 
growth estimated under subclause (I) for the 
preceding calendar year over the rate of growth 
in the consumer price index for the preceding 
calendar year. 

‘‘(III) FAILSAFE.—Subclause (II) shall apply 
for any calendar year only if the aggregate 
amount of premium tax credits under this sec-
tion and cost-sharing reductions under section 
1402 of the Patient Protection and Affordable 
Care Act for the preceding calendar year ex-
ceeds an amount equal to 0.504 percent of the 
gross domestic product for the preceding cal-
endar year.’’; and 

(2) in subsection (c)(2)(C)— 
(A) by striking ‘‘9.8 percent’’ in clauses (i)(II) 

and (iv) and inserting ‘‘9.5 percent’’, and 
(B) by striking ‘‘(b)(3)(A)(iii)’’ in clause (iv) 

and inserting ‘‘(b)(3)(A)(ii)’’. 
(b) COST SHARING.—Section 1402(c) of the Pa-

tient Protection and Affordable Care Act is 
amended— 

(1) in paragraph (1)(B)(i)— 
(A) in subclause (I), by striking ‘‘90’’ and in-

serting ‘‘94’’; 
(B) in subclause (II)— 
(i) by striking ‘‘80’’ and inserting ‘‘87’’; and 
(ii) by striking ‘‘and’’; and 
(C) by striking subclause (III) and inserting 

the following: 
‘‘(III) 73 percent in the case of an eligible in-

sured whose household income is more than 200 
percent but not more than 250 percent of the 
poverty line for a family of the size involved; 
and 

‘‘(IV) 70 percent in the case of an eligible in-
sured whose household income is more than 250 
percent but not more than 400 percent of the 
poverty line for a family of the size involved.’’; 
and 

(2) in paragraph (2)— 

(A) in subparagraph (A)— 
(i) by striking ‘‘90’’ and inserting ‘‘94’’; and 
(ii) by striking ‘‘and’’; 
(B) in subparagraph (B)— 
(i) by striking ‘‘80’’ and inserting ‘‘87’’; and 
(ii) by striking the period and inserting ‘‘; 

and’’; and 
(C) by inserting after subparagraph (B) the 

following new subparagraph: 
‘‘(C) in the case of an eligible insured whose 

household income is more than 200 percent but 
not more than 250 percent of the poverty line for 
a family of the size involved, increase the plan’s 
share of the total allowed costs of benefits pro-
vided under the plan to 73 percent of such 
costs.’’. 
SEC. 1002. INDIVIDUAL RESPONSIBILITY. 

(a) AMOUNTS.—Section 5000A(c) of the Inter-
nal Revenue Code of 1986, as added by section 
1501(b) of the Patient Protection and Affordable 
Care Act and amended by section 10106 of such 
Act, is amended— 

(1) in paragraph (2)(B)— 
(A) in the matter preceding clause (i), by— 
(i) inserting ‘‘the excess of’’ before ‘‘the tax-

payer’s household income’’; and 
(ii) inserting ‘‘for the taxable year over the 

amount of gross income specified in section 
6012(a)(1) with respect to the taxpayer’’ before 
‘‘for the taxable year’’; 

(B) in clause (i), by striking ‘‘0.5’’ and insert-
ing ‘‘1.0’’; 

(C) in clause (ii), by striking ‘‘1.0’’ and insert-
ing ‘‘2.0’’; and 

(D) in clause (iii), by striking ‘‘2.0’’ and in-
serting ‘‘2.5’’; and 

(2) in paragraph (3)— 
(A) in subparagraph (A), by striking ‘‘$750’’ 

and inserting ‘‘$695’’; 
(B) in subparagraph (B), by striking ‘‘$495’’ 

and inserting ‘‘$325’’; and 
(C) in subparagraph (D)— 
(i) in the matter preceding clause (i), by strik-

ing ‘‘$750’’ and inserting ‘‘$695’’; and 
(ii) in clause (i), by striking ‘‘$750’’ and insert-

ing ‘‘$695’’. 
(b) THRESHOLD.—Section 5000A of such Code, 

as so added and amended, is amended— 
(1) by striking subsection (c)(4)(D); and 
(2) in subsection (e)(2)— 
(A) by striking ‘‘UNDER 100 PERCENT OF POV-

ERTY LINE’’ and inserting ‘‘BELOW FILING 
THRESHOLD’’; and 

(B) by striking all that follows ‘‘less than’’ 
and inserting ‘‘the amount of gross income spec-
ified in section 6012(a)(1) with respect to the 
taxpayer.’’. 

SEC. 1003. EMPLOYER RESPONSIBILITY. 
(a) PAYMENT CALCULATION.—Subparagraph 

(D) of subsection (d)(2) of section 4980H of the 
Internal Revenue Code of 1986, as added by sec-
tion 1513 of the Patient Protection and Afford-
able Care Act and amended by section 10106 of 
such Act, is amended to read as follows: 

‘‘(D) APPLICATION OF EMPLOYER SIZE TO AS-
SESSABLE PENALTIES.— 

‘‘(i) IN GENERAL.—The number of individuals 
employed by an applicable large employer as 
full-time employees during any month shall be 
reduced by 30 solely for purposes of calcu-
lating— 

‘‘(I) the assessable payment under subsection 
(a), or 

‘‘(II) the overall limitation under subsection 
(b)(2). 

‘‘(ii) AGGREGATION.—In the case of persons 
treated as 1 employer under subparagraph 
(C)(i), only 1 reduction under subclause (I) or 
(II) shall be allowed with respect to such per-
sons and such reduction shall be allocated 
among such persons ratably on the basis of the 
number of full-time employees employed by each 
such person.’’. 

(b) APPLICABLE PAYMENT AMOUNT.—Section 
4980H of such Code, as so added and amended, 
is amended— 

(1) in the flush text following subsection 
(c)(1)(B), by striking ‘‘400 percent of the appli-
cable payment amount’’ and inserting ‘‘an 
amount equal to 1⁄12 of $3,000’’; 

(2) in subsection (d)(1), by striking ‘‘$750’’ and 
inserting ‘‘$2,000’’; and 

(3) in subsection (d)(5)(A), in the matter pre-
ceding clause (i), by striking ‘‘subsection (b)(2) 
and (d)(1)’’ and inserting ‘‘subsection (b) and 
paragraph (1)’’. 

(c) COUNTING PART-TIME WORKERS IN SETTING 
THE THRESHOLD FOR EMPLOYER RESPONSI-
BILITY.—Section 4980H(d)(2) of such Code, as so 
added and amended and as amended by sub-
section (a), is amended by adding at the end the 
following new subparagraph: 

‘‘(E) FULL-TIME EQUIVALENTS TREATED AS 
FULL-TIME EMPLOYEES.—Solely for purposes of 
determining whether an employer is an applica-
ble large employer under this paragraph, an em-
ployer shall, in addition to the number of full- 
time employees for any month otherwise deter-
mined, include for such month a number of full- 
time employees determined by dividing the ag-
gregate number of hours of service of employees 
who are not full-time employees for the month 
by 120.’’. 

(d) ELIMINATING WAITING PERIOD ASSESS-
MENT.—Section 4980H of such Code, as so added 
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and amended and as amended by the preceding 
subsections, is amended by striking subsection 
(b) and redesignating subsections (c), (d), and 
(e) as subsections (b), (c), and (d), respectively. 
SEC. 1004. INCOME DEFINITIONS. 

(a) MODIFIED ADJUSTED GROSS INCOME.— 
(1) IN GENERAL.—The following provisions of 

the Internal Revenue Code of 1986 are each 
amended by striking ‘‘modified gross’’ each 
place it appears and inserting ‘‘modified ad-
justed gross’’: 

(A) Clauses (i) and (ii) of section 36B(d)(2)(A), 
as added by section 1401 of the Patient Protec-
tion and Affordable Care Act. 

(B) Section 6103(l)(21)(A)(iv), as added by sec-
tion 1414 of such Act. 

(C) Clauses (i) and (ii) of section 5000A(c)(4), 
as added by section 1501(b) of such Act. 

(2) DEFINITION.— 
(A) Section 36B(d)(2)(B) of such Code, as so 

added, is amended to read as follows: 
‘‘(B) MODIFIED ADJUSTED GROSS INCOME.—The 

term ‘modified adjusted gross income’ means ad-
justed gross income increased by— 

‘‘(i) any amount excluded from gross income 
under section 911, and 

‘‘(ii) any amount of interest received or ac-
crued by the taxpayer during the taxable year 
which is exempt from tax.’’. 

(B) Section 5000A(c)(4)(C) of such Code, as so 
added, is amended to read as follows: 

‘‘(C) MODIFIED ADJUSTED GROSS INCOME.—The 
term ‘modified adjusted gross income’ means ad-
justed gross income increased by— 

‘‘(i) any amount excluded from gross income 
under section 911, and 

‘‘(ii) any amount of interest received or ac-
crued by the taxpayer during the taxable year 
which is exempt from tax.’’. 

(b) MODIFIED ADJUSTED GROSS INCOME DEFI-
NITION.— 

(1) MEDICAID.—Section 1902 of the Social Se-
curity Act (42 U.S.C. 1396a) is amended by strik-
ing ‘‘modified gross income’’ each place it ap-
pears in the text and headings of the following 
provisions and inserting ‘‘modified adjusted 
gross income’’: 

(A) Paragraph (14) of subsection (e), as added 
by section 2002(a) of the Patient Protection and 
Affordable Care Act. 

(B) Subsection (gg)(4)(A), as added by section 
2001(b) of such Act. 

(2) CHIP.— 
(A) STATE PLAN REQUIREMENTS.—Section 

2102(b)(1)(B)(v) of the Social Security Act (42 
U.S.C. 1397bb(b)(1)(B)(v)), as added by section 
2101(d)(1) of the Patient Protection and Afford-
able Care Act, is amended by striking ‘‘modified 
gross income’’ and inserting ‘‘modified adjusted 
gross income’’. 

(B) PLAN ADMINISTRATION.—Section 
2107(e)(1)(E) of the Social Security Act (42 
U.S.C. 1397gg(e)(1)(E)), as added by section 
2101(d)(2) of the Patient Protection and Afford-
able Care Act, is amended by striking ‘‘modified 
gross income’’ and inserting ‘‘modified adjusted 
gross income’’. 

(c) NO EXCESS PAYMENTS.—Section 36B(f) of 
the Internal Revenue Code of 1986, as added by 
section 1401(a) of the Patient Protection and Af-
fordable Care Act, is amended by adding at the 
end the following new paragraph: 

‘‘(3) INFORMATION REQUIREMENT.—Each Ex-
change (or any person carrying out 1 or more 
responsibilities of an Exchange under section 
1311(f)(3) or 1321(c) of the Patient Protection 
and Affordable Care Act) shall provide the fol-
lowing information to the Secretary and to the 
taxpayer with respect to any health plan pro-
vided through the Exchange: 

‘‘(A) The level of coverage described in section 
1302(d) of the Patient Protection and Affordable 
Care Act and the period such coverage was in 
effect. 

‘‘(B) The total premium for the coverage with-
out regard to the credit under this section or 
cost-sharing reductions under section 1402 of 
such Act. 

‘‘(C) The aggregate amount of any advance 
payment of such credit or reductions under sec-
tion 1412 of such Act. 

‘‘(D) The name, address, and TIN of the pri-
mary insured and the name and TIN of each 
other individual obtaining coverage under the 
policy. 

‘‘(E) Any information provided to the Ex-
change, including any change of circumstances, 
necessary to determine eligibility for, and the 
amount of, such credit. 

‘‘(F) Information necessary to determine 
whether a taxpayer has received excess advance 
payments.’’. 

(d) ADULT DEPENDENTS.— 
(1) EXCLUSION OF AMOUNTS EXPENDED FOR 

MEDICAL CARE.—The first sentence of section 
105(b) of the Internal Revenue Code of 1986 (re-
lating to amounts expended for medical care) is 
amended— 

(A) by striking ‘‘and his dependents’’ and in-
serting ‘‘his dependents’’; and 

(B) by inserting before the period the fol-
lowing: ‘‘, and any child (as defined in section 
152(f)(1)) of the taxpayer who as of the end of 
the taxable year has not attained age 27’’. 

(2) SELF-EMPLOYED HEALTH INSURANCE DEDUC-
TION.—Section 162(l)(1) of such Code is amended 
to read as follows: 

‘‘(1) ALLOWANCE OF DEDUCTION.—In the case 
of a taxpayer who is an employee within the 
meaning of section 401(c)(1), there shall be al-
lowed as a deduction under this section an 
amount equal to the amount paid during the 
taxable year for insurance which constitutes 
medical care for— 

‘‘(A) the taxpayer, 
‘‘(B) the taxpayer’s spouse, 
‘‘(C) the taxpayer’s dependents, and 
‘‘(D) any child (as defined in section 152(f)(1)) 

of the taxpayer who as of the end of the taxable 
year has not attained age 27.’’. 

(3) COVERAGE UNDER SELF-EMPLOYED DEDUC-
TION.—Section 162(l)(2)(B) of such Code is 
amended by inserting ‘‘, or any dependent, or 
individual described in subparagraph (D) of 
paragraph (1) with respect to,’’ after ‘‘spouse 
of’’. 

(4) SICK AND ACCIDENT BENEFITS PROVIDED TO 
MEMBERS OF A VOLUNTARY EMPLOYEES’ BENE-
FICIARY ASSOCIATION AND THEIR DEPENDENTS.— 
Section 501(c)(9) of such Code is amended by 
adding at the end the following new sentence: 
‘‘For purposes of providing for the payment of 
sick and accident benefits to members of such an 
association and their dependents, the term ‘de-
pendent’ shall include any individual who is a 
child (as defined in section 152(f)(1)) of a mem-
ber who as of the end of the calendar year has 
not attained age 27.’’. 

(5) MEDICAL AND OTHER BENEFITS FOR RE-
TIRED EMPLOYEES.—Section 401(h) of such Code 
is amended by adding at the end the following: 
‘‘For purposes of this subsection, the term ‘de-
pendent’ shall include any individual who is a 
child (as defined in section 152(f)(1)) of a retired 
employee who as of the end of the calendar year 
has not attained age 27.’’. 

(e) FIVE PERCENT INCOME DISREGARD FOR 
CERTAIN INDIVIDUALS.—Section 1902(e)(14) of 
the Social Security Act (42 U.S.C. 1396a(e)(14)), 
as amended by subsection (b)(1), is further 
amended— 

(1) in subparagraph (B), by striking ‘‘No 
type’’ and inserting ‘‘Subject to subparagraph 
(I), no type’’; and 

(2) by adding at the end the following new 
subparagraph: 

‘‘(I) TREATMENT OF PORTION OF MODIFIED AD-
JUSTED GROSS INCOME.—For purposes of deter-
mining the income eligibility of an individual for 
medical assistance whose eligibility is deter-
mined based on the application of modified ad-
justed gross income under subparagraph (A), 
the State shall— 

‘‘(i) determine the dollar equivalent of the dif-
ference between the upper income limit on eligi-
bility for such an individual (expressed as a per-

centage of the poverty line) and such upper in-
come limit increased by 5 percentage points; and 

‘‘(ii) notwithstanding the requirement in sub-
paragraph (A) with respect to use of modified 
adjusted gross income, utilize as the applicable 
income of such individual, in determining such 
income eligibility, an amount equal to the modi-
fied adjusted gross income applicable to such in-
dividual reduced by such dollar equivalent 
amount.’’. 
SEC. 1005. IMPLEMENTATION FUNDING. 

(a) IN GENERAL.—There is hereby established 
a Health Insurance Reform Implementation 
Fund (referred to in this section as the ‘‘Fund’’) 
within the Department of Health and Human 
Services to carry out the Patient Protection and 
Affordable Care Act and this Act (and the 
amendments made by such Acts). 

(b) FUNDING.—There is appropriated to the 
Fund, out of any funds in the Treasury not oth-
erwise appropriated, $1,000,000,000 for Federal 
administrative expenses to carry out such Act 
(and the amendments made by such Acts). 

Subtitle B—Medicare 
SEC. 1101. CLOSING THE MEDICARE PRESCRIP-

TION DRUG ‘‘DONUT HOLE’’. 
(a) COVERAGE GAP REBATE FOR 2010.— 
(1) IN GENERAL.—Section 1860D–42 of the So-

cial Security Act (42 U.S.C. 1395w–152) is 
amended by adding at the end the following 
new subsection: 

‘‘(c) COVERAGE GAP REBATE FOR 2010.— 
‘‘(1) IN GENERAL.—In the case of an individual 

described in subparagraphs (A) through (D) of 
section 1860D–14A(g)(1) who as of the last day 
of a calendar quarter in 2010 has incurred costs 
for covered part D drugs so that the individual 
has exceeded the initial coverage limit under 
section 1860D–2(b)(3) for 2010, the Secretary 
shall provide for payment from the Medicare 
Prescription Drug Account of $250 to the indi-
vidual by not later than the 15th day of the 
third month following the end of such quarter. 

‘‘(2) LIMITATION.—The Secretary shall provide 
only 1 payment under this subsection with re-
spect to any individual.’’. 

(2) REPEAL OF PROVISION.—Section 3315 of the 
Patient Protection and Affordable Care Act (in-
cluding the amendments made by such section) 
is repealed, and any provision of law amended 
or repealed by such sections is hereby restored 
or revived as if such section had not been en-
acted into law. 

(b) CLOSING THE DONUT HOLE.—Part D of title 
XVIII of the Social Security Act (42 U.S.C. 
1395w–101 et seq.), as amended by section 3301 of 
the Patient Protection and Affordable Care Act, 
is further amended— 

(1) in section 1860D–43— 
(A) in subsection (b), by striking ‘‘July 1, 

2010’’ and inserting ‘‘January 1, 2011’’; and 
(B) in subsection (c)(2), by striking ‘‘July 1, 

2010, and ending on December 31, 2010,’’ and in-
serting ‘‘January 1, 2011, and December 31, 
2011,’’; 

(2) in section 1860D–14A— 
(A) in subsection (a)— 
(i) by striking ‘‘July 1, 2010’’ and inserting 

‘‘January 1, 2011’’; and 
(ii) by striking ‘‘April 1, 2010’’ and inserting 

‘‘180 days after the date of the enactment of this 
section’’; 

(B) in subsection (b)(1)(C)— 
(i) in the heading, by striking ‘‘2010 AND’’; 
(ii) by striking ‘‘July 1, 2010’’ and inserting 

‘‘January 1, 2011’’; and 
(iii) by striking ‘‘May 1, 2010’’ and inserting 

‘‘not later than 30 days after the date of the es-
tablishment of a model agreement under sub-
section (a)’’; 

(C) in subsection (c)— 
(i) in paragraph (1)(A)(iii), by striking ‘‘July 

1, 2010, and ending on December 31, 2011’’ and 
inserting ‘‘January 1, 2011, and ending on De-
cember 31, 2011’’; and 

(ii) in paragraph (2), by striking ‘‘2010’’ and 
inserting ‘‘2011’’; 
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(D) in subsection (d)(2)(B), by striking ‘‘July 

1, 2010, and ending on December 31, 2010’’ and 
inserting ‘‘January 1, 2011, and ending on De-
cember 31, 2011’’; and 

(E) in subsection (g)(1)— 
(i) in the matter before subparagraph (A), by 

striking ‘‘an applicable drug’’ and inserting ‘‘a 
covered part D drug’’; 

(ii) by adding ‘‘and’’ at the end of subpara-
graph (C); 

(iii) by striking subparagraph (D); and 
(iv) by redesignating subparagraph (E) as 

subparagraph (D); and 
(3) in section 1860D–2(b)— 
(A) in paragraph (2)(A), by striking ‘‘The cov-

erage’’ and inserting ‘‘Subject to subparagraphs 
(C) and (D), the coverage’’; 

(B) in paragraph (2)(B), by striking ‘‘subpara-
graph (A)(ii)’’ and inserting ‘‘subparagraphs 
(A)(ii), (C), and (D)’’; 

(C) by adding at the end of paragraph (2) the 
following new subparagraphs: 

‘‘(C) COVERAGE FOR GENERIC DRUGS IN COV-
ERAGE GAP.— 

‘‘(i) IN GENERAL.—Except as provided in para-
graph (4), the coverage for an applicable bene-
ficiary (as defined in section 1860D–14A(g)(1)) 
has coinsurance (for costs above the initial cov-
erage limit under paragraph (3) and below the 
out-of-pocket threshold) for covered part D 
drugs that are not applicable drugs under sec-
tion 1860D–14A(g)(2) that is— 

‘‘(I) equal to the generic-gap coinsurance per-
centage (specified in clause (ii)) for the year, or 

‘‘(II) actuarially equivalent (using processes 
and methods established under section 1860D– 
11(c)) to an average expected payment of such 
percentage of such costs for covered part D 
drugs that are not applicable drugs under sec-
tion 1860D–14A(g)(2). 

‘‘(ii) GENERIC-GAP COINSURANCE PERCENT-
AGE.—The generic-gap coinsurance percentage 
specified in this clause for— 

‘‘(I) 2011 is 93 percent; 
‘‘(II) 2012 and each succeeding year before 

2020 is the generic-gap coinsurance percentage 
under this clause for the previous year de-
creased by 7 percentage points; and 

‘‘(III) 2020 and each subsequent year is 25 per-
cent. 

‘‘(D) COVERAGE FOR APPLICABLE DRUGS IN 
COVERAGE GAP.— 

‘‘(i) IN GENERAL.—Except as provided in para-
graph (4), the coverage for an applicable bene-
ficiary (as defined in section 1860D–14A(g)(1)) 
has coinsurance (for costs above the initial cov-
erage limit under paragraph (3) and below the 
out-of-pocket threshold) for the negotiated price 
(as defined in section 1860D–14A(g)(6)) of cov-
ered part D drugs that are applicable drugs 
under section 1860D–14A(g)(2) that is— 

‘‘(I) equal to the difference between the appli-
cable gap percentage (specified in clause (ii) for 
the year) and the discount percentage specified 
in section 1860D–14A(g)(4)(A) for such applica-
ble drugs, or 

‘‘(II) actuarially equivalent (using processes 
and methods established under section 1860D– 
11(c)) to an average expected payment of such 
percentage of such costs, for covered part D 
drugs that are applicable drugs under section 
1860D–14A(g)(2). 

‘‘(ii) APPLICABLE GAP PERCENTAGE.—The ap-
plicable gap percentage specified in this clause 
for— 

‘‘(I) 2013 and 2014 is 97.5 percent; 
‘‘(II) 2015 and 2016 is 95 percent; 
‘‘(III) 2017 is 90 percent; 
‘‘(IV) 2018 is 85 percent; 
‘‘(V) 2019 is 80 percent; and 
‘‘(VI) 2020 and each subsequent year is 75 per-

cent.’’; 
(D) in paragraph (3)(A), as restored under 

subsection (a)(2), by striking ‘‘paragraph (4)’’ 
and inserting ‘‘paragraphs (2)(C), (2)(D), and 
(4)’’; 

(E) in paragraph (4)(E), by inserting before 
the period at the end the following: ‘‘, except 

that incurred costs shall not include the portion 
of the negotiated price that represents the re-
duction in coinsurance resulting from the appli-
cation of paragraph (2)(D)’’; and 

(4) in section 1860D–22(a)(2)(A), by inserting 
before the period at the end the following: ‘‘, 
not taking into account the value of any dis-
count or coverage provided during the gap in 
prescription drug coverage that occurs between 
the initial coverage limit under section 1860D– 
2(b)(3) during the year and the out-of-pocket 
threshold specified in section 1860D–2(b)(4)(B)’’. 

(c) CONFORMING AMENDMENT TO AMP UNDER 
MEDICAID.—Section 1927(k)(1)(B)(i) of the Social 
Security Act (42 U.S.C. 1396r–8(k)(1)(B)(i)), as 
amended by section 2503(a)(2)(B) of the Patient 
Protection and Affordable Care Act, is amend-
ed— 

(1) by striking ‘‘and’’ at the end of subclause 
(III); 

(2) by striking the period at the end of sub-
clause (IV); and 

(3) by adding at the end the following new 
subclause: 

‘‘(V) discounts provided by manufacturers 
under section 1860D–14A.’’. 

(d) REDUCING GROWTH RATE OF OUT-OF-POCK-
ET COST THRESHOLD.—Section 1860D–2(b) of the 
Social Security Act (42 U.S.C. 1395w–102(b)) is 
amended— 

(1) in paragraph (4)(B)(i)— 
(A) in subclause (I), by striking ‘‘or’’ at the 

end; 
(B) by redesignating subclause (II) as sub-

clause (VI); and 
(C) by inserting after subclause (I) the fol-

lowing new subclauses: 
‘‘(II) for each of years 2007 through 2013, is 

equal to the amount specified in this subpara-
graph for the previous year, increased by the 
annual percentage increase described in para-
graph (6) for the year involved; 

‘‘(III) for 2014 and 2015, is equal to the 
amount specified in this subparagraph for the 
previous year, increased by the annual percent-
age increase described in paragraph (6) for the 
year involved, minus 0.25 percentage point; 

‘‘(IV) for each of years 2016 through 2019, is 
equal to the amount specified in this subpara-
graph for the previous year, increased by the 
lesser of— 

‘‘(aa) the annual percentage increase de-
scribed in paragraph (7) for the year involved, 
plus 2 percentage points; or 

‘‘(bb) the annual percentage increase de-
scribed in paragraph (6) for the year; 

‘‘(V) for 2020, is equal to the amount that 
would have been applied under this subpara-
graph for 2020 if the amendments made by sec-
tion 1101(d)(1) of the Health Care and Edu-
cation Reconciliation Act of 2010 had not been 
enacted; or’’; and 

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

(7) ADDITIONAL ANNUAL PERCENTAGE IN-
CREASE.—The annual percentage increase speci-
fied in this paragraph for a year is equal to the 
annual percentage increase in the consumer 
price index for all urban consumers (United 
States city average) for the 12-month period 
ending in July of the previous year.’’. 
SEC. 1102. MEDICARE ADVANTAGE PAYMENTS. 

(a) REPEAL.—Effective as if included in the 
enactment of the Patient Protection and Afford-
able Care Act, sections 3201 and 3203 of such Act 
(and the amendments made by such sections) 
are repealed. 

(b) PHASE-IN OF MODIFIED BENCHMARKS.— 
Section 1853 of the Social Security Act (42 U.S.C. 
1395w–23) is amended— 

(1) in subsection (j)(1)(A), by striking ‘‘(or, be-
ginning with 2007, 1⁄12 of the applicable amount 
determined under subsection (k)(1)) for the area 
for the year’’ and inserting ‘‘ for the area for 
the year (or, for 2007, 2008, 2009, and 2010, 1⁄12 of 
the applicable amount determined under sub-
section (k)(1) for the area for the year; for 2011, 

1⁄12 of the applicable amount determined under 
subsection (k)(1) for the area for 2010; and, be-
ginning with 2012, 1⁄12 of the blended benchmark 
amount determined under subsection (n)(1) for 
the area for the year)’’; and 

(2) by adding at the end the following new 
subsection: 

‘‘(n) DETERMINATION OF BLENDED BENCHMARK 
AMOUNT.— 

‘‘(1) IN GENERAL.—For purposes of subsection 
(j), subject to paragraphs (3), (4), and (5), the 
term ‘blended benchmark amount’ means for an 
area— 

‘‘(A) for 2012 the sum of— 
‘‘(i) 1⁄2 of the applicable amount for the area 

and year; and 
‘‘(ii) 1⁄2 of the amount specified in paragraph 

(2)(A) for the area and year; and 
‘‘(B) for a subsequent year the amount speci-

fied in paragraph (2)(A) for the area and year. 
‘‘(2) SPECIFIED AMOUNT.— 
‘‘(A) IN GENERAL.—The amount specified in 

this subparagraph for an area and year is the 
product of— 

‘‘(i) the base payment amount specified in 
subparagraph (E) for the area and year ad-
justed to take into account the phase-out in the 
indirect costs of medical education from capita-
tion rates described in subsection (k)(4); and 

‘‘(ii) the applicable percentage for the area for 
the year specified under subparagraph (B). 

‘‘(B) APPLICABLE PERCENTAGE.—Subject to 
subparagraph (D), the applicable percentage 
specified in this subparagraph for an area for a 
year in the case of an area that is ranked— 

‘‘(i) in the highest quartile under subpara-
graph (C) for the previous year is 95 percent; 

‘‘(ii) in the second highest quartile under such 
subparagraph for the previous year is 100 per-
cent; 

‘‘(iii) in the third highest quartile under such 
subparagraph for the previous year is 107.5 per-
cent; or 

‘‘(iv) in the lowest quartile under such sub-
paragraph for the previous year is 115 percent. 

‘‘(C) PERIODIC RANKING.—For purposes of this 
paragraph in the case of an area located— 

‘‘(i) in 1 of the 50 States or the District of Co-
lumbia, the Secretary shall rank such area in 
each year specified under subsection (c)(1)(D)(ii) 
based upon the level of the amount specified in 
subparagraph (A)(i) for such areas; or 

‘‘(ii) in a territory, the Secretary shall rank 
such areas in each such year based upon the 
level of the amount specified in subparagraph 
(A)(i) for such area relative to quartile rankings 
computed under clause (i). 

‘‘(D) 1-YEAR TRANSITION FOR CHANGES IN AP-
PLICABLE PERCENTAGE.—If, for a year after 2012, 
there is a change in the quartile in which an 
area is ranked compared to the previous year, 
the applicable percentage for the area in the 
year shall be the average of— 

‘‘(i) the applicable percentage for the area for 
the previous year; and 

‘‘(ii) the applicable percentage that would 
otherwise apply for the area for the year. 

‘‘(E) BASE PAYMENT AMOUNT.—Subject to sub-
paragraph (F), the base payment amount speci-
fied in this subparagraph— 

‘‘(i) for 2012 is the amount specified in sub-
section (c)(1)(D) for the area for the year; or 

‘‘(ii) for a subsequent year that— 
‘‘(I) is not specified under subsection 

(c)(1)(D)(ii), is the base amount specified in this 
subparagraph for the area for the previous year, 
increased by the national per capita MA growth 
percentage, described in subsection (c)(6) for 
that succeeding year, but not taking into ac-
count any adjustment under subparagraph (C) 
of such subsection for a year before 2004; and 

‘‘(II) is specified under subsection (c)(1)(D)(ii), 
is the amount specified in subsection (c)(1)(D) 
for the area for the year. 

‘‘(F) APPLICATION OF INDIRECT MEDICAL EDU-
CATION PHASE-OUT.—The base payment amount 
specified in subparagraph (E) for a year shall be 
adjusted in the same manner under paragraph 
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(4) of subsection (k) as the applicable amount is 
adjusted under such subsection. 

‘‘(3) ALTERNATIVE PHASE-INS.— 
‘‘(A) 4-YEAR PHASE-IN FOR CERTAIN AREAS.—If 

the difference between the applicable amount 
(as defined in subsection (k)) for an area for 
2010 and the projected 2010 benchmark amount 
(as defined in subparagraph (C)) for the area is 
at least $30 but less than $50, the blended bench-
mark amount for the area is— 

‘‘(i) for 2012 the sum of— 
‘‘(I) 3⁄4 of the applicable amount for the area 

and year; and 
‘‘(II) 1⁄4 of the amount specified in paragraph 

(2)(A) for the area and year; 
‘‘(ii) for 2013 the sum of— 
‘‘(I) 1⁄2 of the applicable amount for the area 

and year; and 
‘‘(II) 1⁄2 of the amount specified in paragraph 

(2)(A) for the area and year; 
‘‘(iii) for 2014 the sum of— 
‘‘(I) 1⁄4 of the applicable amount for the area 

and year; and 
‘‘(II) 3⁄4 of the amount specified in paragraph 

(2)(A) for the area and year; and 
‘‘(iv) for a subsequent year the amount speci-

fied in paragraph (2)(A) for the area and year. 
‘‘(B) 6-YEAR PHASE-IN FOR CERTAIN AREAS.—If 

the difference between the applicable amount 
(as defined in subsection (k)) for an area for 
2010 and the projected 2010 benchmark amount 
(as defined in subparagraph (C)) for the area is 
at least $50, the blended benchmark amount for 
the area is— 

‘‘(i) for 2012 the sum of— 
‘‘(I) 5⁄6 of the applicable amount for the area 

and year; and 
‘‘(II) 1⁄6 of the amount specified in paragraph 

(2)(A) for the area and year; 
‘‘(ii) for 2013 the sum of— 
‘‘(I) 2⁄3 of the applicable amount for the area 

and year; and 
‘‘(II) 1⁄3 of the amount specified in paragraph 

(2)(A) for the area and year; 
‘‘(iii) for 2014 the sum of— 
‘‘(I) 1⁄2 of the applicable amount for the area 

and year; and 
‘‘(II) 1⁄2 of the amount specified in paragraph 

(2)(A) for the area and year; 
‘‘(iv) for 2015 the sum of— 
‘‘(I) 1⁄3 of the applicable amount for the area 

and year; and 
‘‘(II) 2⁄3 of the amount specified in paragraph 

(2)(A) for the area and year; and 
‘‘(v) for 2016 the sum of— 
‘‘(I) 1⁄6 of the applicable amount for the area 

and year; and 
‘‘(II) 5⁄6 of the amount specified in paragraph 

(2)(A) for the area and year; and 
‘‘(vi) for a subsequent year the amount speci-

fied in paragraph (2)(A) for the area and year. 
‘‘(C) PROJECTED 2010 BENCHMARK AMOUNT.— 

The projected 2010 benchmark amount described 
in this subparagraph for an area is equal to the 
sum of— 

‘‘(i) 1⁄2 of the applicable amount (as defined in 
subsection (k)) for the area for 2010; and 

‘‘(ii) 1⁄2 of the amount specified in paragraph 
(2)(A) for the area for 2010 but determined as if 
there were substituted for the applicable per-
centage specified in clause (ii) of such para-
graph the sum of— 

‘‘(I) the applicable percent that would be 
specified under subparagraph (B) of paragraph 
(2) (determined without regard to subparagraph 
(D) of such paragraph) for the area for 2010 if 
any reference in such paragraph to ‘the pre-
vious year’ were deemed a reference to 2010; and 

‘‘(II) the applicable percentage increase that 
would apply to a qualifying plan in the area 
under subsection (o) as if any reference in such 
subsection to 2012 were deemed a reference to 
2010 and as if the determination of a qualifying 
county under paragraph (3)(B) of such sub-
section were made for 2010. 

‘‘(4) CAP ON BENCHMARK AMOUNT.—In no case 
shall the blended benchmark amount for an 
area for a year (determined taking into account 

subsection (o)) be greater than the applicable 
amount that would (but for the application of 
this subsection) be determined under subsection 
(k)(1) for the area for the year. 

‘‘(5) NON-APPLICATION TO PACE PLANS.—This 
subsection shall not apply to payments to a 
PACE program under section 1894.’’. 

(c) APPLICABLE PERCENTAGE QUALITY IN-
CREASES.—Section 1853 of such Act (42 U.S.C. 
1395w–23), as amended by subsection (b), is 
amended— 

(1) in subsection (j), by inserting ‘‘subject to 
subsection (o),’’ after ‘‘For purposes of this 
part,’’; 

(2) in subsection (n)(2)(B), as added by sub-
section (b), by inserting ‘‘, subject to subsection 
(o)’’ after ‘‘as follows’’; and 

(3) by adding at the end the following new 
subsection: 

‘‘(o) APPLICABLE PERCENTAGE QUALITY IN-
CREASES.— 

‘‘(1) IN GENERAL.—Subject to the succeeding 
paragraphs, in the case of a qualifying plan 
with respect to a year beginning with 2012, the 
applicable percentage under subsection (n)(2)(B) 
shall be increased on a plan or contract level, as 
determined by the Secretary— 

‘‘(A) for 2012, by 1.5 percentage points; 
‘‘(B) for 2013, by 3.0 percentage points; and 
‘‘(C) for 2014 or a subsequent year, by 5.0 per-

centage points. 
‘‘(2) INCREASE FOR QUALIFYING PLANS IN 

QUALIFYING COUNTIES.—The increase applied 
under paragraph (1) for a qualifying plan lo-
cated in a qualifying county for a year shall be 
doubled. 

‘‘(3) QUALIFYING PLANS AND QUALIFYING COUN-
TY DEFINED; APPLICATION OF INCREASES TO LOW 
ENROLLMENT AND NEW PLANS.—For purposes of 
this subsection: 

‘‘(A) QUALIFYING PLAN.— 
‘‘(i) IN GENERAL.—The term ‘qualifying plan’ 

means, for a year and subject to paragraph (4), 
a plan that had a quality rating under para-
graph (4) of 4 stars or higher based on the most 
recent data available for such year. 

‘‘(ii) APPLICATION OF INCREASES TO LOW EN-
ROLLMENT PLANS.— 

‘‘(I) 2012.—For 2012, the term ‘qualifying plan’ 
includes an MA plan that the Secretary deter-
mines is not able to have a quality rating under 
paragraph (4) because of low enrollment. 

‘‘(II) 2013 AND SUBSEQUENT YEARS.—For 2013 
and subsequent years, for purposes of deter-
mining whether an MA plan with low enroll-
ment (as defined by the Secretary) is included as 
a qualifying plan, the Secretary shall establish 
a method to apply to MA plans with low enroll-
ment (as defined by the Secretary) the computa-
tion of quality rating and the rating system 
under paragraph (4). 

‘‘(iii) APPLICATION OF INCREASES TO NEW 
PLANS.— 

‘‘(I) IN GENERAL.—A new MA plan that meets 
criteria specified by the Secretary shall be treat-
ed as a qualifying plan, except that in applying 
paragraph (1), the applicable percentage under 
subsection (n)(2)(B) shall be increased— 

‘‘(aa) for 2012, by 1.5 percentage points; 
‘‘(bb) for 2013, by 2.5 percentage points; and 
‘‘(cc) for 2014 or a subsequent year, by 3.5 per-

centage points. 
‘‘(II) NEW MA PLAN DEFINED.—The term ‘new 

MA plan’ means, with respect to a year, a plan 
offered by an organization or sponsor that has 
not had a contract as a Medicare Advantage or-
ganization in the preceding 3-year period. 

‘‘(B) QUALIFYING COUNTY.—The term ‘quali-
fying county’ means, for a year, a county— 

‘‘(i) that has an MA capitation rate that, in 
2004, was based on the amount specified in sub-
section (c)(1)(B) for a Metropolitan Statistical 
Area with a population of more than 250,000; 

‘‘(ii) for which, as of December 2009, of the 
Medicare Advantage eligible individuals resid-
ing in the county at least 25 percent of such in-
dividuals were enrolled in Medicare Advantage 
plans; and 

‘‘(iii) that has per capita fee-for-service spend-
ing that is lower than the national monthly per 
capita cost for expenditures for individuals en-
rolled under the original medicare fee-for-service 
program for the year. 

‘‘(4) QUALITY DETERMINATIONS FOR APPLICA-
TION OF INCREASE.— 

‘‘(A) QUALITY DETERMINATION.—The quality 
rating for a plan shall be determined according 
to a 5-star rating system (based on the data col-
lected under section 1852(e)). 

‘‘(B) PLANS THAT FAILED TO REPORT.—An MA 
plan which does not report data that enables 
the Secretary to rate the plan for purposes of 
this paragraph shall be counted as having a rat-
ing of fewer than 3.5 stars. 

‘‘(5) EXCEPTION FOR PACE PLANS.—This sub-
section shall not apply to payments to a PACE 
program under section 1894.’’. 

(4) DETERMINATION OF MEDICARE PART D LOW- 
INCOME BENCHMARK PREMIUM.—Section 1860D– 
14(b)(2)(B)(iii) of the Social Security Act (42 
U.S.C. 1395w–114(b)(2)(B)(iii)) as amended by 
section 3302 of the Patient Protection and Af-
fordable Care Act, is amended by striking ‘‘, de-
termined without regard to any reduction in 
such premium as a result of any beneficiary re-
bate under section 1854(b)(1)(C) or bonus pay-
ment under section 1853(n)’’ and inserting the 
following: ‘‘and determined before the applica-
tion of the monthly rebate computed under sec-
tion 1854(b)(1)(C)(i) for that plan and year in-
volved and, in the case of a qualifying plan, be-
fore the application of the increase under sec-
tion 1853(o) for that plan and year involved’’. 

(d) BENEFICIARY REBATES.—Section 
1854(b)(1)(C) of such Act (42 U.S.C. 1395w– 
24(b)(1)(C)), as amended by section 3202(b) of 
the Patient Protection and Affordable Care Act, 
is further amended— 

(1) in clause (i), by inserting ‘‘(or the applica-
ble rebate percentage specified in clause (iii) in 
the case of plan years beginning on or after 
January 1, 2012)’’ after ‘‘75 percent’’; and 

(2) by striking clause (iii), by redesignating 
clauses (iv) and (v) as clauses (vii) and (viii), re-
spectively, and by inserting after clause (ii) the 
following new clauses: 

‘‘(iii) APPLICABLE REBATE PERCENTAGE.—The 
applicable rebate percentage specified in this 
clause for a plan for a year, based on the system 
under section 1853(o)(4)(A), is the sum of— 

‘‘(I) the product of the old phase-in propor-
tion for the year under clause (iv) and 75 per-
cent; and 

‘‘(II) the product of the new phase-in propor-
tion for the year under clause (iv) and the final 
applicable rebate percentage under clause (v). 

‘‘(iv) OLD AND NEW PHASE-IN PROPORTIONS.— 
For purposes of clause (iv)— 

‘‘(I) for 2012, the old phase-in proportion is 2⁄3 
and the new phase-in proportion is 1⁄3; 

‘‘(II) for 2013, the old phase-in proportion is 1⁄3 
and the new phase-in proportion is 2⁄3; and 

‘‘(III) for 2014 and any subsequent year, the 
old phase-in proportion is 0 and the new phase- 
in proportion is 1. 

‘‘(v) FINAL APPLICABLE REBATE PERCENTAGE.— 
Subject to clause (vi), the final applicable rebate 
percentage under this clause is— 

‘‘(I) in the case of a plan with a quality rating 
under such system of at least 4.5 stars, 70 per-
cent; 

‘‘(II) in the case of a plan with a quality rat-
ing under such system of at least 3.5 stars and 
less than 4.5 stars, 65 percent; and 

‘‘(III) in the case of a plan with a quality rat-
ing under such system of less than 3.5 stars, 50 
percent. 

‘‘(vi) TREATMENT OF LOW ENROLLMENT AND 
NEW PLANS.—For purposes of clause (v)— 

‘‘(I) for 2012, in the case of a plan described 
in subclause (I) of subsection (o)(3)(A)(ii), the 
plan shall be treated as having a rating of 4.5 
stars; and 

‘‘(II) for 2012 or a subsequent year, in the case 
of a new MA plan (as defined under subclause 
(III) of subsection (o)(3)(A)(iii))) that is treated 
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CONGRESSIONAL RECORD — HOUSEH2158 March 21, 2010 
as a qualifying plan pursuant to subclause (I) 
of such subsection, the plan shall be treated as 
having a rating of 3.5 stars.’’. 

(e) CODING INTENSITY ADJUSTMENT.—Section 
1853(a)(1)(C)(ii) of such Act (42 U.S.C. 1395w– 
23(a)(1)(C)(ii)) is amended— 

(1) in the heading, by striking ‘‘DURING PHASE-
OUT OF BUDGET NEUTRALITY FACTOR’’ and in-
serting ‘‘OF CODING ADJUSTMENT’’; 

(2) in the matter before subclause (I), by strik-
ing ‘‘through 2010’’ and inserting ‘‘and each 
subsequent year’’; and 

(3) in subclause (II)— 
(A) in the first sentence, by inserting ‘‘annu-

ally’’ before ‘‘conduct an analysis’’; 
(B) in the second sentence— 
(i) by inserting ‘‘on a timely basis’’ after ‘‘are 

incorporated’’; and 
(ii) by striking ‘‘only for 2008, 2009, and 2010’’ 

and inserting ‘‘for 2008 and subsequent years’’; 
(C) in the third sentence, by inserting ‘‘and 

updated as appropriate’’ before the period at the 
end; and 

(D) by adding at the end the following new 
subclauses: 

‘‘(III) In calculating each year’s adjustment, 
the adjustment factor shall be for 2014, not less 
than the adjustment factor applied for 2010, 
plus 1.3 percentage points; for each of years 2015 
through 2018, not less than the adjustment fac-
tor applied for the previous year, plus 0.25 per-
centage point; and for 2019 and each subsequent 
year, not less than 5.7 percent. 

‘‘(IV) Such adjustment shall be applied to risk 
scores until the Secretary implements risk ad-
justment using Medicare Advantage diagnostic, 
cost, and use data.’’. 

(f) REPEAL OF COMPARATIVE COST ADJUST-
MENT PROGRAM.—Section 1860C–1 of the Social 
Security Act (42 U.S.C. 1395w–29), as added by 
section 241(a) of the Medicare Prescription 
Drug, Improvement, and Modernization Act of 
2003 (Public Law 108–173), is repealed. 
SEC. 1103. SAVINGS FROM LIMITS ON MA PLAN 

ADMINISTRATIVE COSTS. 
Section 1857(e) of the Social Security Act (42 

U.S.C. 1395w–27(e)) is amended by adding at the 
end the following new paragraph: 

‘‘(4) REQUIREMENT FOR MINIMUM MEDICAL 
LOSS RATIO.—If the Secretary determines for a 
contract year (beginning with 2014) that an MA 
plan has failed to have a medical loss ratio of at 
least .85— 

‘‘(A) the MA plan shall remit to the Secretary 
an amount equal to the product of— 

‘‘(i) the total revenue of the MA plan under 
this part for the contract year; and 

‘‘(ii) the difference between .85 and the med-
ical loss ratio; 

‘‘(B) for 3 consecutive contract years, the Sec-
retary shall not permit the enrollment of new 
enrollees under the plan for coverage during the 
second succeeding contract year; and 

‘‘(C) the Secretary shall terminate the plan 
contract if the plan fails to have such a medical 
loss ratio for 5 consecutive contract years. 
SEC. 1104. DISPROPORTIONATE SHARE HOSPITAL 

(DSH) PAYMENTS. 
Section 1886(r) of the Social Security Act (42 

U.S.C. 1395ww(r)), as added by section 3133 of 
the Patient Protection and Affordable Care Act 
and as amended by section 10316 of such Act, is 
amended— 

(1) in paragraph (1), by striking ‘‘2015’’ and 
inserting ‘‘2014’’; and 

(2) in paragraph (2)— 
(A) in the matter preceding subparagraph (A), 

by striking ‘‘2015’’ and inserting ‘‘2014’’; 
(B) in subparagraph (B)(i)— 
(i) in the heading, by inserting ‘‘2014,’’ after 

‘‘YEARS’’; 
(ii) in the matter preceding subclause (I), by 

inserting ‘‘2014,’’ after ‘‘each of fiscal years’’; 
(iii) in subclause (I), by striking ‘‘on such 

Act’’ and inserting ‘‘on the Health Care and 
Education Reconciliation Act of 2010’’; and 

(iv) in the matter following subclause (II), by 
striking ‘‘minus 1.5 percentage points’’ and in-

serting ‘‘minus 0.1 percentage points for fiscal 
year 2014 and minus 0.2 percentage points for 
each of fiscal years 2015, 2016, and 2017’’; and 

(C) in subparagraph (B)(ii), in the matter fol-
lowing subclause (II), by striking ‘‘and, for each 
of 2018 and 2019, minus 1.5 percentage points’’ 
and inserting ‘‘minus 0.2 percentage points for 
each of fiscal years 2018 and 2019’’. 
SEC. 1105. MARKET BASKET UPDATES. 

(a) IPPS.—Section 1886(b)(3)(B) of the Social 
Security Act (42 U.S.C. 1395ww(b)(3)(B)), as 
amended by sections 3401(a)(4) and 10319(a) of 
the Patient Protection and Affordable Care Act, 
is amended— 

(1) in clause (xii)— 
(A) by placing the subclause (II) (inserted by 

section 10319(a)(3) of the Patient Protection and 
Affordable Care Act) immediately after sub-
clause (I) and, in such subclause (II), by strik-
ing ‘‘and’’ at the end; and 

(B) by striking subclause (III) and inserting 
the following: 

‘‘(III) for fiscal year 2014, by 0.3 percentage 
point; 

‘‘(IV) for each of fiscal years 2015 and 2016, by 
0.2 percentage point; and 

‘‘(V) for each of fiscal years 2017, 2018, and 
2019, by 0.75 percentage point.’’; and 

(2) by striking clause (xiii). 
(b) LONG-TERM CARE HOSPITALS.—Section 

1886(m)(4) of the Social Security Act (42 U.S.C. 
1395ww(m)(4)), as added by section 3401(c) of 
the Patient Protection and Affordable Care Act 
and amended by section 10319(b) of such Act, is 
amended— 

(1) in subparagraph (A)— 
(A) in clause (iii), by striking ‘‘and’’ at the 

end; and 
(B) by striking clause (iv) and inserting the 

following: 
‘‘(iv) for rate year 2014, 0.3 percentage point; 
‘‘(v) for each of rate years 2015 and 2016, 0.2 

percentage point; and 
‘‘(vi) for each of rate years 2017, 2018, and 

2019, 0.75 percentage point.’’; 
(2) by striking subparagraph (B); and 
(3) by striking ‘‘(4) OTHER ADJUSTMENT.—’’ 

and all that follows through ‘‘For purposes’’ 
and inserting ‘‘(4) OTHER ADJUSTMENT.—For 
purposes’’ (and redesignating clauses (i) 
through (vi) as subparagraphs (A) through (F), 
respectively, with appropriate indentation). 

(c) INPATIENT REHABILITATION FACILITIES.— 
Section 1886(j)(3)(D) of the Social Security Act 
(42 U.S.C. 1395ww(j)(3)(D)), as added by section 
3401(d)(2) of the Patient Protection and Afford-
able Care Act and amended by section 10319(c) 
of such Act, is amended— 

(1) in clause (i)— 
(A) by placing the subclause (II) (inserted by 

section 10319(c)(3) of the Patient Protection and 
Affordable Care Act) immediately after sub-
clause (I) and, in such subclause (II), by strik-
ing ‘‘and’’ at the end; and 

(B) by striking subclause (III) and inserting 
the following: 

‘‘(III) for fiscal year 2014, 0.3 percentage 
point; 

‘‘(IV) for each of fiscal years 2015 and 2016, 
0.2 percentage point; and 

‘‘(V) for each of fiscal years 2017, 2018, and 
2019, 0.75 percentage point.’’; 

(2) by striking clause (ii); and 
(3) by striking ‘‘(D) OTHER ADJUSTMENT.—’’ 

and all that follows through ‘‘For purposes’’ 
and inserting ‘‘(D) OTHER ADJUSTMENT.—For 
purposes’’ (and redesignating subclauses (I) 
through (V) as clauses (i) through (v), respec-
tively, with appropriate indentation). 

(d) PSYCHIATRIC HOSPITALS.—Section 
1886(s)(3) of the Social Security Act, as added by 
section 3401(f) of the Patient Protection and Af-
fordable Care Act and amended by section 
10319(e) of such Act, is amended— 

(1) in subparagraph (A)— 
(A) by placing the clause (ii) (inserted by sec-

tion 10319(e)(3) of the Patient Protection and 

Affordable Care Act) immediately after clause (i) 
and, in such clause (ii), by striking ‘‘and’’ at 
the end; and 

(B) by striking clause (iii) and inserting the 
following: 

‘‘(iii) for the rate year beginning in 2014, 0.3 
percentage point; 

‘‘(iv) for each of the rate years beginning in 
2015 and 2016, 0.2 percentage point; and 

‘‘(v) for each of the rate years beginning in 
2017, 2018, and 2019, 0.75 percentage point.’’; 

(2) by striking subparagraph (B); and 
(3) by striking ‘‘(3) OTHER ADJUSTMENT.—’’ 

and all that follows through ‘‘For purposes’’ 
and inserting ‘‘(3) OTHER ADJUSTMENT.—For 
purposes’’ (and redesignating clauses (i) 
through (v) as subparagraphs (A) through (E), 
respectively, with appropriate indentation). 

(e) OUTPATIENT HOSPITALS.—Section 
1833(t)(3)(G) of the Social Security Act (42 
U.S.C. 1395l(t)(3)(G)), as added by section 
3401(i)(2) of the Patient Protection and Afford-
able Care Act and amended by section 10319(g) 
of such Act, is amended— 

(1) in clause (i)— 
(A) by placing the subclause (II) (inserted by 

section 10319(g)(3) of the Patient Protection and 
Affordable Care Act) immediately after sub-
clause (I) and, in such subclause (II), by strik-
ing ‘‘and’’ at the end; and 

(B) by striking subclause (III) and inserting 
the following: 

‘‘(III) for 2014, 0.3 percentage point; 
‘‘(IV) for each of 2015 and 2016, 0.2 percentage 

point; and 
‘‘(V) for each of 2017, 2018, and 2019, 0.75 per-

centage point.’’; 
(2) by striking clause (ii); and 
(3) by striking ‘‘(G) OTHER ADJUSTMENT.—’’ 

and all that follows through ‘‘For purposes’’ 
and inserting ‘‘(G) OTHER ADJUSTMENT.—For 
purposes’’ (and redesignating subclauses (I) 
through (V) as clauses (i) through (v), respec-
tively, with appropriate indentation). 
SEC. 1106. PHYSICIAN OWNERSHIP-REFERRAL. 

Section 1877(i) of the Social Security Act (42 
U.S.C. 1395nn(i)), as added by section 6001(a)(3) 
of the Patient Protection and Affordable Care 
Act and as amended by section 10601(a) of such 
Act, is amended— 

(1) in paragraph (1)(A)(i), by striking ‘‘August 
1, 2010’’ and inserting ‘‘December 31, 2010’’; and 

(2) in paragraph (3)— 
(A) in subparagraph (A)(i), by striking ‘‘an 

applicable hospital (as defined in subparagraph 
(E))’’ and inserting ‘‘a hospital that is an appli-
cable hospital (as defined in subparagraph (E)) 
or is a high Medicaid facility described in sub-
paragraph (F)’’; 

(B) in subparagraph (C)(iii), by inserting after 
‘‘date of enactment of this subsection’’ the fol-
lowing: ‘‘(or, in the case of a hospital that did 
not have a provider agreement in effect as of 
such date but does have such an agreement in 
effect on December 31, 2010, the effective date of 
such provider agreement)’’; 

(C) by redesignating subparagraphs (F) 
through (H) as subparagraphs (G) through (I), 
respectively; and 

(D) by inserting after subparagraph (E) the 
following new subparagraph: 

‘‘(F) HIGH MEDICAID FACILITY DESCRIBED.—A 
high Medicaid facility described in this subpara-
graph is a hospital that— 

‘‘(i) is not the sole hospital in a county; 
‘‘(ii) with respect to each of the 3 most recent 

years for which data are available, has an an-
nual percent of total inpatient admissions that 
represent inpatient admissions under title XIX 
that is estimated to be greater than such percent 
with respect to such admissions for any other 
hospital located in the county in which the hos-
pital is located; and 

‘‘(iii) meets the conditions described in sub-
paragraph (E)(iii).’’. 
SEC. 1107. PAYMENT FOR IMAGING SERVICES. 

Section 1848 of the Social Security Act (42 
U.S.C. 1395w–4), as amended by section 3135(a) 
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of the Patient Protection and Affordable Care 
Act, is amended— 

(1) in subsection (b)(4)— 
(A) in subparagraph (B), by striking ‘‘this 

paragraph’’ and inserting ‘‘subparagraph (A)’’; 
and 

(B) by amending subparagraph (C) to read as 
follows: 

‘‘(C) ADJUSTMENT IN IMAGING UTILIZATION 
RATE.—With respect to fee schedules established 
for 2011 and subsequent years, in the method-
ology for determining practice expense relative 
value units for expensive diagnostic imaging 
equipment under the final rule published by the 
Secretary in the Federal Register on November 
25, 2009 (42 CFR 410, et al.), the Secretary shall 
use a 75 percent assumption instead of the utili-
zation rates otherwise established in such final 
rule.’’; and 

(2) in subsection (c)(2)(B)(v), by striking sub-
clauses (III), (IV), and (V) and inserting the fol-
lowing new subclause: 

‘‘(III) CHANGE IN UTILIZATION RATE FOR CER-
TAIN IMAGING SERVICES.—Effective for fee sched-
ules established beginning with 2011, reduced 
expenditures attributable to the change in the 
utilization rate applicable to 2011, as described 
in subsection (b)(4)(C).’’. 
SEC. 1108. PE GPCI ADJUSTMENT FOR 2010. 

Effective as if included in the enactment of 
the Patient Protection and Affordable Care Act, 
section 1848(e)(1)(II)(i) of the Social Security Act 
(42 U.S.C. 1395w–4(e)(1)(H)(i)), as added by sec-
tion 3102(b)(2) of the Patient Protection and Af-
fordable Care Act, is amended by striking ‘‘3⁄4’’ 
and inserting ‘‘1⁄2’’. 
SEC. 1109. PAYMENT FOR QUALIFYING HOS-

PITALS. 
(a) IN GENERAL.—From the amount available 

under subsection (b), the Secretary of Health 
and Human Services shall provide for a pay-
ment to qualifying hospitals (as defined in sub-
section (d)) for fiscal years 2011 and 2012 of the 
amount determined under subsection (c). 

(b) AMOUNTS AVAILABLE.—There shall be 
available from the Federal Hospital Insurance 
Trust Fund $400,000,000 for payments under this 
section for fiscal years 2011 and 2012. 

(c) PAYMENT AMOUNT.—The amount of pay-
ment under this section for a qualifying hospital 
shall be determined, in a manner consistent with 
the amount available under subsection (b), in 
proportion to the portion of the amount of the 
aggregate payments under section 1886(d) of the 
Social Security Act to the hospital for fiscal 
year 2009 bears to the sum of all such payments 
to all qualifying hospitals for such fiscal year. 

(d) QUALIFYING HOSPITAL DEFINED.—In this 
section, the term ‘‘qualifying hospital’’ means a 
subsection (d) hospital (as defined for purposes 
of section 1886(d) of the Social Security Act) 
that is located in a county that ranks, based 
upon its ranking in age, sex, and race adjusted 
spending for benefits under parts A and B 
under title XVIII of such Act per enrollee, with-
in the lowest quartile of such counties in the 
United States. 

Subtitle C—Medicaid 
SEC. 1201. FEDERAL FUNDING FOR STATES. 

Section 1905 of the Social Security Act (42 
U.S.C. 1396d), as amended by sections 2001(a)(3) 
and 10201(c) of the Patient Protection and Af-
fordable Care Act, is amended— 

(1) in subsection (y)— 
(A) by redesignating subclause (II) of para-

graph (1)(B)(ii) as paragraph (5) of subsection 
(z) and realigning the left margins accordingly; 
and 

(B) by striking paragraph (1) and inserting 
the following: 

‘‘(1) AMOUNT OF INCREASE.—Notwithstanding 
subsection (b), the Federal medical assistance 
percentage for a State that is one of the 50 
States or the District of Columbia, with respect 
to amounts expended by such State for medical 
assistance for newly eligible individuals de-
scribed in subclause (VIII) of section 
1902(a)(10)(A)(i), shall be equal to— 

‘‘(A) 100 percent for calendar quarters in 2014, 
2015, and 2016; 

‘‘(B) 95 percent for calendar quarters in 2017; 
‘‘(C) 94 percent for calendar quarters in 2018; 
‘‘(D) 93 percent for calendar quarters in 2019; 

and 
‘‘(E) 90 percent for calendar quarters in 2020 

and each year thereafter.’’; and 
(2) in subsection (z)— 
(A) in paragraph (1), by striking ‘‘September 

30, 2019’’ and inserting ‘‘December 31, 2015’’ and 
by striking ‘‘subsection (y)(1)(B)(ii)(II)’’ and in-
serting ‘‘paragraph (3)’’; 

(B) by striking paragraphs (2) through (4) and 
inserting the following: 

‘‘(2)(A) For calendar quarters in 2014 and 
each year thereafter, the Federal medical assist-
ance percentage otherwise determined under 
subsection (b) for an expansion State described 
in paragraph (3) with respect to medical assist-
ance for individuals described in section 
1902(a)(10)(A)(i)(VIII) who are nonpregnant 
childless adults with respect to whom the State 
may require enrollment in benchmark coverage 
under section 1937 shall be equal to the percent 
specified in subparagraph (B)(i) for such year. 

‘‘(B)(i) The percent specified in this subpara-
graph for a State for a year is equal to the Fed-
eral medical assistance percentage (as defined in 
the first sentence of subsection (b)) for the State 
increased by a number of percentage points 
equal to the transition percentage (specified in 
clause (ii) for the year) of the number of per-
centage points by which— 

‘‘(I) such Federal medical assistance percent-
age for the State, is less than 

‘‘(II) the percent specified in subsection (y)(1) 
for the year. 

‘‘(ii) The transition percentage specified in 
this clause for— 

‘‘(I) 2014 is 50 percent; 
‘‘(II) 2015 is 60 percent; 
‘‘(III) 2016 is 70 percent; 
‘‘(IV) 2017 is 80 percent; 
‘‘(V) 2018 is 90 percent; and 
‘‘(VI) 2019 and each subsequent year is 100 

percent.’’; and 
(C) by redesignating paragraph (5) (as added 

by paragraph (1)(A) of this section) as para-
graph (3), realigning the left margins to align 
with paragraph (2), and striking the heading 
and all that follows through ‘‘a State is’’ and 
inserting ‘‘A State is’’. 
SEC. 1202. PAYMENTS TO PRIMARY CARE PHYSI-

CIANS. 
(a) IN GENERAL.— 
(1) FEE-FOR-SERVICE PAYMENTS.—Section 1902 

of the Social Security Act (42 U.S.C. 1396a), as 
amended by section 2303(a)(2) of the Patient 
Protection and Affordable Care Act, is amend-
ed— 

(A) in subsection (a)(13)— 
(i) by striking ‘‘and’’ at the end of subpara-

graph (A); 
(ii) by adding ‘‘and’’ at the end of subpara-

graph (B); and 
(iii) by adding at the end the following new 

subparagraph: 
‘‘(C) payment for primary care services (as de-

fined in subsection (jj)) furnished in 2013 and 
2014 by a physician with a primary specialty 
designation of family medicine, general internal 
medicine, or pediatric medicine at a rate not less 
than 100 percent of the payment rate that ap-
plies to such services and physician under part 
B of title XVIII (or, if greater, the payment rate 
that would be applicable under such part if the 
conversion factor under section 1848(d) for the 
year involved were the conversion factor under 
such section for 2009);’’; and 

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

‘‘(jj) PRIMARY CARE SERVICES DEFINED.—For 
purposes of subsection (a)(13)(C), the term ‘pri-
mary care services’ means— 

‘‘(1) evaluation and management services that 
are procedure codes (for services covered under 
title XVIII) for services in the category des-

ignated Evaluation and Management in the 
Healthcare Common Procedure Coding System 
(established by the Secretary under section 
1848(c)(5) as of December 31, 2009, and as subse-
quently modified); and 

‘‘(2) services related to immunization adminis-
tration for vaccines and toxoids for which CPT 
codes 90465, 90466, 90467, 90468, 90471, 90472, 
90473, or 90474 (as subsequently modified) apply 
under such System.’’. 

(2) UNDER MEDICAID MANAGED CARE PLANS.— 
Section 1932(f) of such Act (42 U.S.C. 1396u–2(f)) 
is amended— 

(A) in the heading, by adding at the end the 
following: ‘‘; ADEQUACY OF PAYMENT FOR PRI-
MARY CARE SERVICES’’; and 

(B) by inserting before the period at the end 
the following: ‘‘and, in the case of primary care 
services described in section 1902(a)(13)(C), con-
sistent with the minimum payment rates speci-
fied in such section (regardless of the manner in 
which such payments are made, including in the 
form of capitation or partial capitation)’’. 

(b) INCREASE IN PAYMENT USING INCREASED 
FMAP.—Section 1905 of the Social Security Act, 
as amended by section 1004(b) of this Act and 
section 10201(c)(6) of the Patient Protection and 
Affordable Care Act, is amended by adding at 
the end the following new subsection: 

‘‘(dd) INCREASED FMAP FOR ADDITIONAL EX-
PENDITURES FOR PRIMARY CARE SERVICES.—Not-
withstanding subsection (b), with respect to the 
portion of the amounts expended for medical as-
sistance for services described in section 
1902(a)(13)(C) furnished on or after January 1, 
2013, and before January 1, 2015, that is attrib-
utable to the amount by which the minimum 
payment rate required under such section (or, 
by application, section 1932(f)) exceeds the pay-
ment rate applicable to such services under the 
State plan as of July 1, 2009, the Federal med-
ical assistance percentage for a State that is one 
of the 50 States or the District of Columbia shall 
be equal to 100 percent. The preceding sentence 
does not prohibit the payment of Federal finan-
cial participation based on the Federal medical 
assistance percentage for amounts in excess of 
those specified in such sentence.’’. 
SEC. 1203. DISPROPORTIONATE SHARE HOSPITAL 

PAYMENTS. 
(a) IN GENERAL.—Section 1923(f) of the Social 

Security Act (42 U.S.C. 1396r–4(f)), as amended 
by sections 2551(a)(4) and 10201(e)(1) of the Pa-
tient Protection and Affordable Care Act, is 
amended— 

(1) in paragraph (6)(B)(iii), in the matter pre-
ceding subclause (I), by striking ‘‘or paragraph 
(7)’’; and 

(2) by striking paragraph (7) and inserting the 
following: 

‘‘(7) MEDICAID DSH REDUCTIONS.— 
‘‘(A) REDUCTIONS.— 
‘‘(i) IN GENERAL.—For each of fiscal years 2014 

through 2020 the Secretary shall effect the fol-
lowing reductions: 

‘‘(I) REDUCTION IN DSH ALLOTMENTS.—The 
Secretary shall reduce DSH allotments to States 
in the amount specified under the DSH health 
reform methodology under subparagraph (B) for 
the State for the fiscal year. 

‘‘(II) REDUCTIONS IN PAYMENTS.—The Sec-
retary shall reduce payments to States under 
section 1903(a) for each calendar quarter in the 
fiscal year, in the manner specified in clause 
(iii), in an amount equal to 1⁄4 of the DSH allot-
ment reduction under subclause (I) for the State 
for the fiscal year. 

‘‘(ii) AGGREGATE REDUCTIONS.—The aggregate 
reductions in DSH allotments for all States 
under clause (i)(I) shall be equal to— 

‘‘(I) $500,000,000 for fiscal year 2014; 
‘‘(II) $600,000,000 for fiscal year 2015; 
‘‘(III) $600,000,000 for fiscal year 2016; 
‘‘(IV) $1,800,000,000 for fiscal year 2017; 
‘‘(V) $5,000,000,000 for fiscal year 2018; 
‘‘(VI) $5,600,000,000 for fiscal year 2019; and 
‘‘(VII) $4,000,000,000 for fiscal year 2020. 

The Secretary shall distribute such aggregate re-
ductions among States in accordance with sub-
paragraph (B). 
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‘‘(iii) MANNER OF PAYMENT REDUCTION.—The 

amount of the payment reduction under clause 
(i)(II) for a State for a quarter shall be deemed 
an overpayment to the State under this title to 
be disallowed against the State’s regular quar-
terly draw for all spending under section 
1903(d)(2). Such a disallowance is not subject to 
a reconsideration under subsections (d) and (e) 
of section 1116. 

‘‘(iv) DEFINITION.—In this paragraph, the 
term ‘State’ means the 50 States and the District 
of Columbia. 

‘‘(B) DSH HEALTH REFORM METHODOLOGY.— 
The Secretary shall carry out subparagraph (A) 
through use of a DSH Health Reform method-
ology that meets the following requirements: 

‘‘(i) The methodology imposes the largest per-
centage reductions on the States that— 

‘‘(I) have the lowest percentages of uninsured 
individuals (determined on the basis of data 
from the Bureau of the Census, audited hospital 
cost reports, and other information likely to 
yield accurate data) during the most recent year 
for which such data are available; or 

‘‘(II) do not target their DSH payments on— 
‘‘(aa) hospitals with high volumes of Medicaid 

inpatients (as defined in subsection (b)(1)(A)); 
and 

‘‘(bb) hospitals that have high levels of un-
compensated care (excluding bad debt). 

‘‘(ii) The methodology imposes a smaller per-
centage reduction on low DSH States described 
in paragraph (5)(B). 

‘‘(iii) The methodology takes into account the 
extent to which the DSH allotment for a State 
was included in the budget neutrality calcula-
tion for a coverage expansion approved under 
section 1115 as of July 31, 2009.’’. 

(b) EXTENSION OF DSH ALLOTMENT.—Section 
1923(f)(6)(A) of the Social Security Act (42 
U.S.C. 1396r–4(f)(6)(A)) is amended by adding at 
the end the following: 

‘‘(v) ALLOTMENT FOR 2D, 3RD, AND 4TH QUAR-
TERS OF FISCAL YEAR 2012 AND FOR FISCAL YEAR 
2013.—Notwithstanding the table set forth in 
paragraph (2): 

‘‘(I) 2D, 3RD, AND 4TH QUARTERS OF FISCAL 
YEAR 2012.—In the case of a State that has a 
DSH allotment of $0 for the 2d, 3rd, and 4th 
quarters of fiscal year 2012, the DSH allotment 
shall be $47,200,000 for such quarters. 

‘‘(II) FISCAL YEAR 2013.—In the case of a State 
that has a DSH allotment of $0 for fiscal year 
2013, the DSH allotment shall be $53,100,000 for 
such fiscal year.’’. 
SEC. 1204. FUNDING FOR THE TERRITORIES. 

(a) IN GENERAL.—Part III of subtitle D of title 
I of the Patient Protection and Affordable Care 
Act, as amended by section 10104(m) of such Act, 
is amended by inserting after section 1322 the 
following section: 
‘‘SEC. 1323. FUNDING FOR THE TERRITORIES. 

‘‘(a) IN GENERAL.—A territory that— 
‘‘(1) elects consistent with subsection (b) to es-

tablish an Exchange in accordance with part II 
of this subtitle and establishes such an Ex-
change in accordance with such part shall be 
treated as a State for purposes of such part and 
shall be entitled to payment from the amount al-
located to the territory under subsection (c); or 

‘‘(2) does not make such election shall be enti-
tled to an increase in the dollar limitation appli-
cable to the territory under subsections (f) and 
(g) of section 1108 of the Social Security Act (42 
U.S.C. 1308) for such period in such amount for 
such territory and such increase shall not be 
taken into account in computing any other 
amount under such subsections. 

‘‘(b) TERMS AND CONDITIONS.—An election 
under subsection (a)(1) shall— 

‘‘(1) not be effective unless the election is con-
sistent with section 1321 and is received not later 
than October 1, 2013; and’’. 

‘‘(2) be contingent upon entering into an 
agreement between the territory and the Sec-
retary that requires that— 

‘‘(A) funds provided under the agreement 
shall be used only to provide premium and cost- 

sharing assistance to residents of the territory 
obtaining health insurance coverage through 
the Exchange; and 

‘‘(B) the premium and cost-sharing assistance 
provided under such agreement shall be struc-
tured in such a manner so as to prevent any gap 
in assistance for individuals between the income 
level at which medical assistance is available 
through the territory’s Medicaid plan under 
title XIX of the Social Security Act and the in-
come level at which premium and cost-sharing 
assistance is available under the agreement. 

‘‘(c) APPROPRIATION AND ALLOCATION.— 
‘‘(1) APPROPRIATION.—Out of any funds in 

the Treasury not otherwise appropriated, there 
is appropriated for purposes of payment pursu-
ant to subsection (a) $1,000,000,000, to be avail-
able during the period beginning with 2014 and 
ending with 2019. 

‘‘(2) ALLOCATION.—The Secretary shall allo-
cate the amount appropriated under paragraph 
(1) among the territories for purposes of car-
rying out this section as follows: 

‘‘(A) For Puerto Rico, $925,000,000. 
‘‘(B) For another territory, the portion of 

$75,000,000 specified by the Secretary.’’. 
(b) MEDICAID FUNDING.— 
(1) INCREASE IN FUNDING CAPS.—Section 

1108(g) of the Social Security Act (42 U.S.C. 
1308(g)), as amended by section 2005(a) of the 
Patient Protection and Affordable Care Act, is 
amended— 

(A) in paragraph (2), by inserting ‘‘and sec-
tion 1323(a)(2) of the Patient Protection and Af-
fordable Care Act’’ after ‘‘subject to’’; and 

(B) by striking paragraph (5) and inserting 
the following: 

‘‘(5) ADDITIONAL INCREASE.—The Secretary 
shall increase the amounts otherwise determined 
under this subsection for Puerto Rico, the Vir-
gin Islands, Guam, the Northern Mariana Is-
lands, and American Samoa (after the applica-
tion of subsection (f) and the preceding para-
graphs of this subsection) for the period begin-
ning July 1, 2011, and ending on September 30, 
2019, by such amounts that the total additional 
payments under title XIX to such territories 
equals $6,300,000,000 for such period. The Sec-
retary shall increase such amounts in propor-
tion to the amounts applicable to such terri-
tories under this subsection and subsection (f) 
on the date of enactment of this paragraph.’’. 

(2) DISREGARD OF PAYMENTS; INCREASED 
FMAP.—Section 2005 of the Patient Protection 
and Affordable Care Act is amended— 

(A) by repealing subsection (b) (and the 
amendments made by that subsection) and sec-
tion 1108(g)(4) of the Social Security Act shall be 
applied as if such amendments had never been 
enacted; and 

(B) in subsection (c)(2), by striking ‘‘January’’ 
and inserting ‘‘July’’. 
SEC. 1205. DELAY IN COMMUNITY FIRST CHOICE 

OPTION. 
Section 1915(k)(1) of the Social Security Act 

(42 U.S.C. 1396n(k)), as added by section 2401 of 
the Patient Protection and Affordable Care Act, 
is amended by striking ‘‘October 1, 2010’’ and in-
serting ‘‘October 1, 2011’’. 
SEC. 1206. DRUG REBATES FOR NEW FORMULA-

TIONS OF EXISTING DRUGS. 
(a) TREATMENT OF NEW FORMULATIONS.—Sub-

paragraph (C) of section 1927(c)(2) of the Social 
Security Act (42 U.S.C. 1396r–8(c)(2)), as added 
by section 2501(d) of the Patient Protection and 
Affordable Care Act, is amended to read as fol-
lows: 

‘‘(C) TREATMENT OF NEW FORMULATIONS.—In 
the case of a drug that is a line extension of a 
single source drug or an innovator multiple 
source drug that is an oral solid dosage form, 
the rebate obligation with respect to such drug 
under this section shall be the amount computed 
under this section for such new drug or, if 
greater, the product of— 

‘‘(i) the average manufacturer price of the line 
extension of a single source drug or an inno-

vator multiple source drug that is an oral solid 
dosage form; 

‘‘(ii) the highest additional rebate (calculated 
as a percentage of average manufacturer price) 
under this section for any strength of the origi-
nal single source drug or innovator multiple 
source drug; and 

‘‘(iii) the total number of units of each dosage 
form and strength of the line extension product 
paid for under the State plan in the rebate pe-
riod (as reported by the State). 
In this subparagraph, the term ‘line extension’ 
means, with respect to a drug, a new formula-
tion of the drug, such as an extended release 
formulation.’’. 

(b) EFFECTIVE DATE.—The amendment made 
by subsection (a) shall take effect as if included 
in the enactment of the Patient Protection and 
Affordable Care Act. 

Subtitle D—Reducing Fraud, Waste, and 
Abuse 

SEC. 1301. COMMUNITY MENTAL HEALTH CEN-
TERS. 

(a) IN GENERAL.—Section 1861(ff)(3)(B) of the 
Social Security Act (42 U.S.C. 1395x(ff)(3)(B)) is 
amended— 

(1) in clause (ii), by striking ‘‘and’’ at the end; 
(2) by redesignating clause (iii) as clause (iv); 

and 
(3) by inserting after clause (ii) the following: 
‘‘(iii) provides at least 40 percent of its services 

to individuals who are not eligible for benefits 
under this title; and’’. 

(b) RESTRICTION.—Section 1861(ff)(3)(A) of 
such Act (42 U.S.C. 1395x(ff)(3)(A)) is amended 
by inserting ‘‘other than in an individual’s 
home or in an inpatient or residential setting’’ 
before the period. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply to items and services 
furnished on or after the first day of the first 
calendar quarter that begins at least 12 months 
after the date of the enactment of this Act. 
SEC. 1302. MEDICARE PREPAYMENT MEDICAL RE-

VIEW LIMITATIONS . 
Section 1874A(h) of the Social Security Act (42 

U.S.C. 1395w–3a(h)) is repealed. 
SEC. 1303. FUNDING TO FIGHT FRAUD, WASTE, 

AND ABUSE. 
(a) FUNDING TO FIGHT FRAUD, WASTE, AND 

ABUSE.— 
(1) IN GENERAL.—Section 1817(k) of the Social 

Security Act (42 U.S.C. 1395i(k)), as amended by 
section 6402(i) of the Patient Protection and Af-
fordable Care Act, is further amended— 

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

‘‘(8) ADDITIONAL FUNDING.— 
‘‘(A) IN GENERAL.—In addition to the funds 

otherwise appropriated to the Account from the 
Trust Fund under paragraphs (3)(C) and (4)(A) 
and for purposes described in paragraphs (3)(C) 
and (4)(A), there are hereby appropriated to 
such Account from such Trust Fund the fol-
lowing additional amounts: 

‘‘(i) For fiscal year 2011, $95,000,000. 
‘‘(ii) For fiscal year 2012, $55,000,000. 
‘‘(iii) For each of fiscal years 2013 and 2014, 

$30,000,000. 
‘‘(iv) For each of fiscal years 2015 and 2016, 

$20,000,000. 
‘‘(B) ALLOCATION.—The funds appropriated 

under this paragraph shall be allocated in the 
same proportion as the total funding appro-
priated with respect to paragraphs (3)(A) and 
(4)(A) was allocated with respect to fiscal year 
2010, and shall be available without further ap-
propriation until expended.’’; and 

(B) in paragraph (4)(A), by inserting ‘‘for ac-
tivities described in paragraph (3)(C) and’’ after 
‘‘necessary’’. 

(b) MEDICAID INTEGRITY PROGRAM.—Section 
1936(e)(1) of such Act (42 U.S.C. 1396–u6(e)(1)) is 
amended— 

(1) in subparagraph (B), by striking at the 
end ‘‘and’’; 

(2) in subparagraph (C)— 
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(A) by striking ‘‘for each fiscal year there-

after’’ and inserting ‘‘for each of fiscal years 
2009 and 2010’’; and 

(B) by striking the period and inserting ‘‘; 
and’’; and 

(3) by adding at the end the following new 
subparagraph: 

‘‘(D) for each fiscal year after fiscal year 2010, 
the amount appropriated under this paragraph 
for the previous fiscal year, increased by the 
percentage increase in the consumer price index 
for all urban consumers (all items; United States 
city average) over the previous year.’’. 
SEC. 1304. 90-DAY PERIOD OF ENHANCED OVER-

SIGHT FOR INITIAL CLAIMS OF DME 
SUPPLIERS. 

Section 1866(j), as amended by section 6401 of 
the Patient Protection and Affordable Care Act, 
is further amended— 

(1) by redesignating paragraphs (4) through 
(7) as paragraphs (5) through (8), respectively; 
and 

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

‘‘(4) 90-DAY PERIOD OF ENHANCED OVERSIGHT 
FOR INITIAL CLAIMS OF DME SUPPLIERS.—For pe-
riods beginning after January 1, 2011, if the Sec-
retary determines that there is a significant 
risk of fraudulent activity among suppliers of 
durable medical equipment, in the case of a sup-
plier of durable medical equipment who is with-
in a category or geographic area under title 
XVIII identified pursuant to such determination 
and who is initially enrolling under such title, 
the Secretary shall, notwithstanding sections 
1816(c), 1842(c), and 1869(a)(2), withhold pay-
ment under such title with respect to durable 
medical equipment furnished by such supplier 
during the 90-day period beginning on the date 
of the first submission of a claim under such 
title for durable medical equipment furnished by 
such supplier.’’. 

Subtitle E—Provisions Relating to Revenue 
SEC. 1401. HIGH-COST PLAN EXCISE TAX. 

(a) IN GENERAL.—Section 4980I of the Internal 
Revenue Code of 1986, as added by section 9001 
of the Patient Protection and Affordable Care 
Act and amended by section 10901 of such Act, 
is amended— 

(1) in subsection (b)(3)(B)— 
(A) by striking ‘‘The annual’’ and inserting 

the following: 
‘‘(i) IN GENERAL.—Except as provided in 

clause (ii), the annual’’, and 
(B) by adding at the end the following new 

clause: 
‘‘(ii) MULTIEMPLOYER PLAN COVERAGE.—Any 

coverage provided under a multiemployer plan 
(as defined in section 414(f)) shall be treated as 
coverage other than self-only coverage.’’, 

(2) in subsection (b)(3)(C)— 
(A) by striking ‘‘Except as provided in sub-

paragraph (D)—’’ 
(B) in clause (i)— 
(i) by striking ‘‘2013’’ each place it appears in 

the heading and the text and inserting ‘‘2018’’, 
(ii) by striking ‘‘$8,500’’ in subclause (I) and 

inserting ‘‘$10,200 multiplied by the health cost 
adjustment percentage (determined by only tak-
ing into account self-only coverage)’’, and 

(iii) by striking ‘‘$23,000’’ in subclause (II) 
and inserting ‘‘$27,500 multiplied by the health 
cost adjustment percentage (determined by only 
taking into account coverage other than self- 
only coverage)’’, 

(C) by redesignating clauses (ii) and (iii) as 
clauses (iv) and (v), respectively, and by insert-
ing after clause (i) the following new clauses: 

‘‘(ii) HEALTH COST ADJUSTMENT PERCENTAGE.— 
For purposes of clause (i), the health cost ad-
justment percentage is equal to 100 percent plus 
the excess (if any) of— 

‘‘(I) the percentage by which the per employee 
cost for providing coverage under the Blue 
Cross/Blue Shield standard benefit option under 
the Federal Employees Health Benefits Plan for 
plan year 2018 (determined by using the benefit 

package for such coverage in 2010) exceeds such 
cost for plan year 2010, over 

‘‘(II) 55 percent. 
‘‘(iii) AGE AND GENDER ADJUSTMENT.— 
‘‘(I) IN GENERAL.—The amount determined 

under subclause (I) or (II) of clause (i), which-
ever is applicable, for any taxable period shall 
be increased by the amount determined under 
subclause (II). 

‘‘(II) AMOUNT DETERMINED.—The amount de-
termined under this subclause is an amount 
equal to the excess (if any) of— 

‘‘(aa) the premium cost of the Blue Cross/Blue 
Shield standard benefit option under the Fed-
eral Employees Health Benefits Plan for the 
type of coverage provided such individual in 
such taxable period if priced for the age and 
gender characteristics of all employees of the in-
dividual’s employer, over 

‘‘(bb) that premium cost for the provision of 
such coverage under such option in such tax-
able period if priced for the age and gender 
characteristics of the national workforce.’’. 

(D) in clause (iv), as redesignated by subpara-
graph (C)— 

(i) by inserting ‘‘covered by the plan’’ after 
‘‘whose employees’’, and 

(ii) by striking subclauses (I) and (II) and in-
serting the following: 

‘‘(I) the dollar amount in clause (i)(I) shall be 
increased by $1,650, and 

‘‘(II) the dollar amount in clause (i)(II) shall 
be increased by $3,450,’’, and 

(E) in clause (v), as redesignated by subpara-
graph (C)— 

(i) by striking ‘‘2013’’ and inserting ‘‘2018’’, 
(ii) by striking ‘‘clauses (i) and (ii)’’ and in-

serting ‘‘clauses (i) (after the application of 
clause (ii)) and (iv)’’, and 

(iii) by inserting ‘‘in the case of determina-
tions for calendar years beginning before 2020’’ 
after ‘‘1 percentage point’’ in subclause (II) 
thereof, 

(3) by striking subparagraph (D) of subsection 
(b)(3), 

(4) in subsection (d)(1)(B), by redesignating 
clause (ii) as clause (iii) and by inserting after 
clause (i) the following new clause: 

‘‘(ii) any coverage under a separate policy, 
certificate, or contract of insurance which pro-
vides benefits substantially all of which are for 
treatment of the mouth (including any organ or 
structure within the mouth) or for treatment of 
the eye, or’’, and 

(5) in subsection (d), by adding at the end the 
following new paragraph: 

‘‘(3) EMPLOYEE.—The term ‘employee’ in-
cludes any former employee, surviving spouse, 
or other primary insured individual.’’. 

(b) EFFECTIVE DATES.— 
(1) Section 9001(c) of the Patient Protection 

and Affordable Care Act is amended by striking 
‘‘2012’’ and inserting ‘‘2017’’. 

(2) Section 10901(c) of the Patient Protection 
and Affordable Care Act is amended by striking 
‘‘2012’’ and inserting ‘‘2017’’. 
SEC. 1402. UNEARNED INCOME MEDICARE CON-

TRIBUTION. 
(a) INVESTMENT INCOME.— 
(1) IN GENERAL.—Subtitle A of the Internal 

Revenue Code of 1986 is amended by inserting 
after chapter 2 the following new chapter: 

‘‘CHAPTER 2A—UNEARNED INCOME 
MEDICARE CONTRIBUTION 

‘‘Sec. 1411. Imposition of tax. 
‘‘SEC. 1411. IMPOSITION OF TAX. 

‘‘(a) IN GENERAL.—Except as provided in sub-
section (e)— 

‘‘(1) APPLICATION TO INDIVIDUALS.—In the 
case of an individual, there is hereby imposed 
(in addition to any other tax imposed by this 
subtitle) for each taxable year a tax equal to 3.8 
percent of the lesser of— 

‘‘(A) net investment income for such taxable 
year, or 

‘‘(B) the excess (if any) of— 
‘‘(i) the modified adjusted gross income for 

such taxable year, over 

‘‘(ii) the threshold amount. 
‘‘(2) APPLICATION TO ESTATES AND TRUSTS.—In 

the case of an estate or trust, there is hereby im-
posed (in addition to any other tax imposed by 
this subtitle) for each taxable year a tax of 3.8 
percent of the lesser of— 

‘‘(A) the undistributed net investment income 
for such taxable year, or 

‘‘(B) the excess (if any) of— 
‘‘(i) the adjusted gross income (as defined in 

section 67(e)) for such taxable year, over 
‘‘(ii) the dollar amount at which the highest 

tax bracket in section 1(e) begins for such tax-
able year. 

‘‘(b) THRESHOLD AMOUNT.—For purposes of 
this chapter, the term ‘threshold amount’ 
means— 

‘‘(1) in the case of a taxpayer making a joint 
return under section 6013 or a surviving spouse 
(as defined in section 2(a)), $250,000, 

‘‘(2) in the case of a married taxpayer (as de-
fined in section 7703) filing a separate return, 1⁄2 
of the dollar amount determined under para-
graph (1), and 

‘‘(3) in any other case, $200,000. 
‘‘(c) NET INVESTMENT INCOME.—For purposes 

of this chapter— 
‘‘(1) IN GENERAL.—The term ‘net investment 

income’ means the excess (if any) of— 
‘‘(A) the sum of— 
‘‘(i) gross income from interest, dividends, an-

nuities, royalties, and rents, other than such in-
come which is derived in the ordinary course of 
a trade or business not described in paragraph 
(2), 

‘‘(ii) other gross income derived from a trade 
or business described in paragraph (2), and 

‘‘(iii) net gain (to the extent taken into ac-
count in computing taxable income) attributable 
to the disposition of property other than prop-
erty held in a trade or business not described in 
paragraph (2), over 

‘‘(B) the deductions allowed by this subtitle 
which are properly allocable to such gross in-
come or net gain. 

‘‘(2) TRADES AND BUSINESSES TO WHICH TAX 
APPLIES.—A trade or business is described in 
this paragraph if such trade or business is— 

‘‘(A) a passive activity (within the meaning of 
section 469) with respect to the taxpayer, or 

‘‘(B) a trade or business of trading in finan-
cial instruments or commodities (as defined in 
section 475(e)(2)). 

‘‘(3) INCOME ON INVESTMENT OF WORKING CAP-
ITAL SUBJECT TO TAX.—A rule similar to the rule 
of section 469(e)(1)(B) shall apply for purposes 
of this subsection. 

‘‘(4) EXCEPTION FOR CERTAIN ACTIVE INTER-
ESTS IN PARTNERSHIPS AND S CORPORATIONS.—In 
the case of a disposition of an interest in a part-
nership or S corporation— 

‘‘(A) gain from such disposition shall be taken 
into account under clause (iii) of paragraph 
(1)(A) only to the extent of the net gain which 
would be so taken into account by the trans-
feror if all property of the partnership or S cor-
poration were sold for fair market value imme-
diately before the disposition of such interest, 
and 

‘‘(B) a rule similar to the rule of subpara-
graph (A) shall apply to a loss from such dis-
position. 

‘‘(5) EXCEPTION FOR DISTRIBUTIONS FROM 
QUALIFIED PLANS.—The term ‘net investment in-
come’ shall not include any distribution from a 
plan or arrangement described in section 401(a), 
403(a), 403(b), 408, 408A, or 457(b). 

‘‘(6) SPECIAL RULE.—Net investment income 
shall not include any item taken into account in 
determining self-employment income for such 
taxable year on which a tax is imposed by sec-
tion 1401(b). 

‘‘(d) MODIFIED ADJUSTED GROSS INCOME.—For 
purposes of this chapter, the term ‘modified ad-
justed gross income’ means adjusted gross in-
come increased by the excess of— 

‘‘(1) the amount excluded from gross income 
under section 911(a)(1), over 
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‘‘(2) the amount of any deductions (taken into 

account in computing adjusted gross income) or 
exclusions disallowed under section 911(d)(6) 
with respect to the amounts described in para-
graph (1). 

‘‘(e) NONAPPLICATION OF SECTION.—This sec-
tion shall not apply to— 

‘‘(1) a nonresident alien, or 
‘‘(2) a trust all of the unexpired interests in 

which are devoted to one or more of the pur-
poses described in section 170(c)(2)(B).’’. 

(2) ESTIMATED TAXES.—Section 6654 of the In-
ternal Revenue Code of 1986 is amended— 

(A) in subsection (a), by striking ‘‘and the tax 
under chapter 2’’ and inserting ‘‘the tax under 
chapter 2, and the tax under chapter 2A’’, and 

(B) in subsection (f)— 
(i) by striking ‘‘minus’’ at the end of para-

graph (2) and inserting ‘‘plus’’, and 
(ii) by redesignating paragraph (3) as para-

graph (4) and inserting after paragraph (2) the 
following new paragraph: 

‘‘(3) the taxes imposed by chapter 2A, minus’’. 
(3) CLERICAL AMENDMENT.—The table of chap-

ters for subtitle A of chapter 1 of the Internal 
Revenue Code of 1986 is amended by inserting 
after the item relating to chapter 2 the following 
new item: 

‘‘CHAPTER 2A—UNEARNED INCOME MEDICARE 
CONTRIBUTION’’. 

(4) EFFECTIVE DATES.—The amendments made 
by this subsection shall apply to taxable years 
beginning after December 31, 2012. 

(b) EARNED INCOME.— 
(1) THRESHOLD.— 
(A) FICA.—Paragraph (2) of section 3101(b) of 

the Internal Revenue Code of 1986, as added by 
section 9015 of the Patient Protection and Af-
fordable Care Act and amended by section 10906 
of such Act, is amended by striking ‘‘and’’ at 
the end of subparagraph (A), by redesignating 
subparagraph (B) as subparagraph (C), and by 
inserting after subparagraph (A) the following 
new subparagraph: 

‘‘(B) in the case of a married taxpayer (as de-
fined in section 7703) filing a separate return, 1⁄2 
of the dollar amount determined under subpara-
graph (A), and’’. 

(B) SECA.—Section 1401(b)(2) of the Internal 
Revenue Code of 1986, as added by section 9015 
of the Patient Protection and Affordable Care 
Act and amended by section 10906 of such Act, 
is amended— 

(i) in subparagraph (A), by striking ‘‘and’’ at 
the end of clause (i), by redesignating clause (ii) 
as clause (iii), and by inserting after clause (i) 
the following new clause: 

‘‘(ii) in the case of a married taxpayer (as de-
fined in section 7703) filing a separate return, 1⁄2 
of the dollar amount determined under clause 
(i), and’’, and 

(ii) in subparagraph (B), by striking ‘‘under 
clauses (i) and (ii)’’ and inserting ‘‘under clause 
(i), (ii), or (iii) (whichever is applicable)’’. 

(2) ESTIMATED TAXES.—Section 6654 of the In-
ternal Revenue Code of 1986 is amended by re-
designating subsection (m) as subsection (n) and 
by inserting after subsection (l) the following 
new subsection: 

‘‘(m) SPECIAL RULE FOR MEDICARE TAX.—For 
purposes of this section, the tax imposed under 
section 3101(b)(2) (to the extent not withheld) 
shall be treated as a tax imposed under chapter 
2.’’. 

(3) EFFECTIVE DATE.—The amendments made 
by this subsection shall apply with respect to re-
muneration received, and taxable years begin-
ning after, December 31, 2012. 
SEC. 1403. DELAY OF LIMITATION ON HEALTH 

FLEXIBLE SPENDING ARRANGE-
MENTS UNDER CAFETERIA PLANS. 

(a) IN GENERAL.—Section 10902(b) of the Pa-
tient Protection and Affordable Care Act is 
amended by striking ‘‘December 31, 2010’’ and 
inserting ‘‘December 31, 2012’’. 

(b) INFLATION ADJUSTMENT.—Paragraph (2) of 
section 125(i) of the Internal Revenue Code of 

1986, as added by section 9005 of the Patient 
Protection and Affordable Care Act and amend-
ed by section 10902 of such Act, is amended— 

(1) in the matter preceding subparagraph (A), 
by striking ‘‘December 31, 2011’’ and inserting 
‘‘December 31, 2013’’, and 

(2) in subparagraph (B), by striking ‘‘2010’’ 
and inserting ‘‘2012’’. 
SEC. 1404. BRAND NAME PHARMACEUTICALS. 

(a) IN GENERAL.—Section 9008 of the Patient 
Protection and Affordable Care Act is amend-
ed— 

(1) in subsection (a)(1), by striking ‘‘2009’’ and 
inserting ‘‘2010’’, 

(2) in subsection (b)— 
(A) by striking ‘‘$2,300,000,000’’ in paragraph 

(1) and inserting ‘‘the applicable amount’’, and 
(B) by adding at the end the following new 

paragraph: 
‘‘(4) APPLICABLE AMOUNT.—For purposes of 

paragraph (1), the applicable amount shall be 
determined in accordance with the following 
table: 

‘‘Calendar year Applicable amount 
2011 ........................ $2,500,000,000 
2012 ........................ $2,800,000,000 
2013 ........................ $2,800,000,000 
2014 ........................ $3,000,000,000 
2015 ........................ $3,000,000,000 
2016 ........................ $3,000,000,000 
2017 ........................ $4,000,000,000. 
2018 ........................ $4,100,000,000 
2019 and thereafter .. $2,800,000,000.’’, 

(3) in subsection (d), by adding at the end the 
following new paragraph: 

‘‘(3) JOINT AND SEVERAL LIABILITY.—If more 
than one person is liable for payment of the fee 
under subsection (a) with respect to a single 
covered entity by reason of the application of 
paragraph (2), all such persons shall be jointly 
and severally liable for payment of such fee.’’, 
and 

(4) by striking subsection (j) and inserting the 
following new subsection: 

‘‘(j) EFFECTIVE DATE.—This section shall 
apply to calendar years beginning after Decem-
ber 31, 2010.’’. 

(b) EFFECTIVE DATE.—The amendments made 
by this section shall take effect as if included in 
section 9008 of the Patient Protection and Af-
fordable Care Act. 
SEC. 1405. EXCISE TAX ON MEDICAL DEVICE MAN-

UFACTURERS. 
(a) IN GENERAL.—Chapter 32 of the Internal 

Revenue Code of 1986 is amended— 
(1) by inserting after subchapter D the fol-

lowing new subchapter: 
‘‘Subchapter E—Medical Devices 

‘‘Sec. 4191. Medical devices. 
‘‘SEC. 4191. MEDICAL DEVICES. 

‘‘(a) IN GENERAL.—There is hereby imposed on 
the sale of any taxable medical device by the 
manufacturer, producer, or importer a tax equal 
to 2.3 percent of the price for which so sold. 

‘‘(b) TAXABLE MEDICAL DEVICE.—For pur-
poses of this section— 

‘‘(1) IN GENERAL.—The term ‘taxable medical 
device’ means any device (as defined in section 
201(h) of the Federal Food, Drug, and Cosmetic 
Act) intended for humans. 

‘‘(2) EXEMPTIONS.—Such term shall not in-
clude— 

‘‘(A) eyeglasses, 
‘‘(B) contact lenses, 
‘‘(C) hearing aids, and 
‘‘(D) any other medical device determined by 

the Secretary to be of a type which is generally 
purchased by the general public at retail for in-
dividual use.’’, and 

(2) by inserting after the item relating to sub-
chapter D in the table of subchapters for such 
chapter the following new item: 

‘‘SUBCHAPTER E. MEDICAL DEVICES.’’. 
(b) CERTAIN EXEMPTIONS NOT TO APPLY.— 
(1) Section 4221(a) of the Internal Revenue 

Code of 1986 is amended by adding at the end 

the following new sentence: ‘‘In the case of the 
tax imposed by section 4191, paragraphs (3), (4), 
(5), and (6) shall not apply.’’. 

(2) Section 6416(b)(2) of such Code is amended 
by adding at the end the following: ‘‘In the case 
of the tax imposed by section 4191, subpara-
graphs (B), (C), (D), and (E) shall not apply.’’. 

(c) EFFECTIVE DATE.—The amendments made 
by this section shall apply to sales after Decem-
ber 31, 2012. 

(d) REPEAL OF SECTION 9009 OF THE PATIENT 
PROTECTION AND AFFORDABLE CARE ACT.—Sec-
tion 9009 of the Patient Protection and Afford-
able Care Act, as amended by section 10904 of 
such Act, is repealed effective as of the date of 
enactment of that Act. 
SEC. 1406. HEALTH INSURANCE PROVIDERS. 

(a) IN GENERAL.—Section 9010 of the Patient 
Protection and Affordable Care Act, as amended 
by section 10905 of such Act, is amended— 

(1) in subsection (a)(1), by striking ‘‘2010’’ and 
inserting ‘‘2013’’, 

(2) in subsection (b)(2)— 
(A) by striking ‘‘For purposes of paragraph 

(1), the net premiums’’ and inserting ‘‘For pur-
poses of paragraph (1)— 

‘‘(A) IN GENERAL.—The net premiums’’, and 
(B) by adding at the end the following sub-

paragraph: 
‘‘(B) PARTIAL EXCLUSION FOR CERTAIN EXEMPT 

ACTIVITIES.—After the application of subpara-
graph (A), only 50 percent of the remaining net 
premiums written with respect to health insur-
ance for any United States health risk that are 
attributable to the activities (other than activi-
ties of an unrelated trade or business as defined 
in section 513 of the Internal Revenue Code of 
1986) of any covered entity qualifying under 
paragraph (3), (4), (26), or (29) of section 501(c) 
of such Code and exempt from tax under section 
501(a) of such Code shall be taken into ac-
count.’’, 

(3) in subsection (c)— 
(A) by inserting ‘‘during the calendar year in 

which the fee under this section is due’’ in para-
graph (1) after ‘‘risk’’, 

(B) in paragraph (2), by striking subpara-
graphs (C), (D), and (E) and inserting the fol-
lowing new subparagraphs: 

‘‘(C) any entity— 
‘‘(i) which is incorporated as a nonprofit cor-

poration under a State law, 
‘‘(ii) no part of the net earnings of which in-

ures to the benefit of any private shareholder or 
individual, no substantial part of the activities 
of which is carrying on propaganda, or other-
wise attempting, to influence legislation (except 
as otherwise provided in section 501(h) of the 
Internal Revenue Code of 1986), and which does 
not participate in, or intervene in (including the 
publishing or distributing of statements), any 
political campaign on behalf of (or in opposition 
to) any candidate for public office, and 

‘‘(iii) more than 80 percent of the gross reve-
nues of which is received from government pro-
grams that target low-income, elderly, or dis-
abled populations under titles XVIII, XIX, and 
XXI of the Social Security Act, and 

‘‘(D) any entity which is described in section 
501(c)(9) of such Code and which is established 
by an entity (other than by an employer or em-
ployers) for purposes of providing health care 
benefits.’’, 

(C) in paragraph (3)(A), by striking ‘‘subpara-
graph (C)(i)(I), (D)(i)(I), or (E)(i)’’ and inserting 
‘‘subparagraph (C) or (D)’’, and 

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

‘‘(4) JOINT AND SEVERAL LIABILITY.—If more 
than one person is liable for payment of the fee 
under subsection (a) with respect to a single 
covered entity by reason of the application of 
paragraph (3), all such persons shall be jointly 
and severally liable for payment of such fee.’’, 

(4) by striking subsection (e) and inserting the 
following: 

‘‘(e) APPLICABLE AMOUNT.—For purposes of 
subsection (b)(1)— 
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‘‘(1) YEARS BEFORE 2019.—In the case of cal-

endar years beginning before 2019, the applica-
ble amount shall be determined in accordance 
with the following table: 

‘‘Calendar year Applicable amount 
2014 ........................ $8,000,000,000 
2015 ........................ $11,300,000,000 
2016 ........................ $11,300,000,000 
2017 ........................ $13,900,000,000 
2018 ........................ $14,300,000,000. 

‘‘(2) YEARS AFTER 2018.—In the case of any 
calendar year beginning after 2018, the applica-
ble amount shall be the applicable amount for 
the preceding calendar year increased by the 
rate of premium growth (within the meaning of 
section 36B(b)(3)(A)(ii) of the Internal Revenue 
Code of 1986) for such preceding calendar 
year.’’, 

(5) in subsection (g), by adding at the end the 
following new paragraphs: 

‘‘(3) ACCURACY-RELATED PENALTY.— 
‘‘(A) IN GENERAL.—In the case of any under-

statement of a covered entity’s net premiums 
written with respect to health insurance for any 
United States health risk for any calendar year, 
there shall be paid by the covered entity making 
such understatement, an amount equal to the 
excess of— 

‘‘(i) the amount of the covered entity’s fee 
under this section for the calendar year the Sec-
retary determines should have been paid in the 
absence of any such understatement, over 

‘‘(ii) the amount of such fee the Secretary de-
termined based on such understatement. 

‘‘(B) UNDERSTATEMENT.—For purposes of this 
paragraph, an understatement of a covered enti-
ty’s net premiums written with respect to health 
insurance for any United States health risk for 
any calendar year is the difference between the 
amount of such net premiums written as re-
ported on the return filed by the covered entity 
under paragraph (1) and the amount of such 
net premiums written that should have been re-
ported on such return. 

‘‘(C) TREATMENT OF PENALTY.—The penalty 
imposed under subparagraph (A) shall be sub-
ject to the provisions of subtitle F of the Inter-
nal Revenue Code of 1986 that apply to assess-
able penalties imposed under chapter 68 of such 
Code. 

‘‘(4) TREATMENT OF INFORMATION.—Section 
6103 of the Internal Revenue Code of 1986 shall 
not apply to any information reported under 
this subsection.’’, and 

(6) by striking subsection (j) and inserting the 
following new subsection: 

‘‘(j) EFFECTIVE DATE.—This section shall 
apply to calendar years beginning after Decem-
ber 31, 2013.’’. 

(b) EFFECTIVE DATE.—The amendments made 
by this section shall take effect as if included in 
section 9010 of the Patient Protection and Af-
fordable Care Act. 
SEC. 1407. DELAY OF ELIMINATION OF DEDUC-

TION FOR EXPENSES ALLOCABLE TO 
MEDICARE PART D SUBSIDY. 

Section 9012(b) of the Patient Protection and 
Affordable Care Act is amended by striking 
‘‘2010’’ and inserting ‘‘2012’’. 
SEC. 1408. ELIMINATION OF UNINTENDED APPLI-

CATION OF CELLULOSIC BIOFUEL 
PRODUCER CREDIT. 

(a) IN GENERAL.—Section 40(b)(6)(E) of the In-
ternal Revenue Code of 1986 is amended by add-
ing at the end the following new clause: 

‘‘(iii) EXCLUSION OF UNPROCESSED FUELS.— 
The term ‘cellulosic biofuel’ shall not include 
any fuel if— 

‘‘(I) more than 4 percent of such fuel (deter-
mined by weight) is any combination of water 
and sediment, or 

‘‘(II) the ash content of such fuel is more than 
1 percent (determined by weight).’’. 

(b) EFFECTIVE DATE.—The amendment made 
by this section shall apply to fuels sold or used 
on or after January 1, 2010. 

SEC. 1409. CODIFICATION OF ECONOMIC SUB-
STANCE DOCTRINE AND PENALTIES. 

(a) IN GENERAL.—Section 7701 of the Internal 
Revenue Code of 1986 is amended by redesig-
nating subsection (o) as subsection (p) and by 
inserting after subsection (n) the following new 
subsection: 

‘‘(o) CLARIFICATION OF ECONOMIC SUBSTANCE 
DOCTRINE.— 

‘‘(1) APPLICATION OF DOCTRINE.—In the case 
of any transaction to which the economic sub-
stance doctrine is relevant, such transaction 
shall be treated as having economic substance 
only if— 

‘‘(A) the transaction changes in a meaningful 
way (apart from Federal income tax effects) the 
taxpayer’s economic position, and 

‘‘(B) the taxpayer has a substantial purpose 
(apart from Federal income tax effects) for en-
tering into such transaction. 

‘‘(2) SPECIAL RULE WHERE TAXPAYER RELIES ON 
PROFIT POTENTIAL.— 

‘‘(A) IN GENERAL.—The potential for profit of 
a transaction shall be taken into account in de-
termining whether the requirements of subpara-
graphs (A) and (B) of paragraph (1) are met 
with respect to the transaction only if the 
present value of the reasonably expected pre-tax 
profit from the transaction is substantial in re-
lation to the present value of the expected net 
tax benefits that would be allowed if the trans-
action were respected. 

‘‘(B) TREATMENT OF FEES AND FOREIGN 
TAXES.—Fees and other transaction expenses 
shall be taken into account as expenses in deter-
mining pre-tax profit under subparagraph (A). 
The Secretary shall issue regulations requiring 
foreign taxes to be treated as expenses in deter-
mining pre-tax profit in appropriate cases. 

‘‘(3) STATE AND LOCAL TAX BENEFITS.—For 
purposes of paragraph (1), any State or local in-
come tax effect which is related to a Federal in-
come tax effect shall be treated in the same man-
ner as a Federal income tax effect. 

‘‘(4) FINANCIAL ACCOUNTING BENEFITS.—For 
purposes of paragraph (1)(B), achieving a fi-
nancial accounting benefit shall not be taken 
into account as a purpose for entering into a 
transaction if the origin of such financial ac-
counting benefit is a reduction of Federal in-
come tax. 

‘‘(5) DEFINITIONS AND SPECIAL RULES.—For 
purposes of this subsection— 

‘‘(A) ECONOMIC SUBSTANCE DOCTRINE.—The 
term ‘economic substance doctrine’ means the 
common law doctrine under which tax benefits 
under subtitle A with respect to a transaction 
are not allowable if the transaction does not 
have economic substance or lacks a business 
purpose. 

‘‘(B) EXCEPTION FOR PERSONAL TRANSACTIONS 
OF INDIVIDUALS.—In the case of an individual, 
paragraph (1) shall apply only to transactions 
entered into in connection with a trade or busi-
ness or an activity engaged in for the produc-
tion of income. 

‘‘(C) DETERMINATION OF APPLICATION OF DOC-
TRINE NOT AFFECTED.—The determination of 
whether the economic substance doctrine is rel-
evant to a transaction shall be made in the same 
manner as if this subsection had never been en-
acted. 

‘‘(D) TRANSACTION.—The term ‘transaction’ 
includes a series of transactions.’’. 

(b) PENALTY FOR UNDERPAYMENTS ATTRIB-
UTABLE TO TRANSACTIONS LACKING ECONOMIC 
SUBSTANCE.— 

(1) IN GENERAL.—Subsection (b) of section 6662 
is amended by inserting after paragraph (5) the 
following new paragraph: 

‘‘(6) Any disallowance of claimed tax benefits 
by reason of a transaction lacking economic 
substance (within the meaning of section 
7701(o)) or failing to meet the requirements of 
any similar rule of law.’’. 

(2) INCREASED PENALTY FOR NONDISCLOSED 
TRANSACTIONS.—Section 6662 is amended by add-
ing at the end the following new subsection: 

‘‘(i) INCREASE IN PENALTY IN CASE OF NONDIS-
CLOSED NONECONOMIC SUBSTANCE TRANS-
ACTIONS.— 

‘‘(1) IN GENERAL.—In the case of any portion 
of an underpayment which is attributable to one 
or more nondisclosed noneconomic substance 
transactions, subsection (a) shall be applied 
with respect to such portion by substituting ‘40 
percent’ for ‘20 percent’. 

‘‘(2) NONDISCLOSED NONECONOMIC SUBSTANCE 
TRANSACTIONS.—For purposes of this subsection, 
the term ‘nondisclosed noneconomic substance 
transaction’ means any portion of a transaction 
described in subsection (b)(6) with respect to 
which the relevant facts affecting the tax treat-
ment are not adequately disclosed in the return 
nor in a statement attached to the return. 

‘‘(3) SPECIAL RULE FOR AMENDED RETURNS.— 
In no event shall any amendment or supplement 
to a return of tax be taken into account for pur-
poses of this subsection if the amendment or 
supplement is filed after the earlier of the date 
the taxpayer is first contacted by the Secretary 
regarding the examination of the return or such 
other date as is specified by the Secretary.’’. 

(3) CONFORMING AMENDMENT.—Subparagraph 
(B) of section 6662A(e)(2) is amended— 

(A) by striking ‘‘section 6662(h)’’ and inserting 
‘‘subsections (h) or (i) of section 6662’’; and 

(B) by striking ‘‘GROSS VALUATION 
MISSTATEMENT PENALTY’’ in the heading and in-
serting ‘‘CERTAIN INCREASED UNDERPAYMENT 
PENALTIES’’. 

(c) REASONABLE CAUSE EXCEPTION NOT APPLI-
CABLE TO NONECONOMIC SUBSTANCE TRANS-
ACTIONS.— 

(1) REASONABLE CAUSE EXCEPTION FOR UNDER-
PAYMENTS.—Subsection (c) of section 6664 is 
amended— 

(A) by redesignating paragraphs (2) and (3) as 
paragraphs (3) and (4), respectively; 

(B) by striking ‘‘paragraph (2)’’ in paragraph 
(4)(A), as so redesignated, and inserting ‘‘para-
graph (3)’’; and 

(C) by inserting after paragraph (1) the fol-
lowing new paragraph: 

‘‘(2) EXCEPTION.—Paragraph (1) shall not 
apply to any portion of an underpayment which 
is attributable to one or more transactions de-
scribed in section 6662(b)(6).’’. 

(2) REASONABLE CAUSE EXCEPTION FOR RE-
PORTABLE TRANSACTION UNDERSTATEMENTS.— 
Subsection (d) of section 6664 is amended— 

(A) by redesignating paragraphs (2) and (3) as 
paragraphs (3) and (4), respectively; 

(B) by striking ‘‘paragraph (2)(C)’’ in para-
graph (4), as so redesignated, and inserting 
‘‘paragraph (3)(C)’’; and 

(C) by inserting after paragraph (1) the fol-
lowing new paragraph: 

‘‘(2) EXCEPTION.—Paragraph (1) shall not 
apply to any portion of a reportable transaction 
understatement which is attributable to one or 
more transactions described in section 
6662(b)(6).’’. 

(d) APPLICATION OF PENALTY FOR ERRONEOUS 
CLAIM FOR REFUND OR CREDIT TO NONECONOMIC 
SUBSTANCE TRANSACTIONS.—Section 6676 is 
amended by redesignating subsection (c) as sub-
section (d) and inserting after subsection (b) the 
following new subsection: 

‘‘(c) NONECONOMIC SUBSTANCE TRANSACTIONS 
TREATED AS LACKING REASONABLE BASIS.—For 
purposes of this section, any excessive amount 
which is attributable to any transaction de-
scribed in section 6662(b)(6) shall not be treated 
as having a reasonable basis.’’. 

(e) EFFECTIVE DATE.— 
(1) IN GENERAL.—Except as otherwise provided 

in this subsection, the amendments made by this 
section shall apply to transactions entered into 
after the date of the enactment of this Act. 

(2) UNDERPAYMENTS.—The amendments made 
by subsections (b) and (c)(1) shall apply to un-
derpayments attributable to transactions en-
tered into after the date of the enactment of this 
Act. 
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(3) UNDERSTATEMENTS.—The amendments 

made by subsection (c)(2) shall apply to under-
statements attributable to transactions entered 
into after the date of the enactment of this Act. 

(4) REFUNDS AND CREDITS.—The amendment 
made by subsection (d) shall apply to refunds 
and credits attributable to transactions entered 
into after the date of the enactment of this Act. 
SEC. 1410. TIME FOR PAYMENT OF CORPORATE 

ESTIMATED TAXES. 
The percentage under paragraph (1) of section 

202(b) of the Corporate Estimated Tax Shift Act 
of 2009 in effect on the date of the enactment of 
this Act is increased by 15.75 percentage points. 

Subtitle F—Other Provisions 
SEC. 1501. COMMUNITY COLLEGE AND CAREER 

TRAINING GRANT PROGRAM. 
Section 279(b) of the Trade Act of 1974 (19 

U.S.C. 2372a(b)) is amended by striking ‘‘SUP-
PLEMENT’’ and all that follows through 
‘‘Funds’’ and inserting ‘‘There are’’ and by 
striking ‘‘pursuant’’ and all that follows and in-
serting ‘‘$500,000,000 for each of fiscal years 
2011, 2012, 2013, and 2014 to carry out this sub-
chapter, except that the limitations contained in 
section 278(a)(2) shall not apply to such funds 
and each State shall receive not less than 0.5 
percent of the amount appropriated pursuant to 
this subsection for each such fiscal year.’’. 

TITLE II—EDUCATION AND HEALTH 
Subtitle A—Education 

SEC. 2001. SHORT TITLE; REFERENCES. 
(a) SHORT TITLE.—This subtitle may be cited 

as the ‘‘SAFRA Act’’. 
(b) REFERENCES.—Except as otherwise ex-

pressly provided, whenever in this subtitle an 
amendment or repeal is expressed in terms of an 
amendment to, or repeal of, a section or other 
provision, the reference shall be considered to be 
made to a section or other provision of the High-
er Education Act of 1965 (20 U.S.C. 1001 et seq.). 

PART I—INVESTING IN STUDENTS AND 
FAMILIES 

SEC. 2101. FEDERAL PELL GRANTS. 
(a) AMOUNT OF GRANTS.—Section 401(b) (20 

U.S.C. 1070a(b)) is amended— 
(1) by amending paragraph (2)(A) to read as 

follows: 
‘‘(A) The amount of the Federal Pell Grant for 

a student eligible under this part shall be— 
‘‘(i) the maximum Federal Pell Grant, as spec-

ified in the last enacted appropriation Act ap-
plicable to that award year, plus 

‘‘(ii) the amount of the increase calculated 
under paragraph (8)(B) for that year, less 

‘‘(iii) an amount equal to the amount deter-
mined to be the expected family contribution 
with respect to that student for that year.’’; and 

(2) in paragraph (8)— 
(A) in subparagraph (A)— 
(i) in the matter preceding clause (i), by strik-

ing ‘‘, to carry out subparagraph (B) of this 
paragraph’’; and 

(ii) by striking clauses (iii) through (x) and in-
serting the following: 

‘‘(iii) to carry out subparagraph (B) of this 
paragraph, such sums as may be necessary for 
fiscal year 2010 and each subsequent fiscal year 
to provide the amount of increase of the max-
imum Federal Pell Grant required by clauses (ii) 
and (iii) of subparagraph (B); and 

‘‘(iv) to carry out this section, $13,500,000,000 
for fiscal year 2011.’’; 

(B) in subparagraph (B)— 
(i) in the matter preceding clause (i), by strik-

ing ‘‘subparagraph (A)’’ and inserting ‘‘clauses 
(i) through (iii) of subparagraph (A)’’; 

(ii) in clause (ii), by striking ‘‘and 2011–2012’’ 
and inserting ‘‘, 2011 092012, and 2012–2013’’; 
and 

(iii) by striking clause (iii) and inserting the 
following: 

‘‘(iii) the amount determined under subpara-
graph (C) for each succeeding award year.’’; 

(C) by striking subparagraph (C) and insert-
ing the following: 

‘‘(C) ADJUSTMENT AMOUNTS.— 
‘‘(i) AWARD YEAR 2013–2014.—For award year 

2013–2014, the amount determined under this 
subparagraph for purposes of subparagraph 
(B)(iii) shall be equal to— 

‘‘(I) $5,550 or the total maximum Federal Pell 
Grant for the preceding award year (as deter-
mined under clause (v)(II)), whichever is great-
er, increased by a percentage equal to the an-
nual adjustment percentage for award year 
2013–2014; reduced by 

‘‘(II) $4,860 or the maximum Federal Pell 
Grant for which a student was eligible for the 
preceding award year, as specified in the last 
enacted appropriation Act applicable to that 
year, whichever is greater; and 

‘‘(III) rounded to the nearest $5. 
‘‘(ii) AWARD YEARS 2014–2015 THROUGH 2017– 

2018.—For each of the award years 2014–2015 
through 2017–2018, the amount determined 
under this subparagraph for purposes of sub-
paragraph (B)(iii) shall be equal to— 

‘‘(I) the total maximum Federal Pell Grant for 
the preceding award year (as determined under 
clause (v)(II)), increased by a percentage equal 
to the annual adjustment percentage for the 
award year for which the amount under this 
subparagraph is being determined; reduced by 

‘‘(II) $4,860 or the maximum Federal Pell 
Grant for which a student was eligible for the 
preceding award year, as specified in the last 
enacted appropriation Act applicable to that 
year, whichever is greater; and 

‘‘(III) rounded to the nearest $5. 
‘‘(iii) SUBSEQUENT AWARD YEARS.—For award 

year 2018–2019 and each subsequent award year, 
the amount determined under this subparagraph 
for purposes of subparagraph (B)(iii) shall be 
equal to the amount determined under clause 
(ii) for award year 2017–2018. 

‘‘(iv) LIMITATION ON DECREASES.—Notwith-
standing clauses (i), (ii), and (iii), if the amount 
determined under clause (i), (ii), or (iii) for a 
particular award year is less than the amount 
determined under this paragraph for the award 
year preceding that particular award year, then 
the amount determined under such clause for 
that particular award year shall be the amount 
determined under this paragraph for the pre-
ceding award year. 

‘‘(v) DEFINITIONS.—For purposes of this sub-
paragraph— 

‘‘(I) the term ‘annual adjustment percentage’ 
as applied to an award year, is equal to the esti-
mated percentage change in the Consumer Price 
Index (as determined by the Secretary, using the 
definition in section 478(f)) for the most recent 
calendar year ending prior to the beginning of 
that award year; and 

‘‘(II) the term ‘total maximum Federal Pell 
Grant’ as applied to a preceding award year, is 
equal to the sum of— 

‘‘(aa) the maximum Federal Pell Grant for 
which a student is eligible during an award 
year, as specified in the last enacted appropria-
tion Act applicable to that preceding award 
year; and 

‘‘(bb) the amount of the increase in the max-
imum Federal Pell Grant required by this para-
graph for that preceding award year.’’; 

(D) by striking subparagraph (E); and 
(E) by redesignating subparagraph (F) as sub-

paragraph (E). 
(b) CONFORMING AMENDMENTS.—Title IV (20 

U.S.C. 1070 et seq.) is further amended— 
(1) in section 401(b) (20 U.S.C. 1070a(b))— 
(A) in paragraph (4)— 
(i) by striking ‘‘maximum basic grant level 

specified in the appropriate appropriation Act’’ 
and inserting ‘‘maximum amount of a Federal 
Pell Grant award determined under paragraph 
(2)(A)’’; and 

(ii) by striking ‘‘such level’’ each place it ap-
pears and inserting ‘‘such Federal Pell Grant 
amount’’ in each such place; and 

(B) in paragraph (6), by striking ‘‘the grant 
level specified in the appropriate Appropriation 
Act for this subpart for such year’’ and insert-

ing ‘‘the maximum amount of a Federal Pell 
Grant award determined under paragraph 
(2)(A), for which a student is eligible during 
such award year’’; 

(2) in section 402D(d)(1) (20 U.S.C. 1070a– 
14(d)(1)), by striking ‘‘exceed the maximum’’ 
and all that follows through ‘‘Grant, for’’ and 
inserting ‘‘exceed the Federal Pell Grant 
amount, determined under section 401(b)(2)(A), 
for which a student is eligible, or be less than 
the minimum Federal Pell Grant amount de-
scribed in section 401(b)(4), for’’; 

(3) in section 435(a)(5)(A)(i)(I) (20 U.S.C. 
1085(a)(5)(A)(i)(I)), by striking ‘‘one-half the 
maximum Federal Pell Grant award for which a 
student would be eligible’’ and inserting ‘‘one- 
half the Federal Pell Grant amount, determined 
under section 401(b)(2)(A), for which a student 
would be eligible’’; 

(4) in section 483(e)(3)(A)(ii) (20 U.S.C. 
1090(e)(3)(A)(ii)), by striking ‘‘based on the max-
imum Federal Pell Grant award at the time of 
application’’ and inserting ‘‘based on the Fed-
eral Pell Grant amount, determined under sec-
tion 401(b)(2)(A), for which a student is eligible 
at the time of application’’; 

(5) in section 485E(b)(1)(A) (20 U.S.C. 
1092f(b)(1)(A)), by striking ‘‘of such students’ 
potential eligibility for a maximum Federal Pell 
Grant under subpart 1 of part A’’ and inserting 
‘‘of such students’ potential eligibility for the 
Federal Pell Grant amount, determined under 
section 401(b)(2)(A), for which the student 
would be eligible’’; and 

(6) in section 894(f)(2)(C)(ii)(I) (20 U.S.C. 
1161y(f)(2)(C)(ii)(I)), by striking ‘‘the maximum 
Federal Pell Grant for each award year’’ and 
inserting ‘‘the Federal Pell Grant amount, de-
termined under section 401(b)(2)(A), for which a 
student may be eligible for each award year’’. 

(c) EFFECTIVE DATE.—The amendments made 
by subsections (a) and (b) shall take effect on 
July 1, 2010. 
SEC. 2102. COLLEGE ACCESS CHALLENGE GRANT 

PROGRAM. 
Section 781 (20 U.S.C. 1141) is amended— 
(1) in the first sentence of subsection (a), by 

striking ‘‘$66,000,000’’ and all that follows 
through the period and inserting ‘‘$150,000,000 
for each of the fiscal years 2010 through 2014. 
The authority to award grants under this sec-
tion shall expire at the end of fiscal year 2014.’’; 
and 

(2) in subsection (c)(2), by striking ‘‘0.5 per-
cent’’ and inserting ‘‘1.0 percent’’. 
SEC. 2103. INVESTMENT IN HISTORICALLY BLACK 

COLLEGES AND UNIVERSITIES AND 
MINORITY-SERVING INSTITUTIONS. 

Section 371(b)(1)(A) (20 U.S.C. 1067q(b)(1)(A)) 
is amended by striking ‘‘and 2009.’’ and all that 
follows and inserting ‘‘through 2019. The au-
thority to award grants under this section shall 
expire at the end of fiscal year 2019.’’. 

PART II—STUDENT LOAN REFORM 
SEC. 2201. TERMINATION OF FEDERAL FAMILY 

EDUCATION LOAN APPROPRIATIONS. 
Section 421 (20 U.S.C. 1071) is amended— 
(1) in subsection (b), in the first sentence of 

the matter following paragraph (6), by inserting 
‘‘, except that no sums may be expended after 
June 30, 2010, with respect to loans under this 
part for which the first disbursement is after 
such date’’ after ‘‘expended’’; and 

(2) by adding at the end the following new 
subsection: 

‘‘(d) TERMINATION OF AUTHORITY TO MAKE OR 
INSURE NEW LOANS.—Notwithstanding para-
graphs (1) through (6) of subsection (b) or any 
other provision of law— 

‘‘(1) no new loans (including consolidation 
loans) may be made or insured under this part 
after June 30, 2010; and 

‘‘(2) no funds are authorized to be appro-
priated, or may be expended, under this Act or 
any other Act to make or insure loans under 
this part (including consolidation loans) for 
which the first disbursement is after June 30, 
2010, 
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except as expressly authorized by an Act of Con-
gress enacted after the date of enactment of the 
SAFRA Act.’’. 
SEC. 2202. TERMINATION OF FEDERAL LOAN IN-

SURANCE PROGRAM. 
Section 424(a) (20 U.S.C. 1074(a)) is amended 

by striking ‘‘September 30, 1976,’’ and all that 
follows and inserting ‘‘September 30, 1976, for 
each of the succeeding fiscal years ending prior 
to October 1, 2009, and for the period from Octo-
ber 1, 2009, to June 30, 2010, for loans first dis-
bursed on or before June 30, 2010.’’. 
SEC. 2203. TERMINATION OF APPLICABLE INTER-

EST RATES. 
Section 427A(l) (20 U.S.C. 1077a(l)) is amend-

ed— 
(1) in the subsection heading, by inserting 

‘‘AND BEFORE JULY 1, 2010’’ after ‘‘2006’’; 
(2) in paragraph (1), by inserting ‘‘and before 

July 1, 2010,’’ after ‘‘July 1, 2006,’’; 
(3) in paragraph (2), by inserting ‘‘and before 

July 1, 2010,’’ after ‘‘July 1, 2006,’’; 
(4) in paragraph (3), by inserting ‘‘and that 

was disbursed before July 1, 2010,’’ after ‘‘July 
1, 2006,’’; and 

(5) in paragraph (4)— 
(A) in the matter preceding subparagraph (A), 

by striking ‘‘July 1, 2012’’ and inserting ‘‘July 1, 
2010’’; and 

(B) by repealing subparagraphs (D) and (E). 
SEC. 2204. TERMINATION OF FEDERAL PAYMENTS 

TO REDUCE STUDENT INTEREST 
COSTS. 

(a) HIGHER EDUCATION ACT OF 1965.—Section 
428 (20 U.S.C. 1078) is amended— 

(1) in subsection (a)— 
(A) in paragraph (1), in the matter preceding 

subparagraph (A), by inserting ‘‘for which the 
first disbursement is made before July 1, 2010, 
and’’ after ‘‘eligible institution’’; and 

(B) in paragraph (5), by striking ‘‘September 
30, 2014,’’ and all that follows through the pe-
riod and inserting ‘‘June 30, 2010.’’; 

(2) in subsection (b)(1)— 
(A) in subparagraph (G)(ii), by inserting ‘‘and 

before July 1, 2010,’’ after ‘‘July 1, 2006,’’; and 
(B) in subparagraph (H)(ii), by inserting ‘‘and 

that are first disbursed before July 1, 2010,’’ 
after ‘‘July 1, 2006,’’; 

(3) in subsection (f)(1)(A)(ii)— 
(A) by striking ‘‘during fiscal years begin-

ning’’; and 
(B) by inserting ‘‘and first disbursed before 

July 1, 2010,’’ after ‘‘October 1, 2003,’’; and 
(4) in subsection (j)(1), by inserting ‘‘, before 

July 1, 2010,’’ after ‘‘section 435(d)(1)(D) of this 
Act shall’’. 

(b) COLLEGE COST REDUCTION AND ACCESS 
ACT.—Section 303 of the College Cost Reduction 
and Access Act (Public Law 110–84) is repealed. 
SEC. 2205. TERMINATION OF FFEL PLUS LOANS. 

Section 428B(a)(1) (20 U.S.C. 1078–2(a)(1)) is 
amended by striking ‘‘A graduate’’ and insert-
ing ‘‘Prior to July 1, 2010, a graduate’’. 
SEC. 2206. FEDERAL CONSOLIDATION LOANS. 

(a) IN GENERAL.—Section 428C (20 U.S.C. 
1078–3) is amended— 

(1) in subsection (a)(4)(A), by inserting ‘‘, and 
first disbursed before July 1, 2010’’ after ‘‘under 
this part’’; 

(2) in subsection (b)— 
(A) in paragraph (1)(E), by inserting before 

the semicolon ‘‘, and before July 1, 2010’’; and 
(B) in paragraph (5), by striking ‘‘In the event 

that’’ and inserting ‘‘If, before July 1, 2010,’’; 
(3) in subsection (c)(1)— 
(A) in subparagraph (A)(ii), by inserting ‘‘and 

that is disbursed before July 1, 2010,’’ after 
‘‘2006,’’; and 

(B) in subparagraph (C), by inserting ‘‘and 
disbursed before July 1, 2010,’’ after ‘‘1994,’’; 
and 

(4) in subsection (e), by striking ‘‘September 
30, 2014.’’ and inserting ‘‘June 30, 2010. No loan 
may be made under this section for which the 
disbursement is on or after July 1, 2010.’’. 

(b) TEMPORARY LOAN CONSOLIDATION AU-
THORITY.—Part D of title IV (20 U.S.C. 1087a et 

seq.) is amended by inserting after section 459A 
(20 U.S.C. 1087i) the following: 
‘‘SEC. 459B. TEMPORARY LOAN CONSOLIDATION 

AUTHORITY. 
‘‘(a) TEMPORARY LOAN CONSOLIDATION AU-

THORITY.— 
‘‘(1) IN GENERAL.—A borrower who has 1 or 

more loans in 2 or more of the categories de-
scribed in paragraph (2), and who has not yet 
entered repayment on 1 or more of those loans 
in any of the categories, may consolidate all of 
the loans of the borrower that are described in 
paragraph (2) into a Federal Direct Consolida-
tion Loan during the period described in para-
graph (3). 

‘‘(2) CATEGORIES OF LOANS THAT MAY BE CON-
SOLIDATED.—The categories of loans that may 
be consolidated under paragraph (1) are— 

‘‘(A) loans made under this part; 
‘‘(B) loans purchased by the Secretary pursu-

ant to section 459A; and 
‘‘(C) loans made under part B that are held 

by an eligible lender, as such term is defined in 
section 435(d). 

‘‘(3) TIME PERIOD IN WHICH LOANS MAY BE 
CONSOLIDATED.—The Secretary may make a 
Federal Direct Consolidation Loan under this 
section to a borrower whose application for such 
Federal Direct Consolidation Loan is received 
on or after July 1, 2010, and before July 1, 2011. 

‘‘(b) TERMS OF LOANS.—A Federal Direct Con-
solidation Loan made under this section shall 
have the same terms and conditions as a Federal 
Direct Consolidation Loan made under section 
455(g), except that— 

‘‘(1) in determining the applicable rate of in-
terest on the Federal Direct Consolidation Loan 
made under this section (other than on a Fed-
eral Direct Consolidation Loan described in 
paragraph (2)), section 427A(l)(3) shall be ap-
plied without rounding the weighted average of 
the interest rate on the loans consolidated to the 
nearest higher one-eighth of 1 percent as de-
scribed in subparagraph (A) of section 
427A(l)(3); and 

‘‘(2) if a Federal Direct Consolidation Loan 
made under this section that repays a loan 
which is subject to an interest rate determined 
under section 427A(g)(2), (j)(2), or (k)(2), then 
the interest rate for such Federal Direct Consoli-
dation Loan shall be calculated— 

‘‘(A) by using the applicable rate of interest 
described in section 427A(g)(2), (j)(2), or (k)(2), 
respectively; and 

‘‘(B) in accordance with section 427A(l)(3).’’. 
SEC. 2207. TERMINATION OF UNSUBSIDIZED 

STAFFORD LOANS FOR MIDDLE-IN-
COME BORROWERS. 

Section 428H (20 U.S.C. 1078–8) is amended— 
(1) in subsection (a), by inserting ‘‘that are 

first disbursed before July 1, 2010,’’ after ‘‘under 
this part’’; 

(2) in subsection (b)— 
(A) by striking ‘‘Any student’’ and inserting 

‘‘Prior to July 1, 2010, any student’’; and 
(B) by inserting ‘‘for which the first disburse-

ment is made before such date’’ after ‘‘unsub-
sidized Federal Stafford Loan’’; and 

(3) in subsection (h), by inserting ‘‘and that 
are first disbursed before July 1, 2010,’’ after 
‘‘July 1, 2006,’’. 
SEC. 2208. TERMINATION OF SPECIAL ALLOW-

ANCES. 
Section 438 (20 U.S.C. 1087–1) is amended— 
(1) in subsection (b)(2)(I)— 
(A) in the subclause heading, by inserting ‘‘, 

AND BEFORE JULY 1, 2010’’ after ‘‘2000’’; 
(B) in clause (i), by inserting ‘‘and before July 

1, 2010,’’ after ‘‘2000,’’; 
(C) in clause (ii)(II), by inserting ‘‘and before 

July 1, 2010,’’ after ‘‘2006,’’; 
(D) in clause (iii), by inserting ‘‘and before 

July 1, 2010,’’ after ‘‘2000,’’; 
(E) in clause (iv), by inserting ‘‘and that is 

disbursed before July 1, 2010,’’ after ‘‘2000,’’; 
(F) in clause (v)(I), by inserting ‘‘and before 

July 1, 2010,’’ after ‘‘2006,’’; and 

(G) in clause (vi)— 
(i) in the clause heading, by inserting ‘‘, AND 

BEFORE JULY 1, 2010’’ after ‘‘2007’’; and 
(ii) in the matter preceding subclause (I), by 

inserting ‘‘and before July 1, 2010,’’ after 
‘‘2007,’’; 

(2) in subsection (c)— 
(A) in paragraph (2)(B)— 
(i) in clause (iii), by inserting ‘‘and’’ after the 

semicolon; 
(ii) in clause (iv), by striking ‘‘; and’’ and in-

serting a period; and 
(iii) by striking clause (v); and 
(B) in paragraph (6), by inserting ‘‘and first 

disbursed before July 1, 2010,’’ after ‘‘1992,’’; 
and 

(3) in subsection (d)(2)(B), by inserting ‘‘, and 
before July 1, 2010’’ after ‘‘2007’’. 
SEC. 2209. ORIGINATION OF DIRECT LOANS AT IN-

STITUTIONS OUTSIDE THE UNITED 
STATES. 

(a) LOANS FOR STUDENTS ATTENDING INSTITU-
TIONS OUTSIDE THE UNITED STATES.—Section 452 
(20 U.S.C. 1087b) is amended by adding at the 
end the following: 

‘‘(d) INSTITUTIONS OUTSIDE THE UNITED 
STATES.—Loan funds for students (and parents 
of students) attending institutions outside the 
United States shall be disbursed through a fi-
nancial institution located or operating in the 
United States and designated by the Secretary 
to serve as the agent of such institutions with 
respect to the receipt of the disbursements of 
such loan funds and the transfer of such funds 
to such institutions. To be eligible to receive 
funds under this part, an institution outside the 
United States shall make arrangements with the 
agent designated by the Secretary under this 
subsection to receive funds under this part.’’. 

(b) CONFORMING AMENDMENTS.— 
(1) AMENDMENTS.—Section 102 (20 U.S.C. 

1002), as amended by section 102 of the Higher 
Education Opportunity Act (Public Law 110– 
315) and section 101 of Public Law 111–39, is 
amended— 

(A) by striking ‘‘part B’’ each place the term 
appears and inserting ‘‘part D’’; 

(B) in subsection (a)(1)(C), by inserting ‘‘, 
consistent with the requirements of section 
452(d)’’ before the period at the end; and 

(C) in subsection (a)(2)(A)— 
(i) in the second sentence of the matter pre-

ceding clause (i), by striking ‘‘made, insured, or 
guaranteed’’ and inserting ‘‘made’’; and 

(ii) in clause (iii)— 
(I) in subclause (III), by striking ‘‘only Fed-

eral Stafford’’ and all that follows through 
‘‘section 428B’’ and inserting ‘‘only Federal Di-
rect Stafford Loans under section 455(a)(2)(A), 
Federal Direct Unsubsidized Stafford Loans 
under section 455(a)(2)(D), or Federal Direct 
PLUS Loans under section 455(a)(2)(B)’’; and 

(II) in subclause (V), by striking ‘‘a Federal 
Stafford’’ and all that follows through ‘‘section 
428B’’ and inserting ‘‘a Federal Direct Stafford 
Loan under section 455(a)(2)(A), a Federal Di-
rect Unsubsidized Stafford Loan under section 
455(a)(2)(D), or a Federal Direct PLUS Loan 
under section 455(a)(2)(B)’’. 

(2) EFFECTIVE DATE.—The amendments made 
by subparagraph (C) of paragraph (1) shall be 
effective on July 1, 2010, as if enacted as part of 
section 102(a)(1) of the Higher Education Oppor-
tunity Act (Public Law 110–315) and subject to 
section 102(e) of such Act as amended by section 
101(a)(2) of Public Law 111–39 (20 U.S.C. 1002 
note). 
SEC. 2210. CONFORMING AMENDMENTS. 

(a) AMENDMENTS.—Section 454 (20 U.S.C. 
1087d) is amended— 

(1) in subsection (a)— 
(A) by striking paragraph (4); and 
(B) by redesignating paragraphs (5) through 

(7) as paragraphs (4) through (6), respectively; 
and 

(2) in subsection (b)(2), by striking ‘‘(5), (6), 
and (7)’’ and inserting ‘‘(5), and (6)’’. 

VerDate Nov 24 2008 01:35 Mar 26, 2010 Jkt 089060 PO 00000 Frm 00275 Fmt 4636 Sfmt 6333 E:\RECORD10\H21MR0.PT2 H21MR0m
m

ah
er

 o
n 

D
S

K
D

5P
82

C
1P

R
O

D
 w

ith
 C

O
N

G
-R

E
C

-O
N

LI
N

E



CONGRESSIONAL RECORD — HOUSEH2166 March 21, 2010 
(b) EFFECTIVE DATE.—The amendments made 

by subsection (a) shall take effect on July 1, 
2010. 
SEC. 2211. TERMS AND CONDITIONS OF LOANS. 

(a) IN GENERAL.—Section 455 (20 U.S.C. 1087e) 
is amended— 

(1) in subsection (a)(1), by inserting ‘‘, and 
first disbursed on June 30, 2010,’’ before ‘‘under 
sections 428’’; and 

(2) in subsection (g)— 
(A) by inserting ‘‘, including any loan made 

under part B and first disbursed before July 1, 
2010’’ after ‘‘section 428C(a)(4)’’; and 

(B) by striking the third sentence. 
(b) EFFECTIVE DATE.—The amendment made 

by subsection (a)(1) shall apply with respect to 
loans first disbursed under part D of title IV of 
the Higher Education Act of 1965 (20 U.S.C. 
1087a et seq.) on or after July 1, 2010. 
SEC. 2212. CONTRACTS; MANDATORY FUNDS. 

(a) CONTRACTS.—Section 456 (20 U.S.C. 1087f) 
is amended— 

(1) in subsection (a)— 
(A) by inserting after paragraph (3) the fol-

lowing new paragraph: 
‘‘(4) SERVICING BY ELIGIBLE NOT-FOR-PROFIT 

SERVICERS.— 
‘‘(A) SERVICING CONTRACTS.— 
‘‘(i) IN GENERAL.—The Secretary shall con-

tract with each eligible not-for-profit servicer to 
service loans originated under this part, if the 
servicer— 

‘‘(I) meets the standards for servicing Federal 
assets that apply to contracts awarded pursuant 
to paragraph (1); and 

‘‘(II) has the capacity to service the applicable 
loan volume allocation described in subpara-
graph (B). 

‘‘(ii) COMPETITIVE MARKET RATE DETERMINA-
TION FOR FIRST 100,000 BORROWER ACCOUNTS.— 
The Secretary shall establish a separate pricing 
tier for each of the first 100,000 borrower loan 
accounts at a competitive market rate. 

‘‘(iii) INELIGIBILITY.—An eligible not-for-profit 
servicer shall no longer be eligible for a contract 
under this paragraph after July 1, 2014, if— 

‘‘(I) the servicer has not been awarded such a 
contract before that date; or 

‘‘(II) the servicer’s contract was terminated, 
and the servicer had not reapplied for, and been 
awarded, a contract under this paragraph. 

‘‘(B) ALLOCATIONS.— 
‘‘(i) IN GENERAL.—The Secretary shall (except 

as provided in clause (ii)) allocate to an eligible 
not-for-profit servicer, subject to the contract of 
such servicer described in subparagraph (A), the 
servicing rights for the loan accounts of 100,000 
borrowers (including borrowers who borrowed 
loans in a prior year that were serviced by the 
servicer). 

‘‘(ii) SERVICER ALLOCATION.—The Secretary 
may reallocate, increase, reduce, or terminate 
an eligible not-for-profit servicer’s allocation of 
servicing rights under clause (i) based on the 
performance of such servicer, on the same terms 
as loan allocations provided by contracts 
awarded pursuant to paragraph (1).’’; and 

(2) by adding at the end the following: 
‘‘(c) DEFINITION OF ELIGIBLE NOT-FOR-PROFIT 

SERVICER.—In this section: 
‘‘(1) IN GENERAL.—The term ‘eligible not-for- 

profit servicer’ means an entity— 
‘‘(A) that is not owned or controlled in whole 

or in part by— 
‘‘(i) a for profit entity; or 
‘‘(ii) a nonprofit entity having its principal 

place of business in another State; and 
‘‘(B) that— 
‘‘(i) as of July 1, 2009— 
‘‘(I) meets the definition of an eligible not-for- 

profit holder under section 435(p), except that 
such term does not include eligible lenders de-
scribed in paragraph (1)(D) of such section; and 

‘‘(II) was performing, or had entered into a 
contract with a third party servicer (as such 
term is defined in section 481(c)) who was per-
forming, student loan servicing functions for 
loans made under part B of this title; 

‘‘(ii) notwithstanding clause (i), as of July 1, 
2009— 

‘‘(I) is the sole beneficial owner of a loan for 
which the special allowance rate is calculated 
under section 438(b)(2)(I)(vi)(II) because the 
loan is held by an eligible lender trustee that is 
an eligible not-for-profit holder as defined under 
section 435(p)(1)(D); and 

‘‘(II) was performing, or had entered into a 
contract with a third party servicer (as such 
term is defined in section 481(c)) who was per-
forming, student loan servicing functions for 
loans made under part B of this title; or 

‘‘(iii) is an affiliated entity of an eligible not- 
for-profit servicer described in clause (i) or (ii) 
that— 

‘‘(I) directly employs, or will directly employ 
(on or before the date the entity begins servicing 
loans under a contract awarded by the Sec-
retary pursuant to subsection (a)(3)(A)), the ma-
jority of individuals who perform borrower-spe-
cific student loan servicing functions; and 

‘‘(II) as of July 1, 2009, was performing, or 
had entered into a contract with a third party 
servicer (as such term is defined in section 
481(c)) who was performing, student loan serv-
icing functions for loans made under part B of 
this title. 

‘‘(2) AFFILIATED ENTITY.—For the purposes of 
paragraph (1), the term ‘affiliated entity’— 

‘‘(A) means an entity contracted to perform 
services for an eligible not-for-profit servicer 
that— 

‘‘(i) is a nonprofit entity or is wholly owned 
by a nonprofit entity; and 

‘‘(ii) is not owned or controlled, in whole or in 
part, by— 

‘‘(I) a for-profit entity; or 
‘‘(II) an entity having its principal place of 

business in another State; and 
‘‘(B) may include an affiliated entity that is 

established by an eligible not-for-profit servicer 
after the date of enactment of the SAFRA Act, 
if such affiliated entity is otherwise described in 
paragraph (1)(B)(iii)(I) and subparagraph (A) 
of this paragraph.’’. 

(b) MANDATORY FUNDS.— 
(1) AMENDMENTS.—Section 458(a) (20 U.S.C. 

1087h(a)) is amended— 
(A) by redesignating paragraph (5) as para-

graph (8); 
(B) by redesignating paragraphs (2) through 

(4) as paragraphs (3) through (5), respectively; 
(C) by inserting after paragraph (1) the fol-

lowing new paragraph: 
‘‘(2) MANDATORY FUNDS FOR ELIGIBLE NOT- 

FOR-PROFIT-SERVICERS.—For fiscal years 2010 
through 2019, there shall be available to the Sec-
retary, in addition to any other amounts appro-
priated to carry out this paragraph and out of 
any money in the Treasury not otherwise appro-
priated, funds to be obligated for administrative 
costs of servicing contracts with eligible not-for- 
profit servicers as described in section 456.’’; and 

(D) by inserting after paragraph (5), as redes-
ignated by subparagraph (B) of this paragraph, 
the following: 

‘‘(6) TECHNICAL ASSISTANCE TO INSTITUTIONS 
OF HIGHER EDUCATION.— 

‘‘(A) PROVISION OF ASSISTANCE.—The Sec-
retary shall provide institutions of higher edu-
cation participating, or seeking to participate, 
in the loan programs under this part with tech-
nical assistance in establishing and admin-
istering such programs. 

‘‘(B) FUNDS.—There are authorized to be ap-
propriated, and there are appropriated, to carry 
out this paragraph (in addition to any other 
amounts appropriated to carry out this para-
graph and out of any money in the Treasury 
not otherwise appropriated), $50,000,000 for fis-
cal year 2010. 

‘‘(C) DEFINITION.—In this paragraph, the term 
‘assistance’ means the provision of technical 
support, training, materials, technical assist-
ance, and financial assistance. 

‘‘(7) ADDITIONAL PAYMENTS.— 
‘‘(A) PROVISION OF ASSISTANCE.—The Sec-

retary shall provide payments to loan servicers 

for retaining jobs at locations in the United 
States where such servicers were operating 
under part B on January 1, 2010. 

‘‘(B) FUNDS.—There are authorized to be ap-
propriated, and there are appropriated, to carry 
out this paragraph (in addition to any other 
amounts appropriated to carry out this para-
graph and out of any money in the Treasury 
not otherwise appropriated), $25,000,000 for each 
of the fiscal years 2010 and 2011.’’. 

(2) CONFORMING AMENDMENT.—Section 458 (20 
U.S.C. 1087h) is further amended by striking 
‘‘subsection (a)(3)’’ in subsection (b) and insert-
ing ‘‘subsection (a)(4)’’. 
SEC. 2213. INCOME-BASED REPAYMENT. 

Section 493C (20 U.S.C. 1098e) is amended by 
adding at the end the following new subsection: 

‘‘(e) SPECIAL TERMS FOR NEW BORROWERS ON 
AND AFTER JULY 1, 2014.—With respect to any 
loan made to a new borrower on or after July 1, 
2014— 

‘‘(1) subsection (a)(3)(B) shall be applied by 
substituting ‘10 percent’ for ‘15 percent’; and 

‘‘(2) subsection (b)(7)(B) shall be applied by 
substituting ‘20 years’ for ‘25 years’.’’. 

Subtitle B—Health 
SEC. 2301. INSURANCE REFORMS. 

(a) EXTENDING CERTAIN INSURANCE REFORMS 
TO GRANDFATHERED PLANS.—Section 1251(a) of 
the Patient Protection and Affordable Care Act, 
as added by section 10103(d) of such Act, is 
amended by adding at the end the following: 

‘‘(4) APPLICATION OF CERTAIN PROVISIONS.— 
‘‘(A) IN GENERAL.—The following provisions of 

the Public Health Service Act (as added by this 
title) shall apply to grandfathered health plans 
for plan years beginning with the first plan year 
to which such provisions would otherwise 
apply: 

‘‘(i) Section 2708 (relating to excessive waiting 
periods). 

‘‘(ii) Those provisions of section 2711 relating 
to lifetime limits. 

‘‘(iii) Section 2712 (relating to rescissions). 
‘‘(iv) Section 2714 (relating to extension of de-

pendent coverage). 
‘‘(B) PROVISIONS APPLICABLE ONLY TO GROUP 

HEALTH PLANS.— 
‘‘(i) PROVISIONS DESCRIBED.—Those provisions 

of section 2711 relating to annual limits and the 
provisions of section 2704 (relating to pre-exist-
ing condition exclusions) of the Public Health 
Service Act (as added by this subtitle) shall 
apply to grandfathered health plans that are 
group health plans for plan years beginning 
with the first plan year to which such provi-
sions otherwise apply. 

‘‘(ii) ADULT CHILD COVERAGE.—For plan years 
beginning before January 1, 2014, the provisions 
of section 2714 of the Public Health Service Act 
(as added by this subtitle) shall apply in the 
case of an adult child with respect to a grand-
fathered health plan that is a group health plan 
only if such adult child is not eligible to enroll 
in an eligible employer-sponsored health plan 
(as defined in section 5000A(f)(2) of the Internal 
Revenue Code of 1986) other than such grand-
fathered health plan.’’. 

(b) CLARIFICATION REGARDING DEPENDENT 
COVERAGE.—Section 2714(a) of the Public Health 
Service Act, as added by section 1001(5) of the 
Patient Protection and Affordable Care Act, is 
amended by striking ‘‘(who is not married)’’. 
SEC. 2302. DRUGS PURCHASED BY COVERED ENTI-

TIES. 
Section 340B of the Public Health Service Act 

(42 U.S.C. 256b), as amended by sections 7101 
and 7102 of the Patient Protection and Afford-
able Care Act, is amended— 

(1) in subsection (a)— 
(A) in paragraphs (1), (2), (5), (7), and (9), by 

striking the terms ‘‘covered drug’’ and ‘‘covered 
drugs’’ each place either term appears and in-
serting ‘‘covered outpatient drug’’ or ‘‘covered 
outpatient drugs’’, respectively; 

(B) in paragraph (4)(L)— 
(i) in clause (i), by striking ‘‘and’’ at the end; 
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(ii) in clause (ii), by striking the period and 

inserting ‘‘; and’’; and 
(iii) by inserting after clause (ii), the fol-

lowing: 
‘‘(iii) does not obtain covered outpatient drugs 

through a group purchasing organization or 
other group purchasing arrangement.’’; and 

(C) in paragraph (5)— 
(i) by striking subparagraph (C); 
(ii) by redesignating subparagraphs (D) and 

(E) as subparagraphs (C) and (D), respectively; 
and 

(iii) in subparagraph (D), as so redesignated, 
by striking ‘‘subparagraph (D)’’ and inserting 
‘‘subparagraph (C)’’; 

(2) by striking subsection (c); 
(3) in subsection (d)— 
(A) by striking ‘‘covered drugs’’ each place it 

appears and inserting ‘‘covered outpatient 
drugs’’; 

(B) by striking ‘‘(a)(5)(D)’’ each place it ap-
pears and inserting ‘‘(a)(5)(C)’’; and 

(C) by striking ‘‘(a)(5)(E)’’ each place it ap-
pears and inserting ‘‘(a)(5)(D)’’; and 

(4) by inserting after subsection (d) the fol-
lowing: 

‘‘(e) EXCLUSION OF ORPHAN DRUGS FOR CER-
TAIN COVERED ENTITIES.—For covered entities 
described in subparagraph (M), (N), or (O) of 
subsection (a)(4), the term ‘covered outpatient 
drug’ shall not include a drug designated by the 
Secretary under section 526 of the Federal Food, 
Drug, and Cosmetic Act for a rare disease or 
condition.’’. 
SEC. 2303. COMMUNITY HEALTH CENTERS. 

Section 10503(b)(1) of the Patient Protection 
and Affordable Care Act is amended— 

(1) in subparagraph (A), by striking 
‘‘700,000,000’’ and inserting ‘‘1,000,000,000’’; 

(2) in subparagraph (B), by striking 
‘‘800,000,000’’ and inserting ‘‘1,200,000,000’’; 

(3) in subparagraph (C), by striking 
‘‘1,000,000,000’’ and inserting ‘‘1,500,000,000’’; 

(4) in subparagraph (D), by striking 
‘‘1,600,000,000’’ and inserting ‘‘2,200,000,000’’; 
and 

(5) in subparagraph (E), by striking 
‘‘2,900,000,000’’ and inserting ‘‘3,600,000,000’’. 

The SPEAKER pro tempore. Pursu-
ant to House Resolution 1203, the pre-
vious question is ordered on the bill, as 
amended. 

The question is on the engrossment 
and third reading of the bill. 

The bill was ordered to be engrossed 
and read a third time, and was read the 
third time. 

MOTION TO RECOMMIT 
Mr. CAMP. Mr. Speaker, I have a mo-

tion to recommit at the desk. 
The SPEAKER pro tempore. Is the 

gentleman opposed to the bill? 
Mr. CAMP. In its current form. 
The SPEAKER pro tempore. The 

Clerk will designate the motion. 
The text of the motion is as follows: 
Motion to recommit offered by Mr. 

CAMP: 
Mr. Camp moves to recommit the bill H.R. 

4872 to the Committee on the Budget with in-
structions to report the same back to the 
House forthwith with the following amend-
ments: 

Add at the end of section 1002 (relating to 
individual responsibility) the following: 

(c) APPLICATION OF PENALTY.—Section 
5000A(g)(1) of the Internal Revenue Code of 
1986, as added by section 1501(b) of the Pa-
tient Protection and Affordable Care Act and 
amended by section 10106 of such Act, is 
amended to read as follows: 

‘‘(1) IN GENERAL.—The penalty provided by 
this section shall be paid upon notice and de-
mand by the Secretary, and except as pro-
vided in paragraph (2), shall be assessed and 

collected in the same manner as an assess-
able penalty under subchapter B of chapter 
68. The penalties provided by this section 
shall, subject to appropriations, be deposited 
by the Secretary in the the Trust Funds es-
tablished under title II of the Social Secu-
rity Act (in such proportions as the Sec-
retary shall specify). The value of such Trust 
Funds shall be calculated each year as if the 
amounts described in the previous sentence 
had been appropriated and deposited into 
such Trust Funds.’’. 

At the end of subtitle A of title I, add the 
following: 

SEC. 1006. SPECIAL RULES RELATING TO COV-
ERAGE OF ABORTION SERVICES. 

(a) IN GENERAL.—Section 1303 of the Pa-
tient Protection and Affordable Care Act, as 
amended by section 10104(c) of such Act, is 
amended— 

(1) in the section heading, by inserting 
‘‘RELATING TO COVERAGE OF ABORTION 
SERVICES’’ after ‘‘SPECIAL RULES’’; and 

(2) by striking subsection (a) and all of sub-
section (b) that precedes paragraph (4) and 
inserting the following: 

‘‘(a) IN GENERAL.—Nothing in this Act (or 
any amendment made by this Act) shall be 
construed to require any health plan to pro-
vide coverage of abortion services or to allow 
the Secretary or any other person or entity 
implementing this Act (or amendment) to 
require coverage of such services. 

‘‘(b) LIMITATION ON ABORTION FUNDING.— 
‘‘(1) IN GENERAL.—None of the funds au-

thorized or appropriated by this Act (or an 
amendment made by this Act), including 
credits under section 36B of the Internal 
Revenue Code of 1986, shall be expended for 
any abortion or to cover any part of the 
costs of any health plan that includes cov-
erage of abortion, except in the case where a 
woman suffers from a physical disorder, 
physical injury, or physical illness that 
would, as certified by a physician, place the 
woman in danger of death unless an abortion 
is performed, including a life-endangering 
physical condition caused by or arising from 
the pregnancy itself, or unless the pregnancy 
is the result of an act of rape or incest. 

‘‘(2) OPTION TO PURCHASE SEPARATE COV-
ERAGE OR PLAN.—Subject to paragraph (1), 
nothing in this subsection shall be construed 
as prohibiting any non-Federal entity (in-
cluding an individual or a State or local gov-
ernment) from purchasing separate coverage 
for abortions for which funding is prohibited 
under this subsection, or a plan that includes 
such abortions, so long as such coverage or 
plan is not purchased using the non-Federal 
funds required to receive a Federal payment, 
including a premium payment required for a 
qualified health plan towards which the cred-
it described in paragraph (1) is applied or a 
State’s or locality’s contribution of Medicaid 
matching funds. 

‘‘(3) OPTION TO OFFER COVERAGE OR PLAN.— 
Subject to paragraph (1), nothing in this sub-
section shall restrict any non-Federal health 
insurance issuer offering a qualified health 
plan from offering separate coverage for 
abortions for which funding is prohibited 
under this subsection, or a plan that includes 
such abortions, so long as any such issuer 
that offers a qualified health plan through 
an Exchange that includes coverage for abor-
tions for which funding is prohibited under 
this subsection also offers a qualified health 
plan through the Exchange that is identical 
in every respect except that it does not cover 
such abortions.’’. 

(b) CONFORMING AMENDMENT FOR MULTI- 
STATE PLANS.—Section 1334(a) of the Patient 
Protection and Affordable Care Act, as added 
by section 10104(q) of such Act, is amended 
by striking paragraph (6) and redesignating 
paragraph (7) as paragraph (6). 

The SPEAKER pro tempore. Pursu-
ant to the rule, the gentleman from 
Michigan is recognized for 5 minutes in 
support of his motion. 

Mr. HOYER. Mr. Speaker, is the mo-
tion going to be read? 

The SPEAKER pro tempore. The rule 
dispenses with the reading. The motion 
is merely designated. 

The gentleman from Michigan is rec-
ognized for 5 minutes. 

Mr. CAMP. As the previous vote 
shows, there is bipartisan opposition to 
the health care bill the Senate sent to 
this House. It is with good reason. The 
American people, Republicans and a 
few brave Democrats—34, to be exact— 
34 brave Democrats have rejected it 
precisely because of the legislation’s 
deep flaws. The motion to recommit of-
fers us a chance to fix the most egre-
gious defect, allowing taxpayer funds 
to subsidize abortions. 

Mr. Speaker, the very strict rules of 
the House waive the reading of all of 
these rules and motions, but this mo-
tion ensures the Hyde language re-
mains the law of the land. The latest in 
a long string of deals—the one made 
today with the President—does not 
protect the life of unborn children. As 
the gentleman from Mississippi, a 
Democrat, warned earlier today, any-
thing the President does by Executive 
order, he can undo by Executive order. 

There is no bargaining or dealmaking 
when it comes to the life of the unborn. 
A life is a life. And it is the responsi-
bility of this House to defend these 
children. 

When this measure was last before 
the House, it passed overwhelmingly, 
240–194. It should do so again. 

I now yield to the gentleman from 
Pennsylvania (Mr. PITTS) to further 
discuss this motion to recommit. 

Mr. PITTS. I rise in support of the 
motion before us. Over and over again, 
polls have shown the public does not 
support Federal funding of abortions. 
Unfortunately, the Senate rejected the 
will of the people and passed a bill that 
has become known as the most mas-
sively pro-abortion piece of legislation 
to come before Congress since Roe v. 
Wade. 

Despite the political runaround that 
we’ve been given this last week, the 
facts remain before us today: The Sen-
ate bill departs from longstanding cur-
rent policy and achieves the exact op-
posite effect of current law, and an Ex-
ecutive order promised by the Presi-
dent will not change these facts. An 
Executive order does not trump a stat-
ute. The courts will undoubtedly look 
to the legislative text to interpret the 
law. 

Moreover, the promised order fails to 
even correct the egregious pro-life con-
cerns contained in this bill. It will sim-
ply reiterate the meaningless account-
ing scheme cooked up by the Senate 
bill. Regardless of what type of gim-
mick is employed to facilitate the 
abortion payments, the result will be 
the same. The abortion rate will rise 
and more unborn lives will be lost. 
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The Executive order does nothing to 

prevent funding for abortion in the co- 
op program or prevent funding for 
abortion in the high-risk insurance 
pool program. The Executive order 
does not prevent HRSA from issuing 
regs that include abortion as a preven-
tive service, thereby mandating all in-
dividual plans and group plans include 
abortion as a required service. The Ex-
ecutive order does nothing to prevent 
that abortion surcharge mandate from 
being implemented. It is full of loop-
holes. 

Mr. Speaker, I urge my colleagues to 
reinstate the pro-life protections that 
passed this Chamber last November in 
a bipartisan vote, the Stupak-Pitts 
amendment. I urge my colleagues to 
vote ‘‘yes’’ on this motion. 

Mr. CAMP. Mr. Speaker, I now yield 
to the gentleman from New Jersey (Mr. 
SMITH). 

Mr. SMITH of New Jersey. Mr. 
Speaker, in a dramatic reversal of cur-
rent law, ObamaCare, as just passed, 
authorizes health insurance policies 
funded with tax credits and cost reduc-
tion payments to pay for abortion on 
demand and forces the issuers of feder-
ally subsidized plans to collect a new 
abortion fee and abortion surtax from 
every enrollee to pay for other people’s 
abortions. Insurance companies need 
only segregate the funds—a mere book-
keeping exercise—to subsidize unre-
stricted, publicly funded abortions. 

OPM will also administer multi- 
State insurance plans with abortion, 
another radical departure from the sta-
tus quo. What of the Executive order? 
With all due respect, what a joke. It 
does absolutely nothing to mitigate or 
change in any way the huge expansion 
of public funding of abortion. 

For example—and I ask Members to 
read it—section 2 only directs officials, 
pursuant to provisions of the bill just 
passed, to establish a model set of seg-
regation guidelines. So, in other words, 
the abortion expansion is unabated. 

I ask Members to support Stupak- 
Pitts and the motion to recommit. 

Mr. HOYER. Mr. Speaker, I rise in 
opposition to the motion. 

The SPEAKER pro tempore. The gen-
tleman from Maryland is recognized 
for 5 minutes. 

Mr. HOYER. I thank the Speaker. 
Ladies and gentlemen, we have come 

a far pace. The majority of this House 
has just voted to do for Americans 
what a hundred years of Presidents 
have asked for. We are on the cusp of a 
great victory for America and for 
Americans. This motion is inconsistent 
with reconciliation, a process that 72 
percent of the time was pursued by the 
other party. They know that this mo-
tion is not in order and they know this 
motion would not have support in the 
Senate, so they are indirectly trying to 
kill this bill. However, as well, I think 
they well misstate the case. 

I yield to the gentleman from Michi-
gan. 

b 2300 
Mr. STUPAK. I thank the gentleman 

for yielding. 

The motion to recommit purports to 
be a right-to-life motion, in the spirit 
of the Stupak amendment. But as the 
author of the Stupak amendment, this 
motion is nothing more than an oppor-
tunity to continue to deny 32 million 
Americans health care. The motion is 
really a last-ditch effort of 98 years of 
denying Americans health care. 

The motion to recommit does not 
promote life. It is the Democrats who 
have stood up for the principle of no 
public funding for abortions. It is 
Democrats, through the President’s ex-
ecutive order, that ensures the sanc-
tity of life is protected, because all life 
is precious and all life should be hon-
ored. Democrats guarantee all life from 
the unborn to the last breath of a sen-
ior citizen is honored and respected. 
For the unborn child, his or her mother 
will finally have pre-and postnatal care 
under our bill. If the child is born with 
mental problems, we provide medical 
care without bankrupting the family. 

For the Republicans to now claim 
that we send the bill back to com-
mittee under the guise of protecting 
life is disingenuous. This motion is 
really to politicize life, not prioritize 
life. We stand for the American people. 
We stand up for life. Vote ‘‘no’’ on this 
motion to recommit. 

Mr. HOYER. My colleagues, we have 
come this far not to be thwarted by a 
procedural motion that will never have 
effect. They know that. We know that. 
Vote ‘‘no.’’ Vote ‘‘yes’’ for the health 
care of all America. 

I yield back the balance of my time. 
The SPEAKER pro tempore. Without 

objection, the previous question is or-
dered on the motion to recommit. 

There was no objection. 
The SPEAKER pro tempore. The 

question is on the motion to recommit. 
The question was taken; and the 

Speaker pro tempore announced that 
the noes appeared to have it. 

RECORDED VOTE 

Mr. CAMP. Mr. Speaker, I demand a 
recorded vote. 

A recorded vote was ordered. 
The vote was taken by electronic de-

vice, and there were—ayes 199, noes 232, 
not voting 0, as follows: 

[Roll No. 166] 

AYES—199 

Aderholt 
Akin 
Alexander 
Altmire 
Austria 
Bachmann 
Bachus 
Barrett (SC) 
Barrow 
Bartlett 
Barton (TX) 
Berry 
Biggert 
Bilbray 
Bilirakis 
Bishop (UT) 
Blackburn 
Blunt 
Boehner 
Bonner 
Bono Mack 
Boozman 
Boren 
Boustany 

Brady (TX) 
Bright 
Broun (GA) 
Brown (SC) 
Brown-Waite, 

Ginny 
Buchanan 
Burgess 
Burton (IN) 
Buyer 
Calvert 
Camp 
Campbell 
Cantor 
Cao 
Capito 
Carter 
Cassidy 
Castle 
Chaffetz 
Chandler 
Childers 
Coble 
Coffman (CO) 

Cole 
Conaway 
Costello 
Crenshaw 
Culberson 
Davis (KY) 
Davis (TN) 
Deal (GA) 
Dent 
Diaz-Balart, L. 
Diaz-Balart, M. 
Donnelly (IN) 
Dreier 
Duncan 
Ehlers 
Emerson 
Fallin 
Flake 
Fleming 
Forbes 
Fortenberry 
Foxx 
Franks (AZ) 
Frelinghuysen 

Gallegly 
Garrett (NJ) 
Gerlach 
Gingrey (GA) 
Gohmert 
Goodlatte 
Granger 
Graves 
Griffith 
Guthrie 
Hall (TX) 
Harper 
Hastings (WA) 
Heller 
Hensarling 
Herger 
Hoekstra 
Holden 
Hunter 
Inglis 
Issa 
Jenkins 
Johnson (IL) 
Johnson, Sam 
Jones 
Jordan (OH) 
King (IA) 
King (NY) 
Kingston 
Kirk 
Kline (MN) 
Lamborn 
Lance 
Latham 
LaTourette 
Latta 
Lee (NY) 
Lewis (CA) 
Linder 
Lipinski 
LoBiondo 
Lucas 
Luetkemeyer 
Lummis 

Lungren, Daniel 
E. 

Mack 
Manzullo 
Marchant 
Marshall 
Matheson 
McCarthy (CA) 
McCaul 
McClintock 
McCotter 
McHenry 
McIntyre 
McKeon 
McMorris 

Rodgers 
Melancon 
Mica 
Miller (FL) 
Miller (MI) 
Miller, Gary 
Moran (KS) 
Murphy, Tim 
Myrick 
Neugebauer 
Nunes 
Olson 
Paul 
Paulsen 
Pence 
Peterson 
Petri 
Pitts 
Platts 
Poe (TX) 
Posey 
Price (GA) 
Putnam 
Radanovich 
Rehberg 
Reichert 
Roe (TN) 
Rogers (AL) 
Rogers (KY) 

Rogers (MI) 
Rohrabacher 
Rooney 
Ros-Lehtinen 
Roskam 
Ross 
Royce 
Ryan (WI) 
Scalise 
Schmidt 
Schock 
Sensenbrenner 
Sessions 
Shadegg 
Shimkus 
Shuler 
Shuster 
Simpson 
Skelton 
Smith (NE) 
Smith (NJ) 
Smith (TX) 
Souder 
Stearns 
Sullivan 
Taylor 
Terry 
Thompson (PA) 
Thornberry 
Tiahrt 
Tiberi 
Turner 
Upton 
Walden 
Wamp 
Westmoreland 
Whitfield 
Wilson (SC) 
Wittman 
Wolf 
Young (AK) 
Young (FL) 

NOES—232 

Ackerman 
Adler (NJ) 
Andrews 
Arcuri 
Baca 
Baird 
Baldwin 
Bean 
Becerra 
Berkley 
Berman 
Bishop (GA) 
Bishop (NY) 
Blumenauer 
Boccieri 
Boswell 
Boucher 
Boyd 
Brady (PA) 
Braley (IA) 
Brown, Corrine 
Butterfield 
Capps 
Capuano 
Cardoza 
Carnahan 
Carney 
Carson (IN) 
Castor (FL) 
Chu 
Clarke 
Clay 
Cleaver 
Clyburn 
Cohen 
Connolly (VA) 
Conyers 
Cooper 
Costa 
Courtney 
Crowley 
Cuellar 
Cummings 
Dahlkemper 
Davis (AL) 
Davis (CA) 
Davis (IL) 
DeFazio 
DeGette 
Delahunt 
DeLauro 
Dicks 
Dingell 

Doggett 
Doyle 
Driehaus 
Edwards (MD) 
Edwards (TX) 
Ellison 
Ellsworth 
Engel 
Eshoo 
Etheridge 
Farr 
Fattah 
Filner 
Foster 
Frank (MA) 
Fudge 
Garamendi 
Giffords 
Gonzalez 
Gordon (TN) 
Grayson 
Green, Al 
Green, Gene 
Grijalva 
Gutierrez 
Hall (NY) 
Halvorson 
Hare 
Harman 
Hastings (FL) 
Heinrich 
Herseth Sandlin 
Higgins 
Hill 
Himes 
Hinchey 
Hinojosa 
Hirono 
Hodes 
Holt 
Honda 
Hoyer 
Inslee 
Israel 
Jackson (IL) 
Jackson Lee 

(TX) 
Johnson (GA) 
Johnson, E. B. 
Kagen 
Kanjorski 
Kaptur 
Kennedy 

Kildee 
Kilpatrick (MI) 
Kilroy 
Kind 
Kirkpatrick (AZ) 
Kissell 
Klein (FL) 
Kosmas 
Kratovil 
Kucinich 
Langevin 
Larsen (WA) 
Larson (CT) 
Lee (CA) 
Levin 
Lewis (GA) 
Loebsack 
Lofgren, Zoe 
Lowey 
Luján 
Lynch 
Maffei 
Maloney 
Markey (CO) 
Markey (MA) 
Matsui 
McCarthy (NY) 
McCollum 
McDermott 
McGovern 
McMahon 
McNerney 
Meek (FL) 
Meeks (NY) 
Michaud 
Miller (NC) 
Miller, George 
Minnick 
Mitchell 
Mollohan 
Moore (KS) 
Moore (WI) 
Moran (VA) 
Murphy (CT) 
Murphy (NY) 
Murphy, Patrick 
Nadler (NY) 
Napolitano 
Neal (MA) 
Nye 
Oberstar 
Obey 
Olver 
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Ortiz 
Owens 
Pallone 
Pascrell 
Pastor (AZ) 
Payne 
Pelosi 
Perlmutter 
Perriello 
Peters 
Pingree (ME) 
Polis (CO) 
Pomeroy 
Price (NC) 
Quigley 
Rahall 
Rangel 
Reyes 
Richardson 
Rodriguez 
Rothman (NJ) 
Roybal-Allard 
Ruppersberger 
Rush 
Ryan (OH) 
Salazar 

Sánchez, Linda 
T. 

Sanchez, Loretta 
Sarbanes 
Schakowsky 
Schauer 
Schiff 
Schrader 
Schwartz 
Scott (GA) 
Scott (VA) 
Serrano 
Sestak 
Shea-Porter 
Sherman 
Sires 
Slaughter 
Smith (WA) 
Snyder 
Space 
Speier 
Spratt 
Stark 
Stupak 
Sutton 
Tanner 

Teague 
Thompson (CA) 
Thompson (MS) 
Tierney 
Titus 
Tonko 
Towns 
Tsongas 
Van Hollen 
Velázquez 
Visclosky 
Walz 
Wasserman 

Schultz 
Waters 
Watson 
Watt 
Waxman 
Weiner 
Welch 
Wilson (OH) 
Woolsey 
Wu 
Yarmuth 

b 2319 

So the motion to recommit was re-
jected. 

The result of the vote was announced 
as above recorded. 

The SPEAKER pro tempore. The 
question is on the passage of the bill. 

The question was taken; and the 
Speaker pro tempore announced that 
the ayes appeared to have it. 

RECORDED VOTE 

Mr. DINGELL. Mr. Speaker, I de-
mand a recorded vote. 

A recorded vote was ordered. 
The SPEAKER pro tempore. Pursu-

ant to clause 8 of rule XX, this 15- 
minute vote on passage of the bill will 
be followed by 5-minute votes on mo-
tions to suspend the rules with regard 
to House Resolution 1099 and House 
Resolution 1119. 

The vote was taken by electronic de-
vice, and there were—ayes 220, noes 211, 
not voting 0, as follows: 

[Roll No. 167] 

AYES—220 

Ackerman 
Andrews 
Baca 
Baird 
Baldwin 
Bean 
Becerra 
Berkley 
Berman 
Bishop (GA) 
Bishop (NY) 
Blumenauer 
Boccieri 
Boswell 
Boyd 
Brady (PA) 
Braley (IA) 
Brown, Corrine 
Butterfield 
Capps 
Capuano 
Cardoza 
Carnahan 
Carney 
Carson (IN) 
Castor (FL) 
Chu 
Clarke 
Clay 
Cleaver 
Clyburn 
Cohen 
Connolly (VA) 
Conyers 
Costa 
Costello 
Courtney 
Crowley 

Cuellar 
Cummings 
Dahlkemper 
Davis (CA) 
Davis (IL) 
DeFazio 
DeGette 
Delahunt 
DeLauro 
Dicks 
Dingell 
Doggett 
Donnelly (IN) 
Doyle 
Driehaus 
Edwards (MD) 
Ellison 
Ellsworth 
Engel 
Eshoo 
Etheridge 
Farr 
Fattah 
Filner 
Foster 
Frank (MA) 
Fudge 
Garamendi 
Giffords 
Gonzalez 
Gordon (TN) 
Grayson 
Green, Al 
Green, Gene 
Grijalva 
Gutierrez 
Hall (NY) 
Halvorson 

Hare 
Harman 
Hastings (FL) 
Heinrich 
Higgins 
Hill 
Himes 
Hinchey 
Hinojosa 
Hirono 
Hodes 
Holt 
Honda 
Hoyer 
Inslee 
Israel 
Jackson (IL) 
Jackson Lee 

(TX) 
Johnson (GA) 
Johnson, E. B. 
Kagen 
Kanjorski 
Kaptur 
Kennedy 
Kildee 
Kilpatrick (MI) 
Kilroy 
Kind 
Kirkpatrick (AZ) 
Klein (FL) 
Kosmas 
Kucinich 
Langevin 
Larsen (WA) 
Larson (CT) 
Lee (CA) 
Levin 

Lewis (GA) 
Lipinski 
Loebsack 
Lofgren, Zoe 
Lowey 
Luján 
Lynch 
Maffei 
Maloney 
Markey (CO) 
Markey (MA) 
Matsui 
McCarthy (NY) 
McCollum 
McDermott 
McGovern 
McNerney 
Meek (FL) 
Meeks (NY) 
Michaud 
Miller (NC) 
Miller, George 
Mitchell 
Mollohan 
Moore (KS) 
Moore (WI) 
Moran (VA) 
Murphy (CT) 
Murphy (NY) 
Murphy, Patrick 
Nadler (NY) 
Napolitano 
Neal (MA) 
Oberstar 
Obey 
Olver 
Ortiz 

Owens 
Pallone 
Pascrell 
Pastor (AZ) 
Payne 
Pelosi 
Perlmutter 
Perriello 
Peters 
Pingree (ME) 
Polis (CO) 
Pomeroy 
Price (NC) 
Quigley 
Rahall 
Rangel 
Reyes 
Richardson 
Rodriguez 
Rothman (NJ) 
Roybal-Allard 
Ruppersberger 
Rush 
Ryan (OH) 
Salazar 
Sánchez, Linda 

T. 
Sanchez, Loretta 
Sarbanes 
Schakowsky 
Schauer 
Schiff 
Schrader 
Schwartz 
Scott (GA) 
Scott (VA) 
Serrano 

Sestak 
Shea-Porter 
Sherman 
Sires 
Slaughter 
Smith (WA) 
Snyder 
Speier 
Spratt 
Stark 
Stupak 
Sutton 
Thompson (CA) 
Thompson (MS) 
Tierney 
Titus 
Tonko 
Towns 
Tsongas 
Van Hollen 
Velázquez 
Visclosky 
Walz 
Wasserman 

Schultz 
Waters 
Watson 
Watt 
Waxman 
Weiner 
Welch 
Wilson (OH) 
Woolsey 
Wu 
Yarmuth 

NOES—211 

Aderholt 
Adler (NJ) 
Akin 
Alexander 
Altmire 
Arcuri 
Austria 
Bachmann 
Bachus 
Barrett (SC) 
Barrow 
Bartlett 
Barton (TX) 
Berry 
Biggert 
Bilbray 
Bilirakis 
Bishop (UT) 
Blackburn 
Blunt 
Boehner 
Bonner 
Bono Mack 
Boozman 
Boren 
Boucher 
Boustany 
Brady (TX) 
Bright 
Broun (GA) 
Brown (SC) 
Brown-Waite, 

Ginny 
Buchanan 
Burgess 
Burton (IN) 
Buyer 
Calvert 
Camp 
Campbell 
Cantor 
Cao 
Capito 
Carter 
Cassidy 
Castle 
Chaffetz 
Chandler 
Childers 
Coble 
Coffman (CO) 
Cole 
Conaway 
Cooper 
Crenshaw 
Culberson 
Davis (AL) 
Davis (KY) 
Davis (TN) 
Deal (GA) 

Dent 
Diaz-Balart, L. 
Diaz-Balart, M. 
Dreier 
Duncan 
Edwards (TX) 
Ehlers 
Emerson 
Fallin 
Flake 
Fleming 
Forbes 
Fortenberry 
Foxx 
Franks (AZ) 
Frelinghuysen 
Gallegly 
Garrett (NJ) 
Gerlach 
Gingrey (GA) 
Gohmert 
Goodlatte 
Granger 
Graves 
Griffith 
Guthrie 
Hall (TX) 
Harper 
Hastings (WA) 
Heller 
Hensarling 
Herger 
Herseth Sandlin 
Hoekstra 
Holden 
Hunter 
Inglis 
Issa 
Jenkins 
Johnson (IL) 
Johnson, Sam 
Jones 
Jordan (OH) 
King (IA) 
King (NY) 
Kingston 
Kirk 
Kissell 
Kline (MN) 
Kratovil 
Lamborn 
Lance 
Latham 
LaTourette 
Latta 
Lee (NY) 
Lewis (CA) 
Linder 
LoBiondo 
Lucas 

Luetkemeyer 
Lummis 
Lungren, Daniel 

E. 
Mack 
Manzullo 
Marchant 
Marshall 
Matheson 
McCarthy (CA) 
McCaul 
McClintock 
McCotter 
McHenry 
McIntyre 
McKeon 
McMahon 
McMorris 

Rodgers 
Melancon 
Mica 
Miller (FL) 
Miller (MI) 
Miller, Gary 
Minnick 
Moran (KS) 
Murphy, Tim 
Myrick 
Neugebauer 
Nunes 
Nye 
Olson 
Paul 
Paulsen 
Pence 
Peterson 
Petri 
Pitts 
Platts 
Poe (TX) 
Posey 
Price (GA) 
Putnam 
Radanovich 
Rehberg 
Reichert 
Roe (TN) 
Rogers (AL) 
Rogers (KY) 
Rogers (MI) 
Rohrabacher 
Rooney 
Ros-Lehtinen 
Roskam 
Ross 
Royce 
Ryan (WI) 
Scalise 
Schmidt 
Schock 

Sensenbrenner 
Sessions 
Shadegg 
Shimkus 
Shuler 
Shuster 
Simpson 
Skelton 
Smith (NE) 
Smith (NJ) 
Smith (TX) 
Souder 

Space 
Stearns 
Sullivan 
Tanner 
Taylor 
Teague 
Terry 
Thompson (PA) 
Thornberry 
Tiahrt 
Tiberi 
Turner 

Upton 
Walden 
Wamp 
Westmoreland 
Whitfield 
Wilson (SC) 
Wittman 
Wolf 
Young (AK) 
Young (FL) 
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So the bill was passed. 
The result of the vote was announced 

as above recorded. 
A motion to reconsider was laid on 

the table. 

f 

RECOGNIZING THE 65TH ANNIVER-
SARY OF THE BATTLE OF IWO 
JIMA 

The SPEAKER pro tempore (Mr. 
WEINER). The unfinished business is the 
vote on the motion to suspend the 
rules and agree to the resolution, H. 
Res. 1099, as amended, on which the 
yeas and nays were ordered. 

The Clerk read the title of the resolu-
tion. 

The SPEAKER pro tempore. The 
question is on the motion offered by 
the gentleman from New York (Mr. 
OWENS) that the House suspend the 
rules and agree to the resolution, H. 
Res. 1099, as amended. 

This will be a 5-minute vote. 
The vote was taken by electronic de-

vice, and there were—yeas 421, nays 0, 
not voting 9, as follows: 

[Roll No. 168] 

YEAS—421 

Ackerman 
Aderholt 
Adler (NJ) 
Akin 
Alexander 
Altmire 
Andrews 
Arcuri 
Austria 
Baca 
Bachmann 
Bachus 
Baird 
Baldwin 
Barrett (SC) 
Barrow 
Bartlett 
Barton (TX) 
Bean 
Becerra 
Berkley 
Berman 
Berry 
Biggert 
Bilbray 
Bilirakis 
Bishop (GA) 
Bishop (NY) 
Bishop (UT) 
Blackburn 
Blumenauer 
Blunt 
Boccieri 
Bonner 
Bono Mack 
Boozman 
Boren 
Boswell 
Boucher 
Boustany 
Boyd 
Brady (PA) 
Brady (TX) 
Braley (IA) 
Bright 

Broun (GA) 
Brown (SC) 
Brown, Corrine 
Brown-Waite, 

Ginny 
Buchanan 
Burgess 
Burton (IN) 
Butterfield 
Buyer 
Calvert 
Camp 
Campbell 
Cantor 
Cao 
Capito 
Capps 
Capuano 
Cardoza 
Carnahan 
Carney 
Carson (IN) 
Carter 
Cassidy 
Castle 
Castor (FL) 
Chaffetz 
Chandler 
Childers 
Chu 
Clarke 
Cleaver 
Clyburn 
Coble 
Coffman (CO) 
Cohen 
Cole 
Conaway 
Connolly (VA) 
Conyers 
Cooper 
Costa 
Costello 
Courtney 
Crenshaw 

Crowley 
Cuellar 
Culberson 
Cummings 
Dahlkemper 
Davis (CA) 
Davis (IL) 
Davis (KY) 
Davis (TN) 
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) 
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