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Health Care Public Policy Group Health Care Reform Chart

The chart below is intended to provide a broad overview of key issues addressed in the two major health care reform bills currently moving through Congress." These are: the Senate
leadership health reform merged bill (the Patient Protection and Affordable Care Act, H.R. 3590) and the House leadership health reform combined bill (the Affordable Health Care for America
Act, H.R. 3962). The Senate bill was released on November 18, 2009; and the House bill was released on October 29 and passed by the House on November 7, 2009. The chart will be updated
regularly as Congressional activity on each proposal warrants.

Policy

House Bill
(H.R. 3962)

Senate Bill
(H.R. 3590)

Health Insurance
Exchange/
Pooling Mechanism

National High-Risk Pool Program. Requires the Secretary to establish a temporary national high-
risk pool program to provide health benefits starting in 2010 to “medically eligible” individuals
who have been denied individual health insurance coverage because of a preexisting condition or
health status, or who were offered coverage but only under certain conditions. Eligible
individuals would apply through the Secretary. Requires the Secretary to establish criteria for
determining whether health insurance companies and employment-based plans have discouraged
an individual from remaining enrolled based on health status and provides for sanctions against
plans found to have engaged in this type of “dumping.” Eligible individuals would be charged
monthly premiums. Covered benefits would be consistent with the essential benefits package, and
coverage under the program would be treated as credible coverage. Appropriates $5 billion to pay
claims and administrative costs in excess of the premiums collected. The program would
terminate as of the date on which the Health Insurance Exchange is established. The Secretary
may work with a State without a high risk pool to coordinate other forms of coverage expansions,
such a State public-private partnerships. Requires individuals to be citizens or nationals of the
U.S. in order to be eligible; includes verification procedures. (Sec. 101)

Health Choices Administration. Establishes the “Health Choices Administration,” to be led by the
“Health Choices Commissioner,” which would establish and run a Health Insurance Exchange.
(Sec. 241) Duties of the Commissioner would include establishing qualified plan standards;
administering individual affordability credits; promoting accountability; and developing standard
definitions for insurance and medical terms. The Commissioner would also have data collection
and sanctions authority. (Sec. 242) Requires consultation with State officials, the National
Association of Insurance Commissioners, state agencies, and other federal agencies. (Sec. 243)
Creates a Qualified Health Benefits Plan Ombudsman position to receive complaints and requests
for information, provide assistance to individuals, and submit annual reports to Congress. (Sec.
244)

High-Risk Pools - Immediate Access to Insurance for Uninsured Individuals with a Preexisting
Condition. Requires the Secretary to create a temporary insurance high-risk pool program within 90
days of enactment to provide insurance to people who have been uninsured for 6 months and have a pre-
existing condition. Ensures premium rate limits for the newly insured population. Imposes sanctions on
plans that encourage individuals to un-enroll in order to enter the high risk pool. Appropriates up to $5
billion for the program, which terminates in 2014 when the Exchanges are operational. Establishes a
transition to the Exchanges for eligible individuals. (Sec. 1101)

Health Insurance Consumer Information. Requires the Secretary to award grants to the States to
support offices of health insurance consumer assistance or a health insurance ombudsperson to assist
with filing complaints and appeals with insurers; track problems; educate and assist consumers; and
resolve problems with obtaining premium tax credits. Requires state officials to report data to state and
federal authorities. Appropriates $30,000,000 for the first year of the program and such sums as
necessary in future years. (Sec. 1002)

Ensuring that Consumers get Value for their Dollars. For plan years beginning in 2010, requires the
Secretary and States to establish a process for annual review of increases in premiums for health
insurance coverage. Requires States to provide information to the Secretary on trends in premium
increases and to make recommendation to State Exchanges about whether particular insurers should be
excluded from participation. Provides $250,000,000 in funding for grants to States from 2010 until
2014 to support reviewing and, if appropriate under State law, approving premium increases for health
insurance coverage and providing information and recommendations to the Secretary. (Sec. 1003)

Immediate Information that Allows Consumers to Identify Affordable Coverage Options. Requires the
Secretary to establish, by July 1, 2010, an Internet portal for individuals in any state to identify health
insurance coverage options, including insurance, Medicaid, or Medicare, or high-risk pools. Requires
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(H.R. 3962)

Senate Bill
(H.R. 3590)

Relation to Other Requirements. These requirements do not supersede certain provisions of the
Public Health Services Act, ERISA, or state law related to plans. (Sec. 251) Applies the
Government Performance and Results Act to the Health Choices Administration, and requires
the agency to provide a strategic plan every 3 years. (Sec. 264)

Health Insurance Exchange. The Health Choices Commissioner would contract with entities
offering qualified health benefit plans to offer plans through the Exchange. (Sec. 301) All
individuals not enrolled in another qualified health benefits plan or other acceptable coverage
would be eligible to enroll in an Exchange-participating plan. Acceptable coverage also includes
“grandfathered” health insurance coverage. Eligibility for enrollment through the exchange
would be phased in, starting with individuals and employers with fewer than 25 employees in year
1, expanded to employers with 50 and 100 employees in years 2 and 3 respectively. Starting in
year 3, the Commissioner could allow larger employers to be exchange-eligible. Individuals
would be eligible to participate in the Exchange if they did not have coverage as a full-time
employee under a group health plan or through Medicare, Medicaid, DoD/Tricare, or the VA.
Does not allow CHIP eligibles to participate in year 1. Provides for continuing eligibility once
individuals or employers become eligible. Employees offered insurance through the Exchange
would have the choice of any Exchange participating plan. Requires periodic satisfaction surveys
and an Exchange access study. (Sec. 302)

Benefits Package Levels. Insurers offering plans in the Exchange would be required to offer at
least one “basic plan” (which would offer the essential benefits package) and would have the
option to offer one “enhanced plan” (lower cost-sharing), one premium plan (even lower cost-
sharing), and one premium plus plan (additional benefits such as adult dental and vision), if and
only if the plan offers each lower level of coverage. Permits some variation in cost sharing, such
that a plan may vary cost sharing by 10 percent within each benefit category or tier. Requires the
Commissioner to ensure that Exchange participating health benefits plans offered in each
premium rating area of the Exchange include various options for purposes of abortion coverage or
non-coverage. (Sec. 303)

Contracts for Offering Exchange-Participating Plans. The Health Choices Commissioner would
certify qualifying health benefits plan-offering entities, solicit and negotiate bids, and contract for
coverage. Standards for certification would include licensure, data reporting, affordability, credit
implementation, acceptance of all enrollments (and notification of the Commissioner if the plan
nears capacity), participation in risk pooling mechanisms, contractual relationships for outpatient
services with covered entities, culturally and linguistically appropriate services, special rules with
respect to Indian enrollees, program integrity standards, and additional requirements. The
Secretary would have oversight and enforcement responsibilities over such plans, including
marketing of plans, in coordination with State insurance regulators. (Sec. 304)

development of a standardized format for information on plans, including information on the
percentage of premium revenue spent on nonclinical costs; eligibility; availability; premium rates; and
cost sharing. (Sec. 1103)

Affordable Choices of Health Benefit Exchanges. Requires the Secretary to award planning and
establishment grants to States within 1 year of enactment to support establishment of an American
Health Benefit Exchange. Requires each State to establish an Exchange by 2014. Exchanges would:
facilitate purchase of qualified health plans; provide for establishment of a Small Business Health
Options Program (SHOP) to help small employers in the State; make qualified plans available to
qualified individuals and employers; implement certification procedures for plans; operate a toll-free
hotline to provide assistance; maintain a website for enrollees and prospective enrollees to compare
plans; rate each qualified plan; use a standard format in presenting plan options; inform individuals
about Medicaid, CHIP, and other program eligibility; establish an electronic “calculator” that
determines the actual cost of plans after premium tax credits and cost-sharing reduction; certify certain
individual as exempt from the individual responsibility requirement; provide certain information to
employers; and establish a Navigator program to conduct public education activities and distribute fair
and impartial information on qualified health plans. Plans offered within the Exchanges must be
qualified health plans (or stand-alone dental). Allows States to require additional benefits if the State
assumes the costs. Requires mental health parity. (Sec. 1311)

Regional or Interstate Exchanges. Allows States to permit Exchanges to operate in more than one State
with approval from the Secretary. Allows States to create subsidiary Exchanges. (Sec. 1311)

Rewarding Quality through Market-Based Incentives. Requires the Secretary, in consultation with
stakeholders, to develop guidelines for a payment structure that provides increased reimbursement or
other incentives for improving health outcomes through quality reports, case management, care
coordination, chronic disease management, medication and care compliance initiatives (including
medical home); activities to reduce hospital readmissions; activities to improve patient safety and
reduce medical errors; and wellness and health promotion activities. (Sec. 1311)

Certification of Qualified Health Plans. Allows Exchanges to certify a health plan as “qualified” if the
plan meets certification requirements promulgated by the Secretary and if it is in the best interests of
qualified individuals and employers in the State. Requires that plans seeking certification submit a
justification for any premium increase prior to implementation of the increase. (Sec. 1311)

Qualified Individuals and Employers. Limits access to the Exchange to citizens and lawful residents.
Individuals seeking to enroll in a qualified health plan in the individual market offered through the
Exchange and residing in a State where the Exchange is established are considered eligible. Defines
qualified employer as a “small” employer that elects to make all full-time employees eligible for one or
more qualified health plans offered in the small group market through an Exchange. Allows States to
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Policy House Bill Senate Bill
(H.R. 3962) (H.R. 3590)
allow large group coverage to be offered through the Exchange beginning in 2017. At such time, large
Qutreach and Enrollment. Requires the Health Choices Commission to conduct outreach and employers would be considered to be qualified employers (Sec. 1312)
education, make timely eligibility determinations, assist consumers with choosing a plan, and
carry out enrollment processes, including through an open enrollment period and special Employer Size. Defines large employer as an employer who employed an average of 101 or more
enrollment periods. Provides for automatic enroliment for non-Medicaid eligible individuals. employees on business days during the preceding calendar year. Small employer means having
Provides that enrolled individuals pay premiums directly to plans, not to the Commissioner. employed between 1 and 100 employees on business says during the preceding calendar year. Allows
Requires automatic enroliment procedures for certain non-Medicaid eligible individuals who are the states to cap small employers at 50 employees for years prior to 2016. Allows small businesses
eligible for and have applied for the affordability credits. Requires automatic enrollment in participating in the Exchange to continue to be treated as eligible even if more employees are hired.
Medicaid for an exchange-eligible individual who is eligible for Medicaid. Requires the (Sec. 1304)
Commissioner to provide for information and assistance to facilitate consumer choice of plan.
Provides for automatic coverage of certain newborns under Medicaid. Allows individuals to Consumer Choice. Allows a qualified individual to enroll in any qualified health plan available.
request a determination of their Medicaid eligibility. Provides for counseling and technical Provides that employers may specify a level of coverage for employees, and that employees may select
assistance for small businesses with less than 100 employees. (Sec. 305) Requires the from plans that offer coverage at that level. Allows enrolled individuals to pay premiums directly to the
Commissioner to coordinate affordability credits and a mechanism to adjust premium amounts insurer. Prohibits compelled enrollment. Requires Members of Congress and congressional staff to be
paid by health plan-offering entities to account for different risk characteristics of enrollees. (Sec. | offered only plans offered through an Exchange. (Sec. 1312)
306)
Individual and Small Group Market Risk Pools. Requires that a health insurance issuer consider all
Exchange Trust Fund. Establishes a Health Insurance Exchange Trust Fund that would make enrollees in all health plans offered by the issuer in the individual market (inside and outside of the
payments to operate the Exchange, including affordability credit payments. Funds would be Exchange) to be members of a single risk pool. Requires all enrollees in an insurance issuer’s plans in
derived from taxes on individuals who do not obtain acceptable coverage, employment taxes on the small group market to be considered to be in a single risk pool. (Sec. 1312)
employers not providing acceptable coverage, and excise taxes on failures to meet certain health
coverage requirements. (Sec. 307) Financial Integrity. Requires Exchanges to submit an annual accounting on expenses and activities to
the Secretary. Gives the HHS OIG authority to investigate Exchanges. Includes protections against
Optional State-Based Exchanges. Allows that State-based Health Insurance Exchanges could fraud and abuse within the Exchanges. Subjects payments made by, through, or in connection with an
be offered by single states or groups of states as an alternative to the Health Insurance Exchange to the federal False Claims Act (FCA). Allows for a penalty under the FCA of between 3
Exchange in those areas. Such exchanges would have to be approved by the Health Choices and 6 times the amount of damages to the government. Requires a GAO study on Exchange activities
Commissioner and meet certain requirements, and the Commissioner would retain certain within 5 years of the date when Exchanges are first permitted to operate. (Sec. 1313)
authority. States operating Exchanges prior to 2010 would be presumed to meet standards in
this section. The State Exchanges would negotiate and contract with qualified plans, enroll State Flexibility. Requires the Secretary to set standards for establishment and operation of Exchanges,
individuals and employers, establish sufficient local offices, administer affordability credits, qualified health plans, and reinsurance and risk adjustment programs as soon as practicable. Requires
and conduct enforcement activities. Matching grants with a State share of expenditures would States to apply such requirements no later than January 1, 2014. If a State fails to elect to establish an
be provided to support operation of State-based exchanges. (Sec. 308) Exchange or implement requirements, requires the Secretary to establish and operate an Exchange
within that States. Exchanges operating as of January 1, 2010 are presumed compliant. (Sec. 1321)
Interstate Health Insurance Compacts. Effective in 2015, allows 2 or more states to form Health
Care Choice Compacts to facilitate purchase of individual health insurance coverage across state
lines. Requires the Secretary in consultation with NAIC to develop model guidelines for creation
of such compacts by January 1, 2014 . Provides for federal grants to states to support activities
related to regulating coverage sold in other states. (Sec. 309)
Medicaid Medicaid Provisions. For non-disabled individuals under age 65 who are childless, expands Medicaid Coverage for the Lowest Income Populations. As of January 2014, expands Medicaid

Medicaid to 150% of the federal poverty level, with the expansion paid for by the Federal

eligibility to “newly-eligible” individuals with income at or below 133 percent of the Federal Poverty
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Policy

House Bill
(H.R. 3962)

Senate Bill
(H.R. 3590)

government with no state matching requirement in 2013 and 2014. Federal government would
pay 91% of the cost in 2015 and thereafter. For children, parents, and individuals who are
disabled and under 65, expands Medicaid to 150% of the federal poverty level, with the
expansion paid for by the Federal government with no state matching requirement in 2013 and
2014. In 2015 and years thereafter, the government would pay 91%. Requires the government
to pay 100% of the costs to cover newborns without other coverage for the first 60 days of life.
(Sec. 1701)

Requires the States to enter into a Medicaid memorandum of understanding with the Health
Choices Commissioner to ensure the enroliment of Medicaid-eligible individuals in acceptable
coverage. (Sec. 1702)

Prohibits a state from effecting eligibility standards for CHIP or Medicaid that are more restrictive
than standards in effect on June 16, 2009. Requires the Secretary to submit a report no later than
December 31, 2011 that compares the average benefits under a state CHIP plan to the benefit
standards adopted for Exchange plans, evaluates the affordability credits, and offers
recommendations to ensure benefits are comparable and that procedures are in place to transition
CHIP enrollees into the Exchange. Maintenance of effort for CHIP eligibility ends on December
31, 2013 when the CHIP program ends. Provides an exception for certain State demonstration
projects. (Sec. 1703)

Expands outstationing for the receipt and initial processing of applications of individuals for
Medicaid. Effective July 1, 2010. Also extends outstationing for applications for coverage in
the Exchange in 2013. (Sec. 1705)

Requires Medicaid coverage of preventive services that the Secretary determines are
recommended with a grade A or B by the Task Force for Clinical Preventive Services and that
are appropriate for individuals eligible for Medicaid. Covered preventive services must also
include vaccines recommended by the CDC. Eliminates cost-sharing for these preventive
services. Effective July 1, 2010. (Sec. 1711)

Extends Medicaid coverage to include tobacco cessation products approved by the FDA.
Effective January 1, 2010. (Sec. 1712)

Allows for optional state coverage of nurse home visitation services to women who are
pregnant for the first time or have a child under 2 years of age (effective January 1, 2010),
family planning services and supplies for women, who are not pregnant, and also during a
presumptive eligibility period (effective on enactment), freestanding birth center services
(effective on enactment), and HIV-infected individuals (enhanced federal match and effective
on enactment but sunsets January 1, 2013). (Sections 1713, 1714, 1724, 1731)

Level (FPL). Newly-eligible individuals include individuals under 65, who are not pregnant and not
entitled to Medicare. Medicaid eligibility for children ages 6 to 19 also increases to 133 percent of the
FPL as of January 1, 2014. States have the option to provide this expanded coverage on or after January
1, 2011 and may also extend coverage to these non-elderly, non-pregnant individuals above 133 percent
of FPL through a State plan amendment. States may provide for a presumptive eligibility period. (Sec.
2001)

Medicaid coverage under the expansion must consist of benchmark coverage described in section 1937
of the SSA or benchmark-equivalent coverage. Benchmark coverage must consist of coverage for the
essential health benefits, prescription drugs, and mental health services. (Sec. 2001)

From 2014 through 2016, the Federal government will pay 100 percent of the cost of covering newly-
eligible individuals. In 2017 and 2018, States that initially covered less of the newly-eligible population
(called “Other States™) would receive more assistance than those States that covered at least some non-
elderly, non-pregnant individuals (“Expansion States”). Other States would receive a Federal Medical
Assistance Percentage (FMAP) increase for services provided to newly-eligible individuals of 34.3 and
33.3 percentage points in 2017 and 2018, respectively. Expansion States would receive 30.3 and 31.3
percentage points in 2017 and 2018, respectively. Beginning in 2019 and thereafter, all States would
receive an FMAP increase of 32.3 percentage points for such services. (Sec. 2001)

Maintenance of Income Eligibility. States would be required to maintain the same income eligibility
levels through December 31, 2013 for all adults. This “maintenance of effort” (MOE) requirement
would be extended through September 30, 2019 for all children currently covered in Medicaid or CHIP.
Between January 1, 2011 and January 1, 2014, a State would be exempt from the MOE requirement for
optional, non-pregnant, non-disabled, adult populations whose family income is above 133 percent of
FPL, if the State certifies to the Secretary that the State is currently experiencing a budget deficit or
projects to have a budget deficit in the following State fiscal year. (Sec. 2001)

Income Eligibility for Non-Elderly Determined Using Modified Gross Income. As of January 1, 2014, a
state would be required to determine Medicaid eligibility based on the modified gross income of an
individual and the household income of a family. Eliminates the use of expense, block, or other income
disregards and assets or resources tests when determining Medicaid eligibility. The new method for
income determinations would not apply to: (1) individuals that are eligible for Medicaid through another
program, (2) the elderly or Social Security Disability Insurance (SSDI) program beneficiaries, (3) the
medically needy, (4) enrollees in a Medicare Savings Program, (5) the disabled, (6) enrollees deemed to
be a child in foster care under the responsibility of the State, (7) individuals age 65 and over, and (8)
eligibility determinations for prescription drug subsidies and nursing facility services. Requires that
states ensure that the new eligibility determination methods do not result in previously qualified children
being no longer eligible. (Sec. 2002)

Requirement to Offer Premium Assistance for Employer-Sponsored Insurance. Effective January 1,
2014, requires states to offer premium assistance and wrap-around benefits to Medicaid beneficiaries
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House Bill
(H.R. 3962)

Senate Bill
(H.R. 3590)

Increases Medicaid payments for primary care services to no less than 80% of Medicare rates
applicable to such services and physicians or professionals in 2010, 90% in 2011, and 100% by
2012. Maintains the Medicare payment differentials between physicians and other
practitioners. (Sec. 1721)

Creates a five year medical home pilot program for individuals (including medically fragile
children and high-risk pregnant women) to which a State may apply for approval. Also allows
the Secretary to approve a project that tests the effectiveness of applications and devices, such
as wireless patient management technologies that are approved by the FDA and enable
providers to communicate directly with patients in managing chronic disease. Federal
government would match the costs for administrative expenditures (such as those for
community care workers) up to 90% for the first two years and up to 75% for the next three
years, up to a total of $1.235 billion. (Sec. 1722)

Extends coverage of translation or interpretation services included in the CHIP Reauthorization
to “other individuals.” (Sec. 1723)

Allows children without insurance to receive vaccines at public health clinics under the
Vaccines for Children Program. (Sec. 1725)

Requires State Medicaid programs to cover physician’s services when provided by a podiatrist.
Effective for services furnished on or after January 1, 2010. (Sec. 1726)

To the extent permitted by State law, requires State Medicaid programs to cover services
furnished by an optometrist. Effective 90 days after the date of enactment. (Sec. 1726A)

Clarifies that nothing in the law prohibits state Medicaid coverage of therapeutic foster care for
eligible children in out-of-home placements. (Sec. 1727)

Requires State Medicaid programs to submit annually to the Secretary the payment rates to be
used for services. Requires the Secretary to review these rates and ensure their adequacy.
Effective as of the date of enactment. (Sec. 1728)

Requires that States suspend rather than terminate Medicaid eligibility for a child, who is 18
years or younger and incarcerated. (Sec. 1729)

Requires the Secretary to propose a set of measures to describe the quality of maternity care
provided under state Medicaid plans by January 1, 2011 and to publish a finalized set of
measures by July 1, 2011. Also requires the Secretary to develop and publish a standardized

who are offered employer-sponsored insurance if it is cost effective to do so, consistent with current law
requirements. (Sec. 2003)

Medicaid Coverage for Former Foster Care Children. As of January 1, 2019, allows all individuals under
age 25, who were in foster care for more than 6 months but who are no longer in foster care, to receive
Medicaid. (Sec.2004)

Payments to Territories. Increases spending caps for the territories by 30% and the applicable FMAP by
5 percentage points — to 55% — beginning on January 1, 2011. Beginning in 2014, the cost of covering
newly eligibles would not count towards the spending caps. (Sec. 2005)

Special Adjustment to FMAP Determination for Certain States Recovering from a Major Disaster.
Beginning January 1, 2011, the FMAP for any state that during the preceding 7 fiscal years has been
declared a major disaster under section 401 of the Robert T. Stafford Disaster Relief and Emergency
Assistance Act will be increased by 50 percent of the number of percentage points by which the FMAP
for the fiscal year is less than the FMAP for the preceding fiscal year (and 25 percent in the second and
subsequent years). The percentage increases will apply only if the difference between the FMAP for the
year and the preceding year is at least 3 percentage points lower. (Sec. 2006)

Medicaid Improvement Fund Rescission. Rescinds funds available in the Medicaid Improvement Fund
(appropriated in 2008) for fiscal years 2014 through 2018. (Sec. 2007)

Enrollment Simplification and Coordination with State Health Insurance Exchanges. Requires states to
establish an enrollment website by January 1, 2014 to promote seamless enrollment (including systems
to ensure a secure electronic interface sufficient to allow a determination of eligibility for the
appropriate program) in Medicaid, CHIP, or Exchange plans. Individuals who are ineligible for
Medicaid or CHIP would be screened for eligibility for enroliment in a qualified health plan through the
Exchange and for premium assistance. (Sec. 2201 adding Sec. 1943)

Permitting Hospitals to Make Presumptive Eligibility Determinations for All Medicaid Eligible
Populations. Effective January 1, 2014, permits all hospitals that participate in Medicaid to make
presumptive eligibility determinations in addition to providers currently eligible to do so. Allows
hospitals and other providers to make such determinations for all Medicaid eligible populations. The
time period of presumptive eligibility would be consistent with current law. Current notification
procedures would apply to all presumptive eligibility determinations. (Sec. 2202)

Coverage for Free-Standing Birth Center Services. Requires free-standing birth center services to be
covered as of the date of enactment. (Sec. 2301)

Concurrent Care for Children. Allows children eligible for Medicaid or CHIP to receive hospice
services without forgoing any other service to which the child is entitled under Medicaid or CHIP. (Sec.
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(H.R. 3962)
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(H.R. 3590)

reporting format for these measures by January 1, 2012. Also requires the Secretary to develop
adult health quality measures under Medicaid and to publish these through notice and comment
rulemaking. Requires the Secretary to submit a report to various Congressional committees on
the quality measures by January 1, 2013. Appropriates $40 million for FYs 2010-2015. (Sec.
1730)

Requires the Secretary to establish an accountable care organization (ACO) pilot program,
which allows State programs to apply one or more of the ACO models described in Sec. 1301.
The program will operate for no more than 5 years and the Secretary may cover 90% of the
administrative expenditures for the first two years and 75% for the next three years. Requires
the Secretary to submit an evaluation of the pilot program. (Sec. 1730A)

Requires that State Medicaid programs reimburse school-based health clinics receiving funds
under Section 399Z-1 of the PHSA in the same manner that FQHCs are reimbursed. (Sec.
1730B)

Extends Transitional Medicaid Assistance from December 31, 2010 through December 31,
2012. (Sec. 1732)

Prohibits the Secretary of HHS from withholding or denying federal matching funds for adult
day health care services. Effective for services provided on or after October 1, 2008. (Sec.
1735)

Requires State Medicaid programs to cover individuals lawfully residing in the U.S. under the
Compacts of Free Association (who are citizens of Micronesia, the Marshall Islands, or Palau),
if they are eligible for Medicaid. (Sec. 1736)

Requires continued state Medicaid coverage of nonemergency transportation to medically
necessary services consistent with the regulations in effect as of June 1, 2008. Effective on the
date of enactment. (Sec. 1737)

Allows State Medicaid programs to cover individuals with family income up to $150,000 if
they have orphan drug costs exceeding $200,000 (cost amount applied in 2009 and 2010 and
updated by the annual rate of increase in the medical care component of the CPI for the years
following), are covered by a plan with a maximum lifetime limit of not less than $1,000,000
including prescription drug coverage, and they have exhausted all available prescription drug
coverage under the plan. (Sec. 1738)

Requires States to comply with regulations regarding the application of primary and secondary
payor rules with respect to the CLASS program. Also requires that States, within 2 years of

2302)

State Eligibility Option for Family Planning Services. Adds a new optional categorically-needy
eligibility group to Medicaid comprised of (1) non-pregnant individuals with income up to the highest
level applicable to pregnant women covered under the Medicaid or CHIP state plan, and (2) at state
option, individuals eligible under the standards and processes of existing section 1115 waivers that
provide family planning services and supplies. Benefits would be limited to family planning services and
supplies (as per section 1905(a)(4)(C) of the Social Security Act) and would also include related medical
diagnosis and treatment services. Allows states to make a “presumptive eligibility” determination for
individuals eligible for such services through the new optional eligibility group. States would not be
allowed to provide Medicaid coverage through benchmark or benchmark-equivalent plans, which are
permissible alternatives to traditional Medicaid benefits, unless such coverage includes family planning
services and supplies. Effective on the date of enactment. (Sec. 2303)

Medicaid Global Payments Demonstration. Requires the Secretary, in coordination with the CMS
Innovation Center, to establish a demonstration project in up to five states from 2010 to 2012, under
which a large, safety net hospital system participating in Medicaid would be permitted to alter its
provider payment system from a fee-for-service structure to a capitated, global payment structure. The
CMS Innovation Center would conduct an evaluation of each demonstration project examining any
changes in health care quality outcomes and spending. The Innovation Center would be exempted from
the budget-neutrality requirements for an initial testing period and would have authority to terminate or
modify the demonstration during the testing period. The Secretary would be required to conduct an
analysis of the demonstration project and report the findings to Congress within 12 months after the
date of completion of the demonstration project. (Sec. 2705)

Medicaid Emergency Psychiatric Demonstration Project. Establishes a three-year, $75 million
demonstration project for states to expand the number of emergency inpatient psychiatric care beds
available in communities. Would allow states to cover patients between the ages of 21 and 65 who are
eligible for medical assistance in non-governmental freestanding psychiatric hospitals and receive
federal Medicaid matching payments to demonstrate that covering patients in these hospitals will
improve timely access to emergency psychiatric care, reduce the burden on overcrowded emergency
rooms, and improve the efficiency and cost-effectiveness of inpatient psychiatric care. A report to
Congress is required no later than December 31, 2013 and must recommend whether the demonstration
project should be continued after this date and expanded on a national basis. (Sec. 2706)

Medicaid and CHIP Payment and Access Commission (MACPAC) Assessment of Policies Affecting
All Medicaid Beneficiaries. Authorizes $11 million for MACPAC for FY2010, of which $9 million
would come from Medicaid funds and $2 million would come from CHIP funds. Clarifies the topics to
be reviewed by the MACPAC, including assessment (in consultation with MedPAC) of adult services
in Medicaid, including for dual eligibles, review of Medicaid and CHIP regulations, etc. Applies more
detailed reporting requirements to states and Congress. Changes the reporting dates to March 15 and
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enactment, designate or create fiscal agents for personal care attendant workers who serve
beneficiaries under the CLASS program. Includes information regarding the CLASS program
in the National Clearinghouse and appropriates $7 million for each of FYs 2011, 2012, and
2013. Provisions effective January 1, 2011. (Sec. 1739)

Amends the term “medical assistance” to include federal matching payments for the costs of
graduate medical education whether provided in or outside a hospital. Effective upon
enactment. Directs the Secretary to publish program goals for the use of the funds no later than
December 31, 2011. (Sec. 1744)

Appropriates a total of $6 billion for FYs 2010 through 2013 to be paid to eligible dually-
certified nursing facilities participating in Medicare and Medicaid and with a high percentage
of Medicare and Medicaid patient days (section sets out various requirements for meeting the
definition of an eligible dually-certified facility) in order to reimburse them for underpayments
for cost reporting periods enduing during calendar years 2010 through 2013. Requires the
Secretary to submit an annual report to the Congressional committees of jurisdiction and also
requires the Medicaid and CHIP Payment and Access Commission (MACPAC) to study the
adequacy of payments to nursing facilities under the Medicaid program as required by Sec.
1784 of the Act. (Sec. 1745)

Requires states to annually submit to the Administrator of CMS information on the
determination of rates of payment to providers for covered services under the State plan,
including the final rates, methodologies to determine the rates, and justification for the rates.
States must also explain the process for allowing State residents a reasonable opportunity to
comment on such rates and methodologies. (Sec. 1746)

Requires the Comptroller General to conduct a study regarding federal payments no later than
February 15, 2011, the Comptroller General is required to submit reports to the appropriate
committees in Congress that: (i) examine the effect of removing the 50 percent floor, or the 83
percent ceiling, or both, in the FMAP percentage; (ii) examine the effect of revising the current
formula for such FMAP percentage to better reflect State fiscal capacity and State effort to pay
for health and long-term care services and to better adjust for national or regional economic
downturns, and; (iii) examine the administration of the Medicaid program. (Sec. 1747)

Extends the delay in the MCO provider tax elimination to October 1, 2010 (i.e. extends the
grace period for the use of revenues from taxes imposed on Medicaid MCOs as state share for
Medicaid matching purposes). (Sec. 1748)

Extends the ARRA increase in FMAP. (Sec. 1749)

June 15 of each year, beginning June 2010. (Sec. 2801)

Payment Adjustment for Health Care-Acquired Conditions (HACs). Effective July 1, 2011, prohibits
Federal payments to states for Medicaid services related to health care acquired conditions. The
Secretary would define health care acquired conditions, consistent with the definition of hospital
acquired conditions under Medicare, but would not be limited to conditions acquired in hospitals and
would take into account the differences between the Medicare and Medicaid programs and their
beneficiaries. The Secretary would also identify current state practices that prohibit payments for certain
health care acquired conditions when implementing this provision. (Sec. 2702)
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Raises the federal matching rate for Puerto Rico and the territories to the highest rate for any
state and increases the cap on federal matching payments to each territory by a specified
amount with the overall total equaling $10.35 billion between the period 2011-2019. Requires
the Secretary to submit a report by October 1, 2013 that details a plan for the transition of each
territory to full parity in Medicaid with the 50 States and the District of Columbia in FY 2020
and subsequent years. Subsequent reports are due in 2015, 2017, and 2019. (Sec. 1771)

Provides that state law must require hospital price transparency reporting within 2 years of
enactment in order for the state to remain eligible for State Medicaid funding. Information to
be reported includes charges for the most common inpatient and outpatient hospital services,
the Medicare and Medicaid reimbursement amount for such services, and, if the hospital allows
reduced charges for individuals based on financial need, the factors considered and any formula
used when making such determination. (Sec. 1783)

Appropriates $11.8 million to the Medicaid and CHIP Payment and Access Commission
(MACPAC) and requires that it submit reports on Medicaid payment policies for nursing
facilities (no later than January 1, 2012) and for pediatric subspecialist services (no later than
January 1, 2011). Also requires a report on health reform, including the effect of implemented
legislation on the access to needed health care items and services by low-income individuals
and families. (Sec. 1784)

Requires the Secretary to issue guidance regarding standards and best practices for conducting
outreach to inform eligible individuals about health care coverage under Medicaid or CHIP
within 12 months of enactment. Also requires the Secretary to submit within 2 years of
enactment and annually thereafter a report to Congress on the progress in implementing
targeted outreach, application and enrollment assistance, and administrative simplification
methods. (Sec. 1785)

States that nothing in the title changes the current prohibitions against Federal Medicaid and
CHIP payments for individuals who are undocumented aliens. (Sec. 1786)

Appropriates $75 million for FY 2010 for a state demonstration project under which an eligible
state can provide reimbursement under Medicaid for the stabilization of emergency medical
conditions by institutions for mental diseases. Projects shall be conducted for a period of 3
years. Requires the Secretary to submit annual progress reports and a final report assessing the
success of the 3-year project. (Sec. 1787)

Applies amounts from the Medicaid Improvement Fund to offset the costs of the bill. (Sec.
1788)
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Exempts enrollment brokers from certain Medicaid requirements, if the Inspector General of
HHS finds that the broker has established and maintains procedures to ensure the independence
of its enrollment activities from the interests of any managed care entity or provider. (Sec.
1789)

Provides a grace period for States that need to enact legislation in order to be in compliance
with the Act. (Sec. 1790)

Non-Payment for Health Care Acquired Conditions. Provides that Medicaid payments as of

January 1, 2010 will not be made for health care acquired conditions determined to be a non-
covered service. Applies to CHIP. Permits the Secretary to exclude certain conditions or to

include additional conditions. (Sec. 1751)

Expansion of CHIP and
Other Children’s
Provisions

Requires stand-alone CHIP programs to provide a 12-month continuous eligibility option for
low-income children whose family income is below 200% of the federal poverty level.
Effective for determinations of eligibility made on or after January 1, 2010. (Sec. 1733)

Prevents the application of a waiting period for children who are: under 2 years of age,
previously had health insurance through a group health plan or employer-sponsored health
insurance but lost it due to certain circumstance_Non-Payment for Health Care Acquired
Conditions. Provides that Medicaid payments as of January 1, 2010 will not be made for health
care acquired conditions determined to be a non-covered service. Applies to CHIP. Permits
the Secretary to exclude certain conditions or to include additional conditions. (Sec. 1751) (i.e.
termination of employment, reduction in hours that the individual works for an employer,
elimination of an individual’s retiree health benefits, or termination of an individual’s group
health plan or health insurance coverage offered through an employer), or in families that
demonstrate that the cost of health insurance exceeds 10 percent of the family’s income.
Effective 90 days after enactment of the Act. (Sec. 1734)

No Child Left Unimmunized Against Influenza: Demonstration Program Using Elementary
and Secondary Schools As Influenza Centers. Authorizes the Secretary of HHS and the
Secretary of Education to award grants to eligible partnerships to carry out demonstration
programs designed to test the feasibility of using elementary schools and secondary schools as
influenza vaccination centers. Appropriates such sums necessary for FYs 2011 through 2015.
(Sec. 2524)

National Training Initiatives on Autism Spectrum Disorders. Establishes a new program to
support training activities to address the unmet needs of children and adults with autism and
related developmental disabilities. Awards grants of no less than $250,000 for any FY.
Appropriates $17,000,000 for FY 2011 and such sums necessary for FY's 2012 through 2015.
(Sec. 2527)

Additional Federal Financial Participation for CHIP. For the period beginning on October 1, 2013 and
ending September 30, 2019, increased the FMAP for each state by 23 percent, but in no case will the
state match exceed 100 percent. State CHIP MOE must continue from the date of enactment through
September 30, 2019. For targeted low-income children who are unable to be provided child health
assistance because of federal allotment caps due to funding shortfalls, requires states to establish
procedures to ensure those children are provided tax credits to enroll in the State Exchange. No
enrollment bonus payments will be made for children enrolled on or after October 1, 2013. Beginning
January 1, 2014, modified gross income and household income will be used to determine CHIP
eligibility. If as a result of the elimination of the application of income disregards a targeted low-
income child is excluded from coverage, the State shall provide child health assistance. (Sec. 2101)

Technical Corrections. Makes technical corrections to CHIPRA of 2009 and ARRA. (Sec. 2102)
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Infant Mortality Pilot Programs. Establishes a new program to support pilot projects designed
to reduce infant mortality. Appropriates $10,000,000 for FYs 2011 through 2015. (Sec. 2532)

Reducing Student-to-School Nurse Ratios. Establishes a demonstration program to reduce the
student-to-school nurse ratio in public elementary and secondary schools. Appropriates such
sums necessary for FY's 2011 through 2015. (Sec. 2536)

Expansion of Medicare,
or Options for Adult
Ages 55-65

Postretirement Reductions of Retiree Health Benefits. Requires group health plans to contain a
provision to expressly bar the plan from reducing benefits provided to a retired participant, if such
reduction affects the befits provided as of the date of retirement, unless the reduction also occurs
for active participants. Permits a total aggregate cap of amounts paid for retiree coverage.
Effective upon enactment. (Sec. 110)

Reinsurance Program. Establishes a temporary reinsurance program for retirees (55 year of age or
older but not eligible for Medicare) to be effective within 90 days of enactment. Eligible plans
would apply to the Secretary to participate. Participating employment-based plans would submit
claims for reimbursement to the Secretary, and the Secretary would reimburse 80% of claim costs
between $15,000 and $90,000 (adjusted based on CPI). Establishes a retiree reserve trust fund
and authorizes an appropriation of up to $10 billion for the fund to carry out the program. (Sec.
111)

Extension of COBRA Continuation Coverage. Extends COBRA coverage for individuals to the
earlier of when the individual becomes eligible for acceptable coverage or becomes eligible for
coverage through the Exchange. Terminating events other than expiration of the time period for
coverage would continue to apply. This provision would not preclude access to the state risk
pools. (Sec. 113)

State Health Access Program Grants. Requires the Secretary to provide grants to states to expand
access to affordable health care coverage for the uninsured populations in that state through
programs including: state insurance exchanges; community coverage programs; reinsurance plan
programs; transparent marketplace programs (provide an organized structure for sale of insurance,
such as through a web portal); automated enrollment programs; innovative strategies to insure
low-income childless adults; and purchasing collaborations. States would be required to apply to
the Secretary for funds; eligible states must have achieved certain statutory and regulatory
changes, but may not have already developed a comprehensive health insurance access program.
Grants would only be available for expenditures before “year 1.” Requires 20% matching funding
from states receiving awards. Appropriates such sums as necessary. (Sec. 114)

Reinsurance for Early Retirees. Requires the Secretary, within 90 days of enactment, to establish a
temporary reinsurance program to provide reimbursement to participating employment-based plans for
part of the cost of providing health benefits to retirees (age 55-64) and their families. Sunsets in 2014
when the Exchange is established. Participating employment-based plans would submit claims to the
Secretary. The program would reimburse plans for 80% of costs of benefits provided per enrollee that
are between $15,000 and $90,000 (adjusted based on CPI). Requires plans to use the funds to lower
costs borne by plans and beneficiaries. Requires participating plans to implement programs and
procedures to generate cost-savings with respect to participants with chronic and high-cost conditions.
Appropriates $5 billion for the program. (Sec. 1102)

Long-Term Care
Provisions (CLASS Act,

CLASS Program. Establishes a national voluntary insurance program for purchasing community
living assistance services and supports. (Sec. 3201. To be an eligible beneficiary, an individual

Establishment of National VVoluntary Insurance Program for Purchasing Community Living Assistance
Services and Support (CLASS program). Establishes a new, voluntary, self-funded public long term
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Elder Justice Act)

must have been enrolled in the program and paid premiums for such enrollment for at least 60
months and for at least 24 consecutive months, and have met an earnings requirement. (Sec.
3202) Requires the Secretary to develop at least 3 actuarially sound benefit plans as alternatives
for consideration for designation as the “CLASS Independence Benefit Plan.” The “CLASS
Independence Advisory Council” would evaluate and recommend from among the alternatives,
and the Secretary would make a selection by October 1, 2012. Requires premiums to be set so as
to ensure 75 year solvency. Benefits would be triggered when an individual has a functional
limitation that is expected to last for a continuous 90 days or more. Would provide a minimum
cash benefit of $50 per day. Provides rules and penalties related to lapses in enrollment. (Sec.
3203) Actively employed individuals 18 years or older and their spouses would be automatically
enrolled in the program, but could elect to opt out. Monthly premium amounts would be paid via
payroll deductions, with an alternative method for individuals, who do not have an employer.
(Sec. 3204) Requires the Secretary to designate an Eligibility Assessment System no later than
January 1, 2012. In addition to cash (which could be used to purchase nonmedical services and
supports), benefits would include advocacy services, advice and assistance counseling, and
administrative expenses. A Life Independence Account would be established on behalf of each
eligible beneficiary. Provides primary payor rules for beneficiaries also enrolled in Medicaid.
Benefits paid under the CLASS program would have no effect on eligibility for benefits under
other government programs. (Sec. 3205) Establishes a CLASS Independence Fund to hold funds
paid in under this program. The fund would be managed and invested by the Treasury Secretary.
A Board of Trustees would report to Congress on the Fund and make recommendations based on
enrollment trends. (Sec. 3206) Creates a CLASS Independence Advisory Council to advise the
Secretary on program policy and administration. (Sec. 3207) Requires the Secretary to provide
an annual report on the program to Congress beginning in 2014. (Sec. 3208) Requires an annual
Inspector General report. (Sec. 3209)

care insurance program, to be known as the CLASS Independence Benefit Plan, for the purchase of
community living assistance services and supports by individuals with functional limitations. Requires
the Secretary to develop an actuarially sound benefit plan that ensures solvency for 75 years; allows for
a five year vesting period for eligibility of benefits; creates benefit triggers that allow for the
determination of functional limitation; and provides cash benefit that is not less than an average of $50
per day. No taxpayer funds will be used to pay benefits under this provision. (Sec. 8002)

Community First Choice Option. Establishes an optional Medicaid benefit through which States could
offer community-based attendant services and supports to Medicaid beneficiaries with disabilities who
would otherwise require the level of care offered in a hospital, nursing facility, or intermediate care
facility for the mentally retarded. (Sec. 2401)

Removal of Barriers to Providing Home and Community-Based Services (HCBS). Removes barriers to
providing HCBS by giving States the option to provide more types of HCBS through a State plan
amendment to individuals with higher levels of need, rather than through a waiver, and to extend full
Medicaid benefits to individuals receiving HCBS under a State plan amendment. (Sec. 2402)

Money Follows the Person Rebalancing Demonstration. Extends the Money Follows the Person
Rebalancing Demonstration through September 30, 2016 and changes the eligibility rules for
individuals to participate in the demonstration project by requiring that individuals reside in an inpatient
facility for not less than 90 consecutive days. (Sec. 2403)

Protection for Recipients of Home and Community-Based Services Against Spousal Impoverishment.
Requires States to apply spousal impoverishment rules to beneficiaries who receive HCBS. This
provision would apply for a five-year period beginning on January 1, 2014. (Sec. 2404)

Funding to Expand State Aging and Disability Resource Centers. Appropriates, to the Secretary of
HHS, $10 million for each of FYs 2010 through 2014 to carry out Aging and Disability Resource
Center (ADRC) initiatives. (Sec. 2405)

Sense of the Senate Regarding Long-Term Care. Expresses the Sense of the Senate that during the
111th Congress, Congress should address long-term services and supports in a comprehensive way that
guarantees elderly and disabled individuals the care they need, in the community as well as in
institutions. (Sec. 2406)

Elder Justice Act. Short title, “The Elder Justice Act of 2009.” (Sec. 6701)

Provides that the terms used in this subtitle have the same meaning as defined in Section 2011 of the
SSA. (Sec. 6702)
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Establishes an Elder Justice Coordinating Council within the Office of the Secretary that will consist of
officers or employees of Federal government agencies. Directs the Council to make recommendations
to the Secretary for the coordination of activities of the Department of HHS, DOJ, and other relevant
Federal, state, local and private agencies and entities, relating to elder abuse, neglect, and exploitation.
Establishes a 27-member Advisory Board on elder abuse, neglect, and exploitation, which will 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. Appropriates $6.5 million for
FY 2011 and $7 million for each of FY's 2012 through 2014. (Sec. 6703 adding Sections 2021 and
2022)

Requires the Secretary, in consultation with the Attorney General, to make grants to eligible entities to
establish and operate forensic centers, to develop forensic expertise regarding, and provide services
relating to, elder abuse, neglect, and exploitation. Appropriates $4 million for FY 2011, $6 million for
FY 2012, and $8 million for each of FYs 2013 and 2014. (Sec. 6703 adding Sec, 2031)

Requires the Secretary to make grants to eligible entities to carry out programs for continued training
and varying levels of certification and to provide bonuses or increased compensation for those who
achieve certification under such a program. Also requires the Secretary to make grants to eligible
entities to enable the entities to provide training and technical assistance. Eligible entities are defined as
long-term care facilities and community-based long-term care entities. For these grant programs, along
with a grant program for HIT, appropriates $20 million for FY 2011, $17.5 million for FY 2012, and
$15 million for each of FYs 2013 and 2014. (Sec. 6703 adding Sec. 2041)

Adult Protective Services Functions and Grant Programs. Authorizes $3 million for FY 2011 and $4
million for each of FY's 2012 through 2014 for use by the Secretary to ensure that the Department of
HHS carries out certain duties related to adult protective services. Appropriates $100 million for each
of FYs 2011 through 2014 for the Secretary to annually award grants for the purposes of enhancing
adult protective services. Appropriates $25 million for each of FYs 2011 through 2014 for state
demonstration programs that test methods for detecting or preventing elder abuse. (Sec. 6703 adding
Sec. 2042)

Long-Term Care Ombudsman Program Grants and Training. Appropriates $5 million for FY 2011, $7.5
million for FY 2012, and $10 million for each of FYs 2013 and 2014 for grants to eligible entities to
support the long-term care ombudsman program. Appropriates $10 million for each of FYs 2011
through 2014 for the Secretary to establish programs to provide and improve ombudsman training
related to elder abuse. (Sec. 6703 adding Sec. 2043)

Requires the provision of information by applicants seeking grants under the Elder Justice Act.
Requires the evaluation of activities carried out under this section and also requires an evaluation and
audit of the certified EHR technology grant program by the Secretary. Requires reports to Congress on
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these programs. Also requires the Secretary to submit a report to Congress and the Elder Justice
Coordinating Council no later than October 1, 2014. (Sec. 6703 adding Sections 2044, 2045)

Provides an option for a state plan under the program for Temporary Assistance for Needy Families to
allow states to indicate whether they intend to assist individuals in providing direct care in a long-term
care facility or in other occupations related to elder care. Requires the Secretary to enter into a contract
with an entity for the purposes of establishing a National Training Institute for Federal and State
surveyors to investigate allegations of elder abuse. Provides grants to state agencies that perform
surveys of skilled nursing facilities or nursing facilities. Sets forth reporting requirements for covered
individuals (i.e. owner, operator, employee, manager, agent or contractor of a long-term care facility
that received at least $10,000 in federal funds the preceding year) who have reasonable suspicion of a
crime against an individual receiving care in the facility. Applies CMPs for violations. Provides
discretion to the Secretary when determining penalties for providers with underserved populations.
Provides additional penalties for retaliation against an employee who reports suspicious activity.
Requires a study on establishing a national nurse aide registry and a subsequent report to Congress on
this study. (Sec. 6703 adding Sec. 2046)

Coverage for Young
Adults

Requiring the Option of Extension of Dependent Coverage for Uninsured Young Adults.
Requires group health plans offering coverage for dependent children to make such coverage
available to individuals who, but for age, would be treated as a dependent child of the plan
participant and who are under 27 years old and are not otherwise covered. Allows premiums to
be increased. Also applies these provisions to the individual market. Effective staring in 2010.
(Sec. 105, adding Secs. 2703and 2746 to the PHSA, Sec. 704 to ERISA, and Sec. 9804 to the IRC)

Qualified Health Benefits Plan Requirement. Requires qualified health benefits plans to make
coverage available for enrollee children who are under 27 years of age and not enrolled in another
health benefits plan. (Sec. 216)

Extension of Dependent Coverage. Requires individual and group plans offering dependent coverage to
allow unmarried individuals up to age 26 to remain covered as dependents. (Sec. 1001, adding Sec.
2714)

Public Plan or Not-for-
Profit Option

Provider Participation. Requires providers to meet conditions of participation in order to
participate under the public option, including state licensure or certification. Provides for
physician payment in one of two classes: preferred physicians who accept the payment as
payment in full, and participating, non-preferred physicians, who agree not to impose charges that
exceed the sum of the in-network cost-sharing plus 15% of the total payment for each item or
service. Providers other than physicians must accept payment under the public plan as payment in
full to participate. (Sec. 225)

Health Insurance Cooperatives. Requires the Commissioner to establish a Consumer Operated
and Oriented Plan (CO-OP) program within 6 months of enactment, under which the
Commissioner would make grants and loans for the establishment and initial operations of
nonprofit, member-run health insurance cooperatives that provide insurance through the national
or a state-based Exchange. Priority for funding would be given to co-ops operating on a statewide

CO-OPs — Federal Program to Assist Establishment and Operation of Nonprofit, Member-Run Health
Insurance Issuers. Requires the Secretary to establish a Consumer Operated and Oriented Plan (CO-OP)
program to foster creation of qualified nonprofit health insurance issuers to offer insurance in the
individual and small group markets in States where licensed. Prior to July 1, 2013, under the program,
the Secretary would provide grants and loans to assist with start up costs and solvency requirements.
Creates a 15-member Advisory Board that would operate until 2015. Qualified nonprofit health
insurers must be organized as nonprofits under state law and have substantially all activities consist of
issuance of qualified health plans. Prohibits entities that were health insurance issuers as of July 16,
2009 and government-sponsored entities from qualifying as a nonprofit health insurance issuer.
Requires profits to be used to benefit members. Requires compliance with state insurance laws and
coordination with state insurance reforms. Allows CO-OP plans to establish a private purchasing
council to enter into collective purchasing arrangements and other cost efficiencies. Bars the council
from setting payment rates. Appropriates $6 billion for the program. Establishes a new provision for




Page 14

A&B Health Care Public Policy Group Health Care Reform Chart

Policy

House Bill
(H.R. 3962)

Senate Bill
(H.R. 3590)

basis, with an integrated delivery system, and with a significant level of nongovernmental
financial support. Appropriates $5 billion for 2010-2014 for this program. (Sec. 310)

Public Option. Requires HHS to establish a public Exchange-participating health benefits plan
that would be available only through the Exchange. The “public health insurance option” would
have to comply with all requirements of Exchange-participating plans. Basic, enhanced, and
premium plans would be offered, and premium plus plans could also be made available. The
Secretary’s responsibility is to create a low-cost plan without compromising quality or access to
care. (Sec. 321)

Public Option Premiums and Financing. Requires HHS to establish geographically-adjusted
premium rates for the public health insurance option at a level sufficient to fully finance the costs
of the health benefits provided and administrative costs. Start up funding of not more than $2
billion, as well as additional funds to cover claims prior to the collection of premiums, would be
provided. Prevents bailouts if the plan becomes insolvent. (Sec. 322)

Public Option Payment Rules for Items and Services. Requires the Secretary to negotiate
payment for the public health insurance option for health care providers, items, and services,
including prescription drugs. Payment rates would not be lower, in the aggregate, than Medicare
rates, and would not be higher, in the aggregate than the average rates paid by qualified health
benefit plans. Payment would be consistent with provisions and requirements of certain state
waivers. Providers participating in Medicare would become participating providers for the public
option unless they opt out. (Sec. 323)

Modernized Payment Incentive and Delivery Reform. Allows payment under the public plan
option to be made using innovative payment mechanisms including a medical home or other care
management payments, ACOs, value-based purchasing, bundling of services, differential payment
rates, performance or utilization based payment, partial capitation, and direct contracting with
providers. Requires the Secretary to design and implement mechanisms to improve health
outcomes, reduce health disparities, provide efficient and affordable care, address geographic
variation in the provision of services, or prevent or manage chronic illnesses. Cost-sharing may
be modified to encourage use of services that promote health and value. Requires the Secretary to
monitor and evaluate the progress of payment and delivery system reforms. (Sec. 324)

Fraud and Abuse and HIPAA. Applies Medicare fraud and abuse laws, HIPAA rules, and health
information privacy, security, and electronic transaction rules to the public option. (Secs. 326,
327, 328)

Voluntary Enrollment. Provides that enrollment in the public option is voluntary. Allows
Members of Congress to enroll. (Secs. 329, 330)

CO-OP health insurance plans within Section 501(c) of the Internal Revenue Code and includes
reporting requirements. (Sec. 1322)

Community Health Insurance Option. Requires the Secretary to offer a Community Health Insurance
Option that provides value, choice, competition, and stability of affordable, high quality coverage
throughout the country as a qualified health plan through Exchanges. Allows States to opt-out by
prohibiting the Exchange in the State from offering the option. Requires the community option to
comply with requirements of a qualified health plan (except as specified), provide high value for
premiums charged; reduce administrative costs and promote administrative simplification; promote
high quality clinical care; provide high quality customer service; offer choice of providers; and comply
with State laws. Requires the option to cover of the essential benefits, except where a State requires
additional benefits (if the State assumes the cost). Provides that neither health care providers nor
individuals would be required to participate or enroll. Requires the Secretary to establish
geographically adjusted premium rates sufficient to cover expected costs of claims and administration.
Requires national pooling/treatment of all enrollees in community health insurance options as members
of a single pool. Requires the Secretary to negotiate rates for reimbursement of providers, but dictates
that rates be no higher than the average rates paid by insurers through plans in the Exchange. Subjects
the option to State and Federal solvency standards and to State consumer protection laws. Establishes a
Start-Up Fund to provide loans for initial operations, to be repaid with interest within 9 years.
Authorizes the Secretary to contract with qualified entities for administrative functions of the option.
Qualified entities would need to meet certain criteria, including implementation of procedures to
identify beneficiaries without use of SSNs and use of technology to provide real-time data analysis of
claims for payment. Certain types of marketing materials are prohibited. (Sec. 1323)

State Advisory Council. Requires States in which the community health insurance option is offered to
establish a State Advisory Council to provide recommendations to the Secretary on the operations and
policies of the option in the State, including on: policies and procedures to integrate quality
improvement and cost containment mechanisms into delivery systems; mechanisms to facilitate public
awareness of the availability of the option and alternative payment structures to providers that
encourage quality improvement and cost control. (Sec. 1323)

Level Playing Field. Subjects CO-OP plans and the community health insurance option to the same
laws and requirements that apply to private health insurance issuers. (Sec. 1324)

Basic Health Program. Allows the Secretary to establish a basic health program under which States
would have the option of contracting with “standard health plans” in lieu of offering coverage to certain
eligible individuals through the Exchange. Defines eligible individuals as those with household income
between 133% and 200% of the poverty line who are not eligible for Medicaid, Medicare, or employer-
based coverage. Limits premiums and cost-sharing under the program. Requires “standard” health
insurance plans to offer at least the essential benefits package and have a medical loss ratio of at least
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VA Reimbursement. Requires a memorandum of understanding between HHS and the VA
regarding recovery of costs related to care provided to Veterans covered under the public option.
(Sec. 331)

85%. States would contract for standard health plans through a competitive process, including
negotiation of premiums, cost-sharing, and extra benefits. Requires States to seek to coordinate the
administration of standard plans with other States. Provides for transfer of federal funds to States for
establishment of trust funds to be used to reduce premiums and cost sharing within the basic health
program. The amount of the transfer would be 85% of the tax credits and cost-sharing reductions that
would otherwise have been provided to individuals enrolled in standard health plans if they were
enrolled in qualified health plans. (Sec. 1331)

Waiver for State Innovation. Allows States to apply for a waiver of certain requirements for plans
offered within the State for plan years beginning on or after January 1, 2017. Waivers could be for up to
5 years for requirements relating to qualified health plans, Exchanges, cost-sharing reductions, tax
credits, the individual responsibility requirement, and shared responsibility for employers. Requires the
Secretary to provide States the aggregate amount of tax credits and cost-sharing reductions that would
have been paid to residents of the State in the absence of a waiver. Requires that States continue to
provide comprehensive and affordable coverage to at least a comparable number of residents. (Sec.
1332)

Offering of Plans in More than One State. By July 1, 2013, requires the Secretary, in consultation with
NAIC, to issue regulations on health care choice compacts under which 2 or more States may agree to
have 1 or more qualified plans offered in both (or all) States. Requires insurers to meet market conduct,
trade practices, network adequacy, and other requirements of the state where the purchaser resides.
Requires insurers to be licensed in all States where offered.

Individual Mandate

Individual Responsibility. Provides for a 2.5% additional tax on the modified adjusted gross
income of an individual who does not obtain “acceptable coverage” for the individual or
dependents claimed on the individual’s tax return. Authorizes the Department of Treasury and the
Exchange to establish a hardship exemption from the additional tax. Acceptable coverage
includes grandfathered individual and employer coverage, certain government coverage (e.g.,
Medicare, Medicaid, certain coverage provided to veterans, military employees, retirees, and their
families, and members of Indian tribes), and coverage obtained pursuant to the Exchange or an
employer offer of coverage. (Sec. 501)

Requirement to Maintain Minimum Essential Coverage. Makes findings related to the authority of the
federal government to regulate individual health insurance. Amends the Internal Revenue Code to
require individuals to maintain minimum essential coverage beginning after 2013. Minimum coverage
includes a government plan (Medicare, Medicaid, CHIP, TRICARE, VA, etc.), and employer-
sponsored plan, plans in the individual market, grandfathered health plans, or other coverage
recognized by the Secretary. Imposes a shared responsibility payment penalty on individuals who fail to
maintain coverage. The amount of the fee would be based on the number of months during which the
individual did not have coverage, based on a per year amount of $750 starting in 2016, indexed based
on the cost of living adjustment for later years. Phases in the penalty starting at $95 for 2014 and $350
for 2015. Allows for religious exemptions. Exempts individuals for whom the required contribution for
coverage (amount required by an employer or the annual premium for the lowest cost bronze plan) for
the month exceeds 8% of the individual’s household income. Exempts individuals with income below
100% FPL and members of Indian tribes. Allows for 3 month gaps in coverage and allows the
Secretary to make exceptions based on hardship. Removes criminal penalties otherwise applicable
under the tax code for purposes of these payments. Effective in 2013. (Sec. 1501)

Reporting. Requires reporting of coverage by individuals, employers, and governmental units under the
Internal Revenue Code. Requires the IRS to notify individuals of nonenrollment. (Sec. 1502)

Employer Mandate

Play. Requires employers to: offer coverage to employees and their families under a qualified

Employer Requirement to Inform Employees of Coverage Options. Requires employers to provide
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benefits plan; contribute towards coverage; and make contributions to the Exchange for
employees who obtain coverage through the Exchange. (Sec 411) To meet the requirements of
this section, employers must offer coverage, make the required contribution, provide information
to the government, and provide for auto enrollment (with opt out) of employees into the available
plan with the lowest premium (with an opt out and notice requirement). Employer contribution to
full time employee coverage must be at least 72.5% of the lowest cost plan for individuals; 65%
for families. For part-time employees, the contribution would be a proportion of these amounts,
as set by HHS. Salary reductions would not be counted towards the required employer
contribution. (Sec. 412)

Pay. Allows an employer, in lieu of providing coverage, to pay an amount equal to 8% of average
wages paid by the employer into the Health Insurance Exchange Trust Fund. Special rules are
provided for small employers, defined as having an annual payroll for the preceding calendar year
below $750,000. The percentage is reduced incrementally depending on the annual payroll of the
employer. (Sec. 413)

Improper Steering. Provides authority to the Health Choices Commission to set standards to
prevent “improper steering” of high-risk individuals into the Exchange. (Sec. 414)

Impact Study. Requires the Secretary of Labor to study the effect of the employer responsibility
requirements on employment-based health plans sponsorship and to submit an annual report and
legislative recommendations to Congress. (Sec. 415)

Study on Employer Hardship Exemption. Requires a joint-agency study on the impact of the
employer responsibility requirements. Requires recommendations to Congress on whether an
employer hardship exemption would be appropriate. (Sec. 416)

Satisfaction of Participation Requirements under ERISA and the PHSA. Amends ERISA to allow
an employer to meet the national health coverage participation requirements by establishing and
maintaining a group health plan. Provides for regular audits of compliance with requirements and
provides for civil penalties for noncompliance with coverage participation requirements. (Sec.
421)

Also requires satisfaction of health coverage participation requirements under the Internal
Revenue Code and the PHSA. Provides for periodic investigations to determine compliance and
for enforcement through civil penalties. Effective December 31, 2012. (Sections 422, 423)

Additional Rules. Requires coordination among officers of various federal agencies with
jurisdiction to ensure coordination of policies, regulations, and rulings. (Sec. 424)

Election to satisfy health coverage participation requirements. Provides rules under which an

notice to their employees at the time of hiring informing them: of the existence of an Exchange; that if
the employer plan’s share of the total allowed costs of benefits is less than 60% of such costs, that the
employee may be eligible for a premium assistance tax credit and cost sharing reduction; and that, if the
employee purchases a qualified health plan through the Exchange, the employee will lose the employer
contribution (if any). (Sec. 1512)

Shared Responsibility for Employers. Provides that, if a large employer (more than 50 full-time
employees, with exceptions for seasonal workers) does not offer coverage and has at least one full-time
employee who has enrolled in a plan for which a premium assistance tax credit or cost-sharing reduction
is allowed or paid for the employee, the employer must pay $750 per full-time employee. Requires a
large employer that requires a waiting period before an employee can enroll in health care coverage to
pay $400 for any full-time employee in a 30-60 day waiting period and $600 for any full-time employee
in a 60-90 day waiting period. Requires payments to be paid upon notice and demand of the Secretary.
Requires the Secretary of Labor to the study and report on the effects of this tax on wages. (Sec. 1513)

Reporting of Employer Health Insurance Coverage. Requires large employers to report to the Secretary
whether they offer full-time employees (and their dependents) the opportunity to enroll in minimum
essential coverage under an eligible employer-sponsored plan, the length of any applicable waiting
period, the lowest cost option in each of the enrollment categories under the plan, and the employer’s
share of the total allowed costs of benefits provided under the plan. Requires the employer to also report
the number and names of full-time employees receiving coverage and to furnish statements to employees
about whom information is reported. (Sec. 1514)

Offering of Exchange-Participating Qualified Health Plans Through Cafeteria Plans. Amends the
Internal Revenue Code related to cafeteria plans to provide that plans provided through the Exchange
will not be an eligible benefit under an employer-sponsored cafeteria plan, except where certain
employers offer a choice of plans to their employees through an Exchange. (Sec. 1515)
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employer makes an election to offer health coverage (an “offering employer”) in lieu of the
payroll tax that applies to a non-offering employer. This section also provides for an excise tax
(%100 per day with limitations where failure is corrected, not discovered or unintentional, or
where civil penalties have been applied under ERISA for each day an employer fails to meet the
health coverage participation requirements for an employee) that applies to an offering employer,
if the employer fails to follow the rules governing an offer of coverage. (Sec. 511)

Health care contributions of nonelecting employers. Establishes a payroll tax of 8% of the wages
that an employer pays to its employees for employers who choose not to offer coverage. For small
employers, the percentage is reduced incrementally depending on the annual payroll of the
employer: employers with an annual payroll up to $500,000 pay 0 percent; between $500,000 and
$585,000 pay 2 percent; between $585,000 and $670,000 pay 4 percent; and between $670,000
and $750,000 pay 6 percent. (Sec. 512)

Other Employer
Requirements

Entities that provide acceptable coverage would be required to report information on individuals
they cover and the period of coverage to the IRS. This information would also be provided in a
statement to employees. (Sec. 401)

Prohibition of Discrimination Based on Salary. Prohibits employers that provide health coverage from
limiting eligibility for coverage based on the wages or salaries of similarly situated full-time employees.
(Sec. 1001, adding Sec. 2716)

Automatic Enrollment for Employees of Large Employers. Requires employers with more than 200
employees to automatically enroll new full-time employees in coverage (subject to any waiting period
authorized by law) and to continue the enrollment of current employees. Requires adequate notice and
opportunity for opt out for an employee who is auto-enrolled. (Sec. 1511)

Premium Subsidies to
Individuals

Disclosures to carry out health insurance exchange subsidies. Requires the IRS to disclose to the
Health Choices Administration or state-based health insurance exchange certain tax return
information on taxpayers whose income is relevant to determining affordability credits. Restricts
use of tax return information to establishing and verifying the appropriate amount of any
affordability credit. (Sec. 541)

Ensuring Value and Lower Premiums. Requires insurers in the small or large group market to pay
rebates to enrollees in any plan year where the medical loss ratio is below a level to be set by the
Secretary at no less than 85%. This requirement sunsets when health insurance coverage is
offered through the Exchange. Applies these provisions to the individual market, except to the
extent the Secretary determines that it may destabilize the existing individual market. Effective
for plan years beginning on or after January 1, 2010. (Sec. 102, adding Sec. 2714)

Affordability Credits. Requires the Health Choices Commissioner to administer individual
affordability credits and determine eligibility. Credits would include affordability premium credits
and cost-sharing credits, which the Commissioner would pay from a Health Insurance Exchange
Trust Fund to the entity offering the plan. Either the Commissioner or State Medicaid agencies
would determine eligibility. At the time they apply for credits, individuals would be screened for

Refundable Tax Credit Providing Premium Assistance for Coverage under a Qualified Health Plan.
Amends the Internal Revenue Code to provide a refundable tax credit for coverage under a qualified
health plan. Provides for the credit amount to be calculated based on a sliding scale. The premium
assistance amount would be the lesser of monthly premium amount for a taxpayer’s plan, or the monthly
premium of the second lowest cost silver plan divided by the applicable percentage of taxpayer income.
Applicable percentages range from 2% of income for those at or above 100% FPL to 9.8% of income for
those at 200% FPL. Premium assistance credits would not account for additional benefits mandated by
States. Employees offered coverage by an employer under which the plan’s share of the total allowed
costs of benefits provided under the plan is less than 60% of such costs, or for whom the premium
exceeds 9.8% of the employee’s income, are eligible for the premium assistance credit. Provides for
reconciliation of the premium assistance credit amount at the end of the taxable year. Requires a study
on the affordability of health insurance coverage by the Comptroller General. (Sec. 1401)

Reduced Cost-Sharing for Individuals Enrolling in Qualified Health Plans. Requires that the Secretary
notify insurers of “eligible insured” who enroll in plans offered by the insurer. Requires that insurers
reduce cost-sharing amounts as specified. Defines “eligible insured” as individuals enrolled in silver
level coverage with income 100-400% FPL. The standard out-of-pocket maximum limits would be
reduced to 1/3 for those between 100-200% FPL, 1/2 for those between 200-300% FPL, and 2/3 for
those between 300-400% FPL. Requires coordination in actuarial value limits such that a plan’s share of




Page 18

A&B Health Care Public Policy Group Health Care Reform Chart

Policy

House Bill
(H.R. 3962)

Senate Bill
(H.R. 3590)

Medicaid eligibility and enrolled if eligible. Requires verification of citizenship or lawful
residence and an annual report to Congress on the number of applicants and their citizenship or
immigration status and the disposition of their applications. Requires a GAO report on the
effectiveness of the citizenship and immigration verification systems. Appropriates $30 million
for the verification system. Requires coordination between the Social Security Administration
and the Health Choices Commissioner. In years 1 and 2, allows use of credits only for purchase
of a basic plan; allows flexibility in later years. Prohibits use of public funds for abortion
services. Prevents provision of cash rebates. (Sec. 341)

Eligibility for Credits. Eligible individuals must be lawfully present in the U.S., enrolled under an
Exchange-participating plan (not through an employer), have MAGI below 400% FPL, not be
eligible for Medicaid, and not be otherwise enrolled in acceptable coverage. Creates special rules
for Indians and limitations and exceptions to the employee and dependent disqualification. (Sec.
342)

Amount of Credits. Premium credits would be based on a specified premium percentage limit
based on a sliding scale for income tiers and family income. The reference premium amount
would be based on the average premium for the 3 lowest-premium basic plans in the rating area.
Premium percentage limits would be set on a sliding scale (ranging from an initial premium
percentage of 1.5% and a final premium percentage of 3% for families at 133%-150% of FPL, to
an initial premium of 11% and a final premium percentage of 12% for families at 350% to 400%
of FPL. Percentages for additional “income tiers” are provided). Actuarial value percentages for
the same tiers of eligible individuals range from 97% for those 133-150% of FPL to 70% for those
at 350%-400% of FPL. Sets the out of pocket limit at $500 for those at 133-150% of FPL,
ranging up to $5,000 for those at 350%-400% of FPL. (Sec. 343).

Cost-Sharing Credit. Requires the Commissioner to specify a reduction in cost-sharing amounts
and the annual limitation on cost-sharing for each income tier. (Sec. 344). Provides income
determination and verification procedures. Requires individuals to report significant changes in
income. Directs the Commissioner to study geographic variation in application of the federal
poverty level (Sec. 245)

Application to Territories. Allows territories to elect to be treated as states or to otherwise receive
increased funding. (Sec. 346)

Undocumented Aliens. Does not allow payment for undocumented aliens. (Sec 347)

total allowed costs of benefits would be increased to 90% for those between 100-150% FPL, to 80% for
those between 150-200% FPL, and to 70% for those between 200-400% FPL. Cost-sharing assistance
would not account for additional benefits mandated by States. (Sec. 1402)

Procedures for Determining Eligibility for Exchange Participation, Premium Tax Credits and Reduced
Cost-Sharing, and Individual Responsibility Exemptions. Requires the Secretary to establish a program
for determining whether an individual applying for coverage 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, is a U.S. citizen or national or a lawfully present alien and meets the income and coverage
requirements; whether coverage offered to an individual under an employer-sponsored health benefits
plan is “unaffordable”; and whether to certify that an individual is entitled to an exemption from either
the individual responsibility requirement or the related penalty. Requires verification of information
provided by applicants and verification of records. Creates processes for appeals by individuals and
employers. Provides confidentiality requirements and imposes penalties if applicants submit false or
fraudulent information. Requires HHS and the Treasury Department to study administration of the
employer responsibility requirement and protection of employer and employee rights. (Sec. 1411)

Advance Determination and Payment of Premium Tax Credits and Cost-Sharing Reductions. Requires
the Secretary to establish a program to allow for the advanced payment of premium assistance tax credits
and cost-sharing reductions to plans for eligible individuals upon the request of an Exchange. Also
provides for advanced determinations of individual eligibility. Requires the Secretary of the Treasury to
make advantage payments under this section to insurers on a monthly basis and requires the insurer to
reduce the premium charged accordingly. Cost-sharing reduction payment would also be made to
insurers of eligible individuals. Prohibits any Federal payments to individuals who are not lawfully
present in the United States. (Sec. 1412)

Streamlining of Procedures for Enrollment Through an Exchange and State Medicaid, CHIP, and Health
Subsidy Programs. Requires the Secretary to establish a system for the residents of each State to apply
for enrollment in, receive a determination of eligibility for participation in, and continue participation in,
applicable State health subsidy programs. Requires each state to use a single streamlined form for
applications to subsidy programs. Requires development of secure electronic interfaces allowing an
exchange of data to allow for all determinations of eligibility for all programs based on a single form,
and requires a data matching program for determining eligibility. (Sec. 1413)

Disclosures to Carry out Eligibility Requirements for Certain Programs. Allow