BAIOYROS S.L.C.

AMENDMENT NO. Calendar No.

Purpose: To improve the bill.
IN THE SENATE OF THE UNITED STATES—111th Cong., 1st Sess.

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 employ-
ees, and for other purposes.

Referred to the Committee on and
ordered to be printed

Ordered to lie on the table and to be printed

AMENDMENT intended to be proposed by
to the amendment (No. 2786)

proposed by Mr. REID

Viz:

[E—

On page 2074, strike lines 22 through 25, and insert
the following:

(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

AN N B~ W

taxable years beginning after such date.
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TITLE X—STRENGTHENING
QUALITY, AFFORDABLE
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 individual
health insurance coverage may not establish—

“(A) lifetime limits on the dollar value of
benefits for any participant or beneficiary; or

“(B) except as provided in paragraph (2),
annual 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 insurance
issuer offering group or individual health insurance

coverage may only establish a restricted annual limit
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on the dollar value of benefits for any participant or

beneficiary with respect to the scope of benefits that

are essential health benefits under section 1302(b)

of the Patient Protection and Affordable Care Act,

as determined by the Secretary. In defining the term

‘restricted annual limit” for purposes of the pre-

ceding sentence, the Secretary shall ensure that ac-

cess to needed services is made available with a

minimal impact on premiums.

“(b) PER BENEFICIARY LiIMITS.—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 specific covered benefits that are
not essential health benefits under section 1302(b) of the
Patient 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 Service Act,
as added by section 1001(5) of this Act, 1s amended by
striking “and providing to enrollees” and inserting ‘“‘and
providing to applicants, enrollees, and policyholders or cer-
tificate holders”.

(¢) Subpart IT 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:
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4
“SEC. 2715A. PROVISION OF ADDITIONAL INFORMATION.

“A eroup health plan and a health insurance issuer
offering group or individual health insurance 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 information
required to the Secretary and the State insurance commis-
sioner, and make such information available to the pub-
lic.”.

(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 requirements of sec-
tion 105(h)(2) of the Internal Revenue Code of 1986 (re-
lating to prohibition on diserimination in favor of highly

compensated individuals).

“(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.
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1 “(2) HIGHLY COMPENSATED INDIVIDUAL.—The
2 term ‘highly compensated individual’ has the mean-
3 ing given such term by section 105(h)(5) of such
4 Code.”.

5 (e) Section 2717 of the Public Health Service Act,
6 as added by section 1001(5) of this Act, is amended—
7 (1) by redesignating subsections (¢) and (d) as
8 subsections (d) and (e), respectively; and

9 (2) by inserting after subsection (b), the fol-
10 lowing:

11 “(¢) PROTECTION OF SECOND AMENDMENT GUN
12 RicHTS.—

13 “(1) WELLNESS AND PREVENTION PRO-
14 GRAMS.—A wellness and health promotion activity
15 implemented under subsection (a)(1)(D) may not re-
16 quire the disclosure or collection of any information
17 relating to—

18 “(A) the presence or storage of a lawfully-
19 possessed firearm or ammunition in the resi-
20 dence or on the property of an individual; or
21 “(B) the lawful use, possession, or storage
22 of a firearm or ammunition by an individual.
23 “(2) LIMITATION ON DATA COLLECTION.—None
24 of the authorities provided to the Secretary under

25 the Patient Protection and Affordable Care Act or
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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 ammu-
nition; or
“(C) the lawful storage of a firearm or am-
munition.
“(3) LIMITATION ON DATABASES OR DATA

BANKS.

None of the authorities provided to the
Secretary under the Patient Protection and Afford-
able Care Act or an amendment made by that Act
shall be construed to authorize or may be used to
maintain records of individual ownership or posses-
sion 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 with-
held under any health benefit plan issued pursuant

to or in accordance with the Patient Protection and
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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-

No individual

QUIREMENTS FOR INDIVIDUALS.
shall be required to disclose any information under
any data collection activity authorized under the Pa-
tient Protection and Affordable Care Act or an
amendment made by that Act relating 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 fol-
lows:

“SEC. 2718. BRINGING DOWN THE COST OF HEALTH CARE

COVERAGE.

“(a) CLEAR ACCOUNTING FOR COSTS.—A health in-

surance issuer offering group or individual health insur-
ance coverage (including a grandfathered health plan)

shall, with respect to each plan year, submit to the Sec-
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retary a report concerning the ratio of the incurred loss
(or incurred claims) plus the loss adjustment expense (or
change in contract reserves) to earned premiums. Such re-
port shall include the percentage of total premium rev-
enue, after accounting for collections or receipts for risk
adjustment and risk corridors and payments of reinsur-
ance, that such coverage expends—
“(1) on reimbursement for clinical services pro-
vided 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 exclud-
ing Federal and State taxes and licensing or regu-
latory fees.
The Secretary shall make reports received under this sec-
tion available to the public on the Internet website of the
Department of Health and Human Services.
“(b) ENSURING THAT CONSUMERS RECEIVE VALUR

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 insur-
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ance 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
Protection and Affordable Care Act) for the
plan year (except as provided in subparagraph
(B)(ii)), is less than—

“(1) with respect to a health insurance
issuer offering coverage in the large group
market, 85 percent, or such higher per-
centage as a State may by regulation de-
termine; or

“(i1) with respect to a health insur-
ance issuer offering coverage in the small
oroup market or in the individual market,
80 percent, or such higher percentage as a

State may by regulation determine, except
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that the Secretary may adjust such per-
centage with respect to a State if the Sec-
retary determines that the application of
such 80 percent may destabilize the indi-
vidual market in such State.

“(B) REBATE AMOUNT.—

“(1) CALCULATION OF AMOUNT.—The
total amount of an annual rebate required
under this paragraph shall be n an
amount equal to the product of—

“(I) the amount by which the
percentage described in clause (i) or

(11) of subparagraph (A) exceeds the

ratio described in such subparagraph;

and
“(IT) the total amount of pre-
mium revenue (excluding Federal and

State taxes and licensing or regu-

latory fees and after accounting for

payments or receipts for risk adjust-
ment, risk corridors, and reinsurance

under sections 1341, 1342, and 1343

of the Patient Protection and Afford-

able Care Act) for such plan year.
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“(11) CALCULATION BASED ON AVER-
AGE  RATIO.—Beginning on January 1,
2014, the determination made under sub-
paragraph (A) for the year involved shall
be based on the averages of the premiums
expended on the costs desceribed in such
subparagraph and total premium revenue
for each of the previous 3 years for the

plan.
“(2) CONSIDERATION IN SETTING PERCENT-

AGES.

In determining the percentages under para-
oraph (1), a State shall seek to ensure adequate par-
ticipation by health insurance issuers, competition in
the health insurance market in the State, and value
for consumers so that premiums 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 pen-
alties.

“(¢) DEFINITIONS.—Not later than December 31,

2010, and subject to the certification of the Secretary, the
National Association of Insurance Commissioners shall es-
tablish uniform definitions of the activities reported under

subsection (a) and standardized methodologies for calcu-
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lating measures of such activities, including definitions of
which activities, and in what regard such activities, con-
stitute activities deseribed in subsection (a)(2). Such
methodologies shall be designed to take into account the
special circumstances of smaller plans, different types of

plans, and newer plans.

“(d) ADJUSTMENTS.—The Secretary may adjust the
rates described in subsection (b) if the Secretary deter-
mines appropriate on account of the volatility of the indi-

vidual market due to the establishment of State Ex-

changes.

“(e) STANDARD HoOSPITAL CHARGES.—Each hospital
operating within the United States shall for each year es-
tablish (and update) and make public (in accordance with
cuidelines developed by the Secretary) a list of the hos-
pital’s standard charges for items and services provided
by the hospital, including for diagnosis-related groups es-
tablished 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.—
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“(1) IN GENERAL.—A group health plan and a
health insurance issuer offering group or individual
health insurance coverage shall implement an effec-
tive appeals process for appeals of coverage deter-
minations and claims, under which the plan or issuer
shall, at a minimum—

“(A) have in effect an internal claims ap-
peal process;

“(B) provide notice to enrollees, in a cul-
turally and linguistically appropriate manner, of
available internal and external appeals proe-
esses, and the availability of any applicable of-
fice of health insurance consumer assistance or
ombudsman established under section 2793 to
assist 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-

eS8s.

“(2) ESTABLISHED PROCESSES.—To comply
with paragraph (1)—
“(A) a group health plan and a health in-

surance issuer offering group health coverage
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shall provide an internal claims and appeals
process that initially incorporates the claims
and appeals procedures (including urgent
claims) set forth at section 2560.503-1 of title
29, Code of Federal Regulations, as published
on November 21, 2000 (65 Fed. Reg. 70256),
and shall update such process in accordance
with any standards established by the Secretary
of Liabor for such plans and issuers; and

“(B) a health insurance issuer offering in-
dividual 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 ex-
istence on the date of enactment of this sec-
tion), and shall update such process in accord-
ance with any standards established by the Sec-
retary of Health and Human Services for such

issuers.

“(b) EXTERNAL REVIEW.—A group health plan and

22 a health insurance issuer offering group or individual

23 health insurance coverage—

24
25

“(1) shall comply with the applicable State ex-

ternal review process for such plans and issuers
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| that, at a minimum, includes the consumer protec-
2 tions set forth in the Uniform External Review
3 Model Act promulgated by the National Association
4 of Insurance Commissioners and is binding on such
5 plans; or

6 “(2) shall implement an effective external re-
7 view process that meets minimum standards estab-
8 lished by the Secretary through guidance and that is
9 similar to the process described under paragraph
10 (1)—
11 “(A) if the applicable State has not estab-
12 lished an external review process that meets the
13 requirements of paragraph (1); or
14 “(B) if the plan is a self-insured plan that
15 is not subject to State insurance regulation (in-
16 cluding a State law that establishes an external
17 review process described in paragraph (1)).
18 “(e) SECRETARY AUTHORITY.—The Secretary may
19 deem the external review process of a group health plan

[\
)

or health insurance issuer, in operation as of the date of

(\9)
p—

enactment of this section, to be in compliance with the

I\
\®}

applicable process established under subsection (b), as de-

[\
W

termined appropriate by the Secretary.”.

(h) Subpart II of part A of title XVIII of the Public

(\O RN\
() BT

Health Service Act, as added by section 1001(5) of this



BAIOYROS S.L.C.

O o0 N N W B W =

| \O JEE \© R \O R O B O B e e e e e T e e e
A LW O = O VWV 0 N O R WD = O

16

Act, is amended by inserting after section 2719 the fol-
lowing:
“SEC. 2719A. PATIENT PROTECTIONS.
“(a) CHOICE OF HEALTH CARE PROFESSIONAL.—If
a group health plan, or a health insurance issuer offering
eroup or individual health insurance coverage, requires or
provides for designation by a participant, beneficiary, or
enrollee of a participating primary care provider, then the
plan or issuer shall permit each participant, beneficiary,
and enrollee to designate 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 covers
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 au-
thorization determination;
“(B) whether the health care provider fur-
nishing such services is a participating provider

with respect to such services;
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1 “(C) in a manner so that, if such services
2 are provided to a participant, beneficiary, or en-
3 rollee—

4 “(i) by a nonparticipating health care
5 provider with or without prior authoriza-
6 tion; or

7 “(11)(I) such services will be provided
8 without 1mposing any requirement under
9 the plan for prior authorization of services
10 or any limitation on coverage where the
11 provider of services does not have a con-
12 tractual relationship with the plan for the
13 providing of services that is more restrie-
14 tive than the requirements or limitations
15 that apply to emergency department serv-
16 ices received from providers who do have
17 such a contractual relationship with the
18 plan; and

19 “(IT) if such services are provided out-
20 of-network, the cost-sharing requirement
21 (expressed as a copayment amount or coin-
22 surance rate) is the same requirement that
23 would apply if such services were provided
24 In-network;
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“(D) without regard to any other term or
condition 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 Retire-
ment 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 se-
vere pain) such that a prudent layperson, who
possesses an average knowledge of health and
medicine, could reasonably expect the absence
of immediate medical attention to result in a
condition deseribed in clause (1), (i1), or (i) of
section 1867(e)(1)(A) of the Social Security
Act.

“(B) EMERGENCY SERVICES.—The term

‘emergency services’ means, with respect to an
emergency medical condition—
“(1) a medical screening examination

(as required under section 1867 of the So-
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cial Security Act) that is within the capa-
bility of the emergency department of a
hospital, mcluding ancillary services rou-
tinely available to the emergency depart-
ment to evaluate such emergency medical

condition, and
“(11) within the capabilities of the
staff and facilities available at the hospital,
such further medical examination and
treatment as are required 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)).

“(¢) ACCESS TO PEDIATRIC CARE.—

“(1) PEDIATRIC CARE.—In the case of a person
who has a child who is a participant, beneficiary, or
enrollee under a group health plan, or health insur-
ance coverage offered by a health insurance issuer in
the group or individual market, if the plan or issuer
requires or provides for the designation of a partici-
pating primary care provider for the child, the plan

or issuer shall permit such person to designate a
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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 cov-
erage 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 GYNE-

COLOGICAL CARE.—

“(1) GENERAL RIGHTS.—

“(A) DIRECT ACCESS.—A group health
plan, or health insurance issuer offering group
or individual health insurance coverage, de-
sceribed in paragraph (2) may not require au-
thorization or referral by the plan, issuer, or
any person (including a primary care provider
described in paragraph (2)(B))) in the case of
a female participant, beneficiary, or enrollee
who seeks coverage for obstetrical or gyneco-
logical care provided by a participating health
care professional who specializes in obstetrics or
oynecology. Such professional shall agree to

otherwise adhere to such plan’s or issuer’s poli-
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cies and procedures, including procedures re-
carding referrals and obtaining prior authoriza-
tion and providing services pursuant to a treat-
ment plan (if any) approved by the plan or
issuer.

“(B) OBSTETRICAL AND GYNECOLOGICAL
CARE.—A group health plan or health insur-
ance issuer described in paragraph (2) shall
treat the provision of obstetrical and gyneco-
logical care, and the ordering of related obstet-
rical and gynecological items and services, pur-
suant to the direct access described under sub-
paragraph (A), by a participating health care
professional who specializes in obstetrics or
oynecology as the authorization of the primary
care provider.

“(2) APPLICATION OF PARAGRAPH.—A group

health plan, or health insurance issuer offering
oroup or individual health insurance coverage, de-
seribed in this paragraph is a group health plan or

coverage that—

“(A) provides coverage for obstetric or

oynecologic care; and
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“(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 cov-
erage 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.”.

(1) Section 2794 of the Public Health Service Act,

16 as added by section 1003 of this Act, is amended—

17
18
19
20
21
22
23
24
25

(1) m subsection (¢)(1)—

(A) in subparagraph (A), by striking
“and” at the end;

(B) in subparagraph (B), by striking the
period and inserting ‘; and”; and

(C) by adding at the end the following:

“(C) 1n establishing centers (consistent
with subsection (d)) at academic or other non-

profit institutions to collect medical reimburse-
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ment information from health insurance issuers,
to analyze and organize such information, and
to make such information available to such
issuers, health care providers, health research-
ers, health care policy makers, and the general
public.”’; and

(2) by adding at the end the following:

“(1) FUNCTIONS.—A center established under

subsection (¢)(1)(C) shall—

“(A) develop fee schedules and other data-
base tools that fairly and accurately reflect
market rates for medical services and the geo-
oraphic differences in those rates;

“(B) wuse the best available statistical
methods and data processing technology to de-
velop 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
readily available to the public through an Inter-
net website that allows consumers to under-

stand the amounts that health care providers in
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their area charge for particular medical serv-
ices; and
“(E) regularly publish information con-
cerning 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 es-
tablished under subsection (¢)(1)(C) shall adopt by-
laws that ensures that the center (and all members
of the governing board of the center) is independent
and free from all conflicts of interest. Such by-laws
shall ensure that the center is not controlled or in-
fluenced by, and does not have any corporate rela-
tion to, any individual or entity that may make or
receive payments for health care services based on
the center’s analysis of health care costs.

“(3) RULE OF CONSTRUCTION.—Nothing in
this subsection shall be construed to permit a center
established under subsection (¢)(1)(C) to compel
health insurance issuers to provide data to the cen-

29

ter.”.

SEC. 10102. AMENDMENTS TO SUBTITLE B.

(a) Section 1102(a)(2)(B) of this Act i1s amended—
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(1) in the matter preceding clause (i), by strik-
ing “‘group health Dbenefits plan” and inserting
“oroup benefits plan providing health benefits”; and

(2) in clause (i)(I), by inserting “‘or any agency
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 (COV-
ERAGE.—An Internet website established under
paragraph (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 fol-
lowing 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—

“(1) a single disease or condition; or
“(i1) an unreasonably limited set of
diseases or conditions (as determined by

the Secretary).
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“(B) Medicaid coverage under title XIX of
the Social Security Act.

“(C) Coverage under title XXI of the So-
cial Security 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.

“(F) Coverage within the small group mar-
ket for small businesses and their employees,
including 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 af-

fordable 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 market)” after ‘“‘such market”.

(b) Section 2708 of the Public Health Service Act,
as added by section 1201(4) of this Aect, is amended by

striking “or individual”’.
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(¢) Subpart I of part A of title XXVII of the Public¢
Health Service Act, as added by section 1201(4) of this

Act, 1s amended by inserting after section 2708, the fol-

“SEC. 2709. COVERAGE FOR INDIVIDUALS PARTICIPATING

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 coverage

to a qualified individual, then such plan or issuer—

“(A) may not deny the individual partici-
pation in the clinical trial referred to in sub-
section (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
participation in the trial; and

“(C) may not discriminate against the in-
dividual on the basis of the individual’s partici-

pation in such trial.

“(2) ROUTINE PATIENT COSTS.
“(A) IncLusioN.—For purposes of para-

oraph (1)(B), subject to subparagraph (B), rou-
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| tine patient costs include all items and services
2 consistent with the coverage provided in the
3 plan (or coverage) that is typically covered for
4 a qualified individual who is not enrolled in a
5 clinical trial.

6 “(B) ExcrusioN.—For purposes of para-
7 oraph (1)(B), routine patient costs does not in-
8 clude—

9 “(1) the investigational item, device, or
10 service, itself;

11 “(11) items and services that are pro-
12 vided solely to satisfy data collection and
13 analysis needs and that are not used in the
14 direct clinical management of the patient;
15 or

16 “(i1) a service that is clearly incon-
17 sistent with widely accepted and estab-
18 lished standards of care for a particular di-
19 agnosis.
20 “(3) USE OF IN-NETWORK PROVIDERS.—If one
21 or more participating providers is participating in a
22 clinical trial, nothing in paragraph (1) shall be con-
23 strued as preventing a plan or issuer from requiring
24 that a qualified individual participate in the trial
25 through such a participating provider if the provider
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will accept the individual 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 outside the State in
which the qualified individual resides.

“(b) QUALIFIED INDIVIDUAL DEFINED.—For pur-

poses of subsection (a), the term ‘qualified individual’
means an individual who is a participant or beneficiary
in a health plan or with coverage deseribed 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 pro-
tocol with respect to treatment of cancer or other
life-threatening disease or condition.

“(2) Either—

“(A) the referring health care professional
1s 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 pro-

vides medical and scientific information estab-
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lishing that the individual’s participation in
such trial would be appropriate based upon the
individual meeting the conditions described in
paragraph (1).
“(¢) 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 services provided outside of the plan’s (or coverage’s)
health care provider network unless out-of-network bene-
fits 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, detection, or treatment
of cancer or other life-threatening disease or condi-
tion and is described in any of the following sub-
paragraphs:

“(A) FEDERALLY FUNDED TRIALS.—The

study or investigation is approved or funded
(which may include funding through in-kind
contributions) by one or more of the following:
“(1)  The National Institutes of

Health.
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“(i1) The Centers for Disease Control
and Prevention.
“(ii1) The Agency for Health Care Re-
search and Quality.
“(iv) The Centers for Medicare &
Medicaid Services.
“(v) cooperative group or center of
any of the entities deseribed in clauses (1)
through (iv) or the Department of Defense
or the Department of Veterans Affairs.
“(vi) A qualified non-governmental re-
search entity identified in the guidelines
issued by the National Institutes of Health
for center support grants.
“(vii) Any of the following if the con-
ditions described in paragraph (2) are met:
“(I) The Department of Veterans
Affairs.
“(IT) The Department of De-
fense.
“(III) The Department of En-
erey.
“(B) The study or investigation is con-

ducted under an investigational new drug appli-
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cation reviewed by the Food and Drug Adminis-
tration.
“(C) The study or investigation is a drug
trial that is exempt from having such an inves-
tigational new drug application.

“(2) CONDITIONS FOR DEPARTMENTS.—The

conditions described in this paragraph, for a study
or investigation conducted by a Department, 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 review of studies and investigations used
by the National Institutes of Health, and

“(B) assures unbiased review of the high-
est 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 condition’” means
any disease or condition from which the likelihood of death
18 probable unless the course of the disease or condition

is interrupted.
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“(f) CONSTRUCTION.—Nothing in this section shall
be construed to limit a plan’s or issuer’s coverage with
respect to clinical trials.

“(g) AprprricatioN TO FEHBP.—Notwithstanding
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 pro-
vision of this Aect, nothing in this section 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 enactment of
this Act.”.

(e) Section 1253 of this Act 1s amended insert before

4

the period the following: “, except that—
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“(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
yvears 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 enactment
of this Act, and annually thereafter, the Secretary of
Labor shall prepare an aggregate annual report, using
data collected from the Annual Return/Report of Em-
ployee Benefit Plan (Department of Labor Form 5500),
that shall include general information on self-insured
oroup health plans (including plan type, number of partici-
pants, benefits offered, funding arrangements, and benefit
arrangements) as well as data from the financial filings
of self-insured employers (including information on assets,

liabilities, contributions, investments, and expenses). The
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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 characteristics as
determined appropriate by the Secretary), health
plan benefits, financial solvency, capital reserve lev-
els, and the risks of becoming insolvent; and

“(2) determine the extent to which new insur-
ance market reforms are likely to cause adverse se-
lection in the large group market or to encourage
small and midsize employers to self-insure.

“(b) COLLECTION OF INFORMATION.—In conducting

the study under subsection (a), the Secretary, in coordina-

18 tion with the Secretary of Labor, shall collect information

19 and analyze—

20
21
22
23
24
25

“(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 efficient plan
administration and lower overhead or to the denial
of claims and the offering very limited benefit pack-

ages;
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“(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 recourse options on consumers;
and
“(3) any potential conflict of interest as it re-
lates to the health care needs of self-insured enroll-
ees and self-insured employer’s financial contribution
or profit margin, and the impact of such conflict on
administration of the health plan.

“(¢) REPORT.—Not later than 1 year after the date

of enactment of this Aect, the Secretary shall submit to
the appropriate committees of Congress a report con-
cerning the results of the study conducted under sub-
section (a).”.

SEC. 10104. AMENDMENTS TO SUBTITLE D.

(a) Section 1301(a) of this Act is amended by strik-

ing paragraph (2) and inserting the following:

“(2) INCLUSION OF (0-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 offered
through the CO-OP program under section 1322,
and a multi-State plan under section 1334, unless

specifically provided for otherwise.
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“(3) TREATMENT OF QUALIFIED DIRECT PRI-

MARY CARE MEDICAL HOME PLANS.

The Secretary
of Health and Human Services shall permit a quali-
fied health plan to provide coverage through a quali-
fied 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 applicable and the services cov-
ered by the medical home plan are coordinated with
the entity offering the qualified health plan.

“(4) VARIATION BASED ON RATING AREA.—A
qualified health plan, including a multi-State quali-
fied 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:

“(2) PAYMENTS TO FEDERALLY-QUALIFIED HEALTH

If any item or service covered by a qualified

health plan is provided by a Federally-qualified health cen-
ter (as defined in section 1905(1)(2)(B) of the Social Secu-
rity Act (42 U.S.C. 1396d(1)(2)(B)) to an enrollee of the

plan, the offeror of the plan shall pay to the center for
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I the item or service an amount that is not less than the
2 amount of payment that would have been paid to the cen-
3 ter under section 1902(bb) of such Act (42 U.S.C.
4 1396a(bb)) for such item or service.”.
5 (¢) Section 1303 of this Act is amended to read as
6 follows:
7 “SEC. 1303. SPECIAL RULES.
8 “(a) STATE OPT-OUT OF ABORTION COVERAGE.—
9 “(1) IN GENERAL.—A State may elect to pro-
10 hibit abortion coverage in qualified health plans of-
11 fered through an Exchange in such State if such
12 State enacts a law to provide for such prohibition.
13 “(2) TERMINATION OF OPT OUT.—A State may
14 repeal a law described in paragraph (1) and provide
15 for the offering of such services through the Ex-
16 change.
17 “(b) SPECIAL RULES RELATING TO COVERAGE OF

18 ABORTION SERVICES.—

19 “(1) VOLUNTARY CHOICE OF COVERAGE OF
20 ABORTION SERVICES.

21 “(A) IN GENERAL.—Notwithstanding any
22 other provision of this title (or any amendment
23 made by this title)—

24 “(1) nothing in this title (or any

25 amendment made by this title), shall be
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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

“(i1) subject to subsection (a), the
issuer of a qualified health plan shall de-
termine whether or not the plan provides
coverage of services described in subpara-
oraph (B)(1) or (B)(11) as part of such ben-
efits for the plan year.

“(B) ABORTION SERVICES.—

“(1) ABORTIONS FOR WHICH PUBLIC
FUNDING IS PROHIBITED.—The services
described in this clause are abortions for
which the expenditure of Federal funds ap-
propriated for the Department of Health
and Human Services is not permitted,
based on the law as in effect as of the date
that is 6 months before the beginning of
the plan year involved.

“(11) ABORTIONS FOR WHICH PUBLIC
FUNDING IS ALLOWED.—The services de-
seribed in this clause are abortions for

which the expenditure of Federal funds ap-
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propriated for the Department of IHealth

and Human Services is permitted, based

on the law as in effect as of the date that

18 6 months before the beginning of the

plan year involved.

“(2) PROHIBITION ON THE USE OF FEDERAL
FUNDS.—

“(A) IN GENERAL.—If a qualified health
plan provides coverage of services described in
paragraph (1)(B)(1), the issuer of the plan shall
not use any amount attributable to any of the
following for purposes of paying for such serv-
ices:

“(1) The credit under section 36B of
the Internal Revenue Code of 1986 (and
the amount (if any) of the advance pay-
ment of the credit under section 1412 of
the Patient Protection and Affordable Care
Act).

“(11) Any cost-sharing reduction under
section 1402 of thePatient Protection and
Affordable Care Act (and the amount (f
any) of the advance payment of the reduc-
tion under section 1412 of the Patient

Protection and Affordable Care Act).
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“(B) ESTABLISHMENT OF ALLOCATION AC-

COUNTS.

In the case of a plan to which sub-
paragraph (A) applies, the issuer of the plan
shall—

“(1) 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 por-

tion of the premium to be paid di-

rectly by the enrollee for coverage

under the plan of services other than
services  described in  paragraph

(1)(B)(1) (after reduction for credits

and cost-sharing reductions described

in subparagraph (A)); and
“(II) an amount equal to the ac-
tuarial value of the coverage of serv-

ices described in paragraph (1)(B)(1),

and

“(i1) 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-
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1 ployee payroll deposit, the separate payments
2 required under this subparagraph shall each be
3 paid by a separate deposit.

4 “(C) SEGREGATION OF FUNDS.—

5 “(1) IN GENERAL.—The issuer of a
6 plan to which subparagraph (A) applies
7 shall establish allocation accounts de-
8 seribed in clause (i1) for enrollees receiving
9 amounts described in subparagraph (A).

10 “(11) ALLOCATION ACCOUNTS.—The
11 issuer of a plan to which subparagraph (A)
12 applies shall deposit—

13 “(I) all payments described in
14 subparagraph (B)(i)(I) into a separate
15 account that consists solely of such
16 payments and that is used exclusively
17 to pay for services other than services
18 described in paragraph (1)(B)(1); and
19 “(IT) all payments described in
20 subparagraph (B)(i)(II) into a sepa-
21 rate account that consists solely of
22 such payments and that is used exclu-
23 sively to pay for services described in
24 paragraph (1)(B)(@i).
25 “(D) ACTUARIAL VALUE.—
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“(1) IN GENERAL.—The issuer of a
qualified health plan shall estimate the
basic¢ per enrollee, per month cost, deter-
mined on an average actuarial basis, for
including coverage under the qualified
health plan of the services described in

paragraph (1)(B)(1).

“(11) CONSIDERATIONS.

In  making

such estimate, the issuer

“(I) may take into account the
impact on overall costs of the inclu-
sion 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 coverage were included for the
entire population covered; and

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

“(E) ENSURING COMPLIANCE WITH SEG-

REGATION REQUIREMENTS.—
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“(1) IN GENERAL.—Subject to clause
(i1), State health insurance commissioners
shall ensure that health plans comply with
the segregation requirements in this sub-
section through the segregation of plan
funds in accordance with applicable provi-
sions of generally accepted accounting re-
quirements, circulars on funds manage-
ment of the Office of Management and
Budget, and guidance on accounting of the
Government Accountability Office.

“(11)  CLARIFICATION.—Nothing in
clause (1) shall prohibit the right of an in-
dividual or health plan to appeal such ac-
tion in courts of competent jurisdiction.

“(3) RULES RELATING TO NOTICE.—

“(A) NOTICE.—A qualified health plan
that provides for coverage of the services de-
scribed in paragraph (1)(B)(1) shall provide a
notice to enrollees, only as part of the summary
of benefits and coverage explanation, at the

time of enrollment, of such coverage.

“(B) RULES RELATING TO PAYMENTS.
The notice described in subparagraph (A), any

advertising used by the issuer with respect to
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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 com-
bined payments for services deseribed in para-
oraph (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 fa-
cility because of its unwillingness to provide, pay for,
provide coverage of, or refer for abortions

“(¢) APPLICATION OF STATE AND FEDERAL LAWS

REGARDING ABORTION.—

“(1) NO PREEMPTION OF STATE LAWS REGARD-
ING ABORTION.—Nothing in this Act shall be con-
strued to preempt or otherwise have any effect on
State laws regarding the prohibition of (or require-
ment of) coverage, funding, or procedural require-
ments on abortions, including parental notification
or consent for the performance of an abortion on a
minor.

“(2) NO BEFFECT ON FEDERAL LAWS REGARD-

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

“(1) conscience protection;

“(11) willingness or refusal to provide
abortion; and

“(111) diserimination on the basis of
the willingness or refusal to provide, pay
for, cover, or refer for abortion or to pro-
vide 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 employers
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 serv-
ices as required by State or Federal law, including section
1867 of the Social Security Act (popularly known as
‘EMTALA’).”.

(d) Section 1304 of this Act is amended by adding
at the end the following:

“(e) EDUCATED HEALTH CARE CONSUMERS.—The

term ‘educated health care consumer’ means an individual
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I who i1s knowledgeable about the health care system, and
2 has background or experience in making informed deci-

3 sions regarding health, medical, and scientific matters.”.

4 (e) Section 1311(d) of this Act 1s amended—

5 (1) in paragraph (3)(B), by striking clause (ii)

6 and inserting the following:

7 “(11) STATE MUST ASSUME COST.—A

8 State shall make payments—

9 “(I) to an individual enrolled in a
10 qualified health plan offered in such
11 State; or
12 “(II) on behalf of an individual
13 described in subclause (I) directly to
14 the qualified health plan in which
15 such individual i1s enrolled;

16 to defray the cost of any additional bene-
17 fits described in clause (1).”; and

18 (2) in paragraph (6)(A), by inserting ‘“‘edu-
19 cated” before ‘“‘health care”.

20 (f) Section 1311(e) of this Act 1s amended—

21 (1) in paragraph (2), by striking “may’” in the
22 second sentence and inserting “‘shall”’; and

23 (2) by adding at the end the following:

24 “(3) TRANSPARENCY IN COVERAGE.—
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“(A) IN GENERAL.—The Exchange shall
require health plans seeking certification as
qualified health plans to submit to the Ex-
change, the Secretary, the State insurance com-
missioner, and make available to the public, ac-
curate and timely disclosure of the following in-
formation:

“(1) Claims payment policies and
practices.

“(11) Periodic financial disclosures.

(/e

111) Data on enrollment.

(44

(
(
(iv) Data on disenrollment.

“(v) Data on the number of claims
that are denied.

“(vi) Data on rating practices.

“(vi1) Information on cost-sharing and
payments with respect to any out-of-net-
work coverage.

“(vii1) Information on enrollee and
participant rights under this title.

“(ix) Other information as determined
appropriate by the Secretary.

“(B) USE OF PLAIN LANGUAGE.—The in-

formation required to be submitted under sub-

paragraph (A) shall be provided in plain lan-
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ouage. The term ‘plain language’ means lan-
couage that the intended audience, including in-
dividuals with limited English proficiency, can
readily understand and use because that lan-
ouage 1s concise, well-organized, and follows
other best practices of plain language writing.
The Secretary and the Secretary of Liabor shall
jointly develop and issue guidance on best prac-
tices of plain language writing.

“(C) COST SHARING TRANSPARENCY.—The
Exchange shall require health plans seeking
certification as qualified health plans to permit
individuals to learn the amount of cost-sharing
(including deductibles, copayments, and coin-
surance) under the individual’s plan or coverage
that the individual would be responsible for
paying with respect to the furnishing of a spe-
cific item or service by a participating provider
in a timely manner upon the request of the in-
dividual. At a minimum, such information shall
be made available to such individual through an
Internet website and such other means for indi-
viduals without access to the Internet.

“(D) GrROUP HEALTH PLANS.—The Sec-

retary of Liabor shall update and harmonize the
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Secretary’s rules concerning the accurate and
timely disclosure to participants by group
health plans of plan disclosure, plan terms and
conditions, and periodic financial disclosure
with the standards established by the Secretary

2

under subparagraph (A).”.

(2) Section 1311(2)(1) of this Act is amended—

(1) in subparagraph (C), by striking ““; and”

and Inserting a semicolon;

(2) in subparagraph (D), by striking the period

and inserting ‘‘; and”’; and

(3) by adding at the end the following:

“(E) the implementation of activities to re-
duce health and health care disparities, includ-
ing through the use of language services, com-
munity outreach, and cultural competency

trainings.”.

(h) Section 1311(1)(2)((B) of this Act is amended by

19 striking “small business development centers’” and insert-

20 ing “‘resource partners of the Small Business Administra-

21 tion” .

22
23
24
25

(1) Section 1312 of this Act is amended

(1) in subsection (a)(1), by inserting “‘and for

which such individual is eligible” before the period;

(2) 1 subsection (e)—
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1 (A) in paragraph (1), by inserting “‘and
2 employers” after “‘enroll individuals”; and
3 (B) by striking the flush sentence at the
4 end; and
5 (3) in subsection (f)(1)(A)(i1), by striking the
6 parenthetical.
7 (3)(1) Subparagraph (B) of section 1313(a)(6) of this
8 Act is hereby deemed null, void, and of no effect.
9 (2) Section 3730(e) of title 31, United States Code,

10 is amended by striking paragraph (4) and inserting the

11 following:

12
13
14
15
16
17
18
19
20
21
22
23

“(4)(A) The court shall dismiss an action or
claim under this section, unless opposed by the Gov-
ernment, if substantially the same allegations or
transactions as alleged in the action or claim were
publicly disclosed—

“(1) iIn a Federal criminal, civil, or admin-
istrative hearing in which the Government or its
agent 1s a party;

“(11) In a congressional, Government Ac-
countability Office, or other Federal report,
hearing, audit, or investigation; or

“(i11) from the news media,
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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, “original
source’”” means an individual who either (i) prior to
a public disclosure under subsection (e)(4)(a), has
voluntarily disclosed to the Government the informa-
tion on which allegations or transactions in a claim
are based, or (2) who has knowledge that is inde-
pendent of and materially adds to the publicly dis-
closed allegations or transactions, and who has vol-
untarily provided the information to the Government
before filing an action under this section.”.

(k) Section 1313(b) of this Act 1s amended—

(1) in paragraph (3), by striking “and” at the
end;

(2) by redesignating paragraph (4) as para-
eraph (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 Exchanges
for owners and employees of small business concerns
(as defined under section 3 of the Small Business

Act (15 U.S.C. 632)), including data on enrollees in
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Exchanges and individuals purchasing health insur-
ance coverage outside of Exchanges; and”.
(1) Section 1322(b) of this Act 1s amended—

(1) by redesignating paragraph (3) as para-
oraph (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 man-
ner that is consistent with State solvency regulations
and other similar State laws that may apply. In pro-
mulgating such regulations, the Secretary shall pro-
vide that such loans shall be repaid within 5 years
and such grants shall be repaid within 15 years, tak-
ing into consideration any appropriate State reserve
requirements, solvency regulations, and requisite
surplus note arrangements that must be constructed
in a State to provide for such repayment prior to
awarding such loans and grants.”.

(m) Part III of subtitle D of title I of this Act is

24 amended by striking section 1323.



BAIO9RO8 SL.C.
b4
(n) Section 1324(a) of this Act is amended by strik-

[E—

ing ““, a community health” and all that follows through
“1333(b)” and inserting °‘, or a multi-State qualified
health plan under section 1334,
(0) Section 1331 of this Act 1s amended—
(1) in subsection (d)(3)(A)(1), by striking “85”
and inserting “95”; and

(2) in subsection (e)(1)(B), by inserting before

O o0 9 AN U B~ W

(44

the semicolon the following: “, or, in the case of an

10 alien lawfully present in the United States, whose in-
11 come 1s not greater than 133 percent of the poverty
12 line for the size of the family involved but who is not
13 eligible for the Medicaid program under title XIX of
14 the Social Security Act by reason of such alien sta-
15 tus’’.

16 (p) Section 1333 of this Act is amended by striking
17 subsection (b).

18 (q) Part IV of subtitle D of title I of this Act is
19 amended by adding at the end the following:

20 “SEC. 1334. MULTI-STATE PLANS.

21 “(a) OVERSIGHT BY THE OFFICE OF PERSONNEL
22 MANAGEMENT.—

23 “(1) IN GENERAL.—The Director of the Office
24 of Personnel Management (referred to in this section

25 as the ‘Director’) shall enter into contracts with
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health insurance issuers (which may include a group
of health insurance issuers affiliated either by com-
mon 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 requiring competitive bidding, to offer at
least 2 multi-State qualified health plans through
each Exchange in each State. Such plans shall pro-
vide individual, or in the case of small employers,
oroup coverage.

“(2) TeErMS.—Each contract entered into

under paragraph (1) shall be for a uniform term of
at least 1 year, but may be made automatically re-
newable from term to term in the absence of notice
of termination by either party. In entering into such
contracts, the Director shall ensure that health bene-
fits coverage is provided in accordance with the
types of coverage provided for wunder section

2701(a)(1)(A)(1) 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
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manner in which the Director implements the con-
tracting provisions with respect to carriers 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;

(X3

(

(

(C) the premiums to be charged; and

“(D) such other terms and conditions of
coverage 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 deseribed in  subparagraphs (A)
through (D) of paragraph (4).

“(6) ASSURED AVAILABILITY OF VARIED COV-
ERAGE.—In entering into contracts under this sub-
section, the Director shall ensure that with respect
to multi-State qualified health plans offered in an
Exchange, there is at least one such plan that does
not provide coverage of services described in section

1303 (b)(1)(B)(1).
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“(7) WiTnDrAWAL.—Approval of a contract
under this subsection may be withdrawn by the Di-
rector 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 1ssuer—

“(1) agrees to offer a multi-State qualified
health plan that meets the requirements of sub-
section (¢) in each Exchange in each State;

“(2) 1s licensed in each State and is subject to
all requirements of State law not inconsistent with
this section, including the standards and require-
ments 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 re-
quirement of this title;

“(3) otherwise complies with the minimum
standards prescribed for carriers offering health ben-
efits 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
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“(4) meets such other requirements as deter-

mined appropriate by the Director, in consultation
with the Secretary.
“(¢) REQUIREMENTS FOR MULTI-STATE QUALIFIED

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 essential benefits described in section 1302;

“(B) the plan meets all requirements of
this title with respect to a qualified health plan,
including 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 pre-
miums 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-

oraphic regions, and in all States that have
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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 preclude a
State from requiring that benefits in addition to the
essential health benefits required under such para-
oraph be provided to enrollees of a multi-State quali-
fied health plan offered in such State.

“(3) CREDITS.—

“(A) IN GENERAL.—AnN individual enrolled
in a multi-State qualified health plan under this
section shall be eligible for credits under section
368 of the Internal Revenue Code of 1986 and
cost sharing assistance under section 1402 in
the same manner as an individual who is en-
rolled in a qualified health plan.

“(B) NO ADDITIONAL FEDERAL COST.—A
requirement by a State under paragraph (2)
that benefits in addition to the essential health
benefits 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 368
of the Internal Revenue Code of 1986 with re-

spect to such plan.
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“(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-
seribed 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 protective 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 purposes of section 1311(d)(4)(A).

“(e) Prase-iN.—Notwithstanding paragraphs (1)

and (2) of subsection (b), the Director shall enter into a
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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 chap-

ter 89 of title 5, United States Code, applicable to health

benefits plans under such chapter shall apply to multi-

State qualified health plans provided for under this section

to the extent that such requirements do not conflict with

20 a provision of this title.

21
22
23
24
25

“(2) CONTINUED SUPPORT FOR FEHBP.—

“(1) MAINTENANCE OF EFFORT.—Nothing in
this section shall be construed to permit the Director
to allocate fewer financial or personnel resources to

the functions of the Office of Personnel Management
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related to the administration of the Federal Employ-
ees 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 ESTABLISII SEPARATE EN-

TITIES.

The Director may establish such separate
units or offices within the Office of Personnel Man-
agement as the Director determines to be appro-
priate to ensure that the administration of multi-
State qualified health plans under this section does
not interfere with the effective administration 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 activi-
ties under this section.

“(5) ASSURANCE OF SEPARATE PROGRAM.—In
carrying out this section, the Director shall ensure

that the program under this section is separate from
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the Federal Employees Iealth 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 PAR-
TICIPATE.—Nothing in this section shall require that
a carrier offering coverage under the Federal Em-
ployees Health Benefit Program under chapter 89 of
title 5, United States Code, also offer a multi-State
qualified health plan under this section.

“(h) ADVISORY BOARD.—The Director shall establish

an advisory board to provide recommendations on the ac-
tivities described in this section. A significant percentage
of the members of such board shall be comprised of enroll-
ees in a multi-State qualified health plan, or representa-

tives of such enrollees.

There 1s

“(1) AUTHORIZATION OF APPROPRIATIONS.

authorized to be appropriated, such sums as may be nee-

essary to carry out this section.”.

(r) Section 1341 of this Act is amended—
(1) in the section heading, by striking “AND
SMALL GROUP MARKETS”’ and inserting “MAR-

KET"
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(2) in subsection (b)(2)(B), by striking “para-
oraph (1)(A)” and inserting ‘“‘paragraph (1)(B)”;
and

(3) in subsection (¢)(1)(A), by striking “and
small group markets” and inserting ‘“‘market”.

SEC. 10105. AMENDMENTS TO SUBTITLE E.

(a) Section 36B(b)(3)(A)(i1) 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(¢)(1)(A) of the Internal Revenue
Code of 1986, as added by section 1401(a) of this Act,
is amended by inserting “equals or”” before ‘“‘exceeds”.

(¢) Section 36B(c¢)(2)(C)(av) of the Internal Revenue
Code of 1986, as added by section 1401(a) of this Act,
i1s amended by striking ‘“subsection (b)(3)(A)(i1)” and in-
serting “‘subsection (b)(3)(A)(111)".

(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:
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“(B) DoLLAR AMOUNT.—For purposes of

¢

paragraph (1)(B) and subsection (¢)(2)—

“(1) 2010, 2011, 2012, AND 2013.—The
dollar amount in effect under this para-
eraph for taxable years beginning in 2010,
2011, 2012, or 2013 is $25,000.

“(11) SUBSEQUENT YEARS.—In the
case of a taxable year beginning in a cal-
endar 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 19927 in subparagraph (B) thereof.”.

(2) Subsection () of section 45R of the Internal Rev-
enue 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 inserting 2010, 2011,

(4) Section 1421(f) of this Act is amended by striking

“2010" both places it appears and inserting 2009,
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(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 amend-
ed by adding at the end of subp