State of California
Office of Administrative Law

In re; _ ‘ NOTICE OF APPROVAL OF CERTIFICATE OF
California Health Benefit Exchange COMPLIANCE
'Reguiatory Action:

Government Code Sections 11349.1 and
Title 10, California Code of Regulations 11349.6(d)

Adopt sections: 6408, 6410, 6450, 6452, :

: 6454, 6470, 6472, 6474, OAL Matter Number: 2018-0810-04

6476, 6478, 6480, 6482, ' '

6484, 6486, 6490, 6492,

6494, 6496, 6498, 6500, OAL Matter Type: Certificate of Comphance

6502, 6504, 6506, 6508, - {C) . '

6510, 6600, 6602,6604,

6606, 6608, 6610, 6612,

6614, 6616, 6618, 6620,

_ - 6622 .

Amend sections:
Repeal sections:

This certificate of compiiance makes permanent emergency regulations adopted
pursuant to Government Code section 100504(a)}(6). In compliance with state and
federal laws, these reguiat:ons provide definitions, abbreviations, standards for notice,
standards for eligibility determination and redetermination for qualified health plans,
requirements for coverage eligibility, procedures for termination of coverage, and an
appeals process.

OAL approves this reguiatory action pursuant fo section 11349.6(d) of the Govemment
Code .

Date: September 24, 2018 j ﬁ t %’(

Thanh Huynh
Senior Attorney

For:  Debra M. Comez
Director

Original: Peter Lee, Executive Director
Copy: Bahara Hosseinl



SYATE OF CALFORNIA=OT FE OF ADMINISTRATIVE £ AW

NOTICE PUBLICATION/REGULATIONS SUBMISSION

STD, £00 (REV. 01-201 5} '
OAL FILE | NOTICE FILE NUMBER AORY ACTION n§u{n EMERGENCY NUMBER

NUMBERS | 2. 720 /7. £ 5 o gﬂwiﬁ“ 0810-040C ENDORSED - FILED
For use by Office of Administrative Lew (OAL) only In the offics of the Seorelary of Stata
. : of the Stata of Caffomia

SEP. 24 2018

{See instructions on For use by Secretary of State only
+ reverse)

A

4. L pm

HOTICE REGULATIONS
AGENCY WITH RULEMARING AUTHORITY = AGENCY FILE NUMBER F s7a7
California Health Benefit Exchange
A. PUBLICATION OF NOTICE {Complete for publication in Notice Register)
1. SUBJECT OF NOTICE : TiTLES) FIRETRECTION AFFECTED | . REGURSTED POBLICATONDRTE
Application, Eligibility, and Enrollment Process 19 6408 March 2, 2018
3 : & AGENCY CONTACT PEREON TELEBHONE WUMBER T UMEER T/ A

.mﬂcegmp -
K] Reoramany ehosed 7] omer Bahara Hosseini 916-228-8486

OAL USE WO PROFOSED FOY e SR NOTICE REGISTER NUMBER | PUBLICATIONTIRTE
ONLY . | [] fgreess [[] 2o Deaproved QQ}*}%GCI—Z 3 &[&OE@
B. SUBMISSION OF REGULATIONS (Complete when submitting regulstions)

5. SUBJECT pr._ngt_sbmrms; o : ) Tb. ALL PREVIOUS RELATED DAL REGULATORY ACTION NUMBER(S}
Application, El_igibifi_ty. and Enrollment Process for the Individual Exchange | See aftached.
2. SPECIEY CALIFORNIA CODE OF REGULATIONS TITLEIS] AND SECTIONIS) Bineloding titis 26,  teacs retatod]
SECTION(S) AFFECTED | 00
{List all section number(s) | See attached.
Individually. Attach ANEND

| _additionpishestifnoeded) |
wnem ] WERERL
10 .
3. TYPLOF FIUNG .
e ad — - .
Regulsr Rulemaking (Gov. ifcate of Comph he -
: ertficate iance: The agency officer named Ernergency Readop! (Gov, h Wi 2
‘Cﬂdei_'-‘m’ cenifies thar this agency complied with the Dm £11346.1(hl} EM'K‘L:::;"RQ i
C] mm.?fdhmmw provisions of Gov. Code 5814345.2:11 347.3 nither 15100 Regs.
Khim noneqergency before the emergency regulation was adopted or )
uﬂ“’ﬂﬁw.cm&ﬁnuﬁa, mmmwmmwme D File & Prim m Pring Only
“113494) Wi She tme peviod by statute,
Emergency (Gov. Code, Rasubmitial of disapproved o withdrawn : Other ESpecity)
$11346.3b)) B emergency fling (Gov. Code, §11346.1) E]

A, ALL BEGINMING AND ENDING DAYES OF avmnﬂmWrWMmmm ADDED 10 THE RULEMAKING FILE {Cal. Code Regs. titie 1, 464 and Gov. Cade §11567.11
shahi1g€ - 6 et A2
3. EFFECTIVE DATE OF CHANGES (Gov. Code, §8 11343.4, 11345.1id) Lol Code Regn, fite 1, 3100
Eftactive Jacvary 1, April §, July 1, or Eftactive on Hing with D §100 Changes Withput D Fffective
Ocigber ¥ {Gov, Code §11343 4(ap Secretiry of Steta ’ Reprulatory Efect othe iSpeciy}
6. CHECKF THESE REGULATIONS REQUIRE NOTICE 10, OR REVIEW, CONEULTATION, APPROVAL OR CONCURRENCE BY, ANOTHER AGENCY OR ENTITY

Dmm o Fiaiee (Form STD. 309) (SAM 66l ] Fai Poliical Practices Commission ] stote Fire masshat .
Oplrer.f'Specﬂ.‘y) .
1. CONYAGT PERGON : TELEPHONE NUMBER " TFAX NUMBER [Optionsly E-WBIL ADORESS [Options]
Bahara Hosséini 916-228-8486 Eaharaﬂosseini@covered.ca.gov
8. jcortiythatthe sttached copy of the regulationts) is & true end correct copy For use by Office of Adminsirative Law {OAL) only

‘of the regulationis) identified on this form, thet the informetion speacified an this form

-hmaﬂd_nm'mﬂﬂmlmﬂnhdﬁhmmuklnﬁhls_mn, - -

or § designes of the head of the sgency, and am puthorixed to make this certification. %@@@Qggﬁ &@gggg ;
. _ Guf 2 £f

| /%

SEF 24 Jms

| Offfes of Administrative Law




ALL PREVIOUS RELATED OAL REGULATORY ACTEON NUMBER(S)

2013-0802-03E

2013-0920-02ER
2014-0321-04EE
2014-0620-05EE
2014-0922-04EE
2014-1202-01EE
2015-0429-01EE
2015-0910-01EE
2015-1204-02EE
2016-0525-02EE
2016-0926-05EE
2017-0207-11EE
2017-1016-02EE

SECTION(S) AFFECTED:
Adopt

6408, 6410, 6450, 6452, 6454, 6470, 6472, 6474, 6476 6478, 6480, 6482, 6484, 6486,
6490, 6492, 6494, 6496, 6498, 6500, 6502, 6504, 6506, 6508, 6510, 6600, 6602, 6604
6606, 6608, 6610, 6612, 6614, 6616, 6618, 6620, and 6622.



California Code of Regulations
Title 10. Investment
Chapter 12. California Health Benefit Exchangé (§ 6400 et seq.)
Article 2. Abbreviations and Definitions
§ 6408. Abbreviations.

The following abbreviations shall apply to this chapter:

ACO _ Accountable Care Organization

APTC _ | Advance Payments of Premium Tax Credit

CAHPS | | 7 : Consumer Assessment of Healthcare Providers and
” Systemé |

CalHEERS : - California Healthcare Eligibﬂity, Enrollment, and

Retention System

CCR California Code of Regulations
'CEC | ~ Certified Enrollment Counselor

CFR ' | ' | C_o_de of Federal Regulations

CHIP Children's Health Insurance Pro gram

CSR Cost—Sharing Rec.luction

DHCS Department of Health Care Services

DHS - U.S. Department of Homeland Security

EPO . Exclusive Provider Organization

FPL _ Federal Poverty Level

FQHC : Federally-Qualified Health Center

HDHP - | " High Deductible Health Plan
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HEDIS Health Effectiveness Data and Information Set
HHS U.S. Department of Health and Human Services
HIPAA Health Insurance Portability and Accountability Act

~ 0f 1996 (Pub. L. 104-191)

HMO Health Maintenance Organization

HSA Health Savings Account

IAP : Insurance Affordability Program

IPA Independent Practice Association

IRC | Internal Revenue Code of 1986

IRS ~ Internal Revenue Services

LEP - Limited English Proficient

MAGI Modified Adjusted Gross Income
MEC Minimum Essential Coverage

MMCP ' * Medi-Cal Managed Care Plan

PBE Certified Plan-Based Enrofler

PBEE Certified Plan-Based Enrollment Entity
POS Point of Service

QDP Qualified Dental Plan

QHP Qualified Health Plan

SHOP Small Business Health Options Program
SSA Social Security Administration

SSN Social Security Number

TIN Taxpayer Identification Number
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UscC United States Code

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100501, 100502,
and 100503, Government Code; and45 CFR Sections 155.20 and 155.300.

§ 6410. Definitions,

As used in this chapter, the following terms shall mean:

“Advance Payments of Premium Tax Credit” (APTC) means payment of the tax credits
authorized by Section 36B of IRC (26 USC § 36B) and implementing regulations, which are
provided on an advance basis to an eligible individual enrolled in a QHP through an Exchange in
accordance with Section 1412 of the Affordable Care Act.

“Affordable Care Act” (ACA) means the federal Patient Protection and Affordable Care Act of
2010 (Pub.L. 111-148), as amended by the federal Health Care and Education Reconciliation Act
0f 2010 (Pub.L. 111-152), and any amendments to, or regulations or guidance issued under,
those acts, as defined in Government Code 100501(¢).

“Annual Open Enrollment Period” means the period each year'during which a qualiﬁed
individual may enroll or change coverage in a'QHP through the Exchange, as specified in
Section 6502 of Article 5 of this chapter, Section 1399.849(c¥+) of the Health and Safety Code,
and Section 10965.3(c)}4) of the Insurance Code.

“Applicable Children's Health Insurance Program (CHIP) MAGI—based Income Standard”

means the applicable income standard as defined at 42 CFR Section 457.31 0(b)(1); (November

30, 2016), hereby incorporated by reference, as applied under the State plan adopted in
accordance with title XXI of the Social Security Act, or waiver of such plan and as certified by

the State CHIP Agency in accordance with 42 CFR Section 457.348(d); (November 30, 2016),
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hereby incorporated by reference, for determining eligibility for child health assistance and

enrollment in a separate child health program.
“Applicable Medi-Cal Modified Adjusted Gross Income (MAGI)-based Income Standard”
means the same standard as “applicable modified adjusted gross income standard,” as defined in

42 CFR Section 435.911(b); (November 30, 2016), hereby incorporated by reference, and as

specified in Sections 14005.60 and 14005.64 of the Welfare and Institutions Code.

*Applicant” means:

(a) An individual who is seeking eligibility for coverage for himself or herself through an
application submitted to the Exchange (excluding those individuals seeking eligibility for an
exemption from the shared responsibility payment) or transmitted to the Exchange by an agency
admihistering an insurance affordability program for at least one of the following;

(1) Enrollment in a QHP through the Exchange; or

(2) Medi-Cal and CHIP.

(b) For SHOP (CCSB):

(1) An employer who is seeking eligibility to purchase coverage through the SHOP Exchange

but is not seeking to enroll in that coverage for himself or herself,

&)(2) An employer, employee, or former employee seeking eligibility for enrollment in a QHP

~ through the SHOP for h1mse1f or herself, and, if the qualified employer offers dependent
coverage through the SHOP, seeking eligibility to enroll his or her dependents in a QHP through
the SHOP. |

“Application Filer” means an applicant; an adult who is in the applicant's household, as defined

in 42 CFR Section 435.603(f); (November 30, 2016), hereby incorporated by reference, or

family, as defined in 26 USC Section 36B(d) and 26 CER Section 1.36B-1(d) (December 19,
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2016), hereby incorporated by reference; an authorized representative; or if the applicant is a

minor or incapacitated, someone acting responsibly for an applicant; excluding those individuals
seeking eligibility for an exemption from the shared responsibility payment.

“Authorized Representative” means any person or entity that has been designated, in writing, by
the applicant to act on his/her behalf or individuals who have appropriate power of attorney or
legal conservatorship.

“Benefit Year” means a calendar year for which a health plan provides coverage for health
benefits.

“Board” means the executive board that governs the California Health Benefit Exchange,
established by Goverﬁment Code Section 100500,

“California Health Benefit Exchange” or the “Exchange” means the entity established pursuant
to Government Code Section 100500. The Exchange also does business as and may be referred
to as “Covered California.” . |

“California Healthcare Eligibility, Enrollment, and Retention System” (CalHEERS) means the
California Healthcare Eligibility, Enrollment, and Retention System, created pursuant to
Government Code Sections 100502 and 100503, as well as 42 USC Section 18031, to enable
enrollees and prospective enrollees of QHPs to obtain standardized compatative information on
the QHPs as well as apply for eligibility, enrollment, and reenrollment in the Exchange.
“Cancellation of Enrollment™ means specific type of termination action that ends a qualified
individual's enrollment on or before the coverage effective date resulting in enrollment through
the Exchange never having been effective with the QHP.

“Captive. Agent” means an insurance agent who is currently licensed in good standing by the

California Department of Insurance to sell, solicit, and negotiate health insurance coverage and
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has a current and exclusive appointment with a single Issuer and may receive compensation on a
salary or commission basis as an agent only from that Issuer.

“Carrier” means either a private heal’.ﬁh insurer holding a valid outstanding certiﬁéate of authority
from the Insurance Commissioner or a health care service plan, as defined under subdivision (f)
of Section 1345 of the Health and Safety Code, licensed by the Department of Managed Health
Care.

“Catastrophic Plan” means a health plan described in Section 1302(e) of the Affordabie Care
Act, Section 1367.008(c)(1) of the Health and Safety Code, and Section 10112,295(c)(1) of the
Insurance Code.

“Certified Enrollment Counselor” (CEC) means an individual as defined in Section 6650 of
Article 8 of this chapter.

“Certified Insurance Agent” means an agent as defined in Section 6800 of Article 10 of this
'chapter. | |

“Certified Plan-Based Enroller” (PBE) means an individual who provides Enrollment Assistance
to Consumers, as defined in Section 6700 of Article 9 of this chapter, in the Individual Exchange
through a Certified Plan-Based Enroller Program. Such an individual may be:

(a) A Captive Agent of a QHP issuer; or

(b} An Issuer Application Assister as defined in 45 CFR Section 155.20 December 22.2016),

hereby incorporated by reference, provided that the issuer application assister is not employed or

contracted by a PBEE to sell, solicit, or negotiate health insurance coverage licensed by the |

California Department of Insurance.
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“Certified Plan-Based Entoller Program” (PBE Program) means the Program whereby a PBEE
may provide Enrollment Assistance to Consumers in the Individual Exchange in a manner
considered to be thrqugh the Exchange.

“Cerﬁﬁed Plan-Based Enrollment Entity” (PBEE) means a QHP Issuer r_egisteréd through the
Exchange to provide Enrollment Assistance, as defined in Section 6700 of Article 9 of this |
chapter, to Consumers, as defined in Section 6700 of Article 9 of this chapter, in the Individual
| Exchange through a Certified Plan-Based Enroller Program sponsored by the Entity. A PBEE
.sha_il be registered by the Exchange only if it fneets all of the training and certiﬁ_cation
reQuirements specified in Section 6706 of Article 9 of this chapter.

“Child” m.eans a pefson as defined in Sectiong 1357.500(a) and 1399.845(a) of Californiathe
Health and Safety Code and in Section 10753(d) of Californiathe Iﬁsurance Code. |
“Cost-share” or “Cost-sharing” means any expenditure rei;uired by ér on behalf of an enrollee
with respect to receipt of Essential Health Benefits; such term includes deductibles, coinsurance,
| édpaymérifs, or'simi.iar. chafges, but ekcl.udes.l.)rémiums.,. .I:.).ala.mc.:é-billing amou.nf.cénfor non- o
network providers, if applicable, and spending for non-covered services.

“Cost-Sharing Reduction” (CSR) means reductions in cost-sharing for an eligible individual
enrolled in a silver level plan in the Exchange or for an individual who is an Indian enrolledl ina
QHP in the Exchange. |

“Day” means a calendar day unless a business day is specified.

“Dental Exclusive Provider Organization” (DEPO) means a managed care plan where services
aré covered if provided through doc_tors, specialists, and hospitals in the plan's network (except

- in an emergency).
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“Dental Health Maintenance Organization” (DHMO) means a type of dental plan product that

- delivers dental services by requiring assignment to a primary dental care provider who is paid a
capitated fee for providing all required dental services to the enrollee unless specialty care is
needed. DHMOs require referral to specialty dental providers. These products do not include
coverage of services provided by dental care providers outside the dental plan network.

“Dental Preferred Provider Organization” (DPPO) means a type of dental plan product that
delivers dental services to members through a network of contracted dental care providers and
includes limited coverage of 6ut-of~network services.

“Dependent” means:

(a) In the Individual Exchange:

(1) For purposes 0=f eligibility determination for APTC and CSR, a dependent as defined in
Section 152 of IRC (26 USC § 152) and the regulations thereunder, For purposes of eligibility
déterminations for enrollment in a QHP without requesting APTC or CSR, “dependent” also
includes domestic pafthers. | - ”
(2) For purposes of enrollment in a QHP, including enrollment during a special enrollment
period specified in Section 6504 of Article 5 of this chapter, a dependent as defined in Section
1399.845(b) of the Health and Safety Code and in Section 10753(e) of the Insurance Code,
referring to the spouse or registered domestic partner, or child until attainment of age 26 (as
deﬁned in subdivisions (n) and (o) of Section 599.500 of Title 2 of the CCR) unless the child is
disabled (as defined in subdivision (p) of Section 599.500 of Title 2 of the CCR and as specified
in Section 43571373(d) of the Health and Safety Code), of a qualified individual or enrollee.
(b) In the SHOP Exchange, a dependent as defined in Section 1357 .500(b) of the Health and

Safety Code and in Section 10753(e) of the Insurance Code and also includes a non-registered
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domestic partner who meets the requirements established by the qualified employer for non-
registered domestic partners and who is approved by the QHP issuer for coverage in the SHOP
Exchange.

“Domestic Partner” means:

(a) For purposes of the Individual Exchange, a person as defined in Sections 297 and 299.2 of
the Family Code.

(b) For purposes of the SHOP, a person who has established a domestic partnership as described
in Sections 297 and 299.2 of the Family Code and also includes a person that has not established
a domestic partnership pursuant to Sections 297 and 299.2 of the Family Code, but who meets
the requirements established by his or her employer for non-registered domestic partners and
who is approved by the QHP issuer for coverage in the SHOP Exchange.

“Eligible Employee” means an employee as defined in Section 1357.500(c) of the Health and
Safety C0d¢ and in Section 10753(f) of the Insurance Code.

“Eligible Employer-Sponsored Plan” means a plan as defined in Section 5000A(f)(2) of IRC (26
USC § 5000A(f)(2)).

“Employee”™ means an individual as defined in Section 2791 of the Public Health Service Act (42
USC § 300gg-91).

“Employer” means a person as defined in Section 2791 of the Public Health Service Act (42
USC § 300gg-91), except that such term includes employers with one or more employees. All
persons treated as a single employer under subsection (b}, (c), or (m) of Section 414 of IRC (26

USC § 414) are treated as one employer.
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“Employer Contributions” means any financial contributions towards an employer sponsored
health plan, or other eligible employer-sponsored benefit made by the employer including those
made by salary reduction agreement that is excluded from gross income.

“Enrollee” means a person who is enrolled in a QHP. It also means the dependent of a qualified
employce enrolled in a QHP through the SHOP, and any other person who is enrolled in a QHP
through the SHOP, consistent with applicable law and the terms of the group health plan. If at
least one employee enrolls in a QHP through the SHOP, “enrollee” also means a business owner
enrolled in a QHP through the SHOP, or the dependent of a business owner enrolled in a QHP
through the SHOP.

“Essential Community Pm\-fiders” means providers that serve predominantly low-income,

medically underserved individuals, as defined in 45 CFR Section 156.235 (December 22,2016,

_ hereby incorporated by reference.

“Essential Health Beneﬁts” means the benefits listed in 42 USC Section 18022, Health and
Safety Code Section 1367. 005, and Insurance Code Section 10112,27.

“Exchange Service Area” means the entire geographic area of the State of California.

“Exclusive Provider Organization” (EPQO) means a health insurance issuer's or carrier's insurance
policy that limits coverage to health care services provided by a network of providers who are
contracted with the issuer or carrier.

“Executive Director” means the Executive Director of the Exchange.

“Federal Poverty Level” (FPL) means the most recently published federal poverty level, updated
periodically in the Federal Register by the Secretary of Health and Human Services pursuant to
42 USC Sectiont 9902(2), as of the first day of the annual open enrollment period for coverage in

a QHP through the Exchange, as specified in Section 6502 of Article 5 of this chapter.
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“Full-time employee™ means a permanent employee with a normal workweek of an average of
30 hours per week over the course of a month. | |

“Geographic Service Area” or “Service Area” means an area as defined in Section 1345(k) of the
Health and Safety Code.

“Group Contribution Rule” means the requirement that a qualified employer pays a specified
percentage or fixed dollar amount of the premiums for coverage of eligible employees.

“Group Dental Plan” means a plan certified by the Exchange for offer in the small group
marketplace that provides the pediatric dental benefits required in Health and Safety Code
Section 1367.005(a)(5) and Insurance Code Section +4H210122 27(a)(5), and also includes
coverage for certain benefits for adult enrollees and is a\}éilable to qualified employers meeting
the requirements of Section 6522(a)(5)}(AB) of Article 6 of this chapter.

“Group Participation Rate” means the minimum percentage of all eligible individuals or
employees of an employer that must be enrolled.

-' “Heéli‘h Insurance Coverage” means coverége as defined in 45 CFR Section 144.103 (December

22, 2016), hereby incorporated by reference.

“Health Insurance Issuer” has the same meaning as the term is defined in 42 USC Seétién 300gg-
91 and 45 CFR Section 144.103. Also referred to as “Carrier,” “Health Issuer,” or “Issuer.”
“Health Maintenance Organization” (HMO) means an organization as defined in Section
1373.10(b) of the Health and Safety Code.

“Health plan™ means a plan as defined in Section 1301(b)(1) of the Affordable Care Act (42 USC
§ 18021 (b)1)).

“High deductible health plan” (HDHP) has the same meaning as the. term is dgﬁne_d in Sec_tion

223(c)(2) of IRC (26 USC § 223(c)(2)).
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“Incarcerated” means confined, after the disposition of charges, in a jail, prison, or similar penal
Institution or correctional facility.

“Indian” has the same meaning as the term is defined in Section 4(d) of the Indian Self-
Determination and Education Assistance Act (Pub.L. 93-638; 25 USC § 450b(d)), referring to a
person who is a member of an Indian tribe. |

. “Indian Tribe” has the same meaning as the term is defined in Section 4(e) of the Indian Self:
Determination and Education Assistance Act (Pub.L. 93-638; 25 USC § 450b(e)), referring to
any Indian tribe, band, nation, or other organized group or community, including any Alaska
Native village or regional or village corporation as defined in or established pursuant to the
Alaska Native Claims Setﬂement Act (85. Stat. 688) [43 USC § 1601 et seq.], ﬁhich is
recognized as eligible for the special programs and services provided by the United States to
Indians because of their status as Indians.

“Individual and Small Business Health Options Program (SHOP) Exchange” means the program
* administered by the Exchange pursﬁant to Gah—femﬂfamg Goverﬁfnent Code Section .1 00500 et |
seq. (2010 Cal. Stat. 655 (AB 1602) and 2010 Cal. Stat. 659 (SB 900)), 42 USC Section
18031(!)) of the federal Patient Protection Affordable Care Act and other applicable laws to
furnish and to pay for health insurance plans for Qualified Individuals and Qualified Employers.
“Individual Market” means a market as defined in Section 1304(a)(2) of the Affordable Care Act
(42 USC § 18024 (a)(2)).

“Initial Open Enroliment Period” means the initial period in which Qualified Individuals may -

enroll in QHPs, from October 1, 2013 to March 31, 2014, subject to 45 CFR Section 155.410(b),

(April 18, 2017), hereby incorporated by reference, Section 1399.849(c)(1) of the Health and |

Safety Code, and Section 10965.3(c)(1) of the Insurance Code.
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“Insurance Affordability Program” (IAP) means a program that is one of the following:

(a) The Medi-Cal program under title XIX of the federal Social Security Act (42 USC § 1396 et
seq.).

(b) The State children's health insurance pro grérn (CHIP) undér title XXI of the federal Social
Security Act (42 USC § 1397aa et seq.). |

(c) A program that makes available to quaﬁﬁed individuals coverage in a QHP through the
Exchange with APTC established under Section 36B of the _Iﬁternal Revenue Code (26 USC §
36Bj. |

(d) A program that makes available coverage in a QHP through the Exchange with CSR
established under section 1402 of the Affofda‘.ole.Care Act. - N | |

“Lawfully Present” means a non-citizen %ndividual as defined i.n 45 CFR Section 152.2 _(August

30, 2012). hereby incorporated by reference.

“Level of Coverage” or “Metal Tier” means one of four standardized actuarial values and the
| 'éa'tas'tfophic level of covefége as déﬁhed 1n42 USC S.ection 18(.)22(d).én.d (e), Séétibns |
1\367.008(&1} and (c)(1) and 1367.009 of the Health and Safety Code, and Sections ]Qi 12.295(a)
and (c)(1) and 10112.297 of the Insurance Code,
“Medi-Cal Managed Care Plan” (MMCP) means a person or an entity contracting with DHCS to
provide health care ser\_}ices to enrolled Medi-Cal beneficiaries, as specified in |
Section14093.07(b) of the Welfare and Institutions Code.

“Minimum Essential Coverage” (MEC) means coverage as defined in Section 5000A(f) of IRC

(26 USC § 5000A(f)) and in 26 CFR Section 1.36B-2(c) (July 26, 2017), hereby incorporated by

reference.
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“Minimum Value” when used to describe coverage in an eligible employer-sponsored plan,
means that the plan meets the requirements with respect to coverage of the total allowed costs of
benefits set forth in Section 36B(c)2)(C)(ii) of IRC (26 USC § 36B(c)(2)(C)(ii)) and in 26 CFR
Section 1.36B-2(c)(3)(vi).

“Modified Adjusted Gross Income” (MAGI) means income as defined in Section 36B(d)}(2)B)
of IRC (26 USC § 36B(d)(2)(B)) and in 26 CFR Section 1.36B-1{e)(2).

“Modified Adjusted Gross Income (MAGI)-based income” means income as defined in 42 CFR
Section 435.603(e) for purposes of determining eligibility for Medi-Cal.

“Non-citizen” means an individual who is not a citizen or national of the United States, in
accordance with Section 101(a)(3) of the Immigratidn and Nationality Act (8 USC § 1101(a)(3)).
“Part-time Eligible Employee” means a permanent employee who works at least 20 hours per
week but not more than 29 hours per week and who otherwise meets the definition of an eligible
employee except for the number of hours worked.

“Plan Year” means:

(a) For purposes of the Individual Exchange, a calendar year.

(b) For purposes of the SHOP, a period of time as defined in 45 CFR Section 144.103.

“Plain Language™ means language that the intended audience, including individuals with iimi_ted
English proficiency, can readily understand and use because that language is concise, well-
organized, uses simple vocabulary, avoids excessive acronyms and technical language, and
follows other best practices of plain language writing.

“Preferred Provider Organization” (PPO) means a health insurance issuer's or carrier's insurance

policy that offers covered health care services provided by a network of providers who are
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contracted with the issuer or carrier (-“in-network™) and providers who are not part of the
provider network (-“out-of-network™),

“Premium Payment Due Date” means a date no earlier than the fourth remaining business day of
the month prior to the month in which coverage becomes effective.

“QHP lIssuer” mean.s a licensed health care service plan or insurer who has been selected and
certified by the Exchange to be offered to Qualified Individuals and Qualified Employers
purchasing health insurance coverage through the Exchange.

“Qualified Dental Plan™ (QDP) means a plan providing limited scope dental benefits as defined
in 26 USC Section 9832(c)(2)(A), including the pediatric dental benefits meeting the
requirements of 42 USC Section 18022(b)(1)(J).

“Qualified Employee™ means any employee or former employee of a qualified empioyer who has
been offered health insurance coverage by such qualified employer through the SHOP for
himself or herself and, if the qualified employer offers dependent coverage through the SHOP,
for his or her dependent.s. S o |

“Qualified Employer” has the same meaning as the term is defined in 42 USC Section 8032(H(2)

and 45 CFR Section 155.710 (February 27, 2015), hereby incorporated by reference.

“Qualified Health Plan” (QHP) has the same meaning as the term is defined in Patient Protection
and Affordable Care Act Section 1301 (42 USC § 18021) and Government Code Section
100501(g) and includes QDP.

“Qualified Individual” means an individual who meets the requirements of 42 USC Section

18032(£)(1) and 45 CFR Section 155.305(a) (April 17, 2018). hereby incorporated by reference.
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“Qualifying Coverage in an Eligible Employer-Sponsored Plan™ means coverage in an eligible
employer-sponsored plan that meets the affordability and minimum value standards specified in
Section 36B(c)(2)(C) of IRC (26 USC § 36B(c)(2)(C)) and in 26 CFR Section 1.36B-2(c)(3).
“Rating Region” means the geographic regions for purposes of rating defined in Sections
1357.512(a}(2)(A) and 1399.855(a)(2)(A) of the Health and Safety Code and Sections
10753.14(a)(2)(A) and 10965.9(a)(2)(A) of the Insurance Code.

“Reasonably Compatible” has the same meaning as the term is defined in 45 CFR Section

155.300(d)_(July 15, 2013), hereby incorporated by reference, providing that information the
Exchange obtained through electronic data sources, information ijrovided by the app1i¢ant, or

' other information in the records of the Exchange éhaﬂ bé cbnsidered to be reasonably compatible
with an applicant's attestation if the difference or discrepancy does not impact the applicant's
eligibility, including the amount of APTC or the category of CSR.

“Reconciliation” means coordination of premium tax credit with advance payments of premium
tax credit (APTC), as described in Section 36B(f) of IRC (26 USC § 36B(f)) and 26 CFR Section

1.36B-4(a) (July 26, 2017), hereby incorporated by reference.

“Reference Plan” means a QHP that is selected by an employer, which is used by the SHOP to
determine the contribution amount the employer will be making towards its employees’
premiums.

“Reinstatement of Enrollment” meéns a correction of an erroneous termination of coverage or
cancellation of enrollment action and results in restoration of an enrollment with no break in
coverage.

“Self-only Coverage” means a health care service plan contrgct or an insuranc_e_ policy that_

covers one individual.
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‘.‘SHOP” means a Small Business Health Options Program operated by the Exchange through
which a qualified employer can provide its employees and their dependents with access to one or
more QHPs. The SHOP also does business as and may be referred to as “Covered California for
Small Business” or “CCSRB.”

“SHOP Application Filer” means an applicant, an authorized representative, an agent or broker
of the employer, or an employer filing for its employees where not prohibited by law.

_“SHOP Plan Year” means a 12-month period beginning with the Qualified Employer's effective
date of coverage.

“Small Employer” means an employer as defined in Section 1357.500(k)(3) of the Health and
Safety Code and in Section 10753(q)(3) of the Insurance Code.

“Small Group Market” means a group market as defined in Section 1304(a)(3) of the Affordable
Care Act.

“Special Enrollment Period” means a period during which a qualified individual or enrollee who
.éxperiences'cenain qualifying events, as speéiﬁed-in Section 6504(a) of Article 5 of thié chapter,
Section 1399.849(d) of the Health and Safety Code, and Section 10965.3(d) of the Insurance
Code, may enrol! in, or change enrollment in, a QHP through the Exchange outside of the initial
and annual open enrollment periods.

“State Health Insurance Regulator” or “State Health Insurance Regulators™ means the
Department of Managed Health Care and the Department of Insurance.

*“Tax Filer” means an individual, or a married couple, who attests that he, she, or the couple
expects:

(a} To file an income tax return for the benefit year, in accordance with Sections 6011 and 6012

of IRC (26 USC §§ 6011, 6012), and implementing regulations;
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(b) If married (within the meaning of 26 CFR §Section 1.7703-1 (January 16, 1997). hereby

incorporated by reference), to file a joint tax return for the benefit year, unless the tax filer

satisfies one of the exceptions specified in 26 CFR Sectiqn 1.36B-2(b)}{2)¢i)-(v);

(c) That no other taxpayer will be able to ¢laim him, her, or the couple as a tax dependent for the
benefit year; and

(d) That he, she, or the couple expects to claim a personal exemption deduction under Section
151 of IRC (26 USC § 151) on his or her tax return for one or more applicants, \&ho may or may
not include himself ('}r herself and his or her spouse.

“Termination of Coverage” or “Termination of Enrollment” means an action taken after a
coverage effective date that ends an enrollee's coverage through the Exchange for a date after the
original coverage effective date, resulting in a period during which the individual was enrolled in
coverage through the Exchange.

“TIN” means an identification number used by the IRS in the administration of tax laws. It is
issued either by th.e. SéA or by the IRS. TINs inélude SSN, Emplojer I&enﬁﬁcation Nmnbef
(EIN}, Individual Taxpayer Identification Number (ITIN), Taxpayer Identification Number for
Pending U.S. Adoptions (ATIN), and Preparer Taxpayer Identification Number {PTIN). A SSN
is issued by the SSA whereas all other TINs are issued by the IRS.

Note: Authority cited: Sections 100502, 100503, 100504, and 100505, Government Code,
Reference: Sections 100501, 100502, 100503, and 100505, Government Code; Section 10753,

Insurance Code; 42 CFR Sections 435.603, 435.911. 457.310 and 457.348; 45 CFR Sections

144.103, 152.2, 155.20, 155.300, 155.305, 155.410, 155.415, 155.430, 155.700, 155,708,

155.710, 155.725, 156,235 and 156.1230; and-26 CFR Sections 1.36B-1, 1.36B-2, 1.36B-4,

1.5000A-1(d).and 1.7703-1.
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Article 4. General Provisions

§ 6450. Meaning of Words.

Words in this chapter shall have their usual meaning unless the context or a definition clearly
indicates a different meaning. “Shall” is used in the mandatory sense. “May” is used in the
.pemzissive_sense. “Should” is used to indicate suggestion or recommendation,

Note: Authority cited: Section 100504, Govgmm‘ent Code. Reference: Sections 100501, 1005‘021
and 100503, Government Code. -
| § 6452. Accessibility and Readability Standards.
: (aj All applications, il}cludfng the single, streamlined application descﬁbed in Seqtion 6470 of
Atticle 5 of this chapter, forms, imticeé, and correspondence. prévided to the ap;ﬁlicants and |
enrollees by the Exchange and QHP issuers shall cqnform to the standards _outlined in
su‘bdivisions (b), (¢}, and (d) of this section. This section shall not be interpreted as limiting the |

application of existing State laws and regulations regarding accessibility and readability

- standards, if any, that apply to the QHP issuers.

(b} Information shall be provided to applicants and enrollees in plain language, as defined in
Section 6410 of Article 2 of this chapter, and to the extent administraﬁvely feasible, all written
correspondence shall also: | | |

(1) Be formatted and written in such a way that it can be uﬁderstood'at the ninth-grade level and,
if possible, at the sixth-grade level;

(2) Be in print no smaller than 12 point-equivalent font; and

(3} Contain no language that minimizes or contradicts the information being provided.

(¢) Information shall be provided to applicants and enrollees in a manner that is accessibie and‘

timely to:

Page 19 0f 123 August 7, 2018



(1) Individuals living with disabilities through the provision of auxiliary aids and services at no
cost to the individual, including accessible Web sites, in accordance with the Americans with
Disabilities Act and Section 504 of the Rehabilitation Act.

(2) Individuals who are limited English proficient through the provision of language services at

no cost to the individual, including:

(A) Oral interpretation-or-written-translations-and, including telephonic interpreter services in at

least 150 langunages:

(B) Written translations; and

(—B}(_) Taghnes in non-English languages indicating the availability of 1anguage services in at

least the top 15 languages spoken by the hmlted English proficient populatlon

(3) Inform individuals of the availability of the services described in subdivisions (c)(1) and (2)
of this section and how to access such services.

(6) Infonnation shall be provided to applicants and enrollees in a manner that is compliant with
Section 1557 of the ACA (42 USC § 18116) and its implementing regulations under m 92 of

Title 45 of Code of Federal Regulations (45 CFR Part 92) (May 18. 2016), hereby incorporated

by reference, which prohibits discrimination on the basis of race, color, national origin, sex, age,
or disability in certain health programs and activities. |

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and
100503, Government Code; 42 USC Section 181 16; 45 CFR Part 92; and-45 CFR Section
155.205. |

§ 6454. General Standards for Exchange Notices,

(a) Any notice of action required to be sent by the Exchange to individuals or employers shall be

written and include:
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' : (1) An explanatmn of the actmn reflected in the notme, mciudmg the effective date ef the acnon,
2) Any factuai bases upon whxch the declsmn was made |
a (3) Citat:ons to, or :dentlﬁcatlon of the relevant regulatlons supportmg the axctlon

N - (4) Contact mfonnatlon for avaﬂable customer service resourcﬁs, mc_l_udmg_ loz_:_al lggeﬂ aid and

- welfare nghts oﬁf‘ ices; and

'.(5) An explananan of appeai rlghts |
(b) All Exchange notices sha]l—a’é-least-mmuy- conform to the access1b1hty and readablhty
standards spemﬁed in Secnon 6452, | - ' ‘
: (© The Exchange shall at Ieast annuaily, ree_yalugte_the apprqia;iaieness aﬂd usability of all
'notlces . o . | | e
| _(d) The mdlvzdual market Exchange shali prowds requ;{red notlces either through standard mail,

_ '0: 1f an mdmdual elects, electromcally, prowded that the requ:rements for efectromc notices in

42 CFR Sectlon 435.918 (July 15, 2013) herebv 1ncomorated bv reference are met except that o .

| the mdwzduai market Exchangc shall not be requxred to zmplement the process specxﬁed in 42 _
"__CFR Section 435 918(b)(1) for eligibility detemamatmns for enrollment ina QHP thmugh the
' Exchange and IAPS that are effect;ve beforc January 1,2015.
{e) Unless otherwxse required by federal or State Iaw, the SHOP shall prov:de reqmrcd nonces _
'. .electromcaliy, orifan employer or empioyee elects, through standard mail, If notices are
| prowded eiectromcally, the SHOP shail comply with the requirements for electronlc notices in
42 CFR Sectmn 435. 918(b)(2) through (5) for the empioyer or employee. |
() In the event that the individual market Exchange or SHOP is unable to send seiect required
' -notxces electronically due to techmcal hmltatmns it may mstead send these notmes tbmugh

' standard mail, even if an election has been made to receive such notices eiectromcally
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Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and

100503, Government Code; 42 CFR 435.918 and 45 CFR Section 155.230.

Article 5. Application, Eligibility, and Enrollment Process for the Individual Exchange
§ 6470. Application.

(a) A single, streamlined application shall be used to determine eligibility and to collect

information necessary for—eﬂfellrmeﬁi—iia—aﬂ—hﬁg%iﬁe}udiﬁg:
(1) Enrollment in a QHP,
EX2) Medi-Cal,

)(3) CHIP,
33(4) APTC, and

H(5) CSR.

(b} To apply for any of the programs listed in subdivision (a) of this section, an applicant or an
app!ication filer shall submit all i_nformation, documentation, and declarations required on the
single, streamlined a?plication, as specified in subdivisions (c), (d), and (e) of this section, and
shall sign and date the application.

(c) An applicant or an application filer shall provide the following information on the single,
streamlined application:

(1) The applicant's full name (first, middle, if applicable, and last).

(2) The applicant's date of birth.

(3) The home and mailing address, if different from home address, for the applicant and for all
persons for whom application is being made, the applicant‘s county of residence and telephone
number(s). For an applicant who does not have a home address, only a mailing address shall be

provided.
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. o .:'._(4) 'I‘he applicant's SSN 1f one has been lssued to the apphcant and xf the apphcant does not

X : -,have a_SSN the reasonfornot havmg one 'Iheapphcant’s TIN 1f 0 _has_beenlssuedto_the S ﬁ. :

ts sta as a _._S::CJtlzen or U S Natwnal or the applxcant'

{ 10) The apphcant S, &xpected annual househeld mcome from all somces,:-as sg : ec:fied m ' o

” (12) Whether the apphcant IS an Amencan Indlan or Aiaska Natlve, and 1f so B :
- (A) Name and state ofthe tnbe p fE e : i | |
o (B) Whether the apphcant has ever recewed a serv:ce from the Indzan Health Servwe & tnbal
| health program or an urban Indlan health program or through a refenai from one of these :

programs, and 1f not whether he or she 1s ehgzble to recewe such servxces and
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(C) The sources, amount, and frequency of payment for any income the applicant receives due to

his or her status as American Indian or Alaska Native, if applicable.

(13) The applicant's expected type and amount of asythe tax deductionssineluding but-not

himited that the applicant is allowed to student-loan-interest deductiontuition-and fees—educator

rdeduct from his or her taxable gross

income when calculating the applicant’s adjusted gross income on eardy-withdrawal-of savings;

or her federal income tax return.

(14) Whether the applicant currently has MEC through an employer-sponsored plan, as defined
in Section 5000A()(2) of IRC (26 USC § 5000A(f)(2)), and if so, the amount of monthly |
premium the applicant pays for self-only coverage through his or her employer and whether it
meets the minimum value standards, as defined in Section 6410 of Article 2 of this chapter.
(15) Whether the applicant currently has MEC through any government sponsored programs, as
" defined in Section S000A()(1)(A) of IRC (26 USC § S000A(E(1)(A).

(16) Whether the applicant has any physical, mental, emotional, or developmental disability.
(17) Whether the applicant needs help with long-term care or home and community-based
services.

(18) Pregnancy status, if applicable, and if pregnant, the number of babies expected and the
expected delivery date, |

(19) The applicant's preferred written and spoken language.

(20) The applicant's preferred method of communication, including telephone, mail, and email,
and if email has been selected, the applicant's email address.

(21) Whether the applicant is 18 to 20 years old and a full-time student.
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(22) Whether the applicant is 18 to 26 years old and lived in foster care on his or her 18th
birthday or whether the applicant was in foster care and enrolled in Medicaid in any state.

(23) Whether the applicant is temporarily living out of state.

(24) Whether the applicant intends to file a federal income tax return for the year for which he or
she is‘requesting coverage, and if so, the applicant's expected tax-filing status. |

(25) Whether the applicant is a primary tax filer or a tax dependent;-and-f, If the applicant is a

tax dependent, the non-applicant primary tax filer shall provide‘ the information in
su_b.di_vi_sion(c)(l) through (13) of this séction, except for the information in subdivision (e)}(7)
_ régarding cit.izenship, status as a national, or immigration status;-for-the-non-applieant primary
| (26) For each person for whom the applicant is applying for coverage:
(A) The relationship of each person to the applicant; and |
(Bj The information in sub_division(c)(l) through (25) of this section.
” '”(27) 'Wl'iethe'r the épplicai'l't' .dés.ié'r.la‘.tés.an aﬁtﬁoﬁééa representatwe, aﬁd .if éé, the .autlllllonrlized
rebresentative’s name and addres;, and the applicant's signature authorizing the designated
representative to act on the applicant's behalf for the application, eligibility and enrollment, and
appeals process, if applicable. |
(d) An applicant or an application filer shall declare under penalty of perjury that he or she: -
(1) Undér_stood all questions on the appli_cgtion, and gave frue and correct answers to the best of
his or-her personal knowledge, and where he or she did not know the answer personally, he or

she made every effort to confirm the answer with someone who did know the answer; -
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(2) Knows that if he or she does not tell the truth on the application, there may be a civil or
criminal penalty for perjury that may include up to four years in jail, pursuant to Caiifornia Penal
Code Section 126;

(3) Knows that the information provided on the application shall be only used for purposes of
eligibility determination and enrollment for all the individuals listed on the application who are
requesting coverage, and that the Exchange shall keep such information private in accordance
with the applicable federal and State privacy and security laws;

(4) Agrees to notify the Exchange if any information in the application for any person applying
for _health insurance changes, which may affect the person's eligibility;

(3) Understands that if he or she received premium.tax c;'edits for health coverage through the
Exchange during the previous benefit year, he or she must have filed or will file a federal tax
return for that benefit year; aﬁd

(¢) An applicant or an application filer shall indicate that he or she understands his or her rights
and responsibilities by providing, on the single, streamlined application, a declaration that:

(1) The information the applicant provides on the application is true and accurate {o the best of
his or her knowledge, and that the applicant may be subject to a penalty if he or she does not tell
the truth.

(2) The applicant understands that the information he or she provides on the application shall be
only used for purposes of eligibility determination and enrollment for all the individuals listed on
the application.

(3) The applicant understands that information he or she provides on the application shall be kept
private in accordance with the applicable federal and State privacy and security laws and that t}.le.

Exchange shares such information with other federal and State agencies in order to verify the
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information and to make an eligibility determination for the applicant and for any other person(s)
for whom he or she has requested coverage on the appfication, if applicable.

(4) The applicant understands that to be eligible for Medi-Cal, the applicant is required to apply
for other income or benefits to which he or she, or any member(s) of his or her household, is
entitled, including: pensions, government benefits, retirement income, veterans' benefits,
annuities, disability benefits, Social Security benefits (also called OASDI or Old Age, Survivors,
and Disability Insurance), and unemployment benefits. However, such income or benefits do not
include public assistance benefits, such as CalWORKs or CalFresh.

(5) The applicant understands that he or she is required to report any changes to the information
provided on the application to the Exchange.

(6) The applicant understands that the Exchange shall not discriminate against the applicant or
anyone on the application because of race, color, national origin, religion, age, sex, sexual
orientation, marital status, veteran's status, or disability.

(7) The applicant understands that, excejjt tor purpoées of appljdrig for Medi-CaI, thé applicant
and any other person(s) the applicant has included in the application shall not be confined, after
the disposition of charges (judgment), in a jail, prison, or similar penal institution or correctional
facility.

(8) If the applicant or any other persons the api)licant has included in the application qualifies for
Medi-Cal, the applicant understands that if Medi-Cal pays for a medical expense, any money the
applicant, or any other person(s) included in the application, receives from other health
insurance, legal settlements, or judgments covering that medical expense shall be used to repay

Medi-Cal until the medical expense is paid in full.
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(9) The applicant understands that he or she shall have the right to appeal any action or inaction
taken by the Exchange and shall receive assistance from the Exchange regarding how to file an
appeal.

(10) The applicant understands that any changes in his or her information or information of any
member(s) in the applicant's household may affect the eligibility of other members of the
household,

(f) If an applicant or an application filer selects a health insurance plan or a QDP, as applicable,
n the application: o

(1) He or she shall provide:

(A) The name of the applicant and each family member who is enrolling in a plan; and

(B) The plan information, including plan name, metal tier, metal number, coverage level and
plan type, as applicable; and

(2) All individuals, respo_nsible.paxties, or authorized representatives, age 18 or older who are
for binding arb_itraﬁon, as set forth below:

(A) For an Exchange Plan: “I understand that every participating health plan has its own rules for
resolving disputeé or claims, including, but not limited to, any claim asserted by me, my enrolled
dependents, heirs, or authorized representatives against a health plan, any contracted health care
providers, administrators, or other associated parties, about the membership in the health plan,
the coverage for, or the delivery of, services or items, medical or hospital malpractice (a claim
that medical services were unnecessary or unauthorized or were improperly, negligently, or
incompetently rendered), or premises liability. I understand that, if I select a health plap _that |

requires binding arbitration to resolve disputes, accept, and agree to, the use of binding
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arbitration to resolve disputes or claims (except for Small Claims Court cases and claims that
cannot be subject to binding arbitration under governing law) and give up my right to a jury trial
and cannot have the dispute decided in court, except as applicable law provides for judicial
review of arbitration proceedings. I understand thatrthe full arbitration provision for each
participating health plan, if they have one, is in the health plan's coverage document, which is
available online at CoveredCA.com for my review, or, I can call Covered California at 1-800-.
300-1506 (TTY: 1-888-889-4500) for more information.”

(B) For a Kaiser Medi-Cal health plan: “I have read the plan description. I understand that Kaiser
requires the use of binding neutral grbitration to resolve certain disputes. This includes disputes
about whether tﬁe right mediéa] treatment was provided (called medical malpractice) and other
disputes relating to benefits or the delivery of services, including whether any medical services
provided were unnecessary or unauthorized, or were improperly, negligently, or incompetently
rende_red._ If 1 pick Kaiser as my Medi-Cal health plan, I give up my constitutional right to a jury
“or court triai for those certain di‘sputes. I also agr.eé”t.(.) use binding néﬁtfal érbitréﬁ.on to fes.olve
those certain disputes. I do not give up my right to a state.hearing of aﬁy issue, which is subject
to the state hearing process.”

(g) The Exchange may request on the application that the applicant authorizes the Exchange to
obtain updated tax return information, as described in Section 6498(eb), for up to five years to
conduct an annual redetermination, provided that the Exchange inform the applicant that he or
she shall have the option to:

(1) Decline to authorize the Exchange to obtain updated tax return information; or

(2) Discontinue, change, or renew his or her authorization at any time.
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(h) If a CEC, PBE, or a Certified Insurance Agent assists an applicant or an application filer in
completing the application, he or she shall:

(1) Provide his or her name;

(2) Provide his or her certification or license number, if applicable;

(3) Provide the name of the entity with which he or she is affiliated;

(4) Certify that he or she assisted the applicant complete the application free of charge;

(5) Certify that he or she provided true and correct answers to all questions on the application to
the.be'st of his or her knowledge and explained to the applicant in plain language, and the
| applicant understood, the risk of providing inaccurate or false information; and

(6) Date and sign the épplication. |

(1) To apply for an eligibility determination and enrollment in a QHP through the Exchange
Withqut requesting any APFC-o+ESRIAPS, an applicant or an application filer shall, for the
applicant and each person for whom the applicant is applying for coverage, submit all
information, documentation, and declarations .r.equired in: -
(1) Subdivision (c)(1), (2), (3), (4), (5), (6). (7), (12)(A), (19), (20), (26)(A), and (27) of this
section;
(2) Subdivision (d) of this section;
(3) Subdivision (e)(1), (2), (3), (5), (6), (7), (9), and (10) of this section;
(4) Subdivision (f)(1) and (2)(A) of this section; and
(3) Subdivision (h) of this section.
(j) An applicant or an application filer may file an application through one of the following
channels:

(1) The Exchange's Internet Web site;
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(2) Telephone,

(3) Facsimile;

(4) Mail; or

(5) In person.

(k) The Exchange shall accept an application from an applicant or application filer and make an
eligibility determination for an applicant seeking an eligibility determination at any point in time
during the year,

(1) If an applicant or application filer submits an incomplete application that does not. include
éufﬁcient infoﬁnation for the Exchange to conduct an eligibility determination for enroliment in
a QHP t&ough the Exchangé or for an IAP, if alf).plicab.le, the Exchanée shall proceed ds foilows:
(1) The Exchange shall provide notice to the applicant indicating that information necessary to
compiete an eligibility determination is missing, specifying the missing. mformatzon and |
provzdmg mstructlons on how to provide the missing information;

 (2) The Exchange shall provide the apphcant with a period of 90 calendar days from the date of
the notlce described in subdivision (1)(1) of this sectlon, or until the end of an enrollment penod
whichever date is earlier, to prov;'de the information needed to complete the application to the
Exchange. In no event, shall this period be less than 30 calendar days from the date of the notice
described in subdivision (1)(1) of this section.

(3) During the period specified in subdivision (1)(2) of this section, the Exchan_gé shall not
proceed with the applicant's eligibility determination or provide APTC or CSR, unless the
applicant or application filer has provided sufficient information to determine the applicant's
ehglblhty for enrollment in a QHP through the Exchange in whlch case the Exchange shall ‘

make such a determination for enrollment in a QHP.
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(4) If the applicant fails to provide the requested information within the period specified in
subdivision (1)(2) of this section, the Exchange shall provide notice of denial to the applicant,
including notice of appeals rights in accordance with Section 6604 of Article 7 of this chapter.
Note: Authority cited: Section 100504, Government Code, Reference: Sections 100502 and
100503, Government Code; and-45 CFR Sections 155.310-and, 155.405.

§ 6472. Eligibility Requirements for Enrollment in a QHP Through the Exchange,

(a) An applicant who is seeking enrollment in a QHP that is not a catastrophic plan shall meet the
requirements of this section, except for the requirements specified in subdivision (f) of this
section, regardless of the applicant's eligibility for APTC or CSR. For purposes of this section,
an applicant includes all indiifiduais listed on the applicétion who are seeking enrollment in a
QHP through the Exchange. An applicant who is seeking enrollment in a catastrophic QHP shall
also meet the requirements specified in subdivision (f) of this section. An applicant who is
secking enrollment in a QDP shall also meet the requirements specified in subdivision (g) of this
cecton, e
(b) An applicant who has a SSN shall provide his or her SSN to the Exchange.

(c) An applicant shall be a citizen or national of the United States, or a non-citizen who is
lawfully present in the United States, and is reasonably expected to be a citizen, national, or a
non-citizen who is lawfully present for the entire period for which enrollment is sought.

(d) An applicant shall not be incarcerated, other than incarceration pending the disposition

| (judgment) of charges.

(¢) An applicant shall meet one of the following applicable residency standards:

(1) For an individual lwho is age 21 and over, is not living in an institution as defined in 42 CFR

Section 435.403(b) (March 23, 2012), hereby incorporated by reference, is capable of indicating
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intent, and is not receiving Supplemental Security Income/State Supplemental Program
payments as defined in Title 22, Division 3, Section 50095 of CCR, the service area of the
Exchange of the individual is the service areas of the Exchange in which he or she is living and:
(A) Intends to reside, including without a fixed address; or

(B) Has entered with a job commitment or is seeking employment (whether or not currently
employed).

(2) For an individual who is under the age of 21, is not living in an institution as defined in in-42
CFR Section 435.403(b), is not eligible for Medi-Cal based on receipt of assistance under title
IV—E of the Social Security Act, is not emancipated, and is not receiving Supplemental Security
Ihcome/State Supplementary Payment (SSI/SSP) as deﬁned in Title 22, Division 3, Section
50095 of CCR, the Exchange service area of the individual is:

(A) The service area of the Exchange in which he or she resides, including without a fixed
address; or | |

(B) The service area of the Exchange of a parent or caretaker, establishe& in accordance with
subdivision (e)(1) of this section, with whom the individual resides.

(3) For an individual who is not described in subdivisions (e)(1) or {2) of this section, the
Exchange shall apply the residency requirements described in 42 CFR Section 435.403 with
respect to ther service area of the Exchange.

(4) Special rule for tax households with members in multiple Exchange service areas.

(A) Except as specified in subdivision (e)(4)(B) of this section, if all of the members of a tax
hdusehold are not within the same Exchange service area, in accordance with the applicable

standards in subdivisions (e)(1), (2}, and (3) of this section, any member of the tax household
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may enroll in a QHP through any of the Exchanges for which one of the tax filers meets the
residency standard.

(B) If both spouses in a tax household enroll in a QHP through the same Exchange, a tax
dependent may choose to enroll in a QHP either through that Exchange or through the Exchange
thét services the area in which the dependent meets a residency standard described in
subdivisions (e)(1), (2), or (3) of this section. .

(5) The Exchange shall not deny or terminate an individual's eli gibility for enrollment in a QHP
through the Exchange if the individual meets the standards in subdivision (e)(1)—(4) of this
section but for a temporary absence frqm the seryice area of the Exchange and intends to return
when the purpose of thé absence has been accomplished.

() The eligibility standards specified in this subdivision shall only apply to the eligibility
deteﬁnjnation for enrollment through the Exchange in a QHP that is a catastrophic plan, as
defined in Section 1302(e) of the Affordable Care Act. |

(1) The Exchan;gé shall determine an applicant eli gible for enrollment in a caféstrophic QHP
through the Exchange if the applicant:

(A) Has not attained the age of 30 before the beginning of the plan year; or

(B) Has a certification in effect for any plan year that the applicant is exempt from the
requirement to maintain MEC under section 5000A of IRC (26 USC § 5000A} by reason of:

1. Section 5000A(e)(1) of IRC (26 USC § 5000A(e)(1)) relating to individuals without
affordable coverage; or

2. Section 5000A(e)(5) of IRC (26 USC § 5000A(e)(5)) relating to individuals with hardships.
(2) APTC shall not be available to support enroliment in a catastrophic QﬁP through th¢

Exchange.
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(g) The eligibility standards specified in this subdivision shall only apply to the eligibility
determination for enroliment in a QDP through the Exchange. The Exchange shall determine an
applicant eligible for enrollment in a QDP if the applicant meets both of the following
requirements: |

(1) At least one adult in the applicant's family who is enrolled in a non-catastrophic QHP through
the Exchange is enrolled in the QDP. The family may continue enrollment in the QDP even if the
adult later ceases enroliment in the non-catastrophic QHP through the Exchange.

(2) To enroll one child in a family in. a QDP, all chﬁdren in the family under 19 years of age shall
aiso enroll in the same QDP. | | | |

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and

100503, Government Code; and42 CFR 435.403: 45 CFR Section 155.305.

§ 6474. Eligibility Requirements for APTC and CSR.

(éj Those individuals who apply to receive APTC and CSR shall meet the eligibility .
 requirements of this section in addition to the requirements of Section ”6472, exc.ég.)t for thé
requirements specified in Section 6472(f) relating to enrollment in a catastrophic QHP.

(b) For purposes of this section, household income has the meaning given the term in Section
36B(d)}(2) of IRC (26 USC § 36B(d)(2)) and in 26 CFR Section 1.36B-1(e).

(c) Eligibility for APTC.

(1) A tax filer shall be eligible for APTC if:

(A) Tax filer is expected to have a household income of greater than or equal to 100 percent but

not more than 400 percent of the FPL for the benefit year for which coverage is requested; and
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(B) One or more applicants for whom the tax filer expects to claim a personal exempt_ion
deduction on his or her tax return for the benefit year, including the tax filer and his or her
spouse:

1. Meets the requirements for eligibility for enrollment in a QHP that is not a catastrophic plan
through the Exchange, as specified in subdivisions (a) through (e} of Section 6472;

2. Is not eligible for MEC, with the exception of coverage in the individual market, in
accordance with section 36B(c)(2)(B) and (C) of IRC (26 USC § 36B(c)(2)(B), (C)) and 26 CFR
Section 1.36B-2(a)(2) and (c); and

3. is enroﬂéd in a QHP that is neither a catastrophic plan nor a QDP through the Exchange.

(2) A non-citizen tax filer who is lawfully prééent and ineligible for Medi-Cal by reason of
immigratilon status, and is not otherwise eligible for APTC under subdivision (c)(1) of this
section, shall be eligible for APTC if:

.(A) Tax filer meets the requirements specified in subdivision (¢)(1) of this section, except for
i A B

(B) Tax filer is expected to have a household income of less than 100 percent of the FPL for the
benefit year for which coverage is requested; and

(C) One or more applicants for whom the tax filer expects to claim a personal exemption
deduction on his or her tax return for the benefit year, including the tax filer and his or her
spouse, is a non-citizen who is lawfully present and ineligible for Medi-Cal by reason of
immigration status, in accordance with section 36B(c)(1)(B) of IRC (26 USC § 36B(c)(1)(B))
and in 26 CFR Section 1.36B-2(b)(5). |

(3) Tax filer shall not be eligible for APTC if:
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(A) HHS notifies the Exchange, as part of the verification process described in Sections 6482

~ through 6486, that APTC was made on behalf of the tax ﬁfer (or either spouse if the tax fileris a
married couple) for a year for which tax data would be used to verify household income and
family size in accordance with Section 6482(d) and (e);

(B)I Tax filer (or his or her spouse) did not comply with the requirement to file an income tax
re_turn for that year, as required by Sections 6011 and 6012 of IRC (26 USC §§ 6011, 6012) end_
implementing regulations; and |

(C) The APTC was .not reconciled for that pe;iod

“4) The APTC amount shall be calculated in accordance with section 36B of IRC (26 USC §

36B) and 26 CFR Secnon 1.36B- 3 (JuIV 26 2017) herebv 1ncorp0rated by reference

(5) An application filer shall provide the SSN of a tax filer who is not an applicant only if an

abplicant attests that the tax filer has a SSN and filed a tax return for the year for which tax data

would be used to verify household income and family size.

(d) Eligibility for CSR.

(1) An applicant shall be eligible for CSR if he or she:

(A) Meets the eligibility requirements for enrollment in a QHP through the Exchange, as
specified in Section 6472;

(B) Meets the requirements for APTC, as specified in subdivision (c) of this section; and
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(C) Is expected to have a household income that does not exceed 250 percent of the FPL for the
benefit year for which coverage is requested.

(2) The Exchange may only provide CSR to an enrollee who is not an Indian if he or she is
enrolled through the Exchange in a silver-level QHP, as defined by section 1302(d)(1)(B) of the
Affordable Care Act.

(3) The Exchange shall use the following eligibility categories for CSR when making eligibility
determinations under this section:

(A) An individual who is expected to have a household income:

1. Greater than or equal to 100 percent of the FPL and less than or equal to 150 perc'ent of the
FPL for the benefit year for which coverage is requested, or

2. Less than 100 percent of the FPL for the benefit year for which coverage is requested, if he or
she is eligible for APTC under subdivision (c)(2) of this section;

'(B.)‘ An individual is expected to have a household income greater than 150 percent of the FPL
and ':iess than or equal to 200 percent of the FPL for the benefit year for which coverage is
requested; or

(C) An individual who is expected to have a household income greater than 200 percent of the
FPL and less than or equal to 250 percent of the FPL for the benefit year for which coverage is
requested.

(4) If an enrollment in a QHP under a single family policy covers two or more individuals, the
Exchange shall deem the individuals under such family policy to be collectively eligible only for
the last category of eligibility listed below for which all the individuals covered by the family

- policy would be eligible: | |

(A) Not eligible for CSR;
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(B) Section 6494(a)(3) and (4) — Special CSR eligibility standards and process for Indians
regardless of income;

(C) Subdivision (d}3)(C) of this section;

(D) Subdivision (d)(3)(B) of this section;

(E) Subdivision (d)(3)(A) of this section; or

(F) Section 6494(a)(1) and (2) — Special CSR eligibility standards and process for Indians with
household incomes under 300 percent of FPL.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and

100503, Government Code; and26 CFR Sections 1.36B-1, 1,36B-2, 1.36B-3:; 45 CFR Section
155.305. | |
§ 6476. Eligibility Determination Process.
(a) An applicant may request an eligibility determination only for enrollment in a QHP through
the Exchange. | | | | |

(b) An applicant's request for an eligibility determination for an IAP shall be deemed a request
for all IAPs.
(¢) The Exchange shall determine an applicant eligible for an enrollment period if he or she
meets the criteria for an enrollment period, as specified in Sections 6502 and 6504.
(d) The following special rules relate to APTC.
(1) An enrollee may accept less than the full amount of APTC for which he or she is determined
eligible.
(2) To be determined eligible for APTC, a tax filer shall make the following attestations as

applicable:
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(A) He or she will file an income tax return for the benefit year, in accordance with Sections

6011 and 6012 of IRC (26 USC §§ 6011, 6012) and implementing regulations;

(B) If marﬁed (within the meaning of 26 CFR Section 1.7703—1), he or she will file a joint tax

return for the benefit year, unless he or she satisfies one of the exceptions specified in 26 CFR

Section 1.36B-2(b)(2)(ii)-(v);

(C) No other taxpayer will be able to claim him or her as a tax dependent for the benefit year;

and

(D) He or she will claim a personal exemption deduction on his or her tax return for the

applicants identified as members of his or her family, inch;ding the tax filer and his or her

spoﬁée, in accofdance with Se'cti(.m 6482(d). |

(e) If the Exchange determines an applicant eligible for Medi-Cal or CHIP, the Exchange shall

notify and transmit to DHCS, within three business days from the date of the eligibility |

defennination, all information that is necessary for DHCS to provide the applicant with
coverage.

(D An applicant's eligibility .shall be determined within 10 calendar days from the date the

Exchange receives the applicant's complete paper application, as specified in Section 6470, This

timeline does not apply to the eligibility determinations for applications submitted online, which

occur real time, if administratively feasible.

(2) Upon making an eligibility determination, the Exchange shall implement the eligibility

determination under this section for enrollment in a QHP through the Exchange, APTC, and CSR

as follows:

(1) For an initial eligibility determination, in accordance with the dates specified in Section

.6502(0) and (f) and Section 6504(g) and (h), as applicable; or
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2) F.or a redetermination, in accordance with the dates specified in Section 6496(j) through (1)
and Section 6498(k), as applicable.

(h) The Exchange shall provide wn‘tten. notice to an applicant of any eligibility deter_mination
made in accordance with this article within five business days from the date of the eligibility
determination. |

(1) The Exchange shall notify an employer that an employee has been determined eligible for
APTC and has enrolled in a QHP through the Exchange within 30 days from the date of the
determination that the employee is eligible for APTC and is enrolled in a QHP through the
Exchange. Such notice shall: | |

(1) Identify the employee;

(2) Indicate that the employee has been determined eligible for APTC and has enrolled in a QHP
through the Exchange;

(3) Indicate that, if the emplqyer has 50 or more full-time employees,_th_e employer may be liable
 for the tax penalty assessed under Section 4980H of IRC (26 USC § 4980H);
(4) Notify the employer of the right to appeal the determination; and

(5) Inform the employer that discrimination against an employee who has been determined
eligible for APTC and has enrolled in a QHP through the Exchange is prohibited under the ACA
and the employees who are retaliated against may file a complaint with the Occupational Safety

and Health Administration of the United States Department of Labor (OSHA), as specified in 29

USC Section 218¢ and 29 CFR Sections 1984.1 02 (November 16, 2012), hereby incorporatgd by

reference and 1984.103 (November 16, 2012). hereby incorporated by reference.

(j) If an applicant who is determined eligible for enrollment in a QHP does not select a QHP

within his or her enrollment periods, as specified in Sections 6502 and 6504, or is not eligible for
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an enrollment period, and seeks a ﬁew enrollment period prior to the date on which his or her
eligibility is redetermined in accordance with Section 6498:

(1) The applicant shall attest as to whether information affecting his or her eligibility has
changed since his or her most recent eligibility determination before determining his or her
eli gibility for a special enrollment period; and

(2) Any changes the applicant reports shall be processed in accordance with the procedures
specified in Section 6496.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and

100503, Government Code; and26 CFR Sections 1.36B-2 and 1.7703- 1: 29 CFR Sections

1984 102 and 1984.102; 45 CFR Section 155.310.

§ 6478 Venﬁcatmn Process Related to Ehglbxhty Requlrements for Enroliment in a QHP
Through the Exchange.

'(a)_ The _Exchang¢ shall verity or obtain information as provided in this section to determine

- whether an applicant meets the eligibility requirements specified in Section 6472 félatiﬁg to the
eligibility requirements for enrollment in a QHP through the Exchange. |

(b) Verification of SSN.

(1) F.or any individual who provides his or her SSN to the Exchange, the Exchange shall transmit
the SSN and other identifying information to HHS, which will submit it to the SSA.

(2) If the Exchange is unable to verify an individual's SSN through the SSA, or the SSA
indicates that the individual is deceased, the Exchange shall follow the procedures specified in
Section 6492, except that the Exchange shall provide the individual with a period of 95 days
trom the date of the notice described in Section 6492(a)(2)(A) for the applicant to provide

satisfactory documentary evidence or resolve the inconsistency with the SSA. If the Exchange
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determines on a case-by-case basis that the individual has demonstrated that he or she did not
reéeive the notice within five days from the date of the notice, the individual shall have 90 days
from the date on which he or she received the notice to provide satisfactory documentar_y |
evidence to the Exchange or resolve the inconsistency with the SSA.

{c) Veriﬁcation of citizenship, status as a national, or lawful presence,

(1) For an applicant who attests to citizenship and has a SSN, the Exchange shall transmit the
applicant’s SSN and other identifying information to HHS, which will submit it to the SSA.

(2) For an applicant who has documentation that can be verified through the DHS and who
attests to lawful presence, or who attests to c_:iti_zehship and for whom the Exchange cannot
substantiate a cléiin_ of citizehéhii) thrdﬁgh the SSA, the E.Xchan'gzer .sh.all tranémit .inforrnaﬁo.ﬁ.
from the applicant's documentation and other identifying _informat_ion to HHS, which will submit
.nece_slsar}.f information to the DHS for verification. | |

:(3} For an applicant who attests to citi.z_ens_hjp, status as a national, or lawful presence, and for
- whom the Exchange cannot verify such attestation through the SSA or the DHS, the Exchange
shall follow the inconsistencies procedures specified in Section 6492, except that the Exc_hange
shall proﬁde the applicant with a period of 95 days from the date of the notice described in
Section 6492 (a)(2)(A) for the applicant to provide satisfactory documentary evidence or resolve
the inconsistency with the SSA or the DHS, as applicable. If the Exchange determineé on a case-
by—é@se basis that the individual has demonstrated that he or she did not receive the notice within
five days from the date of'the notice, the individual shall have 90 days from the date on which he
or she received the notice to provide satisfactory documentary evidence to thé Exchange or
resolve the inconsistency with the SSA or the DHS, as applicable. |

(d) Verification of residency.
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(1) Except as provided in subdivisions (d)(2) and (3) of this section, the Exchange shall accept an
applicant's attestation that he or she mects the residency standards of Section 6472(c) withqut
further verification.

(2) If information provided by an applicant regarding residency is not reasonably compatible
with other‘infonnation provided by the individual or in the records of the Exchange, the
Exchange shall examine information in HHS-approved data sources that are available to the
Exchange.

(3) If the information in data sources_speciﬁed in subdivision (d)(2) of this section is not
reasonably compatible with the information provided by the applicant, the Exchange shall follow
the procedures specified in Section 6492, Evidence of immigration status may not be used to
determine that an applicant is not a resident of the Exchange service area.

(e) Verification of incarceration status.

(1) The Exchange shall verify an applicant's attestation that he or she meets the requirements of
6472(d) by: |
(A) Relying on any HHS-approved electronic data sources that are available to the Exchange; or
(B) Except as provided in subdivision (e)(2) of this section, if a HHS-approved data source is
unavailable, accepting the applicant's attestation without further verification.

(2) If an applicant's attestation is not reasonably compatible with information from HHS-
approved data sources described in subdivision (e)(1)(A) of this section or other information
provided by the applicant or in the records of the Exchange, the Exchange shall follow ‘the
inconsistencies procedures specified in Section 6492.

(f) Verification related to eligibility for enrollment through the Exchange in a QHP thatis a

catastrophic plan.
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(1) The Exchange shall verify an applicant's attestation that he or she meets the requirements of
6472(1) by:

(A) Verifying the applicant's attestation of age as follows:

1. Except as provided in subdivision (£}(1)(A)2 of this section, the Exchange shall accept the
applicant's attestation of age without further verification.

2. If information regarding age is not reasonably compatible with other information provided by
the individual or in the records of the Exchange, the Exchange shall examine information in
HHS-approved data sources that are available to the Exchange. |

(B} Verifying that an applicant has received a certificate of exemption as described in Section
6472(H(1XB).

(2) If the Exchange is unable to verify the information required to determine eligibility for
enrollment through the Exchange in a QHP that is a catastrophic plan as described in subdivision
(f)(1) of this section, the Exchange shall follow the procedures specified in Section 6492, except
for Section 6492(a)(4).

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and
100503, Government Code; and-45 CFR Section 155.315.

§ 6480. Verification of Eligibility for MEC Other than Through an Eligible Employer-
Sponsored Plan Related to Eligibility Determination for APTC and CSR.

(a) The Exchange shall verify whether an applicant is eligible for MEC other than through an
eligible employer-sponsored plan, Medi-Cal, or CHIP, using information obtained from-the

HHSby transmitting identifying information specified bv HHS to HHS for verification PUrposes.

(b) The Exchange shall verify whether an applicant has already been determined eligible for

coverage through Medi-Cal or CHIP, using information obtained from the DHCS.

Page 45 of 123 August 7, 2018



Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502, 100503,
and 100504, Government Code;-and 45 CFR Section 155.320.

§ 6482. Verification of Family Size and Household Income Related to Eligibility
.Determinatioﬂ for APTC and CSR.

(a) For purposes of this section, “family size” and “household income” have the meanings given
the terms in Section 36B(d)(1) and (2) of IRC (26 USC § 36B(d)(1), (2)) and in 26 CFR Section
1.36B-1(d), (e).

(b) For all individuals whose income is counted in calculating a tax filer's household income, in
accordance with Section 36B(d)(2) of IRC (26 USC § 36B(d)(2)) and 26 CFR Section 1.36B-
1(e), or an applicant’s household income, calculated in accordance with 42 CFR Section
435.603(d), and for whom the Exchange has a SSN, the Exchange shall:

(1) Request tax return data regarding MAGI and family size from the Secretary of the Treasury
and data regarding Social security benefits described in 26 CFR Section 1.36B-1(e}2)(iii) from
the Commiésioner of Social Security by transmitting idenﬁfying information spéciﬁed by HHS
to HHS; and |

(2) Proceed in accordance with the procedures specified in Section 6492(a)(1) if the identifying
information for one or more individuals does not match a tax record on file with the IRS.

(¢) For all individuals whose income is counted in calculating a tax filer's household income, in
accordance with Section 36B(d)(2) of IRC (26 USC § 36B(d)(2)) and 26 CFR Section 1.36B-
1(e), or an applicant's household income, calculated in accordance with 42 CER Section
435.603(d), the Exchange shall reqﬁest data regarding MAGI-based income in accordance with

42 CFR Section 435.948(a) (March 23, 2012). hereby incorporated by reference.

(d) An applicant's family size shall be verified in accordance with the following procedures.
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(1) An applicant shall attest to the individuals that comprise a tax filer's family for APTC and
CSR.

(2) If an applicant attests that the information described in subdivision (b)(1) of this section
represents an accurate projection of a tax filer's family size for the benefit year for which
coverage is requested, the tax filer's eligibility for APTC and CSR shall be determined based on
the family size data in subdivision (b)(1) of this section.

(3) Except as specified in subdivision (d)(4) of this section, the tax filer's family size for APTC
and CSR shall be verified by accepting an applicant's attestation without further verification if
(A) The data described in subdivision (b)(1) of this section is uhavailab!e; or

(B) The applicant attests that a change in family size has occurred, or is reasonably expected to
occur, and so the data described in subdivision (b)(1) of this section does not représent an
accurate projection of the tax filer's family size for the benefit year for which coverage is
requested..

(4) If the Exchange finds that an applican't‘s'attestation of a tax filer's family size is not
reasonably compatible with other information provided by the application filer for the family or
in the records of the Exchange, with the exception of the data described in subdivision (b)(1) of
this section, the applicant's attestation shall be verified using data obtained through other
electronic data sources. If such data sources are unavailable or information in such data sources
is not reasonably compatible with the applicant's attestation, the applicant shall provide
additional documentation requested by the Exchange to support the attestation, in accordance

with Section 6492.
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(5) The Exchange shall verify that neither APTC nor CSR is being provided on behalf of an
individual using information obtained by transmitting to HHS identifying information specified
by HHS.

(¢} An applicant's annual household income shall be verified in accordance with the following
procedures.

(1) The annual household income of the family described in subdivision (d)(1) shall be computed
based on the tax-retum-data described in subdivision (b)(1) of this section.

(2) An applicant shall attest to a tax filer's projected annual household income.

(3) If an applicant's attestation indicates that the information described in subdivision (e)(1) of
this section represents an accurate projection of the tax filer's household income for the benefit
year for which coverage is requested, the tax filer's eligibility for APTC and CSR shall be
determined based on the household income data in subdivision (e)(1) of this section.

(4) If the data described in subdivision (b)(1) of this se_ction is unavailable, or an applicant attests
that a chénge in household income has occurred, or is reasonably expected to occﬁr, anci SO it |
does not represent an accurate projection of the tax filer's household income for the benefit year
for which coverage is requested:

(A) The applicant shall attest to the tax filer's projected household income for the benefit year for
which coverage is requested; and

(B) The applicant's attestation of the tax filer's projected household income shall be verified in
accordance with the process specified in Sections 6484 and 6486.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and

100503, Government Code; and26 CFR Section 1.36B-1; 42 CFR Sections 43 5.603 and 435.948:

45 CFR Section 155.320.
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(2) The applicant's attestation to projected annual household income, as described in Section

0482(e)(2), is more than 25 percent above the annual household income computed in accordance

with Section 6482(e)}(1):

(3) The data described in Section 6482(e)(1) indicates that the projected annual household

income is under 100 percent of the FPL: and

{4) The Exchange has not verified the applicant's MAGI-based income to be within the

applicable Medi-Cal or CHIP MAGI-based income standard, in accordance with the process

specified in Medicaid regulations at 42 CFR Sections 435.945, 435.948, and 435.952 and CHIP

regulations at 42 CFR Section 457.380.

(c) Subdivision (b) of this section shall not apply if the applicant is a non-citizen who is lawifully

present and ineligible for full-scope Medi-Cal by reason of immigration status.

(d} If, at the conclusion of the 95-day period specified in Section 6492(a)(2)(B). the Exchange

remains unable to verify the applicant's attestation, the Exchange shall:

(1) Determine the applicant's eligibility based on the information described in Section
6482(e)(1);

(2) Notify the applicant of such determination in accordance with the notice requirements

specified in Section 6476(h): and

(3) Implement such determination in accordance with the effective dates specified in Section

6496(j) through (I).

(e) If, at the conclusion of the 95-day period specified in Section 6492(a)(2)(B). the Exchange

remains unable to verify the applicant's attestation and the information described in Section

6482(e)(1) is unavailable, the Exchange shall:

(1) Determine the tax filer ineligible for APTC and CSR:

Page 50 of 123 August 7, 2018



(2) Notify the applicant of such determination in accordance with the notice requirements

specified in Section 6476(h); and

(3) Discontinue any APTC and CSR in accordance with the effective dates specified in Section

6496(7) through (1),

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and

100503, Government Code; arnd42 CFR Sections 435.945, 435.948. 435.952 and 457 .380; 45

CFR Section 155.320.

§ 6486. Alternate Verification Process for APTC and CSR Eligibility Determination for
Decreases in Annual Household Income or if Tax Return Data is Unavailable.

(a) A tax filer's annual household income shall be determined based on the alternate verification
procedures described in subdivisions (b) and (c) of this section if:

(1) An applicant attests to projected annual household income in accordance wi_th Section
6482(e)(2);

(2) The tax filer does not meet the criteria specified in Section 6484;

(3) The Exchange has not verified the applicant's attested householdMAGI-based income to be
within the applicable Medi—Cal or CHIP MAGI-based income standard, in accordance with the
process specified in Medicaid regulations at 42 CFR Sections 435.945, 435.948, and 435.952 and
CHIP regulations at 42 CFR Section 457.380; and

(4) One of the following conditions is met:

(A) The IRS does not have tax return data that may be disclosed under Section 6103(1)(21) of
IRC (26 USC § 61626103(1)(21)) for the tax filer that is at least as recent as the calendar year

two years prior to the calendar year for which APTC and CSR would be effective;
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(B) The applicant attests that the tax filer's applicable family size has changed, or is reasonably
expected to change (or the members of the tax filer's family have changed, or are reasonably
expected to change), for the benefit year for which the applicants in his or her family are
requesting coverage;

(C) The applicant attests that a change in circumstances has occurred, or is reasonably expected
to oceur, and so the tax filer's annual household income has decreased, or is reasonably expected
to decrease, from the income obtained from the data sources described in Section 6482(b)(1) for
the benefit year for which the applicants in his or her family are requesting coverage;

(D) The applicant attests that the tax filer's filing status has changed, or is reasonably expected to
change, for the benefit year for which the applicants in his or her family are requesting coverage;
or

(E) An applicant in the tax filer's family has filed an application for unemployment benefits.

(b) If a tax filer qualifies for an alternate verification process based on the requiremenfs specified
in subdivision (a) of this section and the applicant's attestation to projected annual household
income, as described in Section 6482(¢)(2), is no more than 25 percent below the annual
household incon_ae computed in accordance with Section 6482(e)(1), the applicant's attestation
shall be accepted without further verification.

(c) If a tax filer qualifies for an alternate verification process based on the requirements specified
in subdivision (a) of this section and the applicant's attestation to projected annual household_
income, as described in Section 6482(e)(2), is greater than 25 percent below the annual
household income computed in accordance with Section 6482(3),(}{), or if the tax-data described
in Section 6482(b)( i) is unavailable, the Exchange shall verify the applicant's attestation of the

tax filer's projected annual household income in accordance with the following procedures:
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:- ( 1) The _Exchange shall use: _ | |
| -_ j(A) Annuahzed data from the MAGI-based mcorne sources, as speclﬁed in Sectmn 6482(c)

: '_ . (B) Other HHS~approved eIectromc data sources..

| (2) If the apphcant’s attestatlon mdlcates that the mformanon descr;bed in subdlvxslon (c)(l) of

..thlS SECthIl represents an accuraile projection of the tax fi ]er s houschold income for the beneﬁt
-year for whlch coverage is reqnested the Exchange shall detcrmme the tax ﬁler 5 clig1b1hty for

E APTC and CSR based on the hausehold income data in subdivision {c)(l) of this sectmn

(3) If electromc data are unavailable or the apphcant s attestatlon t0 pro_;ected annuai household

' mcome as descnbed in Sectmn 6482(e)(2) is more than 25 percent below the an,uual houschold
. mcomc computed usmg data sources descnbed in subchvxszon (c)(l) of thm secﬁon, the Exchange

shali follow procedures spec1ﬁed in Secuon 6492(a)(1) through (4),

4) Excevt as sncclﬁed in subdivision (¢)(5) of this section, “Fthe Exchange shali accept the

) apphcant s attestat:on mtheut ﬁmher venﬁcauon 1f . |

(A) The applicant's attestation to pro;ected annual household income, as described in Section
6482(6)(2), mdwates that a tax filer's annual household income has mcreased oris reasonably
expected to increase, from the data described in subdmsmn (c)(1) of this section for the benefit
year for whtch the apphcant(s) in the tax filer' s famﬂy are requesting coverage; and

(B) The Exchange has not verified the applicant's aﬂes%ed—heusehe}dMAGI-based income 10.be
within the applicable Medl Cal or CHIP MAGI-based income standard in accordance with the
process specified in Medicaid regulanons at 42 CFR Sections 435.945, 435,948, and 435.952 and

CHIP regulations at 42 CFR Sectaon 457.380.:-and
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(5) The Exc-han .e_shali follow the ihconsiste_nc, '
through (4)if.

| (A) The Exchange finds that the applicant's attestation of a tax filer’s annual household income is

' not reasonably compatible with other information provided by the application filer; or

(B) The data described in subdivision (¢)(1) of this section indicates that the projected annual

,‘househ'o_lc.i income is under 100 percent of the FPL; and

(C) The applicant's attestation to. projected annual household income, as deseribed in Section _

6482(e)(2). is equal to or greater than 100 percent but no more than 400 percent of the FPL for

the benefit vear for which coverage is requested; and
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(D) The applicant's attestation to projected annual household income, as described in Section

6482(e)(2), is more than 25 percent above the annual household income computed using data

sources described in subdivision (c)(1) of this section.

£53(6) The applicant shall not be eligible for APTC or CSR ift

(A) The applicant has not responded to a request.for additional information from the Exchange
folioWing the 95-day period specified in Section 6492(a)(2)(B); and

{B) The data‘squrces specified in Section 6482(b)(1) and (¢} indicate that the applicant is eligible
for full-scope Medi-Cal or CHIP. |

€63(7) 1, at the conclusion of the 95-day perioﬁ specified in Section 6492(a)(2)(B), the Exchange
remains unable to verify the applicant's attestation, the Exchange shall:

(A) Determine the applicant's eligibility based on the information described in Sect_ibn
6482(e)(1); |

(B) Notify the applicant of such determination in accordance with the notice requirements

~ specified in Section 6476(h); and

{C) Implement such determination in accordance with the effective dates specified in Section |
6496(j) through (1).

(8) If,_ at the conclusion of the 95-day period speciﬁed; in Section 6492(a)(2)(B), the Exchange
remains unable to verify the applicant's attestation for the. tax filer and the information described
in Section 6482(e)(1) is unavailable, the Exchange shall:

(A) Determine the tax filer ineligible for APTC and CSR;

(B) Notify the applicant of such determination in accordance with the notice requirements R

specified in Section 6476(h); and
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(C) Discontinue any APTC and CSR in accordance with the effective dates specified in Section
6496(j) through (1).

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and

100503, Government Code; and42 CFR Sections 435.945, 435.948. 435.952 and 457.380; 45
CFR Section 155.320. |

§ 6490. Verifications of Enrollment in an Eligible Empioyer-Sponsored Plan and Eligibility
for Quaﬁfy}ng Covergge in an Eligible Employer-Sponsored Plan Related to Eligibility
Determination for APTC and CSR.

(a) The Exchange shall verify whether an applicant reasonably expects to be enrolled in an
eligible employer-sponsored plan or is eligible for qualifying coverage in an eligible employer-
sponsored plan for the benefit year for which coverage is requested.

(b) The Exchange shall obtain: |

(1) Data about enrollment in and eIigibi}ity for an eligible employer-sponsored plan from any

- HHS-approved electronic data sources that are available to the Exchange;

(2) Any available data regarding enrollment in employer-sponsored coverage or eli gibility for
qualifying coverage in an eligible empioyer-spoﬁsored plan based on federal employment by
transmitting to HHS identifying information specified by. HHS to provide the necessary
verification using data obtained by HHS: and

(3) Any available data from SHOP.

(c) Except as specified in subdivisions (d) .and (e) of this section, {he Exchange shall accept an
applicant's attestation regarding the verification specified in subdivision. (a) of this section

without further verification.
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(d) If an applicant's attestation is not reasonably compatible with the information obtained by the
Exchange as specified in subdivisions (b)(1) through (3) of this section, other information
provided by the application filer, or other information in the records of the Exchange, the
Exchange shall follow the procedures specified in Section 64972.

(€) For any benefit year for which the Exchange is unable to obtain sufficient verification data as
described in subdivisions (b)(1) through {3) of this section, the Exchange shall conduct random
sampling in accordance with the following process:

(1) The Exchange shall select a statistically significant random sample of applicants for whom
the Exchange does not have any of the information specified in subdivision (b}(1) through (3) of
this section and:

(A) Provide notice to the applicant indicating that the Exchange will be contacting any employer
identified on the application for the applicant and the members of his or het household, as
defined in 26 CFR Section 1.36B-1(d), to verify whether the applicant is enrolled, or is eligible
for qualifying coverage, in an eligible employer-spénsored plan for the benefit year for which
coverage is requested;

(B) Proceed with all other elements of the eligibility determination using the applicant's
attestation, and provide eligibility for enrollment in a QHP to the extent that an applicant is
otherwise qualified;

(C) Ensure that APTC and CSR are provided on behalf of an applicant who is otherwise
qualified for such payments and reductions, as described in Section 6474, if the tax filer attests to
the Exchange that he or she understands that any APTC paid on his or her behalf are subj ect to

reconciliation;
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(D) Make reasonable attempts to contact any employer identified on the application for the
applicant and the members of his or her household, as defined in 26 CFR. Section 1.36B-1(d), to
verify whether the applicant is enrolled, or is eligible for qualifying coverage, in an eligible
employer-sponsored plan for the benefit year for which coverage is requested;

(E) If the Exchange receives any information from an employer relevant to the applicant's
enrollment, or eligibility for qualifying coverage, in an eligible employer-sponsored plan:

1. Determine the applicant's eligibility based on such information and in accordance with the
effective dates specified in subdivisions (1) through (1) of Section 6496; and

2. If such information changes his or her eligibility determination, notify the applicant and his or
her employer(s) of such determination in accordance with the notice requirements specified in
Section 6476(h) and (i); and

(F) I, after a period of 90 days from the date on which the notice described in subdivision
(e)(1)(A) of this section is sent to the applicant, the Exchange is unable to obtain the necessary
information from an employer, determine the applicant's eligibility based on his or her
attestation(s) regarding coverage provided by that employer.

(2) To carry out the random sampling process described in subdivision (e)(1) of this section, the
Exchange shall only disclose an individual's information to an employer to the extent necessary
for the employer to identify the employee.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and

100503, Government Code; and26 CFR Section 1.36B-1: 45 CFR Section 155.320.

§ 6492. Inconsistencies.

(a) Except as otherwise specified in this Article, for an applicant-whese-attestations-are

rees;-or for whom the

Page 58 o 123 ‘ August 7, 2018



Exchange cannot verify information required to determine eligibility for enrollment in a QHP, or
for APTC and CSR, including when electronic data is required in accordance with this section
but data for individuals relevant to the eligibility determination are not included in such data
sources or when eiectrox_n'c dat_a from IRS, DHS, or SSA is required but it is not reasonably
expected that data sources will be available within one day of the initial request to the data
source, the Exchange:

(1) Shall make a reasonable effort to identify and address the causes of such inconsistency,
including through typographical or other clerical errors, by contacting the application filer to
confirm the accuracy of the information submitted by the application filer;

(2) If unable to resolve the inconsistency through the process described in subdiyision (a)(1) of
this section, shall;

(A) Provide notice to the applicant regarding the inconsistency; and

(B) Provide the applicant with a period of 95 days from the date of the notice described in
subdivision (a)(2)(A) of this section to either present satisfactory documentary evidence through
the channels available for the submission of an application, as described in Section 6470(),
except by telephone, or otherwise resolve the inconsistency.

(3) May extend the period described in subdivision (2)(2)(B) of this section for an applicant if the
Exchange determines on a case-by-case basis that the applicant has demonstrated that he or she
has made a good-faith effort to obtain the required documentation ciuring the period.

(4) During the periods described in subdivisions (a)(1 ) and (a)(2)(B) of this section, shall:

(A) Proceed with all other elements of eligibility determination using the applicant's attestation,

and provide eligibility for enrollment in a QHP if an applicant is otherwise qualified;-and
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(B) Ensure that APTC and CSR are provided within this period on behalf of an applicant who is
otherwise qualified for such payments and reductions, as described in Section 6474, provided
that the tax filer attests to the Exchange that he or she understands that any APTC paid on his or
her behalf are subject to reconciliation; and

(C) Clear the inconsistencies for which the Exchange receives satisfactory documentary evidence
from the applicant or the enrollee. For income inconsistencies, the Exchange shall clear the
inconsistency if the income shown on the documents provided by the applicant or enrollee is
within 10% of the applicant's or enrollee's attestation.

(5) H, after the period described in subdivision (a)(2)(B) of this section, the Exchange remains
unable to verify the attestation, shall:

(A) Determine the applicant's eligibility based on the information available from the data sources
.speciﬁed in Sections 6478 through 6492, unless such applicant qualifies for the exception
provided under subdivision (b) of this section; and

(B) Notify the applicant of such determination in accordance with the notice r'equiremeﬁts
specified in Section 6476(h), including notice that the Exchange is unable to verify the
attestation.

(6) When electronic data to support the verifications specifiéd in Section 6478(d) or Section
6480 is required but it is not reasonably expected that data sources will be available within one
day of the initial request to the data source, the Exchange shall accept the applicant's attestation
regarding the factor of eligibility for which the unavailable data source is relevant.

(b) The Exchange shall provide an exception, on a case-by-case basis, to accept an applicant's
attestation as to the information which cannot otherwise be verified and the applicant's

explanation of circumstances as to why the applicant does not have documentation if
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(1) An applicant does not have documentation with which to resolve the inconsistency through
the process described in subdivision (a)(2) of this section because such documentation does not
exist or is not reasonably available;

(2) The Exchange is unable to otherwise resolve the inconsistency for the applicant; and

(3) The inconsistency is not related to citizenship or immigration status.

(¢) An applicant shall not be required to provide information beyond the minimum necessary to
support the eligibility and enrollment processes of the Exchange, Medi-Cal, and CHIP.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502, 100503,
and 100504, Government Code;-and 45 CFR Section 155.315.

§ 6494. Special Eligibility Standards and Verification Process for Indians.

(a) An Indian applicant's eligibility for CSR shall be determined based on the following
procedures.

(1) An Indian applicant shall be eligible for CSR if he or she:

(A) Meets the eligibility requirements specified in Sections 6472 and 6474(c);

(B) Is expected to have a household income, as defined in section 36B(d)(2) of IRC (26 USC §
36B(d)(2)) and in 26 CFR Section 1.36B-1(e), that does not exceed 300 percent of the FPL for
the benefit year for which coverage is requested; and |

(C) Is enrolled in a QHP through the Exchange.

(2) If an Indian applicant meets the eligibility requirements of subdivision (a)(1):

(A) Such applicant shall be treated as an eligible insured: and

(B) The QHP issuer shall eliminate any cost-sharing under the plan.
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(3) Regardiess of an Indian applicant's income and the requirement of Section 6476(b) to request
an eligibility determination for all IAPs, such applicant shall be eligible for CSR if the individual
is:

(A) Enrolled in a QHP through the Exchangé; and

(B) Furnished an it.emvor service directly by the Indian Health Service, an Indian Tribe, Tribal
Orgaﬁization, or Urban Indian Organization, or through referral under contract health services.
(4) If an Indian. applicant meets the requirements of subdiviéion {a)(3) of this section, the QHP
issuer:

tA) Shall eliminate any cost-sharing under the plan for the item or service specified in
subdiv’i_sion (2)(3)(B); and |

(B) Shall not reduce the payment to any such entity for the item or service specified in
subdiviéion (a)(S)(B) by the amount of any cost-sharing that would be due from the Indian but
for subdivision (A). |

' '(bj An Indian applicant's attestation that he or she is an Tndian shall be verified by:

(1) Using any relevant documentation verified in accordance with Section 6492; '

(2) Relying on any HHS-approved electronic data sources that are available to the Exchange; or
(3) If HHS-approved data sources are unavailable, an individual is not represented in available
data sources, or data sources are not reasonably compatible with an applicant's attestation:

(A) Following the procedures specified in Section 6492; and

(B) Verifying documentation provided by the applicant that meets the following requirements for

satisfactory documentary evidence of citizenship or nationality:
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1. Except as provided in subdivision (b)(3)(B)2 of this section, a document issued by a federélly
recognized Indian tribe evidencing membership or enrollment in, or affiliation with, such tribe
(such as a tribal enroliment card or certificate of degree of Indian blood).

2. With respect to those federally recognized Indian tribes located witﬁin States having an
international border whose memberéhip includes individuals who are not citizens of the United
States, such other forms of documentation (including tribal documentation, if appropriate) that
HHS has determined to be satisfactory documentary evidence of citizenship or nationality.
Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and

100503, Government Code; and26 CFR Section 1.36B~1; 45 CFR Section 155.350.

§ 6496. Eligibility Redetermination During a Benefit Year.

(a) The Exchange shall redetermine the eligibility éf an enrollee in a QHP -ihxough the Exchange
during the benefit year if it receives and verifies new information reported by an enrollee or
identifies updated information through the data matching described in subdivision (g) of this
section. | |

(b) Except as specified in subdivisions (c) and (d) of this section, an enrollee, or an application
filer on behalf of the enrollee, shall report any change of circumstances with respect to the
eligibility standards specified in Sections 6472 and 6474 within 30 days of such change. Changes
shall be reported through any of the channels available for the submission of an application, as
described in Section 6470().

(¢) An enrollee who has not requested an eligibility determination for IAPs shall not be reqhired

to report changes that affect eligibility for IAPs.
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(d) An enrollee who eXperiences a change in income that does not impact the amount of the
enrollee's APTC or the level of CSR for which he 6r she is eligible shall not be required to report
such a change.

(¢) The Exchange shall verify any reported changes in accordance with the process specified in
Sections 6478 through 6492 before using such information in an eligibility determination.

(f) The Exchange shall provide electronic notifications to an enrollee who has elected to receive
electronic notiﬁcation.s, unless he or she has declined to receive notifications under this
subdivision, regarding the requirements for reporting changes, as specified in subdivision (b) of
this section, and the enrollee's opportunity not to report any changes described in subdivision (d)
of this section.

(g) The Exchange shall examine available data sources on a semiannual basis to identify the
following changes of circumstances:

‘ (1) Death; and |

(2) For an 61;11'01.16‘;6 on whose behalf APTC or CSR are beihg provided:

(A) Eligibility determination for or enrollment in Medicare, Medi-Cal, or CHIP; and

(B) Failure of the tax filer for the enrollee's household or the tax filer's spouse to comply with the
requirement to file an income tax return for the last benefit year during which he or she received
APTC, as required by Sections 6011 and 6012 of IRC (26 USC §§ 6011, 6012) and
implementing regulations, and to reconcile the APTC received for that period.

(h) If the Exchange verifies updated information reported by an enrollee, the Exchange shall:

(1) Redetermine the enrollee’s eligibility in accordance with the standards specified in Sections

6472 and 6474;
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(2) Notify the enrollee regarding the determination, in accordance with the requirements
specified in Section 6476(h); and

(3) Notify the enrollee's employer, as applicable, in accordance with the requirements specified
in Section 6476(1).

(1) If the Exchange identifies updated information through semiannual data matching regarding
death, eligibility for or enrollment in Medicare, Medi-Cal, or CHIP, or failure to meet the
requirements of Section 6474(c)(3), in accordance with subdivision (g) of this section, the
Exchange shall:

(1) Notify the enrollee regarding the updated information, as well as the enrollee's projected
eligibility determination after considering such information;

(2) Allow an enrollee 30 days from the date of the notice described in subdivision (i}(1) to notify
the Exchange that such information is inaccurate;

(3) If the enrollee responds contesting the updated information, proceed in accordance with
Section 6492; and |

(4) If the enrollee does not respond within the 30-day period specified in subdivision (i)(2),
proceed in accordance with subdivisions (h){1) and (2) of this section.

(j) The Exchange shall implement changes resulting from an appeal decision, on the date
specified in the appeal decision or consistent with the effective dates specified in Section

6618(c)(1) of Article 7 of this chapter.

(k) Except as specified in subdivision (1) of this section, the Exchange shall implement-changes
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: . (l) The Exohange shall 1mplement a change assoaated with the events descnbed in Sectmn R

s 6504(h)(1), (2), (3), (4), (5) and (6) nn the cove.rage effecnve daies descn bed in Sectwn :'

L 6504(1:)(1), (z), (3), (4), © and ©® respecuveiy

B (m) When an chgxbihty redeterrmnatmn in accnrdance w1th thns secuon results ina change in the o
| amount of APTC for the beneﬁt year, the Exchange shali rﬂcalculate the amount of APTC in

such a manner as to:

" (1) Account for any APTC already made on behalf of the tax ﬁ]er for the beneﬁt year for which
. mfonnahon is avazlabie to the Exchange, such that the rccalculated APTC amount is projected to
_ _rcsult in tota! APTC for the benefit year that correspond to the tax ﬁie;r s total pro;ected premmm .-
' tax credlt for the beneﬁt year, calculated in accordance w1th Secuon 36B of IRC (26 Usc § 368)

and 26 CFR Sectmn 1.36B-3; and
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(2) If the recalculated APTC amount is less than zero, set the APTC provided on the tax filer's
behalf to zero.

(n) In the case of a redetermination that results in a change in CSR, the Exchange shall determine
an individual eligible for the category of CSR that corresponds to his or her expected annual
household income for the benefit year, subject to the special rule for family policies set forth in
Section 6474(d)(4).

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and

100503, Government Code; and26 CFR 1.36B-3; 45 CFR Section 155.330.

§ 6498. Annual Eligibility Redetermination.

(a) Except as specified in subdivisions (d) and {(m) of this section, the Exchange shall
redetermine the eligibility of an enrollee or a qualified individual on an annual basis.

(b) To conduct an annual redetermination for an enrollee or a qualified individual who requested
an eligibility determination for IAPs in acqerd_ance with Section 6476(b), the Exchange shall
have on file an active authorization from the quéliﬁed individual to obtain updateé't'ax return
information described in subdivision (c) of this section. This authorization shall be for a period
of no more than five years based on a single authorization, provided that an individual may:

(1) Decline to authorize the Exchangé to obtain updated tax return information; or

(2) Authorize the Exchange to obtain updated tax return information for fewer than five years;
and

(3) Discontinue, change, or renew his or her authorization at any time.

(c) If an enrollee or a qualified individual requested an eligibility determination for IAPs on the

original application, in accordance with Section 6476(b), and the Exchange has an active
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authorization to obtain tax data as a part of the annual redetermination process, the Exchange

shall request:

(1) Updated tax return information through HHS, as described in Section 6482(b);

(2) Data regarding Social Security benefits through HHS, as described in Section 6482(b); and

3) Iﬂcome_ data from available State data sources, such as Franchise Tax Board and Employment

Development Department.

(d) If an enrollee or a qualified individual requested an eligibility determination for IAPs on the

original application, in accordance with Section 6476(b), and the Exchange does not have an

active authorization to obtain tax data as a part of the annual redetermination process, the

Exchange:

(1) Shall notify the individual at least 30 days prior to the date of the notice of annual

redetermination deséribed in subdivision (f) of this section. This notice shall include an

eXplgnation that unless the individual authorizes the Exchange to obtain his or her updated tax
return information to redetermine the in&ividu&l‘s eligibility for coverage effective January first

of the foliowing benefit year:

(A) His or her APTC and CSR will end on the last day of the current benefit year; and

(B) His or her coverage in a QHP will be renewed for the following benefit year, in accordance

with the process specified in subdivision (1) of tﬁis section, without APTC and CSR;

(2) Shall redetermine the enrollee's or the qualified individual's eligibility only for enrollment in

a QHP; and

(3) Shall not proceed with a redetermination for IAPs until such authorization has been obtained

or the qualified individual continues his or her request for an eligibility determination for [APs in

accordance with Section 6476(b).
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(e) The Exchange shall provide an annual redetermination notice in accordance with the
following process:

(1) For all qualified individuals who are not currently enrolled in a QHP through the Exchange,
the notice shall include at least:

(A)A 'description of the annual redetermination and renewal process;

(B) The requirement to report changes to information affecting eligibility, as specified in Section
6496(b);

(C) The instructions on how to report a change to the Exchange; and

(D) The open enrollment date and the last day on which a plan selection may be made for
coverage effective on J anuary first of the following benefit year to avoid any coverage gap.

(2) For all current enrollees who have requested an eligibility determination for IAPs for the
current benefit year, the notice shall include at least: |

(A) All the information specified in subdivision {€)(1) of this section;

* {B) An explanation that the premiums for the QHPs and the a.mo'untlcl)f APTC and the level of
CSR, for which he or she may be eligible, may change each benefit year;

(C) A description of the reconciliation process for APTC;

(D) Data used in the enrollee's most recent eligibility determination and the amount of monthly
APTC and the level of CSR the enrollee has been receiving during the current benefit year;

(E) An explanation that if he or she does not complete the Exchange's renewal process to obtain
an updated eligibility determination by December 15 of the current benefit year for coverage
effective January first of the following benefit year, the Exchange will redetermine the enrollee's
eligibility and renew the enrollee's coverage for the following benefit year, in accordance with

the process specified in subdivision (1) of this section, using information obtained from the
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electronic data sources specified in subdivision (¢) of this section and the most recent

information the enrollee provided to the Exchange; and
(F) An explanation that in order to obtain the most accurate eligibility determination from the
Exchange, including APTC that may increase or decrease, or to change his or her QHP, the
enrollee shall contact the Exchange and update his or her information, as required under
subdivision (g) of this section, or make a plan selection by the end of the open enrollment period.
(3) For all current enrollees who have not requested an eligibility determination for IAPs for the
current benefit year, the notice shall include at least: |
(A) All the information specified in subdivision (e)(l) of this section;
(B) An explanation that the premiums for the QHPs may change each benefit year;
(C) An explanation that unless the enrollee completes the Exchange's renewal process to obtain
an updated eligibility determination by December 15 of the current benefit year for coverage
effective January first of the following benefit year, tile Exchange will redetermine the enrollee's
eligibility and renew the enrollee's coverage for the following benefit year, in accordance with

A the process specified in subdivision (1) of this section, using the most recent information the
enrollee provided to the Exchange; and
(D) An explanation that in order to obtain the most accurate eligibility determination from the
Exchange or to change his or her QHP, the enrollee shall contact the Exchange and update his or
her information, as required under subdivision (g) of this section, or make a plan selection by the
end of the open enroltment peridd.
(D) For eligibility redeterminations under this section, the Exchange shall provide the annual
redetermination notice, as specified in subdivision (&) of this section, and the notice of annual

open enrollment period, as specified in Section 6502(e), through a single, coordinated notice.
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(2) The enrollee or the qualified individual may complete the renewal process described in
subdivision (i)(1) of this section thfough the channels available for the submission of an
application, as described in Seétion 6470(3), except mail and facsimile.

(3) The enrollee or the qualified individual may seek assistance from a CEC, PBE, or a Certified
Insurance Agent to complete the renewal process described inlsubdivision (1)(1) of this section.
(4) If the enrollee or the qualified indiyidual does not complete the Exchange's renewal process
specified in subdivisioﬁ (1)(1) of this section within 30 days from the date of the notice described
in subdivision (e} of this section, the Exchange shall proceed in accordance with the process
specified in subdivision (j) of this section.

(j) Atter the 30-day period specified in subdivision (i) of this section has elapsed, the Exchange
shall: |

(1) Redetermine the enrollee's or the qualified individual's eligibility in accordance with the
standards specified in Sections 6472 and 6474 using information obtained from the electronic

data sources specified in subdivision (¢) of this section and the most recent information the

individual provided to the Exchange and renew the enrollee's coverage for the following benefit
year, in accordance with the process specified in subdivision (1) of this section;

(2) Notify the enrollee or the qualified individual in accordance with the requirements specified
in Section 6476(h); and

(3) If applicable, notify the enrollee's or the qualified individual's employer, in accordance with
the requirements specified in Section 6476(i).

(k) A redetermination under this section shall be effective on the first day of the coverage year
foliowing the year in which the Exchange provided the notice in subdivision () of this section,

or in accordance with the rules specified in Section 6496(j) through (1), whichever is later.
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(1) If an enrollee remains eligible for enrollment in a QHPl through the Exchange upon zinnual
redetermination, and he or she does not terminate coverage, including termination of coverage in
connection with voluntarily selecting a differe_nt QHP in accordance with Sectio;l 6506, the
Exchange shall pro&eed in accordance with the following process:
(1) The enrollee shall be enrolled in the same QHP as the enrollee‘s.current QHP, unless the
enrollee's current QHP is not available.
(2) If the enrollee is not eligible for the same level of CSR as the enrollee's current level of CSR,
he or she shall be enrolled in a silver-tier QHP offered by the same QHP issuer at the CSR level
| for which the enrollee is eligible. If the enrollee is not eligible for any l¢ve1 of CSR, he or she
shall be enrolled in a standard silver-tier QHP offered by the same QHP issuer without CSR.
(3) If the enrollee’s current QHP is not available and the current QHP is a HDHP as defined in
Section 6410, the enrollee shall be enrolled in the lowest cost HDHP offered by the same QH?
issuer at the same metal tier, as determined by the Exchange on a casé—by—case basis.
| (4) If the eﬁroﬁee‘s current QHP is.n.ot a\./éilz.ible.ar.lé tﬁé current QHP 1s ﬁdt a H.DH?.,.ﬂ.le
enrollee shaﬁl be enrolled in the lowest cost QHP that is not a HDHP offered by the same QHP
issuer at the same metal tier, as determined by the Exchange on a case~by—case basis.
(5) If the enrollee who is currently enrolled in a catastrophi_c QHP attains the ége of 30 before the
beginning of the following beneﬁt year, the enrollee shall be enrolled in the lowest cost bronze-
tier QHP that is not a HDHP offered by the same QHP issuer.
(6) If the issuer of the QHP in which the enrollee is currently enrolled is no longer available, the
enrollee shall be enrolled in thé lowest cost QHP offered by a different QHP issuer that is

available to the enrollee through the Exchange at the same metal tier and in accordance with the
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same hierarchy specified in subdivision (1)(3) through (5) of this section, as determined by the
Exchange on a case-by-case basis.

(7) If the enrollee who is currently enrolled in a QHP as a dependent attains the age of 26 before
the beginning of the following benefit year, the enrollee éhall be enrolled in his or her own
individual QHP through the Exchange in accordance with the process specified in subdivision
(1)(1) through (6) of this section.

(8) Notwithstanding the process specified in subdivision (1X(1) through (7) of this section, a
federally-recognized American Indian or Alaska Native enrollee who is currently enrolled in a
zero cost sharing QHP shall be enrolled in the lowest cost zero cost sharing QHP that offers the
same benefits and provider networks offered by the same QHP issuer. If the issuer of the QHP in
which the enrollee is currently enrolled is no longer available, the enrollee shall be enrolled in
the _lowest cost zero cost sharing QHP offered by a different QHP issuer that is available to the
enrollee through the Exchange, as determingd by the Exchange on a case-by-case basis.

(m) The Exchange shall not redetermine a quéliﬁed individual's eli gibility in ac.c.ord.e.mcé with
this section if the qualified individual's eligibility was redetermined under this section during the
prior year, and the qualified individual was not enrolled in a QHP through the Exchange at the |
time of such redetermination, and has not enrolled in a QHP through the Exchange since such
redetermination.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and
100503, Government Code:-and 45 CFR Section 155.335.

§ 6500. Enrollment of Qualified Individuals into QHPs.

(a} A qualified individual may enroll in a QHP (and an enrollee may change QHPs) only during,

and in accordance with the coverage effective dates related to, the following periods:
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(1) The initial open enrollment period, as specified in Section 6502;

(2) The annual open enrollment period, as specified in Section 6502; or _

(3) A special enrollment period, as specified in Section 6504, for which the qualified individual
has been determined eligible.

(b) The Exchange shall accept a QHP selection from an applicant who is determined eligible for
enrolment in a QHP in accordance with Section 6472, and shall:

(1) Notify the applicant of her or his initial premium payment method options and of the
requirement that thé applicant's initial premium payment shall be received by the QHP issuer on
or before the premium payment due date, as defined in Section 6410 of Article 2 of this chapter,
in order for the applicant's coverage to be effectuated, as specified in Section 6502(g);

(2) Notify the QHP issuer that the individual is a qualified individual and of the applicant's
selected QHP and premium payment method option;

(3) Transmit to the QHP issuer information necessary to enable the issuer to enroll the applicant
within three business 'days from the date the Exchaﬁge obtains the information; and

(4) Transmit eligibility and enrollment information to HHS promptly and without undue delay, in
a manner and timeframe as specified by HHS.

(¢) The Exchange shall maintain records of all enrollments in QHPs through the Exchange.

(d) The Exchange shall reconcile enrollment information with QHP issuers and HHS no less than
once a month.

(¢) A QHP issuer shall accept enrollment information specified in subdivision (b) of this section
consistent with the federal ahd State privacy and security standards specified in 45 CFR Section

155.260 (September 6, 2016), hereby incorporated by reference, and the Information Practices
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(B) Complies with the consumer assistance standards specified in 45 CFR Section 155.205(d)

(December 22. 2016). hereby incorporated by reference:

(C) Informs the applicant of the availability of other QHP products offered through the Exchange
and displays the Web link to, and describes how to access, the Exchange Web site; and

(D) Complies with the requirements of Article 9 of this chapter.

() In accordance with the following premium paymeﬁt process established by the Exchange, a
QHP issuer shall:

(1) Accept, at a minimum, for all payments, paper checks, cashier's checks, money orders, EFT,
and all general-purpose pre-paid debit cards as methods of payment and present all payment
method options equally for a consumer to select their preferred payment method.

(2) Effectuate cbverage upon receipt of an initial premium payment from the applicant on or
before the premium payment due date. In cases of retroactive enrollment dates, the initial
premium shall consist of the premium due for all months of retroactive coverage through the first
month of coverage foliowing'the plan selection date, If ohiy partial premlum for less than all
months of retroactive coverage is paid, only prospective coverage shall be effectuated, in
accordance with the regular coverage effective dates specified in Section 65 04(g).

(3) Acknowledge receipt of qualified individuals' premium payments by transmitting to the
Exchange information regarding all received payments.

(4) Initiate cancellation of enrollment if the issuer does not receive the initial premium payment
by the due date.

(5) Transmit to the Exchange the notice of cancellation of enrollment no earlier than the first day

of the month when coverage is effectuated.
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(6) Send a written notice of the cancellation to the enrollee within five business days from the
date of cancellation of enrollment due to nonpayment of premiums.

(h) A QHP issuer shall reconcile enrollment and premium payment files with the Exchange no
less than once a month.

(1) The premium for coverage lasting less than one month shall equal the product of:

(1) The premium for one month of coverage divided by the number of days in the month; and
(2) The number of days for which coverage is being provided in the month described in
subdivision (i)(1) of this section.

() If individuals in the tax filers' tax households are enrolled in more than one QHP, and one or
more APTC are to be made on behalf of a tax filer (or two tax filers covered by the same
plan(s)), that portion of the APTC that is less than or equal to the aggregate adjusted monthly
premiums, as defined in 26 CFR Section 1.36B-3(c), properl‘y allocated to the essential health
‘benefits (EHB) for the QHP policies, shall be allocated among the QHP policies as follows:
(1) The APTC shall be apportionéd based on the number of enrbliees covered under the. QHP,
weighted by the age of the enrollees, using the default uniform age rating curve established by

the Secretary of HHS under 45 CFR Section 147 102(e) (April 17, 2018), hereby incorporated by

reference;

(2) The portion allocated to any single QHP policy shall not exceed the portion of the QHP's
adjusted monthly premium properly allocated to EHB; and

(3) If the portion of the APTC allocated to a QHP under this subdivision exceeds the portion of
the same QHP's adjusted monthly premium properly allocated to EHB, the remainder shall be
“allocated evenly among all other QHPs in which individuals in the tax filers' tax households are

enrolled.
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(3) On or after January 1, 2019 begins on November 1 and extends through December 15 of the

calendar year preceding the benefit vear.

(e) Beginning 2014, the Exchange shall provide a written annual open enrollment notification to
each enrollee no earlier than the first day of the month before the open enrollment period begins
and no later than the first day of the open enrollment period.

(f) Coverage effective dates are as follows:

(1) For the benefit year beginning on January 1, 2015, for a QHP selection received by the
Exchange from a qualified individual: |

(A) From November 15, 2014 through December 15, 2014, shall be January 1, 2015;

(B) From December 16, 2014 through January 15, 2015, shall be February 1, 2015; and

(C) From January 16, 2015 through February 15, 2015, shall be March 1, 2015.

(2) For the benefit year beginning on or after January 1, 2016, for a QHP selection received by
thf-; Exchange from a qualified individual:

(A) On or before December 15 of the calendar year preceding the benefit year, shall be January
1

(B) From December 16 of the calendar year preceding the benefit year through January 15 of the
benefit year, shall be February 1; and

(C) From January 16 through January 31 of the benefit year, shall be March 1.

(8) A qualified individual's coverage shall be effectuated in accordance with the coverage
effective dates specified in subdivisions (c) and (f) of this section if

(1) The individual makes his or her initial premium payment, reduced by the APTC amount he or
she is determined eligible for by the Exchange, by the premium payment due date, as defined in

Section 6410 of Article 2 of this chapter; and
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(2) The applicable QHP issuer receives such payment on or before such due date.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and
100503, Government Code; and-45 CFR Section 155.410.

§ 6504. Special Enroliment Periods.

(a) A qualified individual may enroll in a QHP, or an enrollee may change from one QHP to
another, during special enrollment periods only if one of the following triggering events occurs:
(1) A qualified individual or his or her dependent either:

(A) Loses MEC, as specified in subdivision (b) of this section. The date of the loss of MEC shall
be:

1. Except as provided in subdivision (a)(1)(A)2 of this section, the last day the qualified
individual or his or her dependent would have coverage under his or her previous plan or |
coverage;

2. If loss of MEC occurs due to a QHP decertification, the date of the notice of decertification as

described in 45 CFR Section 155.1080(e)(2).(May 29, 2012). hereby incorporated by reference;

(B) Is enrolled in any non-calendar year group health plan or individual health insurance
coverage, including both grandfathered and non-grandfathered health plans that expired or will
expire, even if the qualified individual or his or her dependent has the option to renew such
coverage. The date of the loss of coverage shall be the last day of the plan or policy year;

(C) Loses Medi-Cal coverage for pregnancy-related services, as described under Section
1902(a)(10)(A)(IN1V) and (a)(10)(A)(ii)(IX) of the Social Security Act (42 USC

1396a(a)( IO)(A)(i)(IV), (a)(10)(A)(ii)(IX)) and Section 14005.18 of the Welfare and Institutions

Code:_or loses access to healthcare services through coverage provided to a pregnant woman’s

unborn child, based on the definition of a child in 42 CFR Section 457 10, (November 30, 2016).
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hereby incorporated by reference. The date of the loss of coverage shall be the last day the

consumer would have pregnancy-related coverageser or access to healthcare services through

unborn child coverage; or-

(D) Loses Medi-Cal coverage for medically needy, as described under Section 1902(a)(10XC) of
the Social Security Act and Section 14005.21 of the Welfare and Institutions Code, only once per
calendar year. The date of the Joss of coverage shall be the last day the consumer would have
medically needy coverage.

(2) A qualified individual gains a dependent or becomes a dependent through marriage or entry
into domestic partnership, birth, adoption, placement for adoption, or placement in foster care, or
through a child support order or other court order.

(3) An enrollee loses a dependent or is no longer considered a dependent through divorce, legal
separation, or dissolution of domestic partnership as defined by State law in the State in which
the divorce, legal separation, or dissolution of domestic partnership occurs, or if the enrollee, or
his or her dependent, dies. |

(4) A qualified individual, or his or her dependent, becomes newly eligible for enrollment in a
QHP through the Exchange because he or she newly meets the requirements specified in Section
6472(0). or (d).

(5) A qualified individual's, or his or her dependent's, enrollment or non-enrollment in a QHP is
unintentional, inadvertent, or erroneous and is the result of the error, misrepresentation,
misconduct, or inaction of an officer, employee, or agent of the Exchange or HHS, its
instrumentalities, a QHP issuer, or a non-Exchange entity providing enrollment assistance or

conducting enrollment activities, For purposes of this provision, misconduct, as determined by
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the Exchange, includes the failure to comply with applicable standards under this title, or other
applicable Federal or State laws.

(6) An enrollee, or his or her dependent, adequately demonstrates to the Exchange, as determined
by the Exchange on a case-by-case basis, that the QHP in which he or she is enrolled
substantially violated a material provision of its contract in relation to the enrollee.

(7) An enrollee, or his or her dependent enrolled in the same QHP, is determined newly eligible
or ineligible for APTC or has a change in eligibility for CSR.

(8) A qualified individual, or his or her dependent, who is enrolled in an eligible employer-
sponsored plan is determined newly eligible for APTC because such individual is ineligible for
qualifying coverage in an eligible- employer—sponsored plan in accordance with 26 CFR Section
1.36B—2(c)(3), including as a result of his or her employer discontinuing or changing available
coverage within the next 60 days, provided that such individual is allowed to terminate existing
coverage.

(9) A qualified individual or enrollee, or his or her dependéht, gains access to new QHPS asa

- result of a permanent move.

(10) A qualified individual who:

(A) Gains or maintains status as an Indian, as defined in Section 6410 of Article 2 of this chapter,
may enroll in a QHP or change from one QHP to another one time per month; or

(B) Is or becomes a dependent of an Indian, as defined in Section 6410 of Article 2 of this
chapter, and is enrolled or is enrolling in a QHP through the Exchange on the séme application as
the Indian, may change from one QHP to another one time per month, at the same time as the

Indian.
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(11) A qualified individual or enrollee, or his or her dependent, demonstrates to the Exchange, in
accordance with guidelines issued by HHS and as determined by the Exchange on a case-by-case
basis, that the individual meets other exceptional circumstances. Such circumstances include, but
are not limited to, the following:

(A) If an individual receives a certificate of exemption for hardship based on the eligibility

standards described in 45 CFR Sectionr 155.605(g)(1) (April 17, 2018). hereby incorporated by

reference, for a month or months during the coverage year, and based on the circumstances of the
hardship attested to, he or she is no longer eligible for a hardship exemption within a coverage
year but outside of an open enrollment period described in Section 6502, the individual and his
or her dependents shall be eligible for a special enrollment period if otherwise eligible for
enrollment in a QHP,

(B) If an individual with a certificate of exemption reports a change regarding the eligibility

standards for an exemption, as required under 45 CFR Section 155.620(b), (July 1, 2013). hereby

incorporated by reference, and the change resulting from a redetermination is”implemeﬁted, the
certificate provided for the month in which the redetermination occurs, and for ﬁrior months,
remains effective. If the individual is no longer eligible for an exemption, the individual and his
or her dependents shall be eligible for a special enrollment period if otherwise eligible for
enrollment in a QHP.

(C) If an enrollee provides satisfactory documentary evidence to verify his or her eligibility for
an IAP or enrollment in a QHP through the Exchange within 30 days following his or her
termination of Exchange enrollment due to a failure to verify such status within the 95-day
period specified in Section 6492(a)(2)}(B), the enrollee shall be eligible for a special enrollment

period if otherwise eligible for enrollment in a QHP.
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(12) A qualified individual or enrollee is a victim of domestic abuse or spousal abandonment, as
sﬁeciﬁed in 26 CFR Section 1.36B-2 (b)(2)(ii) through (v), ineludingor a dependent or unmarried
victim within a household, is enrolled in MEC, and seeks to enroll in coverage separate from the
perpetrator of the abuse or abandonment. A dependent of a victim of domestic abuse or spousal
abandonment who is on the same application as the victim may enroll in coverage at the same
time as the Qictim. | |

(13) A qualified individual, or his or her dependent: -

(&) Applies for coverage on the Exchange during the anﬁual open enrollment period or due to a
qﬁalifying Life-event, is assesséd by the Exchange as potentially eligible for Medi-Cal or CHIP,
and is determined ineligible for Medi-Cé] or CHIP by the State Medi-Cal or CHIP agency either
after open enrollment period has ended ér more than 60 days after the qualifying life-event:; or
(B) Applies for coverage at the State Medi-Cal or CHIP agency during the annual open
enro_llment period, and is determined ineligible for Medi-Cal or CHIP after open enrollment
period has eﬁded.

(14) The qualified individual or enrollee, or his or her dependenf, adequately demonstrates to the
Exchange, as détermined by the Exchange on a cas;:-by-case basié, that a material error related to
plan benefits, serviée area, or premium influenced the qualified individual's or enrollee's decision
to purchase a QHP through the Exchange.

(15) Any other triggering events listed in the Health and Safety Code Section 1399.849(d)(1) and
the Insurance Code Section 10965.3(d)(1).

(b) Loss of MEC, as specified in subdivision (a)(1)(A) of this section, includes:;

(1) Loés of eligibility for coverage, including but not limited to:

(A) Loss of eligibility for coverage as a result of:
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1. Legal separation,

2. Divorce or dissolution of domestic partnership,

3. Cessation of dependent status (such as attairiing the maximum age to be eligible as a
depende_nt child under the plan),

4. Death of an employee,

5. Termination of employinent,

6. Reduction in the number of hours of employment, or

7. Any loss of eligibility for coverage after a period that is measured by reference to any of the
foregoing;

(B) Loss of eligibility for coverage through Medicare, Medi-Cal, or other government-sponsored
health care programs, other than programs specified as not MEC under 26 CFR Section

1.5000A-2(b)(1)(ii) (November 26, 2014), hereby incorporated by reference;

(C)In the case of coverage offered through an HMO or similar program in the individual market
 that does not provide benefits to individuals who no longef réside, live, or work in a serviée area,
loss of coverage because an individual no longer resides, lives, or works in the service area
(whether or not within the choice of the individual);

(D) In the case of coverage offered through an HMO or similar program in the group market that
does not provide benefits to individuals who no longer reside, live, or work in a service area, loss
of coverage because an individual no longer resides, lives, or works in the service area (whether
or not within the choice of the individual), and no other benefit package is available to the
individual; and

(E) A situation in Which a plan no longer offers any benefits to the class of similarly situated

individuals that includes the individual.
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(2) Termination of employer contributions toward the employee's or dependent's coverage that is
not COBRA continuation coverage, including contributions by any current or former employer
that was contributing to coverage for the employee or dependent; and

(3) Exhaustion of COBRA continuation coverage, meaning that such coverage ceases for any
reason other than either failure of the individual to pay premiums on a timely basis, or for cause,
such as making a fraudulent claim or an intentional misrepresentation of a material fact in
connection with the plan. An individual is considered to have exhausted COBRA continuation
coverage if such coverage ceases:

(A) Due to the failure of the employer or other responsible entity to remit premiums on a timely
basis; |

(B) When the individual no longer resides, lives, or works in the service area of an HMO or
similar program (whether or not within the choice of the individual) and thgre is no other
COBRA continuation coverage available to the individual; or |

(C) When the individual incurs a claim that would meet or exceed a lifetime limit on all beneﬁis
and there is no other COBRA continuation coverage available to the individual.

(c) Loss of coverage, as specified in subdivision (a)(1) of this section, does not include voluntary
termination of coverage or loss due to:

(1) Failure to pay premiums on a timely basis, including COBRA premiums prior to exhaustion
of COBRA coverage; or

(2) Termination of coverage for cause, such as making a fraudulent claim or an intentional
misrepresentation of a material fact in connection with a plan.

(d) A qualified individual or an enrollee shall attest under penalty of perjury that he or she meets

at least one of the triggering events specified in subdivision (a) of this section. The Exchange
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6662 of IRC (26 USC § 6662),as follows: R BRE

GY ‘Neghgence” mciudes any failure to make a reascnable attempt to prowde accurate

' -complete, and comprehenstve mfmmatzon and

| (B) “Dzsregard” mcludes any careless, recidess or mtentmnal disregard for any federal or State :
._ _.m!es or reguiattons related to the Exohange and | | | |
'- (2) Up to $250,000 on the quahﬁed individual or the cnrollee who o

| (A) Knowmgiy and wﬂlfully prov;des false or fraudtﬁent mfonnanon requested by the . |

) - Exchange, wherc kn{)wmgl y and willfully means mtenuonally prov1dmg mfonnat:on that the

person knows o be false or fraudulent; or | |

(B) Knomngly and Wllifuliy uses or discloses mfoxmatton in violation of Sectton 141 I{g} of the

. Affordable Care Act (42 USC § 18081(g)), where knowingly and W111fully means mtentxonally

using or dlsclosmg mformatton in vmlatxon of Sectxon 141 }(g) |

(e) The Exchange shall accept the qualified individual's or the enrollee’s attestation provided in

accordance with subdivision (d) of this section, subjec;t to the following statistically vaiid rand{_)m

sampling \teriﬁcation process: .

(1) The Exchange .may select a sttttistically valid randonﬁ sample of the qualified inditfiduafs or

the enrollees who, in accordance with subdivision (d) of this section, have attested that they met
Page 89 of 123 ' - August 7, 2018



at least one of the triggering events specified in subdivision (2) of this section and request, in

- writing, that they provide documentation as proof of the triggering event to which they attested
or for which they qualify,

(2) The qualified individual or the enrollee shall provide the requested doctiment(s) within 30
days from the date of the Exchange's written request, as specified in subdivision {e)(1) of this
section, to the Exchange for verification. The Exchange may extend this period if the Exchange
determines on a case-by-case bésis that the qualified individual or the enrollee has demonstrated
that he or she has made a good-faith effort but was unable to obtain the requested documentation
during the 30-day time period.

(3) Except as specified in subdivision (e)(4) of th;’s section, if the qualified individual or the
enrollee fails to submit the requested document(s) by the end of the time period specified in
subdivision (e)(2) of this section or the Exchange is unable to verify the provided document(s),
the Exchange shall:

(A) Determine the qualified individual ot the enrollee ineligible for any special enrollment
period;

(B) Notify the qualified individual or the enrollee regarding the determination and his or her
appeals rights, in accordance with the requirements specified in Section 6476(h); and

(C) Implement such eligibility determination in accordance with the dates specified in Section
6496(j) and (k), as applicable.

(4) The Exchange shall provide an exception,. on a case-by-case basis, to accept a qualified
individual's or an enrollee's attestation as to his or her triggering event which cannot otherwise be
verified and his or her explanation of circumstances as to why he or she does not have

documentation if:
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(A) The qualified individual or the enrollee does not have the requested documentation with
which to prove a triggering event through the process described in subdivision (e)(_l) through (3)
of this section because such documentation does not exist or is not reasonably available;

(B) The Exchange is unable to otherwise verify the triggering event for the qualified individual
or the enrollee; and

(C) The qualified individual or the enrol.lee provides the Exchange with a signed written
statement of his or her attestation under penalty of perjury as to the tri ggering event and the
explanation of circumstances as to why he or she does not have the documentation.

(5) The sampling described in this subdivision shall not be based on the qualified individual's or
the enrollee's claims costs, diagnosis code, or demographic information. For purposes of tﬁjs
subdivision (e)(5), demographic information does not include geographic factors,

(f) Except as provided in subdivision (f)(1) and (2) of this section, a qualified individual or an
enrollee shall have 60 days from the date of a triggering event to select a QHP.

(1) A qualified individual or his or her dependent who loses coverage, as described in
subdivision (a)(1) of this section shail have 60 days before and after the date of the loss of
coverage to select a QHP.

(2) A qualified individual who is enrolled in an eligible employer-sponsored plan and will lose
eligibility for qualifying coverage in an eli giblle employer-sponsored plan within the next 60
days, as described in subdivision (a)}(8) of this section, shall have 60 days before and after the
loss of eligibility for qualifying coverage in an eligible employer-sponsored plan to select a

QHP.
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(g) Except és specified in subdivision (h) of this section, regular coverage effective dates for a
special enrollment period for a QHP selection received By. the Exchange from a qualified
individual:

(1) Between the first and fifteenth day.of any month, shall be the ﬁfst day of the following
month; and

(2) Between the sixtgenth and last day of any month, shall be tﬁe first day of the second
follmzving month.

(h) Special coverage effective dates shall apply to the following situations.

(1) In the case of birth, adoption, placement for adoption, or placement in foster care, the

coverage shall be effective either;

“(A) On the date of birth, adoption, placement for adoption, or placement in foster care;-ef

(B) On the first day of the month following plan selection: or the-date-of birth; adeptien;

{C) In accordance with the regular coverage effective dates specified in subdivision () of this

section, at the option of the qualified individual or the enrollee,

(2) In the casé of marriage or entry into domestic partnership; the coverage and APTC and CSR,
| if applicable, shall be effective on the first day of the month following plan selection.

(3) In the case where a qualified individual, or his or her dependent, loses coverage, as described

in subdivisions (a)(l) and (a)(8) of this section, the coverage and APTC and CSR, if applicable,

shall be effective:

(A) On the first day of the month following the loss of coverage if the plan selection is made on

or before the date of the loss of coverage; or
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(B) On the first day of the month following plan selection if the plan selection is made after the
~ date of tﬁe loss of coverage.

(4) In the case of a qualified individual or enrollee eligible for a special enrollment period
described in subdivisions (a)(5), (a)(6), (a)(11), (a)(13), or (a)(14) of this section, the coverage
shall be effective on an appropriate date, including a retroactive date, determined by the
Exchange on a case-by-case basis based on the circumstances of the special enrollment period.
(5) In the case of a court order described in subdivision (a)(2)EA) of this section, the coverage
shall be effective either:

(A) On the date the court order is effective;-ot

(B) On the first day of the month following plan selection: or

B(C) In accordance with the regular coverage effective dates specified in subdivision (g) of this
section, at the option of the qualified individual or the enrollee.

(6) If an enrollee or his or her dependent dies, as described in subdivision (a)(23)(B) of this
section, the coverage shall be effeétive on the first day of the month following the plan selection.
(i) A qualified individual's coverage shall be effectuated in accordance with the coverage
effective dates specified in subdivisions (g) and (h) of this section if:

(1) The individual makes his or her initial premium payment, reduced by the APTC amount he or
she is determined eligible for by the Exchange, by the premium payment due date, as defined in
Section 6410 of Article 2 of this chapter. In cases of retroactive enrollment dates, the initial
premium shall consist of the premium due for all months of retroactive coverage through the first
month of coverage following the plan selection date. If only partial premium for less than all

months of retroactive coverage is paid, only prospective coverage shall be effectuated, in
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accordance with the regular coverage effective dates specified in subdivision (g) of this section;
and

(2) The applicable QHP issuer receives such payment on or before such due date.

() Notwithstanding the standards of this section, APTC and CSR shall adhere to the effective
dates specified in subdivisions (j) through (1) of Section 6496. |

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and

100503, Government Code; and26 CFR Sections 1.36B-2 and 1.5000A-2: 42 CFR Section

457.10; 45 CFR Sections, 155.420, 155,605, 155.620 and 155.1080.

§ 6506. Termination of Coverage in a QHP.

(a) Enrollee-initiated terminations shall be conducted in accordance with the following process:
(1) An enrollee may terminate his or her covérage in a QHP through the Exchange, including as
a result of the enrollee obtaining other MEC, by notifying the Exchange or the QHP.

(2) An enrollee may choose to remain enrolled in a QHP at the time of plan selection if he or she
becomes eligible for other MEC and the enroilée dbés not request termination in accordance with
subdivision (a)(1) of this section. If the enrollee does not choose to remain enrolled in a QHP in
such a situation, the Exchange shall initiate termination of his or her enrollment in the QHP upon
completion of the redetermination process specified in Section 6496.

(3) An individual, including an enrollee's authorized representative, shall be permitted to report
the death of an enrollee to the Exchange for purposes of mitiating termination of the enrollee's
coverage in accordance with the following requirements:

(A) The individual shall be at least 18 years old.
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(B) If the individual reporting the death is the application filer, the enrollee's authorized
representative, or anyone in the household of the deceased who was included in the initial
application, he or she shall be permitted to initiate termination of the deceased's covlerage‘

(C) I the individual reporting_the death is not the application filer, the enrollee's authorized
representative, or anyone in the household of the deceased who was included in the initial
application, he or she shall submit satisfactory documentation of death to the Exchange before he
or she can initiate termination of the deceased's coverage. Satisfactory documentation may
include a copy of a death certificate, obituary, medical record, power of attorney, proof of
executor, or proof of estate. The documentation or an attached cover note shall provide the
following information: |

1. Full name of the deceased;

2. Date of birth of the deceased;

3. The Exchange application ID or case number (if known) of the deceased;

4. Social Security Number (if known) of the déééased; and |

5. Contact information for the person submitting the documentation, including full name,
address, and phone number.

(4) The Exchange shall permit an enrollee to retroactively terminate or cancel his or her coverage
or enrollment in a QHP if the enrollee demonstrates to the Exchange that:

(A) He or she attempted to terminate his or her coverage or enrollment in a QHP and
experienced a technical error that did not allow the enrollee to terminate his or her coverage or
enrollment through the Exchange, and requests retroactive termination within 60 days after he or

she discovered the technical error;
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e to comply wzth applzcabie standards under ﬂns tttIe, or other apphcable.i:‘ederal'or o o

R _::_:(2) Th' nrollee falls:to.pay premxums for coverage as’ spemf‘ ed in subcimszon (c) of thxs .

_j secnon an_d fe

o - _(A) ’I‘he.threeumonth grace perxod requzred for mdmduals recexvmg APTC spec1ﬁed m o

o .subdmsmn (c)(2) of this sectlon has been exhausted as descnbed in subd1v1510n (c)(4) of thxs S
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(B) Any other grace period required under the State law not described in subdivision (BX2)A) of
this section has been exhausted;

(3) The enrollee's coverage is rescinded by the QHP issuer because the enrollee has made a
fraudulent claim or an intentional misrepresentation of a materjal fact in connection with the

plan, in accordance with 45 CFR Section 147.128 (November 18, 20135), hereby incorporated by

reference, after the QHP issuer demonstrates to the Exchange that the rescission is appropriate,
due to the enrollee’s fraudulent claim or intentional misrepresentation of a material fact;

(4) The QHP terminates or is decertified as described in 45 CFR Section 155.1080; or

(5) The enrollee changes from one QHP to another during an annual open enrollment period or
special enrollment period in accordance with Sections 6502 and 6504.

(6) The enrollee was enrolled in a QHP without his or her knowledge or consent by a third party,
including by a third party with no connection with the Exchange.

(7) Any other reason for termination of coverage described in 45 CFR Section 147.106

' { December 22, 2016), hérebv iﬁcorporatéd by reference.

(c) In the case of termination of enrollee's coverage due to non-payment of premium, as specified
in subdivision (b)(2) of this section, a QHP issuer shall:

(1) Provide the enrollee, who is delinquent on premium payment, with notice of such payment
delinquency;

(2) Provide a grace period of three consecutive months for an enrollee who, when first failing to
timely pay premiums, is receiving APTC:

(3) During the grace period specified in subdivision (c)(2) of this section:

(A) Pay all appropriate claims for services rendered to the enrollee during the first month of the

grace period,;
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(B) Notify the Exchange and HHS of such non-payment;

(C) Continue to collect APTC on behalf of the enrollee from the IRS; and

(D) Comply with.any other applicable Staté laws and regulations relating to the grace period
specified in subdivision (c)(2) of this section; and

(4) If an enrollee receiving APTC exhausts the three-month grace period specified in subdivision
(c)(2) of this section without paying all outstanding premiums:

(A) Terminate the enrollee’s coverage on the effective date described in subdivision (d¥4H(6) of
this section, provided that the QHP issuer meets the notice requirements specified in subdivision
(e)(1) and (2) of this section; and |

(B) Return APTC paid on behalf of such enrollec for.the second and third months of the grace _
period. |

(d) If an enrollee's coverage in a QHP is terminated for any reason, the following effective dates
for termination of coverage shall apply. |

(1) For purposes of this subdiviéion, reasonable notice is deﬁhed as 14 days before the requested
effective date of termination.

(2) Changes in eligibility for APTC and CSR, including terminations, shall adhere to the
effective dates specified in subdivisions (j) through (1) of Section 6496.

(3) In the case of a termination' in accordance with subdivision (a)(1) through (3) of this section,
the last day of coverage shall be:

(A) The termination date specified by the enrollee, if the enrollee provides reasonable notice;
(B) Fourteen days after the términation is requested by the enrollee, if the enrollee does not

provide reasonable notice;
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(C) On a date on or after the date on which the termination is requested by the enrollee if the
enroliee's QEP 1ssuer agrees to effectuate termination in fewer than 14 days, and the enrollee
requests an earlier termination effective date;

(D) If the enrollee is newly eligible for tull-scope Medi-Cal or CHIP, the last day of the month
during which the enrollee is determined eligible for full-scope Medi-Cal or CHIP; or

(E) The retroactive termination date requested by the enrollee, if specified by applicable State
laws.

(4) In the case of a retroactive termination in accordance with subdivision (a)(4) of this section,
the following termination dates apply:

(A) For a termination in accordance with subdivision (a)(4)(A) of this section, the termination
date shall be no sooner than 14 days after the date that the enrollee can demonstrate he or she
contacted the Exchange to terminate his or her coverage or enrollment through the Exchange,
unless the QHP issuer agrees to an earlier effective date as set forth in paragraph (d)(3)(C) of this |
section. ' | |

(B) For a termination or cancellation in accordance with subdivision (a)(4)(B) or (C) of this
section, the cancellation or termination date shall be the ori ginal coverage effective date or a later
date, as determined appropriate by the Exchange on a case by case basis, based on the
circumstances of the cancellation or termination.

(5) In the case of a termination in accordance with subdivision (b)(1) of this section, the last day
of QHP coverage shall be the last day of eligibility, as described in Section 6496(k) unless the
individual requests an earlier termination effective date per subdivision () of this section.

(6) In the case of a termination in accordance with subdivision (b)2)(A) of this section, the last

day of coverage shall be the last day of the first month of the three-month grace period.
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(7) In the case of a termination in accordance with subdivision (b)(2)(B) of this section, the last
day of coverage shall be consistent with existing California laws regarding grace periods.

(8) In the case of a termination in accordance with subdivision (b)(5) of this section, the last day
of coverage in an enrollee's prior QHP shall be the day before the effective date of coverage in
his or her new QHP, including any retroactive enrollments effectuated under Section 6504(h)(4)
when an enrollee is granted a special enrollment period to change QHPs with a retroactive
coverage effective date.

(9) In the case of a cancellation of enrollment in accordance with subdivision (b)(6) of this
section, the Exchange may cancel the enrollee's enrollment upon its determination that the
enrollment was performed without the enrollee's knowledge or consent. The cancellation date
shall be the original coverage effective date.

(10) In the case of a termination due to the enrollee’s death, the last day of coverage is the date of
death, |

(11) In cases of retroactive termination dates, the Exchange shall ensure that;

(A) The enrollee receives the APTC and CSR for which he or she is determined eligible;

(B) The enrollee is refunded any excess premiums paid or out-of-pocket payments made by or
for the enrollee for covered benefits and services, including prescription drugs, incurred afier the
~ retroactive termination date;

(C) The enrollee's premium and cost sharing are adjusted to reflect the enrollee's obligations
under the new QHP, if applicable; and

(D) Consistent with 45 CFR Section 156.425(b) (February 27. 2015). hereby incorporated by

reference, in the case of a change in the level of CSR (or a QHP without CSR) under the same

QHP issuer during a benefit year, any cost sharing paid by the enrollee under the previous level

Page 100 of 123 August 7, 2018



of CSR (or a QHP without CSR) for that benefit year is taken into account in the new level of
CSR for purposes of calculating cost sharing based on aggregate spending by the individual,
such as for deductibles or for the aﬁnual limitations on cost sharing,

(e} If an enrollee's coverage in a QHP is terminated in accordance with subdivision (a)(1) or
(b)(2) and (3) of this section, the QHP issuer shall:

(1) Provide the enrollee, within five business days from the date of the termination, with a
writtgn notice of termination of coverage that includes:

(A) The termination effective date;

(B) The reason for termination; and

(C) The notice of appeals right, in accordance with the requirements specified in Section 6604 of
Article 7 of this chapter.

(2) Notify the Exchange of the termination effective date and reason for termination;

(3) Abide by the terminatiqn of coverage effective dates described in subdivision (d) of this
section; and

(4) Maintain electronic records of termination of coverage, including audit trails and reason
codes for termination, for a minimum of ten years.

(f) If an enrollee's coverage in a QHP is terminated for any reason other than terminations
pursuant to subdivision (b)(2) and (3) of this section, the Exchange shall:

(1) Send termination information to the QHP issuer within three business days from the date of
the termination;

(2) Send termination information to HHS promptly and without undue delay, in the manner and

timeframe specified by HHS; and
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(3) Retain records of termination of coverage for 2 minimum of ten years in order to facilitate
audit functions.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100502 and

100503, Government Code; and-45 CFR Sections 147.106, 147.128. 155.430 and155.1080,
156.270_and 156.425.

§ 6508. Authorized Representative.

(a)' The Exchange shall permit an applicant or enrollee in the individual or small group market,
subject to applicable privacy and security requirements, to designate an individual or
organization to act on his or her behalf in applying for an eligibility determination or
redetermination and in carrying out other ongoing communications with the Exchange,

(b) Designation of an authorized representative shall be in a written document signed by the
applicant or enrollee, or through another legally binding format subject to applicable
authentication and data security standards, as required by 45 CFR Section 155.270. If submitted,
' légﬁi documentation of authority to act on behalf of an applicént or enrollee under State law,
such as a court order establishing legal guardianship or a power of attorney, shall serve in the
place of the applicant's or enrollee's signature.

(¢) The authorized representétive shall agree to maintain, or be legally bound to maintain, the
confidentiality of any information fegarding the applicant or enrollee provided by the Exchange.
(d) The authorized representative shall be responsible for fulfilling all responsibilities
encompassed within the scope of the authorized representation, as described in subdivision (f) of
this section, to the same extent as the applicant or enrollee he or she represents.

{e) The Exchange shall permit an applicant or enrollee to designate an authorized representative

at the time of application or at other times and through methods described in Section 6470().

Page 102 0of 123 ' August 7, 2018



(f) The Exchange shall permit an applicant or enrollee to authorize his or her representative to:
(1) Sign an application on the applicant's or enrollee's behalf;

(2) Submit an update or respond to a redetermination for the applicant or enrollee in accordance
with Sections 6496 and 6498:

(3) Receive copies of the applicant's or enrollee's notices and other communications from the
Exchange; and

(4) Act on behalf of the applicant or enrollee in all other matters with the Exchange.

(g) The Exchange shall:

(1) Permit an applicant or enrollee to authorize a representative to perform fewer than all of the
activities described in subdivision (f) of this section; and

(2) Track the specific permissions for each authorized representative,

(h) The Exchange shall provide information both to the applicant or enrollee, and to the
authorized representative, regarding the powers and duties of authorized represemati{res.

(i) The Exchange shall consider the designation of an authorized representative valid until:

(1) The applicant or enrollee notifies the Exchange that the representative is no longer authorized
to act on his or her behalf using one of the methods available for the submission of an |
application, as described in Section 6470(j). The Exchange shall notify the authorized
representative of such change; or

(2) The authorized representative informs the Exchange and the applicant or enrollee that he or
she no longer is acting in such capacity. An authorized representative shall notify the Exchange
and Ithe applicant or enrollee on whose behalf he or she is acting when the authorized

representative no longer has legal authority to act on behalf of the applicant or enrollee.
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(J) An authorized representative shall comply with applicable State and federal laws concerning
conflicts of interest and confidentiality of information.

Note: Authority cited: Section 100504, Government Code. Reference: Sectionis 100502 and
100503, Government Code; and-45 CFR Sections 155.227 and 155.270.

§ 6510. Right to Appeal.

The Exchange shall include the notice of the right to appeal and instructions regarding how to
file an appeal in accordance with Article 7 of this chapter in any eligibility determination and
redetermination notice issued to the applicant in accordance with Sections 6476(h), 6496(h)(2),
or 6498(3)(2).

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and
100506, Government Code;-and 45 CFR Sections 155.355 and 155.515.

Article 7, Appeals Process for the Individual Exchange |

8§ 6600. Definitions. |

Article, the following terms shall mean:

“Appeal Record” means the appeal decision., all papers and requests filed iﬁ the proceeding, and,
if a hearing was held, the transcript or recording of hearing testimony or an official report
containing the substance of what happened at the hearing and any exhibits introduced at the
hearing.

“Appeal Request” means a clear expression, cither orally or.in writing, by an applicant, er

enrollee, employer, or employee to have any Exchange eligibility determinations or

redeterminations reviewed by an appeals entity.
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“Appeals Entity” means a body designated to hear appeals of any Exchange eligibility
determinations or redeterminations. The California Department of Social Seﬁvices shall be
designated as the Exchange appeals entity.

“Appellant” means the applicant or enroliee who is requesting an appeal.

“De Novo Review” means a review of an appeal without deference to prior decisions in the case.
“Eligibility Determination” means a determination that an applicant or enrollee is eligible for an
IAP, for enrollment in a QHP, or for any enrollment periods, in accordance with Sections 6472,
6474, and 6476 of Article 5 of this chapter.

“Evidentiary Hearing” means a hearing conducted where new evidence may be presented.
“Statement of Position” means a writing that describes the appellant's and the Exchange's
positions regarding an appeal, as spéciﬁed in Section 10952.5 of the Welfare and Institution
Code.

“V_acate” means to set aside or legally Void.a previous action.

NOTE: Authority: Section 100504, Government Code. Reference: Sections 100503 and 100506,
Government Code; and-45 CFR Section 155.-500.

§ 6602. General Eligibility Appeals Requirements.

(a) In accordance with Section 6510 of Article 5, an applicant or enrollee shall have the right to
appeal:

(1) An eli gibiiity determination made in accordance with Article 5 of this chapter, including:
(A) An initial determination of eligibility, including the amount of APTC and level of CSR,
made in accordance with the standards specified in Sections 6472 and 6474 of Article 5 of this

chapter;
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(B) A redetermination of eligibility, including the amount of APTC and level of CSR, made in
accordance with Sections 6496 and 6498 of Article 5 of this chapter; and

(C) A determination of eligibility for an enrollment period, made in accordance with Section
6476(c) of Article 5 of this chapter;

(2) An eligibility determination for an exemption made in accordance with 45 CER Section
155.605 to the HHS;

(3) The Exchange's failure to provide a timely eligibility determination in accordance with
Section 6476(f) of Article 5 of this chapter or failure to provide timely notice of an eligibility
determination or redetermination in accordance with Sections 6476(h), 6496(h)(2), or 6498(j)(2)
of Article 5 of this chapter; and

(4) A denial of a request to vacate a disﬁissal made by the Exchange appeals entity in
accordance with Section 6610(d)(2) to the HHS.

(b) The Exchange appeals entity shall conduct all eligibility appeals, except for appeals of an
eligibility deterﬁlination for an exemption made in accordance with 45 CFR Sectibn 155..605.
(¢) For purposes of this Article, an administrative law Judge designated by the appeals entity
shall determine, on a case-by-case basis:

(1) The validity of all appeals requests received by the Exchange, the appeals entity, or the
counties; and

(2) Whether good cause exists, including, but not limited to, good cause for an untimely appeal
request and continuance.

(d) An .applicant or enrollee may request an appeal of any of the actions specified in subdivision

(a) of this section to HHS upon exhaustion of the Exchange appeals process.
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(¢) During the appeal, an appellant may represent himself or herself, or be represented by an

authorized representative, as provided in Section 6508 of Article 5 of this chapter, or by legal

counsel, a relative, a friend, or another spokesperson.

(D) Appeals processes established under this Article shall comply with the accessibility and

réadaba'lity requirements specified in Section 6452 of Article 4 of this chapter.

(8) An appellant may seek judicial review to the extent it is available by law.

(h) When an appellant seeks review of an adverse MAGI Medi-Cal or CHIP determination made
by the Exchange, the appeals entity shall transmit the chigibility determination and all

information provided as part of the appeal via secure electronic interface, within three business

days from the date the appeal request is received to DHCS, as applicable, unless the appeal

request is for an expedited appeal, in which case, the appeals entity shall follow the procedure

provided in Section 6616. | |

(1) The appeals entity shall:

(1) Ensure all data exchanges efin the appeals process compiy with the federal and State privacy

and.security standards specified in 45 CFR Section 155.260, and the Information Practices Act of

1977 (Cal. Civ. Code, § 1798 et seq.) and are in an electronic format consistent with 45 CFR

Section 155.270; and

(2) Comply with all data sharing reciuests made by HHS.

() The Exchange shall provide the appellant with the opportunity to review his or her entire

eligibility file, including all papers, requests, documents, and relevant information in the

Exchange's possession at any time from the date on which an appeal request is filed to the date

on which the appeal decision is issued pursuant to Section 6618.
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Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and

100506, Government Code; and-45 CFR Sections 155.260. 155.270, 155.505-and, 155.510,

155.605.

§ 6604. Notice of Appeal Procedures.

(a) The Exchange shall provide notice of appeal procedures at the time that the:

(1) Applicant submits an application; and

(2) Notice of eligibility determination and redeterminatibn is sent in accordance with Sections
6476(h), 6496(1})(2), or 6498(j)(2) of Article 5 of this chapter.

(b) Notices described in subdivision (a) of this section shall comply with the general standards
for Exchange notices specified in Section 6454 of Article 4 of this chapter and shall contain:

(1) An explanation of the applicant or enrollee's appeal rights under this Article;

(2) A description of the procedures by which the applicalgt or enrollee may request an appeal,
including an expedited appeal,

(3) Information on the applicant's or enrbllee‘s right to represent himself or herself, or to bé
represented by legal counsel or another representative:

(4) Information on how to obtain a legal aid referral or free legal help;

(5) An explanation that all hearings shall be conducted by telephone, video conference, or in
person, in accordance with the California Department of Social Services' Manual of Policies and
Procedures Section 22-045;

(6) An explanation of the circumstances under which the appellant's eligibility may be
maintained or reinstated pending an appeal decision, as provided in Section 6608; and

(7) An explanation that an appeal decision for one household member may result in a change in

eligibility for other household members and that such a change shall be handled as a
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redetermination of eligibility for all household members in accordance with the standards
specified in Sections 6472 and 6474 of Article 5 of this chapter.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and
100506, Government Code;-and 45 CFR Section 155.515.

§ 6606. Appeal Requests.

(a) The Exchange and the appeals entity shall:

(1) Accept appeal requests submitted through any of the following channels, in accordance with
Section 6470(j) of Article 5 of this chapter:

(A) The Exchange's Internet Web site;

(B) Telephone;

(C) Facsimile; |

(D) Mail; or

(E) In person.

(2) Assist the applicant or enrollee in making the appeal request; and

(3) Not limit or interfere with the applicant's or enrollee's right to make an appeal request.

(b) The appeals entity shall consider an appeal request valid for purposes of this Article, as
specified in Section 6602(c), if it is submitted in accordance with the requirements of
subdivisions (c) and (d) of this section and Section 6602(a).

(¢} The Exchange and the appeals entity shall allow an applicant or enrollee to request an appeal
within 90 days of the date of the notice of eligibility determination, unless the appeals entity
determines, in accordance with Section 6602(c), that there is good cause, as defined in Section
10951 of the Welfare and Institution Code, for filing the appeals request beyond the 90-day

period. No-appeal filing timeline shall be extended for good cause for more than 180 days after
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the date of the notice of eligibility determination. For purposes of this subdivision, if the last day
of the filing period falls on a Saturday, Sunday, or holiday, as defined in Government Code
Section 6700, the filing period shall be extended to the next business day, in accordance with
Government Code Section 6707,

(d) If the appellant disagrees with the appeal decision of the Exchange. appeals entity, he or she
may make an appeal request to HHS within 30 days of the date of the Exchange appeals entity's
appeal decision or notice of denial of a request to vacate a dismissal.

(e) Upon receipt of an appeal request pursuant to subdivisions (c) or (g) of this section, which
has been determined to be valid in accordance with Section 6602(c), the appeals entity shall:

(1) Within five business days from the date on which the valid appeal request is received, send
written acknowledgment to the appellant of the receipt of his or her valid appeal request,
including but not limited to:

(A) Informatilo_n regarding the appellant's opportunity for informal .reSolutiqn prior to the hearing
| pursuant to Section 6'6'12; - -
(B) Information regarding the appellant's eligibility pending appeal pursuant to Section 6608;
and

(C) An explanation that any APTC paid on behalf of the tax filer pending appeal is subject to-
reconciliation under Section 36B(f) of IRC (26 U.S.C. .§ 36B(f)) and 26 CFR Section 1.36B-4.
(2) Except as provided in Section 6618(b)(2), within three. business days from the date on which
the valid appeal request is received, transmit via secure electronic interface notice of the appeal
request and, if applicable, instructions to provide eligibility pending appeal pursuant to Section

6608, to the Exchange and to the DHCS, as applicable; and
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(3) Confirm receipt of the records transferred by the Exchange pursuant to subdivision (g) of this
section within two business days of the receipt of the records. |

(f) Upon receipt of an appeal request that is determined not valid because it fails to meet the
requirements of this section or Section 6602(a), unless the appeals entity determines that there is
good cause for such a failure, in accordance with Section 6602(c), the appeals entity shall:

(1) Within five business days from the date on which the appeal request is received, send written
notice to the appellant informing him or her:

(A) That the appellant's appeal request has not been accepted;

(B) About the nature of the defect in the appeal request; and

(C) That, if the defect specified in subdivision (f)(1)(B) of this section is curable, the appeliant
may cure the defect and resubmit the appeal request, in accordance with subdivision (a) of this
section, within 30 calendar days from the date on which the invalid appeal request is received;
and | |

(2) Treat as valid, in accordénce with Section 6_602(0), an amended appeal request thét meets the
requirements of this section and of Section 6602(a).

() Upon receipt of an appeal request pursuant to subdivision (c) of this section, or upon receipt
of the notice under subdivision (e)(2) of this section, the Exchange shall transmit via secure
electronic interface to the appeals entity:

(1) The appeal request, if the appeal request was initially made to the Exchange; and

(2) The appellant's eligibility record.

(h) Upon receipt of the notice of an appeals request made to HHS, pursuant to subdivision (d) of
this section, the Exchange appeals entity shall, within three business days fro?n the date on which

the appeal request is received, transmit via secure electronic interface the appellant's appeal
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record, including the appellant's eligibility record as received from the Exchange, to the HHS
appeals entity.
Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and

100506, Government Code; 26 CFR Section 1.36B-4 and 45 CFR Section 155.520.

§ 6608. Eligibility Pending Appeal.

(a) Upon receipt of a valid appeal request or notice under Section 6606(e)(2) that concerns an
appeal of a redetermination under Sections 6496(h) or 6498(j) of Article 5 of this chapter or an
appeal of an erroneous termination of enrollment, the Exchange shall continue to consider the
appellant eligible while the appeal is pending in accordance with standards set forth in
subdivision (b) of this section.

(b) If the tax filer or appellant, as applicable, accepts cligibility pending an appeal and agrees to
make his or her premium payments, reduced by the APTC amount he or she is determined
eligible for by the Exchange, by the applicable payment due dates, the Exchange shall continue
the appellant's eligibility for enrollment in a QHP, APTC, and CSR, as .épplicabie, in. accordance
with the level of eligibility immediately before the redetermination being appealed.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and

100506, Government Code; and26 CFR Section 1.36B-4: 45 CFR Section 155.525.

§ 6610. Dismissals.

(a) The appeals entity shall dismiss an appeal if the appellant:

(1) Unconditionally or conditionally withdraws the appeal request in writing prior to the hearing
date, in accordance with the following procedure:

{A) Except as provided in subdiﬁsion (a)(1)(B) of this section, if the withdrawal is

unconditional, the appeal request shall be immediately dismissed.
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1. The appellant's statement and telephonic signature made under penalty of perjury shall be
recorded in full; and

2. The appeals entity shall provide the appellant with a written confirmation documenting the
telephonic interaction.

(2) Fails to appear at a scheduled hearing without good cause, as determiﬁed in accordance with
Section 6602(c);

(3) Fails to submit a valid appeal request as specified in Section 6606(b) without good cause, as
determined in accordance with Section 6602(c); or

(4) Dies while the appeal is pending, unless the appeal affects the remaining member(s) of the
deceased appellant's household, or the appeal can be carried forward by a representative of the
deceased appellant's estate, or by an heir of the deceased appellant if the decedent's estate is not
in probate, in accordance with the California Department of Social Services' Manual of Policies
and Procedures Section 22-004.4.

(b) If an appéal is dismissed under subdivision (a) of this.section, the appeals entity shall pfovide
written notice to the appellant within five business days from the date of the dismissal. ThisThe
notice shall include:

(1) The reason for the dismissal;

(2) An explanation of the dismissal's effect on the appellant's eligibility; and

(3) An explanation of how the appellant may show good cause as to why the dismissal should be
vacated in accordance with subdivision (d) of this section.

(c) If an appeal is dismissed under subdivision (a) of this section, the appeals entity shall, within -

three business days from the date of the dismissal, provide notice of the dismissal to the
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Exchange, and to the DHCS, as applicable, including instructions to, no earlier than five business
days from the date of the dismissal:

(1) Implement the eligibility determination; and

(2) Discontinue eligibility pending appeal provided under Section 6608.

(d) The appeals entity shall:

(1) Vacate a dismissal and proceed with the appeal if the appellant makes a written request
within 30 calendar days of the date of the notice of the dismissal showing good cause why the
dismissal should be vacated, in accordance with Section 6602(c); and

(2) Provide written notice of the denial of a request to vacate a dismissal to the appellant within
five business days from fhe date of such denial, if the request is denied.‘

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and
100506, Government Code;-and 45 CFR Section 155.530.

§ 6612. Informal Resolution.

(2) An appellant shall have an opportunity for informal resolution prior to a.hearing in
accordance with the requirements of this section.

(b) Upon receipt of an appeal request, which has been determined to be valid in accordance with
Section 6602(c), or upon receipt of the notice under Section 6606(¢e)(2), the Exchange shall
contact the appellant to resolve the appeal informally and to request additional information or
documentation, if applicable, prior to thé hearing date.

(¢) The informal resolution process shall comply with the scope of review specified in Section
6614(e).

(d) An appellant's right to a hearing shall be preserved in any case notwithstanding the outcome

of the informal resolution process unless the appellant unconditionally or conditionally
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| withdraws his or her appeal request prior to the hearing date, in accordance with the procedure
set forth in Section 6610(a)(1).

(e) If the appeai advances to hearing:

(1) The appellant shall not be asked to provide duplicative information or documentation that he
or she previously provided during the appiicatiqn or informal resolution process; and

(2) The Exchange shall:

(A)Issuea Stafement of Position; and

(B) Transmit via secure electronic interface the Statement of Position and all papers, requests,
and documents, including printouts from an appeal recozfd, which the Exchange obtained during
the informal resolution process to the appeals entity, the appellant, and, if applicable, the
appellant's representative, at least two business days before the date of the hearing,

(1) If the appellant is satisfied with the outcome of the informal resolution process and
conditionally withdraws his or he_r appeal request, in accordance with .Section 6610(a)(1)}(C), and
the appeal does not advance o _hearing: O
(1) Within five business days from the date of the outcome of the informal resolution, the
Exchange shall:

(A) Notify the appellant of:

. 1. The outcome of the informal resolution, including a plain language description of the effect of
such outcome on the appellant's appeal and eligibility: and

2. The effective date of such outcome, if applicable; and

(B) Provide a copy of the conditional withdrawal agreement signed by the appellant, or the

appellant's authorized representative, and the Exchange and instructions on how to submit his or
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her conditional withdrawal request té the appeals entity, in accordance with the procedure set
forth in Section 6610(a)(1)(C).

(2) Within three business days from the date of the outcome of the informal resolution, the
Exchange shall send notice of the informal resolution outcome to the appeals entity via secure
electronic interface.

(3) If the appeal is dismissed in accordance with Section 6610, the informal resolution decision
shall be final and binding.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and
.100506, Government Code;-and 45 CFR Section 155.535.

§ 6614. Hearing Requirements.

(a) An appellant shall have an opportunity for a hearing in accordance with the requirements of
this section,

(b) When a hearing is scheduled, the appeals entity shall send written notice to the appellant and
the appellant's( authorized 'répresentative, if any, of the date, time,.location, and format of the
hearing no later than 15 days prior to the hearing date unless:

(1) The appellant requests an earlier hearing date; or -

(2) A hearing date sooner than 15 days is necessary to process an expedited appeal, as described
in Section 6616(a), and the appeals entity has contacted the appellant to schedule a hearing on a
mutually agreed upon date, time, and location or format.

(¢) The hearing shall be conducted;

(1) Within 90 days from the date on which a valid appeal request is received, except for the
expedited appeals specified in Section 6616;

(2) After notice of the hearing, pursuant to subdivision (b) of this section;
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(3) As an evidentiary hearing, consistent with subdivision (e) of this section;

(4) By an administrative law judge who has not been directly involved in the eligibility
determination or any prior Exchange appeal decisions in the same matter; and

(5) By telephone, video conference, or in person, in accordance with the California Department
of Social Services' Manual of Policies and Procedures Section 22-045.1.

(d) The appeals entity shall provide the appellant with the opportunity to:

(1) Review his or her appeal record, including all documents and records to be used by the
appeals entity at the hearing, at least two business days before the date of the hearing as well as
during the hearing;

(2) Bring witnesses to testify;

(3) Establish all relevant facts and circumstances;

(4) Present an argument without undue interference;

(5) Question or refute any testimony or evidence, including the opportunity to confront and
cross-examine adverse witnesses; and

(6) Be represented by an authorized representative, legal counsel, a relative, a friend, or another
spokesperson designated by the appellant.

(e) The appeals entity shall consider the information used to determine the appellant's eligibility
as well as any additional relevant evidence presented during the appeal process, including at the
hearing.

() The appeals entity shall review the appeal de novo and shall consider all rele?ant facts and
evidence presented during the appeal.

(g) Postponements and continuances shall be conducted in accordance with the California

Department of Social Services' Manual of Policies and Procedures Section 22-053.
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Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and
100506, Government Code; arnd-45 CFR Section 155.535.
§ 6616. Expedited Appeals.

(2) Pursuant to 45 CFR Section 155.540(a) (December 22. 2016). hereby incorporated by

reference, the appeals entity shall establish and maintain an expedited appeals process for an
appellant to request an expedited process where there is an immediate need for health services
because a standard appeal could jeopardize the appellant's life or health or ability to attain,
maintain, or regain maximum function.

(b) If the appeals entity denies a request for an expedited appeal, it shall:

(1) Conduct the appeal under the standard appeals process and issue the appeal decision in
accordance with Section 6618(b)(1); and

(2) Inform the appellant, within three business days from the date of the denial of a request for an
¢xi)cdited appeal, through electronic or verbal notification, if possible, of the denial and, if
notification is verbal, follow up with the appeliant by written notice within five business days of
the denial. The written notice of the denial shall include:

(A) The reason for the denial;

(B) An explanation that the appeal will be conducted under the standard appeals process; and
(C) An explanation of the 'appellant's rights under the standard appeals process.

(c) If the appeals entity grants a request for an expedited appeal, it shall:

(1) Provide the appellant with written notice within three business days from the date on which
the appellant's request for an expedited appeal is granted:

(A) That his or her request for an expedited appeal is granted; and

(B) Of the date, time, and type of the hearing;
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(2) Ensure a hearing date is set within 10 calendar days from the date on which the appellant's
request for an expedited appeal is granted; and

(3) Within three business days from the date on which the appellant's request for an expedited
appeal is granted, provide notice via secure electronic interface to the Exchange and to the
DHCS, as applicable, specifying that the appellant's request for an expedited appeal is granted
and a hearing will be set on an expedited basis.

Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and
100506, Government Code; and-45 CFR Section 155.540.

§ 6618. Appeal Decisions. |

(a) Appeal decisions shall:

(1} Be based exclusively on the information and evidence specified in Section 6614(e) and the
eligibility requirements under Article 5 of this chapter;

(2) State the decision, including a plain language description of the effect of the decision on the
appellant's eligibility;

(3) Include a summary of the facts relevant to the appeal;

(4) Identify the legal basis, including the regulations that support the decision;

(5) State the effective date of the decision, if applicable; and

(6) Explain the appellant's right to pursue the appeal before the HHS appeals entity, including the
applicable timeframe and instructions to ﬁié, if the appellant remains dissatisfied with the
eligibility determination;

(7) Indicate that the decision of the Exchange appeals entity is final, unless the appellant pursues

the appeal before the HHS appeals entity; and
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(8) Provide information dbout judicial review available to the appellant pursuant to Section

1094.5 of the California Code of Civil Procedure.

(b) The appeals entity shall:

(1) Issue a written appeal decision to the appellant within 90 days of the date on which a valid

appeal request is received,

(2) If an appeal request submitted under Section 6616 is determined by the appeals entity to meet

the criteria for an expedited appeal, issue the appeal decision as expeditiously as possible, but no

later than five business days afier the hearing, unless the appellant agrees to delay to submit

additional documents for the appeals record; and

(3.) Provide the appeal decision and instructions to cease the appellant's pended eligibility, if

applicable, via secure clectronic interface, to the Exchange or the DHCS, as applicable.

(c) Upon receiving the appeal decision described in subdivision (b) of this section, the Exchange

shall promptly, but no later than 30 days from the date of the appeal decision:

(1 .Implement the appeafdecision effective, at the opfion of the a.ppel.i.aht:

(A) Prospectively, on the first day of the month following the date of the appeal decision or

consistent with the effective dates specified in Section 6496(j) t&ough (D) of Article 5 of this

chapter, as applicable; or |

(B) Retroactively, to the coverage effective date the appellant did receive or would have received

if the appellant had enrolled in coverage under the incorrect eligibility determination that is the
subject of the appeal.

(2) Redetermine the eligibility of household members who have not appealed their own

eligibility determinations but whose eligibility may be affected by the appeal decision, in

accordance with the standards specified in Section 6472 and 6474 of Article 5 of this chapter.
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Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and
100506, Government Code;-and 45 CFR Section 155.545.

§ 6620. Appeal Record.

(a) Subject to the requirements of all applicable federal and State laws regarding privacy,

confidentiality, disclosure, and personally identifiable information, the appeals entity shall make

the appeal record accessible to the appellant for at least five years after the date of the writtén

appeal decision as specified in Section 6618(b)(1).

(b) The appeals entity shall provide public access to all appeal deci sions, subject to all applicable

federal and State laws regarding privacjr, confidentiality, disclosure, and personally identifiable

information. |

Nofe: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and
100506, Government Code;-and 45 CFR Section 155.550. | |

- § 6622, Employer Appeals Process.

(a) The provisions of this section apbly to employer appeals proéésses through.which. an
employer may, in response to a notice under Section 6476(i) of Article 5 of this chapter, appeal a
determination that the employer does not provide MEC through an employer-sponsored plan or
that the employer does provide such coverage but it is not affordable coverage with respect to an
employee or employee's dependent who is an enrollee receiving APTC through the Exchange.
(b) An employer who seeks an appeal pursuant to paragraph (a) of this section shall request such
an appeal directly to HHS in accordance with the procéss specified in 45 CFR Se-ction- 155.555

(December 22, 2016), hereby incorporated by reference, and the process established by HHS.

(¢} After receiving an appeal decision that affects the enrollee's el gibility, the Exchange shall,

within 30 days from the date on which the Exchange receives the decision, notify the enrollee of
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the requirement to report changes in eligibility, as described in Section 6496(b) of Article 5 of
this chapter.
Note: Authority cited: Section 100504, Government Code. Reference: Sections 100503 and

100506, Government Code; and-45 CFR Section 155.555.
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B/1/2018 eCFR -- Code of Federal Regulations

ELECTRONIC CODE OF FEDERAIL REGULATIONS
e-CFR data is current as of July 31, 2018
Tifle 26 — Chapter | — Subchapter A — Part 1 — §1.36b-1

Title 26: Internal Revenue
PART 1—INCOME TAXES

§1.36B-1 Premium tax credit definitions.

{a) In general. Section 368 allows a refundabte premmm tax ered|t for taxable years ending aﬂer December 31, 2013. The
definitions i in this section apply fo this section and §§1.36B-2 through 1.36B-5.

{b) Affordable Care Act. The term Affordable Care Act refers to the Patient Protection and Affordable Care Act, Public Law
111-148 (124 Stat. 119 (2010)), and the Health Care and Education Reconciliation Act of 2010, Public L.aw 111-152 (124 Stat.
1028 (2010)), as amended by the Medicare and Medicaid Extenders Act of 2010, Public Law 111-309 {124 Stat. 3285 (2010)),
the Comprehensive 1099 Taxpayer Protection and Repayment of Exchange Subsidy Overpayments Act of 2011, Public Law
112-8 (125 Stat. 36 (2011)), the Department of Defense and Full-Year Continuing Appropriations Act, 2011, Public Law 112-10
(125 Stat. 38 (2011)), and the 3% Wthhclding Repeal and Job Creation Act, Public Law 112-56 (125 Stat. 711 (2011)).

(¢) Qualified health plan. The term qualified health plan has the same meaning as in section 1301(3) of the Affordable Care
Act (42 U.S.C. 18021(a)) but does not include a catastrophic plan described in section 1302(e) of the Affordable Care Act (42
U.8.C. 18022(e)).

(d) Family and family size. A taxpayer's family means the individuals for whom a taxpayer properly claims a deduction for a
personal exemption under section 151 for the faxable year. Family size means the number of individuals in the family. Family
and family size may include individuals who are not subject to or are exempt from the penalty under section 5000A for failing to
maintain minimum essential coverage.

(e) Household income—{1) In geheral. Household income means the sum of—

(i) A taxpayer's modified adjusted gross income (including the modified adjusted grdss iﬁoo’rhe of a child for whom an
election under section 1(g}7) is made for the taxable year),

(i) The aggregate modified adjusted gross income of all other individuals Who—_
(A) Are included in the taxpayer's family under paragraph (d) of this section; and
(B) Are required to file a return of tax imposed by section 1 for the taxable year. '

(2) Modiflad adjusted gross income. Modified adjusted gross income teans adjusted gross Income (within the meaning of
section 62) increased by—

(i) Amounts excluded from gross income under section 911;

{ii) Tax-exempt interest the taxpayer recelves or accrues during the taxable year; and

{iii) Social security benefits (within the meaning of section 86(d)) not included in gross income under section 86.
(f) Dependent. Dependent has the same meaning as in section 152. |

{g) Lawfully present. Lawfully present has the same meaning as in 45 CFR 155. 20

(h) Federal poverly fine. The Federal poverty line means the most recently published poveﬂy gusdehnes {updated
periodically in the FEDERAL REGISTER by the Secretary of Health and Human Services under the authority of 42 U.S.C. 9902(2))
as of the first day of the regular enrollment period for coverage by a qualified health plan offered through an Exchange for a
calendar year. Thus, the Federal poverty line for computing the premium tax credit for a taxable year is the Federal poverty line
in effect on the first day of the initial or annuat open enroliment period preceding that taxable year. See 45 CFR 185.410. if a
taxpayer's primary residence changes during a taxable year from one state fo a state with different Federal poverty guidelines
or married taxpayers reside in separate states with different Federal poverty guidelines (for example, Alaska or Hawaii and
another state), the Federal poverty line that applies for purposes of section 36B and the associated regulations is the htgher

https:llwww.ecfr.gqvlegl-biniiexi—lg‘ix?SID=f90218075bcb2b92ad969d63825303T1&mc='true&node«"—se26.1 1.136b_61&rgn=div. . 172
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Federal poverty guideline {resumng in a lower percentage of the Federal poverty line for the taxpayers household income and
family SIze)

(i) [Reserved}

I Advanoe cmd:t paymant Advance credit payment means an advanoe payment of the premlum tax credtt as pmv:ded in
section 1412 of the Affordable Care Act (42 U.S.C. 18082). ' _ ,

(k) Exchange Exchange has the same meanmg as in 45 CFR 155. 20

(l) Seif-only ooverage Self-only ooverage means health insurance that covers one :ndw:duai and prowdes ooverage for the
essential heaith beneﬁts as defined in section 1302(b)(1) ofthe Affordable Care Act (42 us.C. 18022) '

{m) Family ooverage Fam:ly coverage means health i insurance that covers more than one indeual and prowdes '
oovemge for the essenilal health beneﬁts as deﬁned In sectton 1302(b)(1) of the Affordab!e Care Act (42 u. S C 18022)

) Raﬁng arsa The term mtmg area has the same rneanmg as used in section 2701(3)(2) of the PubEic Hea!th Service Act
(42 U. S C. 30099{3)(2}) and 45 CFR 147 102(b) 5 _ e S _

{0} Eﬁeotive/applicabuily date. Except for paragraphs {n and (m), this sectaon applzes to taxable years endmg aﬁer
- . December 31, 2013, Paragraphs () and (m) of this section apply fo taxable years beginning after December 31, 2018.
Paragraphs {t) and (m) of §1.36B-1 as contained in 26 CFR part | edition revnsed as of Apnl 1 2016 app!y to taxable years
ending aﬂer Deoember 31, 2013 and beginmng before January 1 2019 :

{Ti) 9590 77FR 30385 May23 2012 as amendad byTD 9745 80FR78974 Dac 18 2015 TD 9804 81 FR 91763 Dec 19, 2016]

Need assistance?
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| Title 26 — Chabtér t > Subchapter A — Part 1 — §1.36b-2

Title 26: Internal Revenue
PART 1—|NCOME_TAXES )

§1.36B-2 "Eligibility for premium tax credit.

(aj In general. An applicable ta'xp'ayef (w'ithin.the.'rheénihg' of .'péra'gréph (b) of this section) is allowed a premium assistance
amount only for any month that one or more members of the applicable taxpayer’'s family {the applicable taxpayer or the
applicable taxpayer's spouse or dependent}— : : . :

(1) Is enrolled in one or more qualified health plans through an Exchange; and.

(2) Is not eligible for minimum essential coverage (within the meaning of paragraph (c) of this section) other than coverage
described in section 5000A(f{1)(C) (relating to coverage in the in_di_vidual market). ) .

(b) Applicable taxpayer—(1) In general. Except as otherwise provided in this paragraph (b), an applicable taxpayer is a
taxpayer whose household income is at least 100 percent but not more than 400 percent of the Federal poverty line for the
taxpayer's family size for the taxable year.

(2) Married taxpayers must file joint returm—(i) In general. Except as provided in paragraph (b}(2)(ii) of this section, a
taxpayer who is married (within the meaning of section 7703) at the close of the taxable year is an applicable taxpayer only if
the taxpayer and the taxpayer's spouse file a joint return for the taxable year.

(ii) Victims of domestic abuse and abandonment. Except as provided in paragraph (b)(2)(v) of this section, a married
taxpayer satisfies the joint filing requirement of paragraph (b)(2)(i) of this section if the taxpayer files a tax return using a filing
status of marded filing separately and the taxpayer— :

(A) Is living apart from the taxpayer's spouse at the time the taxpayer files the tax return;

(B} Is unable to file a joint return because {he taxpayer is a victim of domestic abuse, as described in paragraph (b)(2)(iii) of
this section, or spousal abandonment, as described in paragraph (b}(2)(iv) of this section; and

(C) Certifies on the return, in accordance with the relevant instructions, that the taxpayer meets the criteria of this
paragraph (b)(2)(i}. ' :

(iily Domestic abuse. For purposes of paragraph (b)(2)(ii) of this section, domestic abuse includes physical, psychological,
sexual, or emotional abuse, including efforts to control, isolate, humiliate, and intimidate, or to undermine the victim's ability to
reason independently. All the facts and circumstances are considered in determining whether an individual is abused, including
the effects of alcohol or drug abuse by the victim's spouse. Depending on the facts and circumstances, abuse of the victim's
child or another family member Jiving in the household may constitute abuse of the victim.

(iv) Abandonment. For purposes of paragraph (b}{(2)(#) of this section, a taxpayer is a victim of spousal abandonment for a
taxable year if, taking into account all facts and circumstances, the taxpayer is unable to locate his or her spouse after
reasonable diligence.

(v) Three-year rufe. Paragraph (b)(2)(ii) of this section does not apply if the taxpayer met the requirements of paragraph (b)
(2)(il) of this section for each of the three preceding taxable years.

(3) Dependents. An individual is not an applicable taxpayer if another taxpayef may claim a deduction under section 151
for the individual for a taxable year beginning in the calendar year in which the individual's taxable year begins.

(4) Individuals not lawfully present or incarcerated. An individual who is not lawfully present in the United States or is
incarcerated (other than incarceration pending disposition of charges) is not eligible to enroll in a qualified health plan through
an Exchange. However, the individual may be an applicable taxpayer if a family member is eligible to enroll in a qualified health
plan. See sections 1312(H(1)(B) and 1312(f}(3) of the Affordable Care Act (42 U.S.C. 18032(f)(1)(B) and {H(3)) and §1.36B-3(b)

().
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" () Individuals lawfully present; If a taxpayer's household income is less than 100 percent of the Federal poverty line for the
taxpayer’s family size and the taxpayer or a member of the taxpayer's family is an alien tawtully present in the United States,

the taxpayer is treated as an applicable taxpayer if—.

' '(_'i)_ Th_e_ -Ia\_ivfuily_ b_feséhé _tagﬁayér'br _féhj_iiy member is not e_'[ig'il_t.jl'e_fpr the Medicaid progran; anc_'i.' R

(i) The taxpayer would be an applicable taxpayer if the taxpayer's household income for the taxable year was between 100
and 400 percent of the Federal poverty line for thé_-taxpayers_famiiy size. T e R
(6) Special rule for takbayers .w:‘tb ;h_o'usé_hol'd inc'omé-bef'ow.; 100 percent of the Federal poverty line for the taxable _yéarué.(i)
in general. A taxpayér (other than a taxpayer described in paragraph (b)(5) of this section) whose household income fora -
taxable year is less than 100 percent of the Federal poverty line for the taxpayer's family size is treated as an applicable .-

taxpayer for the taxable year if— '

~{A) The taxpayer or a family member enrbll.s in a qualified health plan through an Eichange for one or more months during
(B) An Exchange estimates af the tie of enroliment that the taxpaye'r‘s"_hbﬂs_ého'id'inéd_mé will be at least 100 percent but
not more than 400 percent of the Federal poverty line for the taxable year; - e e L
. (C')'Advahce ér_eéi_t pél_y_meh_ts :ére éu;h'o_r'ized_-éhd' :ﬁaid'fof.bné .bz_' fnofe_ mqﬁths .'('_iuri'r':g_ fhe taxabie :y'éar;-an;f. ST

(D) The taxpayer would be an‘applicable taxpayer if the taxpayer's household income for the taxable year was at least 100
but not more than 400 percent of the Federal poverty line for the taxpayer's family size. R N E R '
(ii) Exceptions. This paragraph (b)(6) does not apply for an individual who, with intentional or reckless disregard for the.
facts, provides incorrect information to an Exchange for the year of coverage. A reckless disregard of the facts oocurs if the _

taxpayer makes little or no effort to determine whether the information provided to the Exchange:is accurate under -
circumstances that demonstrate a substantial deviation from the standard of conduct a reasonable person would abserve. A
disregard of the facts js intentional if the taxpayer knows the information provided to the Exchange is inaccurate. R

i) Advance credit payments are authorized and paid for one or more monihs during the taxable year;and

- '_(i.v) The tax_payer wo_ui& be an applicable taxpayer if the ta'xpayer‘_s household income _fqr the ta_xabfe year was bé't'\&é'én

100 and 400 percent of the Federal poverty line for the taxpayer's family size, .

.. (1) Computation of premium assistance amounts for taxpayers with household income bélow 100 percent of the Federal -

poverty line. If a taxpayer is reated as an applicable taxpayer under paragraph (b)(5) of (b)(6) of this section, the taxpayer's
actual household income for the taxable year is used to compute the premium assistance amounts under §1.36B-3(d),. .

(&) Minimum essential coverage=~(1) In general. Minimurn essential coverage is defined in‘section 5000A() and
regulations issued under that séction, As described in section 5000A(f), government-sponsored programs, eligible employer-
sponsored plans, grandfathered health plans, and certain other health benefits coverage are minimum essential coverage. -

(2) Government-sporisoréd minimum essential coverage—() In general. An individual is eligible for goverriment-sponsored
‘minimum essential coverage if the individual meets the criteria for coverage under a government-sponsored program described
in section S000A((1)(A) as of the first day of the first full month the individual may receive benefits under the program, subject

1o the limitation.in paragraph.(c)(2)(ii) of this section, The Commissioner may define eligibilify. for specific government-

sponsored programs further in additional published guidance, see §601,601(d)(2) of this chapter, "

i Obligation to complete administrative requirements to obtain coverage. An individual who meets the criteria for eligibility
for government-sponsored minimum essential coverage must complete the requirements necessary o receive benefits. An
individual who fails by the last day of the third full calendar month following the event that establishes eligibility under paragraph

{e)(2)(0) of this section to complete the requirements to obtain. government-sponsored minimum essential coverage (other than a
veteran's health care program) is treated as eligible for government-sponsored minimum essential coverage as of the first day
of the fourth calendar month following the event that establishes eligibility. - ' A : S

. {iii) Special rule for coverage for veterans and other individuals under chapler 17 of 18 of title 38, U.S.C, An individual is
-eligible for minimum essential coverage under a health care program under chapter 17 or 18 of title 38, U.S.C. only ifthe
individual is enrolled in a health care program under chapter 17 or 18 of fitle 38, U.S.C. identified as minimum essential
coverage in regulations issued under section 5000A. _ IR ' s e : |
(i) Retroactive effect of eligibility determination. If an individual receiving advance credit payments is determined to be
eligible for government-sponsored minimum essential coverage that is effective retroactively (such as Medicaid), the individuai
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is treated as eligible for minimum essential coverage under that program no earlier than the first day of the first calendar month
beginning after the approval,

(v) Determination of Medicaid or Children's Health Insurance Program (CHIP) ineligibifity. An individual is treated as rot
eligible for Medicaid, CHIP, or a similar program for a period of coverage under a qualified health plan if, when the individual
enrolls in the qualified health pian, an Exchange determines or considers (within the meaning of 45 CFR 155.302(b}) the
individual to be not eligible for Medicaid or CHIP. This paragraph (c)(2)(v) does not apply for an individual who, with intentional
or reckless disregard for the facts, provides incorrect information to an Exchange for the year of coverage. A reckless disregard
of the facts occurs if the taxpayer makes littie or no effort to determine whether the information provided to the Exchange is
accurate under circumstances that demonstrate a substantial deviation from the standard of conduct a reascnable person
would observe. A disregard of the facts is intentional if the taxpayer knows that information provided to the Exchange is
inaccurate, o . S

(i} Example's. The following examples illustrate the provisions of this paragraph (c)(2):

Example 1. Delay in coverage effectiveness. On April 10; 2015, Taxpayer D applies for éove'ré'ge under a goverhment-sponsored
health care program. D's application is approved on July 12, 2015, but her coverage is not effective until September 1, 2015, Under
paragraph (£)(2)(f) of this section, D is eligible for governm_ent-sponsored minimum essential coverage on September 1, 2015

Example 2. Time of eligibility. Taxpayer E turns 865 on June 3, 2015, and becomes eligible for Medicare. Under section S000A(H(1}A)
{ih, Medicare is minimum essential coverage. However, E must enroll in Medicare to receive benefits. E enrolls in Medicare in September,
which is the last month of E's initial enroliment peried. Thus, E may receive Medicare benefits on December 1, 2015. Because E
completed the requirements necessary to receive Medicare benefits by the last day of the third full calendar month after the event that
establishes E's eligibility (E turning 65}, under paragraph (c)}(2)(1) and (c){(2)(ii) of this section E is eligible for government-sponsored
minimum essential coverage on December 1, 2045, the first day of the first full month that E may receive benefits under the program.

Exampile 3. Time of eligibility, individual fails to complefe necessary requirements. The facts are the same as in Example 2, except
that E fails to enroll in the Medicare coverage during E's initial enrollment period. E is treafed as eligible for government-sponsored
minimum essential coverage under paragraph (c){2)(ii) of this section as of October 1, 2015, the first day of the fourth month following the
event that establishes E's eligibility (E turning 65). : o . S

Example 4. Retroactive effect of eligibifity. In November 2014, Taxpayer F enrolls in a gualified health pian for 2015 and receives
advance credit payments. F loses her part-ime employment and on April 10, 2015 applies for coverage under the Medicaid program. F's
application is approved on May 15, 2015, and her Medicaid coverage is effective as of April 1, 2015. Under paragraph (c)(2)(iv) of this
section, F is eligible for government-sponsored minimum essential coverage on June 1, 2015, the first day of the first calendar month after
approval. : ‘ '

Example 5. Determination of Medicaid ineligibilify. In November 2014, Taxpayer G applies through the Exchange to enroll in heslth
coverage for 2015. The Exchange detefmines that G is not eligible for Medicaid and estimates that G's househoid income wili be 140
percent of the Federal poverty line for G's family size for purposes of determining advance credit payments, G enrolls in a qualified health
plan and begins receiving advance credit payments, G experiences a réduction in household income during the year and his household
income for 2015 is 130 percent of the Federal poverty line {within the Medicaid income threshold). However, under paragraph (c}(2)(v) of
this section, G is treated as not eligible for Medicaid for 2015. : o o

Example 6. Mid-year Medicaid efigibility redetermination. The facts are the same as in Example 5, except that G returns to the
Exchange in July 2015 and the Exchange determines that G is eligible for Medicaid, Medicaid approves G for coverage and the Exchange
discontinues G's advance credit payments effective August 1. Under paragraphs {CH2)(iv) and (€)(2)(v) of this section, G is treated as not
eligible for Medicaid for the months when G is covered by a qualified health plan. G is eligible for government-sponsored minimum
essential coverage for the months after G is approved for Medicaid and can receive benefits, August through December 2015,

(3) Employer-sponsored minimum essential coverage—(i) In general. For purposes of section 36B, an employee who may
enroll in an eligible employer-sponsored plan (as defined in section 5000A(f)(2) and the regulations under that section) that is
minimum essential coverage, and an individual who may enroll in the plan because of a relationship to the employee (a related
individual), are eligible for minimum essential coverage under the plan for any month only if the plan is affordable and provides
minimum value. Except for the Nonappropriated Fund Health Benefits Program of the Department of Defense, established
under section 349 of the National Defense Authorization Act for Fiscal Year 1995 (Public Law 103-337; 10 U.5.C. 1587 note),
government-sponsored minimum essential coverage is not an eligible employer-sponsored plan. The Nonappropriated Fund
Health Benefits Program of the Department of Deferise is considered eligible employer-sponsored coverage, but not
government-sponsored coverage, for purposes of determining if an individual is eligible for minimum essential coverage under
this section. o ' :

(il) Plan year. For purposes of this'paragraph (c)(3), a plan year is an eligible employer-sponsored plan's regular 12-month
coverage period {or the remainder of a 12-month coverage period for a new employee or an individual who enrolis during a
special enrollment period). i '

(iii) Efigibility for months during a plan year—(A) Failure to enroll in plan. An émployee ot related individual may be eligible
for minimum essential coverage under an eligible employer-sponsored plan for a month during a plan year if the employee or
related individual could have enrolled in the plan for that month during an open or special enroliment period for the plan year. i
an enroliment period relates to coverage for not only the upcoming plan year (or the current plan year in the case of an ~
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enroliment period other than an open enroliment’ penod} but also coverage in one or more sucoeedlng plan years this
paragraph (c)(3)(iii)(A) applies only to eligibility for the, coverage |n the upcommg plan year (or the current plan year in the case
of an enrollment penool other than an open | enrollment penool) _ . . .

(B) Waltrng penods An employee or relateol individual is not elrgrble for mrnrmum essentral coverage under an elrglble
employer-s;)onsored plan dunng a required waiting period before the coverage becomes eftecl:ve : .

-G Example The followrng example illustrates the prowsrons of this paragraph (c)(3)(m)

. Example (r) Taxpayer B is an employee of Employer X X offers its employees a heaith | rnsurance plan that has a plan year (wrthrn the
meaning of paragraph (c}(3)(ii} of this section) from October 1 through ‘September 30. Employees may enroll during an open season from
August 1'to:September 15, B does not enrofl in X's plan for the plan year Ootober 1 2014 to September 30 2015 In November 2014 B
enrolls ina quatrﬁed health plan through an Exchange for calender year 2015 o

(n) B could have enrolled in X‘s plan dunng the August 1 to September 15 enrollment period Therel‘ore unless X s plan lS not
affordable for B or.does not provide minimum value, B js eligible for minimum essential coverage underX 's plan for the months that B is
enrolled inthe quallﬁed health plan’ durlng X's plan year (January through’ September 2018).

(l\r’) Post»employment coverage A former employee (rncludlng a retlree) or an mdrvrclual related (wrthrn the meanlng of
paragraph (c)(3)(a) of this seotlon) 10 a former employee who may ‘enroll i in‘eligible employer—sponsored coverage orin’
continuation coverage requrred under Federal lawora State law that provides comparable cont:nuatlon ‘coverage is eligible for

" minimum essentlal coverage under this’ coverage only for rnooths that the former employee or related lndlvrdual |s enrolled in
thecoverage ' oo SRR S SRS

) Affordable ooverage--(A) ln general—-(l) Aﬁ‘ordabllrty for employee Except as provrded rn paragraph (c)(3)(v)(A)(3) of
_this section, an eligible employer-sponscred plan is affordable for an employee if the portion of the annual premium the
'employee mist ‘pay, whether by salary reduction or otherwise (requ:red oontnbutron) for self-only coverage does not exceed
the requrred contribution percentage (as def ned in paragraph (c)(3)(v)(0} of thls sectlon) of the applrcabte taxpayens household
mcome for the taxable year - ' . S S .

{2) Affordabilily for related rndrvrdual Except as provrdect in paragraph (c)(3)(v)(A)(3) of thrs sectron an elrgrble employer-
sponsored plan is affordable for a related individual if the Jportion of the annual premium the employee must pay for self~on3y
_ .coverage does not exceecl the requrred contnbutlon peroentage as descnbecl in paragraph (o)(3)(v)(A)(1) of thrs seotlon

(3) Employee safe harbor An employer-sponsored plan is not affordable for an employee ora related rnclrvrdual for a plan
year if, when the employee or a related individual enrolls in a qualrf ed health plan for a period oomcrd:ng with the plan year {in
whole orin part), an Exchange determiines. that the’ eliglble employer-Sponsored plan is not affordable for that plan’y year. This

. paragraph’ (c)(3)(v)(A)(3) does not apply to a determination made as part of the rédetermination process described in 45 CFR
155, 335 unless the andlvldual recervmg an Exchange redeterrnrnatron notn‘lcatron afltrmatrvely responds ancl provndes current
information on affordability. This. paragraph (c)}3)}{(v}{A)(3) does not apply for an lndrvrdual who, with intentional or reckless .

disregard for the facts, provides incorrect information to an Exchange concemlng the portlon of the annual premium for .
coverage for the employee or related individual ‘under the plan. A reckless drsregarct of the facts occurs if the taxpayer makes
little or'no effort to determine whether the rnforrnatlon provrded to the Exchange is accurate undér clrcumstances that
demonstrate a substantral devratron from the standard of conduct a reasonable person would observe A dlsregard of the facts
s rntentlonal rf the taxpayer knows that the rnformatron provrded to the Exchange Is rnaccurate : P _ .

{4} Wellness program rneentrves Nondrscnmrnatory wellness program moentrves ol‘fered by an eliglble employer-
sponsoreci plan that affect | premrums are freated as earned in determmmg an employee s requrred cootnbutron for | purposes of
affordabrlrty of an ellgrble employer—sponsored plan to the ‘extent the incentives relate exclusavely to tobacco use. Wellness
program incentives that do not relate to tobacco use or that include a compooent unrelated to tobacco. use are treated as not
earned for this purpese, For purposes of this sectron the terrn wellness program rncentlve has the same meanmg as the term
_reward in §54 9802-1(f)(‘l }(r) of thls chapter AR S SN .. : R : N R

(5) Employer conlrrbutrons to health rermbursement arrangements Amounts newly made avarlable for the current plan year
under @ health reimbursement arrangement that an employee may use to’ pay premlums ‘er may use to pay cost-shanng or-
benefits not covered by the primary planin addrtron to premiums, reduce the employee's requlred contribution if thé health
reimbursement arrangement would be integrated, as that term is used in Notice 2013-54 (2013-40 IRB 287) (see §601.601(d)
of this chapter), with an ellglble employer—sponsored planforan employee enrolled i in the plan. The eligible employer‘ R
-Sponsored plan and the health rermbursement arrangement must be’ offéred by the’ same employer Employer contributions to a

. heatth reimbursement arrangement reduce an employee's’ requrred contribution only to ‘the extent the amount of the annual®
contribution is required under the terms of the plan or otherwise determlnab[e within & reasonable time before the employee
must deolde whether o enroll in the elrgrble employer—sponsored plan. - . - :

: (6) Employer contnbutrons lo cafeterra plans Amounts macte evarlable for the current plan year onder a cafetena plan
within the meaning of sectron 125, reduce an employee sora related individual's requ:red contribution i 0000
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(i) The employee may not opt to receive the amount as a taxable benefit;

(ii) The employee may use the amount to pay for minimum essential coverage: and
(i) The employee may use the amount exclusively to pay for medical care, within the meaning of section 213.
(7} Opt—but arrangements. [Reserved]

(B) Affordability for part-year period. Affordability under paragraph (c)(3){v}{A) of this section is determined separately for
each employment period that is less than a full calendar year or for the portions of an empioyer's plan year that fall in different
taxable years of an applicable taxpayer (a part-year period). An eligible employer-sponsared plan is affordable for a part-year
period if the employee's annualized required contribution for self-only coverage under the plan for the part-year period does not
exceed the required contribution percentage of the applicable taxpayer's househoid income for the taxable year. The
employee's annualized required contribution is the employee's required contribution for the part-year period times a fraction, the
numerator of which is 12 and the denominator of which is the number of months in the part-year period during the applicable
taxpayer's taxable year. Only fulf calendar months are included in the computation under this paragraph (c)(3)(V{(B).

(C) Required contribution percentage. The required contribution percentage is 9.5 percent. For plan years beginning in a
calendar year after 2014, the percentage will be adjusted by the ratio of premium growth to income growth for the preceding
calendar year and may be further adjusted to reflect changes to the data used to compute the ratio of premium growth to
income growth for the 2014 calendar year or the data sources used to compute the ratio of premium growth to income growth.
Premium growth and income growth will be determined under published guidance, see §601.601 (d)(2) of this chapter. In
addition, the percentage may be adjusted for plan years beginning in 2 calendar year after 2018 to reflect rates of premium
growth relative to growth in the consumer price index, . ' '

(D) Examples. The following examples illustrate the provisions of this paragraph (¢){3)(v). Unless stated otherwise, in e@ach
example the taxpayer is single and has no dependents, the employer‘s plan is an eligible employer-sponsored plan and
provides minimum value, the employee is not eligible for other minimum essential coverage, and the taxpayer, related
individual, and employer-sponsored plan have a calendar taxable year: ‘

. Example 1. Basic determination of affordabifity. in 2014 Taxpayer C has household income of $47,000. C is an employee of Employer
X, which offers its employees a health insurance plan that requires C to contribute $3,450 for self-only coverage for 2014 (7.3 percent of
C's household income). Because C's required contribution for self-anly coverage does not exceed 9.5 percent of househeld income, under
paragraph (c}(3)(V){A){1} of this section, X's plan is affordable for C, and C is eligible for minimum essential coverage for all months in
2014, : : : - : oo :

. Example 2. Basic determination of affordability for a related individual, The facts are the same as in Example 1, except thatCis .
married to J and X's plan requires C to contribute $5,300 for coverage for C and J for 2014 (11.3 percent of C's household income).’
Because C's required contribution for self-only coverage ($3,450) does not exceed 9.5 percent of household income, under paragraph (¢}
(3}(V}(A)(2) of this section, X's plan is affordable for C and J, and C and J are eligible for minimum essential coverage for all months in
2014. : - _ _ . _

Example 3. Determination of unaffordability at enroflment. (i) Taxpayer D is an employee of Employer X, In November 2013 the
Exchange for D's rating area projects that D's 2014 household income will be $37,000. It also verifies that D's required contribution for
self-only coverage under X's health insurance plan will be $3,700 (10 percent of household income). Consequently, the Exchange
determines that X's plan is unaffordable. D enrolls in a qualified health plan and not in X's plan. In December 2014, X pays [ a $2,500
ponus. Thus, D's actual 2014 household income is $39,500 and D's required contribution for coverage under X's pian is 9.4 percent of D's
household income. '

(i) Based on D's actual 2014 househeld income, D's required contribution does not exceed 9.5 percent of household income and X's
heatth plan is affordable for D. However, when D enrolled in a qualified health plan for 2014, the Exchange determined that X's plan was
not affordable for D for 2014, Consequently, under paragraph (C){3)vI(AY3) of this section, X's plan is not affordable for D and D is not
eligible for minimum essential coverage under X's plan for 2014, :

Exampie 4. Determination of unaffordabifity for plan year. The facts are the same as in Example 3, except that X's employee health
insurance plan year is September 1 to August 31. The Exchange for D's rating area determines in August 2014 that X's plan is
unaffordable for D based on D's projected household income for 2014. D enrolls in a qualified heaith plan as of September 1, 2014. Under
paragraph (c)(3)(v)}{A}3) of this section, X's plan is not affordable for D and D is not eligible for minimum essential coverage under X's
plan for the coverage months September to Decernber 2014 and January through August 2015, '

Exampls 5. No affordability information affirmatively provided for annual redetermination. (i) The facts are the same as in Example 3,
except the Exchange redetermines D's efigibility for advance credit payments for 2015. D does not affirmatively provide the Exchange with
current information regarding affordability and the Exchange determines that D's coverage is not affordable for 2015 and apptoves
advance credit payments based on information from the previous enrcliment period. In 2015, O's required contribution for coverage under
X's plan is 9.4 percent of D's household income, ' ' : '

{ii) Because D does not respond to the Exchange notification and the Exchange makes an affordability determination based on
information from an earlier year, the employee safe harbor in paragraph (C)3)1V)(A)3) of this section does not apply. D's required
contribution for 2015 does not exceed 8.5 percent of D's household income. Thus, X's plan is affordable for D for 2015 and D is eligibie for
minimum essential coverage for all months in 2015. - '
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Example 6. Determination of unaffordability for part of plan year (part-year period). (i) Taxpayer E is an employee of Employer X
beginning in May 2015, X's employee health insurance pian year is September 1 to August 31. E's required contribution for self-only
coverage for.May through August is $150 per month ($1,800 for the full.plan year). The Exchange for E's rating area projects E's ..
household income for purposes of eligibility for advance credit payments as $18,000. E's actual housghold income for. the 2015 faxable
year is $20,000. _ A bl : e 0 B8 ACUAL oS TrNe

(i) Under paragraph (c)(3)(v)(B) of this section, whether coverage Under X's plan is affordablé foi E is determined for the remainder of
X's plan year {(May through August). E's required contribution for a full plan vear ($1,800) exceeds 9.5 percent of E's household income
(1,800/18,000 = 10 percent). Therefore, the Exchange determines that X's coverage is unaffordable for May through August. Aithough E's
actual household income for 2015 is $20,000 (and E's required contribution of $1,800 does not exceed 9.5 percent of E's household: .
income), under paragraph (C)(3){(v){A}(3) of this section, X's plan is unaffordable for E for the part of the plan year May through August
2015. Consequently, E is not eligible for minimum essential coverage under X's plan for the period May through August 2015, ..

- Example 7. Affordability determined for part of a taxable year (part-year period). (i) Taxpayer F is an empioyee of Employer X, X's
employee health insurance plan year is September 1 to August 31. F's required contribution for seif-only coverage for the period -
September 2014 through August 2015 is $150 per month'or $1,800 for the planyear, F-does not enroll in X's plan during X's open season
but enrolls in a qualified health plan for September through December 2014. F does not request advance credit payments and does not
ask the.Exchange for his rating area to determine whether X's coverage is affordable for F.-F's household income in 2014 is.$18,000. .

- -{ify Because F is a calendar year taxpayer.and Employer X's plan is not.a calendar, year plan, F-must determine the affordability of X's
coverage for the part-year period in 2014 (September-December) under paragraph (c)(3)(v}(B) of this section. F determines the -
affordability of X's plan for the September through December 2014 period by comparing the annual premiums ($1,800) to F's 2014 -
household income. F's required contribution of $1,800 is 10 percent of F's 2014 househeld income. Because F's required contribution
exceeds 9.5 percent of F's 2014 household income, X's plan is not affordable for F for the part-year period September through December |
2014 and F is not eligible for minimum essential coverage under X's plan for that peried. = -~ .~ . . o e

{iti) F enrolls in Exchange coverage for 2015 and does not ask the Fxchange fo approve advance credit payments or determine -
whether X's coverage is affordable. F's 2015 household income is $20,000. - o o " R i

{iv) F.must determine if X's plan is affordable for the part-year period-January 2015 through August 2015. F's annual required -
contribution ($1,800) is & percent of F's 2015 household income. Because F's required contribution does not exceed 9.5 percent of F's
2015 household income, X's plan is affordable for F for the part-year period January through August 2015 and F is eligible for minimum

essential coverage for that period. .~

- Example 8, Coverage unaffordable at year end. Taxpayer G is employed by Employer X, In November 2014, the Exchange for G's
rating area determines that. G is eligible for affordable employer-sponsored coverage for 2015, G nonetheless enrolls in a qualified heaith

plan for 2015 but does not receive advance credit payments. G's 2015 household income is less than éxpected and G's required -
- contribution-for employer-sponsored coverage for 2015 exceeds 9.5 percent of B's actual 2015 household income. Under paragraph {c}(3)
(V(A)7) ofthis section, G is not eligible for minimum essential coverage under X's plan for 2015.. oot O

: - - Example 9. Weilness program incentives. (i) Employer X offers an eligible employer-sponsored plan with a nondiscriminatory weliness

- program that reduces premiums by $300 for employees who do not use fobacco products or whe complete a smoking cessation course. -
Premiums are reduced by $200 if an employee completes cholesterol screening within the first six months of the plan year. Empioyee B
does not use tobacco and the cost of his premiums is $3,700. Employee C uses tobacco and the cost of her premiums is $4,000,

{it) Under paragraph (c)(3}(v){A)(4) of this section, only the incentives related to tobacco use are counted toward the premium amount
used to determine the affordability of X's plan. C is treated as having earned the $300 incentive for attending a smoking cessation course
regardless of whether C actually attends the course. Thus, the required contribution for determining affordability for both Employee B and
Employee C is $3,700. The $200 incentive for completing cholesterol screening is treated as not earned and does not reduce their
required contribution. N . SR S o o :

(vi) Minimum value. See §1.36B-6 for rujes for determining whether an eligible employer-sponsored plan provides minimum
value. ..o _ b L & PR ; ek . - !

* {vii) Enrofiment in eligible employer-sponsored plan—{A) In general. Except as provided in paragraph (c)(3)(vii}(B) of this
section, the requirements of affordability and minimum value do not apply for months that an individual is enrolled in an eligible .
employer-sponsored plan, ' : ' oY ' B L . o

(B) Automatic enroliment. An employee or related individual is treated as not enrolled in an eligible employer-sponsored
plan for a month in a plan year or other period for which the employee or related individual is automatically enrolled if the
employee or related individual terminates the coverage before the later of the first day of the second full calendar month of that
plan year or other pericd or the last day of any permissible opt-out period provided by the employer-sponsored plan orin
regulations to be issued by the Department of Labor, for that plan year or other period, ' '

. {C) Examples. The following exa_mp!e_s Eftustrate_ the provisions of this parggrap_h_ {C)(3)(vii):

Ekamp!e 1. Taxpayer H is empi'oyed by Empioyer X in 2014. H's required contribution for self-only employer coverage exceeds 9.5
percent of H's 2014 household income. H enrolls in X’s calendar year plan for 2014. Under paragraph (C)3)vii}{A) of this section, H is
eligible for minimum essential coverage for 2014 because H is enrolled in an eligible employer-sponsored plan for 2014,

Example 2. The facts are the same as in Exampie 7, except that H terminates plan coverage on June 30, 2014. Under paragraph {c)
(3)(vit)(A) of this section, H is eligible for minimum essential coverage under X's plan for January through June 2014 put is net eligible for

hitps:Hwww.ecfr.govicgi-bin/text-idx?SID=1a0218075bch2b82ad960d6a8253037 1&me=trueAnode=se26.1.1_136b_62&rgn=div8 - 67
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- minimum essential coverage under X's plan for July through December 2014.

" Examplé 3. The facts are the same as in Example 1, except that Employer X automatically enrofis H in the plan for calendar year
2015. H terminates the coverage on January 20, 2015: Under paragraph (c)(3)(vii)(B} of this section, H is not eligible for minimum

essential coverage under X's plan for January 2015.

(4) Special eligibility rules—{i) Relaled individual not claimed as a personal exemption deduction. An individual who may
énroll in minimum essential coverage because of a relationship to another person eligible for the coverage, but for whom the
other eligible person does not claim a personal exemption deduction under section 151, is treated as eligible for minimum
essential coverage under the coverage only for months that the related individual is enrolled in the coverage, :

(ity Exchange unable fo discontinue advance credit payments—(A) In general. If an individual who is enrolied in a qualified
health plan for which advance credit payments are made informs the Exchange that the individual.is or will soon be eligible for
other minimum essential coverage and that advance credit payments should be discontinued, but the Exchange does not
discontinue advance credit payments for the first calendar month beginning after the month the individual informs the .
Exchange, the individual is treated as eligible for the other minimum essential coverage no eariier than the first day of the
second calendar month beginning after the first month the individual may enroll in the other minimum essential coverage.

(B) Medicaid or CHIP. if a determination is made that an individuat who is enrofied in a qualified health plan for which
advance credit payments are made is eligible for Medicaid or CHIP but the advance credit payments are not discontinued for
the first calendar month beginning after the eligibility determination, the individual is treated as eligible for the Medicaid or CHIP
no earlier than the first day of the second calendar month beginning after the eligibility determination.

(d) Applicability date. Paragraphs (b)(2) and (c)(3)(v)(C) of this section apply fo taxable years beginning after December 31,
2013, : o :

(e} Efféctive/applicabﬂity date. {1) Except as provided in paragraph (e)(2) of this section, this section applies to taxable
years ending after December 31, 2013, _ o L . .

(2) Paragraph (b)(8){ii), the last three sentences of paragraph (c)(2)(v), paragraph (c){(3}(i), paragraph {c)(3)(iii)}(A), the last

_three sentences of paragraph (c)(3)(v)}(A)(3), and paragraph (c)(4) of this section apply to taxable years beginning after
December 31, 2016. Paragraphs (b)(6), (c}(3)(1), (c)(3)(ii)(A), and (c)(4) of §1.36B-2 as contained in 26 CFR part | edition
revised as of April 1, 2016, apply to taxable years ending after December 31, 2013, and beginning before January 1, 2017,

[T.D. 9590, 77 FR 30385, May 23, 2012, as amended by T.D, 9611, 78 FR 7265, Feb. 1, 2013; T.D. 9683, 79 FR 43626, July 28, 2014; 80
FR 78974, Dec. 18, 2015: T.D. 9804, 81 FR 91764, Dec. 19, 2016; T.D. 9822, 82 FR 34606, July 26, 2017]

Need assistance?

hﬁps Itwww.ecr.govicgi-binftext-idx?SID=90218075bchb2b92ad969d6a8253037 1&me=truednode=se26.1.1_1 36b_628rgn=diva ' T
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ELECTRONL{C CGDE OF FEDERAL REGULATIONS _
S e CFR data is current as. of July 31 2018__ §
Title 26 — Chapter | — Subchapter A — Part 1 _§1 .366_-3

Title 26: Internal Revenue . . . .-
PART 1—INCOME TAXES = -

§1. 33343 Conlputing the premium ass'istance credit arnount. "
(a) In general. A taxpayer's premium assistance credit amount for a taxable year.is the sum of the prernium assistance
amounts determrned under paragraph (d) of thls sectlon for al coverage months for mdlvlduals in the taxpayer s famriy

(b) Def“ mtrons For purposes of this sectlon— S o
(1) The cost of a qualrﬁed health plan is the premium the'plan.charges' and

{2) The term: coverage famriy means, in each month the members ofa taxpayer‘s famtly for whorn the month isa coverage _
month. . _ o :

(c) Coverage monm—-(l) in general A rnonth IS a coverage month for an md:vrdual |f--
(a) As of the ﬁrst day of the rnonth the mdwrdual as enrolled m a quallf ed heatth pian through an Exchange

_ (u) The taxpayer pays: the taxpayer's share of the premrum for the indlvtdual's coverage under the plan for the month by the
_unextended due date for filing the taxpayer ] mcome tax return for that taxable year ‘of the fulE premrum for the month is pard by
-advance credit payments and . - : Ry . Lo -

(rrl) The mdrwdua! is not etlgrble for the fuli calendar month for finimun essentsal coverage (wrthln the meanrng of §1 368—
2(c)) other than coverage descnbed in sectlon 5000A(f)(1 )(C) (reiatmg to coverage in the sndlvrdual rnarket) L

(2) Cen‘am mdrwduals enrolied dunng a month tf an mdavrclual enroiis m a quallf ed health ptan end tne enrollment rs

court order the mdrvrduat is treated as enrolled as of the ﬂrst day of that month for purposes of thrs paragraph (c)

(3) Premrums pard for a taxpayer Premlums another person pays for coverage of the taxpayer taxpayer’s spouse or
dependent are treated as pard by the taxpayer ' _ .

(4) Appeals of coverage ehgabrlrty A taxpayer who is elrg:ble for advance credlt payments pursuant to an ellglbrhty appeai
decision implemented under 45 CFR. 155 545(c)(1)(ﬁ) for coverage ofa member of the taxpayer's coverage famlly who, based
on the appeal decision, retroactavely enrolls ina quai:ﬁed health ptan is consldered to have met the requirement in paragraph

- {e)AN) of this sectlon for 2 month if the taxpayer pays the taxpayer‘s share of the premlurns for coverage under. the plan for
the month on or. before the tzoth day foliowrng the date. of the appeals decasron ' I - L

(5) Exampl‘es "t'he fo!iowmg examples |llustrate the provrs:ons of thts paragraph (c)

Exam,ole 1, (:} 'Faxpayer M is s:ngle wrth no dependents ln December 2013 M enrolts ina qua]rﬁed health pEan for 2014 and tne
Exchange approves advance credit payments’ M pays.M's share of the premiums. On May 18, 2014 M enlrsts in the U S Arrny and rs
eligible lmmed:ate!y for govemment—sponsored minimum essent&al ooverage : _ S _

(u) Under paragraph (c)( 1) of this section, January through May 2014 are ooverage rnonths JorM. June. through December 2014 are
not coverage months because M is eligible for minimum essential coverage for those months. Thus, under paragraph {a) of this section, _
M's premlum asmstance ored:t amount for 2014 is the sum of the premlum ass:stance arnounts for the months January through May

Example 2. () Taxpayer N has one dependent S. S is eliglble for governrnent—sponsored mmrmum essentlal coverage Nis not _
ehgrble for minimum essential coverage. N enrolis in a quaiified health plan for 2014 and the Exchange approves advance credit
payments. On August 1, 2014, S loses eligibility for minimurr essential ¢overage. N terminates enroliment in the qualified health plan that
covers only N and enroils in a qualified health plan that covers N and S for Augest through Decernber 2014 N pays all prermums not
covered by advanoe credit payments.

‘ {ify Under paragraph (c)(1) of this section, January thraugh December of 2014 are coverage months for N-and August through
December are coverage months for N and S. N s premrum assrstance credit amount for 2014 is the sum of the premmm assrstanoa
amounts for these coverage monrhs : .

https /iwww.ecfr. govfcgr-han!text—rdx’SlD-fQOZf8075bcb2b923d969d6a8253037'E&rnc*true&node-seza1 1 136b 63&:gn—dlv8 o : 118
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Exampfe 3. {i) O and P are the divorced parents of T. Under the divorce agréement between O and P, T resides with P and P claims T
" as a dependent. However, O must pay premiums for health insurance for T. P enrolls T in a qualified health plan for 2014. O pays the
portion of T's quaiified health plan premiums not covered by advance credit payments.

(i) Because P claims T as a dependent, P (and not 0) may claim a premium tax credit for coverage for T, See §1.36B-2(a). Under
paragraph (c){2) of this section, the premiums that O pays for coverage for T are treated as paid by P. Thus, the months when T is
covered by a qualified health pian and not eligible for other minimum essentiat coverage are coverage months under paragraph {c}{1) of
this section in computing P's premium tax credit under paragraph {a} of this section.

Example 4. Q, an American Indian, enrolls in a qualified health pian for 2014. Q's tribe pays the portion of Q's qualified health plan
pramiums not covered by advance credit payments. Under paragraph (c){2) of this section, the premiums that Q's tribe pays for Q are
treated as paid by Q. Thus, the months when Q is covered by a qualified health plan and not eligible for other minimum essential coverage
are coverage months under paragraph (c)(1) of this section in computing Q's premium tax credit under paragraph (&) of this section.

(d) Premium assistance amount—(1) Premium assistance amount. The premium assistance amount for a coverage month
is the lesser of— s : .

(i) The premiums for the month, reduced by any amounts that were refunded, for one or more qualified health plans in
which a taxpayer or a member of the taxpayer's family enrolls (enrollment premiums}); or

(i) The excess of the adjusted monthly premium for the applicable benchmark plan (ben’chmark plan premium) over ¥}, of
the product of a taxpayer's household income and the applicable percentage for the taxable year (the taxpayer's contribution
amount). '

(2) Exampfes. The following éxafnbies ilustrate the rules of paragraph {(d}{1) of this section.

- Example 1. Taxpayer Q is single and has no dependents. Q enrolls in a qualified health plan with a monthly premium of $400. Q's
monthly benchmark plan premium is $500, and his monthly confribution amount Is $80. Q's premium assistance amount for a coverage
month i $400 (the lesser of $400, Q's monthly enroliment premium, and $420, the difference between Q's menthly benchmark plan
premium and Q's contribution amount}) : '

Example 2. {i) Taxpayer R is single and has no dependents. R enrolls in a qualified health plan with a monthly premium of $450. The
difference between R's benchmark pian premium and contribution amount for the month is $420.

{il) The issuer of R’s qualified health plan is nofified that R died on September 20. The issuer terminates ccvérage as of that date and
refunds the remaining portion of the Septer_nber enroliment premiums ($150) for R's coverage.

(iii) R's premium assistance amount for éach coverage month from January through August is $420 (the lesser of $450 and $420).
Under paragraph (d)(1) of this section, R's premium assistance amount for September is the lesser of the enrallment premiums for the
month, reduced by any amounts that were refunded ($300 ($450-$150)) or the difference between the benchmark plan premium and the
contribution amount for the month ($420). R's premium assistance amount for September is $300, the lesser of $420 and $300.

Exarnple 3. The facts are the same as in Example 2 of this paragraph (d)(2}, except that the qualified heaith plan issuer does not
refund any enroliment premiums for September. Under paragraph (d)(1) of this section, R's premium assistance amount for September is
$420, the lesser of $450 and $420. ‘ : : ' :

(e) Adjusted monthly premium. The adjusted monthly premium is the premium an issuer would charge for the applicable
benchmark plan to cover all members of the taxpayer's coverage family, adjusted only for the age of each member of the
coverage family as allowed under section 2701 of the. Public Health Service Act (42 U.5.C. 300gg). The adjusted monthly
premium is determined without regard to any premium discount or rebaté under the weliness discount demenstration project
under section 2705(d) of the Public Health Sérvi_ce Act (42 U.S.C. 300gg-4(d)) and may not include any adjustments for tobacco
use. The adjusted monthly premium for a coverage month is determined as of the first day of the month.

(f) Applicable benchmark plan—(1) In general. Except as otherwise provided in this paragraph (f}, the applicable
benchmark plan for each coverage month is the second-lowest-cost silver plan (as described in section 1302(d)}(1)(B) of the
Affordable Care Act (42 U.S.C. 18022(d)(1}(B))) offered fo the taxpayer's coverage family through the Exchange for the rating
area where the taxpayer resides for— _ : _ :

{i) Seif-only coverage for a taxpayer— .

© (A) Who computes tax under section 1(c) (unmarried individuals other than'surviving'spouse's and heads of household) and
is not allowed a deduction under section 151 for a dependent for the taxable year;

(B) Who purchases only self-only coverage for one individual; or
(C) Whose cdverage family includes only one indibid(zal; and

(i) Family coverage for all other taxpayers.

https:Iiwww.ecfr.guvlcgi~bin!text—idx?$lD=f902‘i8075bcb2b92ad96_9d638253_0371&mc*—"true&node=st326.1.1_1 36b_63&rgn=divd . . . 218
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- (2) Family coverage. The applicable benchmark plan for family coverage is the second lowest-cost silver plan that would
 cover the members of the taxpayer's coverage family (such as a plan covering two adults if the members of a taxpayer's -
-caverage family are two adults), - b b s e e TR B
T (3) Sflvéf.—!_evel plan not covering pediatric dental benefits. If one or more silver-level qualified health plans offered through
an Exchange do not cover pediatric dental benefits, the premium for the applicable benchmark plan is determined bas_ed on the
second lowest-cost option among— ' : o

(i} The silver-level qualified health plans that are offered by the Exchange to the members of the coverage family and that
provide pediatric dental benefits; and : - I I TS O O SO B S
(i) The silver-level qualified health plans that are offered by the Exchange to the members of the coverage family that do
not provide pediatric dental benefits in conjunction with the second lowest-cost portion of the premium for a siand-alone dental
plan (within the meaning of section 1311(d)(2)(B)(i) of the Affordable Care Act (42 U.S.C. 18031(d)(2)(B)(i)) offered by the
Exchange to the members of the coverage family that Is properly allocable to pediatric dental benefits determined under
- guidance issued by the Secretary of Health and Human Services,.. . .

- -(4).Family.members residing in different locations: 1f members of a taxpayer's coverage family reside in different locations,
the taxpayer’s_ benchmark plan premium is the sum of the premiums for the applicable benchmark plans for each groupof =~
coverage family. members residing in different locations, based on the plans offered to the group through the Exchange where
the group resides. If all members of a taxpayer's coverage family reside in a single location that is different from where the -
taxpayer resides; the taxpayer's benchmark plan premium is the premium for the applicable benchmark plan for the coverage
family, based on the plans offered through the Exchange to the taxpayer's coverage family for the rating area where the. ' -
coverage family resides. ' R S ' o . ' :

(5) Single or multiple policies needed to cover the family—(i) Policy covering a taxpayer's family. If a siiver-level plan.ora .
stand-alone dental plan offers coverage to all members of a taxpayer's coverage family who reside in the same location under a
single policy, the premium {or allocable portion thereof, in the case of a stand-alone dental plan) taken into account for the plan

_for purposes of determining the applicable benchmark plan under paragraphs (f(1), ((2), and (f)(3) of this section is the
(i) Policy not covering a taxpayer's family. | a silver-level qualified health plan or a stand-alone dental plan wouild require
‘multiple policies fo cover all members of a taxpayer's coverage family who reside in the same location (for example, because of
the relationships within the family), the premium (or allocable portion thereof, in the case of a standalone dental plan) taken into
account for the plan for purposes of determining the applicable benchmark plan under paragraphs (0(1), (7(2), and (f)(3) of this
section is the sum of the premiums {or allocable porti 1 the 3 stand- ntal pl '
" under the plan for each. member of the coverage family who resides in the same Jocation.. . -

f the premiums (or allocable portion thereof, in the case of a stand-alone dental plan) for seif-only policies

(6) Plan not available for enroliment. A silver-level.qualified health plan or a stand-alone dental plan that is not open to
enroliment by a taxpayer or family member at the time the taxpayer or family member enrolls in a qualified health plan is
“disregarded in determining the applicable berichmark plan, . e R
- . {7) Benchmark pian terminates or closes to enroliment during the year. A silver-level qualified heaith plan or a stand-alone
dental plan that is used for purposes of determining the applicable benchmark pian under this paragraph (f) for a taxpayer does -
not cease to be the applicable benchmark plan for a taxable year solely because the plan or a lower cost plan terminates or
closes to enrofiment during the taxable year. R L S ST
() Only one silver-lavel plan offered to the coverage family. If there is only ane silver-level qualified health plan or one
 stand-alone dental plan offered through an Exchange that wolild cover all members of a taxpayer's coverage family who reside
- inthe same location (whether under one policy or multiple policies), that plan is used for purposes of determining the taxpayer's

applicable benchmark plan.. - _ _ : _ _ : :

(8) Examples. The following examples llustrate the rules of this paragraph (7). Unless otherwise stated, in each example
the plans are open to enroliment to a taxpayer or family member at the time of enroliment and are offered through the
Exchange for the rafing area where the taxpayer resides: .~~~ T

" Example 7. Single taxpayer eﬁrdﬂé’in’ExchéﬁQe coverage. Té)ébayér'A is single, has 'ncé de#éthhtS. and enrolls in é_.dééliﬁed h_e'_étth
plan. The Exchange in the rating area in which A resides offers only silver-level qualified health plans that provide pediatric dental benefits.
Under paragraphs (f)(1) and (f)(2) of this section, A's applicable benchmark plan is the second lowest cost silver plan providing self-only

_coverageforA. 0 e e e Y : Lo :

' Example 2, Single taxpayer enrolls with dependent child through an Exchange where aif qualified health plans provide pediatric dental
benefits. Taxpayer B is single and claims her 12-year old daughter, C, .as a dependent. B purchases family coverage for herself and C.
The Exchange in the rating area in which B and C reside offers gualified health plans that provide pediatric dental benefits but does not
offer qualified health plans without pediatric dental benefits. Under paragraphs (f){1) and {f)(2) of this section, B's applicable berichmark
plan is the second lowest-cost sitver plan providing family coverage to 8 and C, ) o ' : _

'https:llwww.ecfr.govlc_gi-bin!textddx’?SiD.'-*f90218075bcb2b92ad'969d'63825.303?1&mc,-vlrue&node=se26.1.1_136b~83&rgn=div8 R o 3l8
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Exarnple 3. Single taxpayer enrolls with dependent child through an Exchange where one or more qualified health plans do not
provide pediatric dental benefits. (i} Taxpayer D is single and claims his 10-year old son. E, as a dependent. The Exchange in the rating
area in which D and E reside offers three silver-level qualified health plans, one of which provides pediatric dental benefits (81) and two of
which do not (52 and 53}, in which D and E may enroll. The Exchange also offers two stand-alone dental plans (DF1 and DP2) available

"to D and E. The monthly premiums aliocable to essential health benefits for the silver-level plans are as follows:

51—$650
$2—$620

535880 ; : : : . I U :
{ii) The monthly premiums, and the pertion of the premium aflocable to pediatric dental benefits, for the two dental plans are as follows:

DP1—$50 ($20 allocable to pediatric dental benefits)

DP2—$40 ($15 allocable to pediatric dental benefits).

(i) Under paragraph (f)(3) of this section, D's applicable benchmark plan is the second lowest cost option among the following offered by
the rating area in which D resides: Silver-level gualified heaith plans providing pediatric dental benefits ($650 for §1) and the silver-lgvel
qualified health plans not providing pediatric dental benefits, in conjunction with the second lowest-cost portion of the premium for a stand-
alone dental plan properly allocable to pediatric dental benefits {$590 for 83 in conjunction with $20 for DP1 = $810 and $620 for S2in
conjunction with $20 for DP1 = $840). Under paragraph (e) of this section, the adjusted monthly premium for D's applicable benchmark
plan is $640. _ . _ R . . :

Example 4. Single taxpayer enrolfs with depehdent adult through an Exchange where one or moré qualified health plans do not
provide pediatric dental benefits. (i) The facts are the same as in Example 3, except Taxpayer D's coverage family consists of D and D's
22-year old son, F, who is a dependent of D. The monthly premiums allocable to essential health benefits for the silver-leve! plans are as
follows: ' . :

51—5$630
52—$590

8535580

(i) Because no one in D's coverage family is eligible for pediatric dental benefits, $0 of the premium for a stand-afone dental plan is
aliocable to pediatric dental benefits in determining A's applicable benchmark plan. Consequently, under paragraphs (f)(1), ((2), and (f)(3)
of this section, D's applicable benchmark plan is the second lowest-cost option among the foliowing options offered by the rating area in
which D resides: Silver-level qualified health plans providing pediatric dental benefits ($630 for $1) and the silver-level qualified health
plans not providing pediatric dental benefits, in conjunction with the second lowest-cost portion of the premium for a stand-alone dental
plan properly allocable to pediatric dental benefits (§580 for 83 in conjunction with $0 for DP1 = $580 and $590 for $2 in conjunction with
30 for DP1 = $500). Under paragraph () of this section, the adjusted monthly premium for D’s applicable benchmark plan is $590.

Example 5. Single taxpayer enrolls with dependent and nondependent. Taxpayer G is single and resides with his 25-year old
daughter, H, and with his 14-year old son, |. G may claim |, but not H, as a depehdent. G, H, and ] enroll in coverage through the
Exchange in the rating area in which they all reside. The Exchange offers only sitvertevel plans providing pediatric dental benefits. Under
paragraphs ({1} and ({2} of this section, G's applicable benchmark plan is the second lowest-cost silver plan covering G and |. However,
H may qualify for & premium tax credit if H is otherwise eligible. See paragraph (h) of this section. -

Example 6. Change in coverage family. Taxpayer J is single and has no dependents when she enrolis in a qualified heaith plan. The
Exchange in the rating area in which she resides offers only silverlevel pians that provide pediatric dental benefits. On August 1, J has a
child, K. whom she claims as a dependent. J enrolis i a qualified health plan covering J and K effective August 1. Under paragraphs (f}(1}
and {f)(2) of this section, J's applicable benchmark pian for January through July is the second lowest-cost silver plan providing self-only
coverage for J, and J's applicable benchmark plan for the months August through December is the second lowest-cost silver plan covering
Jand K. . . . . o o

Example 7. Minimum essenfial coverage for some coverage months. Taxpayer L claims his 6-year old daughter, M, as a dependent. L
and M are enrolled for the entire year in a qualified health plan that offers only silver-fevel plans that provide pediatric dental benefits. L,
but not M, is eligible for government-sponsored minimum essential coverage for September to December. Thus, under paragraph {e)(1){ii)
of this section, January through December are coverage months for M, and January through August are coverage months for L. Because,
under paragraphs (d) and (1) of this section, the premium assistance arrount for a coverage month is computed based on the applicable
benchmark plan for that coverage month, L's applicable benchmark plan for January through August is the second lowest-cost opticn
covering L and M. Under paragraph (){1)(()(C) of this section, L's applicable benchmark plan for September through December is the
second Jowest-cost silver plan providing self-only coverage for M. - -

Example 8. Family member efigible for minirmum essential coverage for the taxable year. The facts are the same as in Example 7,
except that L is not eligible for government-sponsored minimum essential coverage for any months and M is eligible for government
sponsored minimum essential coverage for the entire year. Under paragraph (H{1){i}(C) of this section, L's applicable benchmark plan is
the second lowest-cost silver plan providing self-only coverage for L. _ . o

Example 9. Benchmark plan premium for a coverage family with farnily members who reside in different lacations. (iy Taxpayer N's
goverage family consists of N and her three dependents O, P, and Q. N, O, and P reside together but Q resides in a different location. The
monthly applicable benchmark plan premium for N, Q, and P is %1,000 and the manthly applicable benchmark plan premium for Q is $220.

(i) Under paragraph (f){4) of this section, because the members of N's coverage family reside in different locations, the monthly
‘premium for N's applicable benchmark plan is the sum of $1.000, the monthly premiums for the applicable benchmark plan for N, O, and

hﬂps:lfwww.ecfr.govlcgi—binltext~idx?8!D=f90218075bcb2b923d969d6382530371&mc=true’&node=se26.1.1_1 36b_63&rgn=divg S 4/8
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P, who reside together, and $220, the morithly applicable benchmark plan premium for Q, Who resides in a different focation than N, O,
~and P. Conseqqently, the premium for N's applicable benchmark planis $1,220. v onrig o e e

.. -Example.10. Aggregation of silver-level policies for plans not covering a.family under a single poficy. (i} Taxpayers R and S are

married and live with 8's mother, T, whom they claim as a dependent. The Exchange for their rating area offers self-only and family |

. coverage at the silver level through Issuers A, B, and C, which each offer oniy one silver-level plan. The silver-level plans offered by
Issuers'A and B do not cover R, S, and T undeér a single policy. The silver-level pian offered by Issuier A costs the following monthly -
amaunts for seif-only.coverage of R, S, and T, respectively: $400, $450, and $600. The silver-level plan offered by Issuer B costs the

* following monthly amounts for self-only coverage of R, S, and T, respectively: $250, $300, and $450. The silver-leve! plan offered.by.
Issuer.C provides toverage for R, $, and T under one policy for a $1,200 monthly premium. . ... .« SRl

(ii) Under paragraph {f)(5) of this section, Issuer C's silver-level plan that covers R, S, and T under one policy ($1,200 monthly

premium) and fssuer A’s and Issuer B's silver-level plans that do not cover R, S and T under one policy are considered in determining R's
and §'s applicable benchmark plan. In addition, under paragraph (H{5)(il) of this section, in determining R's and S's applicable benchmark
plan, the premium taken into account for lssuer A's plan is $1,450 (the aggregate premiums for self-only policies covering R ($400), S

- ($450), and T ($600) and the premium taken into account for Issuer B's plan is $1,000 (the aggregate premiums for self-only policies
‘covering R ($250), S ($300), and T ($450). Consequently, R's and S's applicable benchmark plan is the issuer C silver-level plan covering

R'_s and STS'QQVe;ége_fam_ily and the premium for their applicable benchmark planis $1,200. 7 =

-Example 11. Benchmark plan premium for a taxpayer with family members who cannot enroll in one policy and who reside in different
- locations. (i) Taxpayer U's coverage family consists of U, U's mother, V, and U's two daughters, W and X. U‘and V-reside fogether in -
Location 1 and W and X reside together in Location 2. The Exchange in the rating area in which U and V reside does not offer a siiver-
- level plan that covers U and V under a single palicy, whereas all the silver-level plans offered through the Exchange in the rating area in
_-which W and X reside cover W and X under a single policy. Both Exchanges offer only silver-level plans that provide pediatric dental
benefits. The silver plan offered by the Exchange for the rating area in which U and V reside that would cover U and V under seif-only
policies with the second-lowest aggregate premium costs $400.a month for self-only.coverage for:'U and-$600 a month for self-anly
coverage for V. The monthly premium for the second-lowest cost silver plan covering W and X that is offeréd by the Exchange for the

rating area in.which Wand X reside is $500.. . _ : _ _ _
(i) Under paragraph ((5)(ii). of this section, because multiple policiés are required to cover U and V. the members of U's coverage
family who reside together in Location 1, the premium taken into account in determining U's benchmark plan is $1,000, the sum of the’.
premiums for the second-lowest aggregate cost of self-only policies covering U (3400) and V{$600) offered by.the Exthange to.U.and V
for the rating area in which U and V reside. Under paragraph (f)(5)(i) of this section, because all silverdevel plans offered by the Exchange
in which W and X reside cover W and X under:asingle policy,'the premium for W-and X's coverage that is taken into account in. -
determining U's benchmark plan'is $500, the second-lowest cost silver policy covering W and X that is offered by the Exchange forthe
rating area in which W and X reside. Under paragraph (f)(4} of this section, because the members of U's coverage family reside in
different locations, U's monthly benchmark plan premium is $1,500, the sum of the premiums for the applicable benchmark plans for each
group of family ‘members fesiding in different locations (31,000 for U‘and V,-who reside in Location 1, plus 3500 for W-and X, who reside in

_Example 12. Qualified heaith plan closed to enroliment. Taxpayer Y has two dependents, Z and AA. Y, Z, and AA enroll in a qualified .

“health plan through the Exchange for the rating area where the family resides. The Exchange, which offers only qualified heaith plans that
.include pediatric dental benefits, offers silverdevel plans J, K, L, and M, which-are, respectively, the first, second, third, and fourth lowest
cost sitver plans covering Y's family. When Y's family enrolls, Plan J is closed to enrollment. Under paragraph (f}(6) of this secfion, Pian J
is disregarded in determining Y’s applicable benchmark plan, and Plan L is used in determining Y's applicable benchmark plan. .-

. Example 13. Benchmark plan closes fo new enrollees during the year. (i) Taxpayers BB, CC, and DD each have coverage families
consisting of two adults. In that rating area, Plan 2 is the second lowest cost sifver plan and Plan 3 is the third lowest ‘cost silver plan -
covering the two adults in each coverage family offered through the Exchange. The BB and CC families each enroll in'a qualified health
plan that is not the applicable benchmark plan (Plan 4) in November during the annual open enroliment period. Plan 2 closes to new -
enroliees the following Jurie. Thus, on July 1, Plan 3 is the second lowest cost silver plan available to hew enrollees through the -

Exchange. The DD family enrolls in a qualified heaith plan in July.

- {if) Under p_.aragrap'hs (f)(‘l), (7(2), {H)(3), and (f)(7) of this section, the silver-level plan that BB and CC use to determine their
applicable benchmark pian for all coverage months during the year is Plan 2. The applicable benchmark plan that DD uses to detemmine
DD's applicable benchmark plan is Plan 3, because Plan 2 is not open to enrollment through the Exchange when the DD family enrolls.

Example 14. Benchmark plan terminates for all enrollees dufing theyéar The facts are the same ‘as in‘Example 13,"except that Plan

2 terminates for all enrollees on June 30. Under paragraphs (f)(1), (f}(2), ()(3), and {f)}(7) of this section, Plan 2'is the silver-level plan that
BB and CC.use to determine their applicable benchmark plan for all coverage months during the year, and Plan 3 is the applicable: ...~

; bench_ma_rk ;pi_a_x_n_ihat_DD. USBS S e s el R -. E . L :._ . S o - .:_ ..
' Example 15. Exchange offers only one silver-level plan. Taxpayer EE's coverage family consists of EE, his spouse FF,‘and their two
dependent children GG and HH, who ail reside together. The Exchange for the rating area in which they reside offers only one silver-level
plan that EE's family'may enroll in and the plan does not provide pediatric derital benefits. The Exchange also offers one stand-alohe : -
dental plan in which the family may enroll. Under paragraph (f)(8) of this section, the silver-level pfan and the stand-alone dental plan -
offered by the Exchange are used for purposes of determining EE's applicable benchmark plan under paragraph (f)(3) of this section.
Moreover, the lone silver-evel plan and the lone stand-alone dental plan offered by the Exchange are used for purposes of determining
EE's applicable benchmark plan regardless of whether these plans cover EE's family under a single policy or multiples policies.

(g) Applicable pércéﬁtaga;'(1 } In general, The abﬁl_i'céb'i_é"perce'nﬁtégé'aih:ulfip_légi':i_ by a taxpayer's household income . .
determines the taxpayer's annual required share of premiurns for the benchmark.plan. The required share is divided by 12.and
- this monthly amount is subtracted from the adjusted monthly premium for the applicable benqhmar_k plan when computing the
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premium assistance amount. The applicable percentage is computed by first determining the percentage that the taxpayer's
household income bears to the Federal poverty line for the taxpayer's family size. The resulting Federal poverty line percentage
is then compared to the income categories described in the table in paragraph (g)(2) of this section. An applicable percentage
within an income category increases on a sliding scale in a linear manner and is rounded to the nearest one-hundredth of one
percent, For taxable years beginning after December 31, 2014, the applicable percentages in the table will be adjusted by the
ratio of premium growth to income growth for the preceding calendar year and may be further adjusted to reflect changes to the
data used to compute the ratio of premium growth to income growth for the 2014 calendar year or the data sources used to
compute the ratio of premium growth to income growth. Premium growth and income growth will be determined in accordance
with published guidance, see §601.601(d)}(2} of this chapter. In addition, the applicable percentages in the table may be
adjusted for taxable years beginning after December 31, 2018, to refiect rates of premium growth relative to growth in the

consumer price index.

(2) Applicable percentage table.

anal

. - Initial

lHousehoId income percentage of Federal poverty ling percentage percentage

Less than 133% . : 2.0 2.0
At least 133% but less than 150% 3.0 4.0
At least 15G% but less than 200% 4.0 6.3
At least 200% but less than 250% 6.3 8.05
At least 250% but less than 300%- 8,08 8.5
At least 300% but not more than 400% 9.5 9.5

(3) Exafnples. The foliowing examples illustrate the rules of this paragraph (g):

Example 1. A's household income is 275 percent of the Federal Poverty line for A's family size for that taxable yéar. in the table in
* paragraph {g)(2) of this section, the initial percentage for a taxpayer with household income of 250 to 300 percent of the Federal poverty
line is 8.05 and the final parcentage is 9.5. A's Federal poverty line percentage of 275 percent is halfway between 250 percent and 300
percent. Thus, rounded to the nearest one-hundredth of one percent, A's applicable percentage is 8,78, which is halfway between the
initial percentage of 8.05 and the final percentage of 9.5. .

Example 2. (i) B's household income is 216 percent of the Federal poverty line for B's family size. 'lr'\ the table in paragraph (g2} of
this section, the initial percentage for a taxpayer with househald income of 200 to 250 percent of the Federal poverty ling is 6.3 and the
final percentage is 8.05. B's applicable percentage is 6.65, computed as follows.

(i) Determine the excess of B's Federal poverty line percentage (210} over the initiéi hbusehoid' income percentage in B's range
(200, which is 10. Determine the difference between the initial household income percentage in the taxpayer's range (200) and the ending
household income percentage in the taxpayer's range (250), which is 50. Divide the first amount by the second amount:

210 -~ 200 = 10
250 ~ 200 = 50
10/50 = .20

(iif) Compute the diffefencé between the initial prerﬁiu’m percéntag'e (6.3) 'a'nd'the second premi&m peréentagé (8.'05) in ‘the taxpayer's
range; 8.06-6.3 = 1.75. .

(iv) Multiply the amount in the first calculation (.20} by the amount in the second calculation (1.75) and add the product (.35) to the
initial premium percentage in B's range (6.3), resulting in B's applicable percentage of 6.65: ‘

20%1.75=.35
6.3 + .35 = 6.65.

(h) Plan covering more than one family—(1} In general. If a qualified health plan covers more than one family under a
single policy, each applicable taxpayer covered by the plan may claim a premium tax credit, if otherwise allowable. Each
taxpayer computes the credit using that taxpayer's applicable percentage, household income, and the benchmark plan that
applies to the taxpayer under paragraph (f) of this section. In determining whether the amount computed under paragraph (dy(1)
(i) of this section {the premiums for the qualified health plan in which the taxpayer enrolls} is less than the amount computed
under paragraph (d)(1)(ii) of this section (the benchmark plan premium minus the product of household income and the
applicable percentage), the premiums paid are allocated to each taxpayer in proportion to the premiums for each taxpayer's
applicable benchmark plan. . : .

. (2y Example. The foliowing example llustrates the rules of this péra’graph {h):
Example. (i) Taxpayers A and B enroll in a single policy under a qualified health plan. B is A's 25-yea‘r old child who is not A's

dependent. B has no dependents. The plan covers A, B, and A's two additional children who are A's dependents. The premium for the
- plan in which A and B enroll-is $15,000. The premium for the secand lowest cost silver family plan covering only A and A's dependents is
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$12,000 and the premium for the second lowest cost silver plan providing seif-only coﬁgrage ta B is $6,000. A and B are applicable

taxpayers and otherwise eligible to claim the p_ré_mium tax credit. 3 i _
(i) Under paragraph (h)(1) of this section, both A and B may claim premium tax credits. A computes her credit using her household
income, a family size of three, and a benchmark plan premium of $12,000. B computes his credit using his household income, a family
size of one, and a benchmark plan premium of $6,000. ~~ - T T R R e
(i) In deter:mi'hi'ng whether 'ﬂae'émno'unt "in_pai*agraph.(d)(1)(i) of this section (the';ﬁremi;ims for the qualified health plan A and B
purchase} is less than the amount in paragraph {d){1)(ii) of this section (the berichmark plan premium minus the product of household -
income and the applicable percentage), the $15,000 premiums paid are aliocated to A and B in proportion to the premiums for their .
applicable benchmark plans. Thus, the portien of the premium allocated to Ais $10,000 ($15,000 = $12,000/$18,000) and the portion
allocated to Bis $5,000.($15,000 x.$6,000/818,000). . ... .0 ..o 0o o
() [Reserved] R | |
() Adliional benefits—(1) In general. If a qualified health plan offers benefits in addtion to the essential heath benefis a
qualified health plan must provide under section 1302 of the Affordable Care Act (42 U.5.C. 18022), or a State requires a
qualified health pian to cover benefits in addition fo these essential health benefits, the portion of the premium for the plan
properly allocable to the additional benefits is excluded from the monthly premiums under paragraph (d){1)(i) or (i) of this - .
section. Premiums are allocated to additional benefits before determining the applicable benchmark plan under paragraph (f) of
this section, .. R B L e e e g D e
-.--(2)-.Me_i‘hqd.df allocation. The portion of the premium properly allccab!e.to_;additional ben’eﬁts'_is,determined under guidance

issued tgy the Secretary of Health and H_uman Services. See section 36B(bX3)(D).
(3) Examples. The fdllowih_g :_eXamp_l_e_é _illus_trgtef the rules of this p_agagraph‘-(j); STEREE

Example 1. (i) Taxpayer B enrolis in a quallﬁed health pian that provides benefits in addition to essential health benefits (additional

benefits). The monthly premiums for the plan in which B enrolis are $370, of which $35 is allocable to additional benefits. B's benchmark
plan premium (determined after allocating premiums to additional benefits for all sitver level plans) is $440, of which $40 is allocable to
additional benefits. B's monthly contribution amount, which is the product of B's household income and the applicable percentage, is $60.

©{ii) Under this paragraph (j), B's enrollment premiums and the benchmark plan premium are reduced by the portion of the pramium
that is allocable to the additional benefits provided under that plan. Therefore, B's monthly enroliment premitims are reduced to $335
{$370 ~ $35) and B's benchmark plan premium is reduced to $400 ($440 - $40). B's premium assistance amount for a coverage month is
$335, the lesser of $335 (B's enroliment premiums, reduced by the portion of the premium allocable to additional benefits) and $340(B's
benchmark plan premium, reduced by the portion of the premium allecable to additional benefits ($400), minus B's $60 contribution '
- amount). ST RSk _ | UL

... Example 2. The facts are the same as in Example 1 of this paragraph (j)(3}, except that.the plan in-which B enrolis provides no -
benefits in addition to the essential health benefits required to be provided by the plan. Thus, under paragraph (j) of this section, B's
benchmark plan premium ($440) is reduced by the portion of the premium allocable to additional benefits provided under that plan ($40).
B's enroliment premiums ($370) are not reduced under this paragraph (j). B's premium assistance amount for a coverage month Is $340,
the lesser of $370 (B's enroliment premiums) and $340 (B's benchmark plan premium, reduced by the portion of the premium allocable to

additional benefits ($400), minus B's $60 contribution amount).

(k) Pediatric dental coverage—(1) In general. For purposes of determining the amourit of the monthly premium a taxpayer
pays for.coverage under paragraph (d)(1)(i) of this section, if an individual enrolls in both a qualified health plan and a plan
described in section 1311(d}(2)(B)(ii) of the Affordable Care Act (42 U.S.C. 13031 (d)2)(BXii)) (a stand-alone dental plan), the
portion of the premium for the stand-alone dental plan that is properly aliocable to pediatric dental benefits that are essential

- benefits required to be provided by a '_qua'liﬁed_heaith plan is treated as a preinium payable for the individual's qualified health
plan., i the : I - ; :

{2) Method bf aflocation. The portion of the premium for a stand-alone dental plan properly aliocable to pediatric dental
benefits is determined under guidance issued by the Secretary of Heaith and Human Services. . o

(3) Example. The following example illustrates the rules of this paragraph (k):

Example. {i) Taxpayer C and C's dependent, R, enroll in a qualified health plan. The premium for the plan in which C and R enroli is
$7,200 ($6800/month) {Amount 1). The plan does not provide dental coverage. C also enrolls in a stand-alone dental plan covering C and
R. The portion of the premium for the dental plan allocable to pediatric dental benefits that are essential health benefits is $240 ($20 per
morth). The excess of the premium for C's applicable benchmark plan over C's contribution amount (the product of C's household income
and the applicable percentage) is $7,260 ($605/month) (Amount 2). S C C - '

(i) Under this paragraph (k}, the amount C pays for premiums (Arount 1) for purposes of computing the premium assistance amount
is increased by the porticn of the premium for the stand-alone dental plan allocable to pediatric dental benefits that are essential heaith
benefits. Thus, the amount of the premiums for the plan in which C enrolls is treated as $620 for purposes of computing the amount of the
premium tax credit. C's premium assistance amount for each coverage month is $605 {Amount 2), the lesser of Amount 1 (increased by~ .
the premiums allocable fo pediatric dental benefits} and Amount2, . : ' o
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() Families including individuals not lawfully present—(1) In general. If one or more individuals for whom a taxpayer is
allowed a deduction under section 151 are not lawfully present (within the meaning of §1.368-1(g)), the percentage & {axpayer's
household income bears to the Federal poverty line for the taxpayer's family size for purposes of determining the applicable
percentage under paragraph (g} of this section is determined by excluding individuals who are not lawfully present from family
size and by determining household income in accordance with paragraph (D(2) of this section. '

(2) Revised household income computation—(i) Statutory method. For purposes of paragraph (1)(1} of this section,
household income is equal to the product of the taxpayer's household income {determined without regard to this paragraph ()
{2)) and a fraction— - N :

(A) The numerator of which is the Federal poverty line for the taxpayer's famify size determined by excluding individuals
who are not lawfully present; and

(8) The denominator of which is the Federal poverty line for the taxpayer's family size determined by including individuals
who are not lawfully present.

(i} Comparable method. The Commissioner may describe a comparable method in additional published guidancé, see
§601.601(d)(2) of this chapter, ' ' :

(m) Applicability date. Paragraph (g)(1) of this section épplies to taxable years beginning after December 31, 201 3.

(n) Effective/applicability date. (1) Except as provided in paragraph {(n}(2) of this section, this section applies to taxable
years ending after December 31, 2013. '

(2) Paragraphs (€)(4), (d)(1) and (d)(2) of this section apply to taxable years beginning after December 31, 2016.
Paragraph (f) of this section applies to taxable years beginning after December 31, 2018. Paragraphs (d)(1} and (d)(2) of
§1.38B-3, as contained in 26 CFR part | edition revised as of April 1, 2016, applies to taxable years ending after December 31,
2013, and beginning before January 1, 2017. Paragraph (f) of §1.36B-3, as contained in 26 CFR part | edition revised as of
April 1, 2016, applies to taxable years ending after December 31, 2013, and beginning before January 1, 2018.

[T.D. 9590, 77 FR 30385, May 23, 2012; 77 FR 41048, July 12, 2012, T.D. 9683, 79 FR 43627, July 28, 2014, T.D. 9745, 80 FR 78975,
Dec. 18, 2015; 81 FR 2088, Jan. 15, 2016; T.D. 9804, 81 FR 91765, Dec. 18, 2016, T.D. 9822, 82 FR 346086, July 26, 2017]

Need assistance?
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Title 26: Intenal Revenue
PART 1-~INCOME TAXES

§1.36B4 .Rgcondiling t'hé_ preni.iﬁni tax_. credit wi_fh ad_v_énc_e_' cr'e_.'-'dit_ ;Sé_yt:augnts."

-~ -(a) Reconciliation—(1} Coordination of premium tax credit with advance credit payments—(i) In general. A taxpayer must
reconcile the amount of credit aliowed under section 36B with advance credit payments on the taxpayer's income tax return for
a taxable year, A taxpayer whose premium tax credit for the taxable year exceeds the taxpayer's advance credit payments may
receive the excess as an income tax refund. A taxpayer whose advance credit payments for the taxable year exceed the -
taxpayer's premium tax credit owes the excess as an addifional income tax liability. . '

. {ij) Aliocation rules and responsibility for advance credit payments—(A) In general, A taxpayer must reconcile all advance
credit payments for coverage of any member of the taxpayer's family. .0 T
~ (B) Individuals enrolled by a taxpayer and claimed as a personal sxemption deduction by another taxpayer—(1) In general,
* If a taxpayer (the enroliing taxpayer) enrolis an individual in a qualified health plan and another taxpayer {the claiming taxpayer)
* claims a personal exemption deduction for the individuat (the shifting enroliee), then for purposes of computing each taxpayer's
premium tax credit and reconciling any advance credit payments, the enroliment premiums and advance credit payments for
the plan in which the shifting enroflee was enroiled are allocated under this paragraph (a)(1)(ii)}(B) according to the allocation
percentage described in paragraph (a)(1)(i)(B)(2) of this:section. If advance gredit payments are allocated under paragraph (a)
(1)()(B)(4) of this section, the claiming taxpayer and enrolling taxpayer- must use this same allocation percentage to calculate
their §1.36B8-3(d)(1)(ii) adjusted monthly premiums for .theJ'appl__i_c_a_bl_e:b_e_’r_i‘dijmark.p‘_la'n:(benth_m_a'r_k-;_pl_an'.p_r'emiu_ms)..;_-T-hi_s_ R
paragraph (a}(1)(ii)(B) does not apply to.amounts allocated under §1.36B-3(h) (qualified health plan covering more than one -
family} or if the shifting enrollee or enrollees are the only individuals enrolied in the qualified health plan. For purposes of this
paragraph (a)(1)(i){(B)(7), a taxpayer who is expected at enroliment in a qualified health plan to be the taxpayer filing an income
“““tax return for the year of coverage with respect to an individual enrofling in the plan has enrolled that individual, = . . o
- (2) Allocation percentage. The enroling taxpayer.and claiming taxpayer may agree on any alocation percentage between
zero and one hundred percent. If the enrolling taxpayer and claiming taxpayer do.not agree on an.allocation percentage; the
- percentage is equal to the number of shifting enrollees claimed as a personal exemption deduction by the claiming taxpayer
divided by the number of individuals enrolled by the enrolling taxpayer in the same qualified health plan as the shifting enrollee.

- (8) Allocating premiums. in computing the premium tax credit, the claiming taxpayer-is allocated a portion of the enroliment
- premiums for the plan.in.which the shifting enrollee was enrolled equal to the enroliment premiums times the allocation - . -
percentage. The enrolling taxpayer is allocated the remainder of the enroliment premiums not allocated to one or more claiming
- (4) Allocating advance credit payments. i reconciling any advance credit payments, the claiming taxpayer is allocated a
portion of the advance credit payments for the plan in which the shifting enrollee was enrolled equal fo the enrolling taxpayer's
-advance credit payments for the plan times the aflocation percentage. The enrolling taxpayer is allocated the remainder of the
advance credit payments not allocated to one or more claiming taxpayers. This paragraph (@)(1)(i}B)(4) only applies in
situations in which advance credit payments are made for coverage of a shifting enroliee. ..~ - - B LA
. . (8) Premiums for the applicable benchmark plan. If paragraph (a)(1)(ii)(B)(4) of this section applies, the claiming taxpayer's
benchmark plan premium is the sum of the benchmark ptan premium for the claiming taxpayer's coverage family, excluding the
shifting enrollee or enrollees, and the allocable portion. The allocable portion for purposes of this paragraph (a)(1)(i}B)(5) is the
product of the benchmark plan premium for.the enrolling taxpayer's coverage family if the shifting enroflee was a member of the -
enroliing taxpayer's coverage family and the allocation percentage. If the enrolling taxpayer's coverage family is enrolledin .~
more than cne qualified health pian, the allocable portion is determined as if _the..é_nrp.lling't_axp_ay_gfs'é;pve_['_a_ge._famiEy'jncludes '
only the coverage family members who enrolled in the same plan as the shifting ‘enrollee or enroliees. The enrolling taxpayer's
benchmark plan premium is the benchmark plan premium for the enrolling taxpayer's coverage family had the shifting enroliee
or enroflees remained a part of the enrolling taxpayer's coverage family, minus the allocable portion. = - :

hittps:/Awww.ectr.gov/cgi-binftext-idx ?SID=100218075bcb2b920969d6a825303718me=true&node=se26.1.1_136b_64&rgn=divé - o o



8/1/2018 S ' eCFR — Code of Federat Regulations

(C) Responsibility for advance credit payments for an individual for whom no personal exemption deduction is claimed. If
advance credit payments are made for coverage of an individual for whom no taxpayer claims a personal exemption deduction,
the taxpayer who attested to the Exchange to the intention to claim a personal exemption deduction for the individual as part of
the advance credit payment eligibility determination for coverage of the individual must reconcile the advance credit payments.

(iiiy Advance credit payment for a month in which an issuer does not provide coverage. For purposes of reconciliation, a
taxpayer does not have an advance credit payment for a month if the issuer of the qualified health plan in which the taxpayer or
a family member is enrolled does not provide coverage for that month. : :

(2) Credit computation. The premium assistance credit amount is computed on the taxpayer's return using the taxpayer's
household income and family size for the taxable year. Thus, the taxpayer's contribution amount (hous_eho[cfrihcome for the -
taxable year times the applicable percentage) is determined using the taxpayer's household income and family size at the end
of the taxable year. The applicable benchmark plan for each coverage month is determined under §1.368-3(f).

(3) Limitation on additional tax—{(i) In general. The additional tax imposed under paragraph (a)(1) of this sectionon a
taxpayer whose household income is less than 400 percent of the Federal poverty line is limited to the amounts provided in the
table in paragraph (a)(3){ii) of this section {(or successor tables). For taxable years beginning after December 31, 2014, the
limitation amounts may be adjusted in published guidance, see §601.601 (d)(2) of this chapter, to refiect changes in the
consumer price index. o .

(i) Additional tax limitation table.

Limitation amount for taxpayers whose tax is defermined :
Household income percentage of Federal poverty  junder’ Limitation amount for all other
line section 1{c) taxpayers
Less than 200% $300 $600
At least 200% but less than 300% i ' ' 750 . 1,500
At least 300% but less than 400% - ) 1,250 2,500

(ifi) Limitation on additional tax for taxpayers who claim a section 162(l) deduction for a qualified health plan—(A} in
general. A taxpayer who receives advance credit payments and deducts premiums for a qualified health plan under section
162(1) must use paragraph (a)(3)(ii}(B), and paragraph (a)(3)ii)(C) or (D), of this section to determine the limitation on
additional tax in this paragraph (a)(3) (limitation amount). Taxpayers must make this determination before calculating their
section 162(l) deduction and premium tax credit. For additional rules for taxpayers who may claim a deduction under section
162() for a qualified heaith plan for which advance credit payments are made, see §1.162(})-1.

(B) Determining the limitation amount. A taxpayer described in paragraph (2)(3)(iii)(A) of this section must use the fimitation
amount for which the taxpayer qualifies under paragraph (a)(3)(ii}(C) or (D) of this section. The limitation amount determined
under this paragraph (a)(3)(iii) replaces the limitation amount that would otherwise be determined under the additional tax
limitation table in paragraph (2)(3)(ii} of this section. In applying paragraph (a)(3)(iii)(C) of this section, a taxpayer must first
determine whether he or she qualifies for the limitation amount applicable to taxpayers with household income of less than 200
percent of the Federal poverty line for the taxpayer's family size. !If the taxpayer does not qualify to use the limitation amount
applicable to taxpayers with household income of less than 200 percent of the Federal poverty fine for the taxpayer's family
size, the taxpayer must next determine whether he or she qualifies for the limitation applicable to taxpayers with household
income of iess than 300 percent of the Federal poverty line for the taxpayer's family size. If the taxpayer does not qualify to use
the limitation amount applicable to taxpayers with household income of less than 300 percent of the Federal poverty line for the
taxpayer's family size, the taxpayer must next determine whether he or she qualifies for the limitation applicable to taxpayers
with household income of less than 400 percent of the Federal poverty line for the taxpayer's family size. If the taxpayer does
not qualify to use the limitation amount applicable to taxpayers with household income of less than 200 percent, 300 percent, or
400 percent of the Federal poverty line for the taxpayer's family size, the limitation on additional tax under section 36B(H(2}B)
does not apply {o the taxpayer. o ’

(C) Requirements. A taxpayer meets the requirements of this paragraph (2)(3)(iH(C) for a limitation amount if the
taxpayer's household income as a percentage of the Federal poverty line is less than or equal to the maximum household
income as a percentage of the Federal poverty line for which that limitation is available. Household income for this purpose is
determined by using a section 162(l) deduction equal to the lesser of— '

{1) The sum of the specified premiums for the plan not paid through advance cr.edit payments, the limitation amount
{determined without regard to paragraph (a)(1 i) (C)(2) of this section), and any deduction allowable under section 182(1) for
premiums other than specified premiums, and : '

(2) The earned income from the trade or business with respect to which the health ihsurahce planis established.

D} Speciﬁed premi&ms not paid through advance credit payments.' For purposes of paragraph (a)(3){iii)(C) of th'is section,
specified premiums not paid through advance credit payments means specified premiums, as defined in §1.162(1)-1(a)(2),
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minus.advance credit payments made with respect to the specified premiums. -~~~ I
e ___f,_—.‘ér___an&bleé. For examples itlu_ét'fét'_i_r')g the rules of _ih'is paragraph (a)(3)(i), see E_)_('am,_ble:_s' 13, 14, and 15 of _p?ragraph (a)
(4) of this section. .~~~ = ST Ll e

- (4) :Exaé_n'ple's. The following examples HHlustrate the ruies of this paragraph (a). In each example the taxpéyer enrolls in a
higher.cost qualified heaith plan than the applicable benchmark plan: . v T T e

‘ 'Exanip_le_ 1. HoUSeh_qld jnc_'bme increases. (i) Taxpayef'A is sihgie and has no debend'én'ts. The_Exch_angé for A's rating area projects
A's 2014 household income to be $27,925 (250 percent of the Federal poverty line for a family of one, applicable percentage 8.05). A
enrolls in a qualified health plan. The annual premium for the applicable benchmark plan is $5,200, A's advance credit payments are

$2,952, computed as follows: benchmark plan premium of $5,200 less contribution amount of $2,248 (projected household income of

$27,925 x .0805) = $2,052 e e __

_. (i) A’s household income for 2014 is $33,622, which is 301 percent of the Federal poverty line for a family of one (applicable . -
percentage 9.5). Consequently, A's premium tax credit for 2014 is $2,006 {(benchmark plan premium of $5,200 less contribution amiount of
$3,194 (household income of $33,622 = :095)). Because A's advance credit payments for 2014 are $2,952 and A's 2014 credit is $2,006,
A has excess advance payments of $946, Under paragraph (a){1) of this section, A's tax liability for 2014 is increased by $946. Because
A's household income is between 300 percent and 400 percent of the Federal poverty line, if A's excess advance payments exceeded
-$1,250, under the limitation of paragraph (a)(3) of this section, A's additional tax liability would be limited to that amount. - .

Example 2. Household income increases, repayment limitation applies. The facts are the same as in Example 1, except that A's
househald income for 2014 is $43,560 (390 percent of the Federal poverty line for a family of one, applicable percentage 8.5).
Consequently, A's premium tax credit for 2014 is $1,062 ($5,200 benchmark plan premium less contribution amount of $4,138 {household

.- income.of $43,560 x:,095)). A's advance credit payments for. 2014 are $2,952; therefore, A has excess advarice payments of $1,800. ¢
Because A's household income is between 300 percent and 400 percent of the Federal poverty line, A's ‘additional tax liability for the .
taxable year is $1,250 under thé repayment limitation of paragraph (a)(3) of this section. .. ons T e

.. Example 3, Household income decreases. The facts are the same as in Example 1, except that A's actial household income for 2014
is $22,340 (200 percent of the Federal poverty line for.a family of one, -applicable percentage 6.3). Consequently, A's premium tax credit
for 2014 is $3,793 ($5,200 benchmark plan premium less contribution amount of $1,407 (household income of $22,340 x .063)). Because

A's advance credit payments for.2014 are $2,962, A is allowed an additional credit of $841.($3,793 less $2,852), .~ N
.. Example 4. Family size decreases. (i) Taxpayers B .and C-are married and have two children, K and:L-{ages 17 .and 20}, whom they
:claim as dependents in 2013, The Exchange for their rating area projects their 2014 household.income to be $63,388 (275:percent of the
Federal poverty line for & family of four, applicable percentage 8.78). B and C enroll in a qualified health plan:for 2014 that covers the four
family members. The annual premium for the applicable benchmark plan is $14,100. B's and C's advance credit payments for 2014 are
. $8,535, computed as follows: Benchmark plan premium of $14,100 less contribution amount of $5,565 {projected household income of
$63,388 x .0878) = $8,535. T T R e L S e b
. {ii).In 2014,-B.and C do not claim L as their dependent.(and no taxpayer claims a-personal exemption deduction for.L). Consequently,
B's and C's family size for 2014 is three, their household income of $63,388 is 332 percent of the Federal poverty line for a family of three
(applicable percentage 9.5), and the annual premium for their applicable benchmark plan is $12,000. Their premium tax credit for 2014 is
$5,978 ($12,000 benchmark pian premium less $6,022 contribution amount (household income of $63,388 x..085)). Because B's and C's
.-advance credit payments for 2014 are $8,535 and their 2014 credit is $5,978, B and C have excess advance payments of $2,557.-B's and
C's additional tax Jiability for 2014 under paragraph (a)(1) of this section, howaver, is limited to $2,500 under paragraph (a)(3) of this
section.~ - Semih e L T T T e S
.. Example 5. Repayment limitation does ot apply. (i) Taxpayer D is single and has no dependents, The Exchange for D's rating area
approves advance credit payments for D based on 2014 household income of $39,095 (350 percent of the Federal poverty line for a family
~of one, applicable percentage 9.5). D.enrolis in a qualified health plan. The annual premium for the applicable benchmark plan is $5,200.
D's advance credit payments are $1,488,; comptted asfollows: benchmark plan premium of $5,200 Jess: contribution amount of $3,714

(projected household income 0f $39,005 x-.095) = $1;486. - =l _ : ERg A ‘

a '(ii): Ds 'écthéi-ﬁbu'se'hol'd ihébfne for 2014?3@44,903: 'Whi.cﬁ is _402_ per.de'n.t' of fhé Fé_der"a'l b.o"ve:rty iine '_f_o'r.a fa_r.nily'o:f_ _oné_. D is né_t an
applicable taxpayer and may nof claim a premium tax credit, Additionally, the repayment limitation of paragraph (a)(3) of this section does
not apply. Consequently, D has excess advance payments of $1,486 (the total amount of the advance credit payments in 2014). Under_

paragraph (a)(1)-of this section, D's tax.liability for 2014 is increased by $1,486. - - . i _ :
‘Example 6. Coverage for less than a full taxable year. (i) Téxﬁayér_ F is single and has no dependents. In No_\.f:ém't:)er 2013, the
Exchange for F's tating area projects F's 2014 household income to be-$27,925 (250 percent of the Federal poverty line for a family of
. one;applicable percentage 8.05). F énrolls in a qualified health plan. The annual premium for the applicable benchmark plan-is $5,200.

- F's monthly advance credit payment is $246, computed as follows: benchmark plan premium of $5,200 less contribution amount of $2,248
(projected household income of $27,925:x..0805) = $2,852, $2,052/12.2$246. © - -0 T T
- {i5 F b'ég'ins é new;ob anAugust 20_14'énd'i's ei.igi_b.ié'fbr'erﬁpl@yer_—_épéhsb?ed rﬁinimﬁm '_es'sen_’.cial coVerage for the peﬁo'd: Seb_féinﬁer
through December 2014, F discontinues her Exchange coverage effective Novembér 1, 2014. F's household income for 2014 is $28.707
(257 percent of the Federal poverty line for a family size 'of one, applicable percentage 8.25).. e T

(i:ii) uﬁdef §1.365~3(é), F's 'prémium aséiétancé 'cre'dit' amoﬁ'nt is the sum of the bré'r'nium aésistance an"no'u:_'_sts f_of fhé cave.rage”-.
maonths. Under §1.36B-3(c)(1)(iii}, a month in which an individual is eligible for minimum essential coverage other than coverage in the
individual market is not a coverage month. Because F is eligible .for_empipyer—sponsored-_r_ninimum e__ss_er_;tiaf coverage as of September 1, _

only the months January through August of 2014 are coverage months, © .
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{iv) If F had 12 coverage menths in 2014, F's premium tax credit would be $2,832 (benchmark plan premiurm of $5,200 less
contribution amount of $2,368 (household income of $28,707 % .0825)). Because F has only eight coverage moenths in 2014, F's credit is
$1,888 ($2,832/12 x 8). Because F does not discontinue her Exchange coverage until November 1, 2014, F's advance credit payments for
2014 are $2,460 ($248 x 10). Consequently, F has excess advance payments of $572 ($2,460 less $1,888) and F's tax liability for 2014 is
increased by $572 under paragraph {a)(1)} of this section.

Example 7. Changes in coverage months and applicable benchmark plan. (i) Taxpayer E claims one dependent, F. E is eligible for
govermnment-sponsored minimum essential coverage. E enrolls F in a qualified health plan for 2014. The Exchange for E's rating area
projects E's 2014 household income to be $30,260 (200 percent of the Federal poverty line for a family of two, applicable percentage 8.3).
The annual premium for E's applicable benchmark plan is $5,200. E's monthly advance credit payment is $275, computed as follows:
benchmark plan premium of $5,200 less contribution amount of $1.906 (projected household income of $30,260 x .063) = $3,284,;
$3,294/12 = $275. : , S ' ‘ .

{ii) On August 1, 2014, E loses her eligibility for govemment-sponsored minimum essential coverage. E.enrolls in the qualified health
plan that covers F for August through December 2014. The annual premium for the applicable benchmark plan is $10,000. The Exchange
computes E's monthly advance credit payments for the period September through December o be $675 as follows: benchmark plan

- premium of $10,000 less contribution amount of $1,906 {projected household income of $30,260 x .063) = $8,094; $8,094/12 = $675. E's
household income for 2014 is $28,747 (190 percent of the Federal poverty line, applicable percentage 5.84). _—

(iii) Under §1.36B-3(c)(1), January through July of 2014 are coverage months for F and August through December are coverage
months for E and F. Under paragraph (a)(2) of this section, E must compute her. premium tax credit using the premium for the applicable
benchmark plan for each coverage month. E's premium assistance credit amount for 2014 is the sum of the premium assistance amounts
for all coverage months. E reconciles her premium tax credit with advance credit payments as follows:

[Advance credit payments (Jan. o July) -~ . I 1 81,625(8275 % 7)

Advance credit payments (Aug. to Dec.) . 3,375[(3675 x 5)
" Total advance credit payments ‘ o 5,300
Benchmark plan premium (Jan. to July) - - 3,033{({$5,200112) % 7}
Benchmark plan premium (Aug. to Dec) - ) - 4 167}({$10,000/12) x 5)
Total benchmark plan premium ] o 7,200 i B
Contribution amount (taxable year household income * applicable percentage) 1,679](528,747 % .0584)
Credit (tolal benchmark plan premium less confribution amount} o 5,521[

{iv) E's advance credit payments for 2014 are $5,300. E's premium tax credit is $5,521. Thus, E is allowed an additional credit of $221.

Example 8. Part-year coverage and changes in coverage months and applicable benchmark plan. (i) The facts are the same as in
Example 7, except that F is eligible for government-sponsored minimum essential coverage for January and February 2014, and E enrolls
F in a qualified health plan beginning in March 2014. Thus, March through July are coverage months for F and August through December
are coverage months for E and F. ' : }

{ii) E reconciles her prenﬁimﬁ tax credit with advance credit payments as folloWs:

[Advance credit payments (March to July} ] - . ) i $1,375)($275 x 5}

IAdvance credit payments (Aug. 1o Dec.) ‘ . . : 3,375/(§675 % 8)
Total advance credit payments o . T 4,750 i
Benchmark plan premium {March tc July) o 2,167](($5,200/12) x 5)
Benchmark plan premium (Aug. to Dec.) ) o 4.167{(($10,000/12) x 5)
. Total benchmark plan premium o - 6,334]
Contribution amount for 10 coverage months (faxable year household income % applicable percentage x 10/12) 1,309(($28,747 x .0584 x 10/12)
Credit (fotal benchmark plan premium less contribution amount) o . 4,935 ’

(iif) E's advance credit payments for 2014 are $4,750. E's premium tax credit is $4,935. Thus, E is allowed an additional credit of $185.

Examnple 9. Advance credif payments for months an issuer does not provide coverage. (i) Taxpayer F enrolis in a qualified health pian
for 2014 and the Exchange approves advance credit payments. F pays the partion of the premium not covered by advance credit
payments for January through April of 2014 but fails to make payments in May, June, and July. As a result, the issuer of the qualified
health plan initiates the 3-month grace period under section 1412(c){2)B)(ivill) of the Affordable Care Act and 45 CFR 156.270(d). During
the grace period the issuer continues to receive advance credit payments on behalf of F. On July 1 the issuer rescinds F's coverage
retroactive to the end of the first month of the grace period, May 31. ‘

(ii) Under pa'ragraph (é)(1)(iii) of this section, F does not take infd account advance credit payfnents for June or July of 2014 when
reconciling the premium tax credit with advance credit payments under paragraph (a)(1) of this section.

Example 10. Allocation percentage, agreement on allocation. (i} Taxpayers G and H are divorced and have two children, J and K. G
enrolls herself and J and K in a qualified health plan for 2014. The premium for the plan in which G enrolls is $13,000. The Exchange in
('s rating area approves advance credit payments for G based on a family size of three, an annual benchmark plan premium of $12,000,
and projected 2014 household income of $58,590 (300 percent of the Federal poverty line for a family of three, applicable percentage 9.5).
G's advance credit payments for 2014 are $6,434 ($12,000 benchmark plan premium less $5,566 contribution amount (househeld income
of $58,590 x .095)). G's actual household income for 2014 is $58,900.

{ii) K fives with H for more than half of 2014 and H claims K asa deber_!dent fbr 2014. G and 'H agree fo an élidcatio'n percentagé, as
described in paragraph (a)(1){i)}(B)(2) of this section, of 20 percent. Under the agreement, H is allocated 20 percent of the items to be
allocated, and G is allocated the remainder of those items. o C

{iif} IfHis eligible for a prem'ium tax c.redit, H takes into accduﬁt $2,600 of the pré'miums fbr the plan 'in'which Kwas erircE'Ied ($‘t3.000
x .20) and $2,400 of G's benchmark plan premium ($12,000 x .20). in addition, His responsible for reconciling $1,287 ($6,434 x .20} of
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the advance credit payments for K's coverage. . B R S T

(iv) G's family size for 2014 includes only G and J and G's household income of $58,900 is 380 percent of the Federal poverty line for

& family of two (applicable percentage 9.5). G's benchmark plan premium for 2014 is $9,600 (the benchmark premium for the plan -
covering G, J, and K {$12,000), minus the amount aliocated to H ($2,400). Consequently, G's premium tax credit is $4,004 (G's -
benchmark plan premium of $9,600 minus G's contribution amount of $5,596 (558,900 x .095)). G has an excess advance payment of
$1,143 (the excess of the advance credit payments of $5,147 ($6,434 ~ $1,287 allocated to H) over the premium tax credit of $4,004).

- Example 11. Allocation percentage, ho aéreemenf on é:{ogatfgjn._'(i) The facts are the same as in Exarnple 10 of paragraph (a)(4) of
this section, except that G and H do not agree on an allocation percentage. Under paragraph (a)(1)(i)(B)(2) of this%section, the allocation

percentage is 33 percent, computed as follows: The number of shifting enrofiees, 1 (K), divided by the number of individuals enolled by
the enrolling taxpayer on the sams qualified health i en:_rqli_ee_,'__s (G, J, and K). Thus, His allocated 33 percent of the _'

plan as the shifting

items to be aliocated, and G is allocated the remainder of those items. o _ o
RS eligible for a'p_r_e'_rﬁ_ium_taxﬁ Gredit, H takes jn_tb account $4,200 of the premiums for the plan in which K was enrolled ($13,000
x.33). H,'in computing H's benchmark plan premium, must include $3,960 of G's benchmark plan premium ($12,000 x .33). In addition, H

is responsible for reconciling $2,123 (86,434 x .33) of the advance credit payments for K's coverage. -

* (i) G's benchmark plan premium for 2014 is $8,040 {the benchmark premiurn for the plan cavering G, J, and K ($12,000), mings the
amount allocated to H ($3,960). Consequently, G's premium tax credit is $2,444 {G's benchmark plan premium of $8,040 minus G's
contribution amount of $5,596 (358,900 x ,095)). G has an excess advance credit payment of $1 867 (the excess of the advance credit

payménts of $4,_31-1'{$6,434 =~ $2,123 allocated to H) over the premium tax credit of $2,444).

Example 12. Affocations for an emancipated child, Spouses L and M enroll in a qualified health plan with their child, N. L and M attest
that they will claim N as a dependent and advarice credit payments are made for the covérage of all three family members, However, N
files his own return and claims a personal exemption deduction for himself for the taxable year. Under paragraph (2)(1)(ii)(B)(1) of this - -
section, L and M are enrolling taxpayers, N is a claiming taxpayer, and ali are subject fo the aliocation rules in paragraph (2)(1)(i){(B) of
thisseotion. "0 T T L e T e L T e D TR T T
Example 13. Taxpayer with advance credit payments allowed a section 162(1) deduction but not a fimitation on additional tax. (i) In
-2014, B, B's spouse, and their two dependents enroll in the applicable second lowest cost silver plan with an annual premium of $1 4,000.

B's advance credit payments attributable to the premiums are $8,000. B'is self-employed for all of 2014 and derives $75,000 of garnings
from B's trade or business, B's household income without including a deduction under section 162() for specified premiims is $103,700,
‘The Federal poverty fine for a family the size of B's family is $23,650. S L

- (i) Because B received the benefit of advance credit payments and deducts premiums for a qualified health plan under section 162(1),

.B must determine whether B is.allowed a limitation on additional tax under paragraph.(a)(3)(iii) of this section. B begins by testing eligibility
for the $600 limitation amount for taxpayers with household income at less than 200 percent of the Federal poverty ling for the taxpayer's

- family size. B determines household income as a percentage of the Federal poverty line by taking a section 162(f) deduction equial fo the
lesser of $6,600 (the sum of the amount of premiums not paid through advance credit payments, $6,000 ($14,000 - $8,000), andthe -
limitation amount, $600) and $75,000 (the earned income from the trade or business with respect to which the health insurance planis
..-established). The result is $97,100.($103,700 = $6,600) or 412 percent of the: Federal poverty line for-B's family size. Since 412.percentis - -
»-not less than 200 percent, B:may notuse a $600 fimitation amount, - cn e Do R O RS REIRIn  E Y
(iif) B performs the same calculation for the $1,500 ($103,700 - $7,500 = $96,200 or 408 percent of the Federal poverty line) and
$2,500 limitation amounts ($103,700 ~ $8,500 = $85,200 or 404 percent of the Federal poverty line), the amounts for taxpayers with
household income of less than 300 percent or 400 percent, respactively, of the Federal poverty line for the taxpayer's family size,"and -
determines that B may not use either of those limitation: amounts. Because B does not mest the requirements of paragraph (a)(3)(iif) of
this section for any of the limitation amounts in section 36B(f)(2)(B), B is not eligible for the limitation on additional tax for excess advance
- {v) Although.B may not claim a limitation on additional tax for excess advance credit payments, B may still be eligible for a premium
‘tax credit, B would determine eligibility for the premium tax credit, the amount of the premium tax credit, and the section 162(1) deduction

using the rules under section 368 and section 162(1), applying nd limitation on additionaltax. =~

Exahvpie'ﬂ. Taxbéyer w:fh advance cfédit payments aflowed a sébtion 1 62(0. deddctr’on and a limitation on additional tax. {E') The facts
are the same as in Example 13 of paragraph (a)(4) of this section, except that B_‘; _house_hold income without including a deduction u_ndEr

section 162(l) for specified premiums is $78,802. . ;1.

{li) Because B received the benefit of advance credit payments and deducts premitms for a qualified heaith plan Under section 162(1),
B must determine whether B is allowed a limitation on additional tax under paragraph (a)(3)(iii).of this section. B first determines that B
does hot meet the requirements of paragraph (a)(3)(iii)(C) of this section for using the $600 or $1,500 fimitation amounts, the amounts for
taxpayers with household income of less than 200. percent or 300 percent, respectively, of the Federal poverty line for the taxpayer's family
" size. That is because B's household income as a perceritage of the Federal poverty line, ‘determined by using a section 162() -deduction
for premiums for the gualified heaith plan equal to the lesser of the sum of the premiums for. the plan not:paid through advance credit -
payments and the limitation. amount, and the earned income from the trade or business with respect to which the health.insurance plan is
established, is. more than the maximum household income as a percentage of the Federal poverty line for which that limitation is available
(using the $600 limitation, B's household income would be $72,202 ($78,802~($6,000 + $600}), which is 307 percent of the Federal =~ -
poverty line for B's family size; and using the $1,500 limitation, B's houséhold income would be $71:302 ($78,802-($8,000 + $1,500)),
which is 303 percent of the Federal poverty fine for B's famnily size). =+ 5 i b e B
- i(ii}) However, B meets the requirements of paragraph (a)(3)(iii)(C) of this section using the $2,500 limitation amount for taxpayers with
household income of less than 400 percent of the Federal poverty line for the taxpayer's family size. That is because B's household
income as a percentage of the Federal poverty line by taking a section 162(!) deduction equal to the lesser of $8,500 (the sum of the
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amount of premiums not paid through advance credit payments, $6,000, and the limitation amount, $2,500) and $75,000 (the earned .

income from the trade or business with respect to which the health insurance plan is established), is $70,302 (299 percent of the Federal

poverty line), which is below 400 percent of the Federal poverty line for B's family size, and is less than the maximum amount for which
_that fimitation is available. Thus, B uses a limitation amount of $2,500 in computing B's additional tax on excess advance credit payments.

(iv} B may determine the amount of the premium tax credit and the section 162(1) deduction using the rules under section 36B and
section 162(1), applying the $2,500 limitation amount determined above.

‘ Example 15. Taxpayer with advance credit payments alfowed a section 162(l} deduction and a limitation on additional tax limited to
earned income from trade or business. (i) In 2017, C, C's spouse, and their fwo dependents enroll in the applicable second lowest cost
silvet plan with an annual premium of $14,000. C's advance credit payments attributable to the premiums are $8,000. C is seif-employed
for all of 2017 and derives $3,000 of earnings from C's trade or business. C's household income, without including a deduction under
section 162(!) for specified premiums, is $39,100. The Federal poverty line for a family the size of C's family is $24,600.

(i) Because C received the benefit of advance credit payments and deducts premiums for a qualified health plan under section 162()),
¢ must determine whether C is allowed a limitation on additional tax under paragraph (a)(3)(iii} of this section. C begins by testing
eligibility for the $600 limitation amount for taxpayers with household income at less than 200 percent of the Federal poverty line for the
taxpayer's family size. C determines household income as a percentage of the Federal poverty line by taking a section 162(}) deduction
equal to the lesser of $8,600 (the sum of the amount of premiums not paid through advance credit payments, $6,000 ($14,000-$8,000),
and the limitation amount, $600), and $3,000 (C's eamed income from the trade or business with respect to which the health insurance
plan is established). The result is $36,100 ($39,100-$3,000) or 147 percent of the Federal poverty line for C's family size, Because 147
percent is less than 200 percent, the fimitation amount under paragraph (a){3)(iii) of this section that C uses in computing C's additionai
tax on excess advance credit payments is $600. ’ .

(i} C may determine the amount of the premium tax credit and the section 162(1) deductidn using the rules urider'secﬁon 36B and
section 162()), applying the $600 limitation amount determined above. I

(b) Changes in filing status—(1) In general. Except as provided in paragraph (b)(2) or (b)(3) of this section, a taxpayer-
whose marital status changes during the taxable year computes the premium tax credit by using the applicable benchmark plan
or plans for the taxpayer's marital status as of the first day of each coverage month. The taxpayer's confribution amount
(household income for the taxable year fimes the applicable percentage) is determined using the taxpayer's household income
and family size at the end of the taxable year. ' :

(2) Taxpayers who marry during the taxable year—{i) /n general. Taxpayers who marry during and file a joint return for the
taxable year may compute the additional tax imposed under paragraph (a)(1) of this section under paragraph (b)(2)(ii) of this
section. Only taxpayers who are unmarried at the beginning of the taxable year and are married (within the meaning of section
7703) at the end of the taxable year, at least one of whom receives advance credit payments, may use this alternative
computation. - . : ) ;

(iiy Alternative computation of additional tax liability—(A) In general. The additional tax liability determined under this
paragraph (b)(2)(ii) is equal to the excess of the taxpayers’ advance credit payments for the taxable year over the amount of the
alternative marriage-year credit. The alternative marriage-year credit is the sum of both taxpayers' alternative premium
assistance amounts for the pre-marriage months and the premium assistance amounts for the marriage months. This
paragraph (b){(2)(ii) may not be used to increase the additional premium tax credit computed under paragraph (@)1 i) of this
section.

(B) Alternative premium assistance amounts for pre-martiage months. Taxpayers compute the alternative premium
assistance amounts for each taxpayer for each full or partial month the taxpayers are unmarried as described in paragraph (a)
(2) of this section, except that each taxpayer treats the amount of household income as one-half of the actual household
income for the taxable year and treats family size as the number of individuals in the taxpayer's family prior to the marriage. The
taxpayers may include a dependent of the taxpayers for the taxable year in either taxpayer's family size for the pre-marriage
months, . . :

{C) Premium éssistance amounts for marriage month.s. Taxpayers compute the premium assistance amounts for each full
month the taxpayers are married as described in paragraph (a)(2) of this section.

(3) Taxpayers not married to each other at the end of the taxable year. Taxpayers who are married {(within the meaning of
section 7703) to each other during a taxable year but legally separate under a decree of divorce or of separate maintenance
during the taxable year, and who are enrolled in the same qualified health plan at any time during the taxable year must allocate
the benchmark pian. premiums, the enrollment premiums, and the advance credit payments for the period the taxpayers are
married during the taxable year. Taxpayers must also allocate these items if one of the taxpayers has a dependent enrolied in
the same plan as the taxpayer's former spouse or enrolled in the same plan as a dependent of the taxpayer's former spouse.
The taxpayers may allocate these items to each former spouse in any proportion but must allocate all items in the same
proportion. If the taxpayers do not agree on an aliocation that is reported to the IRS in accordance with the relevant forms and
instructions, 50 percent of: The benchmark plan premiums; the enroilment premiums; and the advance credit payments for the
married period, is allocated to each taxpayer. if for a period a plan covers only one of the taxpayers and no dependents, only
one of the taxpayers and one or more dependents of that same taxpayer, or only one or more dependents of one of the
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' taxpayers, then the .bér__:phmark plan premiums, the enrollment premiums, and the aﬁvépcé';re_'dit pa_'y_meh_ts for that period are

(4):Taxpayers filing retumns as marvied filing separately or head of household—(i) Allocation of advance credit payments.
Except as provided in §1.38B-2(b)(2)(ii), the premium tax credit is allowed to married (within the meaning of section 7703)
taxpayers only if they file joint returns. See §1.36B-2(b)(2)(i). Taxpayers who receive advance credit payments as married
taxpayers and who do not file a joint return must allocate the advance credit payments for coverage under a gualified health

- plan equally to each taxpayer for any period the plan covers and in which advance credit payments are made forboth
taxpayers, only one of the taxpayers and.one or more dependents of the other taxpayer, or one of more dependents of both.
taxpayers. If. for a pericd a plan covers; advance credit payments are-made for.only one of the taxpayers and no dependents,
only one of the taxpayers and one or more dependents of that same taxpayer, or only one or iore dependents of one of the
taxpayers, the advance credit payments for that period are allocated entirely to that taxpayer. If one or both of the taxpayers is
an applicable taxpayer eligible for a premium tax credit for the taxable year, the premium tax credit is computed by allocating
the enroliment premiums under paragraph (b)(4)(ii) of this section. The repayment limitation described in paragraph ()(3) of
this _s'e_ction applies to each faxpayer based on the household income and family size reported on that taxpayer's return. This
paragraph (b)(4) also applies fo taxpayers who receive advance credit payments as married taxpayers and file a tax retum

using the head of household filing status. .- . .

i (ii).”_A_ll_o,'catioh éi:f prem:umstf t_axpa'yé'.r's' th_ é;;é.'m_érri'e_:d_w'ith_in :th_e ﬁeahihg'df séétibn ?70_3,.'\:\}ith.out re'g'ar.d'.to_seb._tio'[i '
7703(b), do not file a joint return, 50 percent of the enroliment premiums are allocated to each taxpayer. However, all of the
enroliment premiums are allocated to only one of the taxpayers for a period in which a qualified health plan covers only that

‘taxpayer and.no dependents, only that taxpayer and one or more dependents of that taxpayer, or only one or-more dependents
(5) Examples. The foliowing examples illustrate the provisions of this paragraph {b). Enﬁeéfch'éxample_ the taxpayer enrofls
Ina higher cost qualified health plan than the applicable benchmarkplan: -~ -~ =

* Example 1. Taxpayers marry during the taxable year, general rule for. computing additional tax. (i) P is 4 single taxpayer with no, -
dependents. In 2013 the Exchange for the rating area where P resides determines that P's 2014 household income will be $40,000 (358
percent of the Federal poverty line, applicablé percentage 9.5).'P enrolls in‘a qualified health plan. The premium for the applicable =
benchmark plan is $5,200. P's monthly advance credit payment is $117, computed as foliows: $5,200 benchmark plan premium minus .-

* contribution amount of $3,600 (840,000 = .095) equals $1,400 (otal advance credit payment); $1400/12 = $117. . -

" (i Qs a single taxpayer with two dependents. In 2013 the Exchange for the rating area where Q resides determines that 0's 2014
“household income will be $35,000 (183 percent of the Federal poverty line, applicable percentage 5.52). Q enrolls'in a qualified health
“plan. The premium for the applicable berichmark plan is $10,000. Q's monthly advance credit payment is $672, ‘computed as follows: -

$10,000 benchmark plan premium minus contribution amount of $1,832 ($35,000 x .0552) equals $8.068 {total advance credit); $8 068/12

;oo {iily Poand G marry on July 17, 2014 and anroll in a single policy for a qualified health ptan covering four family members, effective

- “August.1, 2014. The premium for the applicable benchmiark plan is $14,000. Based on household incorie of $75,000.and a famfly size ‘of
. four (325 percent of the Federal poverty line, applicable. percentage 9.5), the Exchange approves advance credit payments of $573 per

month; computed as follows: $14,000:benchmark plan premium minus contribution-amount of $7,125 ($75,000 x:095) equals $6,875

(ttal advance credit) $6,£75/12 =8573. T T T S
o (W)P andQ ﬂ'lé ajomt i‘étﬁrn'fo‘ﬁ'ﬁzoﬁ and reéo_rt ':$.75',000_:in 'hoqse'_h'ol_d_income.and 'a'fa:m'iiy size offourP and Q :c'orﬁp'dte-th.eifcredit
at reconciliation under paragraph (b)(1) of this section. They use the pre_miums;_for-the_appiic_ab!e_benchmark plans that-apply for the -«
‘months mairied and the months not married,:and their contribution amount is based on their Federal poverty ﬁne_ percgntage_a_t the end of

the taxable year. P. and Q reconcile their premium tax credit with advance credit payments as follows:

Advance payments for P (Jan. to July) . ) T . $819
. JAdvance payments for Q (Jan, fo July) B e _ o N 4,704
" {Advance payments for P and Q (Aug. fo Dec.) Lo o R R T |
-f Total advance payments. - - . . . ) T T R T E T ) T
" |Benchmark plan premium for P-{Jan. 1o July} . STk o T e a2 ot 3,033
“|Benchmark pian premium for:Q (Jan, o July) i o : T e P 5,833
lBes'IChma!kplanprem;umforP and Q (Aug to DEC.) B B S o . '_ T L IR Lo RSOy - . 5,833
- Total benchmark plah premium e L R TR N o 14,699
Contribution amouint (taxable year household incorne x applicable pefcentage) LT o e 7,126
___Credit {total bénchmark plan premium less coniribiition amolint) o j B L Ve ST 5T4)
(v) P's and s tax liability for 2014 is increased by $814 under paragraph (a)(1) of this section. RN

'Example 2. Taxpayers _mény_dqrfng_ the taxable year, alternative computation of additional tax. (i) The facts are the same as in

Example 1, ‘except that P and Q compute their additional tax liability under paragraph (b)(2)(ii) of this section. P's.and Q's additional tax is

the excess of their advance credit payments for the taxable year ($8,388) over their alternative marriage-year credit, which is the sum of
the alternative premium assistance amounts for the pre-marriage months and the premium assistance amounts for the marriage months.

(i) P and Q computte the alternative marriage-year credit as follows:
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Alfernative premium assistance amounts for pre-marriage months: ] )
Benchmark plan premium for P (Jan. to July) T ' $3,033/(($5,200/12) x 7} ,
Cortribution' amount { ¥, taxable year household income » applicable percentage) x 7/12) ' T 2,078|($37,500 x 085 x 7/12)
Alternative premium assistance amount for P's pre-marriage months ' 9550($3,033-52,078)
Benchmark plan premium for Q (Jan. to July) ' 5,833[(($10,000112) x 7)
Contribution amount { ¥ taxable year household income x applicable percentage  7/12) ' 1,330[(837,500 = 0612 x 7/12)
. Aternative premium assistance amount for O's pre-marriage months ) j 4,494H%5,833-51,339) )
Premium assistance amount for marriage months: . i
Benchmark ptan premium for P and Q (Aug. to Dec.) 5 833)(($14,000112 x 5}
Contribution amount {taxable year household income x applicable percentage x 5/12) ) ] 2,9661($75,000 = 095 x 5/12)
Premium assistance amount for marriage months 2,864]($5,833-52,968)

Alternative marriage-yeat credit (sum of premium assistance amounts for pre-marfiage months and marriage months). $955 + $4,484 +
$2,864 = $8,313.- S .

{iiiy P and G recongile their premium tax credit with advance credit paymenté_by determining the excess 'of their advance credit
payments ($8,388) over their altetnative marriage-year credit ($8,313). P and Q must increase their tax liability by $75 under paragraph
(a)(1} of this section. o : '

Example 3. Taxpayers marry during the taxable year, alternative computation of additional tax, alternative marriage-year tax credit
sxceeds advance credit payments. The facts are the same as in Example 2, except that the amount of P's and Q's advance credit
payments is $8,301. Thus, their alternative marriage-year credit {$8,313) exceeds the amount of their advance credit payments ($8,301).
Under paragraph (b){2)(ii)(A) of this section, the amount of additional tax liability and additional tax credit that P and Q report on their tax
return is $0. : . :

Example 4. Taxpayers marry during the taxable year, alfemative computation of additional tax. () Taxpayer R is singfe and has no
- dependents. In 2013, the Exchange for the rating area where R resides determines that R's 2014 household income will be $40,000 (358
percent of the Federal poverty line, applicable percentage 9.5}. R enrolls in a qualified health plan. The premium for the applicable
benchmark plan is $5,200. R's monthly advance credit pdyment is $117, computed as follows: $5,200 benchmark plan premium minus
contribution amount of $3,800 ($40,000 x .095) = $1,400 (fotal advance credit); $1,400/12 = §117. .

(ii) Taxpayer S is single with no dependents. In 2013, the Exchange for the rating area where S resides determines that S's 2014
household income will be $20,000 (178 percent of the Federal poverty line, applicable percentage 5.33). S enrolls in a qualified health
plan. The premium for the applicable benchmark plan is $5,200. 8's monthly advance credit payment is $345, computed as follows:
$5.200 benchmark plan premium minus contribution amount of $1,066 ($20,000 x .0833) = $4,134 (total advance credit), $4,134/12 = -
$345, : _ _ _ R

(iii) R and § marry in September 2014 and enroll in a single policy for a qualified Health plan covering them both, beginning October 1,
2014. The premium for the applicable benchmark plan is $10,000. Based on household income of $60,000 and a family size of two (387
percent of the Federal poverty line, applicable percentage 9.5}, R's and S's monthly advance credit payment is $358, computed as follows:
$10,000 benchmark plan premium minus contribution amount of $5,700 ($60,000 x .005) = $4,300; $4,300/12 = $358. R's and §'s
advance credit payments for 2014 are $5,232, computed as follows: : _ . - L oo :

Advance payments for R {Jan. fo Sept) - 51,063 (8117 = 9}

[Advance paymenis for S {Jan. to Sept.} ) _ - 3,105{($345 x 9)
. |Advance payments for R and S {Oct, to Dec.) _ 1,074|($358 % 3}
Total advance payments ' ' 5,232 }

(iv) R and S file a joint return for 2014 and report $62,000 in household income and a family size of two (410 percent of the FPL for a

* family of 2). Thus, under §1.36B-2{b)(2), R and $ are not applicable taxpayers for 2014 and may not claim a premium tax credit for 2014.
However, they compute their additional tax liability under paragraph (b)}(2)(ii} of this section. R's and $'s additional tax is the excess of their
advance credit payments for the taxable year ($5,232) over their alternative marriage-year credit, which is the sum of the alternative
premium assistance amounts for the pre-marriage months and the premium assistance amounts for the marriage months. In this case, R
and S have no premium assistance amounts for the married months because their household income is over 400 percent of the Federal
poverty line for a family of 2.

(vyRand 8 compute their alternative marriage-year credit as follows:

Premium assisfance amount for pre-marriage months: :
Benchmark plan premium for R {Jan. {o Sept.) $3,900((($5,200/12) x &)

Contribution amount ({ % _taxable year household income * applicable percentage) x 9/12) 2,053|(331,600 » 0883 x 9/12}
“Premium assistance amount for R's pre-marriage months ) ' 1,847{($3,900 ~ $2,053}
‘Benchmark plan premium for S (Jan. to Sept.) - . 3,.900[({85,200/12) % 9)

Contribution amount {( %, taxable year household income x applicable percentage) x 9/12) ' 2,053[($31,000 x 0883 x 9/12)
Premium assistance amount for S's pra-marriage months : 1,847/($3,900-52,053}
Premium assistance amount for marriage months - 0

Alternative marmiage-year credit (sum of premium assistance amounts for pre-marriage months and martiage months). $1.847 + 1,847 + 0
= $3,694. . o : . :

(vi) R and S reconcile their p’remiuﬁﬂ tax credit with advance credit payments by determining the excess of their advance credit
payments ($5,232).over their alternative marriage-year credit ($3,604). R and $ must increase their tax liability by $1,538 under paragraph
{a}(1) of this section. " ) - : ]

Example 5. (i) Taxpayers marry during the taxable year, no additional tax liability. The facts are the same as in Example 4 except that
§ has no income and 's_s enrolled in Medicaid for January through September 2014 and R's and S's household income for 2014 is $37,000
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(245 percent of the Federal poveﬁy line, eppl;cabie pereeniage 7. 88) Their advance credlt payments for 2014 are $2 707 ($1,053 for R for
January fo Septernber and $1,654 for R and S for October to December) Therr premrum tax credlt for 2014 is $3, 484 (total benchmark
:prerruum cf $6 400 less contrlbutlon amount of $2 916) . . o _

(u) Because R s and S's premrum tax credit of $3 484 excesds therr advance credat payments of $2 70? R and S are allowed an
additional credit of $777. Although R and S marry in 2014, paragraph {b){2) of this section {the alternative computatrcn of addftlonat tax for
taxpayers who marry dunng the taxable year) does not appty because they do, not owe addltlona! tax for 20'&4 S

Example 6 Taxpayers d!vorce durrng the taxable year 50 percenr al!ocatron (i} Taxpayers v and W are married and have two
dependents In 2013, the Exchange for the rating area where the family resides determines that their 2014 household income will be
$76,000 (330 percent of the Federal’ poverty line for a farnlly of 4, applicable percentage 9. 5) V.and W enroll in a qualified heaith plan for
2014, The premium for the applicable benchmark plan is $14,100. The Exchange approves advance credit payments of $573 per month,
computed. as follows: $14,100 benchmark plan prermum mmus V and Ws centnbutlon arnount of $7 220 ($76 000 x. 095) equals $6 880
(total advance credrt) $6 880/12 5573 RS LA R : o R

(u) V and Wdlvorce on June ‘!7 2014 and obtaln seperate quallf ed hea!th plans begmnmg July t 2014 V' enroils based on’
householcf income of $80,000 and a family size of three (314 percent of the Federal poverty line,’ appllcable percentage 9.5). The | premrum
for the applicable benchmark plan is $10,000. The Exchange approves advance credit payments of $358 per month, computed as follows:’
$10,000 benchmark plan prernrum minus Vs contnbuticn am0unt of $5 700 ($60 DOO x 095) equals $4, 300 (totat advance cred|t)

84, 300!12 $358 5 .

{ru) Wenrolls based on household |ncome of $16 420 and a famity size of one (147 percent of the Federat poverty Ilne, applroable
_pefcentage 3.82).The premium for the .applicable benchmark plan.is-$5,200. The Exchange approves advance credit payments of $381
“per month, computed as follows; $5,200 benchmark plan premium mintis W's confribution amount of $627 ($16,420 x.0382) equals
$4,573 (total advance cred:t) $4,573/12 = $381. V and W do not agree on an allocation of the premium for the appl;cable benchmark plan,
the premlums for the plan in whrch they enroll, and the advance credit payments for the penod they were marned in the taxable year "

_ (iv) v and Weach co!npnte the|r credlt at reconcrl:atucn under paragraph {b)(1) of thls section us;ng the prermums for the appircable
,benchmark plans that apply o them for the months married and the months not married, and the contribution amount based on their =
Federal poverty line: peroentages at the end of the taxable year, Under paragraph (b)(3).of this section, because V and W do not agree cn
an allocation, V-and W.must’ equally allocate the benchmark plan premium ($7, 050) and the advance credit payments ($3,438) for the six-
month period January through:June 2014 when they are married and enrolled in the same qualified health plan. Thus, V ahd W each are
allocated $3.525 of the benchmark plan premlum ($7 050!2) and $1 719 of the. edvance credlt payments ($3 438/2) for .}anuary through
June

. '_|n household mcome and famrly S|ze of one V and W reconcrle thelr premrum tax credlt wath advance credlt payments as fo]lows B _' N

Allocated advance payments (Jan. to June) L . R L : L . §1718 0 §1,719]
- |Actual aavance'paymena'(.rmy fo Dec') e L e T T T T '2148 2,288
Atlocated benchmark plen premlum (Jan. to June) ) . - : : ) 3,525 - 3,525
{Actual benchimark plan prémium (July 1o'Dec.)’ R T L G e T ARk g 600,
* Total benchmark plan premium r P R EE Y- T R R V-
-{Contributioh amount (taxable year household income x applicable percentage) I ’ I 5700 627
" Credif {fotal benchmark pian prermum less contribution amount} . ' ! 2,828[ -5 498
Additional credit "' . 1,493
Additionaltax - ] 1,042

(vi) Under paragraph (a)(‘l) of thls sectron on their tax returns V‘s fax Ilaballty is mcreased by $1 042 and W is allowed $1, 493 as add;t:onal
credit, -

Example 7. Taxpayers drvorce a'urmg the taxable year alfocation in proportion to household income. (l) The facts are the same as in
Example 6, except that V and W decide to allocate the benchmark plan premium ($7,050) and the advance credit payments ($3,438) for.
January through June 2014 in proportion fo their household incomes (78 percent and 21 percent). Thus, V is allocated $5,570 ofthe
benchmark plan premiums ($7,050 x .79) and $2,716 of the advance credit payments ($3,438 x .79), and Wis allocated $1,481 of the
benchmark plan premiums ($7,050 x .21} and $722 of the advance credit payments ($3,438 x 21) V and W reconcile their premium tax
credlt wrth advance cred:t payments as follows:

. v W
A!looated advance payments {Jan. to June) i : ) N $2,716]  §r2z
lActual advance payments (July o Dec) . j : ) ) ) o 2348} 2,286
Total advance payments 4,864 3,008
Allocated benchmark plan premium (Jan. fo June) 5,570 1,481
Actual benchmark plan premium (July fo Dec) : ] . 5,000 2600
Total benchimark plan prermium 10,570 4,081
1 antrlbutlo'n amount (laxabla year household income x applicable percentage) L ] 5,700 . 627
- Credit (total benchmark plan premlum less coniribution amount) . . L , " 4 870] . 3454
Additional credit 6f A4g|

(1) Under paragreph @)1 of this section, on their tax returns Vis allowed an additional credit of $6 and Wis owed an addataona! credit
of $4486. .

Examp!e 8. Mam'ed taxpayers filing separate tax returns. (i) Taxpayers X and Y are married and have two dependents. in 2013, the
Exchange for the rating area where the family resides determines that their 2014 household income will be $76,000 (330 percent of the
Federal poverty line for a family of 4, applicable percentage 9.5). W and Y enroll in a qualified heaith plan for 2014. The premlum for the :
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applicable benchmark plan is $14,100. X's and Y's monthly advance credit payment is $573, computed as follows: $14,100 benchmark
plan-premium minus X's and Y's contribution amount of $7,220 ($76,000 = .095) equals $6,880 {total advance credit); $6,880/12 = $573.

(iiy X and Y file income tax returns for 2014 using a married filing separately ﬁEinQ status. X reports household income of $60,000 and
a family size of three (314 percent of the Federal poverty line). Y reports household income of $16,420 and a family size of one (147
percent of the Federal poverty line). . - o . " .

(iii) Because X and Y. are married but do not file a joint return for 2014, X and Y are not applicable taxpayers and are not allowed a
premium tax credit for 2014. See §1.36B-2(b)(2). Under paragraph (b)(4) of this section, haif of the advance credit payments ($6,880/2 =
$3 440} is allocated to X and half is aflocated to Y for purposes of determining their excess advance payments. The repayment fimitation
described in paragraph (a)(3) of this section applies to X ahd Y based on the household income and family size reported on &ach return.
Consequently, X's tax liability for 2014 is increased by $2,500 and Y's tax Hability for 2014 is increased by $600. - .

Example 9. (i) The facts are the same as in Example 8 of paragraph (b)(5) of this section, except that X and Y live apart for over 6
menths of the year and X properly files an income tax return as head of household. Under section 7703{(b}, X is treated as unmarried and
therefore is not required to file a joint return. If X otherwise qualifies as an applicable taxpayer, X may claim the premium tax credit based
on the household income and farnily size X reports on the return. Y is not an applicable taxpayer and is not eligible to claim the premium
tax credit. . ' L '

(i} X must reconcile the amount of credif with advance credit payments under paragraph (a) of this section. The premium for the
applicable benchmark plan covering X and his two dependents is $9,800. X's premium tax credit is computed as follows: $9,800
benchmark plan premium minus X's contribution amount of $5,700 ($60,000 x .095) equals $4,100.

(iii) Under paragraph (b}(4) of this section, half of the advance payments ($6,880/2 = $3,440) is allocated to X and half is allocated to
Y. Thus, X is entitled to $660 additional premium tax credit ($4,100 ~ $3,440). Y has $3,440 excess advance payments, which is imited to
$600 under paragraph (a)(3) of this section. . _ _ _ ' :

Example 10. (i} A is married to B at the close of 2014 and they have no dependents. A and B are enrolled in a qualified heaith plan for
2014 with an annual premium of $10,000 and advance credit payments of $8,500. A is not eligible for minimum essential coverage (other
than coverage described in section 5000AM(1)(C)) for any month in 2014. A is a victim of domestic abuse as described in §1 .36B-2{b){2)
(iii}. At the time A files her tax return for 2014, A is unable to file a joint return with B for 2014 because of the domestic abuse. A certifies
on her 2014 return, in accordance with refevant instructions, that she is living apart from B and is unable to file a joint return because of
domestic abuse. Thus, under §1.36B-2(b)}(2)(ii}, A satisfies the joint return filing requirement in section 36B(c)(1)(C) for 2014,

(i) A's family size for 2014 for purposes of computing the premium tax credit is one, and A Is the only member of her coverage family.
Thus, A's benchmark plan for all months of 2014 is the second lowest cost silver plan offered by the Exchange for A's rating area that
covers A. A's household income includes only A's modified adjusted gross income. Under paragraph {b}(4)(ii) of this section, A takes into
account $5,000 ($10,000 x .50) of the premiums for the plan in which she was enrolled in determining her premium tax credit. Further, A
must reconcile $3,250 {$6,500 x .50} of the advance credit payments for her coverage under paragraph (b){4)(i) of this section.

{c) Applicability date. Paragraphs {(a)(1)(ii), (a)(3)(ii)), (a){4). Examples 4, 10, 11, 12, 13, 14, and 15, (b)(3), (b)(#),-an.d (b)
(5), Examples 9 and 70 apply to taxable years beginning after December 31, 2013. . :

[T.D. 9590, 77 FR 30385, May 23, 2012; 77 FR 41048, July 12, 2012; 77 FR 41270, July 13, 2012, as amended by T.D. 9683, 79 FR
43627, July 28, 2014; T.D. 9822, 82 FR 34607, July 26, 2017]
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Title 26: Internal Revenue
PART 1——'_!Nco_wze TAXES_ (CONTINUED)

§1. SOBDA-Z Mmimum essentral coverage

(a) In general Mmrmum essentra! coverage means coverage under. a govemmeni-sponsored program’ (descnbed in
_ paragraph {b) of this section), an eligible emp!oyer-sponsored pian (described in paragraph (c) of this section), a plan in the
individual market (descﬂbed in paragraph {d) of this sectron) a grandfathered health plan (described in paragraph (e) of this
section), or other health. beneﬁts coverage (described in paragraph (f) of this section). Minimum essential coverage does not
include coverage described in paragraph (g} of this sec’oon Aii terms def ned in thrs sectron app!y for purposes of thls sectlon
and §1 500{)/\-1 and §81. 5000A-3 through 1. SOODA-S . . :

(b) Government—sponsored program--(1) In general Except as provsded in paragraph (2) govemment~sponscred program
means any of the followrng SET B : , _ : SR

(;) Medrcare The Medrcare program under part A of Ttie XVIII of the SocraE Securrty Aci (42 U S C. 1395c and follcwmg
sectlonS) S e Dl S - . . .

(u) Medrcard The Medlcard program under Title XIX of the Socraf Secunty Act (42 U S C 1396 and foﬁowmg sectrons)

(m) Chrldrens Health !nsurance Program The Chrtdren s Heaith Insurance Program (CHEP) under TtEe XXI of the Socaal :
Secunty Aci 42 u. S. C 1397aa and fo!icwmg sectlons) : Lol - KRR '

(rv) TRICARE Medroal coverage under chapter 895 of Trtie 10 U S C mcludrng coverage uncfer the TRICARE program

(v) Veterans pmgrams The followmg heafth care prograrns URc er chapter 1? or 18 of Tltle 38 U S C

(A) The medrcai benef ts package authonzed for elrgrble veterans under 38 U S C 1710 and 38 U S C 1705

(B The C|\r|||an Hea[th and Medlcal Program of the Department of Veterans Affarrs (CHAMPVA) authonzed under 38
. S C 1781 and : S . :

(C) The comprehenswe heaith care program authonzed under 38 U S C 1803 and 38 U S C 1821 for certam chlldren of
V;etnam Veterans and Veterans of covered servrce in Kcrea who are suffenng frorn spina b:ﬁda IR _

(vr) Peace Corp program A hea!th plan under sectren 2504(e) of Tatle 22 U S C (reiatmg to Peace Corps vo!unteers) and

(vn) Nonappropnated Fund Health Benef rs Program The Nonappropnated Fund Health Benef ts Program of the L
Department of Defense, established under sect;on 349 of the Natronal Defense Authonzatlon Act for Frscal Year 1995 (Pub k.
103-337; 10 U. S C. 1587 note). - ' .

(2) Cedam health care coverage not minimum essential coverage undera govemment-sponsored program Government—
sponscred pmgram does not mean any of the followmg ' S

(I) Optronai coverage of famriy piannlng servrces under sectron 1902(a)(1 O)(A)(u)(XXI) of the Social Security Act (42 u.s. C
1396a(a)(1 0)(A)(u) XXy,

{ii) Optlonal coverage of tuberculosis-related services under sectron 1902(3)(1 0)(A)(r|)(XiE) of the Soczai Security Act (42
L.S. C 1396a(a)(1 0)(A)(||)(Xil)) ' . _ _

{iii} Coverage of pregnancy-retated services under sectlon 1902(a)(10)_(A)(i)(lV} and (a)(10)(A)(ii)(EX)_ of the Social Secu_rity
Act (42 U.S. C 1396a(a)(10)}{AYIXIV), (a)(?O)(A)(u)(IX)) o '

(iv) Coverage limited to treatment of emergency medical conditions in accordance with 8 UJ.S. C 1611(b)(1)(A) as
authorized by sectlon 1903(v) of the Socsai Secunty Act (42 U. S c. 1396b(v))

.https:Ilvwvw.eCff_.gOvlcgi"hinltext-idx?SlD=27e10075f559833_76805d526eb00f74b&nodeese26.f3."i__1SOOOa;628argn=div8 R 1
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'(v) Coverage for medically h.eedy'individuals under section 1902(a)(10){C) of the Social Security Act (42 U.S.C. 1396a(a)
(10)(C)) and 42 CFR 435.300 and following sections; o o

(vi} Coverage authorized under section 1115(a) of the Social Security Act (42 U.S.C. 1315(a));

(vii) Coverage under section 1079(a), 1086(c){1), or 1086(d)(1) of title 10, U.S.C,, that is soiély limited to space available
care in a facility of the uniformed services for individuals excluded from TRICARE coverage for care from private sector
providers; and ’ . ‘

(viii) Coverage under sections 1074a and 1074b of title 10, U.5.C., for an injury, illness, or disease incurred or aggravated
in the line of duty for individuals who are not on active duty. :

(c) Eligible employer-sponsored plan—(1) In general. Eligible employer-sponsored plan means, with respect to any
employee: :

(i) Group health insurance coverage offered by, or on behalf of, an employer to the employee that is—

" (A) A governmental plan (within the meaning of section 2791(d)(8) of the Public Heaith Service Act (42 U.S.C. 300gg-91(d)
@ _ L :

(B) Any other pian or coverage offered in the small or large group market within a State; or
(C) A grandfathered health plan (within the meaning of paragraph {e} of this secﬁon) offered in a group market; or
(ii} A self-insured group health plan under which coverage is offered by, or on behalf of, an employer to the employee.

(2) Government—sponsored progfam generally not an eligible employer-sponsored plan. Except for the program identified in
paragraph (b)(1){vii) of this section, a government-sponscred program described in paragraph (b} of this section is notan -
eligible emplayer-sponsored plan.

(d) Plan in the individual market—(1) In general. Plan in the individual market means heaith insurance coverage offered to
individuals in the individual market within a state, other than short-term limited duration insurance within the meaning of section
2791(b)(5} of the Public Health Service Act (42 U.S.C. 300gg-91{b}{5)). -

.(2) Qualified heaith plan offered by an Exchange. A qualified health plén"o'ﬁered by an Excharige is é plén in the individual
market. If a territory of the United States elects to establish an Exchange under section 1323(a)(1) and (b) of the Affordable
Care Act (42 U.S.C. 18043(a)(1), (b)), a qualified health plan offered by that Exchange is a plan in the individual market.

(e) Grandfathered health plan. Grandfathered health plan means any grodp heaith plan or group health insurance coverage
to which section 1251 of the Affordable Care Act (42 U.S.C. 18011) applies. : o

(f) Other coverage that qualffies as minimum essential coverage. Minimum és_sential coverage includes ‘any plan or
arrangement recognized by the Secretary of Health and Human Services, in coordination with the Secretary of the Treasury, as
minimum essential coverage.

{4) Excepted benefits not minimum essential coverage. Minimum essential coverage does not include any coverage thét
consists solely of excepted benefits described in section 2791(c)(1), (cK2), (€)(3), or (c)}(4) of the Public Health Service Act (42
U.S.C. 300gg-91(c)). ' ' .

[T.D. 9632, 78 FR 53655, Aug. 30, 2013, as amended at 78 FR 78255, Dec. 26, 2013; T.D. 9705, 79 FR 70469, Nov, 26, 2014] -
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T'ﬂe 26 internal Revenuo
PART 1-——~INCOME TAXES (CONTINUED)

_§1 7703-1 Determinatlon of maritel siatus

{a) General rule The deterrnmatron of whether an lndrwduel ls merried shell be made 2§ of the close of hrs laxable year
unless his spouse dies dunng his taxable year, in which oese such determination shall be mede as of the time of stich death
and, except as. pnovided In paragraph {b) of this section, an individual shali:be oonsrdemd as married even though living apart
from his spouse unless. legally separated: undera decree of divoroe separate mamtersenoe ?he provrsions of ihis pa" : g‘raph _
may be iilustrated by the following exemples' : : S IR R bt

Exemple 1 ‘l’axpayer A and his wife B boﬂ'r make their retums ona calendar mr basls In July 1954 they enter lnto e eeperation
agmement and thereafter live apart, but no decree of divorce or separate maintenance Is issued until March 1956, If A itemizes and dlaims
his actual deductions on his return for the calendar year 1954, B ‘may not elect the’ sbendard deduedon on: her retum since B- is oonsidered h
as married to A (although permenently separated by agreement) on the last day of 1954, :

Exemple 2 Taxpayer A makes his retums on the bas%s of a ﬁsoel yeer ending June 30. His wife B makes her retums on lbe oalendar
year basis. A died in October 1954, In such case, since A and B were married as of the date of death, B may not elect the standard
deduction for the calendar year 1954 if the Inoome of A for the short iexable year endlng wllh the date of his death is dehnnlned wrthoul

regard to me siendard deductlon

(b) Certain mamed rndrwduels lrvmg epart (1) For purposes of Parl lV of Subchapter B of Chapter 1 of the Code an _
;ndivrdual is not considered as married for taxable years begrnnrng after December 31, 1969, if (i) such individual is married
{within the meaning of peregraph {a) of this sectlon) butfiles a sepazate return; (i) such mdwiduel maintains as his home a
‘household which constitutes for more than one-half of the taxable year the pnnolpal piace of ebode ofa dependent (@ who
(within the meaning of section 152 and the regulations thereunder) is a son, stepson, daughter, or stepdaughter of the -

.+ individual, and (b) with respect to whom such individual is entitled to a deduction for the taxable year under section 151; i)
. such individuai fumishes over half of the cost of mernternrng such household. dunng the. taxable yeer end (w) durmg the entrre
- taxabie year suoh mdiwdual s spouse is not a member of soch household . _ i

(2) For purposes of subparagreph (1)(r|)(e} of this paragraph a Iegally adopted eon or deughter of an indlv:duai a child.
(described in paragraph (c)(2) of §1.152-2) who is a member of an individual's household if placed with such individual by an
authorized placement agency (as defined In paragraph (c){(2) of §1.152-2) for lagai adoption by such individual, or a foster ohild
(described in ‘paragraph (c)(4) of §1. 152-2) of an individual if such child satisfies the requirements of section 152(a)(9) ofthe .
Code and paragraph (b) of §1 152—1 with respect to such mdividual shall be treated asa. son or deughter of suoh mdlvsduel by
blood . S FR _ :

(3) For purposes of subparagraph {1)(lr) of thre paregraph the househoid rnust ectually oonstltute the home of the
individual for his texeble year. However, a physical chenge in the location of such home will not prevent an individual from
quellfyrng for the treatment provided in subparagraph (1) of thig paragraph #t is not sufficient that the individual maintain the
household without being its occupant. The individual and the dependent described in subparagraph (1)(ii)a) of this paragraph
must occupy the housshoid for more than one-half of the taxable year of the individual. However, the fact that such dependent
is bom or. dies within the taxable year will not prevent an individual from quallfylng for such treatment if the household :
constitutes the principal place of abode of such dependent for the remaining or preceding part of such taxable year. The
individual and such dependent will be considered as occupying the household during temporary absences from the household
due to special circumstances. A nonpermanent failure to occupy the common abode by reason of illness, education, business,
vacation, mifitary service, or a custody agreement under which a child or stepch;ld is absent for less than 6 months in the

‘ taxebie year of the taxpayer. shall be considered a temporery absence due fo spacial circumstances. Such absence will not
prevent an individual from qualifying for the treatment provided in subparagraph (1) of this paragraph if (i) it Is reasonable to.
assume that such andlvrduel orthe dependent will retum fo the household and (i) such :ndwrduai oonhnues to malntam such
househo!d or e substentrelly equ:velent household in ant:c;patron of suoh return L . : : :

(4) An mdwroual shall be considersd as maintermng a household only if he pays more than one-half of the oost thereof for
his taxable year. The cost of. mainfaining a household shall be.the expenses incurred for the mutual benefit of the occupants.
thereof by reason of its operation as the principal piaoe of abode of such occupants for such taxable year. The cost of
maintaining a household ghall not rnolude expenses otherwise incurred. The expenses of mamtern:ng a household include
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property faxes, morigage interest, rent, utility charges, upkeep and repairs, property insurance, and food consumed on the
premises. Such expenses do not include the cost of clothing, education, medical treatment, vacations, life insurance, and
transportation. In addition, the cost of maintaining a household shall not include any amount which represents the value of
services rendered in the household by the taxpayer or by a dependent described in subparagraph {1)ii}(a) of this paragraph.

(5) For purposes of subparagraph {1)(iv) of this paragraph, an individual's spouse is not a member of the househoid during
a taxable year if such household does not constitute such spouse's place of abode at any time during such year. An individual's
spouse will be considered to be a member of the household during temporary absences from the household due {o special
circumstances. A nonpermanent failure to occupy such household as his abode by reason of iliness, education, business,
vacation, or military service shall be considered a mere temporary absence due to special circumstances. :

(6) The provisions of this paragraph may be illustrated by the following example:

Example. Taxpayer A, married to B at the close of the calendar year 1971, his taxable yeaf, is fiving apart from B, but A is not legally
separated from B under a decree of divorce or separate maintenance. A majntains a household as his home which is for 7 months of 1971
the principal place of abode of C, his son, with respect to whom A is entitled to a deduction under section 151. A pays for more than one-
half the cost of maintaining that household. At no time during 1971 was B a member of the househoid occupied by A and C. Afilesa
separate return for 1871. Under these circumstances, A is considered as not married. under section 143(b) for purposes of the standard
deduction. Even though A Is married and flles a separate return A may claim for 1971 as his standard deduction the larger of the low
income allowance up to a maximum of $1,050 consisting of both the basic allowance and additionat allowance (rather than the basic
aliowance only subject to the $500 limitation applicable to a separate return of a married individual) or the percentage standard deduction
subject to the $1,500 limitation (rather than the $750 limitation applicable to a separate retum of a married individual), See §1.141-1. For
purposes of the provisions of part IV of subchapter B of chapter 1 of the Code and the regulations thereunder, A is treated as unmarried.

[T.D. 7123, 36 FR 11086, June 9, 1971. Redesignated by T.D. 8712, 62 FR 2283; Jan. 16, 1697]
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{d} Complainant means the employee
who filed an FLSA section 18C com-
plaint or on Whase beha,lf a compla.mt

: was, filed.

(ex1) Emplo'yee means a,ny mdwxdual
‘employed by an employer. Tn the case
of an indivi{lua,l employed by a public
agency, the term employee means any
individual employed by the Govern-

'ment of the United States: As a civil-
. .ian-in the military depa,rtments (a5 de-
_fined in 5 U.8.C. 102), in any execntive
| agENCy. (as defined in § U.8, C 108), in

any unit of the judicial branch of the

“Government whlch has positions in the
-.competitive .

(gervice, - in.- a- . non-
appropriated . fund mstrumentality
under - the ;)urisdzction of .the  Armed
Forces, in the Library of Congress, or
in the Government FPrinting Office. The

- term emplnyee also means any . indi-
- vidual .employed by the United: States

Postal . Service .or ‘the Postal. Regu-

latory Comm1ssmn, and any-individual
.-employed by a State, polit;ma.l subdivi-

sion .of a State, or an mterstate gov- -
. ermnental agency, other than an indi-
_vadua.l who is not subject to-the civil
--service laws of.the Btate, political:sub- -
. division, or agency which employs him;

and ‘who holds “a'public ‘eléctive office

-of that SBtate, pohtma.} subdivision, or
. agency, is..gelected, by ‘the holder of
-such ‘an office to.be. a member -of ‘his
_personal staff, iz appointed by such an

officeholder_-to_ serve on.a policymaking

level, 'is ‘an immediate adviser to such -
~ -an officeholder with respect to the con-
-stitutional or legal powers of his office,
or 18 an employee in the legislative

branch.. or - legiglative. body. ‘of: that

" -8tate,: political subdivision, or. agency

and is not employed by the legislative
library of such State pOllth&I subdw:-

.smn, OF agency.

2y The term employee does not m-
clude i

(i} Any indivmual who vohmteers to
perform services for 'a public agency

“‘whichisa St.ate a pohtlca,l subdivision
-of -a ‘State, ‘or ‘an interstate govern-

mental agency, if ‘the individual re-

- ¢eives no compensation or is paid ex-
. penses, reasonable benefits, or a nomi-

nal “fee "to perform “the services for

‘“which the’ indlvzdual voluntesred—and
“such services are not the same type of
“services which “the indwad_ua._} is em-

“threatening,

! 29 CFR Ch XVl 7-1-14 Ediiion)

ployed to perform for such pubhc a.gen- ,
oy, -

(i) Any employee of a pubhc ageney
which is 'a State, political subdivision

“of ‘a'State, "Or ‘an ‘interstate - goverm
‘fnental agency that volunteers ‘to per-

form services for any other State, po-
litical subdivision, or Interstate gov-

“ernmental ‘agency, including a Btate,

political -subdivision or -agency - with
which the employing ' State, political
subdivision, ‘or a_gency has a mntu.al a.1d _

: a.greeme nt or

- (iii) ‘Any -individual who volunteers
then" services solely for humanitarian
purposes to private non-profit food

banks and who receive. grocemes from
.t;he food banks.

-{(8) .~ The -term. employee mc.ludes

former.: employees -and apphcants for

employment :
(f). Employer. mcludss any person aot— ‘

.;mg diregtly or indireotly in the inter-

eat.of an employer in relation to an

.employee and includes a pu.bhc a.gency,
.but does not include: -any: labor organi-

zation (other than when acting as an
empleyer) .or. anyone acting in.the ca-

pacity of officer or agant of Such iabor_ o

orga.mzatmn
{g) ‘OSHA -means the Occupa,twna,l
Bafety and Health Adminjstration of

the United Si:a.tes Department of
J.abor. :

B4} Persan mea.ns an indlv:ldual pa.rt.-

'nership, a.ssocm.’sion, corpotaﬁlon, busi-

ness trust, legal represen‘sa.tlve, or. amr

“organized group of persons,

(1Y Respondent means the 'e'mployer
named in the complaint who is a.lleged

_to have Violated the Act.

R Secretary means the Secﬁ'etary nf
Labér or person to whom authority
under the Affordable Care Act has been

delegated,

(k) Any fﬁture statutory ameud—
ments that affect the definition of -a

“term or tefms listed in this section will

apply in heu of the deﬂnitmn stated

herein

§1984.102 Obhgahons and pmhlblted

Cacts. -

(a) No employer may dlscharge or
otherwise retaliate against, including,
but’ ‘not . limited “-to, ~intimidating,
restra.mmg,_ “coercing,
‘blacklisting or disciplining,” any em-

‘ployee with respect to the emplcyee 8

-280



Occupational Safety and Health Admin., Labor

compensation, terms, conditions, or
privileges of employment because the
employee {or an individual acting at
the request of the employee), has en-
gaged in any of the activities specified
in paragraphs {bX1) through (&) of this
section. .

(by An employee is protected against
retaliation because the employee (or
an individual acting at the request of
the employee) has:

(1) Received a credit under section
368 of the Internal Revenue Code of
1986, 26 U.B.C. 36B, or a subsidy under
section 1402 of the Affordable Care Act,
42 U.8.C. 18071,

(2} Provided, caused to be provided,
or is about to provide or cause to he
provided to the employer, the Federal
Government, or the attorney general of
a State information relating to any
violation of, or any act or omission the
employvee reasonably believes tc he a
viclation of, any provision of title I of
the Affordable Care Act (or an amend-
ment made by title I of the Affordable
Care Act);

{3y Testified or-is abount to testify in
a proceeding concerning such viola-
tion; )

(4) Assisted or participated, or is
about to assist or participate, in such a
proceeding; or

(6) Objected to, or refused to partici-
pate in, any activity, policy, practice,
or assighed task that the employee (or
other such person) reascnably believed
to be in viclation of any provision of
title I of the Affordable Care Act {or
amendment), or any order, rule, regula-
tion, standard, or ban under title I of
the Affordable Care Aot (or amend-
ment),

§$1984.103 Filing of retaliation com-
plaint.

. (a) Who may file. An employee who
helieves that he or she has been retali-
ated against in violation of section 18C
of the FLSA may file, or have filed by
any person on the employee’s behalf, a
complaint alleging such retaliation.

(b} Nature of filing. No particular
form of complaint is required. A com-
plaint may be filed orally or in writing.
Oral complaints will be reduaced to
writing by OSHA. If the complainant is
unable to file the complaint in English,

§1984.104

O8HA will accept the complaint in any
language.
{¢)Y Place of filing. The complaint

. should be filed with the OSHA office re-

gponsible for enforcement activities in
the geographical area where the em-
ployee resides or was employed, but
may be filed with any OSHA officer or
employee, Addresses and felephone
numbers for these officials are set forth
in local directories and at the fol-
lowing Internet address: http:t/
www.osha.gov,

(d) Time for filing. Within 180 days
after an alleged violation of section 18C
of the FLSA occurs, any employee who
helieves that he or she has been retali-
ated against in violation of that sec-
tion may file, or have filed by any per-
son on the employee’s behalf, a com-
plaint alleging such retaliation. The
date of the postmark, facsimile trans-
mittal, electronic communication
transmittal, telephone call, hand-deliv-
ery, delivery to a third-party commer-
cial carrier, or in-person filing at an
OSHA office will be considered the date
of filing. The time for filing a com-
plaint may be tolled for reasons war-
ranted by applicable case law.

§1984.104 Investigation. -

(a) Upon receipt of a complaint in the
investigating office, the Assistant Sec-
retary will notify the respondent of the
filing of the complaint, of the allega-
tions contained in the complaint, and
of the substance of the evidence sup-
porting the complaint. Such materials
will be redacted, if necessary, in ac-
cordance with the Privacy Aot of 1874,
5 U.8.C. 552a, and other applicable con-
fidentiality laws. The Assistant Sec-
retary will also notify the respondent
of its rights under paragraphs (b) and
() of this secticn and paragraph (e) of
§1984.110. The Assistant Secretary will
provide an unredacted copy of these
same materials to the complainant (or
complainant’s legal counsel if com-
plainant is represented by counsel) and
to the appropriate office of the Federal
agency charged with the administra-
tion of the general provisions of the Af-
fordable Care Act under which the
complaint is filed: Rither the Internal
Revenue Service of the United States
Department of the Treasury (IRS), the
United States Department of Health

281



311!2018 C ' - _ ' o eCFR— CodeofFederaERegutatrons '

ELECTRONlC CGDE OF FEDERAL REGULATIONS

-CFR data is current as ‘of July 31 2018
Title 42 - Shapter IV — Subchapter C _——#I'Part _4'3.5' — Subpart E §43_5.403 o
Title 42: Publlc Heaith
PART 435—ELIGIBILITY IN THE STATES DESTRECT OF COLUMBiA THE.NORTHERN MARiANA ISLANDS, AND

AMERICAN SAMOA
Subpart E-;-_-G_en_eral Eligibility Requirements -

_ §435 403 State residence.

{a) Reqmrement The -agency must provrde Mecltca;ct to ehglble reSIdents of the Stete mctuctmg resrctents who are absent
from the State. The condttrons under whrch payment for servsces is provuded to out-of-State resrdents are set forth in §43‘t 52 of
this chapter : . : T

(b) Def nrtron For purposes of this. sectton--lnst.rtut:on has the same meaning as lnst:tuﬁon and Medical institution, as .
def nedin §435 101 0. For purposes ‘of State. placement the terrn also mcludes foster care homes Ilcensed as set forth in 45
CFR 1355. 20 and prowdlng food shelter and supportlve servroes to one or more persons unrelated to the propnetor o

(o) Incapabmty of md;catmg mtent For purposes of thls section an. rndw:dual is consrderecf mcapabte of rndtcatlng mtent if
the ind;\ndualm o . o _

... () HasanlQ. of 48 or less or has a mental age of 7 or Eess based on tests acceptable to the Inteltectual Dtsabtttty agency
mtheState : : y _ _ Cen T O _

(2) is;uclged legalty mcompetent or _' '

(3) Is feund sneapabfe of 1nd|cat|ng mtent based oh mecttcal documentatron obtamed from a physroran pSychoiogrst or
:other person itsensed by the State in the f eld of mtellectual d|sabllrty

. (d} Who is a State resrdent A reStdent of a State is any mdrv;duat who
B (1) Meets the oondltaons in paragraphs {e) through (I) of thts section or o
(2} Meets the cntena Spec:fied in an mterstate agreement under paragraph (k) of thls sectlon

(e} Placement by a State inan out-of -Stale mstrtutlon—(t) General ml‘e Any agency of the State :ncludlng an entity
.recogmzed under State law as being under contract with the State for such ‘purposes, that arranges for an individualto be -
placed in an institution Iocated In another State, is recognrzed a8 actlng on behalf of the State in maksng a placement The State _
_ 'arranglng or actually mak;ng the ptacement IS consrdered as the rndlwdual‘s State of resrctence ' o

{2) Any actson beyond provrdmg lnformatron to the mdr\adual and the mdtvrdual‘s famtty would oonstrtute arrangrng or
makmg a State placement However the followrng actrons do not constltute State placement

- i) Prev;d;ng basic information to individuals about anottter State s Medrca;d program and rnformatron about the avarlab:hty
of heaItn care serv:ces and fac:lrtles in another State . :

(rr) Assrstlng an indlwdual in Iocatlng an rnstrtutson in another State provsded the mclwrdual is capabte of mdrcatmg :ntent
and mdependently cter:ldes to rnove i :

_ {3) When a competent mdwrdual Ieaves the fac:llty in whlch the mdzvzdual is p!aced by a State that :ndrvuduai’s State of
"resrdence for Medrcard purposes IS the State where the mdwrduat ts physlcally Iocatecl B :

. o{4) Where a plasement is tnltaated by a State because the State lacks a suffi ment number ef appropnate facmtles to prov;de
' 3'_servrces to rts resrdents the State makrng the placement is the mdwrctual's State of resrdence for Med;calct purposes '

(f) indfwdual‘s recerwng a State supplementary payment (SSF’) For mdtvrcluals of any age who are receivmg an SSP the
State of resrdence is the State paysng the SSP

https:I!www,ecf_r.govlcgi-hinfteat—idx?sID=ee45e3f12{158971d2354sQBd72a834d6&mc=tr1£e&node=se42.4.435;-1403&rgn'=div8 A R 7
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(9) Individuals receiving Title IV-E payments. For individuals of any age who are receiving Federal paymenté for foster care
and adoption assistance under titte IV-E of the Social Security Act, the State of residence is the Stdte where the child lives.

(h) Individuals age 21 and over. Except as provided in paragraph (f) of this section, with respect to individuals age 21 and
over — ' '

(1) For an individual not residing in an institution as defined in paragraph (b) of this sectlon the State of residence is the
State where the individual is living and—

(i} Intends to reside, including without a fixed address; or
(i) Has entered the State with a job commitment or seeking employment (whether or not currently employed).

(2) For an individual not residing in an institution as defined in paragraph (b) of this section who is not capable of stating
intent, the State of remdency is the State where the individual is living.

(3) For any institutionalized individual who became incapable of indicating intent before age 21, the State of residence is—

(i} That of the parent applying for Medicaid on the individual's behalf, if the parents reside in separate States (if a legal
guardian has been appointed and parental rights are terminated, the State of residence of the guardian is used instead of the -
parent's);

{ii) The parent's or legal guardian's State of residence at the time of placement (if a legal guardian has been appointed and
parental rights are terminated, the State of residence of the guardian is used instead of the parent's); or

(iii) The current State of residence of the parent or legal guardian who files the application if the individual is
institutionalized in that State (if a legal guardian has been appointed and parental rights are terminated, the State of residence
of the guardian is used instead of the parent's). '

(iv) The State of residence of the individual or party who files an application is used lf the individual has been abandoned
by his or her parent(s), does not have a legal guardian and is institutionalized in that State.

_ (4) For any institutionalized individual who became incapable of indicating intent at or after age 21, the State of residence is '
the State in which the individual is physically present, except where another State makes a placement.

(5) For any other mstututsonal:zed individual, the State of residence is the State where the individual is living and intends to
reside.

(i} Individuals under age 271. For an individual under age 21 who is not eligible for Medicaid based on receipt of assistance
under tifle IV-E of the Act, as addressed in paragraph (g) of this section, and is not receiving a State supplementary payment,
as addressed in paragraph (f) of this section, the State of residence is as follows:

(1) For an individual who is capable of |nd|cat|ng intent and who is emancipated from his or her parent or who is married,
the State of resndence is defermined in accordance with paragraph (h)(1) cf this section.

(2) For an individual not described in paragraph (i(1) of this section, not living in an institution as defined in paragraph (b)
of this section and not eligible for Medicaid based on receipt of assistance under title IV-E of the Act, as addressed in paragraph
(g) of this section, and is not receiving a State supplementary payment, as addressed in paragraph (f) of this section, the State
of residence is; :

(i} The State where the individual resides, including without a fixed address; or

(it} The State of ressdency of the parent or caretaker in accordance with paragraph (h)(1) of this sect;on wnth whom the
individual resides.

(3) For any institutionalized individual who is neither married nor emancipated, the State of residence is—

(i) The parent's or legal guardian's State of residence at the time of placement (if a legal guardian has been appointed and
parental rights are terminated, the State of residence of the guardian is used instead of the parent’s); or

(ii) The current State of residence of the parent or legal guardian who files the application if the individual is institutionalized
in that State (if a legal guardian has been appointed and parental rights are terminated, the State or residence of the guardian is
used instead of the parent's).

(ifi) The State of residence of the individual or party who files an application is used if the individual has been abandoned
by his or her parent(s), does not have a legal guardian and is institutionalized in that State, -

https../fwww.ecfr.govicgi-binfext-idx ?SID=ae4 5e3f12d58971 d2354c98d72a834d6&mc=trué&nude=se42.4.435__1 403&rgn=divg ) ) 213
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(i) Specific prohibitions. (1) The agency may not deny Medicaid eligibility. because an mdl\ndual has not resnded in the State
for a speclf ed penod . _ _ . _

{2) The agency may not deny Medicaid ellg:bsllty to an mdnndual inan lnst:tutlon who satlsﬁes the residency rules set forth
in this section on the grounds that the mdzwdual did not establ;sh remdenoe in the State before entering the institution.

(3) The agency may not deny or terminate a ressdent‘s Medicald eligibility because of that person's temporary absence
from the State if the person intends to return when the purpose of the absence has been acoompllshed uniess another State
has cietermmed that the person lS a res;dent there for purposes of Medlcaid c

(k) lnterstate agreements A State may have a wntten agreement with another State settmg forth rules and procedures
resolving cases of disputed residency. These agreements may establish criteria other than those specified in paragraphs (c)
through (i) of this section, but must not include criteria that result in loss 'of residency in both States or- that are prohibited by
paragraph (j) of this section. The agreements must contain a procedure for providing Medicaid to individuals pending resolution
of the case. States may use interstate agreements for purposes other than cases of disputed reSidency fo facilitate -

: admmsstrataon of the program, and to fectlltate the placement and adoptron of tctle lV-E mdlwduais when the chzld and hIS or her
adoptwe parent(s) move lnto another State S e Ch e L S . . '

. (B Contmued Medrca;d for mstftut;onahzed beneficiaties, lf an agency is. prowcfmg Medicaid to an mstttutlonallzed o
_-.beneﬁclary who asa result of. thts section would be cons:dered a8 re5|dent of a d_;f[er_e_nt State— Ll

(1) The agency must contmue to prowde Medlcald to that benef iciary from June 24, 1983 unttl Juiy 5 1984 unless it makes
arrangements wrth another State of: resadence to prowde Medtcaxd atan eariier date: and el j-_ o .

(2) Those arrangements must not molude prows:ons proh:bsted by paragraph (1) of thls sectlon

(m) Cases of d:sputed res:dency Where two or more States cannot resolve whlch State is the State of resadence the State
where the individual is physically located is the State of residence. .

{49 FR 13531, Apr. 5, 1984 as amended at 55 FR 48608, Nov. 21 1990 71 FR 39222 July 12 2006 77 FR 17208 Mar 23 2012]

Need asslstance?
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Title 42 — Chapter IV — Subchapter C — Part 435 — Subpart G — §435.603

" Title 42: Public Health ' ' ) ' '
PART 435—ELIGIBILITY IN THE STATES, DISTRICT OF COLUMBIA, THE NORTHERN MARIANA ISLANDS, AND
AMERICAN SAMOA o _ A _ _ .
Subpart G—General Financial Eligibility Requirements and Options

§435.603 Application of modified adjusted gross income (MAGI).
{(a) Basis, scbpe, and implementation. (1) This section implements section 1802(e)(14) of the Act.

(2) Effective January 1, 2014, the agency must apply the financial methodologies set forth in this section in determining the
financial eligibility of all individuals for Medicaid, except for individuals identified in paragraph (j) of this section and as provided
in paragraph (a)(3) of this section. '

* (3) In the case of determining ongoing eligibility for beneficiaries determined eligible for Medicaid coverage to begin onh or
before December 31, 2013, application of the financial methodologies set forth in this section will not be applied untit March 31,
2014 or the next regularly-scheduled renewat of eligibitity for such individual under §435.916 of this part, whichever is later.

(b} Definitions. For purposes of this section—
Child means a natural or biological, adopted or step child.
Code means the Internal Revenue Code.

Family size means the number of persons counted as members of an individual's household. In the case of determining the
family size of a pregnant woman, the pregnant woman is counted as herself plus the number of children she is expected to
deliver. In the case of determining the family size of other individuals who have a pregnant woman in their househeld, the
pregnant woman is counted, at State option, as either 1 or 2 person(s) or as herself plus the number of children she is expected
to deliver.

Parent means a natural or biological, adopted or step parent.
Sibling means natural or biological, adopted, half, or step sibling.
Tax dependent has the meaning provided in §435.4 of this part.

{c) Basic rufe. Except as speciﬁed in paragraph (i}, (i), and (k) of this section, the agency must determine ﬁnanﬁ:iai eligibility
for Medicaid based on “household income” as defined in paragraph (d) of this section. '

(d) Household income-—(1) General rule. Except as provided in paragraphé (d)(2) through (d}{(4) of this section, househoid
income is the sum of the MAGI-based income, as defined in paragraph (e) of this section, of every individuat included in the
individual's household. :

(2) Income of children and tax dependents. (i) The MAGI-based income of an individual wha is included in the household of
his or her natural, adopted or step parent and is not expected to be required to filé a tax return under section 6012{(a}(1) of the
Code for the taxable year in which eligibility for Medicaid is being determined, is not included in household income whether or
not the individual files a tax return. :

(i) The MAGI-based income of a tax dependent described in paragraph (f}(2)(j) of this section who is not expected to he
required to file a tax return under section 6012(a)(1) of the Code for the taxable year in which eligibility for Medicaid is being
determined is not included in the household income of the taxpayer whether or not such tax dependent files a tax return.

(3) In the case of individuals described in paragraph (f(2)() of this section, household income may, at State option, also
include actually available cash support, exceeding nominal amounts, provided by the person claiming such individual as a tax
dependent. . ' :

https:Iww.ec&.govlcgi—binﬂexi-idx?sID=ae45&3f1 2d58071 d2354c98d72a83466&mc=true&node=se42.4.435*1 603&rgn=div8 ] ' 1/4
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(4) Effective January 1, 2014, in determining the eligibility of an individual using MAGI-based mcome a state must subtract
an amount equivalent to 5 percentage points of the Federal poverty level for the. applicable famrty size only to determine the
eligibility of an individual for medical assistance under the eligibility group with the highest income standard using MAGI-based
methodologres in the applrcabte Title of the Act, but not to determrne elrgrbrtrty fora partrcular etrgrbrtrty group.

(e) MAGI-based income, For the purposes of this sectron MAGI-based income means mcome calculated usmg the same
financial methodologies used to determme modrﬁed ad;usted gross mcome as deﬁned in section 368(d)(2)(B) of the Code, with
the foltowmg exceptrons-— : .

(1) An amount recelved asa tump sum ig counted as income only in the rnonth received

(2) Scho!arshrps awards or feﬂowshrp grants used for educatron purposes and not for Irvrng expenses are excluded from .
mcome : : _ . : IR . o

(3) Amencan Indran/Alaska Natrve exceptrons The fotiowrng are exc!uded from mcome
(r) Drstnbutrons trom Ataska Natwe Corporatrons and Settlement Trusts : '

(u) Dlstnbutlons from any property held in. trust subject to Federat restrrctrons Iccated W|thrn the most recent boundanes of
a pnor Federal resenratron of otherw:se under the supervrs:on of the Secretary of the intenor ' :

_ (m) Dastnbutrons and payments from rents Eeases rrghts of way, royaltres usage nghts or naturat resource extractron and
harvest from-- - . _ s : : '

(A) Rrghts of ownership or possession in any lands descnbed in paragraph (e)(3)(u) of thrs sectron or
(B) Federatly protected nghts regardrng otf—reservatron nuntrng ﬁshrng, gathenng, or usage of natural resources | _
(nr) Drstnbutrons resuttmg frorn reai property ownershrp 1nterests retated to natural resources and rmprovements——- |
e _(A) Located on or near a reservatron or W|th|n the most reoent boundanes of a pnor Federal reservatron or '
-(B) Resultrng from the exercrse of federally—protected nghts retatrng to such reat prOperty ownershlp rnterests

BRI (V)| Payments resuttrng frorn ownershrp rnterests in or usage nghts to items tnat have unique religious, sprntual tradltronal
A _or cutturaf srgnrt’ cance or nghts that support subsrstence ora tradrtronat trfestyte acoordrng to appilcable Trrbal Law or custom

(vr) Student fi nancral assrstance provrded under the Bureau of indran Affarrs eduoatlcn programs

(B Household--(t) Basrc rule for taxpayers not c!armed asa tax dependent In the case of an rndwrdua] who. expects to file
1a tax return for the taxable year in whichan initial determination ‘ot renewal of. eligibility i is being. made, ahd who does not expect
to be claimed as a tax. dependent by.another taxpayer, the household: consists of the taxpayer and subject o paragraph {t)(S)
of thrs sectrcn all persons whom such mdnnduat expects to clarm as:a tax dependent Sl RSO

: (2) Basrc rule for rndrwduars clarmed as a tax dependent tn the_ _ca_se of an mdnnduat who expects to. be claimed asa tax
: dependent by another taxpayer for the taxable year in which an initial determmatlon or, renewat of eligibility is betng made, the
household is the household of the taxpayer claiming such individual as a tax dependent except that the househotd rnust be

determlned in accordance wrth paragraph (t)(3) of thls sectron in the case of-— E-
(r) lndrvrduals other than a spouse or chrld who expect to be clarmed as a tax dependent by another taxpayer and

i), indlwduals under the age specn" ied by the State under. paragraph (f)(a)(rv) of this sectrcn who expeot to be clalmed by
.one parent asa tax dependent and are tl\nng with both parents but whose parents do not expect £ (¢] f‘ te a fornt tax return -and

(i) tndrwduals under the age specrt’ ect by the State under paragraph (f)(3)(w) of thls sectton who expect to be clalmed asa
tax dependent bya non—custodlai parent Fcr purposes of this sectaon—-— e : _ e .

(A) A court order or brndrng separatron drvorce or custody agreement estabtrshmg physrcai custody controls or

_ (8) If there is no such order or agreement orin the event of a shared custody agreement the custodlal parent is the. parent
with whcm the child spends | most hights. S S . _

(3) Rules for individuals who neither file a 'ra'x refurn nor are claimed as a tax dependent. In the case of individuals who do
_hot expect to file a Federal tax return and do not expect to be claimed as a tax dependent for the taxable year in which an initial
determmatron of renewat of elrgrbllrty is belng made, or whc are descnbed in paragraph (f)(z)(r) (f)(2)(n) or (f)(2)(u|) of thrs
section, the household consists of the rndzvrdual and, if fliving with the rndwrduaiw .
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(i) The individual's spouse; '

" (i) The individual's children under the age specified in paragraph (f)(3)(iv) of this section; and o

(iii) In the case of individuals under the age specified in paragraph (f(3)(iv) of this section, the individual's parents and
siblings under the age specified in paragraph (f)(3)(iv) of this section. .

" (iv) The age specified in this paragraph is either of the following, as elected by the agency in the State plan— o
(A) Age 19; or
(B) Age 19 or, in the case of full-time students, age 21.

~{4) Married couples. In the case of a married couple living together, each spotise wilf be included in the household of the
other spouse, regardiess of whether they expect to file a joint tax return under section 6013 of the Code or whether cne spouse
expects to be claimed as a tax dependent by the other spouse.

(5) For purposes of paragraph (f)(1) of this section, if, consistent with the procedures adopted by the State in accordance
with §435.956(f) of this part, a taxpayer cannot reasonably establish that another individual is a tax dependent of the taxpayer
for the tax year in which Medicaid is sought, the inclusion of such individual in the household of the taxpayer is determined in
accordance with paragraph (f}(3) of this section. . '

(9) No resource test or income disregards. In the case of individuals whose financial eligib'i!it'y'fo% Medicaid is determined in
accordance with this section, the agency must not—

{1) Apply any assets or resources te'st; or

(2) Apply any income or expense disregards under sections 1802(r)(2) or 1931 (b)(2)(C)',' or otherwise under title XIX of the -
Act, except as provided in paragraph (d)(1) of this section. ' :

(h) Budget period-—(1) Applicants and new enroliees. Financial eligibility for Medicaid for applicants, and other individuals
not receiving Medicaid benefits at the point at which eligibility for Medicaid is being determined, must be based on current
monthly househald income and family size.

. (2) Current beneficiaries. For individuals who have been determined financially-eligibie for Medicaid using the MAGl-based -
methods set forth in this section, a State may elect in its State plan to base financial eligibility either on current monthly -
household income and family size or income based on projected annual household income and family size for the remainder of
the current calendar year. ' :

{3) In determining current monthly or projected annuat household income and family size under paragraphs (h)(1) or (h}(2)
of this section, the agency may adopt a reasonable method to include a prorated portion of reasonably predictable future
income, to account for a reasonably predictable increase or decrease in future income, or both, as evidenced by a signed
contract for employment, a clear history of predictable fluctuations in income, or other clear indicia of such future changes in
income. Such future increase or decrease in income or family size must be verified in the same manner as other income and
eligibility factors, in accordance with the income and eligibility verification requirements at §435.840 through §435.965, including
by self-attestation if reasonably compatible with other electronic data obtained by the agency in accordance with such sections.

@iy 1f the‘househoid income of an individual determined in accordance with this section results in financial ineligibility for
Medicaid and the household income of such individual determined in accordance with 26 CFR 1.36B-1(e) is below 100 percent
FPL, Medicaid financial eligibility will be determined in accordance with 26 CFR 1 .36B-1(g).

(i) Efigibility Groups for which MAGI-based methods do not apply. The financial methodologies described in this section are
not applied in determining the Medicaid eligibility of individuals described in this paragraph. The agency must use the financial
methods described in §435.601 and §435.602 of this subpart.

(1) Individuals whose efigibility for Medicaid does not require a determination of income by the agency, including, but not
fimited to, individuals receiving Supplemental Security Income (SSI} eligible for Medicaid under §435.120 of this part, individuals
deemed to be receiving SSI and eligible for Medicaid under §435.135, §435.137 or §435.138 of this part and individuals for
whom the State relies on a finding of income made by an Express Lane agency, in accordance with section 1902(e){13) of the
Act. :

{2) Individuals who are ége 65 or older when agé is a condition of efigibility.

~(3) Individuals whose eligibility is being determiried on the basis of being blind or disabled, or on the basis of being treated
as being biind or disabled, including, but not limited to, individuals eligible under §435.121, §435.232 or §435.234 of this part or
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under section 1902(e}(3) of the Act, but only for the purpose _o_f:det_eminir;g_e_I_ig__ibi_lit_y on suc;h basis.

(4) Individuals who request coverage for long-term care services and supports for the purpose of being evaluated for an
eligibility group under which long-term care services and supports not covered for Individuals determined eligible using MAGI-
based financial methods are covered, or for individuals being evaluated for an eligibility group for which being institutionalized,
meeting an institutional level of care or satisfying needs-based criteria for home and community based services is a condition of
eligibility. For purposes of this paragraph, “long-term care services and supports” include nursing facility services, a level of care
in any institution equivaient to nursing facility services: and home and community-based services furnished under a waiver or
State plan under sections 1815 or 1115 of the Act; home health services as described in sections 1905(a}(7) of the Act and
personal care services described in sections 1905(a)(24) of the Act. - A A SR

(5) individuals who are being evaluated for eligibi:lity for Medicare cost sha_ring'_as_sist_anc_:e undey s_e_cﬁph 1902(_a)(10)(E) of

the Act, but only for purposes of determining eligibility for such assistance.

(8) Individuals who are being evaluated for coverage as medically needy under subparts D and | of this part, but on_i_y for
the purpose of determining eligibility on such basis. ' : e S

(k) Ehg:bmty In the case of an 'ihdi'\}_'i3ual 'whose e.lig"it').il'it; IS _i;)e.ing determlned under§435214 the 'aﬁg.en'éy.m'a;;_ . _. - _
. (_1__)_ Q_opéid:er:.&g_hqusehold to consist of o_nl_y the__indii\?idu_a__l f_or_pul_'poges of p_a:a_gra__ph__(f)_ of this section; . |
2 Co_unt §n£y the _MAGI-bésed incmﬁe of the indiyidual-for purposes of ﬁaragraph (d) of this Se&ib'n_. =
(3) Increase the farmily size of the individual, as defined in paragraph (b) of the sectlon by one. - |
[77 FR .172@,__M__ar._23,_ 2012, as amended at 78 FR 42302, July 15, 2013; 81 FR 86456, N@y.'_a_o,.z;ots;

Need assistance? -
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~I;itle 42 > Chabter iV — Subchapter C — Part 435 — Subpart J — §435.911

Title 4Z: Public Health ' o o o _ .
PART 435-ELIGIBILITY IN THE STATES, DISTRICT OF COLUMBIA, THE NORTHERN MARIANA ISLANDS, AND
AMERICAN SAMOA , '

Subpart J—Eligibility in the States and District of Columbia

§435.911 Determination of eligibility..

(a) Statutory basis. This section implements sections 1902(a)(4), (a)(8), (a)(1 0)(A), (a)(19), and {e)(14) and section 1943 of
the Act. ' ' ‘ '

{b}{1) Except as provided in' paragraph {b)(2) of this section, applicable modified adjusted gross income standard means
133 percent of the Federal poverty level or, if higher - . :

(i) In the case of parents and other caretaker relatives described in §435.110(b), the income standard established in
accordance with §435.110(c) or §435.220(c); e

(ii) In the case of pregnant women, the'inbomé standard established in accordanbé with §435.116(c} of this part;
(iii) In the case of individuals under age 19, the income standard estabiished in accordance with §435.118(c) of this part;

(iv) The income standard established under §435.21 8(b)(1)(iv) of this part, if the State has elected to provide coverage
under such section and, if applicable, coverage under the State's phase-in plan has been implemented for the individual whose
eligibility is being determined.

(2) In the case of individuals who have attained at least age 65 and individuals who have attained at least age 19 and who
are entitled to or enrolled for Medicare benefits under part A or B or title XVill of the Act, there is no applicable modified
adjusted gross income standard, except that in the case of such individuals—

(i) Who are also pregnant, the applicablé modified adjusted gross income standard is the standard established under
paragraph (b}(1) of this section; or )

(i) Who are also a parent or caretaker relative, as described in §435.4, the applicable modified adjusted gross incorme
standard is the higher of the income standard established in accordance with §435.110(¢) or §435.220(c).

(c) For each individual who has submitted an application described in §435.907 or whose eligibility is being renewed in
accordance with §435.916 and who meets the non-financial requirements for eligibility (or for whom the agency is providing a
reasonable opportunity to verify citizenship or immigration status in accordance with §435.956(b)) of this chapter, the State '
Medicaid agency must comply with the following—

(1) The agency must, promptly and without undue delay consistent with timeliness standards established under §435.912,
furnish Medicaid to each such individual whose household income is at or below the applicable modified adjusted gross income
standard.

{2) For each individual described in paragraph (d) of this section, the agency must collect such additional information as
may be needed consistent with §435.907(c), to determine whether such individual is eligible for Medicaid on any basis other
than the applicable modified adjusted gross income standard, and furnish Medicaid on such basis.

(3) For individuals not eligible on the basis of the applicable modified adjusted gross income standard, the agency must
comply with the requirements set forth in §435.1 200{e) of this part.

(d) For purposes of paragraph (c)(2) of this section, individuals described in this paragraph include:

{1) Individuals whom the agency identifies, on the basis of information contained in an application described in §435.907(b)
of this part, or renewal form described in §435.916(a)(3) of this part, or on the basis of other information available to the State,
as potentially efigible on a basis other than the applicable MAGI standard;

htlps:!Iwmv.ecfr.gowcgi-binltext—idx?SID=ae45e3f12d58971d2354098d723334d6&mc=lrue&node=se42.4.435_1 911 &rgn=divd . 12
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@ Indwlduals who submit an alternatwe appl;catlon described in §435 907(c) of this part; and

{3) Indlwduais who otherwise request a determinatmn of eiig:bthty ona basss other than the applscabie MAGI standard as
described | in §435.603()) of this part.

{77 FR 17208, Mar. 23, 2012, as amended at 81 FR 86457, Nov. 30, 2016}

Need assislance?
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Title 42: Public Health : ' : '
PART 435—ELIGIBILITY IN THE STATES, DISTRICT OF COLUMBIA, THE NORTHERN MARIANA ISLANDS, AND

AMERICAN SAMOA
Subpart J—Eligibility in the States and District of Coluimbia

§435.918 Use of electronic notices.

{a) Effective no earlier than October 1, 2013 and no later than January 1, 2015, the agency must provide individuals with a
choice to receive notices and information required under this part or subpart E of part 431 of this chapter in electronic format or
by regular mail and must be permitted to change such election.

(b) If the individual elects to receive communications from the agency electronically, the agency must—

(1) Ensure that the individual's election to receive notices electronically is confirmed t-)y regular mail.

(2) Ensure that the individual is informed of his or her right to change such efection fo receive notices thrbugh regular mail.
(3) Post noticés fo the individual's electronic account within 1 business day of notice generation.

(4) Send an email or other electronic communication alerting the individual that a notice has been posted to his or her
account. The agency may not include confidential information in the email or electronic alert.

(5) Send a notice by regular mail within three business days of the date of a failed electronic communication if an electronic

communication is undeliverable.
{6) At the individual's request, provide through regular mait any notice posted to the individual's electronic account.
178 FR 42303, July 15, 2013]

Need zssistance?
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Title 42: Public Health 7 .
PART 435—ELIGIBILITY IN THE STATES, DISTRICT OF COLUMBIA, THE NORTHERN MARIANA ISLANDS, AND -
AMERICAN SAMOA : : , '
Subpart.J—Eligibility in the States and District of Columbia

§435.945 Ge_neral'r'eq_uiremenu;. _

(@) Except where the law requires other procedures (such as for citizenship and immigration status information), the
agency may accept attestation of information needed to determine the eligibility of an individuat for Medicaid (either self-
attestation by the individual or attestation by an adult who is in the applicant's household, as defined in §435.603(f) of this part,
or family, as defined in section 36B(d)(1) of the internal Revenue Code, an authorized representative, or, if the individual is a.
minor or incapacitated, someone acting responsibly for the individual) without requiring further information (inciuding -~
documentation) from the individual. ==~ . o S e

{b) The agéhcy must request and 'use information relevant to verifying an individual's eligibility for Medicaid in accordance,
with §§435.948 through 435.956 of this subpart. =~ o T T : S "

- {e) The agéncy must furnish, in a timely manner, income and eligibility information, subject to reguiations at part 431
subpart F of this chapter, needed for verifying eligibility to the following programs: ' : :

(1):T6 othér égenci'es in the State ancf othef States and té_the_ Federal prdgrams both listed in §435.948(a) of this subpart
~ and identified in section 1137(b) of the Act; e T R : : -

: (2} Other insurance afforda_bili_ty_progrﬁms;

(3_) The c_hil_d suppdﬂ: gnfbrceénent progrém_ under pad D of title IV of the Act; _and

(4) SSA for OASDI under title Il and for SSI benefits under title XV1 of the Act.

(d) All _S_taté_ éli_gibiii_ty determination systems must conduct data matching through the Public Assistance Reporting . .
fnfo_rma_t_iqnSystem(PAR_ES). P e : SRR

_ ection 1137(a}7) of the Act, and' upon request, reimburse another agency listed
in §435.948(a) of this subpart or paragraph (c) of this section for reasonable costs incurred in fumishing information, including
new de’veff_épmental costs, o PN S SR : R L

(e) The agericy must, as required under s

') Prior to _re.qdeé_ting information for an ap'plic;_ant or beneficiary from a_n_o_ther agency or program under this Subpart, the
agency must inform the individual that the agency will obtain and use information available to it under this subpart to verify .
income and eligibility or for other purposes directly connected to the administration of the State plan. ‘ S :

R (+) Cons_istent' with §431.16 of this subchapter, the agency must r_eﬁort information as prescribed by the Secretary for
purposes of determining compliance with §431.305 of this subchapter, subpart P of part 431, §§435.910 and 435.940 through
_435._965 and of evaluating the effectiveness of the 'i_ncome and ,eli_gibiiity veriﬁcation system, R AU

{h)_ infor;néiion exchéng_ed electroﬁiéaﬂy betweeh_ the State Med'ica'id'ageh'_cy and any other agency or program must be
sent and received via secure electronic interfaces as defined in §4354 of thispart,. = ' S
{i) The agency mt_:ét execute written agreements with other agencies before releasing data to, or requesting data from,
those agencies. Such agreements must provide for appropriate safeguards limiting the use and disclosure of information as
- required by Federal or State law or regulations, - o e T S

)] Verfﬁ‘cation plan. Thé agency MLESt develop, and update as modified, and submit to the Secretary, upon request, a
verification plan describing the verification policies and procedures adopted by the State agency to implement the provisions set
forth in §§435.940 through 435.956 of this subpart in a format and manner prescribed by the Secretary. .

https:Ilvmw.ec_fr.gov!c;gi-bimtextéidx?SiD=28f258f3b?2ce6481c?538d1f2976e7b&mc=true&node=se42.4.435_'té45&rgn=div8 e 42
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. (k) Flexibility in information colfection and verification. Subject to approval by the Secretary, the agency may request and
use information from a source or sources alternative to those listed in §435.948(a) of this subpart, or through a mechanism .
other than the electronic service described in §435.948(a) of this subpart, provided that such alternative source or mechanism
will reduce the administrative costs and burdens on individuals and States while maximizing accuracy, minimizing delay,
meeting applicable requirements relating to the confidentiality, disclosure, maintenance, or use of information, and promoting
coordination with other insurance affordability programs.

[77 FR 17211, Mar, 23, 2012, as amended at 81 FR 86459, Nov. 30, 2016]

Need assistance?
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PART 435—ELIGIBILITY IN THE STATES, DISTRICT OF COLUMBIA, THE NORTHERN MARIANA ISLANDS, AND _
- AMERICAN SAMOA o T : T ORI
~ Subpart J--Eligibility in the States-and District of Columbia

§435.948 Verifying financial _in_fohﬁéti‘bn.' SR

() The agenoy must in accordance with this section request the following information relating to financial eligibility from

other agencies in the State and other States and Federal programs to the extent the agency determines such information is
useful to verifying the financial eligibility of an individual: ; TR R T L
(1) Information related to wages; net eamings from self-employment, unearned income and résources from the State Wage
information COIIEctioh'Aq_'enCy' {SWICA), the .in'tei'na'lng\'fenué:S_efi!ice'(!RS)', the Sor._:ia_l Séd_#,i’rity Admin'is:trat_io'n (SSA)','"ﬂ'aé o
agencies administering the State unemployment compensation laws, the State-administered supplementary payment programs
-under section 1616(a) of the Act, and any State program administered under a plan apprdve_d under Titles |, X, XIV, or XVI of

theActand o R e e e s L T
(2) Information related 16 eligibility or enrolimient from the Supplemental Nutrition Assistance Prograrn, the State program
funded under part A of title IV of the Act, and other insurance affordability programs. - S e

" (b) Tothe extent that the Information identified i paragraph (a) of this section is avallable through the electronic sefvice
established in accordance with §435.946 of this subpart, the agency must obtain the information through such service. © "

N A (c) The ggency must ;e_dt_;é_.ét t_hé_ in_formét_ip_n_ by SSN, or if an SSN is not avai_ﬁaple, using other peréonaily idenﬁfying
- information in the in_d;‘vid_t’:_a_l’s'aéqoq_nt,‘ if possible. e R S A A e

_[77 FR 17211, Mar. 23, 2012]

~ Need assistance? -
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Title 42; Public Health : . : : .

PART 435~ELIGIBILITY IN THE STATES, DISTRICT OF COLUMBIA, THE NORTHERN MARIANA ISLANDS, AND
AMERICAN SAMCA ' ' o
Subpart J—Eligibility in the States and District of Columbia

§435.952 Use of information and requests of additional information from individuals.

_ (a) The agency must promptly evaluate information feceived or obtained by it in accordance with regulations under
§435.940 through §435.960 of this subpart to determine whether such information may affect the eligibility of an individual or
the benefits to which he or she is entitled. : ' .

{b) If information provided by or on behalf of an individual (on the application or renewal form or otherwise) is reasonably

compatible with information bbtaihed by the agency in accordance with §435.948, §435.949 or §435.956 of this subpart, the
agency must determine or renew eligibility based on such information.

" (¢) An individual must not be required fo provide additional information or documentation unless information needed by the
agency in accordance with §435.948, §435.949 or §435.956 of this subpart cannot be obtained electronically or the information

obtained electronically is not reasonably compatible, as provided in the verification plan described in §435.945(j) with
information provided by or on behalf of the individual. . .

(1) Income information obtained through an electronic data match shall be considered reasonably compatible with income
information provided by or on behalf of an individual if both are either above or at or below the applicable income standard or
other relevant income threshold. : :

(2) If information provided by or on behaif of an individual is not reasonably compatible with information obtained through
an electronic data match, the agency must seek additional information from the individusa, including—

(i) A statement which reasonably explains the discrepancy; or

(ity Other information (which may include documentation), provided that documentation from the individual is périnitted anly
" to the extent electronic data are not available and establishing a data match would not be effective, considering such factors as

the administrative costs associated with establishing and using the data match compared with the administrative costs
associated with relying on paper documentation, and the impact on program integrity in terms of the potential for ineligible
individuals to be approved as well as for eligible individuals to be denied coverage;

(i} The agency must provide the individual a reasonable period to furnish any additional information reguired under -
paragraph (c) of this section. ' ‘

(3) Exception for special circumstances. The agency must establish an exception to permit, on a case-by-case basis, self-
attestation of individuals for all efigibility criteria when documentation does not exist at the time of application or renewal, oris
not reasonably available, such as in the case of individuals who are homeless or have experienced domestic violence or a
natural disaster. This exception does not apply if documentation is specifically required under title X1 or XIX, such as
requirements for verifying citizenship and immigration status, as implemented at §435.956(a).

(d) The agency may not deny or terminate eligibility or reduce benefits for any individual on the basis of information
received in accordance with regulations under §435.940 through §435.960 of this subpart unless the agency has sought
additional information from the individual in accordance with paragraph (c) of this section, and provided proper notice and
hearing rights to the individual in accordance with this subpart and subpart E of part 431,

{77 FR 17212, Mar. 23, 2012, as amended at 81 FR 86459, Nov. 30, 2016]

Need assistance?
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Title 42 — Chapte_r I — Subchapter D — Part 457 — Subpart A — §457.10 _

- Title 42: Public Health
PART 457—-ALLOTMENTS AND GRANTS TO STATES o ) o . _
‘Subpart A—Iniroduction; State Plans for-Child Health Insurance Programs and Outreach Strategies -

§457.10 _Definitions and use of terms. o _
- :Fbr_ pugﬁoéés"of th_is part ihé_ 'fc_:I'Fow_i'ng' déﬁriitidns a_pply;
Actuarially sound principles méans generally accepted actuarial principles and practices that are applied .tc__d'etermine

-eggregate utilization pattems, are appropriate for the population and services to be covere‘d.'ahd_ have been certified by

actuaries who meet the qualification standards established by the Actuarial Standards Board. - o
o A'gvancé&_ﬁéj}méhis of the _p}éb_im_m tax cré;'.i;_(.'AP'.FC)_ has the meaning given the {é_rm. in 45 CFR 155.20.
o . Affordable Insurance Exc_:haﬁgé fExchange) ﬁas the méan_ing. given the term “Exchange” in 45 CFR 155.20. .
| Aﬁ?erirééh iﬁdﬁad/AlaSké Native (A/AN) mea_ri_s'—“u P | _ : o .' S
2 j"_('!)_A 'mefnbé_r éf_a -Feder'ai!y._r'ecogn'i.zéd_ind;fa._r.n‘ 1ribe,-"ba'r_r.d,' §r group; - . _ L e _
(2) An Eskimo or A!eut or other Alaska Native enrolled by the Secretary of the interior pufsﬁé_ﬁt .l'o_'the.Aiésl.(.a Native Claims
. Seftiement Act, 43 U.S.C. 1601 et. seq.;'or - R R EEDIR e
S . (3) A pérs_q_n_ who is.éq.r\'s._.ider'é:cli_'liﬁ_'the: :Sépréi_érg of ;hé !n.:tfer_ia;_ig bean iﬁdjaﬁ. for anypurpose -
écmgage "thrpugh the Children's _He_a_ith }nsurance_.Prqgram,--'A 'chi_k_i i_s.an_-gpp_lipanf_ un__tif the child receives'cover_gge_ through . -
e '..'Abpficatiob mé'ans-the_-éingie, stre.am.iined appifcaﬁon for:xﬁ_:iﬁ_at is used by the Stété'ih accordance with §43.5.907 (£;) Iéf_'f:hi's_' o
chapter and 45 CFR 155.405 for individqa_ls_tg_'appiy fq_r__cbve_rage fgr-a_ﬂ_-insa_:_rar_:ce afforc_i_abiii_ty programs. i

 Applicant means a child who has filed an application (or who has an application filed an their behalf) for health benefits

'Chf_’lcf n'a:eah's'ér_i mdwndual u_ﬁdgr the age.of 19 éﬁﬁuding the penod from conoeptlon to birth, S o

Child hialth assistance means payment for part or all of the cost of health benefits coverage provided to targeted low-
incorne children for the services listed at§457.402. - LT R
Childrer's Health _lnsuran'ce Program (CH)P) meaﬁs a_.program established and a_dminis_iere_d by a State,'_jointly funded with
the Federal government, to provide child health assistance to uninsured, low—inoom_e-_chiidren through a separate child health
program, a Medica_id expansion program, or a combination program, . ots L kg DR RTINS

--.Combination program means a program under which a State implements both a Medicaid expansion program and &

separate child heaith program. -. - -~ " A Sl R

- Combined sligibility notice means an elighility notice that informs an individual, or multipte family members of a household
of eligibility for each of the insurance affordability programs and enroliment in a qualified heaith plan through the Exchange, for
which a determination or denial of eligibility was made, as well.as any right to Tequest a review, fair hearing or appeal related to
“the determination made for each program. A combined nofice must meet the requirements of §457.340(e) and contain the
‘content deéscribed in §457.340(e){1), except that information described in §457.340(e}(1)()(C) may be provided in a combined
natice issued by another insurance affordability program or in a supplemental notice provided by the State. A combined -
eligibility notice must be issued in accordance with the agreement(s) consummated by the State in accordance with §457.348

Comprehensive risk contract méans a risk contract between the State and an MCO that covers comprehensive services,

that is, inpatient hospital services and any of the following services, ‘or any three or more of the following services: S
. 1) Oi_lfp:_at_i_ent_hospitaf_seryices. s ' '
" (2) Rural health ciinic services.

(3) Federally Qualified Health Center (FQHC) services.

'-:hﬁPs’:f/www.écfr.gov/cgi;ébin/texpidx?sID=be‘0izsed21a8463f9b693342b862a3bdi&mc=tru... 8/2/2018
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(4) Other laboratory and X-ray services.

{5) Nursing facility (NF} services. ‘

(6) Early and periodic screening, diagnostic, and treatment (EPSDT) services. -

(7} Famity planning services.

(8) Physician services.

(9) Home health services. . _

Coordinated content means information includéd in an eligibility ndticé regardirig, if éppticéblee o

(1} The transfer of an individual’s or househoid's electronic account to another insurance affardability program;

{2) Any notice sent by the State to anotﬁer insurance affordability program regarding an individual's e'ligibiiity for CHIP,
{3) The poténtiai impacy, if any, of— ' '

(i) The State’s determination of eligibility or ineligibility for CHIP on eEiéiSility for another insurarice affbrdability program; or

(ii) A determination of eligibiiity for, or enroliment in, another insurance affordability program on an individual's eligibility for
CHIP; and : :

{iii} [Reserved] _
{#) The status of household members on the same application or renewal form whose eligibility is not yet determined.

Cost sharing means premium charges, enroliment fees, deductibles, cainsurance, copayments, of other similar fees that
the enrollee has responsibility for paying.

Creditable health coverage has the meaning given the term screditable-coverage” at 45 GFR 146.113 and includes
coverage that meets the requirements of §457.410 and is provided fo a targeted low-income child.

Electronic account means an electronic file that includes all information collected and generated by the State regarding
each individual's CHIP eligibility and enrollment, including all documentation recquired uncher §457.380 and including any
information collected or generated as part of a review. process conducted in accordance with subpart K of this part, the
Exchange appeals process conducted under 45 CFR part 155, subpart F or other insurance affordability program appeals
process.

Emergency'medical condition mea'r'ts a medical condition manifesting itself by acute symptoms of sufficient séverity
{including severe pain) such that a prudent layperson, with an average knowledge of health and medicine, could reasonably
expect the absence of immediate medical attention to result in—

{1) Serious jeopardy fo the health of the individual or, in the case of a pregnant woman, the héalth of a woman or her
unborn child; : :

(2) Serious impairment of bodily function; or
(3) Serious dysfunction of any bodily org.an or parf.
Emergency services means health care services that are—

{1} Furnished by any provider qualified to fumnish such services; and (2) Needed to evaluate, treat, or stabilize an
emergency medical condition. ' .

Enroliee means a child who receivés health benefits.co'verage through CHIP.

_ Enrofiment cap means a limit, established by the State in its State plan, on the total number of children permitted to enroll
in a State's separate child healih program.

Exchange appeals entify has the meaning given to the term “appeals entity," as defined in 45 CER 155.500.

External quality review {(EQR) means the analysis and evaluation by an EQROC, of aggregated information on quality,
timeliness, and access to the health care services that an MCO, PIHP, o PAHP, of their contractors furnish to CHIP
beneficiaries. C

External quality review organization (EQRO) means an organization that meets the competence and independence
" requirements set forth in §438.354 of this chapter, and holds a contract with a State to perform external quality review, other
EQR-reiated activities as set forth in §438.358 of this chapter, or both.

hitps://www.ecft. gov/cgi—bin/text-idx‘?SID=be028cd2-1_a8463f9b693342b86238bd1 &me=tru... 8/2/2018
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Feo‘erai f‘ soai year starts on the fi rst day of October each year and ends on the last day of the foflowrng September

Feo'eralbz qua!:f fad HMO means an HMO that CMS has determrned isa qualrfred HMO under section 2791(b)(3) of the
Public Health Service Act.

Fee—for-serwce enlity means any rndlvrdual or entrty that furnrshes servrces Lmder the program ona fee-for-servrce basrs
rncludlng health insurance services. : . .

Group health msurance coverage has the mean;ng assrgned at 45 CFR ?44 103
Group hea!th plan has the meaning assrgned at 45 CFR 144,103

Health benefits coverage means an arrangement under which enrolled individuals ars protected frc)m some or all hability for
the cost of specified health care services. o o : S

_ Heaith oare servrces means any of the servrces devrces supptres therapres or other iferms irsted in §457 402
Health rnsurance coverage has the meanlng assrgned at 45 CFR 144 103 '
Heafth msurance rssuer has the meanlng assagned at 45 CFR 144.1 03.

Haelth mamtenance orgamzat:on {HMO) plan has the meanmg assrgned at §457 420

.Health services inifiatives means activities that protect the pubhc health protect the heatth of |ndlvrduats 1mprove or
promote a State’s capacity to deliver public health services; of strengthen the human and material resources necessary fo
“accomplish public health goals relating to i rmprovrng the health of chrldren (locludrng targeted tow-mcome chrldren and other

Iow-lncome ohrldren) . . .

S Household rncome is det’ ned as provrded rn §435 603(d) of thrs ohapter o
Insyrance aﬁordabmty program rs det“ ned as provrded in §435 4 of this chapter

Jornt applrcatton has the meanmg assrgned at §457 301

in accordance with §457 348(1))

_ Low~mcome chrid means 2 ohrld whose househotd lncome as at or below 200 percent of the poverty line for the srze ‘of the
' 'famrly involved . S R . .

Managed care entrty (MCE) means an entrty that enters into 3 contract {o provrde sefvices in a managed oare dehvery :
system |ncludmg but not Irmrted o managed care organrzat:ons prepa:cl health plans ancl prlmary care’ case managers

Maneged care o:ganrzatron (MCO) means an entrty that has or :s seekang to quallfy for a comprehensrve risk cohtract
under this part, and that i e Ll A

{1) A Federalfy quairﬁeci HMO that. meets the requrrements of subpart l of part 489 ot this chapter or.

(2) Makes the services it provides to its CHIP enroliees as_accessible {in terms of trmeirness amount, duratron and scope)
as those servrces are fo other CHIP beneﬂclanes wrthrn the aréa served by the entrty and .

(3) Meets the solvency standards of §438 116 of this chapter

Med;card expansion program means a program uncfer which a State recerves Federal fundrng to expand Meolcard el:grbr!rty
to optlonal targeted low-mcorne chl!dren ' . _

Optronal targeted Iow—rncome ohn‘d has the meamng assrgned at §435 4 (for States) and §436 3 (for Terrrtones) of thas
_chapter

Penod of presumptrve eirgrbrlrty has the meaning ass |gned at §457.301.

Poverty line/Federal poverty level means the poverty guideiines updated annuaity in the FEDERAL REGISTER by the U S
Department of Health and Human Services under authonty of 42 u. S C. 9902(2),

Preexrstmg conditiorn exclusron has the meanmg assrgned at 45 CFR 144.103,

Premium assistance program means a component ofa separate chiEd heaith program approved under the State plan .
under which a State pays part or all of the premrums fora CHIP enrollee or enroflees’ group health msurance coverage or
coverage under a group health plan.

' h‘ttp's://www.-ecfr.gowcg”i'-bin/text-idx?s1’{)=b'e028cd21a3463f9b693342b862a8bd1&mcm... '8/2/2018
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Premium Lock-Out is defined as a State-specified period 6f time not to exceed 90 days that a CHIP eligible child who has
an unpaid premium or enroliment fee {as applicable) will not be permitted fo reenroll for coverage in CHIP. Premium jock-out
periods are not applicable to children who have paid outstanding prermiums or enroliment fees.

Prepaid ambulatory health plan (PAHP) means an entity that—

{1) Provides services to enrollees under contract with the State, and on the basis of prepaid cépitéticn' pa'yment's, or other
payment arrangements that do not use State plan payment rates.

{2) Does not provide or arrange for, and is not otherwise responsible for the provision of any iripatieni hospital or -
institutional services for its enrollees. : . :

(3} Does not have a comprehensive risk contract.
Prapaid inpatient health plan (PIHP) means an entity that—

(1} Provides services to enrollees under contract with the State, and on the basis of prepaid capitation payments, or other
payment arrangements that do not use State plan payment rates.

{2) Provides, arranges for, of otherwise has responsibitity for the provision of any inpatient hospital or institutional services
for its enrollees.

{3) Does not have a comprehensive risk contract,
Presumptive income standard has the meaning assigned at §457.301.
' Primary care case management means a systerri under which:

(1) A PCCM contracts with the State to furnish case rﬁanagement services {which include the location, coordination and
monitoring of primary health care services) to CHIP beneficiaries; or

(2} A PCCM entity contracts with the State to provide a defined set of functions to CHIP beneficiaries.

Primary care case management entity (PCCM entity} means an organization that provides any of the following functions, in
addition to primary care case management services, for the State:

N Provi'si'bn of intensive telephonic or'fa'cé—_to-faée case managénient, including d;iéi‘ation of a nurse triage advice line.
(2) Deveiopment of enrollee care plans. '

" {3) Execution of contracts with and/or oversight reshthibitities for the activities of fee-for-service providers in the fee-for-
service program. :

{4) Provision of payments to fee-for-service providers_. on behalf of the State.

(5} Provision of enrcliee outreach and education activiiies. '

(6) Operation of a customer service call center.

(T) Review of provider claims, utilization and practice patterné to c;dndu'cf provider proﬂiiﬁg’ and/or practice Improvermnent.

{8) implementation of quality improvement activities including administering enrollee satisfaction surveys or collecting data
necessary for performance measurement of providers.

(9) Goordination with behavioral health systets/providers.
{10y Coordination with !ong—term'service's and supports éYs'tems'lpro'viders.

Primary care case marnager (PCCM} means a physician, a physiciaﬁ group practice or, at State option, any of the following
in addition to primary care case management services:

{1 A physician assistant.
(2) A nurse practitioner.
(3) A certified nurse-midwife.

Provider means any individual or entity that is ehgaged in the delivery of sefvices, or ordering of referring for those
services, and is legally authorized to do so by the State in which it delivers the services,

Public agency has the meaning assigned in §457.301. - -

https://www.écfr.gov/cgi-bin/text-idx?sID=beO2Scd21a8463f9b693342b862a8bdl&mc=i:m.;. ' 8/2/2018
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Qualified enity has the meaning assigned at §457.301, .
: Rfsk confract means & contract ﬁndér Whiéh the. confractor-——
- (1) Assumes risk for the cost of the services covered under the contract. _
(2} |ncurs__ loss if the cost of furnishing the services exceeds the payments under the contract,
. sec_um slectronic interface is defined as provided in §435.4 of thi_s ch:apter._ N ' R _
. der which a State receives Federalfunding fram is ffle XX allotment

to provide child health assistance through obtaining coverage that meets the requirements of section 2103 of the Act and
§457.402. - S e T L . A ) S

Separate chifd heaith program means a program un

o 'Sb_a_red_eiigibilfty service is _de_ﬁ'ne;i as provided in §435.4 of this chapter.

" State means all States; the District of Columbia; Puerto Rico, the U.S. Virgin islands, Guam, American Samoa and the -
Northemn Mariana Islands. The Territories are exc!uded from this definition for purposes of §457.740, - o o
'Stafa health benefits plan has the r_n_ééh_ing a__ssi__gned in §_457_.3_0_1. R '
‘State plan means the title XXI State child health plan. _ _
. Targeted low-income child has the meaning assigned in §457.310. .
: Uncqveréq or.uninsured child means a ¢child who does not have éreditable heaith coverage. -~ .- . ,
' Well-baby and well-child care services means regular or. preventive diagnostic and treatment services necessary to ensure
- the health of babies, children and adolescents as defined by the State. For purposes of cost sharing, the term has the meaning
‘assigned at§457.520. . . . SOl T T T

" 188 FR 2670, Jan. 11, 2001, as amended at 67 FR 61974, Oct, 2, 2002, 75 FR 48852, Aug. 11, 2010; 77 FR 17213, Mar. 23, 2012; 78 FR
- 42812, July 15, 2013; 81 FR 27895, May 6, 2016; 81 FR 47046, July 20, 2016; 81 FR 86463, Nov, 30, 2016] <o R

.Need_as'sis_tance? S

https://www.ecfr.gov/cgi-bin/text-idx?SID=be028cd2 | a846319b693342b862a8bd1&me=tru... 8/2/2018
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Title 42 — Chapter IV - Subchapter D — Part 457 - Subpart C — §457.310

Title 42: Public Health | S
PART 457—ALLOTMENTS AND GRANTS TO STATES .
Subpart C—State Plan Requirements: Eligibility, Screening, Applications, and Enroliment -

§457.310 Targeted low-income chiid.

(a) Definition. A targeted low-income child is a child who meets the standards set forth below and the eligibility standards
established by the State under §457.320. _ . : _

{b) Standards. A targeted low-income child must meet the following standards: -

(1} Financial need standard. A targeted low-income child:

(i Has a household income, as determined in accordance with §457.3;1 5 of this subpart, at or below 200 percent of the
Federal poverty level for a family of the size involved, :

(i) Resides in a State with no Medicaid applicable income level, _
(iiiy Resides in a State that has a Medicaid applicable income level and has a household income that either—
(A) Exceeds the Medicaid applicable income level for the age of such child, but not by more than 50 percentage points; or

(B) Does not exceed the income level specified for such child to be eligible for medical assistance under policies of the
State plan under title XIX on June 1, 1897.

(2) No other coverage standard. A targeted low-income child must not be—

(i) Found eligible or potentially eligible for Medicaid under policies of the State plan (determined through _eithér the Medicaid
application process or the screening process described at §457.350), except for eligibility under §435.214 of this chapter
(related to coverage for family planning services});

(i) Covered under a group health plan or under health insurance coverage, as defined in section 2791 of the Public Health
Service Act, uniess the plan or health insurance coverage program has been in operation since before July 1, 1997 and is
administered by a State that receives no Federal funds for the program’s operation. A child is not considered covered under a

group health plan or health insurance coverage if the child does not have reasonable geographic access to care under that
plan.

(3) For purposes of this section, policies of the State plan under title XIX plan include policies under a Statewide
demonstration project under section 1115(a) of the Act other than a demonstration project that covered an expanded group of
eligible chiidren but that either—

{i) Did not provide inpatient hospital coverage; or

(it} Limited etigibility to children previously enrolled in Medicaid, imposed premiums as a condition of initial or continued
enroliment, and did not impose a general time limit on eligibility.

(c) Exclusions. Notwithstanding paragraph (a) of this section, the following groups are excluded from the definition of
targeted low-income children:

(1) Children eligible for certain Stafe health benefits coverage. (i) A targeted low-income child may not be eligible for health
benefits coverage under a State health benefits plan in the State on the pasis of a family member's employment with a public
agency, even if the family declines to accept the coverage.

(ii) A child is considered eligible for health benefits coverage under a State health benefits plan if a more than nominal
contribution to the cost of health benefits coverage under a State health benefits plan is available from the State or public
agency with respect ta the child or would have been available from those sources on November 8, 1999. A contribution is

https :Ifumw.ecfr.govlcgi-binﬁext—idx?SlD=be028cd21 aB463f0b693342b862a8bd 1 &me=true&node=sed42.4.457_131 0&rgn=div8 ' 142
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. considered more than nominal if the State or public agency makes a contribution foward the costof an e_mploye_e’é _
dependent(s) that is $10 per family, per month, more than the State or public agency's contribution toward the cost of covering

the employee only. R R
{2) Residents of an institution. A child must not be—

_ ' (i) An inmate of a public institution as deﬁned.at §435.1010 of this chapter; or

(i) A patient in an institution for mental diseases, as defined at §435.1010 of this chapter, at the time of iriiti_al_appl_ica_tion or

any redetermination of eligibility.

T {d) A ta.rgeteti low-income child 'mu;ét also inciude.any_child enrolled in Medica_i_d'on D.e_cembe_r.-S‘E, 2013 Who is det‘errﬁihed
to be ineligible for Medicaid as a result of the elimination of income disregards as specified under §435.603(q) of this chapter,
regardless. of any other standards set forth in this section except those in paragraph (c) of this section. Such a child shall

conitinue 1o be a targeted low-income child Linder this paragraph until the date of the child's next renewa) under §457.343 of this

subpart. . o

186 FR 2675, Jan. 11, 2001, as amendeti at 71 FR 39228, July 12, 2008; 77 FR 17214, Mar 23, 2012; 81 FR 86453, Nov. 30, 2016]

Need as_sis!ar}_-::e_'_?
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Title 42 — Chapter IV —» Subchapter D — Part 457 — Subpart C — §457.348

Title 42: Public Healih-
PART 457—ALLOTMENTS AND GRANTS TO STATES _
Subpart C—State Plan Requirements: Eligibility, Screening, Applications, and Enroliment.

§457.348 Determinations of Children's Health Insurance Program eligibility by other insurance affordability programs.

" (a) Agreements with other insurance affordability programs. The State must enter into and, upon request, provide to the
Secretary one or more agreements with an Exchange and the agencies administering other insurance affordability programs as
are necessary to fulfill the requirements of this section, including a clear delineation.of the responsibilities of each program to-—

(1) Minimize burden on individuals seeking to obtain or renew eligibility or td appeal a determination of eligibility for one or
‘more insurance affordability program; .

(2)'Ensure compliance with paragraphs (b) and {(c) of this section and §457.350;

(3) Ensure prompt determination of eligibifity and enroliment in the appropriate program without undue delay, consistent
with the timeliness standards established under §457.340(d), based on the date the application is submitted to any insurance
affordability program, and

_ (4) Provide for coordination of notices with other insurance affordability programs, consistent with §457.340(f), and an
opportunity for individuals to submit a joint review request, as defined in §457.10, consistent with §457.351.

(5) Provide for a combined appeals decision by an Exchange or Exchange appeals entity {or other insurance affordability
program or appeals entity) for individuals who requested an appeal of an Exchange-related determination in accordance with 45
CFR part 155 subpart F (or of a determination related to another program) and an appeal of a denial of CHIP eligibility which is
conducted by an Exchange or Exchange appeals entity {or other program or appeals entity) in accordance with the State plan.

(b} Provision of CHIP for individuals found sligible for CHIP by another insurance affordability program. If a State accepts
final determinations of CHIP eligibility made by another insurance affordability program, for each individual determined 0
eligible by the other insurance affordability program {including as a result of a decision made by an Exchange appeals entity
authorized by the State to adjudicate reviews of CHIP eligibility determinations), the State must—

(1) Establish procedures to receive, via secure electronic interface, the electronic account containing the determination of
CHIP eligibility and notify such program of the receipt of the electronic account;

(2) Comply with the provisions of §457.340 to the same extent as if the applicaﬁon had been submitted to the State; and
(3) Maintain proper oversight of the eligibility determinations made by the other program.

(c) Transfer from other insurance affordability programs to CHIP. For individuals for whom another insurance affordability
program has not made a determination of CHIP eligibility, but who have been screened as potentially CHIP eligible by such
program (including as a result of a decision made by an Exchange or other program appeals entity), the State must—

(1) Accept, via secure electronic interface, the electronic account for the individual and nofify such program of the receipt of
the electronic account;

{2) Not request information or documentation from the in'dividual in the individual's electronic account, or provided to the
State by another insurance affordability program or appeals entity;

(3) Promptly and without undue delay, consistent with the timeliness standards established under §457.340(d), determine
the CHIP eligibifity of the individual, in accordance with §457.340, without requiring submission of another application and, for
individuals determined not eligible for CHIP, comply with §457.350(i) of this section; : '

{4) Accept any finding relating to a criterion of eligibility made by such program or appeals entity, without further verification,
if such finding was made in accordance with policies and procedures which are the same as those applied by the State in
accordance with §457.380 or approved by itin the agreement described in paragraph (a) of this section; and

https:Itxmw.ecfr.govlcgi-.binftexl—idx?S!D=be028cd2 128463f9b603342b862a8hd 1 &me=true&node=se42.4.457 1 3488&rgn=divd _ _ 172
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(5) Notify such program of the final determmatlon of the individual's ehglbllrty or meiiglbsllty for CHIP,

(d) Certification of eligibility criteria. The State must cemfy for the-Exchange and otf_;_er__msu_rance affordability programs the
criteria applied in determining CHIP eligibifity. ' R R - o B
- |77 FR 17215, Mar. 23, 2012 as amended at 78 FR 42312 Jufy 15 2013, 81 FR 86464 Nov 30, 2016]

Need asststance'?
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Title 42 — Chapter IV — Subchapter D — Part 457 — Subpart C 5N §457.380

Title 42: Public Heaith
PART 457—ALLOTMENTS AND GRANTS TO STATES
Subpart C—State Plan Requirements: Eligibility, Screening, Applications, and Enroliment

§457.380 FEligibility verification.

(a) General requirements. Except where law requires other procedures (such as for citizenship and immigration status
information), the State may accept attestation of information needed to determine the eligibility of an individual for CHiP (either
self-attestation by the individual or attestation by an adult who is in the applicant's household, as defined in §435.803(f) of this
subchapter, or family, as defined in section 36B(d)(1) of the Internal Revenue Code, an authorized representative, or if the
individual is a minor or incapacitated, someone acting responsibly for the individual) without requiring further information
(including documentation} from the individual.

(b) Status as a citizen, national or a non-citizen. (1) Except for newborns identified in §435.406(a)(1)(iXE) of this chapter,
who are exempt from any requirement to verify citizenship, the agency must-- '

(i) Verify citizenship or immigration status in accordance with §435.956(a) of this chapter, except that the reference to
§435.945(k) is read as a reference to paragraph (i} of this section; and :

(ii) Provide a reasonable opportunity period to verify such status in accordance with §435.956(a)(5) and (b) of this chapter
and provide benefits during such reasonable opportunity period to individuals determined to be otherwise eligible for CHIP.

{2) [Reserved]

(c) State residents. If the State does not accept self-attestation of résidency, the State must verify residency in accordance
with §435.956(c) of this chapter.

(d) Income. If the State does not accépt self-attestation of income, the State must verify the income of an individual by
using the data sources and following standards and procedures for verification of financial eligibility consistent with §435.945(a),
§435.948 and §435.952 of this chapter.

(e) Verification of other factors of efigibility. For eligibility requirements not described in paragraphs (c) or (d) of this section,
a State may adopt reasonable verification procedures, consistent with the requirements in §435.952 of this chapter, except that
the State must accept self-attestation of pregnancy uniess the State has information that is not reasonably compatible with such
attestation.

(f) Requesting information. The terms of §435.952 of this dhépter apply equally to the State in administering a separate
CHIP.

{q) Efectronic service. Except to the extent permitted under paragraph (i) of this section, to the extent that information
sought under this section is available through the electronic service described in §435.849 of this chapter, the State must obtain
the information through that service. '

{h} Interaction with program integrity requirements. Nothing in this section should be construed as limiting the State's
program integtity measures or affecting the State's obligation to ensure that only eligible individuals receive benefits or its
obligation to provide for methods of administration that are in the best interest of applicants and enrollees and are necessary for
the proper and efficient operation of the plan.

(i) Flexibility in information collection and verification. Subject to approval by the Secretary, the State may modify the
methods to be used for collection of information and verification of information as set forth in this section, provided that such
alternative source will reduce the administrative costs and burdens on individuals and States while maximizing accuracy,
minimizing delay, meeting applicable requirements refating to the confidentiality, disclosure, maintenance, or use of information,
and promoting coordination with other insurance affordability programs.

https:lw.ecfr.govlcgE—binltext—idx?SlD=beO28c:d21 28463196603342b862a8bd 1&me=true&node=sed2.4.457_1 380&rgn=div8 ) : 1/2
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_ (;) Verification plan. The State must develop, and update as modified, and submit to the Secretary, upon request, a
verification plan describing the verification policies and procedures adopted by the State to implement the provisions set _forth in

thls section in a format and manner prescribed by the Secretary
[?7 FR 17216 Mar 23, 2012, as amended at 81 FR 86466, Nov. 30, 2016]

Need assistance?
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 §91 50 Exhaustmn of admmlstratlve

remedies.
(a.) A complamamt may ﬁle a civil ac-

7 tion following the exhaustion of admin-
* istrative: remedies under ‘the ‘Act. Ad-
" ministrative remedies are- exhausted if:

(1) 180" :days have elapsed ‘since ‘the

" complainant ‘filed the'. complaint and

HHS ‘has made no fmdmg w1th regard

© b0 the: complamt or.

(2) HHS issues any fmdmg in favor of
the ree1p1ent
{b) If HHS. fa,ils to make a: fmding

‘within 180 days or.issues a fmdmg in .
“favoriof the reciplent, HHS shall:
. AL:Promptly- adv1se the complamant
- of this fact;and .- -

(2) Advise the. complamant of his or

-~ her right to bring a clvil actmn for in. =

junctive relief; and
3) I.uform the compla.mant .
(1) That the complamant may bring a

-, civil action only in a United States dig- -
- trict court for the’ district in which the
.recipient s found or - transa.cts bus1~ i

ness’
- {11} ‘:[‘ha.t a compla,ina,nt preva,ﬂmg in
a -eiyil ;action. has.the ‘right to . be

.. awarded the costs of- the action, includg- -
Cing reasonable attarney s fees, but that
. “the . complainant nmst dema.nd these :
: _costs in the complaint; : :

(iii) That before . commencmg the ac-

tion the complainant shall give 30 days

notice. by registered mail to the Sec- -
retary, the Attorney Generai of the
“United States, and the recipient; ’

~{1v}) That the notice mush state: ‘the

: alleged vmlation of the Act; the relief
- regnested; the ‘court in which the com-
plainant is bringmg the action: ‘and,
‘whether or not attorney’ & fees are de- <

““manded in the event the complamant
-prevails a,nd : : ’

“Ph 92

(v, That the complamant may not

is the subject of .a pending action in

- any court of the United States
“PART

92—-NONDISCREMINATION
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NATIONAL ORIGIN, SEX -AGE,
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"GRAMS- OR ACTIVITIES RECEIV-
ING FEDERAL FINANCIAL ASSIST-
"ANCE 'AND HEALTH - PROGRAMS
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O uals with disabilities, .
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92,205 Requiremen_t to make rea.sonabie_
modlﬁcatmns -
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§92.3

92.302 Procedures for health programs and
activities conducted by recipients and
State-based Marketplaces.

92.303 Procedures for health programs and

activities administered by the De-
partment.

APPENDEX A TO PART 92—SAMPLE NOTICE IN-
FORMING  INDIVIDUALS -~ ABOUT  NOX-

DISCRIMINATION AND ACCESSIBILITY RE-
GUIREMENTS AND SAMPLE NONDISCRIMINA-
TION STATEMENT: DISCRIMINATION ° IS
AGAINST THE LAW- ) :

APPENDIX B TO PART 92--SAMPLE TAGLINE In-
FORMING . INDIVIDUALS WITH LIMITED
ENGLISH PROFICIENCY OF LANGUAGE AS-
SISTANCE SERVICES o

" APPENDIX € TO PART 92—SAMPLE SECTION
1557 OF THE AFFORDABLE CARE ACT GRIEV-
ANCE PROCEDURE

AUTHORITY: 42 T.8.0. 18116, 5 U.8.C. 301.

SoURCE: 81 FR 31465, May 18, 2016, unless
otherwise noted.

Subpart A—General Provisions

§92.1 Purpose and effective date.

The purpose of this part is to imple-
ment Section 1557 of the Patient Pro-
tection and Affordable Care Act (ACA}
(42 U.8.C. 18116), which prohibits dis-
erimination on the basis of race, color,
national origin, sex, age, Or disability
in certain health programs and activi-
ties. Section 1557 provides that, except
as provided in Title I of the ACA, an in-
dividnal shall not, on the grounds pro-
hibited under Title VI of the Civil
Rights Act of 1964, Title IX of the Edu-
cation Amendments of 1972, the Age
Disertmination Act of 1975, or Section
504 of the Rehabilitation Act of 1973, be
excluded from participation in, be de-
nied the benefits of, or be subjected to
discrimination under, any health pro-
gram or activity, any part of which is
receiving Federal financial assistance
or under any program or activity that
is administered by an Executive Agen-
ey or any entity established under
Title I of the ACA. This part applies to
health programs or activities adminis-
tered by recipients of Federal financial
assistance from the Department, Title
T entities that administer health pro-
grams or activities, and Department-
administered health programs or ac-
tivities. The effective date of this part
shall be July 18, 2016, except to the ex-
tent that provisions of this part re-
guire changes to health insuvrance O

45 CFR Subitle A (10-1~16 Edition)

group health plan benefit design (in-
cluding covered benefits, benefits limi-
tations or restrictions, and cost-ghar-
ing mechanisms, such as coinsurance,
copayments, and deductibles), such
provisions, as they apply to health in-
surance or group health plan benefit
design, have an applicability date of
the first day of the first plan year {in
the individual market, policy year) be-
ginning on or after January 1, 2017.

§92.2 Application.

(a) Except ag provided otherwise in
this part, this part applies to every
health program or activity, any part of
which receives Federal financial assist-
ance provided or made available by the
Department; every health program or
activity administered by the Depart-
ment; and every health program oOT ac-
tivity administered by a Title I entity.

(0)(1) Exclusions to the application of
the Age Discrimination Act of 1975, as
get forth at 45 CFR 91.3() (1), apply to
claims of discrimination based on age
under Section 1657 or this part.

(2) Insofar as the application of any-
requirement under this part would vie-
late applicable Federal statutory pro-
tections for religious freedom and con-
sciénce, such application shall not be
required. :

(¢} Any proviston of this part held to
ve invalid or -unenforceable by its
terms, or as applied to any person or
circumstance, shall he construed so as
to continne to give maximum effect to
the provision permitted by law, unless
such holding shall be one of utter inva-
1idity or unenforceability, in which
event the provision shall be soverable
from this part and shall not affect the
remainder thereof or the application of
the provision to other persons not
gimilarly situated or %o other, dis-
similar circumstances.

"$92.3 Relationship to other laws.

(a) Rule of interpretaiion. Neither Sec~
tion 1557 nor this part shall be com-
strued to apply a lesser standard for
the protection of individuals from dis-
crimination than the standards applied
under Title VI of the Civil Rights Act
of 1964, Title IX of the Education
Amendments of 1972, Section 504 of the
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. gram oractivity.
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Rehabilitation Act of 1073, the Age Dis-

© orimination Act of 1975, or the regula-

tions issued pursuant to those laws. "
by Other lows. Nothing in this part
shall “be ‘construed to' invalidate  or
., -limit the rights, remedies, procedures,
~or'legal standards available to individ-
uals under Title VIof the Civil Rights
“Act 'of 1964, Title VII' of “the Civil
- Rights "Act:of 1964, the Architectural
" ‘Barriers -Act of 1968, Title IX"of the

- Education "Amendments: 'of 11973, ‘Sec- _ _ I
“cations devices; videotext displays; ac-

“tions 504 or 508 of the Rehabilitation
" Act 0f 1973, the Age Discrimination Act
-0 1875, the Americans with Disabilities
CAct 0f 1990, a8 amended by the -Ameri-

- cans with Disabilities Act Amendménts
- ‘Act of 2008, or other Federal laws or to
supersede State or.local laws that pro- _

- wide Additional-protections against dis-

.- crimination .on any.-basis ‘described in

s, Y
| §924 Definitions,

-Ag used in-this part, the term—. i
- 1991 ~Standards “means: the 1991 "ADA

Standards for Accessible Design, pub-

~‘Hished at gppendix-A to 28 CFR. part 36

- on.July 26,:1981;:and republished as ap- -

pendix.D to :28 CFR part 36 on Sep- (8 , _
LA e T equipment and devices; and :

{4y ‘Other ‘similar services -and ac-

“tember 15,2010, - L
2010 . Standards . means . the 2010 -ADA

~fined at 28 CFR 35.104. . . - RS

. ACA means. the Patient Protection

and Affordable Care Act (Pub. L. 111-

148,124 Stat. 119 (2010) as amended by

the Health Care and Education Ree-
onciliation Act of 2010, Pub. L. 111152,
Glopsof U.E.C)). " v T
oAD4 ' meins the Americans with Dis-
abilities Act of 1990 (42 U.S.C. 12101 et
seq.), ap amended.

- Age means How old an individual is,
. OF thé number of élapsed ‘years from

124 Stat. 1029 (codified in scattered sec-

" the date of an individual's birth.
. dge Act means ‘the ‘Age Discriminpa-
. Honm Act of 1975 (42 1.8.0. 6101 et seq.),
“as amended. oo S
- Applicant Theans an ‘individual who
"applies to participate in & health pro-
. Auziliary aids and services include:
* ~(1) Qualified ‘interpreters on-site or
through: video “-remote interpreting

(VRI) ‘services, ‘as ‘defined in 28 OFR -
35.104 "and 36.303(b); note takers; real- -

.. time " computer-aided transcription

s for Accessible Design, as de-

'§92.4

‘services; written materials; exchange

of written notes; ‘telephone handset

‘amplifiers; agsistive listening devices;

assistive lstening systems; telephones

- compatible with ‘hearing aids; closed
“caption decoders; ‘opén dnd closed cap-

tioning, " including “real-time - ‘cap-
tioning; voice, text, and video-based

“telecommunication ‘products and ByS-
tems, - o
videophones, and ‘captioned telephones,

‘text  telephones (TTYs),

or “equally - effective  telecommuni-

cessible | electronic - -and ‘information

. technology; or other effective methods
of making ‘aurally. deliversd / informa-
‘tion ‘available to “individuals ‘who are

deaf or Hard of hearing; .

.:(2) . Qualiffed ‘readers; “taped texts;
audio recordings; Braille materials and
digplays; screen reader software; mag-

“nification “software; | optical “ readers;
Becondary. - anditory - programs; -large
print miaterials;  accessible ‘electronic

and’ information - téchnology; or other
effective methods of making visually

delivered materials available to indi-
“ viduals who are blind or have low vi-

tions. -

“Covered entily means:
~ (1)"An entity that operates a health

“Program or activity, any ‘part of which

receives Federal financial assistance;
'(2)'An entity established under Title

"1 of the ACA that administers & health
-program or activity;'ang o

() The Department. -~ ..

- Department means the U.S. Depart-
ment of Health and Human Services.

. Director meéans the Director of the Of-

‘Hee for Civil Rights (OCR) of ‘the De-
CpArtmient: ¢t e i

- Disability means, with respect to an

~individual, a physical or ‘mental im-
- pairment that substantially limits one

or more major life activities of snchin-
dividual; a’ record of such an impair-

" 'ment; or being regarded as having such
‘an impairment, as défined and “éon-

strued “inthe Rehabilitstion “Act) 29
U.8.C. 705(8)(B), which incorporates'the

: definttion of diSa,bil_ity in the ADA, 42
U.8.C.- 12102, as amended. "Where this

part cross-referesices regulatory provi-
sjons that use the term ““handicap,”
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“handicap’™ means “disability’’ as de-
fined in this section. .

Electronic and information technology
means the same as “‘electronic and in-
formation techmology,” or.any term
that replaces “‘electronic and informa-
tion technology,” as it is defined in 36
CFR 1194.4.

Employee
means: .

{1y Health benefits coverage or health
jnsurance coverage provided to em-
ployees and/or their dependents estab-
lished, operabed, sponsored or adminis-
tered by, for, or on behalf of one or
more employers, whether provided or

" administered by entities including but
not limited to an employer, group
health plan {as defined in the Hm-
ployee Retirement Income Security
Act. of 1974 . (ERISA), 29 U.s.C.
11910(a)(1)), third party administrator,
or health insurance issuer.

(2) An employer-provided or em-
ployer-sponsored wellness program;

(3 An smployer-provided health clin-
ic; or _

{4) Long term care coverage or insar-
ance provided or administered by an
employer, group health plan, third
party administrator, or health insur-
ance issuer for the bemnefit of an em-
ployer’s employees. ‘

Federal financial assistance. (1) Fed-
eral financial assistance means any
grant, loan, credit, subsidy, contract
{other than a procurement contract
but including a contract of insurance),
or any other arrangement by which the
Federal government provides or other-
wise malkes available assistance in the
form of:

(i) Funds; |

(i) Services of Federal personnel; or

(iii) Real and personal property or
any interest in or use of such property.
including:

(A) Transfers or leases of such prop-
erty for less than fair market value or
for reduced consideration; and

(B) Proceeds from a subsequent
transfer or lease of such property if the
TFederal share of its fair market value
is not returned to the Federal govern-
ment. o

(2) Federal financial assistance the
Department provides or otherwise
makes availablie includes Federal fi-

health  benefit program

nancial assistance -that the Depart--

45 CFR Subtitle A {10~1-16 Edifion)

ment plays a role in providing or ad-
ministering, including all tax credits
under Title I of the ACA, as well as
payments, subsidies, or other funds ex-
tended by the Department to any enti-
ty providing health-related insarance
coverage for paynient to or on hehalf of
an individual obtdining health-related
insurance coverage from that entity or
extended by the Department directly
to such individunal for payment 0 any
entity providing health-related insur-
ance coverage.

FPederally-facilitated MuarketplaceSM
means the same as “Pederally-facili-
tated Exchange” defined in 45 CFR
155.20.

Gender identity means an individual’s
internal sense of gender, which may be
male, female, neither, or a combina-
tion of male and female, and which
may be different from an individual’s
sex assigned at birth, The way an indi-
vidual expresses gender identity is fre-
guently called “gender expression,”
and may or may not conform to social
stereotypes associated with a par-
ticular gender., A ftransgender indi-
vidual is an individual whose gender
identity is different from the sex as-
signed to that person at birth.

Health Insurance MarketplaceS™
means the same as “Exchange™ defined
in 45 CFR 155.20.

Health program or activity means the
provision or administration of health-
related services, health-related insur-
ance coverage, or other health-related
coverage, and the provision of assist-
ance to individuals in obtaining health-
related services or health-related in-
surance coverage. For an entity prin-
cipally engaged in providing or admin-
jstering health services or health in-
gurance coverage or other health cov-
erage, all of its operations are consid-
ered part of the health program or ac-
tivity, except as specificaily . set forth
otherwise in this part. Such entities in-
clude & hospital, health clinic, group
health plan, health insurance igsuer,
physician’s practice, community
health center, nursing facility, residen-
tial or community-based treatment fa-
cility, or other similar entity. A health
program or activity also includes ail of
the operations of a State Medicaid pro-
gram, a Children’s Health Insurance
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' 'Deparirneni of Healih and Human Services

'_Program, am‘i the Ba,sic Health Pro- -

- gram,

HHS means the U 8. Depa_rtment oi‘_

Health and Human Services, |
Individual with e disability means any
~individual Who ‘hag a disability as de-
- fined for the ‘purpose of Sectmn 504 of
the. Rehabilitation Act of 1973,--29
TL.8.C. 705(20}(33)—{F), : -amended.

‘Where f;hls ‘part. cross~references regu- -

latory ‘provisions - applicable  to a
-“ha,nd:ca,pped individuoal,” | - *handi-
tapped individual’’. means “indlvidual
Cwith g disabﬂity”-as defmed in t}ns
section. -

Individual wzth Izmzteci Englzsh pro-

~fictency means an individual whose pri--

. mary language for communication is
- noY Enghsh and who has a limited abil-

ity to read, write, spea,k .oy understand
English. '

Language asszstance sermces may in- .

'-.c]ude, but are.not limited to:

. guages provided in»perscn or remoteiy
by a quahﬂed interpreter for an indi-
--vidual - with

_hmited English proficiency;

{2) Written translation, perfdrmed by .
-a qua.}med translator, of written con-

‘tent in .paper or. ‘electronic form mto
! languages other than Enghsh and

1 (8) Taghnes -

- National or:gm 1ncludes, but is. not

i limiited to, an individual’s, or his or her
“abilityy ‘qualified interpreters can in-

elude, for'example; sign’ language inter-
“preters,
-uals ‘who represent or gpell in the char-
vacters of -another alphabet), and cued
: la.nguage transliterators (individuals
“who represent or: spell:by- usmg a small

ancestor’s, -place of origin . {such 'as
. country or world regmn) or an individ-
“ual’s mamfestatmn ‘of “the ‘physical,

culfural, or lingulstic chaiact;emstms_

of a national origin group. ;

On the busis of sex inclndes, but is not
11m1f:ed to, discmmination on. the basis
of pregnancy, false. pregnancy, termi-

N 'na.tion of pregna,ney, or recovery there-
.childbirth "or  pelated ‘nedical
conditions, séx stereotypmg,_and gen-j.

frofm,

_der mentity

Qualified bzlmgual/multzlmgual staff

means a member of a covered entity’s

“workforce who is deszgnated by - the
coverad entity to provide oral langnage

"a.ssmtance a8 part . of. the individual’s ©

‘curient, assigned Job 1espon51biiimes

“'and 'who has demonstrated to the’ cov-_'_

‘ered entity that; he or she

limited~ Enghsh pro- .
.. ficleney,. and the use of qualified bﬂm—_ ;
gual or multilmgual stafl to commu- .

nicate directly with' 1ndzv1dua,is wzth_ 5 Yerpreter sthics principles- 1nclu ding

§92.4
(1) Is proficient in speaking and un-
dersta,ndmg both spoken English and
at least one other spoken language, in-
cluding” any NBCesSary ‘specialized vo-
cabulary, termmology a,nd phrase~ .
ology, and

“(2) is able fo effectively, accarateiy,
and impartially communiocate directly

- with ‘individuals with limited English
-proﬁcxency in their pnma.ry languages.

Qualified md:mdual wzth a; disability

‘means, with respect to’a Health pro-

gram or activity, an mdiwdual wmh a

-disability who, with or without reason-

able modifications to _policies, ‘prac-

“tices, or procedires, the removal of ar-
-chitectural cormnumcatlon or trans—
~ portation-barriers, or the ‘provizion of

auxiliary aids.and serviees, meets the
essentia] - ehglbihty requlrements for
‘the receipt of aids, ‘benefits, or services
Offered or: previded by the health pro—

. N il
+(1) Oral language assistance, nclud.  ETAIm oractivity.

ing interpretatlon in Jon-English lan-.

‘Qualified ‘interpreter for an mdmdual

awith o dzsabthty {1} A qua,hﬁed inter-
preter for an-individual: with - & dis-
~ability means an interpreter who via a
‘remote iuterpretmg's rvice -or. a,n on~ -
: sn;e appearance:’

“ (i) ‘Adheres t6 geﬁerally a,ccepte{i in-

chent conﬁdentiahty, and .

{ii) “is “able “to lnt:erpret effectively,
accurately, and impartlally,_both re-
cephively and ‘sxpressively, using any

“NeCessary:: ‘specialized- voca.bulary, ter-

mmology and phraseology.
A2) For -an “individual w1th a dis-

‘oral “transliterators® (indivig-

‘number of handshapes)
Quahfzed interpréter- far an’ mdwzdual

“with timited English pmﬁczency means

an’ mterpreter ‘who via a remote inter-
preting servme ‘or- a.n on—»s;te appear»

-anoe:

) Adheres to generaily accephed in-
terpreter ‘ethics princ:ples, mcludmg
clent confzdentza.hty, e

@) has -demonstrated proﬁmency in
speakmg and understandmg hoth spo-
“ken English and at least one ot;her spo-
ken language and :
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(3) s able to interpret effectively, ac-

curately, and impartially, both recep-
tively and expressly, to and from such
language({s) and English, using any nec-
essary specialized vocabulary, termi-
nology and phraseology.

Quaulified translator means a trans-
lator who:

(1) Adheres to generally accepted
transiator ethics prineiples, including
client confidentiality,

(2) has demonstrated proficiency in
writing and understanding both writ-
ten Bnglish and at least one other writ-
ten non-English langunage; and

(3) is able to translate effectively, ac-
curately, and impartially to and from

guch language(s) and English, using-

any necessary specialized vocabulary,
terminology and phraseology.

Recipient means any State or its po-
litlcal subdivision, or any instrumen-
tality of a State or it political sub-
division, any public or private agency,
institution, or organization, or other
entity, or any individual, to whom Fed-
eral financial assistance is extended di~
rectly or through ancther recipient and
which operates a health program or ac-
tivity, including any subunit, suc-
cessor, assignee, or transferee of a re-
cipient.

Section 504 means Section 504 of the
Rehabilitation Act of 1973 (Pub. L. 93—
112; 29 17.8.C. 794), as amended.

Section 1557 means Section 1657 of the
ACA (42 U.8.C. 18116). :

Sex stereotypes means stereotypical
potions of masculinity or femininity,
including expectations of how individ-
nals represent -or communicate their
gender to others, such as behavior,
clothing, hairstyles, activities, voice,
mannerisms, or body characteristics.
These stereotypes can include the ex-
pectation that individuals will consist-
ently identify with only one gender and
that they will act in conformity with
the gender-related expressions
stereotypically - associated with thab
gender. Sex stereotypes also include
gendered expectations related to the
appropriate roles of a certain sex.

State-based MarketplaceSM means a
tHealth Insurance MarketplaceSM es-
tablished by a State pursuant to 45
CFR 3155.100 and approved by the De-
partment pursuant to 45 CFR 155.105.

45 CFR Subtitle A (10-1-16 Edition}

Taglines mean short statements writ-
ten in non-English languages that indi-
cate the availability of language as-
sigtance services free of charge.

Title I entity means any entity estab-
lished under Title I of the ACA, includ-
ing State-based Marketplaces and Fed-
erally-facilitated Marketplaces. )

Title VI means Title VI of the Civil
Rights Act of 1964 (Pab. L. 88-352; 42
17.8.C. 20004 ef seq.), as amended.

Title IX means Title IX of the Edu-
cation Amendments of 1972 (Pub. L. 92-
318; 20 U.8.C. 1681 ef seq.), a8 amended,

§92.5 Assurances required.

(a) Assurances. An entity applying for
Federal financial assistance to which
this part applies shall, as a candition of
any application for Federal financial
assistance, submit an assurance, on a
form specified by the Director, that the
entity’s health programs and activities
will be operated in compliance with
Section 1557 and this part. A health in-
gurance igsuer seeking certification to
participate in a Health Insurance Mar-
ketplace 3M or a State seeking approval
to operate a State-based Market-
place 5M to which Section 1557 or this
part applies shall, as & condition of cer-
tification or approval, submit an assur-
ance, on a form specified by the Direc-
tor, that the health program or activ-
1ty will be operated In compliance with
Section 1557 and this part. An appli-
cant or entity may incorporate this as-
syrance by reference in subsequent ap-
plications to the Department for Fed-
eral financial assistance or reguests for
certification to participate in a Health
Tnsurance Marketplace®™ or approval
to operate a State-based Market-
place SM, _

(b) Duration of obligation. The dura-
tion of the assurances required by this
subpart is the same as the duration of
the assurances required in the Depart-
ment’s regulations implementing Sec-
tion 504, 45 CFR 84.5(b).

{¢) Covenants. When Federal financial
assigtance is provided in the form of
real property ot interest, the same con-
ditions apply ag those contained in the
Department’s regulations imple-
menting Section 504, at 45 CFR 84.5(¢),
except that the nondiscrimination obli-
gation applies to discrimination on all
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bases covered under Sectlon 1557 and

this part
- ‘5926 Remed.lal acf.lon and vo]untary

actwn

against an individual on the basis of

_-.race, color, national origin, sex, age, or -
disability, in violation of Sectmn 1557
_or this part, such recipient or State-.
. baged Marketplace M. shall take such
. remedial actlon ag the Director may -
. require to overcome the effects of the
“'discrimination.

(2) Where a reolplent is found to have

] _dlscnmmated against an individual on
‘the basis of race, ‘color,. natmnal origin, -
; B€X, .age,. Or. dxsabilzty, in violation of
. Section 1557 or this part, and. where an-
other.. reolplent exercises control over ..
. - .the recipient that has discriminated,
. the Director, where . approvriate, may.
‘require either or hoth entltles to take .

remechal action. .
43).The - Dzreetor ma.y, where nee-

'essary to overcome the effects of dis-
- erimination.in-violation of Section 1657 -
or this part ‘require  a reoxplent or.

St:ate—based Marketpla.ce SM fn take re-

L medml action with respect to;- .

Bty Indiwduais ‘who. are no. }onger par- .
‘ticipants in the.recipient’s. or State-
‘baged Marketplace 5M's health program
- or activity. but . who were Pparticipants
“in the health program. or aghivity When

such discrimination occuyrred; or
(ii) Individuals. who would have been

participants in the ‘health program or .
activity had ‘the dlsorlminamon not oc- ...

curred. .

(b) Volunta,ry actzon A covered entlty :
may take steps, in addition to any ac-.
. tlon that is required by Section 1557 or
"".thig ‘part, to overcome the effects of
conditions ‘that ‘result or resulted in
“limited partzmpatlon in the ¢overed en-
$ity's health .brograms ‘or activities by
‘ guage asmstance 8EIVICeS, mcludmg

mdwlduals on the ba,sis of race, color,

. 'natwna] ongm sex age or disa.bzlity

§92.7 Deslgnatlon of respons:ble em- -
ployvee :and adopt:on of grxevance_-'

L procedures

a} Deszgnatwn of responszble employee :
. Each covered entity that employs 15 or

more persons shall designate at least
one employee to coordmat.o its eﬂ'orts

"t;o compiy wzth and CArTY out its re-
_spongibilities under Section 1857 and
" this part, including the mvesmga,tmn

of any grievance communicated to it

: alleging noncomp}iance with  Section

“{a) Remedml actwn {1 If the Director ’
“finds that a recxpient or State-based
' Marketplace ® 8M " hag diseriminated

1857 ‘or this part or allegihg any action
that would be prol:ubit;ed by Section

- 1557 or this part For the Department,

including - -the Federally—fa,oilitated
Marketplaces, - the Director will " be

~deemed the 1espon51ble employee under _

this section. . -
“(b) Adoption of gnevance procedures
anh covered entity that employs 15 or

“more persons shall ‘adopt . grievance

procedures - that . mcorporate .&ppro-
priate due: process. standards and ‘that

. provide for. the prompt and . eguitable

resolution of grievances alleging any

“caction that would be brohibited by Sec-

tion 1557 or this part. For the Depart-
ment, including - the - Federa.lly—faclh—

tated: Ma.rketplaoes the procedures.for

addressing -complaints. of discrimina-
tion onithe grounds coversd. under Sec-

.tion 1557 . or. this vart .will-be deemed
..grievance prooedures unéer thls ‘sec-

tion.’

§ 92. 8 Notlce requxrement

1a) anh covered entity sha.lI take ap—
proprlate initial and -continuing . steps
to notify. beneﬁmar:es -enrollees, appli-
cants, and members of the pub}ic of the
foliowmg .

(1). The.. oovered entity does not dxs-
criminate. on -the basis of race, .color,

"-national origin, sex, age, or disability

in its health brograms.and actawties,
{2). The covered entxty provides -ap-
propriate ‘auxiliary aids and services,
including . quahﬁed interpreters’ fop. in-
dividuals with' disabilities and informa-
tion in albernate formats,_ Iree of

: charge ami in 8 timely manner, “when
‘such aids and services are hecedsary to
_'ensure an equal opportumty to partici- .

: pa,te to individuals with disabilitics; .

3) The covered entity. provu’ies lan-

translated documents and oral inter-
pretation, free of oharge and in a time-

1y manner, when such services are nec-

es8sary 1o provme meaningful access Lo

“individuals wzth 11m1ted Enghsh pro—
-fmaency, - '

{4) ‘How 1o obtam the ‘aids and serv-

“ices in parag'ra.phs {a}(Z) and (3) of thls
~‘section; e
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(5) An identification of, and contact
information for, the responsible em-
~ ployese designated pursuant to §92.7(a),
if applicable;

(6) The availahility of the grievance
procedure and how to file a grievance,
pursuant to §92.7(b), if applicable; and

(7) How to file a discrimination com-
plaint with OCR in the Department.

(b) Within 90 days of the effective
date of this part, each covered entity
shall:

(1) As described in paragraph (0(1) of
this section, post a notice that conveys
the information in paragraphs (a)l)
through (7) of this section; and

(2)' As described in paragraph (g)(1) of
this section, if applicable, post a non-
discrimination statement that conveys
the information in paragraph (a)l) of
this gection.

(c) For use by covered entities, the
Director shall make available, elec-
tronically and in any other manner
- that the Director determines appro-
priate, the content of a sample notice
that conveys the information in para-
graphs (a)1) through (7) of this section,
and the content of & sample non-
digerimination statement that conveys
the inforrnation in paragraph (a)1) of
this section, in English and in the lan-
guages triggered by the obligation in
paragraph (4)(1) of this section.

(@) Within 90 days of the effective
date of this part, each covered entity
shall: -

{1) As described in paragraph (£)(1) of
‘this section, post taglines in at least
the top 15 languages spoken by individ-
uals with limited English proficiency
of the relevant State or States; and

(%) As described in paragraph (g)2) of
this section, if applicable, post taglines
in at least the top two languages spo-
ken by individuals with limited
Hnglish proficiency of the relevant
State or States.

(¢) For use by covered entities, the
Director shall make available, elec-
tronically and in any other manner
that the Director determines appro-
priate, taglines in the languages trig-
gered by the cbligation in paragraph
{d}(1) of this section. o

(f)(1) Bach covered entity shall post
the notice required by paragraph (a) of
this section and the taglines required

45 CFR Sublifle A (10-1-16 Edition)

by paragraph (d)1) of this gection in a
conspicuously-visible font size:

(1> Tn significant publications and
significant communications targeted
to beneficiaries, enrollees, applicants,
and members of the public, except for
gignificant publications and significant
communications that are small-sized,
such as postcards and fri-fold bro-
chures; ) .

(i1) In conspicuous physical locations
where the entity interacts with the
public: and

(iil) In a comspicuous location on the
covered entity’s Weab site accessible
from the home page of the covered en-
tity’s Web site.

(2) A covered entity may also post
the notice and taglines in additional
publications and communications.

(2) Bach covered entity shall post, in
a conspicuously-visible font size, in
gignificant publications and significant
communications that are small-gized,
sich as posteards and tri-feld bro-
chures: ' )

(1) The nondiscrimination statement
required by paragraph (b}(2) of this sec-
tion; and

(2) The taglines required by para-
graph (4)(2) of this section.

{(h) A covered entity may combine
the content of the notice required in
paragraph (a) of this section with the
content of other notices if the com-
bined notice clearly informs individ-
uals of their civil rights under Section
1557 and this part.

Subpart B—Nondisctimination
Provisions

§92.101 " Discrimination prohibited.
(a) General. (1) Bxcept as provided in '
Title I of the ACA, an individual shall
not, on the bagls of race, color, na-
tional origin, sex, age, or disability, be
excluded from participation in, be de-
nied the benefits of, or otherwise be
subjected to discrimination under any
health program or activity to which
this part applies.
(2) This part does not apply to em-
ployment, except as provided in §92.208.
(b)y Specific discriminatory actions pro-
hibited. Under any health program or
activity to which this part applies:
(1)(1) Each covered entity must com-
ply with the regulation implementing
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"-'thie V1, at §80. 3{b)(1) through (6) of -

: thls subchapter

- {1i} No vovered ent1ty sha,ll on the
basgis of race, color, or natmna,l origin,
“aid or perpetuat;e dlscnmination
against any person by promding 51g-
“nificant assistance o any ‘entity or
person that dlscmminates on the basis
. of race, color, or nationa} origin‘in pro-
viding any *aid, benefit, ‘or. service to

beneficiaries of the ~covered entity 3.... ire,”

-health program or actavmy

CA2(E) Bach 1ecapient ang State—based
: MarketplaceSM must comply with the
regulation ‘implementing Section 504,
at §§84, d(b), 84,21 through 84. 23(b) 84,31,

- B4.34,84.87, "84: 38 -and 8441+ thr ough :
. _ba,sas of age, aid or perpetua.te discrimi-

84.52(c) and 84.53 through’ 84.55 ‘of this
:subchapter “Where " this " paragraph
cross—references regulatory ‘provisions
“that use ‘the term “recipient,’’ ‘the

: term “rec1pient or State-based Marl_iet—_ .

'placeSM” ‘shall a,ppiy in its place.

(ii) “The Departmenb, mcluding the
-Federaliy-facﬂitated Marketplaces
must comply. with - the regulation im-
-’plementmg Bection 504, ‘at ‘§§85.21(L),
- 86.41 through 8542 and 85 44 through
“B5.61 of this subcha,pter
. A8)1) Each covered ent:ty must com—
Toply with® the regulatwn 1mp1ement1ng
" Title IX, at §86; 81{1)){1) through (8) of
“this subchapter Where this ‘paragraph

. crossvreferences regllatory - ‘provisions -
" that use ‘the term “‘student,” *“em-

ployee,” or “applica.nt ¥ “thege terms
shall be replaced with “individual.” " |

(i) A covered entity “may: ‘not, d1—
'rectly or through contractual or other
arrangements, utilize criteria’ or meth-
“ods of administration that have ‘the ef-
fect “of subjectmg mdividuals “to dis-

- crimination on the basis of sex, of have

the effect of defeating or substantlally

impairipg . -accomplishment of the ob-_

- jectives of the program with’ respect to
mdwiduals on'the bagis of sex.

{diiy In determmmg the site 07 loca-
tion of a facility, a covered: entity may
not make selections that have the ef-
-fect ‘of eXcluding individuals from, de-

nying them the benefits of, or ‘sub-

“jecting thém to . discmmma,tion under
“:any -programs to which this regniatwn
applies, on the basis of sex; or with.the
purpose or effect of defeatmg of sub-

- stanitially impairing the - accomphsh-'
ment of the objectives of the program -

or act1v1ty on the hagis of sex.

§92 61

(w) A covered entity may operate a,
sex-specific ‘health program or- activity
{a& health program or activity that is

‘restricted to members of one ex) only
if the covéred entity can demonstrate
‘an exceedmgly persuasive jusbiflcation,
‘that ‘is, that ‘the sex-specific health

progra,m or acblvzty is substantmliy re-

“lated to the a.chievement of‘an imipor-

tant health-related or smentlﬁc obJec~

(4)(1) Ea.c:h covered entlty must com-

-ply with the regulation 1mplementmg
‘the Age Act, at. §91 11(by of thlS -sub-
-__chapter ;

(i) No: ébirered entlty shall “on the

nataon agamst; any person by providing

.sxgmﬁeant a.ssmtance to any a.gency,

orgamzatwn Or -person that dlscrmu-
nates .0n the basxs of. age-in providing
any ‘aid, benefit, or- service to bene-

-_.ficxaries of the. coveled enmty 5 health_
- PLOZTAM Or activn;y :

-(H) The enumeration of spec;.ﬁc forms

coof dxscnmmatlon -in: this.paragraph
C-does:not limit: the generality. of the . ...
.prohibltion m pa.mgraph (a) of thzs gec-

tion.”
(c) 'I‘he exceptlons applicab}e to Tltle

NT apply to dxscnmination on the basis
“-of race, color, or'national ongm tnder
*-this part. The. exceptions applicable to
" Bection 504 ‘apply ‘to discrmnna’cwn on
©the pasis of dlsa,bility under this p_art
“Thée" exceptions a,pphcabie to the Ape
‘Act apply  to discrinunataen on ‘the
“basis’ of | age. under this part. These pro-

visions ‘are found ab. §§ 86 S(d), 84 4(c),
85.21(¢), 91,12, 91 15 and 91 17—- 18 of tlus_

_subchapter

() Where the regulatory prewsmns

referenced in. paragraphs )1, (b)(3),
Cand (b)4), and paragraph (¢) of this. sec-
) 'tmn use the term’ “reexment " the. term

“covered entity’ ‘shail. apply in its
place. Where the regulatory provisions

‘referenced in ‘paragraphs (b)1), (bX3),

and (bX4) and paragraph (c) of this sec-
tion use the terms “program or activ-
ity’l.or ‘‘program’. or “educatlon pro-

-gram.’”” the.term ‘“‘health program or

a.ctlvmy” shall a.pply in the1r place
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§92.201

Subpart C—Specific Applications
to Health Programs and Activities

§92.201 Meaningful access for individ-
upals with limited English pro-
ficiency.

(a) General requirement. A covered en-
tity shall take reasonable steps {0 pro-
vide meaningful access to each indi-
vidual with limited English proficiency
eligible to.be served or likely to be en-
countered in its health programs and
activities. ’

(b) Evaluation of compliance. In evalu-
ating whether a covered entity has met
its obligation under paragraph (a) of
this section, the Director shall:

{1} Evaluate, and give substantial
weight to, the nature and importance
of the health program or activity and
the particular communication at issue,
to the individual with limited English
proficiency; and

(2) Take into account other relevant
factors, including whether a covered
entity has developed and implemented
an effective written language acoess
plan, that is appropriate to its par-
ticular circumstances, to be prepared
to meet its obligations in §92.201¢a).

{c) Languoage assistance services re-
quirements. Language assistance serv-
joes reguired under paragraph (a) of
this section must be provided free of
charge, be accurate and timely, and
protect the privacy and independence
of the individual with limited English
proficiency. )

(dy Specific requirements for interpreter
and transiation services. Subject Lo para-
graph (a) of this section: : _

(1) A covered entity shall offer a
gualified interpreter to an individual
with limited Engligh proficiency when
oral interpretation is a reasonable step
to provide meaningful access for that
individual with limited English pro-
ficiency; and -

(23 A covered entity shall use a gquali-
fied translator when transiating writ-
ten content in paper or electronic
form.

(e) Restricted use of certain persons to
interpret or facilitate communication, A
covered entity shall not: -

(1) Require an individual with lim-
jted English proficiency to provide his
or her own interpreter;

45 CFR Subfitle A (10-1-16 Edition)

(2) Rely oz an adult accompanying an
individual with limited English pro-
ficiency to interpret or facilitate com-
munication, except:

(i) In an emergency involving an ime-
minent threat to the safety or welfare -
of an individual or the public where
there is no qualified interpreter for the
jndividual with limited English pro-
ficiency immediately available; or

(ii) Where the individual with limited
Fnglish proficiency specifically re-
quests that the accompanying adult in-
serpret or facilitate communication,
the accompanying adult agrees to pro-
vide such assistance, and reliance on
that adult for such assistance ig appro-
priate under the circumstances;

(3) Rely on & minor child to interpret
or facilitate communication, except In
an emergency involving an imminent
threat to the safety or welfare of an in-
dividual or the public where there ig no
gualified interpreter for the individual
with limited English proficiency imme-
diately available; or

(4) Rely on staff other than gualified
bilingual/multilingnal staff to commu-
picate directly with individuals with
limited English proficiency.

(I) Video remote interpreting sevvices. A
covered entity that provides a qualified
interpreter for an individual with lim-
ited English proficiency through video
remote interpreting services in the
covered entity's health programs and
activities shall provide:

(1) Real-time, fulil-motion video and
audio over a dedicated high-speed,
wide-bandwidth video connection or
wireless connection that delivers high-
gquality video images fthat do not
produce lags, choppy, blurry, or grainy
imagesg, or irregular pauses in commu-
nication; .

(2) A sharply delineated image that is
large enough to display the inter-
preter's face and the participating indi-
vidual's face regardless of the individ-
ual’s body position;

(3) A clear, audible transmission of
voices; and

(4) Adequate training fo users of the
technology and other involved individ-
uals 50 that they may quickly and effi-
ciently set up and operate the video re-
mote interpreting.

(g} Acceptance of language assistance
services is not required. Nothing in this
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"- section shall he construed to require an

‘individual with limited English pro-
ficiency to accept langnage assistance

services. -l Fa
©'§92.202  Effective _communication for
; individnals_w_ith-djsabilities.-_‘ I
-’_{a)'A covered entity shall take appro-
“priate steps to ensure that comimunica-
* tioms with individuals with disabilities
are -as effective ‘as ' communications

with others in health programs and ac- .
‘tivities, in accordance with the stand- |
ards ‘found at 28 CFR 85,160 through -
35.164.*Where the regnlitory provisions -

‘referenced in this section use the term

" tity’ shall apply in‘its plage. .

~(b) “A'recipient or State-based Mar- -

-ketplaceS™ ghall “provide - appropriate
‘auxiliary: aids and seivices to ‘persons
with impaired sensory, - manunal, - or
speaking skills, where necessary. to af-
- ford.such Dersons.an equal opportunity
%o benefit from the service.in question.

' $92.208 . Accessibility  standards . for
.. buildings and facilities. =~
o (a):Bach dacilityor part 'of & facility
- +in.which health. programs or activities
- are.conducted that is constructed or al-
_~tered by or.on behalf of, or for the use
-:-0f, & recipient or State-based Market-

. Place®M. ghall comply with the. 9010
Standards -as - defined. in §82.4, Af . the

construction or alteration ‘wag com-
menced on or after July 18, 2018, except -

- Bhat if a facility 'or part of a facility in
Which health programs or activities are
- conducted ‘that is’ constructed or al-

' tered by or on behalf of, or for the use

of, & reciplent or State-based Market.
Dlace®M, was not’ covered by ‘the 2010
Standards prior t¢ July 18, 2016, such

_facility or part of a. facility shall ‘com-

‘Ply with the 2010 Standards, as defined
L An§92.4, 'if the ¢

menced after January 18, 2018. Depar-

_tures from . particular techniésl and
. ‘Scoping requirements by . the use of

~other methods are 'permitted where
substantially equivalent or greater ac-
. cess to and usability of the facility is
‘provided.  All newly constructéd or al-
" -tered buildings or Tacilities silbject to

this “‘section ‘shall comply with ‘the ‘re-

quirements for & ‘“public building or fa-

- ¢ility™ as defined in Section 106.5 of the

2010 Standards.

onstruction Wwas com- Lron i _ AL wou,
“in ‘stch undye financial-and adminis-

' §92.204
(b) Bach facility or part of a facility

in which health programs or activities
are conducted that. is constructed or al-

‘tered by or on behalf of, or.for:the use

of, & recipient or State-based Market-

. PlaceS™ in conformance with the 1991

Standards or. the 2010 Standards as de-
fined in §92.4 shall be deemed to com-

"ply with the requirerents of ‘this sec-

tion and with 45 CFR $4.23(a) and (b),

. cross-referenced in §92.101(b)2)(1) with
‘respect to those. facilities, if the con-
struction or alteration was commenced
‘on of before July 18, 2016. Wach facility
or.part of a facility in which health
#public entity.’ ‘the term “sovered en- programs o activities are conducted

that is constructed or altered by.or on

.-behalf of, or for the use of, a.recipient

or State-baged MarketplaceSM . in con-
formance with the Uniform Federal Ac-

~-cessibility. Standards .as . defifed . in

§92.4, shall be deémed to comply with

the requirements of this., seci_:_i_:o'_n_ and
. with 45 CFR 84.23(n) and (b), gross-ref-

erenced :in §92.101(b)3){i) With respect

-b0 those facilities, if the censtruction
- was commenced before July 18, 2016 and
~-8uch. facility -was -not covered by the

. 1991 Btandards or:2010. Standards. ...

892204 Accessibility of eléctronic and

.- information technology. - = .
(a) Covered entities shall ensure that

/their health programs or activities pro-

vided ‘through electronic ‘and informa-

tlon ‘technology are accessible to indi-

viduals with disabilities, unless doing
80 would result in‘undue financial and

-administrative ‘burdens Jor-a funda-
- mental alteration in ‘the'nature -of the

health - programs " or activities. ‘When
undue financial “and . administrative
burdens or a fundamental alteration

- exist, the covered entity ‘shall provide
~information in‘a format other thanian

electronic format that would not result

trative burdens or a fundamental 4iter-
ation’ but would ensire, to' the max-
imum ‘extent possible,’ that individuals
with disabilities réceive the benefits or
services of the health program or activ-

3y “that are!provided through ~elec-

‘tronic and information technology.”

" (b) ‘Recipients and State-baged Mar-

“ketplaces “shall “ensure that their

health’ programs and‘activities pro-

* vided through Web ‘sites comply with
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§92.205

the requirements of Title II of the
ADA.

$92.205 Requirement to make reason-
able modifications. :

A covered entity shall make reason-
able modifications to policies, prac-
tices, or procedures when such modi-
fications are necessary to avold dis-
crimination on the basis of disability,
unless the covered entity can dem-
onstrate that making the modifica-
tions would fundamentally alter the
nature of the health program or activ-
ity. For the purposes of this section,
the term ‘‘reasonable modifications”
shall be interpreted in a manner con-
sistent with the term as set forth in
the ADA Title II regulation at 28 CFR
35.130(0)(7).

§92.206 Equal program access on the
basis of sex.

. A covered entity shall provide indi-
viduals equal access to its health pro-
grams or activities without discrimina-
tion on the basis of sex; and a coverad
entity shall treat individuals con-
sigtent with their gender identity, ex-
cept that a covered entity may not
deny or limit health services that are
ordinarily or exclusively available to
individuals of one sex, 4o a transgender
individual based on the fact that the
individual's sex assigned at birth, gen-
der - identity, or gender otherwise re-
corded is different’ from the one to
which such health services are ordi-
narily or exclusively available.

§92.207 Nondiserimination in health-
related insurance and other health-
related coverage.

(a) General. A covered entity shall
not, in providing or administering
health-related insurance oOr other
health-related coverage, discriminate
on the basis of race, color, national ori-
gin, sexX, age, or disability.

(b} Discriminatory actions prohibited. A
covered entity shall not, in providing
or administering health-related insur-
ance or other health-related coverage:

(1} Deny, cancel, ‘Hmit, or refuse to
issue or renew a health-related insur-
ance plan or policy or other health-re-
lated coverage, or deny or limit cov-
erage of a claim, or impose additional
cost sharing or other limitations or re-

45 CFR Subtitle A (10-1-16 Edition)

strictions on coverage, on the bagis of
race, color, national origin, sex, age, or
disability;

(2) Have or implement marketing
practices or benefit designs that dis-
criminate on the basis of race, color,
national origin, sex, age, or disability
in a health-related insurance plan or
policy, or other health-related cov-
erage;.

¢3) Deny or limit coverage, deny or
iimit coverage of a claim, or impose
additional cost sharing or other limita-
tions or restrictions on coverage, for
any health services that are ordinarily
or exclusively available to individuals
of one sex, to a transgender individual
pased on the fact that an individual's
sex assigned at birth, gender identity,
or gender otherwise recorded is dif-
ferent from the one to which such
health services are ordinarily or exclu-
sively available;

(4) Have or implement 2 categorical
coverage exclusion or limitation for all
health services related to gender tran-
gitionp; or - o

(5) Otherwise deny or limit coverage,
deny or limit coverage of a claim, or
impose additional cost sharing or other
limitations or restrictions on coverage,
for specific health services related to
gender transition if such denial, limi-
tation, or restriction results in dis-
crimination against a transgender indi-
vidual.

(¢) The enumeration of specific forms
of discrimination in paragraph (b) does
not Hmit the general applicability of
the prohibition in paragraph (a) of this
section.

{d) Nothing in this section is in~
tended to determine, or restrict a cov-
ered entity from determining, whether
a particular health service is medically
necessary or otherwise meets applica~
ble coverage requirements in any indi-
vidual case.

$92.208 Employer liability for dis-
crimination in employee health
bhenefit programs.

A covered entity that provides an
employee health benefit program to its
employees and/or their dependents
shall be liable for violations of this
part in that employee health benefit
program only when:
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(a) 'I‘he entity is prmmpally engaged
in providing ‘or. admimstermg health

. services, health insurance ooverage, or

- other health coverage; ;.

(b} ‘The entity receives. Federal finan-

- clal assistance a primary -objective of
" which is to Tund the: entxty 5 employee
health benéfit program or- .

ey The entzty is not prmclpally en-
-.gaged. in ‘providing  or -administering

heaith services, health dnsurance cov-

¢rage; or other. health coverage, but op-
“erates ‘a°health  program or a.otzvu:y,
- “which is not an ‘employee health hen-

- efit program that receives. Federal fi- -

' 1 LanCeE: ept that the en- -
natolal assistance; exc Db a.t the o ~QOCR “with requested Anformation. in a

Bty s lia.bie under. this part wn:h Te-

-- gard to.the provision or, administration
- of employee health benefits only with
~respect to the employees m that health
;program or: acmvity i

§92.209 Nondxscnmmatmn :oo'
. basis of association, .. ...

' from partimpation in, deny the benefits
~of, or.otherwise disorlmine,te against
~an individual “or “entity ‘in ‘its ‘health

programi:or: activities ion’ ‘the “basis of

the race, colo¥: ‘national origin, ‘sex,
-age, or-disahility of an individaal with
whom  the “individual ‘or entity: is

- known or believed to .‘oeve a rela.tion-

: Shlp or B.SSOCJ.atIDn

Subport Dm-Procedures

_§ 92.301 Enforcement mechamsms.

{a) . The . enforcement: meohamsms

3 avallable dor-and provided under Title
VI of the Civil Rights Act of 1964 Title
IX of the Education ‘Amendments of
1972, Section 504 .of the Rehahilitation
- Act of 1973, or the Age Dlscmmma.taon
Act of 1975 sha.ll apply for ‘burposes of

Seotlon 1557 as 1mp1emented by thJ.S

- part.

{b) Compensatory damagos for viola-
tions  of Section 1557 are available in
i appropr;ate admimstra,tlve and judmlal

aotlons brought under this rule, """

'_ §92.302 Prooedures for heaith pro-

grams and ‘activities conduote by

places.

L {a) The: prooedulal provismns a.pph~
~.cable to-Title VI apply with regpect to
admmist;ratlve . enforcement

rﬁw

actions

--592503

_oonoernmg discrimination on the basis
_.of race, colo¥, national, origin, sex, and

disab;hty d1scr1mination under Section
1667 or this part. Thege procedures are
found at §§80.8 through 80.11 "of  this

_"suboha.pter and pa,rt Bl of thls sub-
'chapter -

(b) The. prooedura.l provxsmns a.pph-

“cable to.the Age Act apply, with respect

to enforcement actions oonoermng age

B d.lsorimmetlon nnder.: Section 1557 . or
-'thig ‘part. These procedures are found
atb. §§91 41 through 8L 50 of thzs sub-
'oha.pter :

o) When' a reolplem; falis to prowcie

timely, complete, a,nci -accurate -man-

~ner, OCR may fing nonoomphenoe with -

Section - 1567 and -initiate appropriate
..'-enforcement procedures, including -he-
“ginning’ ‘the’ process for fund suspension

or termination and taking other aotlon
_ ~‘authorized: by lawi '
A covered ent1ty shalI not excmde

a_civil action to challenge a vioiation
“of ‘Bection 1657 .or-this part in'a United .
States Dzstrlot Court in'which thé're-

({i) An mdividual or entlty may brlng

cipient or Staté-based Marketpiaoe B

'1s found or transa.ots business

§32 303 Procedures for health pro~
grams.and activities admmnstered.
/by the Department. L

(a,) Tms seotion a,pplies to chscnml—

S ‘nation - -on the basis ‘of race, ¢olor, na-
~tional. origin, sex. age Lor dlsablhty in
‘health programs or activities. adminis-

tered by the Department, mcluding the

: Federa.}}y~fao111tated Markotpla.ces

“(b) 'Thé" rocedural” provisions appli-
oa.bie 40 Seomon 504 at §§85.61 through

-85.62 of this subchapter shall apply

with respect to enforcement a.otions

‘_a.gamst; the Department ooncormng
~discrimination’ ‘on “the'-basis “of “race,

color, national origin, sex, age, or dis-

: ablhty under Section 1557 or this part,
~Where ' this
‘regulatory proviszons that use. the

-gection - cross‘referenoes

term: “‘handicap,”’ the - term “raoe,
color, national origin, sex, ‘age, or dls—

“ability’ 'shall apply in its place.
" recipients and State-based Market-— .

{¢) The. Department shall pemut ao—

L Cess . by, OCR to its books records, ac-

counts, other sources of informatlon
and facilities as.may be pertinent o
ascertain oompha,noe_ with Section 1557
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or this part. Where any information re<
quired of the Department is in the ex-
clusive possession of any other agency,
jnstitution or individual, and the other
agency, institution or individual shall
fail or refuse to furnish this informa-
tion, the Department shall so certify
and shall set forth what efforts it has
made to obtain the information. As-
serted considerations of privacy or con-
fidentiality may not operate to bar
OCR from evaluating or seeking to en-
force compliance with Section 1557 or
this part. Information of a confidential
nature obtained in connection with
compliance evaluation or enforcement
ghall not be disclosed except where
necessary under the law.

{d) The Department shall not intimi-
date, threaten, coerce, or diseriminate
against any individual for the purpose
of interfering with any right or privi-
. lege secured by Section 1557 or this
part, or because such individual has
made a complaint, testified, assisted,
or participated in any manner in ap in-
vestigation, proceeding or hearing
under Section 1557 or this part. The
identity of complainants shall be kept
confidential by OCR, except to the ex-
tent necessary to carry oub the pur-
poses of Section 1557 or this part.

APPENDIX A TO PART 92—SaMPLE No-
TICE INFORMING INDIVIDUALS ABOUT
NONDISCRIMINATION AND ACCESSI-
BILITY REQUIREMENTS AND SAMPLE
NONDISORIMINATION STATEMENT:
DISCRIMINATION 18 AGAINST THE
LAW

[Name of covered entity] complies with ap-
plicable Federal civil rights laws and does
not discriminate or the basis of race, color,
national origin, age, disability, or sex.
[Name of coversed entity] does not exclude
people or treat them differently because of
race, color, national origin, age, disability,

| or sex. .

[Name of covered entityk .

« Provides free aids and services to people
with disabilities to communicate effsctively
with us, such as:

o Qualified sign language interpreters .

¢ Written information in other formats
(large print, audio, accessible electronic for-
mats, other formats)

« Provides free language services to peopie
whose primary language is not Engliish, such

a8
o Qualified interpreters
o Information written in ether languages

" 45 CFR Subtitle A (10~1-16 Edition)

If you need these services, contact [Name
of Civil Rights Coordinator}

If yvou believe that [Name of covered enti-
ty1 hag failed to provide these services or dis-
criminated in ancther way on the basis of
race, color, national origin, age, dizability,
or sex, you can file a grievance with: [Name
and Title of Civil Rights Coordinator], [Mail-
ing Address], [Telephone number Jj, [TTY
number—if covered entity has onel, [Fax],
[Email]l, You can file a grievance in person
ot by mail, fax, or email. If you need help fil-
ing a grievance, [Name and Title of Civil
Rights Coordinator] is availabie to help you.
You can also file a civil rights complaint
with the U.8. Department of Health and
Human Services, Office for Civil Rights elec-
tronically through the Office for Civil Rights
Complaint Portal, available at hitns:y
serportal.hhs.gov/ocr/portaliobby Jsf,  or by
mail or phone at: U.S, Department of Healith

" and Human Services, 200 Independence Ave-

nue SW., Room 509F, HHH Building, Wash-
ington, DC 20201, 1-800-368-1018, 800-537-7697
(TDD).

Complaint forms are available at hitp./
www. hhs.goviocr/office/file/index. himi,

Neondiscrimination statement for signifi-
cant publications and signification commu-
nications that are small-gize:

[Name of covered entity] commplies with ap-
piicable Federal civil rights laws and does
not discriminate on the basis of race, coler,
national origin, age, disability, or sex.

{81 FR 31465, May 18, 2016; Bl FR 46613, July
18, 2016] .

APPENDIX B TO PART 92—SAMPLE
TAGLINE INFORMING INDIVIDUALS
WiTH LIMITED ENGLISH PROFICIENCY
oF LANGUAGE ASSISTANCOE BSERV-
ICES

ATTENTION: I¥f you speak [insert lab-
guage], language assistance services, free of
charge, are available to you. Call 1-XXX-XAx~
xxxx (TTY: 1-XXX-XXX~XXXX}.

APPENDIX C TO PART 92—SAMPLE BEC-
TION 1557 OF THE AFFORDABLE CARE
ACT GRIEVANCE PROCEDURE

It is the policy of [Name of Coverad Entity]
not to discriminate on the basis of race,
color, national origin, sex, age or disability.
[Name of Covered Entity] has adopted an in-
ternal grievance procedure providing for
prompt and equitable resolution of com-
plaints . alleging any action prohibited by
Saction 1557 of the Affordable Care Act {42
T.8.0. 18116) and its implementing regula~
tions at 45 CFR part 92, issued by the U.S.
Department of Health and Human Services.

. Section 1587 prohibits disorimination on the

basis of race, color, national origin, sex, age
or dlsability in certain health programs and
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activities. Section 1557 and its implementing
regulations may be examined in the office of
" [Name and Title of Section 1557 Coordi-
nator], [Mailing Address], [Telephone num-
ber], FI'TY number—if covered entity has
one}. [Fax], [Email], who has been designated
to coordinate the efforts of [Name of Covered
BEntity] to comply with Section 1557,
Any person who believes gomeone has been
subjected to discriminatior on the basis of
- race, color, national origin, sex, age or dis-
ability may file a grievance under this.proce-
dure. It is against the law for [Name of Cov-
ered Entity] to retaliate against anyone who
opposes discrimination, files a grisvance, or

- participates in the investigation of a griev- .

ance.
Procedure:
» Grievances must ‘be submitted to the
Section 1557 Cloordinator within (80 days) of
the date the person filing the grievance be-

comes aware of the alleged disoriminatory

action. :

-+ A complaint must be in writing, con-
~taining the name and address of the person
“iiling it. The compiaint must state the prob-
" Jem or action aileged to be discriminatory

and the remedy or relief sought. T
- » The Section 1557 Coordinator {or her/his
deslgnee) shall conduet an investigation of
the complaint. This investigation may be in-
formal, but it will be thorough, affording ali
- interested persons an opportunity to submit
- evidence relevant to the complaint. The Sec-
- tion 1567 Coordinator wil? maintain the files
and records of [Name of Covered Entity] re-
lating to such grievances. To the oxtent pos-
sible. and in'sccordance with applicable law,
the Bection 1567 Coordinator will take appro-
priate steps to preserve the confidentiality
of files and records relating to grievances
and will share . them only with those who
have a need to know. o Sl

+ The Seetion 1557 Coordinator will issue a

written decision on the grievance, based on a
. brependerance. of the évidence, no later than

30 days afber its filing, including a notice to

the complainant of their right to pursue fur-

ther administrative or legal remedies.

+ The person filing the grievance may ap-
peal the decision of the Section 1557 Coordi-
hator by writing to the {Administrator/Chief

_Executive - Officer/Board of- Directors/ete.)

within 15 days of recelving the Section 1557

Coordinator’s decision. The {Administratoy

Chief Executive Officer/Board of Directors/

etc.) shall issue a written decision in re-

sponse to the appeal no later than 30 days

after its filing. .

The availability and use of this grievance
procedure does not prevent a person from

-parssing other legal or administrative rem-

adies, including filing a complaint of dis-

crimination on the basis of race, color, na--

-tional origin, sex, age or disability in court
:or with the U.8, Department of Health and
Human Services, Office for Civil Rights. A

93.410

P93

peraen can file a complaint of discrimingtion
electronically through the Office for Civil
Rights Complaint Portal, which is available
at: https://ocr;portal.hh&gau/ocr/portaMobby.jsf,
or by mail or phone at: U.S, Department of )

‘Health and Human Services, 200 Independ-

ence Avente 8W., Room 509F, HHH Bailding,
Wasghington, DC 20201, ) :

Complaint forms are available at: Rttty
www.khs.gov/ocr/ofﬁcefﬁleﬁndex.html. - Suech’
complaints must be filed within 180 days of
the date of the alleged discrimination,

[Name of covered entity] will make BPPro-
priate arrangements to ensure that individ-
nals with disabilities and individuals with
limited Bnglish proficiency are provided aux-
iliary aids and services or langnage assist-
ance gervices, respectively, if needed to par-
ticipate in this grievance process, Such ar-
rangements may inchude, but are not limited
to, providing ‘qualified interpreters, pro-
viding taped cassettes of material for indi-
viduals with low vision, or asgsuring a bar-

" rier-free location for the proceedings. The

Sectlon 1557 Coordinator will be responsible
for such arrangements. <. .- -
PART 93—NEW RESTRICTIONS ON
| " LOBBYING .

- Subpart A—General -
Sen, ' S ’
$3.100 Conditions on use of funds,

93.105 Definitions. :
93.110 Gertiﬁ_ca_tiou and disclosure.

Subpart Bf-—Acf_ivifEes by Own Employees
93.200 Agency and legislative Haison, '

83.205 Professional and technical serviees.

43.210 Rep_orti_ng_.

Subpart C—Activities by Other fhan Own
L - Employees . B :

93.300 Professional and technical services,
Subpait D—Penatties and Enforcement

93.400
93,406

Penalties. .
‘Penalsy procedures.
Ez_aforcemex_ll_:. ’

‘Subpart E~Exemptions
Secretary of Defense.
Subpart F—Agency Reporis

Semi-annual compﬂ#tion.

§3.500

93.600

93.605 Inspector General repors.

APPENDIX A TO PART 93—CERTIFICATION RE-
GARDING LOBBYING

APPENDIX B TC PART 93—DISCLOSURE FORM
T0 REPORT LOBBYING . :
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~e-CFR data is current as of July 31, 2018
Title 45 — Sublitie A — Subchapter B — Part 144 — Subpart A §144.103

* Title 45: Public Weffare
PART 144—REQUIREMENTS RELATING TO HEALTH INSURANCE COVERAGE
Subpart A--General Provisions ' ‘

§144.103 Definitions.

“For pd_rb_osés bf parts 146 (group market), 147 {group and individua_l markef), 148 (individual market}, and 150
(enforcement) of this subchapter, the following de Initions apply uniess otherwise provided: - : B

' Affiliation period means a périod of time that must expire before health insurance coveragé provided by an HMO becomes
effective, and during which the HMO is not required to provide benefits.. . o o '

Applicable State authority means, with respect to a he_azlt_h insurance issuer in a State, the State insurance commissioner or

official or officials designated by the State to enforce the requirements of 45 CFR parts 146 and 148 for the State involved with

: _Beneﬁbféry has the m 2aning given the term unde_r. section 3(8) of the Empioyée Retirement income Security Act of 1974

(ERISA), which states, “a person designated by a participant, or by the terms of an employee benefit plan, who is or may

become entitled to a benefit” under the plan.
Bona fide éésoéia_tion means, with respect to heaith insurénce coverage offered in a State, an associétion that méets the
fqllow‘ingcpndi_tions:_.___ L AR A _
. {1) Has been actively in existence for at least 5 ye;ré_. ‘
ﬁ_(2) Has hegh formed and maintained in good faith for purposes other than obtaining insurance. -
(3) D';"Jés'.'hot condition membership in ﬂié éésbciéﬁoﬁ on any health status-related factor relating to an individual (inc_luding
an employee of an empf_oye_;_ ora deper_:_dent_ of any emp_!pyee)_._ o R ' R L

{4)_ Ma{{e_s_ h_ééi_t_h insurance coverage offered through the association available to all members regardless of any health
status-related factor relating to the members {or individuals eligible for coverage through a member). C '

' (5)_Do'es'hot make health insurance co&erage offered through the association avai'lable other than in connection with a
membefof-ﬂxe.agsoci_atior_:.- AR S ST _ S

(6) Meéts any additional requirements that may be imposed under State iéw.

Chbfch'.blab'mea_ﬁs a Church plan within the rrié_anirég of sécﬁ_on 3(33) of ER!SA._

COBRA definitions: o | , . o
(1) COBRA means Title X of the Consolidated Omnibus Budget Reconciliation Act of 1985, as amended,

B 3 COBRA contindation_coverage _fneans coverage, under a group heaith plan, that safisfies an a_ppiicab_le COBRA
continuation provision. : o R - -

(3) COBRA continuation provision means sections 501-608 of the Employee Retirement Income Security Act, section
49808 of the Internal Revenue Code of 1986 (other than paragraph {f)(1) of such section 49808 insofar as it refates to pediafric -
vaccine_s),or’ﬁt_ie_XXllofthe;PHSAct_. - R e R

"(4) Cohtinuatfon doﬁemge means covérag'e under a COBR'A continuation provision or a similar State prograrﬁ, Coverage

provided by a plan that is subject to a COBRA continuation provision or similar State program, but that does not satisfy ail the

requirements of that provision or program, will be deemed to be continuation coverage if it allows an individuai to elect to
continue cove_rage fora period of at least 18 months. C_ontinuation coverage does not include coverage under a conversion

https:li\nfww.ecﬂ‘.govlqgi_-binftext-_idx?SID=3977ca79bf7b1b5566930dcff3f88058&mq=h11e&node=se45.1 144_1103&rgn=divg - %
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polrcy requrred to be offered to an mdrvrdual upon exhaustron of contlnuatlon coverage nor does Lis mclude conttnuatrort
coverage under the Federal Emptcyees Health Benef‘ ts Program ' . .

(5) Exhaustron cf COBRA contrnuetron coverage means that an rndrvrcluaf‘s COBRA contlnuatron coverage ceases for any
reason other than either failure of the individual to pay premiums on a timely basis, or for cause (such as making a fraudulent
claim or an intentional misrepresentation ofa material factin connec’:tion_with the plan). An individual is considered to have
exhausted COBRA contmuatron coverage if such coverage ceases— . e S

(r) Due to the fallure of the employer or other respons:bfe entrty to remlt premrums ona trmely basrs

(u) When the rndiwdual no Eonger resrdes lives, or works in the service area of an. HMO or srmrlar program (whether or not
within the chorce of the rndtvrdual) and there ls no other COBRA contmuatron coverage avarlabie fo the rndtvrdual or

(m) When the mdlvrdual mcurs a clalm that woutd meet or exceed a hfetrme iimrt on all benef‘ ts ancl there |s no other
COBRA contmuat!cn coverage availabte to the rndrvrdual BB SRR T Sl S

(6) Exhaustron of contrnuatron coverage means that an mdrvrdual s contlnuatlon coverage ceases for any reason otherthan
either. fallure ofthe i_r_t_dividual-to pay prem_ium_s on a timely ba_sis, or -for c_'ause (such'as .making a-fraudulent_ claim or_ an--.--

contrnuatron coverage rf-— - _ _ : _ o
(l} Coverage ceases due to the farlure of the employer or other responsrble entlty to remlt premrums ong trmety basrs

(ii} When the tndrvrdual no Ionger resrdes Ilves or works m a servnce area of an HMO or slmtfar program (whether or not
‘ wrthrn the chorce of the andwlduaf) and there is no other contmuatron coverage avar!able to the mdrvrdual or L

(m) When the indlvrdual incurs a claim that would meet or exoeed a trfetlme timrt on afl benef ts and there is no other
contmuatron coverage available to the: lndlwdual i . “ = . . :

Condrtron means a medical. condrtron
Credrtable coverage has the meanrng glven the term in 45 CFR 146 113(a)

Dependenf means any individual who is or may become ehgrble for coverage under the terms of a group health pfan '
because of a relatlonshrp {o a partlctpant o Gl I TR S . : e

__Elgqrble mdrvrdua! for purposes of—- s i R . S ) _
. "(1) The group market provlsmns m 45 CFR part 146 subpart E,is deﬁned in 45 CFR 146 150(b) and . -'
_ '(2) The mdrvrdual market provrsrons rn 45 CFR part 148 rs def' ned in 45 CFR 148 103 : o

Emproyee has the meamng grven the tenn under sectlon 3(6) of ERISA whrch states any mdrvrdual employed by an
employer ; . _ R Sl ] S

_ Employer has the rneanmg given the term under section 3(5) of ERISA whlch states “any.person acting drrect!y asan
employer, or mdlrectty in the interest of an emptoyer in relation to an empfoyee benef t plan and mcludes a group or o
assoclatlon of empioyers actmg for an emptoyer in such capacrty o . . s _ e

Enro!! means to become covered for benef‘ ts under a group health plan (that rs when coverage becomes effectrve)
ur';'de'f the plan. For this purpose, an individusl who has heith coverage under a group health plan is enolled in the |
regardless of whether the individual elects coverage, the. individual s a dependent who become; overed as a resu
electron by a partrcrpant or the rnd;vrdual becomes covered wrthout art efectron : RS '

_ Enrollment o‘ate means the f rst day of coverage or rf there isa walttng penod the t“ rst day of the wartmg penod if an
individual receivirig benefits under a group heaith plan changes beneﬁt packages or if the plan changes group health msurance .
rssuers the rndrvrduai's enrollment date does not change .

ERISA stands for the Employee Retrrement tncome Secunty Act of 1974 as amended (29 U S. C 1001 et seq)
'Excepted beneﬁts conslstent for purposes ofthe—- S o R s '
'_ : (1) Group market provrsrons in 45 CFR part 146 subpart D is deﬁned m 45 CFR 146 t45(b) and
' "(2) !ndrvrdual market provlslons iri45; CFR part 148, is def ned in 45 CF'R 148 220

hittps:/rarww.ecr. govlcg:-bmrtext-rdx’?SlD—:iQ??ca'/th?b1b556cl9ecdcff3f88csa&mc'-true&node"setlS 1. 144 1103&rgn—dlv8 e 2/8
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Federal governmental pfan means a govémfneﬁfai plah established or maintained for its employees by the Government of
the United States or by any agency or instrumentality of such Government. '

First day of coverage means, in the case of an individual covered for benefits under a group health plan, the first day of
coverage under the plan and, in the case of an individual covered by health insurance coverage in the individual market, the
first day of coverage under the policy or contract. S 3 _ '

Genetic information has the meaning specified in §146.i22(a) of this subchapter. -

Governmental plan means a governmental plan within the meaning of section 3(32) of ERISA.

Group heaith insurance coverage means health insufance coverage offered in connedtion with a group health plan.

Group health plan or plan means a group health plan within the meaning of 45 CFR 146.145(a).

Group market means the market for health insurance coverage offered in connection with a group health pién.

Health insurance coverage means benefits consisting of medical care {provided directly, through insurance or
reimbursement, or otherwise) under any hospital or medical service policy or certificate, hospital or medical service plan
contract, or HMO contract offered by a health insurance issuer. Health insurance coverage includes group health insurance
coverage, individual health insurance coverage, and short-term, limited-duration insurance.

Health insurance issuer or /ssuer means an insurance company, insurance service, or insurance organization (including an
HMO) that is required to be licensed to engage in the business of insurance in a State and that is subject to State law that

regulates insurance (within the meaning of section 514(b)(2) of ERISA). This term does not include a group heaith plan.
Health maintenance organizétion or HMO means-— . -
(1) A Federally qualified health maintenance organization (aé deﬂ'n.ed. in section 1301(a) of the. PHS Act);
(2} An organization recognized under State law as a health maintenance organization; or 7

(3) A similar organization regulated under State law for solvency in the same manner and to the same extent as such a
heaith maintenance organization.

Health status-related factor is any factor identified as a health factor in 45 CFR 146.121(a).

Individual health insurance coverage means health insurance coverage offered to individuals in the individual market, but
does not include short-term, limited-duration insurance. Individual health insurance coverage can include dependent coverage.

Individual market rﬁeans the market for health insurance coverage offered to individuals other than in connection with a
group health plan, or other than coverage offered pursuant to a contract between the health insurance issuer with the Medicaid,
Children's H_ealth Insurance Program, or Basic Health programs. '

iryternal Revenue Code means the intemal Revenue Code of 1986, as amended (Title 26, United States Code).
jssuer means a health fhsu_rance issuer.

Large employer means, in connection with a group health plan with respect to a calendar year and a plan year, an
employer who employed an average of at least 51 employees on business days during the preceding calendar year and who
employs at least 1 employee on the first day of the plan year. A State may elect to define large employer by substituting "101
employees” for “51 employees.” In the case of an employer that was not in existence throughout the preceding calendar year,
the determination of whether the employer is a large employer is based on the average number of employees that it is
reasonably expected the employer will employ on business days in the current calendar year. :

‘ Large group market means the health insurance mafket under which individuals obtain health insurance coverage {directly
or through any arrangement) on behaif of themselves (and their dependents) through a group health plan maintained by a large
employer, uniess otherwise provided under State law.

L ate enrollee means an individual whose enroliment in a plan is a late enroliment.

Late enrofiment means enroliment of an individual under a group health plan other.than on the earliest date on which
coverage can become effective for the individual under the terms of the plan; or through special enroliment. (For rules refating
to special enrollment and limited open enrollment, see §§146.117 and 147.104 of this subchapter.) If an individual ceases to be
eligible for coverage under a plan, and then subsequently becomes eligible for coverage under the plan, only the individual's
most recent pericd of eligibility is taken into account in determining whether the individual is a late enrollee under the plan with

hﬁps:waw.edr.gov!cgi—binltext—idx?S!DF3977ca79bf7b1b556d93cdcffoB&058&m0=true&node=se45.1 .144_11038&rgn=div8 _ ) 36
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‘respect to the most recent period of coverage. Similar rules apply if an individual again becomes eligible for coverage following
asuspen_sio_n of coverage that applied generally under the plan. Lo s SR -

' Medical care means amounts paid for— '
' (1) The diagnosis, cure, mitigation, _tr'éa't_r'n'e'ht, or pféventiqﬁ of disease, or éhﬁbqnts paid for the p'ur_'p':osé:i)f affecting any
structure or function of the body; . . = . fot s e Dol s e
(2) Transportation primarily for and essential to medical care referred toin 'p'ar_ég'raph ) of this definition: and
'_(3) Insurance covering ﬁjedic,él care referred to in paragraphs '(1)'ahd (2) of 'tﬁis_deﬁni_ﬁpn." R -

Medical condition or condition means any condition, whether physical or me_ntal.' Shb!'uc'iih'g.,' b'l_Jt n’df Iirhfted ta, ahy': condition o

resulting from illness, injury (whether or not the injury is accidental), pregnancy, or congenital mafformation. However, genetic

information is not a condition. _ _

NEtworkaan means health insurance coverage of a health i_nsurap'n_c':é'is_é:lie:f:uh&e_r which the financing and delivery of -
medical care (inciuding items and services paid for as medical care) are provided, in whole or in part, through a defined set of
providers under contract with the issuer. . ‘ : ' L R

. Non-Federal govemmental plan means & govermental plar that s not a Federal govemmental plan.

. Paﬁic;'p_aht has the meaﬁing given the _te'rn'i under section 3(7) of ERl.SA;"Whégh States, “ary employee or former employee.
of an employer, of any member or former member of an employee organization, who is or may become eligible to receive a

benefit of any type from an employee béhéﬂt:pla'h_wni;':h covers employess of such employer or members of such organization, .
or whose beneficiaries may be eligible to receive any such benefit” =~ T R

. PHS Actstands forthe Publc Heallh Servics Act (42 US.C. 201 etseq).

- Placement, or being placed, for adoption means the assumptlon and referition of a legal obligation for total or partial .
support of a child by a person with whom the child has been placed in anticipation of-the_'ch_ild_’s adoption. The child's placement

for adoption with such person ends Lipon the termination of stich legal cbligation. - _ T
" Plan means, with respect to a product, the pairing of the health insurance coverage benefits under the product witha -

particular cost-sharing structure, provider network, and service area. The product comprises all plans offered with those

characteristics and the combination of the service areas for all plans offered within a product constitutes the total service area of

- the product. With respect to a plan that has been modified at the fime of coverage renewal corisistnt with §147.106 of this

| subchapter— .. -
-_(1)‘T__h‘g pfé_h will be ¢'.0'nsiqei-éd _to'_' be th_e _é':a_ine, plah-i_f it i i _
{i) Has the same coéf-sharing structure as .b'efare ihe_ mod_ific'a”tibri',':éf any variatidh in cost sh"ar'i:r'\g is solely .re!a!_eﬁ'.t.b.
changes in cost or utilization of medical care, ‘or is to maintain the sama-met_al__-tié_plevei-d_es;:ri_be_d in sections 1302(d)and () of -
theAff_qrcjabI_e__Ca_reAc_t;__. . e : S T

- (i'i)' Cohtinués tb coﬂrer a én’ajority_of the same service _area_f; and _ ' _ _
i) _Coﬁtiﬁue#.io cover a majority of the éamé.pfovide_n-nétuvofk?- For this purpose, the plan's provider network on the first
day of the plan year is:compared with the plan's provider network on the first day:of the preceding plan year (as applicable).

o .'(2) The plan will not fail to be treated as the same plan to the extent the modification(s) are__ma_dé u_ﬁ_ifﬁrmfy and solely

pursuant to "appléﬁ:a_b]e'.'FeGEral'énl;f_ State requirements if— _ _
(i) The modification is made _w'i_t'h_in a reasonable fime period after the imposition or mp’d'i_ﬁ'dat:iph of the Federal or State
(i) The modification is directly related to the imposition o modification of the Federal o State requirement,

. (3) A State may permit greater changes fo the cost-sharing structure, or designate a lower threshold for maintenance of the -
* same provider network or service area for.a plan to still be considered the same plan. .~ - AL e
_Plan sponsor has the meaning given the term under section 3(16)(B) of ERISA, which states, *(i) the employer in the case
of an employee benefit pian established or maintained by a single employer, (i) the employee organization in the case of a plan
established or maintained by an employee organization. or (iii) in the case of a plan established or maintained by two or more
employers or jointly by one or more employers and one or more employee organizations, the association, committee, joint .
board of frustees, or other similar group of Tepresentatives of the parties who establish or maintain the plan.” '
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Flan year medns the‘year that is designated as the plan year in the plan document of a group heaith plan, except that if the
plan document does not designate a plan year or if there is no plan document, the plan year ig—

{1) The deductible or limit year used under the plan;
(2) If the plan does not impose deductibles or limits on a yearly basis, then the plan year is the policy year,

(3) lf the plén does not impose deductibles or limits on a yearly basis, and either the plan is not insured or the insurance
policy is not renewed on an annual basis, then the plan year is the employer's taxabie year; or

{4) In any other case, the plan year is the calendar year.
Policy year means, with respect fo—

(1) A grandfathered heaith plan offered in the individual heaith insurance market and student health insurance coverage,
the 12-month period that is designated as the policy year in the policy documents of the health insurance coverage. If there is
no designation of a policy year in the policy document {or no such policy document is availabie), then the policy year is the
deductible or limif year used under the coverage. If deductibles or other limits are not imposed on a yearly basis, the policy year
is the calendar year. ‘ . o

(2) A non-grandfathered health plan offered in the individual health insurance fnarket, orina rharkef Inwhich the State has
merged the individual and small group risk pools, for coverage issued or renewed beginning January 1, 2014, a calendar year
. for which health insurance coverage provides coverage for health benefits.

 Preexisting condition exclusion means a limitation or exclusion of benefits (including a denial of coverage) based on the
fact that the condition was present before the effective date of coverage (or if coverage is denied, the date of the denial) under
‘a group health plan or group or individual heaith insurance coverage {(or other coverage provided to Federally eligible
individuals pursuant to 45 CFR part 148), whether or not any medical advice, diagnosis, care, of freatment was recommended
or received before that day. A preexisting condition exclusion includes any fimitation or exclusion of benefits {including a denial
of coverage) applicable to an individual as a result of information relating to an individual's health status before the individual's
effective date of coverage (or if coverage is denied, the date of the denial) under a group health plan, or group or individual
health insurance coverage (or other coverage provided to Federally eligible individuals pursuant to 45 CFR part 148), such as a
condition identified as a result of a pre-enroliment guestionnaire ot physical examination given to the individual, or review of
medical records relating to the pre-enroliment period. :

Product means a discrete package of health insurance coverage benefits that are offered using a particular product
network type (such as health maintenance organization, preferred provider organization, exclusive provider organization, point
of service, or indemnity) within a service area. In the case of a product that has been modified, transferred, or replaced, the
resulting new product will be considered to be the same as the modified, transferred, or replaced product if the changes to the
modified, transferred, or replaced product meet the standards of §146.152(f), §147.106(e), or §148.122(g) of this subchapter .

(relating to uniform modification of coverage), as applicable.
Public health pian has the meaning given the term in 45 CFR 146.113(@)(1)(ix).

Short-term, limited-duration insurance means health insurance coverage provided pursuant to a contract with an issuer
that: '

(1) Has an expiration date specified in the contract (taking into accourit ahy extensions that may be elected by the
policyholder with or without the issuer's consent) that is less than 3 months after the original effective date of the contract; and

(2) Displays prominently in the contract and in any application materials provided in connection with enroliment in such
coverage in at least 14 point type the foliowing: “THIS 1S NOT QUALIFYING HEALTH COVERAGE (‘MINIMUM ESSENTIAL
COVERAGE") THAT SATISFIES THE HEALTH COVERAGE REQUIREMENT OF THE AFFORDABLE CARE ACT. IF YOU
DON'T HAVE MINIMUM ESSENTIAL COVERAGE, YOU MAY OWE AN ADDITIONAL PAYMENT WITH YOUR TAXES.”

Significant break in coverage has the meaning given the term in 45 CFR 146.113(b)}{(2)(iii}.

Small employer means, in connection with a group health plan with respect to a calendar year and a plan year, an
employer who employed an average of at least 1 but not more than 50 employees on business days during the preceding
calendar year and who employs at least 1 empioyee on the first day of the plan year. A State may elect to define small
employer by substituting “100 employees” for “50 employees.” In the case of an employer that was not in existence throughout
the preceding calendar year, the determination of whether the employer is a small employer is based on the average number. of

empioyees that it is reasonably exp_écted the employer will employ on business days in the current calendar year.

.https:ﬂ\.\ww.ecfr.gow'cgi—bini:e)ét-idx?SED=5977ca79bf7 b1b556d9ecdcﬁ3f88c58&mc=true&nude=se45.1.144__1103&rgn=div8 . 56
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Small group market means the health insurance market under which individuals obtain health insurance coverage (directly

or through any arrangement) on behalf of themselves (and their dependents) through a group health plan maintained by asmall
employer. _ W e e et -
' '_Spe.c_ial enrofiment means enrolimént in & group health plan or group ﬁeéffh insurance coverage under the rights described

. in 45 CFR 146.117. ' - s o L R . : o :

S‘tat_e means each of the 50 States, the District of Columbia, Puerto Rico, the Virgin Islands, Guam, American Samba. and
the Northem Mariana islands; except that for purposes of part 147, the term does not include Puerio Rico, the Virgin Islands,
Guam, Amencan Samoa, and the _Northern.Ma_rian_a Islénds. . fe I T T TR TN PP

Staife_ health benefits risk pool has the meaning given the term in 45 CFR §146.113(a)(1)(vii}. _
. _Stqdént healfth insurénés co#erage_ has the meani.ng givén the term in §147.145, |

Travelinsurance heans insurance coverage for personal risks incident to planned travel, which may include, but is not

include major medical pians that provide comprehensive medical protection for travelers with trips lasting 6 months or longer,
including, for example, those working overseas as an expatriate or military personnel being deployed, . .~

Walling period has the meaning given theiterm in 45 CFR 147.116(b). o
[69 FR 78781, Dec, 30, 2004, as amerided at 74 ER 51688, Oct. 7, 2009; 75 FR 27138, May 13, 2010; 75 FR 37235, June 28, 201G: 77

PR 16468, Mar. 21, 2012; 78 FR 65001, Oct. 30, 2013; 78 FR 10313, Feb, 24, 2014: 75 FR 13833, Mar. 11, 2014; 70 FR 14151, Mar. 12, -
2014, 79 FR 30335, May 27, 2014; 80 FR 10861, Feb. 27, 2015; 80 FR 72274, Nov. 18, 2015; 81 FR 12333, Mar. 8, 2016; 81 FR 75326,
O3 206 BIFR 72, Doc. 22,2018] 1 i e o Ak, 2016 R

Need assistance?,
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Title 45: Public Welfare. - ' IR o o
PART 147—HEALTH INSURANCE REFORM REQUIREMENTS FOR THE GROUP AND INDIVIDUAL HEALTH INSURANCE
MARKETS ' -

§147.102 Fair health insurance premiurﬁs.

(a) In general. With respect to the premium rate charged by a health insurance issuer in accordance with §156.80 of this
subchapter for health insurance coverage offered in the individuat or small group market— B

(1) The fate may vary with re's.pect to ihe-pérticular plan -br oovérage involved only by d.etermining the following::
i Whether the pién or coverage cbVers an ind'ivi'dﬁél or family. . '

~ {ii) Rating area, as establishéd in accordance with paragraph (b) of this section. For purposes of th'is paragraph {(a), rating '
area is determined— :

(A) In the ndividual market, using the primary policyholder's address.

(B} In the small group market, using the group policyholder's principal business address. For purposes of this paragraph (&)
(1)(H)}(B), principal business address means the principal business address registered with the State or, if a principal business
address is not registerad with the State, or is registered solely for purposes of service of process and is nota substantial

~ worksite for the policyholder's business, the business address within the State where the greatest number of efriployees of such
policyholder works. If, for a network pian, the group policyholder's principal business address is not within the service area of
such plan, and the policyholder has employees who live, reside, or work within the service area, the principal business address
for purposes of the network plan is the business address within the plan's service area where the greatest number of * '
empioyees work as of the beginning of the pian year. {f there is no such business address, the rating area for purposes of the
network plan is the rating area that refiects where the greatest number of employees within the plans service area live or reside

as of the beginning of the plan year.

(iii) Age, except that the rate may not vary by moré than 3:1 for like individuals of different age who are age 21 and older
and that the variation in rate must be actuarially justified for individuals under age 21, consistent with the uniform -age rating
curve under paragraph (e} of this section. For purposes of identifying the appropriate age adjustment under this paragraph and

"the age band under paragraph (d) of this sectioni applicable to a specific enrollee, the enrollee's age as of the date of policy
issuance or renewal must be used. ' '

(iv) Subject to section 2705 of the Public Health Service Act and its implementing reguiations {related to prohibiting

discrimination based on health status and programs of health promotion or disease preveniion) as applicable, tobacco use,
except that such rate may not vary by more than 1.5:1 and may only be applied with respect to individuals who may legally use
tobacco under federal and state law. For purposes of this section, tobacco use means use of tobacco on average four or more

_ times per week within no longer than the past 6 months. This includes all tobacco products, except that tobacco use does not
include religious or ceremonial use of tobacco. Further, tobacco use must be defined in terms of when a fobacco product was .

last used.

(2) The rate must not vary with respect to the particular plan or coverage involved by any other factor not described in
paragraph (a}{1) of this section.

(b} Rating area. (1) A state may establish one or more rating areas within that state, as provided in paragraphs (b}(3) and
" (b){4) of this section, for purposes of applying this section and the requirements of title XXV the Public Health Service Act and
title | of the Patient Protection and Affordable Care Act. . :

(2) If a state does not establish rating areas as provided in paragraphs (b)(3) and (b)(4) of this section or provide
information on such rating areas in accordance with §147.103, or CMS determines in accordance with paragraph {b)}(5) of this

section that a state's rating areas under paragraph (b)(4) of this section are not adequate, the default will be one rating area for
" each metropolitan statistical area in the state and one rating area comprising all non-metropofitan statistical areas in the state,

as defined by the Office of Management and Budget.

https:h‘www.ecfr.govlcgi-binllext-idx?SlD=3977ca79'bf?b1b556d9eodcﬁ3f88c58&mc=tme&node=se45.1 147 _1102&rgn=div8 : 113
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(3) A state's rating areas must be based on the following geographic boundaries: Counties, three-digit zip codes, or
metropolitan statistical areas and non-metropclitan statistical areas, as defined by the Office of Manage_ment and Budget, and
will .bg'pres_umed-aq?qga_;g if either of the folfowing conditions are satisfied: ey Y O R

(i} The state_estébiished by law, rule, regulation, bulietin, or other executive action uniform rating areas 'fof the éﬁtifé state
as of January 1, 2013. ' : L el g e T T ETR.

(ii) The state establishes by law, rule, regulation, bulletin, or othe'r' execut_i@_action after January 1, 2013 -uhifdnn.rating ‘
areas for the entire state that are no greater in number than the number of metropolitan statistical areas in the state plusone.
4 Notwithst‘andfng paragraph (b}(3) of this section, a V's'tét_é 'rna'y' 'prbp'o'éé "tc; '¢MS 'fo'r approVé]'é'hu}ﬁ'béf.of raﬁng .a:reas that
is greater than the number described in paragraph (b)(3)(it) of this section, provided such rating areas are based on the
geographic boundaries specified in paragraph (b)(3} of this section. T R R
(5 In determining whether the rating areas established by :e.af_:;h _s__tai_e under pafagré;;h (b)) of t'h"is section ;ar_e adequate,
o il consider whethe the state's rating areas are actuarialy justiid, are not unfainy discriminatory, refec significant -
differences in health'care unit costs, lead to stability in rates over time, apply uniformly to all issuers ina market, and are based

on the geographic boundaries of counities, three-digit zip codes, or metropolitan statistical areas and non-metropolitan statistical
; (c_:) Aﬁpﬁc_at_fpn of vaﬁét_ions _base_d _on_age__or tdbadco us_e.”_\_l\ﬁt_h reé;'ie'c_ﬁ to f_a_rn_i:Ey _cé\kerage undé; h'e_a!.th' i__nsu.ra.nt:,e y |

coverage, the rating va;iatiqns_pgrm'itted under paragraphs (a)(1)(iiiy and (a)(1)(iv) of this section must be applied based on the

portioh of the premium attributable to each family member covered under the coverage, < o

- (1) Per_-m_ember rating. The total pr{emium"for faﬁi}y_ cbv.eragé f_ntiﬂ '_be' H.etgz'(mi'né_d_ by summ'ing'_'t:he'pr_ehiiu_r_ns__for each -
 individual family member. With respect to family members under the age of 21, the premiums _f_c'r;hc'-morg-'than'_the three oldest

" covered children must be taken into account in determining the total family premium,

< (2) Family tiers under community rating. I a state does not permit any rating variation for the factors describedin
paragraphs (a)(1)(iil) and ()(1)(iv) of this section, the state may require that premiums for family coverage be determined by
using uniform family tiers and the corresponding multipliers established’ by the state. If 3 state does not establish uniform family
tiers and the corresponding multipliers, the per-member-rating methodology under paragraph (c)(1) of this section will apply in
that state. o o S SR e o S - S

(3) Application to small group market—() In the case of the small group market, the total premiulﬁ'c_hérge& toagroup .
. health plan is determined by summing the premiums-of covered participants and beneficiaries in aécordance with paragraph (c)
{Nor(2) af_tl;i_s section, as applicable. - . o SR R B :

(ii) Subjgcf to p_aéagréph_ {c)(3)(iii) of this section, nothing in this_séction prevents a gtaté__from .r_eq_u_iriﬁg issuers io offer to.‘a
group health plan, or an issuer from voluntarily offering to a group health plan, premiums that are based on average enrollee

premium amounts, provided that the total group pfemium established at the time of applicable enroliment at the beginning of the

plan year is the same fotal amount deri_ve_d_ in accordance with p_a'a_‘agra_ph (©)(1) or (2) of this section, as applicable.

(i) Effective for plan years be'ginning‘ on or after January 1, 2015, an issuer that, in 'éonnécﬁqn with a group health plan in
the smail group market, offers premiums that are based on average enroliee premium amounts under paragraph (c)(3)(fi) ofthis -
section must . S SRR o PR S LT

(A} Ensure an average enrollee premium amount calculated based on applicable enroliment of participants and
beneficiaries at the beginning of the pian year does not vary during the planyear. .~~~ : .

- (B) Unless a state establishes and CMS approves an alternate rating methodology, calculate an average enroilee premium
amount for covered individuals age 21 and older, and calculate an average enrollee premium amount for covered individuals
under age 21. The premium for a given family composition is determined by summing the average enrollee premium amount
applicable to each family member covered under the pian, taking into account no more than three covered children under age

(D) To the extent permitted by épph‘cabie State law and, in the case of coverage offered through a SHOP, as permitted by

the SHOP. apply this paragraph (c)(3)(ii) uniformly among group health plans enrolling in that produtt, giving those group
heaith plans the option to pay pfgmiur_ns _b'a_sed_o_n_ average enrollee premium amounts, ol

https:fnmww._gcfr.gpvfcgiabir_xfnexé'-i_ax?‘s"!p%3977ca79bf75'1’b5'5§a§eéagﬁéféééfss&ﬁim_rue'&nodééset;s.1'"L1_47__11'62&'rgh=d'iva B P
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(d) Uniform age bands. The folIdWing uniform age bands apbly_for rating purposes under paragraph (a)(1)(ii) of this
(1) Child age bands. {i) For'plan years or policy years beginning beforé January 1,2018, a s.ingle age band for individuals
age 0 through 20. . : - _ . ’ _
(ii) For plan years or policy years'béginning on or after January 1, 2018:
(A) A single age band for individuals age 0 through 14. |
({B) Oné—year age bands for individualé age 15 through 20.. ) _
{2) Adult age bands."One-year age bands'fo'r individuals age 21 through 63.. .
(3) Older adult age bands. A single age band for individuals agé 64 and older.
. (e) Uniform age rating éurvés. 'E."a'ch' State may establish a uniform age rating curve in the individual '6r small group market,
or both markets, for rating purposes under paragraph (a)(1)(iii) of this section. If a State does not establish a uniform age rating
curve or provide inforiation on such age curve in accordance with §147.103, a default uniform age rating curve specified in

guidance by the Secretary to reflect market patterns in the individual and small group markets will apply in that State that takes
into account the rating variation permitted for age under State law. - ’

(f}'Spécial rufe for lafge group market, ifa st'ate"penﬁ'its health insurance issuers that offer coverége in the large group
market in the state to offer such coverage through an Exchange starting in 2017, the provisions of this section applicable to
coverage in the small group market apply to all coverage offered in the large group market in the state.

{g) Appﬁcabiiity date. The proviéidns of this section apply for plan years (in the individual market, 'poﬁcy years) beginning on
or after January 1, 2014, . . ‘ ' . ‘

(h) Grandfathered health plans. This éecﬁon does not épply to grandfathered health plans in accordance with §147.140.

(78 FR 13436, Feb. 27, 2013, as amended at 78 FR 54133, Aug. 30, 2013; 79 FR 13834, Mar. 11, 2014 81 FR 12334, Mar. 8, 2016; 81
FR 84173, Dec. 22, 2016; 83 FR 17058, Apr. 17, 2018] .

Meed assistance?
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PART 147—HEALTH INSURANCE REFORM REQUIREMENTS FOR THE GROUP AND INDIVIDUAL HEALTH INSURANCE
MARKETS =~ o TR R T TR TR A INDNVIBLAL HEALTH INSUR,

§147.106 Guarantoed renewabillty of coverage. PRI R
(=) General ule. Subject to paragraphs (b) through (d) of this section, a health insurance issuer offering health insurance

coverage in the individual, small group, or large group market is required to renew or continue in force the coverage at the

option of the plan sponsor or the individual, as applicable. i S R SR T

. (6) Exceptions. An ssuer may nonrenew or disconiinue health insurance coverage ofers i the group or individual market
. hasedonly on one ormore of the fallowing: .\ n L T L SRR S e ket

- (i) _Nbriba?rﬁeht of pr'émii:ms. ?fhe ﬁléﬁ spén‘spr or”_'ihgi\.'ridu_al, as applicable; has faijed to pay pr’eihiurﬁs or k_;bntribt’:,ﬁéns in
accordance with the terms ofthe health insurahse'coverage,_ in_cludi_ng any timeliness requiremenits, T : .
.' . {2) Fraud. The ﬁ!_aﬁ_;_s'ponSbr_pt j_nd_iyidy__ai. _és appii'c:a'b_ie,_!ja_s .pe_rjfdrrhed an act or pf_ag:tic_:e ﬂ1__at constitutes fraud or made an

fact in connection with the coverage. - -

 intentional misrepresentation of material

B (3) Violation '6fparfi¢#5étioﬁ'-br c}dp’t':fbuﬁgjr_imléé.;lh t'_jﬁg'-gaj:_é'e.bf_g_iv'pﬁq'p'h';eauhii_nsura_nbe _cbvérégé,'fh'g:pié'n 'é;i;shsof has .

failed to comply with 2 material plan provision felating to.employer contribution or group participation rules, pursuantto
- applicable state law. For purposes of this paragraph the following apply: -~~~ - looe

) The term “employer contribution ule” reans & requirement lating 10 the minimum level or amount of employer
contribution toward the premium fgr"e{ér_pll_r_hént_Qf'partiqipants and béhéﬁc_iafﬂg,s. R e e
(i) The temm “group participation fule" means a requirement relating to the minimum ninbér of participants of beneficiaries
that must be enrofled in relation to a specified percentage or number of eligible individuals or employees of an employef,
" (4) Temination of product. The issueris ceasing to offer coverage in'the market in accordance with paragraph (c) o (d) of
thlSsectjonand apphcableState Iaw e e : .
{5) .Emféliaé_sj'movément outside _seﬁ(icé area. For network plans, here ig n'd _Idﬁge? ény eﬁréﬂ,é_é 'un&ér_'the_ :p!an'.'vv:ho ii_\;es, ‘

Tesies, Srworks in the service area of the ssuer (or in the area for which the issuer is authorized 10 fo business); and in the.
case of the small group market, the issiser applies the same criteria it would apply in denying enroliment in the plan under -
§147.1 04 (c)(1)(); provided thé_;‘ssuer provides notice in accordance with the requirements of paragraph (c)(1) of this section.

_ (6) Association membership ceases. For coverage matle available inthe small o arge group market only through one or
more bona fide associationis, if the employer's membership in the bona fide association ceases, but only if the coverage is .

terminated uniformiy ﬁiithou_tfregéa‘_rd'tdé_ny h_eatth's:tat';;rs'-_reflatédfac_tqr relating to any covered individual. '

_(©) Discontinuing a particular product,In any case in which an issuer decides to discontinue offering a particular product

offéred'in the group o,r'_'ind_ividual_tﬁarket:"'i!fs_at"p'i‘bduct'fha‘_y' be discontinued by the'issuer in accordance with applicable ‘state law -
in the applicable market only # the following occurs: . - B D TP R
(1) The issuer provides notics irt writing, in a form and manner specified by the Secretary, to sach pian sponsor or

individual, as appiicable, provided that particular product in that market (and to all participants and beneficiaries covered under

- Sueh coverage) of the discontinuation at least 90 calendar days before the date the coverage will be disconfinued. . .

 (2) The issuer offers to each plan sponsor or individual, as applicable, provided that particular product the option, ona’ -

guaranteed avallability basis, to purchase all (or, in the case of the large group market, any) other health insurance coverage
currently being offered by the issuer to a group health plan or individual health insurance coverage in'that market. y

(3) In eercising the option to discontintie that product and in offefing the option of coverage under paragraph (c)(2) of this -
section, the issuer acts uniformly Withom'_f'e'garq to the claims experience of those sponsors or individuals, as applicable, or any

;hﬂps:Ilvv\vw;ecfr.gbv!cgi-binﬂext—idi?SlDé39ﬂca79_hﬂb1bSSSd9e'ddéff&_‘feécS_S&hic#tf_ue&ho'deé'éetiS.1.147_1106&!'9%#:1[\18 A 113




8/1/2018 ‘ eCFR — Code of Federal Regulations

health status-related factor relating to .any barticip‘ants or beneficiaries covered or new participants or beneficiaries who may
hecome eligible for such coverage. R :

~ (d) Discontinuing all coverage. {1) An issuer may elect to discontinue offering all health insurance coverage in the
individual, small group, or large group market, or all markets, in a State in accordance with applicable State iaw only if—

(i) The issuer provides notice in writing to the applicable state authority and to each plan sponsor or individual, as
applicable, (and all participants and beneficiaries covered under the coverage) of the discontinuation at least 180 calendar days
prior to the date the coverage will be discontinued; and

) (ii} All health insurance policies issued or delivered for issuance in the state in the appiic?ble market (or markets) are
discontinued and not renewed. - - . : . '

(2) An issuer that elects to discontinue offering all health insurance coverage in a market (or markets) in a state as
described in this paragraph (d) may not issue coverage in the applicable market {or markets) and state involved during the 5
year period beginning on the date of discontinuation of the last coverage not renewed. ' ' C

(3) For purposes of this paragraph (d), subject to applicable State law, an issuer will not be considéréd to have
discontinued offering all health insurance coverage in a market in a State if— o :

(i) The issuer {(in this paragraph referred to as the initial issuer) or, if the issuer is a member of a controlied group, any other
issuer that is a member of such confrolied group, offers and makes availabie in the applicable market in the State at least one
product that is considered in accordance with §144.103 of this subchapter to be the same product as a product the initial issuer -
had been offering in such market in such State; or :

(ii) The issuer—

(A) Offers and makes available at least one product (in paragraphs. (d)(3)(ii}(A} through (C) of this section.referred to as the
new product) in the applicable market in the State, even if such product is not considered in accordance with §144.103 of this
subchapter to be the same product 28 a product the issuer had been offering in the applicable market in the State {in
paragraphs (d}(3)ii){A) through (C) of this section referred to as the discontinued product),

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

(C) Reasonably identifies the discontinued product or products that correspdnd to the new product or products for purposes
of the process and requirements applied pursuant to paragraph (d)(3)(ii}{B) of this section. ;

~ {4) For purpoases of this section, the term controlled group means & grdup of two or more 'persons that is treated as a single
. empioyer under sections 52(a), 52(b), 414(m), or 414(o) of the internal Revenue Code of 1986, as amended, or a narrower
~ group as may be provided by applicable State law. -

(e) Exception for uniform modification of coverage. (1) Only at the time of coverage renewal may issuers modify the'health
insurance coverage for a product offered to a group health pian or an individual, as applicable, in the following:

U Largé group market.
(i) Srall group market if, for coverage available in this market (other than only through one or more bona fide
_associations), the modification is consistent with State law and is effective uniformly among group health plans with that
product. )

{iii) individual market if the modification is consistent with State law and is effective uniformly for ait individuals with that
product. ' ‘ ' : ‘ ‘

. (2) For purposes of paragraphs (e)(1)(ii) and (iii) of this section, modifications 'made_unifon'nly and solely pursuant to
applicable Federal or State requirements are considered a uniform modification of coverage if:

(i) The modification is made within a reasonable time period after the imposition or modification of the Federal or State
requirement; and : :

. (i) The modification is directly related to the imbo:sit'io'n or modification of the Federal or State requirement.

_ (3) Other types of modifications made uniformly are considered a uniform modification of qoverége if the heaith insurance
- coverage f_o'r the product in the individual or small group market meets '_aII of the following criteria: :

https:lfw.ecfr.govlcgi—binllext—idx?S|D=39770a79bf7b1b556d99.cd£:ff3f8865B&mc:'—“true&nodeésetis.1.147_ﬁ1106&rgn=div8 o ‘ - 213
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(i) The product is offered by the same health insurance iséuer._(within the meaning of section 2791(b)(2) of the PHS Act), or
if the issuer is a member of a controlled group (as described in paragraph (d)(4) of this sectioni}), any other heaith 'i_n_s_ura_noe’ -

issuer thatis a member of such controfied group); . .-

(ii) The product is offered as the same product network type (for example, health maintenance o}ganizatioh, preferred
provider organization, exclusive provider organization, point of service, or indemnity); L C -

(iii) The product continues fo ‘cove'r at least a majority of the same service area;

(iv) Within.the product, each plan has the same cost-sharing structure as before the modification, except for any variation in

" cost sharing solely related to changes in cost and Utilization of medical care, or to maintain the same metal tier ievel described

in sections_ 1302(d) a_r;d (e) of the Aﬁt_;r_dable Care Act: and

- (v The product provides the ,Same covered benefits, except for any changes in benefits that -c,umulatév_ely impact the plan-
adjusted index rate (as described in §156.80(d)(2) of this subchapter) for any plan within the product within an allowable
variation of £2 percentage points (not including changes pursuant fo applicable Federal or State requirements). . - -

(@ AState may only brosden the standards i paragraphs (e)S)i) and (v of this secton,

described in
.. this section, : st p cn.in 1 hotice | ;
annual open enroliment period in a form and manner specified by the Secretary.

(0 Notce of renewal of coverage. (1) Ifan fssuer in the indivicual market is renewing non-grandfathered coverage as
paragraph (a).of this section, or uniformly modifying non-grandfathered coverage as described in paragraph (e) of

the issuer must provide to each individual written notice of the renewal before the date of the first day of the next

‘moditying coverage as described in paragraph (e) of this section, the issuer must provide to each plan sponsor writtén notice of
the renewal at least 60 calendar days before the date of the coverage will be renewed ina form and manner specified by the

_(@)lfan issuer n the small group market s renewing coverage as described in paragraph (a) of this section, or uniformly

(@) Notifcation of change of ownership. Ifan issuer of a GHP, a pian ofherwise subject to isk corridors, & risk adjustment
covered pian, of a reinsurance-eligible plan experiences a change of ownership, as recognized by the State in which the plan is

offered, the issuer must notify HHS in a manner specified by HHS, by the fatest of— . g

) Th_e'd'at_e the _tran'sa_i:tion s entered into: or S

(2) The 30th day prior to the effective date action. |
S (h)Co 'tfugtion._.(‘l)'.N_cthi_r_)_g_._in this .sécf'ljch:.ﬁhgﬂld_'_b_e_.céﬁs_tméd‘ to rg_c.a__t,:t_ire'_a_h' iss_u_e_r__t_o"renéw‘or_cohtinue'_én force coverage
for which continued eligibility _""".‘5”-'.‘-""‘.’th??wisle.-?é"?f‘:.’.hib“eg_:uhd';r.?PP'j_‘_-’Qa-b'-é Federallaw. - "~~~ o

" (2) Medicare entitlement or enrollment is riof a basis 1o nonreriew an indiviguals health insurance coverage inthe

ind_ividuai market under the same policy or contrgci_t of insurance.

) Appication to coverage ffered only through assosiations. In the case of health insurance coverage that is made
availabile by a health insurance issuer in the small or large group market to employers only throtigh one or more assocjations,

the reference to “plan sponsor” is deemed, with respect to coverage provided to an employer member of the association, to
| include a reference to the employer. -~ © - BERERSE S R S ER S PR R
() Applicability date. The provisions of this section apply for plan years (in the individual market, policy years) beginning on
() Grandfathered heaith plans. This section does not apply fo grandfathered health plans in accordance with §147.140,

[78 FR 13437, Feb, 27, 2013, as amended.at 76 FR 65002, Oct. 30, 2013; 70 FR 30339, May 27, 2014. 70 FR 42985, July 24, 2014; 79

FR 53004, Sept. 5,'20_14'; 80 FR 10862, Feb. 27, 2015: B81FR 84173, Dec. 22, 2016}

Need assistance?

'h:tps:lew.ecff.gav{cgi-bin:text-idx?sm=3977ca7'9t'>f?b1b5s,sdsécdcﬁafssc'ss&mc&:éué&nwe#seds.1.147_1106&'rgn=divs Co T T g
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PART 147—HEALTH INSURANCE REFORM REQUIREMENTS FOR THE GROUP AND INDIVIDUAL HEALTH INSURANCE
MARKETS - - o s .

§147.128 Rules regarding rescissions.

(a) Prohibition on rescissions--(1) A group heaith pian, or a health insurance issuer offering group or individual health
insurance coveragée, must not rescind coverage under the plan, or under the policy, certificate, or contract of insurance, with
respect to an individual (including a group to which the individual belongs or family coverage in which the individual is included)
once the individual is covered under the plan or coverage, unless the individual (or a person seeking coverage on behalf of the

individual) performs an act, practice, o omission that constitutes fraud, or makes an intentional misrepresentation of material
fact, as prohibited by the terms of the plan or coverage. A group health plan, or a heaith insurance issuer offering group or
individual health insurance coverage, must provide at jeast 30 days advance written nofice to each participant (in the individual
market, primary subscriber) who would be affected before coverage may be rescinded under this paragraph (a)(1), regardless
of, in the case of group coverage, whether the coverage is insured or self-insured, or whether the rescission applies to an entire
group or only to an individual within the group. (The rules of this paragraph (a)(1) apply regardless of any contestability period
that may otherwise apply.) . L ) ' ' -

{2) For purposes of this section, a rescission is a cance!latidn or discontinuance of coverage thét has retroactive effect. For
example, a cancellation that treats a policy as void from the time of the individual's or group's enroliment is a rescission. As
‘another example, a cancellation that voids benefits paid up to a year before the canceflation is also a rescission for this

purpose. A cancellation or discontinuance of coverage is not a rescissi_t')ﬂ if —
(i) The canceliation or discontinuance of coverage has only a prospective effect;

{ii) The cancellation or discontinuance of coverage is effective ret_ro_activety.'to the extent it is aftributable to a failure to
timely pay required premiums or contributions (including COBRA premiums) towards the cost of coverage; . )

(iii} The cancellation or discontinuance of coverage is intiated by the individual {or by the individual's authorized
representative} and the sponsor, employer; plan, or issuer does not, directly or indirectly, take action to influence the individual's
decision o cancel or discontinue coverage retroactively or otherwise take any adverse action or retaliate against, interfere with,
coerce, intimidate, or threaten the individual; or . ‘ ‘

(iv) The canceliation or discontinuance of coverage is initiated by the Exchange pursuant to §1 55.430 of this subchapter
{other than under paragraph (b)(2)(iii} of this section). ) :

(3) The rules of this paragraph (a) are illustrated by the following examples:

Exampie 1. (i) Facts. individual A seeks enrollment in an insured group health plan. The plan terms permit rescission of coverage with
respect to an individual if the individual engages in fraud or makes an intentional misrepresentation of a material fact. The plan requires A
to complete a guestionnaire regarding A's prior medical history, which affects setting the group rate by the health insurance issuer. The
questionnaire complies with the other requirements of this part and part 148 of this subchapter. The questionnaire includes the following
guestion; “Is there anything else relevant to your health that we should know?’ A inadvertently fails to list that A visited a psychologist on
two occasions, six years previously. A is later diagnosed with breast cancer and seeks benefits under the plan. Onor around the same
time, the issuer receives information about A's visits to the psychologist, which was not disciosed in the questionnaire. e

{ii) Conciusion. tn this Example 1, the plan cannot rescind A's coverage because A's failure to disclose the visits to the psychologist
was inadvertent. Therefore, it was not frauduient or an intentional misrepresentation of material fact.

Example 2. (i} Facts. An employer sponsors a group heaith plan that provides coverage for employees who work at least 30 hours per
wesk. Individual B has coverage under the plan as a full-time employee. The employer reassigns Blo a pari-time position. Under the
terms of the plan, B is no longer eligible for coverage. The plan mistakenly continues to provide health coverage, cofecting premiums from
B and paying claims submitted by B. After a routine audit, the plan discovers that B no longer works at least 30 hours per week. The plan
rescinds B's coverage effective as of the date that B changed from a full-time employee to a part-time employee.

{iiy Conciusion. In this-Example 2, the plan cannot rescind B's coverage because there was no fraud or an intentional '
misrepresentation of material fact. The plan may cancel coverage for B prospectively, subject fo other applicable Federal and State jaws.

https:Hwww.ecfr.govicg i-binltext~idx?SlD=3977¢a79bﬂb1b556d9e_::dcff3f88058&m;=true&node=se45.1.14?__11 288&rgn=divg ' o2
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' "(b) Compliance with other requirements. Other réquire_ments of Federal or S_tate law may app_!y_in connec‘tiqh with 2

rescission of coverage.

(") App!icébfﬁty date. The provisions of fhis’_sécﬁqﬁ are applicable to group heélﬂa'blahs and health

.Plan years (in the individual market, policy years) beginning on or after January 1, 2017. Until the appii
regulation, pians and issuers are required to continue to comply with the corresponding sections of 45

147, contained in the 45 CFR, parts 1 to 198, edition revised as of October 1, 2015.
[80 FR 72277, Nov. 18, 2018] - B R ER

Need aséiétén_ce?

hnpswwv.,w.ecfr.g_awcgi-binf_'zexz'-idx?sm3977ca'79bf7b1i:sssds_ec'déﬁsfssc?,s&métrué&ﬁbdeésas.f.147_1'1za&rgn=divs

insurance issuers for
cability date for this
CFR parts 144, 146 and
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§1522 Definitions. _

For purposes ¢f this part the fol{oﬁng definitions apply:

Creditable coverage means coverage of an individusl as defined in-section 2‘761 {©(1y of the {ublic Health Service Act as of March 23, 2010 and 45 CFR 146.113(2)
), ' _ o

Enroffee means an individual receiving ééverage from a PCIP esiablished u’ndér this section.

Lawfully present means

(1) A qualified afien as defined in section 431 of the Personal Responsibifity and Work Opporiunity Aci {(PRWORA} (8 U.S.C. 1641);

{2) An alien in nonimmigrant status who has ot viclated the terms of the slatus under which he or she was admitted or to which he or'she has changed aﬁe
admission; .

‘ (3) An alien who has been paroled inte the United States pursuant to section 212(d)(5) of the Immigration and Nationality Act (INA) (8 U.S.C. 1182{(d)(5)) for less
than 1 year, except for an alien paroled for prosecution, for deferred inspection or pending removal proceedings, :

{4) An alien who belongs to one of the fol!owing classes:
{i) Aliens cumently in femporary resident status pursuant to section 210 or é45A of the INA (8 U.5.C. 1160 or 1285a, respectively),

{ii} Aliens currently under Temporary Protected Status (TPS) pursuant to section 244 of the INA (8 U.S.C. 1254a), and pending applicants for TPS who have been
granted empioyment authorization; .

{iii} Aliens who have been granted employment authorization under & CFR 274a.12{c)(8), (10), {16}, (18), {20}, {22), or (24},
{iv} Family Unity beneficiaries pursuant to section 301 oi Public Law 101-649 as amended;

{v) Aliens currently under Deferred Enforced Départure {DED) pursuant to a decision made by the President;

{vi) Aliens cumrently in deferred action status; _

{vii) Aliens whose visa petitions have been approved and who have a pending application for adjustment of status;

(5) A pending applicant for asylum under section 208(a) of the INA (8 U.5.C. 1158) or for withhalding of removal under section 241(b)(3) of the INA (8 U.8.C. 1231)
or under the Convention Against Torture who has been granted employment authorization, and such an applicant under the age of 14 who has had an appilication
pending for at least 180 days; :

(8) An alien who has been granted withholding of removal under the Convention Against Torlure; or
{7} A child who has a pending application for Special Immigrant Juvenile status as deteribed in section 101{@){27)(J) of the INA (8 U.S.C. 1104(@}27 ).
(é} Exception. An individua! with deferred action under the Department of Homeland Security's deferred action for childhood arrivals process, as described in the

Secretary of Homeland Security's June 15, 2012, memorandum, shall not be considered to be lawfully present with respect to any of the above categories in paragraphs
(1) through (7) of this definifion.

Our-of-pockét cosfs means the sum of the annual deductible and the other annual out-of-pocket expenses, other than for premiums, required to be paid under the
program. C '

Pre-Existing condition exclusion has the meaning given such term in 45 CFR 144.102.

Fre-Existing Condifion insurance Flan (PCIF) means the temporary high risk health insurance pool plan (sometimes réferredto as a “qualified high risk pool”) that

provides coverage in a State, or combination of States, in’ accordance with the requirements of section 1101 of the Affordable Care Act and this part. The term "PCIF
program” is generally used to describe the national program the Secretary is charged with carrying out, urder which States or non-profit eniities operate individual
PCIPs. ) ' ) .

Resident means an individuat who has been legally domiciled in & State,

Service Area refers to the geographic area encompassing an entite State or States in which PCIP furnishes benefits,

Stafe refers each of the 50 States and the District of Columbia.

{75 FR 45025, July 30, 2010, as amentded at 77 FR 52616, Aug. 30, 2012}

4 Back fo Top
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Title 45 — Subtitle A =+ Subchapter B — Pari 1 55 o Subpart K — §155 1080

Title 45: Publchelfare ' ' ' L '
PART. 155——EXCHANGE ESTABUSHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLE

CARE ACT
Subpart K—-Exchange Functlons Certiﬁcatton of Qualtﬁed Health Plans

§186, 1080 Decerﬁﬁcation of QHPs
(a) Def' nmon The follo\mng deﬁmhon app!:es to th|s sectlon
Decertn‘" catron means the termmat:on by ihe Exchange of the oertlfication status and oﬁenng ofa QHP

(b) Decertifi cat:on process Except wnth respect to mult:—Siate p!ans and CO-OP QHPs the Exchange must estab}ish a
process for the decemficataon of QHPs whlch ata mmlmum meets the reqmrements in thls sect:on o _

(c) Decertification by the Exchange The Exchange may at any tame deoerilfy a health plan if the Exchange determmes that
the QHP issuer is no Ionger m comp!uanoe w:th :he general certlﬁcatlon cntena as outimed in §155 1000(c) - ,

{d) Appeal of decemf" catton The Exchange must estabhsh a process fcr the appeal of a decernﬁcation ofa QHP

(e) Nofice of decemﬁcatmn Upon decertlf cation of a QHP ihe Exchange must prowde notrce of decerttﬁcatlon to all
affected pames mdudmg _ _ . . .

(1) The QHP Issuer;

@ Exchange enrol!ees m the QHP who must recewe :nfb:frnatioh about a s:;ecial_enr@limén‘t';.a_gﬁod._as described in .'
sissaze . s s PRECE ENroiment perlod, & .

(3) HHS and '
(4) The State department of insurance.
[77FR 18467 Mar, 27 2012 as amended at 77 FR 3‘1515 May 29, 2012}

Need assistance?
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Title 45 — Subtitle A —» Subchapter B — Part 155 — Subpart A — §155.20

Title 45: Public Welfare o .

PART 155—EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLE
CARE ACT ‘ ' : . .

Subpart A--General Provisions.

§155.20 Definitions.
The following definitions apply to this part.

Advance payments of the premium tax credit means péyment of the tax credit authorized by 26 U.S.C. 368 and its
implementing regulations, which are provided on an advance basis to an eligible individual enrolled in a QH¥P through an
Exchange in accordance with section 1412 of the Affordakle Care Act. ‘

Affordable Care Act means the Patient Protection 'and:Af'fordabie Care Act of 2010 {(Pub. .. 111-148), as amended by the
Health Care and Education Reconciliation Act of 2010 (Pub. L. 111-1562). ‘ :

Agent or broker means a person or entity licensed by the State as an agent, broker or insurance producer. -

Annual open enrofiment period means the period each year during which a qualified individual may enroll or change
coverage in a QHP through the Exchange. o

Applicant means:

(1) An individual who is seeking eligibility for him or herself th'rou'gh an application submitted to the Exchange, excluding
those individuals seeking eligibility for an exemption from the individual shared responsibility payment pursuant to subpart G of

this part, or fransmitted to the Exchange by an agency administering an insurance affordability program for at least one of the
following: ' '

(i) Enrofiment in a QHP through the Exchaﬁge; or

(i) Medicaid, CHIP. and the BHP, if applicable.

(2) For SHOP: _

(i) An employer seeking eligibility to purchase coverage through the SHOP; or

{i)) An employer, employee, or a former employee seeking eligibility for enroliment in a QHP through the SHOP for himself
or herself and, if the qualified employer offers dependent coverage through the SHOP, seeking eligibility to enroll his or her
dependents in a QHP through the SHOP,

Application filer means an applicant, an adult who is in the applicant's household, as defined in 42 CFR 435.603(f), or
family, as defined in 26 CFR 1.36B-1(d), an authorized representative of an applicant, or if the applicant is a minor or
incapacitated, someone acting responsibly for an applicant, excluding those individuals seeking eligibility for an exemption from
the individual shared responsibility payment pursuant to subpart G of this part. .

Benefit year means a calendar year for which a health plan provides coverage for health benefits.
Catastrophic plan means a health plan described in section 1302(e) of the Affordable Care Act.
Code means the Internal Revenue Code of 1986. .

Cost sharing means any expenditure required by or on behaif of an enrollee with respect to essential health benefits; such
term includes deductibles, coinsurance, copayments, or similar charges, but excludes premiuims, balance billing amounts for -
non-network providers, and spending for non-covered services. ’

https:Ilwww.ecﬁ'.govlcgi—binltext-idx?SID=3977cé79b|7b1b556d9ecdcﬁ3f88958&mc=tn_.|e&node=se45.1 .155_120&rgn=div8 L ‘ 1/4
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Cost-shating reductions means reductions in cost sharing for an eligible individual enrolled in a silver level pian in the

Exchange or for an individual wi-_;d is.an Indian enrolied.in a QHP.in.the Exchange. (S

Educated health care consumer has the meaning given the term i section 1304(e) of the Affordable Care Act,

Ellgile employer-sponsored plan has the mearing given the te insection 5000A()(2) ofthe Code.

Employee has the meaning given {o the term in section 2791 of the PHS Act. -

Employer has the_meaﬁin_g given to the term in section 2791 of the 'P_H'S_' Act except that such 'te‘rrf_l includes employers with
one or more employees. All persons treated as a single employer under subsection (b), (c), {m), or () of section 414 of the .
Code are treated as one employer. N _ e :

Employer contributions means any financial contributions towards an employer sponsored health plan, or other sligible
empioyer-sponsored benefit made by the employer including those made by salary reduction agreement that is excluded from
gross income. S L T O
~Enrollee meais a qualified individual or qualified employee énrolied in a QHP. Enrollee also means the dependent of a
qualified employee enrolled in'a QHP through the SHOP, and any other person who is enrolled in a QHP throtigh the SHOP,

owner enrolled in a QHP thiough the SHOP. - = : N
" Exchange méébé é:govérﬁrhéﬁtéi"égéhcy or nbn—;')_t"ofi_t:_-é__r._i_:tity"that meets theappi!cab!e ','é"ta_r__\déz_rc:!é__df :t_"h'ig partand makes
QHPs available to qualified individuals and/or qualified employers. Unless otherwise identified, this term includes an Exchange

serving the individual market for qualified individuals and a:8HOP serving the small group market for qualified employers,
regardiess of whether the Exchange is established and operated by a State (_inpl__;jdin’g_.a _r_eg_i_o_nai.E_xc;hangej:or._sul?'sid_iary___ .

Exchange) orby HHS. = E S e
. EX'c':ﬁ.a'hga: 'B_Iz'f_epﬁnt 'r_'r'rééhs'_ iﬁfmhéé__tibn submrt:ed by .é'S:iété,. an Exchange, ora %egi"c}'ﬁa'i Exchange that sets forthhowan
Exchange established by a State or a regional Exchange meets the Exchange approval standards established in §1 55.105(b)
and demonstrates operational readiness of an Exchange as described In §155.105(c)(2). .. oo -

' Exchangeserwce area means the :éréa"iﬁ‘ﬁ(hiéﬁ. theﬁxchange is certiﬁed to op'_é:r'g_t'e,'iﬁ .adc'.c_}r_t::.l:a.r}t.:_e. w:ththestandards -
specified in subpart B of this part. S S T S

. -,Fedéia? plétfoﬁﬁ"aéfé.erﬁénif .r'ﬁeahs'"én: agr’é_e"r:ﬁéht?ﬁéi:\ﬁééir'i'a"S"tété. Exchange andHHSunder whfcha State Exchange
agrees to rely on the Federal platform to carry out select Exchange functions. _ B I

A ."Fe'ééfaffy~facflitaiéd EXCbéhQé means aﬁ EE-.Zxc'.h'an'g'¢_f.'§'éistal_a!i's_l'.iécnf andoperatedWlthm a _Stéte by the 'Séc_reiéry_u'nde;r section
13_21{c)(1)of1heAffo_rdab!_e_C_.areAct. ' ' - S o o R

' Federally-faciltated SHOP means a Small Busi s Health Options Program established and operated within a State by
the Secretary_und_ersectiqn_1321(é:)(1') oftheAffdrda_bje Care Act. = " e T

. Full-time employee has the meaning given in section 4980H (c)(4) of the Cade effective for plan years beginning on or after

Januaty 1, 2016, except for operations of a Federally-facilitated SHOP for which it is effective for plan years beginning on or

after January 1, 2014 and in connection with open enroliment activities beginning October 1, 2013.
Grandatherod ealh plan s the mesning gien hetam i 147140,
Group ﬁ_eafm p;éﬁ has the rfn’éan_fﬁé--.gziy:éﬁ o the term in i'§"1_#4'.1o'3,: R o S
Heaith insurance i&Suér i:_s'r. .-ssuer has the _tﬁ_ea'n'iﬁg QEVen to the term fn _§f44.1 03, -
3 -'_Hea!th_inédrapcé coveraga .ﬁas '!he meahing'given to th.g t;_e_r"m in §144‘I 03. | |
Health plan has the meaning given to the term in section 1301(b)(1) of the Affordable Care Act.
Alndiyidua! fnadge_t has the meaning given .th_e term in s_e_b_tqu 1.304(;)(2) ofthe Affor_déble_ Care Act. .. .-

Initial open enroliment period means the period during which a qualified individual may enroll in coverage through the
Exchange for coverage during the 2014 benefit year. o ' k ' R : o
- Issuer éﬁplicaifqn.as_s;fster'.fneans an employee, contractor, o agent of a QHP issuer who is jnqi'lic_érj_sed as.an agent,
broker, .or producer under State law and who assists individuals in the individual market with applying for a determination or

https:f/ww,ecfr.gov/cgi-binﬂext-’idxéSlD=3977¢a79bf7b'15556d9ecdbﬁs'fBScss&mc;tfuexhbdé=sé45.1§155m120&}gn;-div8' T
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redetermination of eligibility for coverage through the Exchange ot for insurance affordability programs.

Large employer means, in connection with a group health plan with respect to a calendar year and a plan year, an
employer who employed an average of at least 51 employees on business days during the preceding calendar year and who
employs at least 1 employee on the first day of the plan year. In the case of an employer that was not in existence throughout
the preceding calendar year, the determination of whether the employer is a large empioyer is based on the average number of
employees that it is reasonably expected the employer will employ on business days in the current calendsr year. A State may
elect to define large employer by substituting “101 employees" for “51 employees.” The number of employees must be
determined using the method set forth in section 4980H(c)(2) of the Code. ’

Lawfully present has the meaning given the term in §152.2.
Minimum essential coveragé has the meaning given in section 5000A(f) of the Code. '

Navigator means a private or public entity or individual that is qualified, and licensed, if appropriéte, to engage in the
activities and meet the standards described in §155.210, '

Plan year means a consecutive 12 month period during which a health plan provideé coverage for health benefits. A plan
year may be a calendar year or otherwise. ' ' : : : .

" Plain Janguage has the meaning given to the term in section 1311 (e)(3)}(B) of the Affordable Care Act.
Qualified employee means any employee or former émpioyee_of a qualified em;ﬁioyer who has been offered health

insurance coverage by such qualified employer through the SHOP for himself or herself and, if the qualified employer offers
dependent coverage through the SHOP, for his or her d'ependents. ‘ .

Qualified employer means a small employer that elects to make, ata minimum, all fuli-time employees of such employer
eligible for one or more QHPs in the small group market offered through a SHOP. Beginning in 2017, if a State allows large
employers to purchase coverage through the SHOP, the term “qualified employer” shall inciude a large employer that elects to
make all fuil-time employees of such employer eligible for one or more QHPs in the large group market offered through the
SHOP. - - - ' : .

Qualified health plan or QHP means a health plan that has in effect a certification that it meets the standards described in
subpart C of part 156 issued or recoghized by éach Exchange through which such plan is offered in accordance with the -
process described in subpart K of part 165, :

Qualified health pfan issuer or QHP issuer means a health insurance issuer that offers a QHP in accordance with a
certification from an Exchange. ' : ' ' :

Qualified individual means, with respect to an Exchange, an individual who has been determined eligible o enroil through
the Exchange in a QHP in the individual market. : ‘

SHOP means a Small Business Health Options Program operated by an Exchange through which a qualified employer can
provide its employees and their dependents with access to one or more QHPs,

Smalf empioyer means, in connection with & group health plan with respect to a caiendar year and a plan year, an
employer who employed an average of at least one but not more than 50 employees on business days during the preceding

calendar year and who employs at least one empioyee on the first day of the pian year. In the case of an employer that was not -

in existence throughout the preceding calendar year, the determination of whether the employer is a small employer is based on
the average number of employees that it is reasonably expected the employer will employ on business days in the current -
calendar year. A State may electto define small employer by substituting “100 employees” for "50 employees.” The number of
employees must be determined using the method set forth in section 4980H(c)(2) of the Code.

Small group market has the meaning given to the term in section 1304(a)(3) of the Affordable Care Act.

Special enrofiment period means a period during which a qualified individual or enrollee who experiences certain gualifying
events may enrall in, or change enroliment in, a QHP through the Exchange outside of the initial and annual open enroliment -
pericds. : .

Standardized option means a QHP offered for sale through an individual market Exchange that either—
(1Y Has a standardized cosi-sharing structure specified by HHS in rulemaking; or

{(2)Has a standardized cost-sharing structure specified by HHS in rﬁleméking that is rhodiﬁéd 6nly to tﬁe extent necessary
to align with high deductible health plan requirements under section 223 of the Internal Revenue Code of 1986, as amended, or

https:waw.ecfr.gov!cgi-biniiexi—_idx?SI-D=3977ca79bbe1b556dQecdcff_3f88c58&mc_=true&node=se45.1.155_120&rgn=div8 - _ 314
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the applicable annual limitation on cost sharing and HHS.actuéﬁal value requirements.

State means each of the 50 States and the District of Columbia.

[77 FR 18444, Mar. 27, 2012, as amended at 78 FR 15532, Mar. 11, 2013; 78 FR 38523, July 1, 2013; 78 FR 42313, July 15, 2013;‘ 78 FR
54134, Aug. 30, 2013; 80 FR 10864, Feb. 27, 2015; 81 FR 12336, Mar. 8, 2016; 81 FR 84175, Dec, 22, 2016] S
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Title 45: Public Welfare : ‘ _

PART 155—EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLE
CARE ACT : ‘ :

Subpart C—General Functions of an Exchange

§155.205 Consumer assistance tools and programs of an Exchange.

(a) Call center. The Exchange must provide for operation of a toli-free call center that addresses the needs of consumers
requesting assistance and meets the requirements outlined in paragraphs (c)(1), (€)2)(), and (c)(3) of this section, unless it
enters into a Federal platform agreement through which it relies on HHS to carry out call center functions, in which case the
Exchange must provide at a minimurn a toli-free telephone hotiine t6 respond to requests for assistance and appropriately
directs consumers to Federal platform services to apply for, and enrolt in, Exchange coverage.

(b) Internet Web site. The Exchahge must maintain an up-to-date Internet Web site that meets the requireme'nts outlined in
paragraph (c) of this section and:

{1) Provides standardized comparative information on each available QHP, which may include differential display of
standardized options on consumer-facing plan comparison and shopping toals, and at a minimum includes:

{i} Premium and cost-sharing information;
(i) The summéry_of benefits and coverage established under section 2715 of the PHS Act;

(iii) ldentification of whether the QHP is a bronze, silver, gold, or platinum level plan as defined by section 1302(d) of the
Affordable Care Act, or a catastrophic plan-as defined by section 1302(¢) of the Affordable Care Act;

(iv) The resuits of the enrcllee satisfaction survey, as described in section 1311(c)(4) of the Affordable Care Act;
(v) Quality ratings assigned in accordance with section 1311(c)(3) of the Affordable Care Act;
(vi} Medical loss ratio information. as reported to HHS in accordance with 45 CFR part 158; -
(vii} Trénsparency of coverage measures réported to the Exchange during certification in accordance with §155.1040; and
(viii) The provider directory made available to the Exchange in accordance with §156.230.
(2) Publishes the foliowing financial info.rmation:
(i) The average costs ﬁf licenéing required by the Exchange;
iy Any regulatory fees requiréd by the Exchange;
(i) Any. payments required by the Exchange in addition to fees under paragraphs (b)(2)(i) and (ii) of this section;
{iv) Administrative costs of such Exchange; and
. (v} Monies lost to waste, fraud, and abuse.

(3) Provides applicants with information about Navigators as described in §155.210 and other consumer assistance
services, including the toll-free telephone number of the Exchange call center required in paragraph (a) of this section.

.

(4) Allows for an eligibility determination to be made in accordance with subpart D of this part.
(5) Allows & qua'liﬂed individual to select a QHP in accordance with subpart E of this part.

(6) Makes availabie by electronic means a calculator to facilitate the comparison of available QHPs after the application of
any advance payments of the premium tax credit and any cost-sharing reductions.
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. {7) A State-based Exchange on the Federal platform miust at a minimum maintain an informational Internet Web site that

includes the capability to direct consumers to Federal platform services to apply for, and enroll ih,:"_‘_Excha:n_gél coverage.

. () ACF-‘_ES.SM’-‘?Y_- _l_n_fqrma_tigh_ must be provided fo appli:_:a_n_ts_and_ en:_rol_le:es_ in piain langu_age_and ina manner that is
(1) Individuals living with disabilities including accessible Web sites and the provision of auxiliary aids and services at no

cost {0 the individual In accordance with the Americans with Disabilities Act and section 504 of the Rehabilitation Act. -

including .

_(2_) _I:ndiy_i_dug_ls who are limited English prpﬁ__c_;ient" _thr_éqgh;_fh_e p;o_viéioé_bf !anguégé services at no éo_e;!_t_o the ih;dividuai, :

(i) For all 'eniities'subjéét_tc_é__th_is 's_t_anda':rd_, oral interpretation, .

< (A For Exchahge';. and QHP iss'uérs.'"-';hiE st‘an,d_é_’r’d also _iﬁ_c:!udles‘ telephonic iﬁtém'fétgr.séwipés in atieast 150 languages.

(B} For an .agen_t or b_rdk_e'r__subjegt to '§1 55.220(c)(3)(i), beg'innin'g November 1, 2015, or when suchentlty b.een" 'ré'g'i'stéred'
with the Exchange for at least 1 year, whichever is later, this standard alse includes telephonic interpreter services.in at least
150 languages. . - \ E ' B ST

(i) Witien translations; and -

" (i) For all entities ;fubj_eq:"t,:':_'_th_’iQ.stahﬁda,rd','_tagiin_e's_'._ﬁiﬁr_a-_qjdh-ﬁngﬁgh.ja';s'gué_gés indicating the avaifsbilty of language. -

(A) For Exchanges and QHP issuers, this, s“:t'ahdé'rd‘ aléb'iﬁélﬁdééftégl‘iﬂ:e's on Web ‘site content and any doét@méﬁt'that is
critical for obtaining health insurance coverage or access to heaith care services through a.QHP for qualified individuals,
applicants, qualified employers, qualified empioyees, or enrollees, A document is.deemed to be critical for obtaining heaith

insurance coverage or access fo health care services through a QHP If it is required to be provided by faw.or regulation to a
qualified individual, applicant, qualified employer, qualified employee, or enroflee Such taglines must indicate the avallability of
language services in atleast the fop 15 fanguages spoken by the limited English proficient population of the relevant State or
States, as determined in guidance published by the Secretary, If an Exchange is operated by an entity that operates multiple

‘Exchanges, of if an Exchange relies on an entify to conduct its efigibifity or enrollment functions and that entity conducts such

functions for multiple Exchanges, the Exchange may aggregate the limited English proficient populations across all the States
served by the entity that operates the Exchange or conducts its eligibiity or enrolimernt functions o determine the top 15 -
languages required for taglines. A QHP issuer may aggregate the fimited English proficient populations across all States'served - -
“by the health insuranice issters within the issuer's controlied group (defined for purposes of this section as & group of two or -
more persons that is freated as a single employer under sections 52(a), 52(b}, 414(m), 6r 414(0) of the internal Reveriue Code
of 1986, as amended), whether or nof those health insurance issuers offer plans through the Exchange in each of those States,
to determine the top 15 languages required for taglines, Exchanges and QHP issuers may satisfy tagline requirements with
respect to Web site content if they post @ Web link prominently on their home page that directs individuals to the full text of the
taglines indicating hbw individuals may obtain language assistance services, and if they also include taglines on any critical .
stand-alone document linked fo or embedded in the Web site. Exchanges, and QHP issuers that are aiso subject to §92.8 of
this subfitle, will be deemed in compliance with paragraph (C)(2)(fii)(A) of this section if they are in compliance with §92.8 of this
subtitle. e R

(B) For an agent or broker subject to §155,220(c)(3)(i),-.beginning when such entity has been registered with the Exchange
for atleast'1 year, this standard also includes taglines on Web site content and any-document that is critical for obtaining health

. insurance coverage or access to health care services through a QHP for qualified individuails, applicants, quaiified employers,
qualified. employees, or enroliees. A document is deemed to be critical for obtaining health insurance coverage or access to .
health care services through a QHP if It is required to be provided by law or reguiation to a qualified individual, applicant, '

qualified employer, qualified employee, or enroliee. Such taglines must indicate the availability of language services in at jeast
the top 15 languages spoken by the limited English proficient population of the refevant State or States, as determined in
guidance published by the Secrétary. An agent or broker subject to §155.220(c)(3)()) that is licensed in and serving muitiple
States may aggregate the limited English populations in the States it serves to determine the top 15 languages required for
taglines. An agent or broker subject to §155.220(c)(3)(i)) may satisfy tagline requirements with respect to Web site content if it
posts a Web link prominently on its home page that directs individuals to the full text of the taglines indicating how individuals
may obtain language assistance services, and if it also includes taglines on any critical stand-alone document linked to or
embedded in the Web site. S ' ‘ o '

(iv) For Exchanges, QHP issuers, and an agent or broker subject to §155.220(c)(3)(i), Web site tr_arzéiations.

(A} For an Exchange, beginrﬁng _ﬁo later than the first day of the individual market open enroliment period for the 2017
benefit year, ',con_tent that is intended for quaﬁﬁé._d individuals, applicants, qua}iﬁed employers, qualified emptoy_ees, or enroliees
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oni a Web site that is maintained by the Exchange must be translated into any non-English lénguage that is spoken by 2 Iifnited
English proficient population that reaches 10 percent or more of the poputation of the relevant State, as determined in guidance
published by the Secretary. o S : ' o : '

(B) For a QHP issuer, beginning no later than the first day of the individual market open enroliment period for the 2017
benefit year, if the content of a Web site maintained by the QHP issuer is critical for obtaining health insurance coverage or
- aceess to health care services through a QHP, within the meaning of §156.250 of this subchapter, it must be iransiated into any
non-English language that is spoken by a limited English proficient population that reaches 10 percent or more of the population -
of the relevant State, as determined in guidance published by the Secretary. ' : :

(C) For an agent or broker subject to §155.220(c)(3){), beginning on the first day of the individual market open enroliment
period for the 2017 benefit year, or when such entity has been registered with the Exchange for at least 1 year, whichever is
‘tater, content that is intended for qualified individuals, applicants, qualified employers, qualified employees, or enrollees ona
Web site that is maintained by the agent or broker must be translated into any non-Engiish language that is spoken by a limited

English proficient population that reaches 10 percent or more of the poputation of the relevant State, as determined in guidance
published by the Secretary. . : : :

- (3) Inform individuals of the availability of the services described in paragraphs {c)(1) and (2} of thié'section and how to
access such services.

(d) Consumer assistance. (1) The Exchange must have a consumer assistance function that meets the standards in
paragraph (c) of this section, including the Navigator program described in §155.210. Any individual providing such consumer
assistance must be trained regarding QHP options, insurance affordability programs, eligibility, and benefits rules and -
regulations governing all insurance affordability programs operated in the State, as implemented in the State, prior to providing
such assistance or the outreach and education activities specified in paragraph (e) of this section. :

_ (2) The Exchange must provide referrals to any applicable office of health insurance consumer assistance or heaith
insurance ombudsman established under section 2793 of the Public Health Service Act, or any other appropriate State agency
or agencies, for any enrollee with a grievance, complaint, or question regarding their health plan, coverage, or a determination

. under such plan or coverage. :
' (é) Outreach and education. The Exchange'must bonduct outreach and eddca’tion activities that meet the sténdards in
paragraph (¢) of this section to educate consumers about the Exchange and insurance affordability programs o encourage
participation. : . . :

[77 FR 18444, Mar. 27, 2012, 8s amended at 78 FR 42859, July 17, 2013; 80 FR 10864, Feb. 27, 2015; 81 FR 12337, Mar. 8, 2016, 81
FR 94175, Dec. 22, 2016] . - , _ . _

" Need assistance?
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Title 45 = Subtitle A - Subchapter B — Part 158 - Subpart C - §155 260

. Tle 45: Publchelfane e G L e L
PART 155--EXCHANGE ESTABLISHMENT STANDARDS_"AKND OTHER RELA‘{ED._STANDA_RD_S__U_NDER THE AFFORDABLE
CARE ACT - - Lo _ : T : K :
Subpar_t C_-.-_-General Fun,ctro_ns.of an;Exchange SR

§155 260 Prrvacy and security of personalty ldentrﬁabie infonnatlon

(a) Creatron co!lectron use and drsclosure (1) Where the Exchange creates or collects persenally adentrﬁable rnf_qrrnaticn
for the purposes of determmmg elrgrbmty for enrollment in a qualified health pian; determmlng eligibility for other rnsur'_a_noe '
affordability programs, as defined in §155.300; or determining elugrbrlrty for exemptions from the individual shared responsibility
~provisions in section 5000A of the Code the Exchange may only use or drsclose such persenaily ldentifiable rnfonnation to the
extentsuchmformatlomsneoessary R ERR S BN T T AR Co

(r) For the Exchange to cany out the funct;ons descnbed in §1 55 200

{n) For the Exchange to carry out other functlons not descrlbed in paragraph (a)(l )i, of thrs sectlon which the Secretary
determines to be in compliance with section 1411 @(2)(A) of the Affordable Care Act and for whlch an rndlv:dual provrdes :
consent for hls or her rnformatron to be used or. drsclosed or. ' . L R L R

(w) For the Exchange to carry out other functlens not descnbed in paragraphs (a)(1)(|) and (u) of thls sectlon for whtch an
individual Pprovides consent for his or her. information fo.be used or disclosed, and which the Secretary deterrnmes arein
compllance wrth sectlon 1411(9)(2)(A) of the Aﬁordabfe Care Act under the follewmg substantwe and procedural requlrements

(A} Substantrve raqurremenrs The Secretary may approve other uses and dssclosures of personally rdentlﬁabie mformatron
created or ooHected as described in paragraph (a)(1) of this section that are not described in paragraphs (a){t )(i) or (ii) of this
section, provrded that HHS determines that the information will be used _only for the purposes of and to. the: -extent necessary in

" ensuring the efficient ©operation of the Exchange consistent with i 1411(9)(2)(A) of the Affcrdable Care Act and that the
uses and disclosures are aise permlssrble under relevant Iaw and_poticy o . _ .

(B) Procedural requrrements for approval of a use or drsciesure of personally rdentrﬁab!e _mfomratron To seek approvat fer
a use or disclosure of personally identifiable lm‘ormatron created or collected as described in paragraph (a)(1) of this section
that is not: descnbed in paragraphs {a)(t Yi)or (u) of thrs sectlcn the. ﬁxchange must subrmt the fotlovnng rnformatlon to HHS

(1) ldenﬂty of the Exchange and apprepnate contact persons

(2} Detar!ed descnption cf the propesed use or dlsclosure whlcn must lnclude but not necessanly be Ilmlted to a ilstrng or
description of the specific lnformatron to be used or drsclosed and an ldentrﬁcatldn of the persons or entifies that may aceess or
receive the mformatron S S e _ _ _ : S

(3) Dsscnptron of how the use or disclosure w:ti ensure the _efﬁcient operation of the Ekchange consistent w'ith section_ ’
'1411(9)(2)(A) ofthe Affordable Care Act; and. T s e e

“ Descnpﬂon of how the information to.be used or disclosed will be protected in complra_nce_.witn privac_y_and security
standards that meet the requrrements of thrs sect;en or other relevant law as apphcable ' '

(2) The Exchange may not create ccllect use, or drsclose personally rdentlf able mformatron unless the creahon
cotlecuon use, or dlsclesure is consrstent wrth thls seetron ' . .

(3) The Exchange must establlsh and lmplement pnvacy and secunty standards that are consrstent w:th the fotlowmg
pnncrples

(i} Individual access. Individuals should be prowded wnth a stmple and t;me!y means to access and obtam theur personally
|dent|ﬁable mforrnatton ina’ readable fonn and format o _ : Lo .

https:IIWWecfr,gov{cgi-binﬁexl«idx?SlDré3977ca79bf7btb556d9ec':dcff3f83c58&rnc¥lme&ncde¥se45.1;155*1260&rgn#div8 DR BT




822018 - eCFR — Code of Federal Regulations

(iiy Correction. Individuals shduld be provided with a timely means to dispute the accuracy or integrity of their personally
identifiable information and to have erroneous information corrected or to have a dispute documented if their requests are .
denied; ' : ' '

(i Opehness and trarisparency. There shouid be openness and transparency about policies, procedures, and
technologies that directly affect individuals and/or their personally identifiable information; '

(iv) Individual choice. individuals should be provided a reasonable opportunity and capability to make informed decisions
about the collection, use, and disclosure of their personally identifiable information;

(v) Collection, use, and disclosure limitations. Personally identifiable information should be created, collected, used, and/or
disclosed only to the extent necessary to accomplish a specified purpose(s) and never o discriminate inappropriately;

(vi) Data quality and integrity. Persons and entities shoﬁld take reasonable steps to ensure that personally identifiable
information is complete, accurate, and up-to-date to the extent necessary for the person's or entity's intended purposes and has
not been altered or destroyed in an unauthorized manner, : . : .

(vii) Safeguards. Personally identifiable information should be protected with reasonable operational, administrative,
technical, and physical safeguards to ensure its confidentiality, integrity, and availability and to prevent unauthorized or
inappropriate access, use, or disclosure, and, :

© (vili) Accountability. These principles shouid be impléemented, and adherence assured, throUgh appropriat"e monitoring and
other means and methods should be in place to report and mitigate non-adherence and breaches.

(4) For the purposes of implementing the principle described in paragraph (a)(3)(vii) of this section, the Exchange must
establish and implement operational, technical, administrative and physicai s‘afegu_ards that are consistent with any applicable
laws (including this settion) to ensure~— o . - _

(i} The confidentiality, integrity, and availability of personally identifiable information created, collected, used, andfor
disclosed by the Exchange; : .

(ii) Personally identifiable information is only used by or disclosed to those authorized to receive or view it;
~ {iii) Return infofmation, as such term is defined by section 6103(b)(2) of the Code, is képt sonfidential under section 6103
of the Code; ' I L ‘ .
* (iv) Personally identifiable information is protected against any reasonably anticipated threats or hazards to the.
confidentiality, integrity, and availability of such information;- ‘ :

{v) Personally identifiable information is protected agatnst any reasonabiy'anticipated uses or disclosures of such
information that are not permitted or required by law; and ) - ‘ '

{vi) .Personaily.idéntiﬁable information is securely destroyed or disposéd ofin ah'appropriata and reasonable manner and in-
accordance with retention schedules; o

{5) The Exchange must monitor, periodically assess, and update the security controls and related system risks to ensure
the continued effectiveness of those controls. . '

(6) The Exchange must deveiop and utilize secure electronic interfaces when sharing personally identifiable information
electronically. ‘

{b) Appfication to non-Exchange enﬁﬁés—ﬁ) Non-Exchange entities. A non-Exchange entity is any Endividual' or entity that:
(i) Gains access fo personally identifiable informaﬁon stibmitted to an Exchange; or

(i) Collects, uses, or discloses personally identifiable information gathered directly from appiicants', qualiﬁéd individuals, or
énrollees while that individual or entity is perfarming functions agreed to with the Exchange. ‘

(2) Prior to any person or entity becoming a non-Exchange enti.ty, Exchanges must execute with the persdn or entity a
contract or agreement that includes: S

A description of the functions to be performed by the non-Exchange entity;

(i} A provision(s) binding the non-Exchange entity to comply with the piivacy and seburity standards and obligations
adopted in accordance with paragraph (b)(3) of this section, and specifically listing or incorporating those privacy and security
standards and obligations; .

hiips :llwmv.ecfr;govlcg't—binltexi—idx?siD=39770a79hf7 btb55609ecdcffaf88c58ame=truednode=se45.1.1 55 _1260&rgn=divd : 213
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(iiiy A provision requiring the non-Exchange entity to monitor; periodically assess, and update its security controls and -
related system risks o ensure the continued effectiveness of those controls in accordance with paragraph (a)(5) of this section;
"~ (iv) A provision requiring the non-Exchan entlty fo inform ﬂje Exchange of aiy change in its administrative, techhical, or
operational environments defined as material within the contract; and : S : .
(v) A provision that requires the non-Exchange entity to bind any downstream entities to the sa_rhe pnvacy and security
standards and obligations to which the ron-Exchange entity has agreed in its contract or agreement with the Exchange.
_ (3) When collection, use or disclosure is not otherwise required by law, the brivap_.y and security siéﬁd'?zfd'é to which an_
Exchange binds non-Exchange enties must:  © - 0T L e R
(i) Be consistent with the principles and requirements listed in paragr_a;ihs-(a)ﬁ) through (6) of this section, including being
at least as protective as the standards the Exchange has established and implemerited for itself in compliance with paragraph
(a)(3) of this section; : T T e e :
-{ii) Comply with the requirements of pa(agraphs (e}, (d), (/. and _(_g_).of_ t_his section; and o
| () Take nto specific consideration: o
() The environment in which the non-Exchange ently is operating; -
* (B) Whether the standards are refevant and applicable to the non-Exchange entity's duties and activiies in corinection with
theExchange;an_d S - S B T
(C) Any exiéting legal requirements to which the ndh—ﬁxchan’gg ehﬁty is bound in relation to its :admin_is'trati\ie. _techhiéal,

and operational controls and practices, inclyding but not limited to, its existing data handling and information technology

processes and protocols..

(¢) Workforce compliance. The Exchange, must ensure its workforce tomplies \ﬂfith the poiicies and procedures developed
and implemented by the Exchange to comply with this section. Lo : S e

(d) Wni‘ten bolic[es and procédur‘e-si. Pblicies a'n_d p'rpt_:_e_di::res_; _s_e_gar_diﬁg the creation collection, use, aﬁd di,sctqsufe' of
personai_ly_identifiable information must, at_ minimqm: o o R S
) Bé_in _writiné, and available to tha_Sécretary_of_ HHS ubon request; and e
(2) Identify applicable law governing collection, use, and disclosure §f';'>ér_'s¢na'|'iy'i'qéntiﬁabfe information. -
{e) Data éhaﬁng. Data matching and shariné aﬁanjéments that facilitate the sharing of personally identifiable information

betwee_n the Exchange and agencies at_fm_inisteﬁ_ng Medicaid, CHIP or the BHP for the exchange of eligibility information must:
) M_eét éﬁy applicable reqﬁifements de:scri'bed' in this seciioﬁ; _ _ | o
(2) M_e_ét _.ény -aﬁplicable r&quirémghts _descﬁbec_i in section .14'1_3(0)(1) and (c)_(Z) of the Affpn;dabie Care Abt_;
(3) Be é_éua!_ to or more str}_hgent ti'_:aﬁ t:he r’equir_’em_ents fq_r -Medicaid programs un’d_er section 1942 of the Act; and

(4) For tho'se inaiching agré_emenfs that meet the definition of “matching prdg_ram" under 5 U.5.C. 552a(a)(8), comply with
5uU.s.C. 552a(0). S S co : . A E

(f) Compliance with the Code. Return information, as defined in section 61 03(b)}(2) of the Code, must be kept confidential
and disclosed, used, and maintained only in accordance with section 6103 of the Code. ' I '

violation of section 1411(g) of the Affordable Care Act will be subject to a CMP of not more than $25,000 as adjusted annually
under 45 CFR part 102 per person or entity, per use or disclosure, consistent with the bases and process for imposing civil
penalties spec_iﬁet_f at §155.285, in addition to other penalties that may be prescribed by law. o o '

(9) Improper use and discfoswe of information. Any person who knowingly and Wi!?fuliy uses or discloses information in

[77 FR 18444, Mar. 27, 2012, as amended at 77 FR 31515, May 29, 2012; 79 FR 13837, Mar. 11, 2014; 79 FR 30346, May 27, 2014; 81
FR 12341, Mar. 8, 2016; 81 FR 61581, Sept. 6, 2016} - ' N T

Need assistance?
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- Title 45 — Subtitle A — Subchapter B — Part 165 — Subpart C— §155.270

Title 45: Public Welfare _ _ _ _ o o . .

PART 155-—EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLE
CARE ACT ‘ ' -

Subpart C—Genéral Functions of an Exchange

§155.270 Use of standards and protocols for electronic transactions.

(a) HIPAA administrative simplification. To the extent that the Exéhange performs electronic transactions with a covered
entity, the Exchange must use standards, implementation specifications, operating rules, and code sets that are adopted by the
Secretary in 45 CFR paris 160 and 162 or that are otherwise approved by HHS.

(b) HIT enroliment standards and profocols. The Exchange must incorporate interoperable and secure standards and
protocols developed by the Secretary in accordance with section 3021 of the PHS Act. Such standards and protocols must be
incorporated within Exchange information technology systems. -

[77 FR 18444, Mar. 27, 2012, as amended at 78 FR 54135, Aug. 30, 2013]

Need asSiétanée?
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* Title 45 — Subitie A — Subchapter B -» Part 155 —» Subpart C R §155.285
ﬁtfe45;PublicWelfare . . Lo o o L
PART 155—EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE

AFFORDABLE CAREACT . .
Subpart C-~General Functions of an Exchange

Exchange or improper use or disclosure of information, = -

§155.286 . Bases and p_féces_s for imposing civil penalties for provision of false 9('fraudu!ént _ipfon_néﬁqn__ toan
h "(a) Gr_ounds_forimpos_ing civil money péna_a_lﬁa_a_s. (1)-HHS may impose chvil money penalties on any person, as defined in
paragraph (a)(2) of this section, if, based on credible evidence, HHS reasonably determines that a person has engaged in 6ne
or_morebfth_efqllowingact_iéns_':’ e B o S S RRC
_..{) Failure to provide correct information under section 1411(b) of the Affordable Care Act where such failure Is attributaible
ta negligence or disregard of any rules or regulations of the Secretary with negligence and disregard defined as they are in
section 6662 of the Intemal Revenue Code of 1986: - . T e R R AR

A “Ne_gi_iQence”_inciQdes any failure to make a reasonable attempt to provide accurats, cgmp!§te, and comprehensive
' '(_B)'_ "pi:s;ega'r_d" inciudes any careless, reckless, or _intemiona_!__d_is_r_e__ga_r_d for any rules or regulations of the Secretary.

(i) Knowing and williul provision of false or fraudulent information required under section 1411(b) of the Affordable Care
- Act, where knowing and willful means the intentional provision of information that the person knows to be faise or fraudulent; or
(i) Knowing and wilful use or disclosure of information in vielation of section 1411(g) of the Affcrdable Care Act, where
knowing and willful means the intentional use or disclosure of information in viclation of séction 1411(g). Such violations Would
-include, but not be Ii_mit_ed_to,_tﬁe '_fp!_i_owir_gg:_ _ B P A SR o o

* (A) Any use or disclosure performed which vilate rfevant privacy and seciriy siandarc esablshed by the Exchange

© pursuant to §155.260; " _ _ : R s
(B) Any bther tise or disclosure which has not been determined by the Secretary to be i compliance with section 1411(g)

(2 of the Aforciable Care Act pursuant 10 §165.260(e) and e
7 (C) Any other use or disclosure which is not necessary to cany out & function described in a contract with a non-Exchange
entity executed pursuant to §155.260(b}(2). o LT R o o :

" () For purposes of this section, the term “person” is defined fo include, but is not limited to, all individuals; corporations;
Exchanges; Medicaid and CHIP agencies; other entities gaining access to.personally identifiable information submitied to an
Exchange to camy out additional functions which the Secretary has determiried ensure the efficient operation of the Exchange
pursuant to §155.260{a)(1); and non-Exchange entities as defined in §155.260(b) which includes agents, brokers, Web-brokers,

QHP jssuers, Navigators, non-Navigator assistarice pers__c':_n_n_el,_ certified appl_icat_ion__qpuns_e_e_lqrs. in-person assistors, and other

‘third party contractors.

(b) Fadtors in determining the amount of civil money penatties imposed, in _qletg;mi_ning_ thg amount of civil money penalties,

HHS may take into account factors which in'c_fude._ but are notlimited to, :he_'_fgu_o_wm_g:'
» (1.) Thg nature and circumstances of the conduct i_nduding, bu1 npt._li_rqit.ed ‘to_:. R S
(1) 'i'_he.-'ni.:t.r'nbEr of v'ioté-ti.dné.;‘ s L e R
(i) The severity of the violations;

- {ii) The person's history with the Exchange including any pr_ior violations that would indicate whether the vipiaiion is an
isolated ‘occurrence or represents a pattern of behavior; - © T

{iv) The length of _tim'e of ihe violation;

(v) The number of _in'div'iduais affected or potentially affected;
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(vi) The extent to which the person received compensation or other consideration asso¢iated with the violation,

(vii} Any documéntation provided in any complaint or other information, as well as any additional information provided by
the individual to refute performing the violation; and :

{viii) Whether other remedies or penaﬂies'have been frﬁposed for the same conduct of occuTence.

(2) The nature of the harm resulting from, or reasonably eipected to result frorr{, the violation, inchiding but not limited to:
(i} Whether the violation resulied in actual or patential financial harm;

(i} Whether there was actual or potential harm to an individual's reputation; _

(iii} Whether the vialation hindered or could have hindered an individual's ability to obtain haa‘!’th‘.insurancé c’ovefage;

{iv) [Reserved] |

(v) The actual or potential impact of the provision' of false or fraudulent infarmation or of the impropér use or disdosﬂre of
the information; and .

(vi) Whether any person received a more favorable eligibility determination for enroliment in a QHP or insurance
affordability program, such as greater advance payment of the premiumn tax credits or cost-sharing reductions than he or she
would be eligible for if the correct information had been provided.

{3) No penalty will be imposed under paragraph {&)(1)(i) of this section if HHS determines that there was 2 reasonable
cause for the failure to provide correct information required under section 1411(b) of the Affordable Care Act and that the
person acted in good faith. :

{c) Maximum penalty. The amount of a civil money penaity will be determined by HHS in accordance with paragraph (b} of
this section,

. {1) The foltowing proi)isions'provide maximum penalties for a single “plan year,” where “plan year” has ttie same meaning
as at §155.20:

{i} Any person who fails to provide correct information as specified in par'agréph (2)(1){0) of this section may be subjectto a
maximum civil money penaity of $25 000 as adjusted annually under 45 CFR part 102 for each application, as defined at
paragraph (c}(1){i) of this section, pursuant to which a person fails to provide correct information.

(ii) Any person who knowingly and willfully provides false information as specified in paragraph (a)(1)(i) of this section may
be subject to a maximur civil money penalty of $250,000 as adjusted annually under 45 CFR part 102 for each application, as
defined at paragraph (c}(1){ii) of this section, on which & person knowingly and-willfully provides faise information.

{iiiy For the purposes of this subsection, “application” is defined.as a submission of information, whether through an online
porial, over the telephone through a call center, or through a paper submission process, in which the information is provided in
relation to an eligibility determination; an eligibility redetermination based on a change in an individual's circumstances; or an
annial eligibility redetermination for any of the following: :

{A) Enroliment in a qualified heslth plan;

(B} Premium tax credits or cost sharihg reductions; or

(C) An exemption from the individual shared responéibility payment.

(2} Any person who knowingly o wi!lf_ully uses or discloses information as'sp'eciﬂed in paragraph (a)(1)(iii) of this section
may be subject to the following civil money penalty:

(i) A civil money penally for each use or disclosure described in paragraph (2)(1){ii} of this section of not more than
$25.000 as adjusted annually under 45 CFR part 102 per use or disclosure.

{ii} For purposes of paragraph (c) of this section, a use or disclosure includes one separate use or disclosure of a single
individual's personally identifiabie information where the person against whom a civil meney penalty may be imposed has made
the use or disclosure, _

(3) These penalties may be imposed in addition to any other penalties that may be préscribed by law.’

(d) Notice of intent to issue civil money penalty. if HHS intends to impose a civil money penalty in accordance with this par,
HHS will send a written notice of such intent to the persen against whom it intends to impose & civil money penalty.

(1) This written notice will be either hand delivered, sent by certified mail, return receipt requested, or sent by overnight
delivery service with signature upon delivery required, The written notice must include the following elements:

https://www.ecfr.gov/cgi-bin/text—idx?SID%977ca79b'f7b1bS56d93¢dcff3f88c58&mc#rue... 8/2/2018



€CFR— Code of Federal Regulations . -  Page3of3

(E)A description of the findings of fact regarding the vq’o!ati_cn_s_wi_th respect fo which th‘e_ci_\_r_if money penalty is proposed;
(Ei) The basis and reasons why the findings of fact subject the person to a penaity; .

(iii) Any circumstances described in paragraph (b) of this section that were ;‘Spnsidered in determining the amount of the . -
proposed penalty: F S ) e .

(v} The amount of the proposed penaity;

) Aﬁ'ex;_ﬁl,aﬁétiop of Ifhé_pékéﬁ's'ﬁghf to a hearing under any applicable administrative heéfing pfq'deSéi B

C (V) A s'i_a_t'qmeﬁt that failure to ?e(zuest a hearing within 60 calendar days aftér the date of issuance printed on the noﬁce
‘permits the assessment of the proposed penalty; and - ' o R . e e

{vii) inf_onnatior; gxp'l_aining' how to ﬁlé a réqy_est _fo'r a hearing and the address to wl'_nich the hearing rqueSt must be sent.
(2) The person may request a hearing be'fpi'é' _a_h ALJon thé'ﬁfopﬁsﬁd"h'eﬁalt_y:by ﬁiiﬁg:a"iéduest in accordancewnh the
procedure to fle an appeal specified in paragraph () of this section. ~ . i e e
(&) Failure to request a heariig. If the person does not request a hearing within 60 calendar days of the date of issuance -
- printed on the notice described in paragraph (d) of this section, HHS may impose the proposed civil money penalty.
(1) HHS Will notfy the person In writing of any penalty that ha' been imposed, the means by which he person may satisfy
the penalty, and the date on which the penalty is due. . S e e
@A person h?a's'_r.\b right to appeal a penaity wﬂh reépeét‘tb'wﬁich the berson has not timely réquested a hé:a'ri'hg in o
-_accordgnoe with paragraph (d) of this seclion. -~ -~ "7 ‘ ' RS el .

(0 Appoal of proposed penally. Subjsc o paragraph (¢)(2) of this secton, ahy person against whom HHS proposed to
. Impase a civil money penalty may appeal that penalty in accordance with the rules and procedures outlined at 45 CFR part 150,
'guppa'uD,‘exctugs_rgg§§150-.46:1;‘1_so.’463,"and 150465, = o e T R R R

. @ Enfo}aemant authority—(1) HHS. .HHS ma{y iﬁposg_ci\{il mbhe’y_'ﬁen:alﬁesi up .tq the rhé:{im_ﬂm‘ ém_ounts ébét:iﬁéd in

Paragraph (d) of this section for any of the violations described in paragraph (=) of this section. " . .
 {2) OI6. In accordancs with the rules and procedures of 42 CFR part 1003, and in place of imposition of penalties by CMS,
the 0!G may impose r_;_i_vi! tﬁoney_peh';ﬂies _fpt‘vioia'_t:id_ns de‘scrip.ed in paragraph (a)(1)Gi) ‘of _th_is section, . . Y '

U () Settterent authority. Nothing in this sectiori limits the atithority of HHS to settle any issue of case described in the

notice furnished in.accordance v_\_rith__§_1_5$._28_5(d)_ or to compromise on any penalty provided for in this section.

(i) Limitations, No action under this section will be entertai_ried_ unjess commenced in accordance with §155.285(d), within
_Gye_ar_s'from the date On_which the Z\ri_diation dccu_n_'ed_.' : ST R B

{79 FR 30346, May 27, 2014, as amended af 81 FR 61581, Sept. 6, 2016]

“Need assistance? -
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Tifle 45 > Subtitie A — Subchapter B = Part 155 — Subpart D — §1 55.300

Title 45: Public Welfare ' ' o ' ' S :

PART 1556—EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLE
CARE ACT . ' S '

Subpart D—Exchange Functions in the Individual Market: Eligibility Determinations for Exchange Participation and Insurance
Affordability Programs :

¢ : -
§155.300 Definitions and general standards for eligibility determinations.

(a) Definitions. In addition to those definitions in §155.20, for purposes of this subpart, the foEiowiﬁg terms have the
following meaning: . _ o

Applicable ‘Children'.s Health Insurance Program (CHIF} MAGI-based income standard means the applicable income
standard as defined at 42 CFR 457.310(b)(1), as applied under the State pian adopted in accordance with title XX of the Act, or

waiver of such plan and as certified by the State CHIP Agency in accordance with 42 CFR 457.348(d), for determining eligibility
for child health assistance and enrolimentin a separate child health program. i .

Applicable Medicaid modified adjusted gross income (MAGI)-based income standard has the same meaning as “applicable
modified adjusted gross income standard,” as defined at 42 CFR 435.911(b), as applied under the State plan adopted in
accordance with title XIX of the Act, or waiver of such plan, and as certified by the State Medicaid agency in accordance with 42
CFR 435.1200(b)(2) for determining eligibility for Medicaid. s

Federal poverly level or FPL means the most recently publiéhed Fedéral poverty level, updated periodically in the F. DERAL
REGISTER by the Secretary of Health and Human Services under the authority of 42 U.S.C. 9902(2), as of the first day of the
annual open enroliment period for coverage in a QHP through the Exchange, as specified in §155.410.

indian means any individual as defined in section 4(d} of the Indian Seh‘-DeteEmination and Education Assistance Act (Pub.
L. 93-638). ' . L . :

ins_urahce affordability program has the game méaning as “insurance affordability program,” as specified in 42 CFR 435.4.
MAG!-based income has the same meaning as it does in.42 CFR 435.603(e). _ . :

Minimum value when used to describe coverage in an eiigible employer-sponsored plan, means that the employer-
sponsored plan meets the standards for coverage of the total allowed costs of benefits set forth in §156.145.

Modiﬁed Adjusted Gross Income (MAGI) has the same meaning as it does in 26 CFR 1.36B-1{e)(2).

Non-citizen means an individual who is not a citizen or national of the United States, in accordance with section 101(a)(3)
of the Immigration and Nationality Act.: :

Qualifying coverage in an eligible employer-sponsored plan means coverage in an eligible employer-sponsored plan that
meets the affordability and minimum value standards specified in 26 CFR 1.36B-2(c)(3).

State CHIP Agency means the agency that administers a separate child health program established by the State under title
XX} of the Act in accordance with impiementing regulations at 42 CFR 457.

State Medicaid Agency means the agency established or designated by the State under title XIX of the Act that administers
the Medicaid program in accordance with implementing regulations at 42 CFR parts 430 through 456. '

Tax dependent has the same meaning as the term dependent under section 152 of the Code.
Tax filer means an individual, or a married couple, who indicates that he, she or they expecis—
(1) To file an income tax return for the benefit year, in accordance with 26 U.8.C. 6011, 6012, and implementing

regulations;

hitps Horwew ecfr.govicgi-binftext-idx ?SID=397 7caT9bi7b1b556d8ecdci3fB8 c58&ine=true&node=se45.1.155_1300&rgn=div8 112
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(2) If married (within the meaning of 26 CFR 1.7703-1), to file & joint tax return for the benefit year;
' _(3)_That no other taxpayer will be ab_le_ to claim him, her or t?_agm as s tax _d_e_p_en_c_ieq; f_o_r.thg benefit year; and
-(4) That he, she, or they ekbet:ts to‘ claim a personal exemption deduction under section 151 of the Code on his or her tax
return for one or more applicants, who may or may not in_c:lude_ himsq!f-or_h__erself and his of her Spouse.

(b) Medicaid and CHIF. In general, referenpés to Médir;aid an& CHIP regulations in this 'sijbpéft refer to those regulations
asimplemented in accordance with rules and procedures which are the same as those applied by the State Medicsid or State
- CHIP agency or approved by _é_s:.__nch g’:_ggn_cy inthe agre__ement__gegcri;;gd__in_:§1_55.345_(3). L T

- (o) Attestation. (1) Except as specified in paragraph (c)(2) of this section, for the purposes of this subpart, an attestation
‘may be made by the appiication filer. = S e e RV S
(2) The attestations sp_eciﬁ_ed in §§1ss.310(d){2)(ii) and 155.315(f)(4)(ii) must be provided by the tax filer.
(o) Rqasbnably compatible. For purposes of this subpart, the Exchange must cpnsidef'ihﬁﬁﬁéﬁdn"dbiéineﬁ' through o
electronic data sources, other information provided by the applicant, or other information in the records of the Exchange to be

reasonably compatible with an applicant's attestation if the difference or discrepancy does not impact the eligibility of the .
applicant, incliding the amount of advance payments of the premium tax credit or category of cost-sharing reductions,

77 FR 18444, Mar. 27, 2012, as amended at 76 FR 42314, uly 15,2013

Need assistance?
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Title 45: Public Welfare | o o B

PART 156—EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLE
CARE ACT : . :

Subpart Df-Exchang'e Functions in the individual Market: Eligibility Determinations for Exchange Participation and Insurance
Affordability Programs o '

§155.305 Eligibility standards.

{a) Eligibility for anrollment in a QHP thmagh the Ex’chénge.' The Exchange must determine an applicant eligible fo'r
enroliment i a QHP through the Exchange if he or she meets the following requirements: B :

(1) Citizenship, status as a national, or lawful presence. |s a citizen or nationat of the tnited States, or is a nonh-citizen who
is lawfully present in the United States, and is reasonably expected to be a citizen, national, or a non-citizen who is Jawfully
present for the entire period for which enroliment is sought;

(2) Incarceration. |s not incarcerated, other than incarceration pending the disposition of charges; and
(3) Residency. Meets the applicable residency standard identiﬁéd in this paragraph (a)(3).

(i) For an individual who is age 21 and over, is not living in an institution as defined in 42 CFR 435.403(b), is capable of
indicating intent, and is not receiving an optional State supplementary payment as addressed in 42 CFR 435.403(f), the service
area of the Exchange of the individual is the service areas of the Exchange in which he or she is living and—

(A} Intends to reside, including without a fixed address; or
(B) Has entered with a job commitment or is seeking employment (whether or nat currently employed).

{i)) For an individual who is undet the age of 21, is not living in an institution as defined in 42 CFR 435.403(b), is not eligible
for Medicaid based on receipt of assistance under title IV-E of the Sacial Security Act as addressed in 42 CFR 435.403(g), is
not emancipated, is not receiving an optional State supplementary payment as addressed in 42 CFR 435.403(f), the Exchange
service area of the individual— :

(A) Is the service area of the Exchange in which he or she resides, including without a fixed address; or

(B) Is the service area of the Exchange of a parent or caretaker, established in accordance with paragraph (a)(3)() of this
section, with whom the individual resides. ‘

(iiiy Other special circumstances. in the case of an individual who is not described in paragraphs (a}(3)() or {il) of this’
section, the Exchange must apply the residency requirements described in 42 CFR 435.403 with respect to the service area of
the Exchange. B : :

{iv} Special rule for fax households with members in multiple Exchange service areas. (A) Except as specified in paragraph
(a)(3)(iv)(B) of this section if all of the members of a tax nousehold are not within the same Exchange service ared, in
accordance with the applicable standards in paragraphs (@}(3)(®), (i), and (iii} of this section, any member of the tax household
may enroll in a QHP through any of the Exchanges for which one of the tax fiters meets the residency standard.

(B) If both spouses in a tax household enroli in a QHP through the same Exchange, a tax dependent may only enroll ina
QHP through that Exchange, or through the Exchange that services the area in which the dependent meets 2 residency
standard described in paragraphs (2)(3)(i}, (if), or (it} of this section.

(v} Temporary absence. The Exchange may hot deny or terminate an individual's eligibifity for enroliment in a QHP through
the Exchange if the individual meets the standards in paragraph (a)(3) of this section but for a temporary absence from the
service area of the Exchange and intends to return when the purpose of the absence has been accomplished.

{b) Eligibility for QHP enroliment periods. The Exchaﬁge must determine an applicant eligible for an enrollment period if he
or she meets the criteria for an enrollment period, as specified in §§155.410 and 155.420. .

hitps:fiwww.ecfr.govicg i—bin!te)d—idx?S!D=39770a79bf7 b1 b__556d 9ecdoff3f88 cSB&mc=true&hod¢=se45-1 155_13058rgn=divé 14
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- (o) Eligibility for Medicaid. The Exchange must determine an applicant eligible for Medicaid if he or she meets the non-
financial eligibility criteria for Medicaid for poputations whose eligibility is based on MAGI-based income, as certified by the
Medicaid agency in accordance with 42 CFR 435,1200(b)(2), has a household income, as defined in 42 CFR 435.603(d), that is
. at or below the applicable Medicaid MAGI-based income standard as defined in 42 CFR435911(b) (Y and— . . .

(1)Is a pregnant woman, as defined in the Medicaid State Plan in accordance with 42 CER 435.4; ~©
_ (2) . u'hd'er'éé_e' fg e L _ . | S .. _ S o
- {(3) Is a parent or caretaker relative of a dependent child, as defined in the M_gdiéa_id State plan in accordance with 42 CFR -
435.4;0r S DT AT, B8 Ceth, o SRR i T
. ot described in paragraph (c)(1), (2), or (3) of this section, is under age 65 and is not entitled to or enrolled for
benefits under part A of title XVil} of the Social Securify Act, or enrolled for benefits under part B of title X\l of the Social
Security Act. C A 3 R Ho

o '(4.') Is.not describe

 (d) Eligibility for CHIP. The Exchange must determine an applicant eligible for CHIP if he or she meets the requirernents of
42 CFR 457.310 through 457.320 and has s household income, as defined in 42 CFR 435.603(d), at or below the applicable -
CHIP MAGL-based income standard, |~ T T T R S OTREoW e applicat
(¢) Eligibility for BHP. If a BHP is operating in the sérvice area of the Exchange, the Exchange must determine an applicant
eligible for the BHP if he or she meets the requirements specified in section 1 331(e) of the Affordable Care Act and regulations
implementing that section. T e T S

sl (f} Eligfpﬂity for advance payments. of the p_r_fenii_gm _fax credit—(1) In general. The Exchange must determine a tax filer
eligible for ald_\{a{lc::_paym?nts_,qf;the premium tax _qfﬁdit_._if_the gth_gnge deferminesthat— . . .. . o Tt

() He of she is expected to have a housshold income, a3 defined in 26 GFR 1.36B-1(e), of greater than of equal to 100
percent buit not more than 400 percent of the FPL for the benefit year for which coverage is requested; and L

B} Orie_Br'm'éfé' applicants for whom the tax filer expe

_ : file ects to claim apersonaiexemptson deductlononhlsor her tax return
for the benefit year, including the tax filerand his or her spo ST e

" (A) Meets the requitements for eligibiity for enrollment iri a QHP through the Excharige, as specified in paragraph (a) of
‘this section; and L e S T e T T T T o
. (B)Is not eligile for minimum esseniial coverage, with the exception of coverage in the Individual market, in accordance

 with section 26 CFR 1.36B-2(a)2) and (¢).

" (2) Special rills'for non-citizens who are lawfully present and who are ineligible for Medicaid by reason of immigration
- status. The Exchange must determine a fax filer eligible for advance payments of the premium tax credit if the Exchange
determines that- SR ' : T L T

() He or_she"ﬁ'ieéts :t_he feqﬁi_féiﬁénté':é‘ibééi'ﬁéd in bafégféﬁh:r(f)(‘l_) of this section, except fbr"b:éré"graph'(f)"(1-)'(i')'; o
(i) He or she is expected to have a household income, as defined in 26 CFR 1.368-1(e) of less than 100 percent of the
FPL for the benefit year for_wh_iqh_ coverage is requested;,anq______ o T S SR IR A )

(iii) Oné or more applicants for whom the tax filer expects to claim a pér_spnai _exempti_on_ded_ucﬁon_on his or her tax return

for the benefit year, including the tax filer and his or her spouse, is a non-citizen who is lawfully present and ineligible for

-~ Medicaid by reason of immigration status, in accordance with 26 CER 1.36B-2(b)(5). -

(3) E_?_zrd_liment required. The Exchange may provide advanée payments of the premium tax credit on behalf of a tax ﬁle'r
-only.if one or. more applicants for whom the tax filer aftests that he or she expects to claim a.personal exemption deduction for
the benefit year, includirig the tax filer and his or her spouse, is enrolied in 2 QHP that is not a catastrophic plan, through the

. 4) Compliance with filng requirement. The Exchange may not defermine a tax fler ligible for APTC if HHS noifies the

i mtps:ﬂwww.ecr;.gov/cgs-binftext-idx?s;[):ss?7ca79bt7b1bsssdsecdc'ffosscss&mcztfue&hode=se45.1'.155_1_305&rgn=diva : S T 28
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(5) Calculation of advance paymeﬁts of the premium tax credit The Exchange must calculate advance payments of the
premium tax credit in accordance with 26 CFR 1.36B-3. o : B SR :

- (6) Coliection of Sacial Security numbers. The Exchange must require an application filer to provide the Social Security
number of a tax filer who is not an applicant only if an applicant aftests that the tax filer has a Social Security number and filed a
tax return for the year for which tax data would be utilized for verification of household income and family size.

(g) Eligibility for cost-shating reduction&—-{‘l) Eligibility criteria. (i} The Exchange must determine an applicant eligible for
cost-sharing reductions if he or she— _ : - ‘

~ {A) Meets the requirements for eligibility for enrollimentin a QHP through the Exchange, as specified i.n pa’rlagraph' (a) of '
this section;

(B) Meets the requirements for advance payments of the premium tax credit, as specified in paragraph (f) of this section;
and ’ : )

{C)ls exp.'ected to have a household income that does ndt‘ exceed 250 percent of the FPL, for the benefit year for which
" coverage is requested. ‘ . '

(it} The Exchange may only provide cost-sharing reductions to an enrollee who is not an 1ndién if ,he or ghe Is enrolled
through the Exchange in a silver-level QHP, as defined by section 1302(d)}{(1)(B) of the Affordable Care Act.

' '_(2) Eligibility categories. The Exchangé must use the following eligibility categories for cost-sharing reductions when
making eligibility determinations under this section— .

{i) An individual who is expected to have & household income greater than or equal to 100 percent of the FPL and iess than
or equal to 150 percent of the FPL for the benefit year for which coverage is requested, or for an individual who is eligible for
advance payments of the premium tax credit under paragraph (f(2) of this section, a household income less than 100 percent
of the FPL for the benefit year for which coverage is requested,

(i) An individual is expected fo have a household inz_:omé greater than 150 percent of the FPL and less than or equal to 200
percent of the FPL for the benefit year for which coverage is requested; and '

(iiiy An individual who is expected to have a household income greater than 200 percent of the FPL and less than or equal
to 250 percent of the FPL for the benefit year for which coverage is requested, - '

(3) Special rule for family policies. To the extent that an enroliment in a2 QHP in the individual market offered through an
Exchange under a single policy covers two or more individuals who, if they were o enroll in separate individual policies would
_be eligible for different cost sharing, the Exchange must deem the individuals under such policy to be collectively eligible only
for the category of eligibility last listed below for which all the individuals covered by the policy would be eligible: :

(i lndi'vidﬂals not eligible for changes to cost sharing; 7
(if) Individuals described in §155.350(b)‘ (the special cost-sharing rule for Indians regardiess of income);
(iii} Individuals described in paragraph (g)(2)(jii) of this section;

(iv) Individuals described in paragraph (g)(2)(ii) of this secﬁbn; S
(v) Individuals described in paragraph (g)(2)() of this section; and -

(vi) Individuals described in §1 55.350(a) (the cost-sharing rule for Endiané with household incomes under 300 percent of the
FPL).

{4) For the purposes of paragraph (g) of this section, “household income” means household income as defined in section
36B(d)(2) of the Code. ' :

{n) Eligibility for enroliment through the Exchange ina QHP thatis a catastrophic plan. The Exchange must determine an
applicant eligible for enrollment in a QHP through the Exchange in a QHP that is a catastrophic plan as defined by section

1302(e) of the Affordable Care Act, if he or she has met the requirements for eligibility for enroliment in a QHP through the
Exchange, in accordance with §1 55.305(a), and either— : :

(1Y Has ‘n_of attained the age of 30 before the beginning of the plan year; or -~

(2) Has a certification in effect for any plan year that he or she is exempt'from the requirement to niéintain minimum
essential coverage under section 5000A of the Code by reason of— :

hﬂpstllwww.ecfr.govicgi-binftexi—idx?SiD=397?ca79bf7b1b5__56d9ecdcff3f88c58&mc=true&node=se45.1.155;1305&rgn=div8 _ : } '_ ) 3/4
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" {i} Section 5000A(e)(1) of the Code (re!atmg fo mdwnduafs without aﬂ’ordable coveragej; or .-
(ii} Section 5000A(e)(5) of the Code (relatmg o mdmdua!s wrth hardshlps}

[77 FR 18444, Mar. 27, 2012, as amended at 78 FR 15533 Mar. 11, 2013; 78 FR 42315 July15 2013, 81 FR 94177, Dec. 22, 2016; 83
FR 17061, Apr, 17, 2018) o

Need assistance?
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Title 45: Public Welfare ' ,
PART 155—EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLE
CARE ACT

Subpart E—Exchange Functions in the Individual Market: Enroliment in Qualified Health Plans

§155.410 Initial and annual open enrollment periods.

(a) General requiiements. (1) The Exchange must provide an initial open enroliment period and annual open enrollment
periods consistent with this section, during which qualified individuals may enroll in a QHP and enrollees may change QHPs.

{2) The Exchange may only permit a qualified individual to enroll in a QHP or an enroliee to change QHPs during the initial
open enroliment period specified in paragraph (b) of this section, the annual open enroliment period specified in paragraph (e}
of this section, or a gpecial enroliment period described in §1 55.420 of this subpart for which the qualified individual has been
determined eligible.

(b) Initial open enrolfment period. The initial open enroliment period begins October 1, 2013 and extends through March 31,
2014.

(c) Effective cbverage dates for initial open enroliment period—(1) Regﬁlar effective dates. For a QHP selection received
by the Exchange from a qualified individual— . .

(i) On or before December 23, 2013, the Exchange must ensure a coverage effective date of January 1, 2014,

(iiy Between the first and fifteenth day of any subsequent month during the initial open enroliment period, the Exchange
must ensure a coverage effective date of the first day of the following month.

(iii) Between the sixteenth and last day of the month for any month between January 2014 and March 31, 2014 or between
the twenty-fourth and the thirty-first of the month of December 2013, the Exchange must ensure a coverage effective date of the
first day of the second following month, :

(iv) Notwithstanding the requirement of paragraph (c)(1)(} of this secfion, an Exchange or SHOP operated by a State may
. require a January 1, 2014 effective date for plan selection dates later than December 23, 2013, a SHOP may also establish
plan selection dates as early as December 15, 2013 for enroliment in SHOP QHPs for a January 1, 2014 coverage effective
date. '

{v) Notwithstanding the regular effective dates set forth in this section, an Exchange may allow issuers to provide for a
coverage effective date of January 1, 2014 for plan selections received after December 23, 2013 and on or before January 31,
2014, if a QHP issuer is willing to accept such enroliments.

(2) Option for earlier effective dates. Subject to the Exchange demonstrating to HHS that all of its participating QHP issuers
agree to effectuate coverage in a timeframe shorter than discussed in paragraphs (¢)(1)(i) and (jii) of this section, the Exchange
may do one or both of the following for all applicable individuals:

{i) For a QHP selection recaivéd by the Exchange from a gualified individual in aé_cordance' with the dates specified in
paragraph-(c)(1)(ii) or (iii) of this section, the Exchange may provide a coverage effective date for a qualified individual earlier
than specified in such paragraphs, provided that either— :

(A) The qualified individual has not been determined eligible for advance payments of the premium tax credit or cost-
sharing reductions; of

(B) The qualified individual pays thelentir'e premium for the first partial month of coverage as well as all cost sharing,
thereby waiving the benefit of advance payments of the premium tax credit and cost-sharing reduction payments until the first of
the next month. :

. hﬁps:ﬂwww.ecfr.govlcgi—binltext—idx?slD=3977céTQbf7b1b556d9eodc_:f€3f88c58&mc=lrue&node-~se45.1.155_1410&rgn=div8 _ 112
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(i} For a QHP selection received by the Exchange from a qualified individual on a date set by the Exphang_e’éfter the

fifteenth of the month for any month between December 2013 and March 31, 2014, the Exchange may provide a'coverage

effective date of the first of the following month,

_ (d) Notice of annual open enroliment period. Starting in 2014, the ‘Exc'han‘ge must provide a written annual open enroliment
notification to each enroilee no earlier than the first day of the month before the open enroliment period begins and no later than .
the first day of the open enrollment period., ' . ' T o

(e) Annwal open enroliment period. (1) For the benefit year beginning on January 1, 2015, the annual open enroliment
period begins on November 15, 2014, and extends through Fe’bruary 15, 2015, S

(2) For the benefit years beginning on January 1, 2016 and January 1, 20_1 7, the arinual‘ open enrollment period begins on

November 1 6f the calendar year preceding the bén_éﬁ,t year, and extends through January 31 of the benefit year,

(3) For the benefit years beginning on or after January 1, 2018, the annual open enrollment period begins on November 1
and extends thrpl:fgh, December 15 of the calendar year preceding the benefit year. o R _

] Eﬁegtfye date. (1) For the bér;i{; '-year.bégji}hirjg' on Jénua_ry 1, 2015, the'!:_-'._xcha'ri'gé must enéure _cové_rage is effective—

() January 1, 2015, for GHP selections received by the Exchange on or before December 15, 2014,

(i) February 1, 2015, for QHP selections received by the Exchange from December 16, 2014 through January 15, 2015.
(i) March 1, 2015, for GHP selections received by the Exchange from January 16, 2015 through February 15, 2015.

{2) For benefit years begir!n_ing on or after January 1, 2016, the Exchange must ensure that coverage is Vefféct_ive—_— '

0} ._Iahuary 1, for QHP selections received by the Exéhange on or before Décember 15 of the calendar year preceding the
benefit year, - ' ' o . o S I _

(i) February 1, for QHP selections received by the Exchange from Decehber 16 of the calendar year preégdin.'g the bené_ﬁt
year through January 15 of the benefit year, R s o . _ _ .

(i) March 1, for QHP selections received by the Exchange from January 16 through January 31 of the benefit year.

(g A_utomatic_enmllmeht; The Exchange may automatically enroll qualiﬁed individuals, at such time and in such manner as

HHS may specify, and subject to the Exchange demonstrating to HHS that it has good cause to perform such aufomatic

~enroliments.

[77 ER 18444, Mar. 27, 2012, as amended at 78 FR 76218, Dec. 17, 2013; 70 FR 13838, Mar, 11, 2014; 70 FR 30348, May 27, 2014; 80
FR 10866, Feb. 27, 2015; 81 FR 12343, Mar. 8, 2016; 82 FR 18381, Apr, 18, 2017] S S ,

Need assistance?
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§155.540

(4) Present an argament without
undue interference; and
- (5) Question or refute any testimony
or evidence, including the opportunity
to confront and cross-examine adverse
witnegses. )

(e) Fnformation and evidence to be con-
Sidered. The appeals entity must con-
sider the information used to deter-
mine the appellant’s eligibility as well
as any ‘additional relevant evidence
presented during the course of the ap-
peals process, including at the hearing,

{f) Standurd of review. The appeals en-

tity will review the appeal de nove and
will consider all relevant facts and evi-
dence adduced during the appeals proc-
ess. - - : i : . i

[78 FR 54136, Aug. 30, 2013, ag amended at 81

FR 12344, Mar. 8, 2016]

§155.540 Expedited appeals.

. {a) Expedited appeals. The appeals en-
tity must establish and maintain an
expedited appeals process for an appel-

- lant to request an expedited process
* where there is an immediate need for

health services because a standard ap-

...peal conld. jeopardize the ‘appellant’s

life, health, or ability to attain, main-
tain, or regain maximum function, '

(b) Denial of a request for expedited ap-
peal. If the appeals entity denies a re-
quest for an expedited appeal, it must—

(1) Handle the appeal request under
the standard process and issue the ap-

peal decision  in accordance ‘with

§155.545(b3(1); and

{2} Inform the appellant, promptly
and without undue delay, through elec-
tronic or oral notification, if possible,
of the denial and, if notification is oral,
follow up with the appellant by written

- notice, within the timeframe estab-

lished by the Secretary. Written notice
of the denial must include.— :

(i) The reason for the denial;

(ify An explanation that the appeal
request will be transferred to ~the
standard process; and - :

(iii) An explanation of the appellant’'s
rights under the standard process.

$1585.545 Appeal decisions.

(a) Appeal decisions. Appeal decisions

must—

(1) Be based exclusively on the infor-
mation and evidence specified in

§165.535(e) and the eligibil_ity reguire-’

45 CFR Sublitle A (10~1-16 Edition)

ments under subpart D or G of this
part, as applicable, and if the Medicaid
or CHIP agencies delegate authority to
conduct the Medicaid fair hearing or
CHIF review to the appeals entity in
accordance with 42 CFR 43L. 10N
or 457.1120, the eligibility requirements
under 42 CFR parts 435 and 457, as ap-
plicable; ) : R
{2) State the decision, including a

plain language description of the effect

of the decision on the appellant’s eligi-
bility; :
(3) Summarize the facts relevant %o
the appeal;
(4) Identify the legal basis, including

~ the regulations that support the deci—_

sion;
() State the effective date of the de-
cision; and Y

.(8) If the appeals entity is a State Ex-
change appeals entity-— )

(i) Provide an explanation of the ap-
pellant’s right to pursue the appeal he-
fore the HHS appeals entity, including
the applicable timeframe, if the appel-
lant remains dissatisfied with the eligi-
bility determination; and - -

“(i1) Indicate that the decision of the
State Exchange appeals entity is final,
uniess the appellant pursues the appeal
before the HHS appeals entity. -

- {b) Notice of appeal decision. The ap- -
beals entity— ) ’

(1) Must issue written notice of the
appeal decision to the appellant within
80 days of the date an appeal reguest
under §155.620(b) or (¢) is received, as
administratively feasible.

{2y In the case of an appeal request
submitted under §155.540 that the ap-
peals entity determines meets the cri-
teria for an expedited .appeal, must
issue the notice as expeditiously as
reasonably possible, consistent with.

. the timeframe established by the Sec-

refary. :

(3) Must provide notice of the appeal
decision and instructions 50 cease
pended eligibility to the appellant, if
applicable, via secure electronic inter.
face, to the Exchange or the Medicaid
or CHIP agency, as applicable. .

(¢) Implementation of appeal decisions.
The Exchange, upon receiving the no-
tice described in paragraph (b), must
promptly-—

(1) Implement the appeal decision ef-
fective— .

- 1090
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Trtle 45 ~t Subtftle A - Subchaptef B — Part 155 — Subpart F - §1 55 555

Title 45: Public Weltare
- PART 155—-EXCHANGE ESTABLESHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLE _

CARE ACT ,
) Subpart F-—-—Appeals of Ellglbllrty Determmations for Exchange Partrcrpatron and insurance Affordabllsty Programs

§155.555 Employer appeals process,

{a) General requrrements The provrsrons of thls seotron apply fo employer appeals processes thmugh whrch an employer
may, in.response to a. notice under §155.310(h), appeal a determsoatron that the employer does not provide minimum essential
coverage through an employer-sponsored plan or that the employer does prowde that coverage but |t is not aﬁordabie covefage
with respect to an employee ' , o . . : :

established an :employer appeals process, HHS will provide an employer appeals:.prooes_s‘. that meet_s the requirer'ne_n_ts of this _
section and §§155 .505(f) through (h} and 155, 510(a)(1)and (2) and. (c) e e e T

(c) Appeal request The Exchange and appeafs entlty as applrcai:le MUSt— . - .
':-(‘E) Allow.an employer to requestan appeaf wrthin 90 days from the date the notlce descrrbed under §155 310(h) is sent
(2) Allow an emp{oyer to submrt relevant evidence to support the appeal ' - ) o
(3) Allow an empfoyer to submrt an appeal request to~ -
] 'E'he Exchange or the Exchange eppeals entrty if the Exchange establrshes an empioyer appeals prooess or
(u) The HHS appeals enhty 11' the Exchange has not establrshed an empioyer appeals process . §
,'(4) Compiy wuth the requrrements of §1 55 520(a)(1) through (3), and

(5) Consider an appeal request valrd if |t is submrtted in accordance wrth paragraph (c)('l) of thrs seotuon and w:th the '
purpose of appeairng the determ:natron :dentrf ed in the notrce specrﬁed in §155 31{)(h) el O :

(d) Notrce of appea! request (1) Upon reoerpt of a valrd appeal request the appeals entrty must—- B

()] Send trmely acknowfedgement of the recerpt of the appeai request to the employer rnoludmg an explanatron of the o
appeaisprooess e e e . SR . L e :

(i) Send ttmely notice to the employee of the reoeapt of the appeal request rncludmg—' B
(A) An explanatron ofthe appeals process B _' '_ . Sl - . . : .. : e LB
(B) lnstructions for submrttrng addrtronal evidence for oonsrderatlon by the appea!s ent:ty and |
(C) An explanatrort of the potentral effect of the empioyer's appeei on the emp!oyee s elrglbrirty
_ (m) Promptly notrfy the Exohange of the appeal rf the employer did not rmtrally rnake the appeal request to the Exchange

(2) Upon receipt of an mvaltd appeal request the appeals entity must promptly and wrthout undue delay send wntten notrce
to the employer that the appeal request rs hot vaisd because at fazls to meet the requtrements of thrs sechon The wntten notice
must inform the employer—— ' . _ s . : .

0] That the appeal request has not been accepted

(u) About the nature of the defect rn the appeat request and .

hitps: v, ecfr.govicg|~b|nftext-adx?SID--3977{:a79bt7b1 b556d9ecdcﬁ3f88c58&mc=true&node=se4.5. 1.155_1 555&19n=div8 : S B
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(i) That the employer may cure the defect and resubmit the appeal request by the date determined under paragraph (c) of
this section, or within a reasonabie timeframe established by the appeals entity.

{iv) Treat as valid an amended appeal request that meets the requiremeﬁts of this section, including standards for
fimelineéss. ’ S o

(e} Transmittal and receipt of réco_rds. {1 Upoﬁ receipt of a valid appeal 'remest under this section, or upon receipt of the

notice under paragraph (d)(1)(iii) of this section, the Exchange must promptly transmit via secure electronic interface to the
appeals entity— ' . .

{i) The appeal request, if the appeal request was initially made to the Exchange; and
(i) The employee’s eligibility record.

(2) The appeals entity rmust prompﬂy confirm receipt of records trahsm'itted puréuant to paragraph (e)(‘i)'of this section to
the entity that transmitted the records.

(f) Dismissal of appeal. The appeais'ent_ity—-—

(1) Must dismiss an appeal under the circumstances _speciﬁed in §1'55.530(a)(i) or if the request fails to comply with the
standards in paragraph (c)(4) of this section, '

(2) Must provide timely notice of the dismissal fo the employer, employee, and Exchange including the reason for
dismissal, and ‘ : :

(3) May vacate a dismissal if the employer makes a written requést within 30 days of the date of the notice of dismissal
showing good cause as to why the dismissal should be vacated. .

(@) Procedural rights of the employer. The app_eals entity must provide the employer the opportuhity to—

(1} Provide relévant evidence for review of the determination of an employee's eligibility for advance payments of the
premium tax credit o cost-gharing reductions; . .

(2) Review—
(i) ‘The information déscribed in §1 55.310(h)(1);

{ii) Information regarding whether the employee's income is above or below the threshold by which the affordability of
employer-sponsored minimum essential coverage is measured, as set forth by standards described in 26 CFR 1.36B; and

(iii} Other data used to make the dete_rminatioh described in §155.305(f) or (9), to the extent allowable by law, except the
information described in paragraph () of this section.

(h) Confidentiality of émployee information. Neither the Exchange nor the appeals entity may make available to an
employer any tax return information of an employee as prohibited by section 81 03 of the Code.

() Adjudication of empioyer ap_peals. Empioyer appaals mﬁst—_— _

(1) Be reviewed by one or more impartial officials who have not been directly involved in the employee eligibility
determination impiicated in the appeal; :

(2) Consider the information used to determine the employee's eligibility as well as any additional relevant evidence
provided by the employer or the employee during the course of the appeal; and : ' -

(3) Be reviewed de novo.
(i) Appeal decisions. Employer appeal decisions must—

(1) Be based exclusively on the information and evidence described in p’aragraph (i)(2) of this section and the eligibility
standards in 45 CFR part 155, subpart I :

(2) State the decision, including a plain Iahguéée description of the effect of the decision on the employee's eligibility; and
(3) Comply with the requirements set forth in §155.545(a)3) through (5).

(k) Notice of appeal decision. The appeals entity must provide written notice of the appeal decision within 80 days of the
date the appeal request is received, as administratively fe_-asible, to— ‘ :

hﬁps:I{www.ecfr.govlcgE—binltext—idx?s!D=3977ca79bﬁb1b556dQecdcffafBBc58&mc=true&node=sé45.1 .155_15558&rgn=div8 213
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(1)The employer. Such notice must include— _ L :

(:) The appeal decssaon and

the Code _
(2) The empioyee Such notice must lnclude-—-
(l)Theappealdecismn and B U - R e
(u) An explanatlon that the empioyee and hls or her household members lf applle_a‘ble, may epp_eel a fedeterrﬁinalion of
eligibiiity that occurs as a result of the appeal decrsuon : IR R R PR R
(3) The Exchange kS S

- {) Implementation of the appeal dec:sron After reoeipt of the nottce under paragraph (k)(3) of thls sectlon. lf the_appeal
_decisaon aff' _cts the empfoyees el:glbri:ty the Exchange must promptly S

(1) Redeterrmne the employee s ellglbllfty and the elrgfbtifty of the emplcyee s household members if appllcable ln
acoordance wrth the standards speclf‘ ed in §1 55 305 or ) _ : .

(2) Notlfy the employee of the requlrement to report ehanges in- ellglb:irty as descnbed in §155 330(b)(1)

(m) Appeai reeond Subject to the requ:rements of §155 550 and paragraph (h) of thls sectron the appeal record must be

accessnble to the empleyer and 10 the employee ina canvement format and at a convement tlme

1{?8 FR 54136 Aug 30 2013 as amended at 79 FR 30349 May 27 2014 81 FR 12345 Maf 8, 2016 81 FR 941?9 Dec 22 2016}

Need assnstanoe? '_;

_ https:lmww.ecfr.govfcgi-binnext-idx?sib--'a9‘77ca7gbf7b1bsssdséodéﬂafafaﬁa&mc':ime&nodésse#5.-1'.dssjss's&rgnr-divs :

(i) An explanation that the appea! deasron does nof foreelose any appeai nghts the employer may have under subtitle F of
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Title 45 —» Subtitle A — Subchapter B — Part 155 — Subpart G — §165.605

Title 45: Public Welfare : _ e '
PART 155—EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLE
CARE ACT _ C

‘ Subpart G-—Exchange Functions in the Individual Market: Eligibility Determinations for Exemptions

§155.605 Eligibility standards for exemptions.

(@) Eligibility for an exempfion through the Exchange. Except as specified in paragraph (g) of this section, the Exchange
must determine an applicant eligible for and issue a certificate of exemption for any month if the Exchange determines that he
or she meets the requirements for one or more of the categories of exemptions described in this section for at least one day of
the month. c : : '

{b) Duration of single exemption. Excépt as specified in paragraphs {c)(2) and (d} of this section, the Exchange may
provide a certificate of exemption only for the calendar year in which an applicant submitted an application for such exemption.

(c) Religious conscience. (1) The Exchange musi d'elermine an applicant eligible for an exémbtion for any month if the
applicant is a member of a recognized religious sect or division described in section 1402(g)(1) of the Cade, and an adherent of
established tenets or teachings of such sect or division, for such month in accordance with section S5000A(d)(2)(A) of the Code.

{2) Duration of exemption for religious conscience. {i) The Exchange must grant the certificate of exemption specified in
this paragraph to an applicant who meets the standards provided in paragraph (c)(1) of this section for a month on a continuing
basis, until the month after the month of the individual's 21st birthday, or until such time that an individual reports that he or she
no longer meets the standards provided in paragraph (c)(1) of this section.

(ii) If the Exchange granted a certificate of exemption in this category to an applicant prior to his or her reaching the age of
21, the Exchange must send the applicant a notice upon reaching the age of 21 informing the applicant that he or she must
submit a new exemption application to maintain the certificate of exemption.

(3) The Exchange must make an exemption in this category available prospectively or retrospectively.

(d) Hardship—(1) General. The Exchange must grant a hardsbip exemption to an applicant eiig'ible for an exemption for at

jeast the month before, the month or months during which, and the month after a specific event or circumstance, if the
Exchange determines that:

(i) He or she experienced financial or domestic circumnstances, including an unexpected natural or human-caused event,
such that he or she had a significant, unexpected increase in essential expenses that prevented him or her from obtaining
coverage under a gualified health plan; )

{ii) The expense of purchasing a qualified health plan would have caused him or her to.experience serious deprivation of
food, shelter, clothing or other necessities; or :

(iii) He or she has experienced other circumstances that prevented him or her from obtaining coverage under a qualified
. health plan. ' : ‘

(2) Lack of affordable coverage bhased on pmjectéd income. The Exchange must determine an appticant eligible for an
exemption for a month or months during which he or she, or another individual the applicant sttests will be included inthe
applicant's family, as defined in 26 CFR 1.36B-1(d), is unable to afford coverage in accordance with the standards specified in
section 5000A(e)(1) of the Code, provided that— ‘

(i) Etigibility for this exemption is based on projected annual household income;

(i) An eligible employer-sponsored planis only considered under paragraphs (d)(4) (i) and (jv) of this section if it meets the
minimum value standard described in §156.145 of this subchapter. . '

hﬂps:ﬂwww.ecfr.gowcgi-binltext—idx?SID=3977ca?9bf?b1 b5sedgecdcffoSBcﬁ&&mc#true&nede=se45 11551 605&rgn=div3 _ _ 13
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(i) For an individual who is eligible to purchase coverage und_ef an eligible employer-sponsored plan, the_Exchange
detenmines the required contribution for coverage such that— ' o s ' .
(A) An individual who uses tobacca is treated as not earning any premium incentive related to participation in a wellness’

program designed to prevent or reduce tobacco use that is offered by an eligible employer-sponsored plan;

B) Wellness incentives offered by an eligible employer-sponsored plan that do not relate to tobacco use are treated as not
eamed: = At : : 7 _ , _ 7 _ ~ :

' '{C_}_ln the case of an employee who is eiigi'ble to purchase odveragé under an eligibie_emplqyer-.sponsored plan sponsored ’
by the employee's employer, the required contribution is the portions of the annual premium that the employee would pay

(whether through salary reduction or otherwise) for the lowest cost self-only c_overa_gg_. _

(D) In the case of an individual who is eligible to purchase coverage under an eligible employer-sponsored plan as a
member of the empioyee's family, as defined in 26 CFR 1.36B-1(d), the required contribution is the portion of the annual
premium that the employee would pay {whether through salary reduction or otherwise) for the lowest cost family coverage that
would cover the empioyee and all other individuals who are included in the employee's family who have not otherwise been

granted an.exemption through the Exchange. -

- (iv) For an individual who is ineligible to purchase coverage under an eligible employer-sponsored plan, the Exchange
determines the required contribution for coverage in accordance with section S5000A(e)(1)(B)(ii) of the Code, inclusive of all
members of the family, as defined in 26 GFR 1.36B-1 (d), who have not otherwise been granted an exemption through the

- Exchange and who are not treated as eligible to purchase coverage under an eligible employer-sponsored plan, in accordance

with paragraph (d)(4)(ii) of this section. If there is not a bronze level plan offered th_fo’ygh the Exchange in the individual's

(v) The app!iéént ar}p_ﬁe_s_ for this éxempi_i'o_n prior fo the last date on Whioh_he‘or she coi_:ld enroll in a QHP throﬂgh the
Exchange for the month or months of a_cai_en_c_iar_ye_ar for which the exemption is requested, . RITIN
) ‘i’he'E_x_Qhan:ge rrius_t' mak_e_é_r_\ exemﬁﬁqn:in_thés'catégbry available prospectively, and -prbvide_.it_ for aff remairting months
in a coverage year, nphz;vith_standir_a_g’_any change in an. individual's circumstances. F o
(3)_ Ine_ligiblé fbf Medicaid based on a State's'décision'not fo expahd. The _Exchange" must' determine an applicant eligibie

for an exemption for a calendar year if he or she would be determined ineligible for Medicaid for one or. more months during tht_a S

. benefit year solely as a resuilt of 3 State not implementing section 2001(a) of the Affordable Care Act. _
(&) EIigib._-‘litjr foran éxemptioh thm&gh th_é IRS. !_-iard.ship_‘ exemptions in fh;i,s_baragfaph_ (e) can be claimed on a Federal

income tax return without obtaining an exemption certificate number. The IRS may allow an individual to claim the hardship
exem'pt{‘on_s described in this__parag;aph (e) without requiring an exemption certificate number from the Exchange.

(1) Filing threshold. The IRS may aliow an applicant to claim an exemption specified in HHS Guidance published
September 18, 2014, entitied, “Shared Responsibility Guidance—Filing Threshold Hardship Exemption,” and in iRS Notice
2014-78, section B (see ht_tps://mymcms.gdv/cciiod, - o R _ R

(2) Se_!f-ohiy cdvérage in an eligible employerf'spohsored_pian. The IRS méy allow an applicant o claim an ekempﬁon
specified in HHS Guidance published November 21, 2014; entitled, “Guidance on Hardship Exemptions for Persons Meeting
Certain Criteria,” and in IRS Notice 2014-76, section A (see hitpsiwww. cms.gov/cqiio/_). o :

(3) Eligible for seivices through an Indian health care provider. The IRS may allow an applicant to claim the exemption . -
specified in HHS Guidance published September 18, 2014, entitied, “Shared Responsibility Guidance~~Exemption for
Individuals Eligible for Services through an indian Health Care Provider,” and in IRS Notice 2014-76, section E (see
hitpstwww.cms.govicciion. = T S L T

(4) Inehgiblé for Medicaid based on a State‘s'deci_sion not to éxpand. The IRS . may aliow an applicant to claim the
~ exemption specified in HHS Guidance published November 21, 2014, entitled, “Guidance on Hardship Exemptions for Persans
Meeting Certain Criteria,” and in IRS Notice 2014-76, section F (see httpsf/irrwn_f.cms.gov/cciioo. ' . :

78 FR 39523, July 1, 2013, as amended at 79 FR 30349, May 27, 2014; 80 FR 10868, Feb. 27, 2015; 81 FR 12345, Mar. 8, 2016; 83 FR
17063, Apr. 17,2018} o L . : o '_ .

Need assistance?
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§155.620

specified in §165.610(1), including notice

-that the Exchange is. unable to verify

the attestation. -~ .. FE
. (h} Ezxception for special circumsiances.

_For an applicant who does not have
- documentation with which to resolve

the inconsistency through the process

" described  in paragraph (g)(2) ‘of this
section ‘becanse - such’ documeéntation
~does not ‘exist or is not Treagonably

available and for whom the Exchange

-is unable to otherwise resolve the in-

consistency, ‘the ‘Exchange . must pro-

vide ‘an exception, 0N ‘a ‘case-hy-case

basis, to accept.an applicant’s attessa-
tion as to the information which. can-

-not otherwise be verified along with an
- explanation of circumstances as to why

mentation. . BRI
. D) Flexibility in information collection

the ‘applicant”. does  not -have . docu-

and verification. HHS may approve an

Bxchange Bluéprint in ageordance with

§155.105(d) ‘or a significant change ‘to

. with §155.105(e) to modify the methods

%0 be used for collection of information
and verification as: set forth in - this

subpart, a8 well ‘as’ the specific infor- .

‘mation: required to be: collected, pro-

vided that HHS:finds that such modi-
fication would reduce the administra-
tive costs and burdens on individuals

“while ‘maintaining acturacy and mini-

mizing delay, and that applicable re-

‘quirements under §§ 155.260, 155.270, and

.Parzgraph (j) of this section, and sec-

tion 6103 of the Code with respect o

 the confidentiality, disclosure, mainte-
_hange, or use .of such -infox_'mation will |
“be met. : RN

e Applicani : infarhai_ion. : .Tlae S Ex-
change may not. require an applicant to

provide information ‘beyond sthe min-

imum necessary to Support the eligi-
bility -process for exemptions as .de-
scribed in this subpart. - e o
(k) Validation of. Social .Security num-
ber. (1) For any individu_a_]_who_provides

. his or her Social Security number to

the = Exchange, *the Exchange 'must
transmit ‘the Social Security ‘humber
and other identifying ‘information ‘to

HES, which will submit it to the Social

Becurity Administration, - S
(2) To the extent that the Exchange

s unable to validate an individual's

Social. Becurity number through ‘the
Social Security Administration, or the

45 CFR Subtitle A (10~1~14 Edifion)
Social Security Administration indi-
cates. that the individual is deceased,

~the Exchange. must follow .the proce-

dures specified in paragraph (g) of this

‘section, except that the Exchange must

provide the individual with a. period of
80 days from the date on which the no-
tice described in paragraph (gX2)(i) of
this section is.received for the appli-
cant to provide satisfactory documen-

“tary evidence-gr resolve.the incongist-

ency with the Social Security Adminis-

.tration. The ‘date on which the noties
-1s received. means 5 .days after the date
—-on -the motice, unless  the individual
demonstrates that he or she did not re-
-ceive the notice within the 5 day pe-

riod; - R R
[77 FR 11718, Feb. 27, 2012, as amended at 78

PR, guiy 15, ny T
'§165.620 " Eligibility - redeterminations

. for exemptions during a calendar

LoLyear,
the ‘Exchange Blueprint in accordance .

(a) General reguirement. The Exchange

‘must, redetermine the eligibility ‘of an

individual with an exemption'gr_a.m;e_d

“hy the Exchange if it raceives ‘and
-verifies -new - info_rmation_ ‘reported by

such an-individual, except for ‘the ox-

‘emption described in'§ 155.605(gX(2), -

() Requirement” for individuals to re-
port changes, (1) ‘Except as specified in

“paragraph (b2 of this section, the Ex-
i c}ia.nge'-must'_require an individual who

has a'certificaté of exemption from the

Exchange t0 report any change with re- .
spect fo Ahe eligibility “standards ‘for

the exemplion as specified in §155.605,

except for ‘the -exemption’ described in

§155,605()(2), “within “36 days of such
_Qh&hgei"" T"iizy-f.”-l R

. {2) The Exchange must allow an indi-

vidual with ‘a certificate 0f exemption

to. report -changes via the -channels

available ‘for the submission of ‘an ap-

blication, as described in § 155.610(q).

(o) Verification - of reported “changes.

The Exchange must— SERLIED
= (1) Verify any ---informa.tign reported

by an individual ‘with a certificate of

exemption 'ify accordance with the proc-
esses specified in §155.615 prior to using
such information in an eligibility rede-
termination. . AT e
.- (2) Notify an individual in accordance
with §155.610(1} after redetermining his
or her eligibility based on a reported
chonge. PR AR :
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(3) Provide periodic electronic notifi-
cations regarding the requirements for
reporting changes and an individual’s
opportunity to report any changes, to
an individual who has a certificate of
exemption for which changes must be
reported in accordance with §155.620(0)
and who has elected fo receive elec-
tronic notifications, unless he or ghe

has deciined to receive such notifica-

tions. .

(d) Effective dute of changes. The Ex-
chapge must implement 2 change re-
gulting from a redetermination under
this section for the month or months
after the month in which the redeter-
mination occurs, such that a certifi-
cate that was provided for the month
in which the redetermination occurs,
and for prior months remains effective.

$155.625 Options for conducting eligi-
bility determinations for exemp-
tions. ) I

(a) Options for conducting eligibility de-
terminations. The Exchange may satisfy
the requirements of this subpart-—

(1) Directly or through contracting
arrangements in accordance with
- §155.110¢a); or .

(2) For an application submitted be-
fore the start of open enrollment for
2016, through the approach described in
paragraph (b} of this section.

(b) Use of HHS service. Notwith-
standing the requirements of this sub-
part, for an application submitted be-
fore the start of open enrollment for
2016, the Bxchange may adopt an ex-
emption eligibility  determination
made by HHS, provided that—

(1) The Exchange adheres to the eligi-
bility determination made by HHS;

(2) The Exchange furnishes to HHS
any information available through the
Exchange that is necessary for an ap-
plicant to utilize the process adminis-
pered by HHS; and )

(3) The Exchange call center and
Internet Web site  specified in
§155.205(a) and (b), respectively, provide
information to consumers regarding
the exemption eligibility process.

[79 FR 30349, May 27, 2014]
§$155.630 Reporting. S

Reguirement to provide information re-
lated to tar administration. If the Bx-
change grants an individual a certifi-

§155.700

cate of exemption in accordance with
§155.610(1), the Exchange must transmit
to the IRS at such time and in such
manner as the IRS may specify-—

(a¥ The individual's name, Soclal Se-
curity nwmber, and exemption certifi-
cate number; .

(b) Any othér information required in
guidance published by the Secretary of
the Treagury in accordance with 26
CFR 601.601(d)(2).

§155.6356 Right to appeal.

(a) For an application submitted be-
fore October 15, 2014, the Exchange
must include the notice of the right to
appeal and instructions regarding how
to file an appeal in any notification

-issued in accordance with § 165.610¢i).

(h) For an application submitted on
or after Qctober 15, 2014, the Exchange
must include the notice of the right to
appeal and instructions regarding how
to file an appeal in any nosification
issged in accordance with §155.610(1)
and §155.625(b)(2)(1). )

subpari H—Exchange Funciions:
small Business Health Opfions
Program (SHOP)

gocrer: T7 TR 18464, Mar. 27, 2012, unless
otherwise noted.

§155.700 Standards for the establish-
ment of a SHOP. :

(a) General requirement. An Exchange
must provide for the establishment of a
SHOP that meets the reguirements of
this subpart and is designed to asgsist
qualified employers and facilitate the
enrollment of qualified employees into
gualified health plans.

(&) Definition. For the purposes of
this subpart: )

CGroup participotion rulé means a re-
guirement relating to the minimum
number of participants or beneficiaries
that must be enrolled in relation to a
specified percentage or number of eligi-
ble individuals or employees of an em-
ployer.

SHOP application filer means an appli-
cant, an autherized representative, an
agent or broker of the employer, or an
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Title 45 — Subtitle A — Subehapter B — Part 155 — Subpart H - §155.710

Tile 45: Public Welfare : o o | .
PART 155—EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED STANDARDS UNDER THE AFFORDABLE

CARE ACT : . u
Subpart H—Exchange Functions: Smatl Business Health Options Program (SHOP)

§155.710 Eligibility standards for SHOP.

) :{a) _Gene_rél requirement. The SHOP must permit qualified employers to purchase coverage for qualified employees
through the SHOP. _ . : o .
, (b} Employerélig[bifitjfrrequirements, An employer is a qualified employer eligible to purchase coverage through a SHOP if
- such employer~— | _ : S . _ o _ _ - _

(1) Is a small empioyen _
2) Eielct_s tq_offe:: ata minimum, all full-time employees c_overag'e in a QHP through a SHOP; and
@ Eith_erw-—_ I . , _ . _ _ .

() Has its principal business address in the Exchange service area and offers coverage to all its fulf-tirﬁe employees
ihroughthgtSHOP_;or SR : IR N

(ii)'(_)'ffers coverage fo eéch eliQibl_e employee thrpugh the _SHOP.seryi_ng that employee_.‘é_p_rir_hary worksite,

. {c) Participating in multiple SHOPs. If an employer meets the criteria in paragraph (b) of this section and makes the
election described in (b)(3)(ii) of this section, a SHOP shall allow the employer to offer coverage to those employees whose
primary worksite is in the SHOP's service area. = - o S PR

(d) Continuing eligibitity, The SHOP must treat a qualified employer which ceases to be a small employer solély by reason
of an increase in the number of employees of such employer as a qualified employer until the qualified employer otherwise fails
to meet the eligibility criteria of this section or elects to.no longer purchase coverage for qualified employees through the SHOP.

(&) Emp!oyee eligibilify réq.i:imrﬁents'. An employee is a qdaliﬁed erﬁplo}ge_ eiigiblé to enroll in cov.e‘rag.e thrdugﬁ a SHOP if
such employee receives an offer of coverage from a qualified employer. A qualified employee is eligible to enroll his or her
dependent_s in coverage through a SHOP if the offer from the_qualiﬂ_ed_.employer includes an offer of dependent coverage.

[77 FR 184_64, Mar. 27,2012, as amendex_‘.i at BOFR 1036_9, Féb. 27, 2015}
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Title 45 — Sublitle A — Subchapter B — Part 156 — Subpart C - §156.205

PART 156-~HEALTH INSURANCE ISSUER STANDARDS UNDER THE AFFORDABLE CARE ACT, INCLUDING
STANDARDS RELATED TOEXCHANGES . - oo C T

Subpart C—Qualified Hea!ih Plan Minimum Certification Sianda_rds .

 (2) General ECP standard. (1) A QHP issiter that uses & provider network must include in s provider netwiork a sufficient
number and geographic distribution of essential community providers (ECPs), where available, to ensure reasonable and timely
access to a broad range of such providers for low-income individuals or individuals residing in Heaith Professional Shortage
Areas within the QHP's service area, in accordance with the Exchange's network adequacy standards. - 7

(Z)A plan applymg for QHP cert:ﬁcatmntobeoﬁered througha Federally facmtated Exchange has a sufﬁolent number and
geographic distribution of ECPs if it demonstrates in its QHP appli'cation that— L

) The network includes as particpating practiioners at east a minimurm percentage, as specified by HHS, of avallable

Pl providers in each plan's service area, Mlfiple providers ata single focation wil sount ae & sl essential
ommunity provider toward both the availabie essential community providers in the plan’s service area and the issuer's ~
safisfaction of the essental communiy provider participation standard: and e

essentia

@ Theimsuerofthe plan offers confmcis o L |
(A) All available Indian health care providers in the service area, applying the speciai terms and conditions required by
Federal law and regulations as referenced if_\_t{ie"fe'c_ommended'm;idel QHP addendum for indian health care providers -

~ Planning Providers, Indian Health Care Providers, Hospitals and.other ECP providers) in each county in the service area, where
an ECP in that category is available and provides medical or dental Se_rvic_eg that are covered by the issuer plan type. - '

. (B) Atleast one ECP in each of the ECP categories (Federally Qualified Health Centers. Ryan White Providers, Family

(3) If 2 plan applying for QHP certiication to be offered through a Federaly-faciltated Exchange does not satisty the ECP
standard described in paragraph (2)(2) of this section, the Issuer must include as part Qf its QHP application a narrative

individuals residing in Health Professional Shortage Areas within the plan’s service area and how the plan's provider network
will be strengthened toward satisfaction of l:h_i,= EQP standard prior to the stari of the benefit year. ' . .

(&) N;dfhihg in paragraphs @1) through (3) of this section _réquik_e_s ahy_ QHP i_q provide coveragé__for any specific medical
(5) A plan that provides a majority of coverg;_i professional sérvices_thrppgh physicians employed by the issuer or through a
single cqhtrag:ted medical group may instead comply with the alternate standard de_sc_ri_bed in_ paragraph (b) of this s§ctipn.

(b} Alternate ECP_ standard. {1) A pfan described in paragréph (2)(5) of this section must have a éuﬁicie_ni number and

geographic-distribution of employed providers and hospital facilities, or providers of its contracted medical group and hospital
facilities, to ensure reasonable and timely access for low-income individuals or individuals residing in Health Professional

Shortage Areas within the pian's service area, in accordance with the Exchange's network adequacy standards,

(2} A pfah described in'paragraph (a)(S) of this. section épblying for QHP certiﬁcation io be offered through a Federally- -

facifitated Exchange has a sufficient number and geographic distr‘ibutipr_:_ of employed or contracted providers if it dem,onstr_'a_tes

in its QHP application that—

(i) The number of its providers that are located in Health Profeé#idnal Shortage Areas or five-digit zip codes in which 30
percent or more of the population falls below 200 percent of the Federal poverty level satisfies & minimum percentage, specified
_ by HHS, of avaifabie essenti’a\_i oommun_ity providers ir_;_ the plan's service area. Multiple prpv_idgrs at a single location will count

'h:tpsuvwww.ecfr-.gov/cgi-bin!teit'-i&x?sm'%@mmﬁaﬁdﬂ’zoﬁe’.ﬁ?ﬁsémﬁé%ﬂ'fé&mc%true&néde#se«s5.1.156;1'235&rgn"=di\f3 B L R
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as a single essential community provider toward both the available essential community providers in the plan's service area and
the issuer's satisfaction of the essential community provider participation standard, and :

- (i) The issuer's integrated delivery system provides ali of the categories of services provided by entities in each of the ECP
categories in each county in the plan's seivice area as outlined in the general ECP standard, or otherwise offers a contractto at
least one ECP outside of the issuer's integrated delivery system per ECP category in each county in the plan's service area that
can provide those services to low-income, medically underserved individuals. ' ' .

(3) If a plan does not satisfy the alternate ECP standard described in paragraph (b)(2) of this section, the issuer must
include as part of its QHP application a narrative justification describing how the plan's provider networks provide an adequate
level of service for low-income enrollees or individuals residing in Health Professional Shortage Areas within the plan's service -
area and how the plan's provider network wilt be strengthened toward satisfaction of the ECP standard prior to the start of the
benefit year. ' - - : Coe

(c) Definition. An essential community provider is a provider that serves predominantly low-income, medicaily underserved

individuals, including a health care provider defined in section 340B(a)(4) of the PHS Act; or described in section 1927(c)(1)(D)

(){IV) of the Act as set forth by section 221 of Pub. L. 111-8; or a State-owned family planning service site, or governmental

_family planning service site, or not-for-profit family planning service site that does not receive Federal funding under special
programs, including under Title X of the PHS Act, or an Indian health care provider, unless any of the above providers has lost
its status under either of these sections, 340(B) of the PHS Act or 1927 of the Actas a result of violating Federat law.

(d) Payment rates. Nothing in paragraph (a) of this section may be constried to require 2 QHP issuer to contract with an
ECP if such provider refuses to accept the same rates and contract provisions included in contracts accepted by similarly
.sHuated providers. - ' :

{e) Payment of Federally qualified health centers. if an item or service covered by a QHP is provided by a Federally-

. qualified health center (as defined in section 1905(1)(2)(B) of the Act} to an enrollee of a QHP, the QHP issuer must pay the

Federally qualified health center for the item or service an amount that is not less than the amount of payment that would have

. been paid to the center under section 1902(bb) of the Act for such item of service. Nothing in this paragraph () preciudes a
QHP issuer and Federally-gualified health center from agreeing upon payment rates other than those that would have been
paid to the center under section 1902(bb) of the Act, as long as that rate is at least equal to the generally applicable payment
rate of the issuer described in paragraph (d) of this section, '

[80 FR 10873, Feb. 27, 2015, as amended at 81 FR 12350, Mar. B, 2016; 81 FR 84181, Dec. 22,2016} |
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Title 45 — Subtitle A — Subchapter B — Part 156 — Subpart E — §1 55.425

Title 45: Public Weifare - B '

PART 156-~HEALTH INSURANCE ISSUER STANDARDS UNDER THE AFFORDABLE CARE ACT, INCLUDING
STANDARDS RELATED TO EXCHANGES ' . h o o , : _
Subpart E—Health Insurance '!s_suer Respongibilities With Respect fo Advance Payments of the Premium Tax Credit and Cost-
Sharing Reductions ' N S . ' ' '

§156.425 Changes in eligibility for cost-sharing reductions.

(@& Effecﬁvje dé’te of,c_h_angé in assignmént, Hthe Exq:hang_e notifies a Q_H_P issqer ofa chari‘ge in an enrollee’s eligibility for

cost-sharing reductions (Enc!gqing a change in the individual's eligibility under the special rufe for family policies set forthin -

must change the individual's assignment suich that the individual is assigned to the applicable standard plan or plan variation of

the QHP as required under §156.410(b) as of the effective date of eligibility required by the Exchange. _

(b) Continuity of deddctible and outeof;pocket amounts. in the case of a change in assignrnent to a different plan varia_tibn

without Gost-sharing reductions) for that benefit year is taken into account in the new plan variation (or standard plan without

cost-sharing reductions) for purposes of calculating cost sharing based on aggregate spending by the individual, such as for

deductibies or for the annual limitations on cost sharing.

() Notice upon é_$sign_ment; _B.egi_n_'ﬁfﬁg bn_'Jan&ary 1,2016, if an individual's assignmen':_to a standard plan or plan

variation of the QHP changes in accordance with paragraph (a) of this section, the issuer must provide to that individual a
summary of benefits and coverage that accurately reflects the new plan variation {or standard plan variation without cost-

sharing reductions) in a manner consistent with §147.200 of this subchapter as soon as practicable following receipt of notice B

from the Exchange, but not léteif';ha_n'_‘i"_b_e;_sihésg_da_ys__fclibwi_n_g_teceipt_ of potice. . . .
[78 FR 15535, Mar. 11, 2013, as amended at 80 FR 10875, Feb, 27. 2015]

Need assistance? = -
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