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Health Care Public Policy Group Health Care Reform Chart

The chart below summarizes key health care issues addressed in the “Patient Protection and Affordable Care Act”
(PPACA) (H.R. 3590) as signed by the President, and the “Health Care and Education Reconciliation Act of 2010”
(H.R. 4872), as passed by both the House and Senate.

Policy Senate Bill Reconciliation Bill
(H.R. 3590) (H.R. 4872)
Health High-Risk Pools - Immediate Access to Insurance for Uninsured Individuals with a Payments to the Territories.
Insurance Preexisting Condition. Requires the Secretary to create a temporary insurance high- | Permits territories to establish
Exchange/ risk pool program within 90 days of enactment to provide insurance to people who Health Benefits Exchanges.
Pooling have been uninsured for 6 months and have a pre-existing condition. Ensures Provides an additional $1
Mechanism premium rate limits for the newly insured population. Imposes sanctions on plans billion to be distributed to

that encourage individuals to un-enroll in order to enter the high risk pool.
Appropriates up to $5 billion for the program, which terminates in 2014 when the
Exchanges are operational. Establishes a transition to the Exchanges for eligible
individuals. (Sec. 1101)

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

Ensuring That Consumers get Value for their Dollars. For plan years beginning in
2010, requires the Secretary and States to establish a process for annual review of
increases in premiums for health insurance coverage. Requires States to provide
information to the Secretary on trends in premium increases and to make
recommendation to State Exchanges about whether particular insurers should be
excluded from participation. Provides $250,000,000 in funding for grants to States
from 2010 until 2014 to support: reviewing and, if appropriate under State law,
approving premium increases for health insurance coverage; providing information
and recommendations to the Secretary; and establishing academic or non-profit
medical reimbursement data centers to collect medical reimbursement information
from health insurers to analyze, and to make such information available to issuers,
providers, researchers, policy makers, and the general public. Centers established
under this section would develop fee schedules and other database tools that reflect
market rates for medical services and the geographic difference in those rates and
would also make information available to the public through a website that allows
consumers to understand the amounts that health care providers in their area charge
for a particular medical service. (Sec. 1003)

Immediate Information that Allows Consumers to Identify Affordable Coverage
Options. Requires the Secretary to establish, by July 1, 2010, an Internet portal for

individuals or small businesses in any state to identify health insurance coverage
options, including insurance, Medicaid, or Medicare, high-risk pools; and coverage
within the small group market, including reinsurance for retirees and tax credits.
Requires development of a standardized format for information on plans, including

information on the percentage of premium revenue spent on nonclinical costs;

Puerto Rico, Virgin Islands,
Guam, American Samoa, and
the Northern Marianas Islands
for purposes of establishing
these exchanges. The manager’s
amendment clarifies this
section. (Sec. 1204)
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Policy

Senate Bill
(H.R. 3590)

Reconciliation Bill

(H.R. 4872)

eligibility; availability; premium rates; and cost sharing. (Sec. 1103)

Affordable Choices of Health Benefit Exchanges. Requires the Secretary to award
planning and establishment grants to States within 1 year of enactment to support
establishment of an American Health Benefit Exchange. Requires each State to
establish an Exchange by 2014. Exchanges would: facilitate purchase of qualified
health plans; provide for establishment of a Small Business Health Options
Program (SHOP) to help small employers in the State; make qualified plans
available to qualified individuals and employers; implement certification
procedures for plans; operate a toll-free hotline to provide assistance; maintain a
website for enrollees and prospective enrollees to compare plans; rate each
qualified plan; use a standard format in presenting plan options; inform individuals
about Medicaid, CHIP, and other program eligibility; establish an electronic
“calculator” that determines the actual cost of plans after premium tax credits and
cost-sharing reduction; certify certain individual as exempt from the individual
responsibility requirement; provide certain information to employers; and establish
a Navigator program to conduct public education activities and distribute fair and
impartial information on qualified health plans. Plans offered within the Exchanges
must be qualified health plans (or stand-alone dental). Requires the Secretary to:
establish criteria for the certification of health plans; develop a rating system that
would rate qualified health plans offered through an exchange in each benefits level
on the basis of the relative quality and price; develop an enrollee satisfaction
survey system that would evaluate the level of enrollee satisfaction with qualified
health plans; continue to operate the internet portal developed under section 1103(a)
and make available a model template for an internet portal for use by the
Exchanges; and provide for enrollment periods [Added by Pryor Amendment
2939]. Allows States to require additional benefits if the State makes payments to
defray the cost of any additional benefits. Requires mental health parity. (Sec.
1311)

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

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

Certification of Qualified Health Plans. Allows Exchanges to certify a health plan
as “qualified” if the plan meets certification requirements promulgated by the
Secretary (sets forth minimum requirements including requirement that plans report
on pediatric quality reporting measures) and if it is in the best interests of qualified
individuals and employers in the State. Requires that plans seeking certification
submit a justification for any premium increase prior to implementation of the
increase. Requires transparency: plans seeking certification must submit to the
Exchange and the Secretary and make public the following information: claims
payment policies; periodic financial disclosures; enrollment and disenrollment data;
data on denied claims; rating practices; cost-sharing information for out-of-network
coverage; and other information, in plain language. Also requires cost sharing
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Policy

Senate Bill
(H.R. 3590)

Reconciliation Bill
(H.R. 4872)

transparency. Requires the Secretary to harmonize rules concerning accurate and
timely disclosure of terms and conditions to participants. (Sec. 1311)

Qualified Individuals and Employers. Limits access to the Exchange to citizens and
lawful residents. Individuals seeking to enroll in a qualified health plan in the
individual market offered through the Exchange and residing in a State where the
Exchange is established are considered eligible. Defines qualified employer as a
“small” employer that elects to make all full-time employees eligible for one or
more qualified health plans offered in the small group market through an Exchange.
Allows States to allow large group coverage to be offered through the Exchange
beginning in 2017. At such time, large employers would be considered to be
qualified employers (Sec. 1312)

Employer Size. Defines large employer as an employer who employed an average
of 101 or more employees on business days during the preceding calendar year.
Small employer means having employed between 1 and 100 employees on business
says during the preceding calendar year. Allows the states to cap small employers
at 50 employees for years prior to 2016. Allows small businesses participating in
the Exchange to continue to be treated as eligible even if more employees are hired.
(Sec. 1304)

Consumer Choice. Allows a qualified individual to enroll in any qualified health
plan available. Provides that employers may specify a level of coverage for
employees, and that employees may select from plans that offer coverage at that
level. Allows enrolled individuals to pay premiums directly to the insurer.
Prohibits compelled enrollment. Requires Members of Congress and congressional
staff to be offered only plans offered through an Exchange. (Sec. 1312)

Individual and Small Group Market Risk Pools. Requires that a health insurance
issuer consider all enrollees in all health plans offered by the issuer in the individual
market (inside and outside of the Exchange) to be members of a single risk pool.
Requires all enrollees in an insurance issuer’s plans in the small group market to be
considered to be in a single risk pool. (Sec. 1312)

Financial Integrity. Requires Exchanges to submit an annual accounting on
expenses and activities to the Secretary. Gives the HHS OIG authority to
investigate Exchanges. Includes protections against fraud and abuse within the
Exchanges. Amends 31 U.S.C. 3730(e) (relating to civil actions for false claims);
requires courts to dismiss claims if substantially the same allegations or claims
were publicly disclosed; defines original source. Requires a GAO study on
Exchange activities within 5 years of the date when Exchanges are first permitted to
operate and dictates topics to be studied. (Sec. 1313).

State Flexibility. Requires the Secretary to set standards for establishment and
operation of Exchanges, qualified health plans, and reinsurance and risk adjustment
programs as soon as practicable. Requires States to apply such requirements no
later than January 1, 2014. If a State fails to elect to establish an Exchange or
implement requirements, requires the Secretary to establish and operate an
Exchange within that States. Exchanges operating as of January 1, 2010 are
presumed compliant. (Sec. 1321)

Definitions. Defines “educated health care consumers,” who are required to be
consulted by the Exchanges under Sec. 1311(d)(6). (Sec. 1304).

Medicaid

Medicaid Coverage for the Lowest Income Populations. As of January 2014,

Federal Funding for States.
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Policy

Senate Bill
(H.R. 3590)

Reconciliation Bill
(H.R. 4872)

expands Medicaid eligibility to “newly-eligible” individuals with income at or below
133 percent of the Federal Poverty Level (FPL). Newly-eligible individuals include
individuals under 65, who are not pregnant and not entitled to Medicare. Medicaid
eligibility for children ages 6 to 19 also increases to 133 percent of the FPL as of
January 1, 2014. States have the option to provide this expanded coverage on or
after April 1, 2010 and may also extend coverage to these non-elderly, non-pregnant
individuals above 133 percent of FPL through a State plan amendment. States may
provide for a presumptive eligibility period. Newly eligible individuals are defined
as individuals who are not under 19 years of age and who are not eligible for
Medicaid or under a waiver for benefits as of December 1, 2009. (Sec. 2001)

For the period of January 1, 2014 through September 30, 2019, provides an
increased Federal medical assistance percentage (FMAP) of 2.2 percent for states
that have already undertaken a Medicaid expansion (i.e., an “Expansion State”), will
not receive any payments for newly eligible individuals, and have not been approved
by the Secretary to divert DSH payments to the costs of providing medical
assistance or other health benefits under a waiver in effect as of July 2009. (Sec.
2001)

For the period of January 1, 2014 through December 31, 2016, provides an increased
FMAP of .5 percent for a state that is an “expansion state,” will not receive any
payments for newly eligible individuals, and has the highest percentage of its
population insured during 2008. (Sec. 2001)

Provides for a 100 percent FMAP for Nebraska in 2017 and thereafter. (Sec. 2001)

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

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

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

Income Eligibility for Non-Elderly Determined Using Modified Gross Income. As
of January 1, 2014, a state would be required to determine Medicaid eligibility based
on the modified gross income of an individual and the household income of a

Eliminates the provision
providing for a 100 percent
FMAP for Nebraska in 2017
and thereafter. (Sec. 1201)

Increases federal support for the
Medicaid expansion by
requiring the Federal
government to pay 100 percent
of the cost of covering newly-
eligible individuals in 2014,
2015, and 2016; 95 percent in
2017; 94 percent in 2018; 93
percent in 2019; and 90 percent
in 2020 and years thereafter.
(Sec. 1201)

Changes the date through which
states that have already
undertaken a Medicaid
expansion (i.e., an “expansion
state”), will not receive any
payments for newly eligible
individuals, and have not been
approved by the Secretary to
divert DSH payments to the
costs of providing medical
assistance or other health
benefits under a waiver in effect
as of July 2009, will receive an
increased FMAP of 2.2 percent
from September 30, 2019 to
December 31, 2015. Changes
the formula for calculating the
increased FMAP for expansion
states. The expansion state
share of the costs of covering
nonpregnant childless adults
would be reduced by 50 percent
in 2014; 60 percent in 2015; 70
percent in 2016; 80 percent in
2017; and 90 percent in 2018.
In 2019 and years thereafter,
expansion states would bear the
same costs of covering
nonpregnant, childless adults as
non-expansion states. (Sec.
1201)

Payments to Primary Care
Physicians. Requires Medicaid
payment for primary care
services (including payments
for office visits and
immunizations) furnished by a
physician with a primary
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Policy

Senate Bill
(H.R. 3590)

Reconciliation Bill
(H.R. 4872)

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

Requirement to Offer Premium Assistance for Employer-Sponsored Insurance.
Effective January 1, 2014, states may offer premium assistance and subsidies to
Medicaid beneficiaries who are offered employer-sponsored insurance if it is cost
effective to do so, consistent with current law requirements. (Sec. 2003)

Medicaid Coverage for Former Foster Care Children. As of January 1, 2014,
requires all individuals under age 26, who have aged out of foster care as of the date
of enactment, to receive Medicaid. (Sec.2004)

Payments to Territories. Increases spending caps for the territories by 30 percent and
the applicable FMAP by 5 percentage points — to 55 percent — beginning on January
1, 2011. Beginning in 2014, the cost of covering newly eligibles would not count
towards the spending caps. Sets the income eligibility level for childless adults in the
territories at the same level currently set for parents in the territories. (Sec. 2005)

Special Adjustment to FMAP Determination for Certain States Recovering from a
Major Disaster. Beginning January 1, 2011, the FMAP for any state that during the

preceding 7 fiscal years has been declared a major disaster under section 401 of the
Robert T. Stafford Disaster Relief and Emergency Assistance Act will be increased
by 50 percent of the number of percentage points by which the FMAP for the fiscal
year is less than the FMAP for the preceding fiscal year (and 25 percent in the
second and subsequent years). The percentage increases will apply only if the
difference between the FMAP for the year and the preceding year is at least 3
percentage points lower. (Sec. 2006)

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

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

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

specialty designation of family
medicine, general internal
medicine, or pediatric medicine
to be reimbursed at 100 percent
of the payment rate that applies
to such services and physician
under Part B in 2013 and 2014.
Provides a 100 percent FMAP
to states for meeting this
requirement. (Sec. 1202)

Funding for the Territories.
Changes the date on which the
increased FMAP of 55 percent
applies to the territories from
January 1, 2011 to July 1, 2011.
For territories that do not elect
to establish a Health Benefits
Exchange and receive a
payment for this, increases the
cap on federal Medicaid
funding to the territories so that
the additional amount equals
$6.3 billion for the period of
July 1, 2011 through September
30, 2019. Removes the
provision in the Senate bill that
would have prevented the cost
of covering newly eligibles
from counting towards the
spending caps. (Sec. 1204)

Income Definitions. Changes
income definition from
“modified gross income” to
“modified adjusted gross
income” for purposes of
Medicaid and CHIP. (Sec.
1004)
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Policy

Senate Bill
(H.R. 3590)

Reconciliation Bill

(H.R. 4872)

procedures would apply to all presumptive eligibility determinations. (Sec. 2202)

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

Concurrent Care for Children. Allows children eligible for Medicaid or CHIP to
receive hospice services without forgoing any other service to which the child is
entitled under Medicaid or CHIP. (Sec. 2302)

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

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

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

Medicaid and CHIP Payment and Access Commission (MACPAC) Assessment of
Policies Affecting All Medicaid Beneficiaries. Authorizes $11 million for

MACPAC for FY2010, of which $9 million would come from Medicaid funds and
$2 million would come from CHIP funds. Clarifies the topics to be reviewed by the
MACPAC, including assessment (in consultation with MedPAC) of adult services
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Policy

Senate Bill
(H.R. 3590)

Reconciliation Bill

(H.R. 4872)

in Medicaid, including for dual eligibles, review of Medicaid and CHIP regulations,
etc. Applies more detailed reporting requirements to states and Congress. Changes
the reporting dates to March 15 and June 15 of each year, beginning June 2010.
(Sec. 2801)

Payment Adjustment for Health Care-Acquired Conditions (HACs). Effective July
1, 2011, prohibits Federal payments to states for Medicaid services related to health
care acquired conditions. The Secretary would define health care acquired
conditions, consistent with the definition of hospital acquired conditions under
Medicare, but would not be limited to conditions acquired in hospitals and would
take into account the differences between the Medicare and Medicaid programs and
their beneficiaries. The Secretary would also identify current state practices that
prohibit payments for certain health care acquired conditions when implementing
this provision. (Sec. 2702)

Medicaid Waiver Evaluations. Creates a process for public evaluation at the State
and Federal level of experimental, pilot, or demonstration projects and would
impose a process for establishing requirements relating to the goals, expected costs,
and specific plans for the projects. (Sec. 1021)

Expansion of
CHIP and Other
Children’s
Provisions

Additional Federal Financial Participation for CHIP. For the period beginning FY
2016 through FY 2019, increases the FMAP for each state by 23 percent, but in no
case will the state match exceed 100 percent. State CHIP MOE must continue from
the date of enactment through September 30, 2019. Targeted low-income children
who are cannot receive child health assistance because of federal allotment caps
due to funding shortfalls are deemed ineligible for CHIP, and states are required to
establish procedures to ensure those children are provided tax credits to enroll in the
State Exchange. No enrollment bonus payments will be made for children enrolled
on or after October 1, 2013. Beginning January 1, 2014, modified gross income
and household income will be used to determine CHIP eligibility. If as a result of
the elimination of the application of income disregards a targeted low-income child
is excluded from coverage, the State shall provide child health assistance. (Sec.
2101)

CHIP-Related Provisions. Extends the current reauthorization period of CHIP for
two years, through September 30, 2015. This provision also increases outreach and
enrollment grants by $40 million, makes some children of public employees
eligible for CHIP, and precludes transitioning coverage from CHIP to the Exchange
without Secretarial certification. It also requires insurers in the Exchange to report
to the Secretary on pediatric quality measures. Amends conditions for receiving
payments under Section 1903(a) of the SSA. (Sec. 10203)

Technical Corrections. Makes technical corrections to CHIPRA of 2009 and
ARRA. (Sec. 2102)

Expansion of
Medicare

Reinsurance for Early Retirees. Requires the Secretary, within 90 days of
enactment, to establish a temporary reinsurance program to provide reimbursement
to participating employment-based plans for part of the cost of providing health
benefits to retirees (age 55-64) and their families. Sunsets in 2014 when the
Exchange is established. Participating employment-based plans would submit
claims to the Secretary. The program would reimburse plans for 80 percent of costs
of benefits provided per enrollee that are between $15,000 and $90,000 (adjusted
based on CPI). Requires plans to use the funds to lower costs borne by plans and
beneficiaries. Requires participating plans to implement programs and procedures
to generate cost-savings with respect to participants with chronic and high-cost
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Senate Bill
(H.R. 3590)

Reconciliation Bill
(H.R. 4872)

conditions. Appropriates $5 billion for the program. (Sec. 1102)

Medicare Coverage for Individuals Exposed to Environmental Health Hazards.
Provides Medicare coverage and medical screening services to individuals exposed
to environmental health hazards as a result of a public health emergency declaration
under the Comprehensive Environmental Response, Compensation, and Liability
Act of 1980 (CERCLA). Deems individuals determined to be “environmental
exposure affected individuals” to meet the conditions of entitlement for Medicare
Part A benefits under SSA sec. 226(a) and gives the Secretary discretionary
deeming authority. Individuals deemed eligible as environmental exposure affected
individuals would be entitled to Part A benefits as of the date of deeming and would
be eligible to enroll in Part B beginning in the month of such deeming. Defines
environmental exposure affected individual as one who is (a) diagnosed with
abestosis, pleural thickening or pleural plaques, mesothelioma or malignancies of
particular organs, or any other diagnosis the Secretary determines is an asbestos-
related medical condition, and has been present in the Libby Asbestos Superfund
site in northwest Montana (the EPA’s first and only finding of a public health
emergency under the CERCLA) for a certain period of time, or (b) an individual
who is diagnosed with a medical condition caused by exposure to a pubic health
hazard to which an emergency declaration applies.

Establishes a primary pilot program to provide innovative approaches to furnishing
comprehensive, coordinated, cost-effective care for certain individuals residing in
emergency declaration areas and optional pilot programs for each geographic area
subject to an emergency declaration (other than June 17, 2009).

Establishes a competitive grant program for certain entities, including hospitals,
community health centers, FQHCs, state/local agencies and nonprofits, to screen at-
risk individuals for environmental health conditions (asbestosis, mesolthelioma and
other pollutant-related conditions); and to develop and disseminate public
information and education about the screening program, detection, prevention and
treatment of environmental health conditions, and the availability of Medicare
benefits to certain individuals. Appropriates $23 million for the period 2010-2014
and $20 million for each 5-year period thereafter. (Sec. 10323)

Long-Term Care
Provisions
(CLASS Act,
Elder Justice
Act)

Establishment of National Voluntary Insurance Program for Purchasing
Community Living Assistance Services and Support (CLASS program). Establishes
a new, voluntary, self-funded public long term care insurance program, to be known
as the CLASS Independence Benefit Plan, for the purchase of community living
assistance services and supports by individuals with functional limitations. Requires
the Secretary to develop an actuarially sound benefit plan that ensures solvency for
75 years; allows for a five year vesting period for eligibility of benefits; creates
benefit triggers that allow for the determination of functional limitation; and
provides cash benefit that is not less than an average of $50 per day. No taxpayer
funds will be used to pay benefits under this provision. (Sec. 8002)

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

Removal of Barriers to Providing Home and Community-Based Services (HCBS).
Removes barriers to providing HCBS by giving States the option to provide more
types of HCBS through a State plan amendment to individuals with higher levels of

Delay in Community First
Choice Option. Delays the
effective date from October 1,
2010 to October 1, 2011 for
the optional Medicaid benefit
that would cover attendant
services and supports for
beneficiaries requiring an
institutional level of care.
(Sec. 1205)
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Policy

Senate Bill
(H.R. 3590)

Reconciliation Bill

(H.R. 4872)

need, rather than through a waiver, and to extend full Medicaid benefits to
individuals receiving HCBS under a State plan amendment. (Sec. 2402)

Incentives for States to Offer Home and Community Based Services as a Long-
Term Care Alternative to SNFs. The manager’s amendment adds a new policy that
creates financial incentives for States to shift Medicaid beneficiaries out of nursing
homes and into home and community based services (“HCBS”). The provision
provides Federal Medical Assistance Percentage (“FMAP”) increases to States to
rebalance their spending between nursing homes and HCBS. (Sec. 10202).

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

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

Funding to Expand State Aging and Disability Resource Centers. Appropriates, to
the Secretary of HHS, $10 million for each of FYs 2010 through 2014 to carry out

Aging and Disability Resource Center (ADRC) initiatives. (Sec. 2405)

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

Sense of the Senate Promoting Fiscal Responsibility. Expresses the Sense of the
Senate that the additional surplus in the Social Security Trust Fund generated by
this Act should be reserved for Social Security and not spent in this Act for other
purposes, and that the net savings generated by the CLASS program should be
reserved for the CLASS program and not spent in this Act for other purposes. (Sec.
1563) [Added by Whitechouse Amendment 2870]

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

Provides that the terms used in this subtitle have the same meaning as defined in
Section 2011 of the SSA. (Sec. 6702)

Establishes an Elder Justice Coordinating Council within the Office of the Secretary
that will consist of officers or employees of Federal government agencies. Directs
the Council to make recommendations to the Secretary for the coordination of
activities of the Department of HHS, DOJ, and other relevant Federal, state, local
and private agencies and entities, relating to elder abuse, neglect, and exploitation.
Establishes a 27-member Advisory Board on elder abuse, neglect, and exploitation,
which will create short- and long-term multidisciplinary strategic plans for the
development of the field of elder justice and to make recommendations to the Elder
Justice Coordinating Council. Appropriates $6.5 million for FY 2011 and $7
million for each of FYs 2012 through 2014. (Sec. 6703 adding Sections 2021 and
2022)

Requires the Secretary, in consultation with the Attorney General, to make grants to




Page 10

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

Policy

Senate Bill
(H.R. 3590)

Reconciliation Bill

(H.R. 4872)

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

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

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

Long-Term Care Ombudsman Program Grants and Training. Appropriates $5
million for FY 2011, $7.5 million for FY 2012, and $10 million for each of FY's

2013 and 2014 for grants to eligible entities to support the long-term care
ombudsman program. Appropriates $10 million for each of FYs 2011 through
2014 for the Secretary to establish programs to provide and improve ombudsman
training related to elder abuse. (Sec. 6703 adding Sec. 2043)

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

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

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

Income definitions. Allows for
exclusion of amounts
expended for medical care for
children under age 26 from
gross income on tax filings,
including for the self-
employed health insurance
deduction. Revises the
definitions of “dependent” to
include children under age 26
for purposes of sick and
accident benefits and benefits
for retirees. (Sec. 1004)

Insurance Reforms. Removes
the requirement that dependant
children be unmarried to
remain covered. (Sec. 2301)

Public Plan or
Not-for-Profit
Option

CO-OPs — Federal Program to Assist Establishment and Operation of Nonprofit,
Member-Run Health Insurance Issuers. Requires the Secretary to establish a
Consumer Operated and Oriented Plan (CO-OP) program to foster creation of
qualified nonprofit health insurance issuers to offer insurance in the individual and
small group markets in States where licensed. Prior to July 1, 2013, under the
program, the Secretary would provide grants and loans to assist with start up costs
and solvency requirements; requires repayment of loans within 5 years and grants
within 15 years per regulations to be disseminated by the Secretary. Creates a 15-
member Advisory Board that would operate until 2015. Qualified nonprofit health
insurers must be organized as nonprofits under state law and have substantially all
activities consist of issuance of qualified health plans. Prohibits entities that were
health insurance issuers as of July 16, 2009 and government-sponsored entities
from qualifying as a nonprofit health insurance issuer. Requires profits to be used
to benefit members. Requires compliance with state insurance laws and
coordination with state insurance reforms. Allows CO-OP plans to establish a
private purchasing council to enter into collective purchasing arrangements and
other cost efficiencies. Bars the council from setting payment rates. Appropriates
$6 billion for the program. Establishes a new provision for CO-OP health insurance
plans within Section 501(c) of the Internal Revenue Code and includes reporting
requirements. (Sec. 1322)

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

Basic Health Program. Allows the Secretary to establish a basic health program
under which States would have the option of contracting with “standard health
plans” in lieu of offering coverage to certain eligible individuals through the
Exchange. Defines eligible individuals as those with household income between
133 percent and 200 percent of the poverty line who are not eligible for Medicaid,
Medicare, or employer-based coverage. Limits premiums and cost-sharing under
the program. Requires “standard” health insurance plans to offer at least the
essential benefits package and have a medical loss ratio of at least 85 percent. States
would contract for standard health plans through a competitive process, including
negotiation of premiums, cost-sharing, and extra benefits. Requires States to seek
to coordinate the administration of standard plans with other States. Provides for
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transfer of federal funds to States for establishment of trust funds to be used to
reduce premiums and cost sharing within the basic health program. The amount of
the transfer would be 95 percent of the tax credits and cost-sharing reductions that
would otherwise have been provided to individuals enrolled in standard health plans
if they were enrolled in qualified health plans. (Sec. 1331)

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

Offering of Plans in More than One State. By July 1, 2013, requires the Secretary,
in consultation with NAIC, to issue regulations on health care choice compacts
under which 2 or more States may agree to have 1 or more qualified plans offered in
both (or all) States. Requires insurers to meet market conduct, trade practices,
network adequacy, and other requirements of the state where the purchaser resides.
Requires insurers to be licensed in all States where offered. (Sec. 1333)

Multi-State Plans. Requires the Office of Personnel Management (OPM) to enter
into contracts with health insurance issuers to offer at least 2 multi-state qualified
health plans through each Exchange in each state. Contracts would be for at least
one year, and at least one contractor would be a non-profit. Administration would
be modeled on FEHBP. Contracting provisions may include medical loss ratio,
profit margin, premiums, or other terms. Eligible insurers would be required to meet
the requirements of each Exchange, be licensed in each state, and maintain minimum
standards and requirements. Multi-state qualified health plans would offer the
essential benefits plan as a uniform benefits package in each state and would meet
all other requirements of Title I. Allows states to require that additional benefits be
offered, but the amount of federal credits would not increase, and states would be
required to assume the cost. State age rating requirements may apply. Permits phase
in of multi-state coverage area, such that OPM may contract with a plan offered in
60 percent of the states in the first year, 70 percent in year 2, 85 percent in year 3,
and 100 percent in year 4 and beyond. Requires OPM MOE for FEHBP, which
would continue to be treated as a separate risk pool. Allows OPM to hire additional
staff and creates an advisory board. Authorizes such sums as necessary. (Sec. 1334)

Individual
Mandate

Requirement to Maintain Minimum Essential Coverage. Makes findings related to
the authority of the federal government to regulate individual health insurance and

the effects on the national economy. Amends the Internal Revenue Code to require
individuals to maintain minimum essential coverage beginning after 2013.

Minimum coverage includes a government plan (Medicare, Medicaid, CHIP,
TRICARE, VA, etc.), and employer-sponsored plan, plans in the individual market,
grandfathered health plans, or other coverage recognized by the Secretary. Imposes a
shared responsibility payment penalty on individuals who fail to maintain coverage
for 1 month or more. The amount of the fee would be based on the number of
months during which the individual did not have coverage, or an amount equal to the
national average premium for a bronze level plan. The monthly premium amount
would be based on a flat dollar amount or a set percentage of income. Individuals
who do not purchase coverage would pay the greater of $95 in 2014, $495 in 2015
and $750 in 2016, or up to two percent of income by 2016, up to a cap of the
national average bronze plan premium. Families would pay half the amount for
children up to a cap of $2,250 for the entire family. After 2016, dollar amounts will

Individual Responsibility.
Raises the amount of the
penalty fee when based on a set
percentage of income to 1.0
percent in 2014, 2.0 percent in
2015, and 2.5 percent for 2016.
Lowers flat fee amounts to
$325in 2015 and $695 in 2016.
Exempts income below the
filing threshold, rather than 100
percent of FPL. (Sec. 1002)

Income Definitions. Changes
income definitions from
“modified gross income” to
“modified adjusted gross
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increase by the annual cost of living adjustment. Allows for religious exemptions. income” for purposes of
Exempts individuals for whom the required contribution for coverage (amount exemption from the
required by an employer or the annual premium for the lowest cost bronze plan) for | requirement to maintain
the month exceeds 8 percent of the individual’s household income. Exempts minimal essential coverage.
individuals with income below 100 percent FPL and members of Indian tribes. (Sec. 1004)
Allows for 3 month gaps in coverage and allows the Secretary to make exceptions
based on hardship. Removes criminal penalties otherwise applicable under the tax
code for purposes of these payments. Effective in 2013. (Sec. 1501)
Reporting. Requires reporting of coverage by individuals, employers, and
governmental units under the Internal Revenue Code. Requires the IRS to notify
individuals of nonenrollment. (Sec. 1502)

Employer Employer Requirement to Inform Employees of Coverage Options. Requires Employer Responsibility.

Mandate employers to provide notice to their employees at the time of hiring informing them: | Provides that, the number of

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

Shared Responsibility for Employers. Provides that, if a large employer (more than
50 full-time employees, with exceptions for seasonal workers; includes certain
construction industry employers with 5 full-time employees, effective in 2014) does
not offer coverage and has at least one full-time employee who has enrolled in a plan
for which a premium assistance tax credit or cost-sharing reduction is allowed or
paid for the employee, the employer must pay $750 per full-time employee.
Imposes a fine of $600 per full-time employee on a large employer that requires a
waiting period of more than 60 days before an employee can enroll in health care
coverage. Full-time employee means an employee who works an average of 30
hours per week, calculated on a monthly basis. Requires payments to be paid upon
notice and demand of the Secretary. Requires the Secretary of Labor to the study
and report on the effects of this tax on wages. (Sec. 1513)

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

Offering of Exchange-Participating Qualified Health Plans Through Cafeteria
Plans. Amends the Internal Revenue Code related to cafeteria plans to provide that
plans provided through the Exchange will not be an eligible benefit under an
employer-sponsored cafeteria plan, except where certain employers offer a choice
of plans to their employees through an Exchange. (Sec. 1515)

Free Choice Vouchers. Requires “offering employers” that offer minimum essential
coverage to employees and pay a portion of costs to provide free choice vouchers to
qualified employees for the purchase of qualified health plans through Exchanges.
The free choice voucher must be equal to the contribution that the employer would
have made to its own plan. Employees would qualify if their required contribution
under the employer’s plan would be between 8-9.8 percent of their income (indexed

individuals employed by a large
employer (more than 50
employees) during any month is
reduced by 30 for purposes of
calculating the amount owed for
failure to provide insurance.
Raises the per-employee
applicable payment amount to
$2000. Revises the provision
related to requirements for part-
time workers; for purposes of
determining whether an
employer is a large employer,
the total number of hours
worked by part-time workers in
a month, divided by 120, is
added to the number of full time
employees. Eliminates the
Senate bill provision related to
waiting periods that exceed 60
days. (Sec. 1003)
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based on the rate of premium growth starting in 2014). Excludes free choice
vouchers from taxation and voucher recipients are not eligible for tax credits.
Employers offering free choice vouchers would not be subject to the shared
responsibility penalty under Sec. 1513. (Sec. 10108)

Other Employer
Requirements

Prohibition of Discrimination In Favor of Highly Compensated Individuals.
Requires group health plans to satisfy IRS requirements prohibiting discrimination

in favor of highly paid individuals. (Sec. 1001, adding Sec. 2716)

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

Small Business Procurement. Disallows any waiver of small business contracts
under the Federal Acquisition Regulation of the Small Business Act. (Sec. 1563)

Premium
Subsidies to
Individuals

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

Reduced Cost-Sharing for Individuals Enrolling in Qualified Health Plans. Requires
that the Secretary notify insurers of “eligible insured”” who enroll in plans offered by
the insurer. Requires that insurers reduce cost-sharing amounts as specified. Defines
“eligible insured” as individuals enrolled in silver level coverage with income 100-
400 percent FPL. The standard out-of-pocket maximum limits would be reduced to
1/3 for those between 100-200 percent FPL, 1/2 for those between 200-300 percent
FPL, and 2/3 for those between 300-400 percent FPL. Requires coordination in
actuarial value limits such that a plan’s share of total allowed costs of benefits would
be increased to 90 percent for those between 100-150 percent FPL, to 80 percent for
those between 150-200 percent FPL, and to 70 percent for those between 200-400
percent FPL. Cost-sharing assistance would not account for additional benefits
mandated by States. (Sec. 1402)

Procedures for Determining Eligibility for Exchange Participation, Premium Tax
Credits and Reduced Cost-Sharing, and Individual Responsibility Exemptions.

Requires the Secretary to establish a program for determining whether an individual
applying for coverage in the individual market by a qualified health plan offered
through an Exchange, or who is claiming a premium tax credit or reduced cost-
sharing, is a U.S. citizen or national or a lawfully present alien and meets the income
and coverage requirements; whether coverage offered to an individual under an
employer-sponsored health benefits plan is “unaffordable”; and whether to certify

Tax Credits. Amends the
premium assistance amount.
Applicable percentages (used to
calculate premium assistance
amounts) range from 2 percent
for individuals with income up
to 133 percent FPL to 9.5
percent for those at up to 400
percent FPL. Revises the
indexing mechanism for
premium assistance amounts.
After 2018, additional
adjustment could apply, but
only apply if the aggregate
amount of tax credits and cost-
sharing reductions exceeds
0.504 percent of GDP.
Employees offered coverage by
an employer for whom the
premium exceeds 9.5 percent of
the employee’s income would
be eligible for the premium
assistance credit. (Sec. 1001)

Tax Credits. Requires
coordination in actuarial value
limits such that a plan’s share of
total allowed costs of benefits
would be increased to 94
percent for those between 100-
150 percent FPL, 87 percent for
those between 150-200 percent
FPL, 73 percent for those
between 200-250 percent FPL,
and 70 percent for those
between 250-400 percent FPL.
(Sec. 1001)
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that an individual is entitled to an exemption from either the individual responsibility | Income Definitions. Changes
requirement or the related penalty. Requires verification of information provided by | income definitions from
applicants and verification of records. Creates processes for appeals by individuals | “modified gross income” to
and employers. Provides confidentiality requirements and imposes penalties if “modified adjusted gross
applicants submit false or fraudulent information. Requires HHS and the Treasury income” for purposes of
Department to study administration of the employer responsibility requirement and premil'm'ls.gssistanc'e tax credits
protection of employer and employee rights. (Sec. 1411) and eligibility requirements.
(Sec. 1004)
Advance Determination and Payment of Premium Tax Credits and Cost-Sharing . )
Reductions. Requires the Secretary to establish a program to allow for the advanced Income Definitions. Requires
payment of premium assistance tax credits and cost-sharing reductions to plans for Exchgnges (or any person
eligible individuals upon the request of an Exchange. Also provides for advanced carrying out resp 0ns1b1ht1es of
L o o . an Exchange) to provide

determinations of individual eligibility. Requires the Secretary of the Treasury to : .

. . ’ : information to the Secretary and
make': advant.age payments under this s§ct10n to insurers ona monthly bas1s. and taxpayers for each plan offered
requires the insurer to reduce the premlum'charged accqrc.hngl'y. 'C'ost—sharmg N in the Exchange, including: the
reduction payment would also be made to insurers of eligible individuals. Prohibits | jaye] of coverage; total
any Federal payments to individuals who are not lawfully present in the United premium; aggregate amount of
States. (Sec. 1412) any advance payment of credits

or reductions; name address and
Streamlining of Procedures for Enrollment Through an Exchange and State TIN of the primary insured and
Medicaid, CHIP, and Health Subsidy Programs. Requires the Secretary to establish a | others obtaining coverage under
system for the residents of each State to apply for enrollment in, receive a a policy; information on change
determination of eligibility for participation in, and continue participation in, of circumstances necessary to
applicable State health subsidy programs. Requires each state to use a single determine eligibility for or
streamlined form for applications to subsidy programs. Requires development of amount of a credit; and
secure electronic interfaces allowing an exchange of data to allow for all information necessary to
determinations of eligibility for all programs based on a single form, and requires a determine whether a taxpayer
data matching program for determining eligibility. (Sec. 1413) has received excess advance
payments. (Sec. 1004)

Disclosures to Carry out Eligibility Requirements for Certain Programs. Allows for
limited disclosure of tax return information to Exchanges or State agencies to carry
out eligibility determinations. Authorizes use of Social Security numbers. (Sec.
1414)
Premium Tax Credit and Cost-Sharing Reduction Payments Disregarded for
Federal and Federally-Assisted Programs. Provides that premium assistance tax
credits and cost-sharing reductions are not counted as income for purposes of
determining eligibility for other programs. (Sec. 1415)
Study of Geographic Variation in Application of FPL. Requires the Secretary to
study the feasibility and implications of adjusting the application of the FPL for
different geographic areas and to report to Congress by January 1, 2013. The study
would include the territories. (Sec. 1416)

Premium Credit for Employee Health Insurance Expenses of Small Businesses. Amends the

Subsidies to Internal Revenue Code to provide small employer health insurance credits equal to

Employers the lesser of: 50 percent of the aggregate amount of nonelective contributions made

by the employer of behalf of employees, or 50 percent of the contributions an
employer would have made based on average premiums in 2014 and beyond (for
2010-2013, eligible employers can receive a small business tax credit for up to 35
percent of their contribution toward the employee’s health insurance premium).
The credit would phase out based on an employer’s number of employees and
average wages, with the full credit available to employers with 10 or fewer
employees and average annual wages of less tha